CATARACT SERIES

Measuring the outcome of cataract surgery:
the importance of the patient perspective
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Most eye care staff have had the pleasure
of removing the pad from a patient’s eye
after cataract surgery and seeing their joy
at having their sight restored. However,
when the outcome of cataract surgery is
discussed prior to surgery, the first thing
most people think about is visual acuity or
complications. Whilst these are critically
important, they are only part of the story.

Imagine the following scenario. An
85-year-old woman presents with a visual
acuity of ‘hand movements’ and dense
white cataract in both eyes. She is
advised to have cataract surgery. Cataract
surgery in the first eye goes well with
excellent technical success (a perfect
capsulorrhexis, good centration of the intra-
ocular lens, etc.) and her visual acuity
improves to 1/60 in her operated eye.

Is this a good outcome? From a
technical point of view it is — the surgery
went well. However, from a visual acuity
perspective, it is not ideal as the woman
continues to have poor vision in the
operated eye. What we don’t know, is what
the woman thought about the outcome.
Was she happy? If not, why not?

What do patients think?

We can, of course, ask patients about
whether they are happy with the outcome
of surgery, but we have to remember that
—as humans — we are influenced by a
variety of different things when consid-
ering whether we’re happy with any
outcome. For example, if the surgeon had
told the patient that she would have
perfect vision restored by surgery, would
she be happy? If she had spent her life
savings on surgery, would she be happy?

Understanding the patient’s
perspective on the visual outcome of
cataract surgery can improve our cataract
surgical service. It allows the hospital
team to identify where improvement is
required. For example, if the patient
reported that the surgeon told her to
expect perfect vision, then the infor-
mation routinely provided by the surgeon
could be reviewed and expectations
better managed.

NOTE: Remember to manage the
patient’s expectations. What you say
will depend upon any risk factors and
the presence of any co-pathology that
might affect the outcome.
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A patient before (left) and after cataract surgery. KENYA

So, how can we collect the patient’s
perspective on outcome? There are
several ways:

1 Comments boxes. Many hospitals
have comments boxes: patients are
encouraged to write down their
comments and put them in a box. The
advantage of this system is that it is
anonymous, so patients can be honest
about their care; however, they are of
limited use in countries where literacy
levels are low. They also rely on ready
access to paper and pen, and are less
likely to be used by older patients.

2 A questionnaire. Questionnaires are
available that capture patients’
perspective on the outcome of their
care. They either can be given to
patients to complete (if they are able),
or administered by a member of staff
or volunteer. Questionnaires must be
culturally appropriate and in the
correct language. They rely on either
the patient or carer being able to read,
or one of the staff helping the patient
to complete the questionnaire (which
can be problematic as patients might
be reluctant to raise concerns or offer
criticism in the presence of a staff
member).

3 Patient interviews/exit interviews.
This involves talking with patients
about their experiences at the hospital
and recording their responses. Ideally,
volunteers (or anyone who is not
associated with the clinical care
patients receive) should ask the
questions, in order to ensure that
patients feel it is safe to be honest.
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What questions to ask

The purpose of getting the patients’
perspective is to find out whether he or
she is satisfied with our cataract service
(and will recommend it to others), and to
find out how we can do better.

A simple yes/no answer (e.g.: ‘Yes, |
am satisfied’, or ‘No, | am not satisfied’) is
not enough. For example, patients might
not have been satisfied because the bed
was uncomfortable or because they were
expecting their visual acuity to be perfect;
these are two very different things
requiring different remedial actions. In
addition, satisfaction levels may be artifi-
cially high as patients might not want to
be critical about aspects of their care.

It is usually more helpful to understand
patients’ experience of the cataract
service. Patient experience questionnaires
use quantifiable, objective measures of
outcome and patient care in order to explore
patients’ views. A patient experience
questionnaire asks a series of questions
designed to try and understand the whole
picture. For example, questions about:

* Information and education provided

* physical comfort

* emotional support

* respect for the patient (e.g. ‘Did the
doctors/nurses sometimes talk as if you
weren’t there?’)

* involvement of family and friends

* continuity and transition (e.g. ‘Were you
shown how to instil eyedrops before you
left the hospital?’).

Itis possible to find free examples of
patient experience questionnaires online.*
These may provide a useful starting point.
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Demonstrating impact

If we want to show that surgery has
changed someone’s life, then just
showing that their vision has improved is
not enough. We need to show that they
can do things that they could not do
before surgery, or that they feel better.

