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Abstract
Purpose  To describe differences in patient population, practice patterns and outcomes between private and public 
setting cataract surgery.
Methods  Preoperative population and clinical outcomes from the Royal College of Ophthalmologists National 
Ophthalmology Dataset study (2010 NOD; surgeries August 2006 to November 2010), the latest annual audit 
(2025 NOD; surgeries April 2023 to March 2024), and consecutive cataract surgeries performed at a United 
Kingdom-based network of private surgical centres (Optical Express) between April 2023 and March 2024 were 
reviewed.
Results  The number of treated eyes was 180,144, 550,519, and 4,969 in the 2010 NOD, 2025 NOD, and private 
centres, respectively. Private patients were on average one decade younger and had better preoperative visual 
acuities. Vision loss (≥ 0.3 logMAR) was recorded in 1.5% of eyes in the 2010 NOD, 0.46% in 2025 NOD, and 
0.26% in the private cohort. The incidence of posterior capsule rupture decreased from 1.95% in 2010 to 0.69% 
in 2025 in the NOD; the rate in the private cohort was 0.18%. As the cohorts differed in baseline characteristics, 
the observed differences should be interpreted cautiously. In the private cohort, implanted IOLs were monofocal 
(24.8%), enhanced monofocal (54.0%), or multifocal (21.2%), whereas NOD patients typically received conven-
tional monofocal IOLs. Among private patients, immediate sequential bilateral cataract surgery was performed 
in 57.4%, while its uptake in NOD cohorts was negligible.
Conclusion  Private patients underwent surgery at a younger age and with better preoperative visual acuity, con-
sistent with less advanced cataract. Outcome metrics improved markedly between the 2010 and 2025 NOD 
cohorts.
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Introduction

Cataract surgery remains the most frequently performed surgical procedure in the United Kingdom [1]. The Royal 
College of Ophthalmologists (RCOphth) established the National Ophthalmology Database (NOD) in 2010 to 
collate data on cataract surgeries for audit and research purposes [2]. In 2014, the RCOphth was commissioned 
by the Healthcare Quality Improvement Partnership to build on the work of the NOD and deliver a national audit 
programme for ophthalmology. The outcomes of these audits have become an important benchmark for the com-
parison of cataract surgery standards.

For intraocular lens (IOL) surgeries in the United Kingdom, patients have a choice between government-
funded National Health Service (NHS) care pathways and pathways of a variety of private providers, depending 
on their personal preference, the significance of cataract, the reason for IOL surgery (cataract, presbyopia cor-
rection, refractive error correction) and the preference for the type of an intraocular lens. The NHS increasingly 
utilises the services of private providers in order to deliver patient care and attempt to meet demands on acces-
sibility to care in line with their constitution.

Differences between patient populations seeking care within the NHS and those receiving care in the private 
system form the basis of this study. The purpose of this study was to examine baseline population characteristics 
and clinical outcomes of surgery performed within the NHS system (using National Ophthalmology Database 
audit data) and within a large private multi-centre provider of intraocular lens surgery, with a particular focus on 
surgical patterns, differences in preoperative characteristics, visual acuity outcomes, vision loss, and the most 
commonly reported adverse events.

Patients and methods

This study reviewed the outcomes of the first RCOphth NOD study (“2010 NOD”) [2], covering NHS cataract 
surgeries performed between August 2006 and November 2010; the latest 2025 RCOphth NOD annual audit 
(“2025 NOD”) [1], which includes surgery dates between April 2023 and March 2024, and a retrospective analy-
sis of consecutive cataract surgeries performed by a large private multi-centre refractive and cataract surgery 
provider (Optical Express, United Kingdom) between April 2023 and March 2024 (“private”).

