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Cataract surgery carries the accolade of
being one—if not the—most common elective
procedure carried out by the National Health
Service (NHS) in England each year1 Over the
decade 2002 and 2003 to 2011 and 2012, the rate
of NHS provision increased annually by 1.8%.2

In absolute terms, the NHS funded 637 episodes
per 100 000 population in 2004, though the
true figure is likely to be substantially higher
if privately funded surgery had been included
in these estimates.3

This increase broadly coincided with reduced
median waiting times, which dropped from
4200 days in 1998 to o75 days in 2007, and by
2011–12 this was 59 days from specialist
assessment to treatment.4,5 Reassuringly,
offering more surgery appeared to result in
superior access equity, with an inverse
relationship between area deprivation and
cataract surgery waiting times emerging.4

In 2009, it was announced that the NHS would
make £20 billion savings between 2011 and 2012
and 2014 and 2015.6 These savings were to be
recurrent, and found through service efficiencies,
including reducing reliance on overused
interventions.6,7 Although cataract surgery is, in
absolute terms, considered clinically very effective,
questions are increasingly being raised about
whether it is being over- or inappropriately used,
particularly in mild cases where the risks of surgery
may outweigh any potential health benefits.3,8,9

For example, at a population level, the risk
of visual loss among patients with better pre-
surgery visual acuity (VA) is not inconsiderable:
6.9% of patients with a baseline VA of ≤ 6/6
Snellen (approximation of ≤ 0.00 logMAR)
and 5.6% of those with a VA of ≤ 6/9 Snellen
(approximation of ≤ 0.18 logMAR) are left with
poorer vision following cataract removal.10 This
is more conservative than an earlier study which
found the majority (64.3%) of patients with pre-

operative acuities of ≤ 6/7.5 Snellen had the
same or worse vision following surgery.11

The real challenge, then, is ensuring that
appropriate candidates for surgery receive it
in a timely manner, while inappropriate ones
are excluded or deferred. Improving the quality
and appropriateness of referrals to specialist
treatment could both improve patient experience
and reduce costs by reducing unnecessary
consultations, as well as widening access to
and speed of treatment for those that need it.12

Quite apart from the harm operating on the
wrong patients represents, there could also be a
considerable opportunity cost. In other words,
the NHS could be making more effective use of
its shrinking resources by avoiding overuse in
cataract surgery and putting resources towards
other health purchasing,9 such as targeting its
spending at relatively more effective surgeries.
Indeed, a 2011 survey of Primary Care Trusts

(PCTs) found that half (47%) had current policies
in place to manage access to cataract surgery.13

The financial year 2011–12, saw a statistically
significant drop of 4.8% in the overall rate of
cataract surgery undertaken by the NHS, a
decline that coincided with the first year of
financial austerity.2

The pattern, though, was varied among
commissioning organisations: while a third
(30.5%) of PCTs had reduced rates of cataract
surgery, about one-sixth (13.2%) showed
increases.2 Reassuringly, though, there were no
discernable differences in surgery rates between
more or less affluent areas, suggesting inequity
is still not a particular concern.2 What the data
cannot currently tell is whether the observed
reductions coincided with fewer inappropriate
surgeries.
There is a growing public perception that a

‘postcode lottery’ is emerging, with patients being
unfairly denied access to cataract surgery.14,15

Assuring commissioners, clinicians and the public
that any reductions in procedure rates actually
coincide with reduced episodes of inappropriate
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care—and do not just delay necessary surgeries or restrict
access to appropriate care—will necessitate much more
sophisticated utilisation data that measures both volumes
and appropriateness of procedures backed by clear public
health messaging. For now, the lack of validated tools that
objectively measure cataract-induced visual impairment
and therefore the appropriateness of surgery remain to be
significant weakness and the commissioning guidance calls
for more urgent research into this area.16

The recent NHS reforms have focussed on devolving
decision-making. A risk of decentralising healthcare
purchasing is that instead of having a uniform national
standard apply differing local commissioning priorities
can affect access to health services. In April 2013,
the 151 PCTs were replaced by 211 smaller Clinical
Commissioning Groups (CCGs), thereby running the
risk that any geographical variation may be exacerbated
further.
Evidence-based commissioning guidance, such as this

new cataract services guide, can provide an important
step towards national consistency by providing a useful
blueprint of how to plan and buy cataract surgery.16

That said, it is important to remember that despite
being accredited by the National Institute for Health
and Care Excellence (NICE), these recommendations are
not binding. Commissioners may—legitimately—choose
to prioritise spending their constrained budgets other
areas of healthcare, according to the needs of their local
resident population. As data on CCG activities become
available, more research will be needed to monitor the
consistency of their commissioning decisions.2

The debate we are having around cataract surgery is
not unique. Instead, what is urgently called for is a much
wider societal discourse around the merits of central
versus local health purchasing and, in particular, an
acceptance that pursuing the latter is going to result in
geographical variation of services. This in itself need not
be a bad thing if more overall health gain is purchased as
a result of commissioning strategies focussed on meeting
residents’ health needs: balancing the tension between
local health needs and finances will likely necessitate a
relative prioritisation of procedures, which may mean
even clinically effective interventions are de-prioritised or
even decommissioned. And that could conceivably
include cataract surgery.
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