To do this, we can do a ‘quality of life’
audit. This involves using a specially
designed questionnaire and asking a
randomly selected group of patients (e.g.
every fifth patient) to complete it (with or
without help) both before and after
surgery. This makes it possible to identify
any changes that have occurred and to
determine the impact that surgery is
having on the lives of patients.

Quality of life questionnaires have been
validated (proven) to measure change in a
number of areas, including people’s ability
to function. They ask questions such as:
‘Can you read a newspaper?’ or: ‘Can you
recognise faces?’.

Quality of life questionnaires are an
objective and independent method of
measuring the patient’s perspective on
outcome. The advantage of using quality
of life questionnaires is that, because we
are asking for descriptions of what people
can and cannot do — rather than how they

feel about the outcome —there is less
chance that the patient’s response will be
affected if the interviewer is a staff member.

Many different studies have shown that
cataract surgery can improve function, and
there are several questionnaires that can
be used to assess this. Care has to be
taken when using the questionnaires as
they are context-specific. This means that
each questionnaire has been developed
based on the culture of the people that are
being questioned. A good example is activ-
ities of daily living. In the UK, most people
have a television and questionnaires often
include a question on the patient’s ability to
watch programmes before and after
surgery. Obviously this is a pointless
question in places where there are few
televisions. There are also difficulties in
translating the questions as many languages
use different types of words to describe the
same thing. Therefore, care must be taken
in choosing a questionnaire that is right for
your country, culture and language.

At the hospital we can use quality of
life questionnaires to show our patients,
our staff and our supporters (including
donors) that, not only do most patients
see better after surgery, but most have an
improved quality of life too.

In summary

* The outcome of cataract surgery is not
just about visual acuity or complications.
One of the most important areas, which
is rarely investigated, is the patient’s
perspective.

* It is important to remember that the
patient’s perspective is influenced by
lots of different things; not just whether
or not they can see.

* Quality of life questionnaires that have
been designed to measure how
people’s functioning changes following
cataract surgery are available — contact
the author for details.

* Getting feedback from patients about
outcome is important; however, it is only
useful if it is acted on and the changes
monitored to see if they have brought
about the desired results. The critical
outcomes of seeking patients’
perspectives on their treatment, therefore,
are the changes you make to your service
in response to their comments.
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ICEH update

The International Centre for Eye Health
(ICEH) was started by Prof Barrie Jones
35 years ago, in 1980. In 1988, ICEH
(then led by Prof Gordon Johnson) started
to publish the Community Eye Health
Journal under the editorship of Dr Murray
McGavin. Since then, over 80 issues

of the Journal have been produced,

and versions are now translated into
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5 To work with partners to increase the
capacity of institutions to develop
research programmes and to provide
high quality training in eye care delivery.

6 To support local health providers with
relevant eye care educational materials
and information on good practice.

7 To contribute towards the Global VISION
2020 initiative and the Global Action

French, Spanish and Chinese, with a total readership of over
30,000 people in more than 150 countries. In 2002, ICEH
became part of the London School of Hygiene and Tropical
Medicine (LSHTM), which strengthened its ability to engage in
international health matters.

The objectives of ICEH are summarised as follows:

1 To provide evidence of the magnitude, causes and
impact of visual loss and eye diseases for policy makers
and health planners.

2 To undertake research and systematic reviews to
identify cost-effective interventions for the prevention
and treatment of blinding eye diseases.

3 To promote international and national level leadership
in community eye health through training at LSHTM.

4 To facilitate implementation of national and district
VISION 2020 programmes through the provision
of local training in community eye health, planning
and management.

8 Plan 2014-2019 in collaboration with WHO, the
International Agency on the Prevention of Blindness
(IAPB), International non-governmental organisations
(NGOs) and other institutions and organisations.

Clare Gilbert (Co-director, ICEH) and Matthew Burton lead
the eye research work, Cova Bascaran and Daksha Patel the
teaching courses, Marcia Zondervan and Claire Walker the
V2020 LINKS programme, Robin Percy the V2020
workshops, Sally Parsley the E-open digijtal resources, and
Elmien Wolvaardt Ellison and Nick Astbury the Journal.

As from this issue, we plan to keep one page in the Journal
to update you on key reports and activities of ICEH and its
core supporters.

A report on ICEH activities from 2010-2014, including
the references for all published papers, is available at
http://iceh.Ishtm.ac.uk/report-2010-2014/

If you have suggestions on how we can do things better,

please let us know.
Allen Foster, ICEH Co-director
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