This study did not require Research Ethics Committee approval per NHS Health Research authority guide-
lines [3]. For the Optical Express data, Institutional Review Board at the University of California, San Francisco 
deemed the study an exempt from full review because it only involved collection of de-identified and retrospec-
tive patient data. All Optical Express patients signed an informed consent to undergo cataract surgery and, as a 
part of that informed consent, agreed to use their de-identified data for statistical analysis and research purposes. 
The study was conducted in accordance with the tenets of the Declaration of Helsinki.

For the private review, records meeting the inclusion/exclusion criteria of the RCOphth NOD audits [1, 2] 
were extracted in anonymized fashion from the electronic medical record. The three studies included only adult 
patients (18 years or older) with cataracts and procedures performed by phacoemulsification. Surgeries performed 
as combined procedures along with another significant intraocular procedure, or those performed on eyes with 
previous ocular trauma, significant congenital or developmental abnormalities were excluded from this analysis. 
The time period for surgeries in the OE audit was matched to cover the same date range as the 2025 NOD audit. 
The initial 2010 NOD report was included in this review to demonstrate the change in outcomes in NHS-funded 
cataract surgeries over the recent years and to review some outcome metrics that were not included in the 2025 
NOD audit.
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Data collection and analysis

The primary outcome measures in this study were monocular visual acuity (VA), the degree of vision loss from 
preoperative to postoperative assessments, and the incidence of some operative and postoperative adverse events. 
Definitions of VA used in each study are summarized in Table 1. While the NOD used the best-measured visual 
acuity (corrected distance visual acuity [CDVA], uncorrected distance visual acuity [UDVA] or pinhole visual 
acuity, whichever was available), the best-measured visual acuity in the private cohort was consistently measured 
as CDVA following subjective refraction (Table 1). Where records were available, VA analyses were stratified by 
the presence or absence of pre-existing ocular co-pathology.

Vision loss was defined as a deterioration of ≥ 0.30 logMAR units between preoperative and postoperative 
examinations (Table 1), corresponding to a doubling or worse of the visual angle [1]. Severe vision loss was 
defined as a deterioration of ≥ 0.60 logMAR units, representing a quadrupling of the visual angle [1]. 

Adverse events evaluated included posterior capsule rupture (PCR), postoperative endophthalmitis, retinal 
detachment, and cystoid macular oedema (CMO). Due to differences in baseline characteristics across the three 
study cohorts, outcomes were not compared using inferential statistical tests. Instead, the findings are presented 
as a descriptive analysis of independently collected datasets, highlighting trends, improvements and surgical pat-
terns observed across the cohorts. Unless otherwise specified, all percentages and adverse event incidences are 
reported on a per-eye basis.

Results

The 2010 NOD report included outcomes of 28 NHS Trusts (27 in England and 1 in Scotland) performed by 995 
surgeons. The 2025 NOD audit contained data from 199 centers and 2,361 treating surgeons. Of the 199 centers, 
71 were traditional NHS providers, and the remaining were independent sector treatment providers of NHS-
funded services, private providers, or combined NHS and privately-funded cataract surgery data. The OE audit 
included treatments from 21 centers in the United Kingdom performed by 20 surgeons. Of all surgeries, 58.4% 
in the NOD 2010 audit, 86.3% in the NOD 2025 audit, and all surgeries in the private audit were performed by 
consultant-grade surgeons.

Table 2 summarizes the preoperative characteristics across the three datasets. The number of eyes (patients) 
included was 180,144 (127,685) in the 2010 NOD, 550,519 (409,107) in the 2025 NOD, and 4,969 (3,031) in 
the private dataset. Median age in the 2010 NOD cohort was approximately a decade higher than in the private 
cohort, while age was not reported for the 2025 NOD audit. Preoperative visual acuity was poorer in both NOD 

Table 1  Visual acuity definitions used in analyses
2010 NOD
(years 2006–2010)

2025 NOD
(years 2023–2024)

Private
(years 2023–2024)

Preoperative 
visual acuity 
definition

• The better value of UDVA or CDVA
• Eligible VA measurements were recorded 
within 3 months prior to surgery and the VA 
measurement closest to the date of surgery was 
used in the analysis.

