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Introduction 

 

Eye health often receives inadequate resources. Scientific evidence is crucial, but it must be 

presented in a compelling way if decision-makers in ministries of health are to increase 

investment to reduce the burden of avoidable blindness and visual impairment. Winning 

both the hearts and the minds of the people who make investment decisions is critical for 

obtaining adequate resources. It is important to understand both who influences decision-

makers, the potential entry points for engaging with them and the main areas for 

discussion and potential collaboration. This understanding enables individuals and 

organizations to engage effectively with policy- and decision-makers in discussing 

investment in eye health and enables decision-makers to understand the scope and 

aspirations of partners with an interest in this area.  

In 2009, the Sixty-second World Health Assembly endorsed the Action plan for the 

prevention of avoidable blindness and visual impairment, 2009–2013 (1). The plan highlights the 

importance of securing the commitment of high-level decision-makers to eye health, and 

the World Health Organization (WHO) was asked to conduct a political analysis of 

Member States’ experience to determine the best way of securing such support. The 

methods used to collect these data are shown in Box 1, and the response rates are shown in 

Box 2. This document presents the results of that work, with experience from low-, low–

middle- and upper–middle-income countries (LICs, LMICs and UMICs, respectively) on 

ways of generating support for eye health and the approaches used to make the 

commitment a priority. 

As ministries of health are invariably the main decision-makers on how and how much to 

invest in eye health, an assessment was made of the way that domestic and international 

stakeholders influence ministries of health. The analysis of data from a number of WHO 

Member States allowed identification of a series of actions that stakeholders should 

consider for securing the support of decision-makers.  

The project design and collection of data from Member States was undertaken by 

Ivo Kocur in collaboration with WHO regional and country offices. The analysis of data, 

their interpretation and writing of the paper was done by Piergiuseppe Morone, 

Eva Camacho Cuena, Ivo Kocur and Nicholas Banatvala. The case studies were provided 

by Jennifer Gersbeck, Michael Gichangi, Asad Aslam Khan, Van Lansingh, 

Gullapalli N. Rao and Ravilla D. Thulasiraj. Review and comments were provided by 

Peter Ackland, Christian Garms, Richard Le Mesurier, Serge Resnikoff, Bruce Spivey, 

Hugh R. Taylor, the WHO Prevention of Blindness and Deafness team and WHO regional 

offices. 
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285 million people have visual impairment: the support of policy-makers to 

address the burden of impaired vision is essential 

Currently, 285 million people in the world have visual impairment. Of these, 246 million 

have low vision (moderate or severe visual impairment) and 39 million are blind (2). The 

two main causes of visual impairment are uncorrected refractive errors and cataract, and 

the first cause of blindness is cataract. Definitions and the burden of blindness and visual 

impairment are given in Annex 1. Most of the causes of blindness are avoidable: globally, 

80% of blindness can be prevented, treated or cured (3). Visual impairment, including 

blindness, has significant human and socioeconomic consequences in all societies; the 

costs of lost productivity and of rehabilitation and education of the blind represent 

significant economic burdens for the individual, the family and society.  

 

 

 

 

  

 

 

 

 

 

 

 

 

 

Both domestic and international stakeholders have political and economic 

influence 

In order to improve eye health in communities, ministries of health are often approached 

by groups and individuals involved in the prevention of visual impairment, including 

Box 1. Methods 

To obtain current information on the prevention of blindness and provision of eye care in Member 

States in which WHO has a representative, WHO distributed two questionnaires to their ministries of 

health in 2010 and 2011. One questionnaire was addressed to the national coordinator (or equivalent) for 

the prevention of blindness, and the second was sent to the ministry of health. Both included questions 

on how decisions on investing in eye health were made at national level, how the government worked 

with other stakeholders, and how those stakeholders engaged with each other and with governments to 

secure the support and commitment of high-level decision-makers in the ministry of health to promote 

the prevention of blindness and improved eye health.  

The questionnaires returned from low- and middle-income Member States were used in the analysis. 

The countries were grouped as LICs, LMICs and UMICs according to the 2009 World Bank per capita 

classification of gross national income (4). 