• The better value of CDVA or 
UDVA that is closest to the day 
of surgery (including the day of 
surgery) and measured within 6 
months prior to surgery.

• Corrected distance visual acuity 
recorded within 3 months prior to 
surgery.
• If more than one measurement of CDVA 
was present on the electronic medical 
record, the measurement closest to the 
day of surgery was used in the analysis

Postoperative 
best-measured 
visual acuity 
definition

• The best CDVA measurement within 2 weeks 
and 4 months of cataract surgery when present 
and the best measurement of UDVA or pinhole 
VA within the time period when CDVA was 
absent.

• The best measurement of 
CDVA, UDVA, or pin hole 
visual acuity between eight days 
and 6 months (inclusive) post-
cataract surgery.

• The best measurement of CDVA 
between eight days and 6 months (inclu-
sive) post-cataract surgery.

NOD - National Ophthalmology Database, VA – visual acuity, CDVA – corrected distance visual acuity, UDVA uncorrected distance visual 
acuity
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audits compared with the private cohort (median best measured visual acuity: 0.50 logMAR [20/63] for 2010 
NOD, 0.40 logMAR [20/50] for 2025 NOD, and 0.22 logMAR [20/32− 1] for private). This trend is consistent 
with the private sector’s tendency to operate at earlier stages of cataract development. However, the preoperative 
best measured visual acuity in the 2025 NOD was approximately one Snellen line better than in the 2010 NOD, 
indicating that NHS surgeries are now also being performed at earlier stages of the disease.

Table 3 presents postoperative best measured visual acuity stratified by the presence or absence of ocular 
co-pathology, where available. Overall, a higher proportion of eyes in the private cohort achieved postopera-
tive visual acuity of both 20/40 (driving standard) and 20/20 than in the NOD cohorts. However, these findings 
should be interpreted cautiously because the private cohort had more favourable baseline characteristics, includ-
ing younger age and better preoperative visual acuity, and postoperative visual acuity was defined differently 
between the datasets. The NOD datasets also demonstrated improved outcomes over time, with better postopera-
tive results in 2025 compared with 2010, although differences in patient characteristics and audit methodology 
should also be considered. Across all eyes, irrespective of ocular co-pathology, the mean postoperative best 
measured visual acuity was 0.10 logMAR (20/25) in the 2010 NOD cohort, 0.02 logMAR (20/20–1) in the 2025 
NOD cohort, and 0.00 logMAR (20/20) in the private cohort.

Postoperative uncorrected distance visual acuity (UDVA) for eyes with an intended postoperative target mani-
fest spherical equivalent (MSE) within ± 0.50 D is provided in Table 4. Equivalent data were not reported in the 
2025 NOD audit, likely reflecting changes in audit reporting; consequently, UDVA summary is limited to the 
2010 NOD and private cohorts, and no conclusions can be drawn regarding temporal changes in UDVA outcomes 
within the NHS. Among eligible eyes, 75.3% in the 2010 NOD audit and 95.5% in the private audit had postop-
erative unaided vision 20/40 or better. For unaided vision of 20/20 or better, the corresponding proportions were 

Table 2  Preoperative characteristics
2010 NOD
(years 2006–2010)

2025 NOD
(years 2023–2024)

Private
(years 
2023–2024)

Number of eyes in the original cohort 180,114 550,519 4,969
Number of eyes without pre-existing ocular co-pathology 113,610 373,023 3,207
Treatment time period August 2006 to Novem-

ber 2010
April 2023 to March 
2024

April 2023 
to March 
2024

Age at surgery [years] - - -
68.0(median) 77.1
(IQR: 62, 
75)

IQR (IQR: 69.7, 82.8)

Number of eligible eyes with recorded preop visual acuity 147,962 490,052 4,969
Preop visual acuity
Median [logMAR] 0.50 0.40 0.22
IQR (IQR: 0.30,0.80) - - - (IQR: 

0.00,0.40)
Mean (SD) 0.63 (- - -) - - - 0.31 (0.50)
Percentage of eyes with preop visual acuity
20/40 or better 36.2% - - - 71.6%
20/20 or better 3.2% - - - 29.5%
NOD - National Ophthalmology Database
logMAR – logarithm of the minimum angle of resolution
IQR – interquartile range
SD – standard deviation
- - - records not available
Preop visual acuity –the better of corrected or uncorrected distance visual acuity measurement (whichever was available) in NOD reports, cor-
rected distance visual acuity in the private dataset
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23.8% in the 2010 NOD cohort and 54.9% in the private cohort. These differences should be interpreted in the 
context of the baseline characteristics of the study populations.

Table 5 presents the change from preoperative to postoperative vision, stratified by the presence or absence 
of ocular co-pathology, where available. Although overall vision loss was lowest in the private cohort, both 
the 2010 NOD and the private datasets demonstrated greater vision loss among eyes with ocular co-pathology 

Table 3  Postoperative best measured visual acuity
2010 NOD
(years 2006–2010)

2025 NOD
(years 2023–2024)

Private
(years 2023–2024)

Number of eyes in the original cohort 180,114 550,519 4,969
Number of eligible eyes with available records 95,561 372,300 4,576
Eyes with co-pathology
20/40 or better 79.9% 86.6% 95.9%
20/20 or better 32.5% - - - 72.0%
Eyes without co-pathology
20/40 or better 94.6% 96.4% 99.4%
20/20 or better 50.8% - - - 88.9%
All eyes
20/40 or better 89.6% 93.0% 98.2%
20/20 or better 44.5% - - - 83.1%
Postop best measured visual acuity (All eyes)
Median [logMAR] 0.10 0.02 0.00
IQR (IQR: 0.0,0.20) - - - (IQR: -0.08,0)
Mean (SD) 0.16 (0.30) - - - -0.01 (0.14)
Postoperative best measured visual acuity (Eyes with no ocular co-pathology)
Median [logMAR] 0.00 - - - -0.08
IQR (IQR: 0.0,0.20) - - - (IQR: -0.08,0.00)
Mean (SD) 0.10 (0.21) - - - -0.03 (0.10)
NOD - National Ophthalmology Database
logMAR – logarithm of the minimum angle of resolution
IQR – interquartile range
SD – standard deviation
- - - records not available
Postoperative best measured visual acuity – corrected distance visual acuity, uncorrected distance visual acuity, or pinhole visual acuity in the 
NOD audits, corrected distance visual acuity in the private dataset

Table 4  Postoperative uncorrected distance visual acuity in eyes with predicted postoperative manifest spherical equiva-
lent ± 0.50D

2010 NOD
(years 2006–2010)

2025 NOD
(years 2023–2024)

Private
(years 2023–2024)

Number of eyes in the original cohort 180,114 550,519 4,969
Number of eligible eyes with available records 63,669 - - - 4,256
Eyes with co-pathology
20/40 or better 63.2% - - - 91.7%
20/20 or better 16.2% - - - 43.0%
Eyes without co-pathology
20/40 or better 80.9% - - - 97.5%
20/20 or better 27.3% - - - 61.2%
All eyes
20/40 or better 75.3% - - - 95.5%
20/20 or better 23.8% - - - 54.9%
NOD –National Ophthalmology Database
- - - records not available
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(stratification by co-pathology was not provided in the 2025 NOD cohort). Vision loss of ≥ 0.3 logMAR occurred 
in 1.5% of eyes in the 2010 NOD, 0.46% in the 2025 NOD, and 0.26% in the private cohort. Severe vision loss 
(≥ 0.6 logMAR) was not reported in the 2010 NOD audit, precluding comparison across all three cohorts. It was 
reported in 0.17% of eyes in the 2025 NOD cohort and 0.02% in the private cohort. Given the absence of com-
plete subgroup data and the differences in baseline case mix, these findings should be regarded as descriptive 
rather than evidence of comparative effectiveness.