Respondents were asked to identify the institutions that are involved with the Ministry of Health, in 

financing, planning and providing eye care services. The roles of stakeholders were grouped into one 

structural area and two based on activities:  

 national committees for the prevention of blindness, 

 promoting and raising awareness about eye health to attract investment by ministries of health, 

and 

 planning the delivery of eye care services. 

In addition, brief case studies were conducted of the experience of five Member States.  
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blindness. Domestic stakeholders, acting at national level, exert ‘bottom–up’ pressure on 

national decision-makers, while international stakeholders act predominantly to promote 

eye health at regional or global level and exert ‘top–down’ pressure on national 

authorities.

 

 

Stakeholders may exert predominately 

economic influence by using their skills, 

experience and activities to influence the 

economic rationale for investing in eye 

health. Other stakeholders exert mainly 

politically influence, by promoting the 

political rationale for addressing eye 

disease. A “stakeholder matrix” 

(Figure 1) provides a useful framework 

for understanding these roles. Details of 

the matrix are given in Annex 2. 

 

 

 

 

Figure 1. Stakeholder matrix 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Ministries of health play the central role in forming national eye care 

policy; other stakeholders can influence their decisions 

 

The information obtained from Member 

States confirmed that ministries of health 

play the central role in national policy 

formulation, often supported by 

ministries of education. Partners 

engaging with ministries of health on eye 

health policies could be identified in all 

four parts of the matrix (Figure 2). In 

UMICs national professional associations 

were reported as having the greatest 

influence on ministries of health, while in 

LICs and LMICs, WHO and international 

partners played more prominent roles. 

 

 

 

 

 

International 

Stakeholders 

exerting economic 

influence 

International 

Stakeholders 

exerting political 

influence 

Domestic 

stakeholders 

exerting economic 

influence 

Domestic 

stakeholders 

exerting political 

influence 

Box 2. Response rates 

Responses to one or both questionnaires 

were received from 82 (57%) of 144 LICs, 

LMICs and UMICs. The response rates were 

as follows: 

LICs                                60% 

LMICs                        66%  

UMICs         44% 
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Figure 2.  Types of stakeholders and other key determinants classified according to the 

type of influence (economic or political) and the context (international or domestic) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Activities of stakeholders 

National committees for the prevention of blindness  
 

National committees for the prevention of blindness include not only ministries of health 
but also a range of other partners (Table 1).  
 

Table 1. Entities represented on national committees for the prevention of blindness  

Entity Category of country by economic status (%) 

 LIC   LMIC   UMIC   

Eye health care professionals (e.g. 
ophthalmologists, optometrists) 

24 26 29  

Nongovernmental organizations 32 23 24  

Ministries other than of health 12 23 19  

WHO 28 19 5  

Professional associations  12 7 24  

Hospitals 12 10 10  

Training and research institutions 12 19 0  

National institutes 0 19 10  

Blind association or society 12 7 5  

Other health professionals (e.g. 
epidemiologists, pharmacists) 

0 7 10  

Private sector  0 7 5  

Faith-based organizations  4 3 0  

LIC, low-income country; LMIC, low–middle-income country; UMIC, upper–middle-income country. 

International 

donors and 

nongovernmental 

organizations 

Foreign investors 

Medical research 

Pharmaceutical 

industry 

International 

organizations 

International  

nongovernmental 

organizations 

International 

agreements and 

Action plans 

Local communities 

Socioeconomic 

conditions 

Health 

professionals 

Grassroots 

organizations 

Local policy actors 

Health 

professionals 

ECONOMIC 

INFLUENCE 

POLITICAL 

INFLUENCE 

 

INTERNATIONAL 

CONTEXT 

LOCAL  

CONTEXT 
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In the Member States that responded, WHO was represented most frequently on 

committees in LICs. Nongovernmental organizations were involved in about one third of 

committees in LICs and about one quarter of those in LMICs and UMICs. Professional 

organizations were involved most frequently in committees in UMICs. 

 

Promoting and raising awareness about eye health to attract investment by ministries of 

health  

 
Table 2 lists the entities involved in promoting investment in eye health. According to the 

data returned, ministries of health appear to be influenced by WHO, nongovernmental 

organizations, professional groups and the private sector, both independently and 

through national committees for the prevention of blindness. Other ministries appear to 

have less involvement in encouraging their ministries of health to invest in eye care or to 

raise awareness about eye health. 