The incidence of posterior capsule rupture (PCR) improved in the NOD reports between 2010 and 2025, 
decreasing from 1.95% to 0.69% (Table 6). The private cohort had a PCR rate of 0.18%, but the differences in 
baseline case mix should be considered when interpreting these findings. Rates of endophthalmitis and retinal 
detachment were low in both the NOD datasets and the private cohort; however, follow-up for adverse event 

Table 5  Pre to postoperative loss of best measured visual acuity
2010 NOD
(years 2006–2010)

2025 NOD
(years 2023–2024)

Private
(years 2023–2024)

Number of eyes in the original cohort 180,114 550,519 4,969
Number of eligible eyes with available records 94,106 265,854 4,576
Vision Loss ≥ 0.3 logMAR
Eyes with preop best measured visual acuity 20/20 or better
No ocular co-pathology 5.7% - - - 0.17%
With ocular co- pathology 10.2% - - - 0.58%
Eyes with pre-operative best measured visual acuity 20/40 or better
No ocular co- pathology 2.4% - - - 0.20%
With ocular co- pathology 4.2% - - - 0.34%
All eyes (regardless of the level of preoperative best measured visual acuity)
No ocular co- pathology 1.0% - - - 0.20%
With ocular co- pathology 2.5% - - - 0.38%
All eyes (with and without ocular co- pathology) 1.5% 0.46% 0.26%
Severe Vision Loss ≥ 0.6 logMAR
All eyes (with and without ocular co- pathology) - - - 0.17% 0.02%
NOD –National Ophthalmology Database
logMAR – logarithm of the minimum angle of resolution

Table 6  Adverse events
2010 NOD
(years 2006–2010)

2025 NOD
(years 2023–2024)

Private
(years 2023–2024)

Number of eyes in the original cohort 180,114 550,519 4,969
Posterior capsule rupture events % 1.95%,

3,514/180,114 eyes
0.69%
3,822/550,519 eyes

0.18%
9/4,969 eyes

Endophthalmitis % 0.03%
43/145,868 eyes

0.02%
(n/a)/222,547 eyes

0.00%,
0/4,576 eyes

Retinal Detachment % 0.03%
45/139,537 eyes

0.05%
(n/a)/222,547 eyes

0.02%,
1/4,576 eyes

Cystoid macular oedema % (n/a) 1.58%
(n/a)/222,547 eyes

0.96%
44/4,576 eyes

NOD – National Ophthalmology Dataset
(n/a) - records not available
Values are presented as incidence (%), followed by the number of events and the number of eligible eyes (denominator) used for that calculation. 
Denominators vary between adverse events because outcome data were not available for all eyes in the original cohort
Endophthalmitis – adverse event recorded within 3 months of surgery in the 2010 NOD, and within 42 days in the 2025 NOD and private dataset
Retinal Detachment – adverse event recorded within 3 months of surgery in the 2010 NOD, and within 2 months in the 2025 NOD and private 
dataset
Cystoid macular oedema – adverse event recorded within 2 months of surgery in both 2025 NOD and private dataset
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reporting differed between datasets, with the 2010 NOD recording both events within 3 months of surgery, com-
pared with 42 days for endophthalmitis and 2 months for retinal detachment in both the 2025 NOD and private 
datasets (Table 6). Cystoid macular oedema was not reported in the 2010 NOD but was recorded at 1.58% in the 
2025 NOD and 0.96% in the private cohort.

Surgical patterns

Of all eyes in the private cohort dataset, 24.8% (1,231) had a monofocal IOL, 54.0% (2,681) had an enhanced 
monofocal IOL, and 21.2% (1,056) had a multifocal IOL. The cataract procedure was performed as immediate 
sequential bilateral cataract surgery (ISBCS) in 57.4% (1,741) of patients, delayed sequential bilateral cataract 
surgery (DSBCS) in 6.5% (197) of patients, and the remaining 36.1% (1,093) patients had unilateral cataract 
surgery. For patients undergoing DSBCS, the median time between first and second eye surgery was 38 days 
(interquartile range, 16–69 days).

Of the 127,685 patients in the 2010 NOD report, only 0.3% (436 patients) had ISBCS. For patients who had 
DSBCS, the median time between first and second eye surgery was 3.7 months (interquartile range: 2.4–6.6 
months).

In the 2025 NOD audit 3,983 of 409,107 patients underwent ISBCS (0.97%), while the time interval between 
first and second eye surgery in patients with delayed sequential surgery was not reported.

Discussion

The publicly funded National Health Service has observed a significant reduction in IOL surgery-related compli-
cations and vision loss between 2010 and 2025 with improved best-measured vision after surgery during the same 
time period [1]. This demonstrates how large-scale national auditing enables continuous quality improvement 
by allowing both trainee and consultant surgeons to benchmark their surgical outcomes and complication rates 
against national standards, identify areas for improvement, and iteratively refine their clinical practice. Beyond 
monitoring standard cataract surgery outcomes, the National Ophthalmology Database has also supported numer-
ous studies and analyses of risk factors [4–8]. These have significantly enriched the ophthalmic community both 
nationally and worldwide. In contrast, private providers typically use internal audit systems in which surgeons’ 
outcomes are benchmarked against both their peers and organisational standards. A proprietary electronic medi-
cal record is designed to highlight major complications, facilitating timely review of outcome trends by the Medi-
cal Advisory Board and supporting continuous quality improvement. Given the high expectations of patients who 
self-fund their surgery, ongoing monitoring of surgical outcomes is an essential component of quality assurance.

In this study, we found differences in the baseline characteristics of population of patients that seek care within 
the private system in the UK versus the NHS. Private-sector patients are generally younger, present with better 
preoperative visual acuity, and have a lower incidence of ocular co-pathology. Compared with outcomes reported 
in NOD, the incidence of vision loss in the private cohort was lower. However, these findings should be inter-
preted cautiously because the cohorts differed in baseline characteristics and outcome definitions. The observed 
differences may partly reflect the greater complexity of cases treated within the NHS. In particular, patients 
treated under the NHS typically present with a higher prevalence of known risk factors for vision loss—such as 
older age, more severe cataracts, co-existing ocular pathology, and a higher incidence of PCR complications [9]. 

In the RCOphth NOD audits, posterior capsule rupture is considered as one of the most important safety 
metrics. Reducing PCR rates is critical, as these events can prolong visual recovery and predispose patients to 
sight-threatening complications, such as endophthalmitis and retinal detachment [1, 2]. The incidence of PCR 
within the NHS has shown a marked improvement over recent years, decreasing from 1.95% in the 2010 audit to 
0.69% in the 2025 audit [1, 2]. These findings align with data from the European Registry of Quality Outcomes 
for Cataract and Refractive Surgery (EUREQUO), which reported a PCR rate of 1.1% (range 0.60%–1.65%) and 
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similarly documented a downward trend [10]. The NOD data suggest that increased use of surgical simulators 
among trainee surgeons may have contributed to the gradual reduction in complication rates across the NHS 
over the years [7]. In the private cohort, the PCR incidence was 0.18% and comparable to PCR rates reported in 
previous Optical Express dataset reviews [11–13]. Commonly recognised risk factors for PCR include advanced 
patient age, cataract maturity and type, small pupils, coexisting ocular pathology, and surgeon experience level 
[10, 14–16]. Given these factors, a higher PCR incidence rate is expected within the NHS, where patients typi-
cally present with greater clinical complexity. On the other hand, cataract surgery in the private sector is per-
formed exclusively by consultant-grade surgeons, which may also have contributed to the lower PCR incidence 
observed in the private cohort. Nevertheless, differences in baseline case mix between the NHS and private 
cohorts should also be considered when interpreting differences in PCR rates.