 

Table 2. Institutions that promote the prevention of blindness and visual impairment 

 

Entity  Category of country by economic status (%) 

 LIC  LMIC  UMIC  

WHO 84 68 95 

Nongovernmental organizations, including 
academic institutes and umbrella agencies 
such as the International Agency for the 
Prevention of Blindness  

70 69 75 

Eye care professionals  44 52 75 

National committee for the prevention of 
blindness 

52 41 67 

Private sector 39 48 42 

Other ministries 13 14 17 

 
LIC, low-income country; LMIC, low–middle-income country; UMIC, upper–middle-income country. 

 

 

Planning the delivery of eye care services 

 
LICs, LMICs and UMICs differed with regard to which entities supported the ministry of 

health in planning (Table 3). Nongovernmental organizations, including faith-based 

organizations, and WHO appeared to play an important role in LICs, while, in the 

countries that responded, the private sector played the most important role in UMICs. The 

category of stakeholders and their type of influence on ministries of health varied by type 

of country. 
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Table 3. Organizations that support ministries of health in planning the delivery of eye care 
services  

 

Organization Category of country by economic status (%) 

 LIC  LMIC  UMIC  

Nongovernmental organizations  56 58 19 

Faith-based organizations  28 39 14 

Private sector  12 13 33 

Hospitals 8 10 14 

United Nations agencies (e.g. WHO) 16 16 0 

Universities 12 6 0 

Development banks  10 0 0 

Ministry of defence  – 3 – 

 
LIC, low-income country; LMIC, low–middle-income country; UMIC, upper–middle-income country. 

 

Categories of stakeholders and their influence on ministries of health 
 

The degree of economic and political influence of stakeholders was assessed  in LICs, 

LMICs and UMICs on national committees for the prevention of blindness, raising 

awareness about eye health, and planning eye care services.  

LICs 

Table 4 shows that in LICs, stakeholders try to influence ministries of health about eye 

health from a political rather than from an economic point of view. The stakeholders are 

both domestic and international, but international agencies are the strongest. Any 

economic pressure appears to come from international organizations.  

 

Table 4. Level of involvement of stakeholders in LICs in eye health-related activities  

 

Area 

Stakeholders’ influence 

Economic Political 

Domestic  International  Domestic  International  

National prevention of 

blindness committees 
Low Partial High High 

Eye health awareness-

raising  
Low or partial  High Low or partial High 

Planning for delivery 

of eye care services  
Partial Partial High High 
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LMICs 

In LMICs (Table 5), stakeholders also argue for investing in eye health from a political 

rather than an economic point of view, to an even greater degree than in LICs. Domestic 

and international stakeholders appear to be equally involved.  

 

Table 5. Level of involvement of stakeholders in LMICs in eye health-related activities 

 

Area 

Stakeholders’ influence 

Economic Political 

Domestic  International  Domestic  International  

National prevention of 

blindness committees 
Partial Low High High 

Eye health awareness-

raising  

Insufficient 

information 
Low High High 

Planning for delivery 

of eye care services 
Low Partial High High 

 

 

UMICs 

In UMICs (Table 6), stakeholders again try to influence ministries of health to invest in eye 

health from a predominantly political point of view; however, in the countries that 

responded, economic pressure is more developed, particularly on the planning of services.  

 

Table 6. Level of involvement of stakeholders in UMICs in eye health-related activities 

 

Area 

Stakeholders’ influence 

Economic Political 

Domestic  International  Domestic  International  

National prevention of 

blindness committees 
Low Low High High 

Eye health awareness-

raising 

Insufficient 

information 
Low Partial  High 

Planning for delivery 

of eye care services 
High High High High 
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Case studies of collaboration between stakeholders and ministries of 

health 

Five case studies by well-recognized nongovernmental partners, including academic 

institutions, illustrate successful collaboration between entities advocating for increased 

investment in eye health and government policy- and decision-makers. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Australia  

In 2000, over 60 agencies formed “Vision 2020 Australia” to unite the eye health and vision care sectors. 
As a result, Vision 2020 Australia speaks on behalf of all its members when engaging with the 
Government. With two reports describing the cost of avoidable blindness and the economic impact of 
untreated eye conditions, Vision 2020 Australia built a compelling case for decision-makers to take 
action.  