Endophthalmitis, although rare, remains a devastating complication of intraocular surgery and is associated 
with poor visual outcomes. Its management also places a substantial cost burden on healthcare services. The inci-
dence of endophthalmitis has declined markedly following the widespread adoption of intracameral cefuroxime 
prophylaxis [17–20]. Even though there were some differences in in postoperative time window definitions of this 
serious adverse event (3 months for 2010 NOD and 42 days for 2025 NOD), reported rates within the National 
Health Service are favourable and fall at the lower end of those described in other large national studies (0.023% 
− 0.15% [21–25]). The shorter follow-up period used in the more recent datasets may have reduced the oppor-
tunity to identify a small number of later-presenting cases and should therefore be considered when interpreting 
these findings. Previous population-based studies of Optical Express [11–13] have shown that endophthalmitis is 
extremely rare in this patient population, and no cases were identified in the cohort analysed in the present study.

Estimating the incidence of retinal detachment (RD) is more challenging than for acute endophthalmitis. In 
contrast to endophthalmitis, RD can develop months to years after intraocular surgery and is not always linked 
to the procedure. Multiple factors can contribute to its development. The 10-year incidence of preudophakic 
RD after phacoemulsification is estimated to range from 0.36% to 2.9%, with the postoperative risk remaining 
approximately ten times higher than that of the general population without intraocular lens surgery [26]. This 
review includes only cases occurring within the first few postoperative months (2–3 months, depending on the 
dataset), when RD is most likely surgery-related. However, the shorter follow-up period used in the 2025 NOD 
audit and the private cohort provided less opportunity to identify later-presenting retinal detachments than the 
3-month follow-up used in the 2010 NOD report. Consequently, the reported RD rates should be interpreted with 
caution, as they may underestimate the true incidence, particularly in the more recent datasets, and should not 
be considered directly comparable across the three cohorts. Both the NHS and Optical Express demonstrated 
very low rates of this complication (0.03% in the 2010 NOD cohort, 0.05% in the 2025 cohort, and 0.02% in the 
private cohort). However, in an NOD sub-analysis from a different year that was restricted to cases with at least 
three months of potential follow-up and in which cataract and vitreoretinal procedures were recorded within the 
same electronic medical record, the incidence reached 0.21% [5]. Posterior capsular rupture and surgeon grade 
emerged as the main risk factors, and RD also occurred earlier in cases where cataract surgery was complicated 
by PCR [5]. These findings underscore the importance of continuously reducing intraoperative complications, 
particularly PCR, to minimize the risk of this sight-threatening adverse outcome.

Immediate sequential bilateral cataract surgery, while historically contentious, experienced a marked increase 
in adoption in some clinical practices around the world during the COVID-19 pandemic due to its potential to 
reduce patient visits and streamline care pathways. Large population-based studies conducted within Optical 
Express have shown excellent safety profiles and low adverse-event rates when all recommended precautions 
for performing same-day bilateral surgery are followed [11, 13]. The rate of ISBCS in the NOD dataset con-
tinues to grow (0.3% in the 2010 NOD report to 0.97% in the 2025 NOD report) [1, 2], however it remains 
significantly behind the rate in private practice. This disparity is likely multifactorial. Despite favourable guid-
ance from the National Institute for Health and Care Excellence (NICE), which recommends offering ISBCS to 
appropriately selected low-risk patients and those requiring general anaesthesia [27], widespread implementation 
within the NHS has been limited. The reasons may potentially include historical concerns regarding bilateral 
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sight-threatening complications, medico-legal and clinical governance considerations, logistical challenges asso-
ciated with delivering two independent sterile procedures during a single operating session, and established 
referral and surgical pathways that have traditionally favoured delayed sequential surgery [28]. At the same time, 
cataract surgery waiting list pressures have renewed interest in ISBCS as a strategy to improve theatre efficiency 
and patient access [29]. The higher proportion of ISBCS in the private cohort likely reflects differences in patient 
selection, organisational pathways, and provider-specific service models that facilitate delivery of ISBCS, in 
addition to the established safety and efficacy of the procedure.

Patients in the private cohort underwent cataract surgery at a younger age and with better preoperative visual 
acuity than those represented in the National Ophthalmology Database and experienced favourable postopera-
tive outcomes. However, these findings are descriptive and should not be interpreted as evidence of an effect of 
earlier surgical intervention on visual outcomes. The study cohorts differed substantially in baseline characteris-
tics, case complexity, and other clinical factors that may independently influence postoperative outcomes. These 
differences provide plausible alternative explanations for the observed outcomes, and the present study was not 
designed to determine the independent effect of surgical timing.

The potential implications of surgical timing have been examined in the wider literature. Previous studies 
have reported associations between cataract surgery performed before visual impairment becomes advanced and 
improvements in visual function and quality of life, perioperative advantages such as more accurate biometry and 
better fundus visibility, as well as reductions in the risk of falls and accidents [30–35]. Nevertheless, these find-
ings should be considered independently of the present descriptive analysis, which was not designed to establish 
causal relationships between the timing of intervention and postoperative outcomes. At the same time, decisions 
regarding the timing of cataract surgery must also consider healthcare resource allocation, surgical capacity, and 
patient prioritisation within publicly funded healthcare systems, where earlier intervention for some patients may 
have implications for waiting times and access to care for others. Expanding access to earlier surgery for patients 
with relatively mild visual impairment could increase demand for cataract surgery and, unless accompanied by 
additional surgical capacity, may prolong waiting times or reduce timely access for patients with more advanced 
cataracts or greater functional impairment. Achieving an appropriate balance between maximising individual 
patient benefit, ensuring equitable access to care, and making efficient use of finite healthcare resources remains 
an important challenge for publicly funded healthcare systems.

Several limitations of this study should be acknowledged. This study was not designed as a direct comparative 
effectiveness analysis between National Health Service and private cataract surgery providers. The datasets dif-
fered in patient selection, data collection and outcome definitions, and the findings should therefore be interpreted 
as descriptive rather than evidence of superiority or equivalence. Standardised risk adjustment was not possible 
because important clinical variables, including age, cataract severity, ocular comorbidities, pupil size, and case 
complexity, were not consistently available across the datasets. Consequently, residual confounding may have 
influenced the observed differences in surgical and visual outcomes. A further limitation relates to differences in 
visual acuity assessment. All Optical Express patients underwent subjective refraction, ensuring corrected dis-
tance visual acuity was available for every case. In contrast, the National Ophthalmology Database reports the 
best available visual acuity, which may comprise CDVA, UDVA or pinhole visual acuity. Although both datasets 
used the best measurement within predefined follow-up periods, differences in measurement methodology may 
have influenced interpretation of visual outcomes. A further limitation relates to differences in postoperative fol-
low-up periods for adverse event reporting. Endophthalmitis and retinal detachment were recorded over different 
follow-up windows across the datasets, providing unequal opportunities to identify postoperative complications. 
Consequently, complication rates, particularly for retinal detachment, may be underestimated in datasets with 
shorter follow-up periods, limiting direct comparison between the cohorts.

Despite the limitations, we believe that patients treated within both the National Health Service and private 
providers receive high-quality care appropriate to their clinical setting. Private care may offer greater access 
to intraocular lens options, shorter waiting times, and a higher proportion of consultant-grade surgeons. In the 
United Kingdom, patients can choose treatment options based on their preferences and circumstances. Ultimately, 



Article in Press

BMC Ophthalmology

https://doi.org/10.1186/s12886-026-05361-z

the differences observed between the cohorts reflect distinct patient populations and models of care and should be 
interpreted within their respective clinical contexts.
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