Vision 2020 members working in partnership persuaded the Australian Government to recognize eye 
health and vision care as a domestic health issue and to support initiatives to raise awareness and 
improve access to vision care. The Australian Government is now committed to the elimination of 
avoidable blindness in the Asia–Pacific region. In 2008, the Government allocated $A 45 million to 
establish the Avoidable Blindness Initiative, and avoidable blindness is one of seven future challenges in 
Australia’s aid programme. In 2011, a further $A 20 million were allocated. 

India  

Government commitment to eye health started in the mid-1970s, when the Indian Government initiated 
the National Programme for Control of Blindness, following a national trachoma control initiative. A 
major milestone was the inclusion of prevention of blindness as a national priority. The Government 
proactively sought World Bank support to reduce the burden of blindness from cataract. This major 
success was followed by additional Government funding.  

Throughout, there has been effective cooperation between the Government, the private sector and 
nongovernmental organizations. A number of joint epidemiological studies and evaluations created the 
evidence base for Government investment in eye health. 

Kenya  

In 2001, nongovernmental organizations joined forces under Vision 2020 and, in partnership with the 
Government, committed themselves to strengthening blindness prevention in the country. Shortly 
afterwards, a division of ophthalmic services was created at the Ministry of Health to formulate policy 
and plan and deliver services, including human resource development. The national prevention of 
blindness working group is a multidisciplinary group that includes nongovernmental organizations and 
is chaired by a senior Government official. The group guides the development and implementation of 
national eye health plans. Effective collaboration has led to international support for the national 
programme.  

Governmental and nongovernmental partners together advocate for resources to support eye care. 
Examples include World Sight Day and World Health Day and effective use of international experts to 
meet senior officials and parliamentarians. The trachoma elimination programme was instrumental in 
bringing different groups together to improve a specific area of eye health and at the same time to 
engage with colleagues outside eye care. 
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The results of these case studies suggest that, in order to secure more support and 

resources for eye health, domestic and international stakeholders must strengthen their 

engagement with ministries of health at both political and economic levels but especially 

the latter. Domestic and international stakeholders often work in synergy: domestic 

entities are likely to have better understanding of the needs and aspirations of the local 

community and information on the resources that are available and those that are needed, 

while international stakeholders can contribute by offering technical and financial 

support. 

Mexico  

Since 2000, eye care has been supported increasingly by the Government. Local practising 
ophthalmologists have become more engaged in public health prevention of blindness, with advocacy 
led by the Mexican Society of Ophthalmology.  

The National Committee for the Prevention of Blindness and the local blindness prevention community 
have successfully raised public awareness and drawn the attention and investment of policy-makers 
and local philanthropists. The Government now reimburses a proportion of operations for cataract 
through a national insurance programme, with additional financing from the private sector. A 
“retinopathy of prematurity” group worked with the Government on a national prevention and 
treatment policy, and many hospitals and maternal and child care centres take part in what is now a 
successful programme. Other targeted efforts include a trachoma programme in Chiapas, a river 
blindness programme that has nearly eliminated this disease in Chiapas and Oaxaca, and various 
independent programmes for uncorrected refractive error.  

In January 2012, at the 130th session of the WHO Executive Board, Mexico, supported by a number of 
other Member States, requested WHO to prepare a new “prevention of blindness action plan” for 2014–
2019.  

 

Pakistan 

The Government of Pakistan has been involved in preventing avoidable blindness since the 1980s, when 
the office of the national eye care coordinator was created. A national population-based eye survey in 
1988 showed that the prevalence of blindness was 1.78%. As a result a national committee for the 
prevention of blindness was formed, and, by 1994, a 5-year national prevention of blindness plan had 
been formulated. The focus of the plan was to integrate primary eye care into primary health care, 
establish the Pakistan Institute of Community Ophthalmology and formulate district eye care 
programmes.  

In 2002, a second national survey was undertaken, which showed a decrease in the prevalence of 
blindness to 0.9%. In 2004, the Punjab Institute of Preventive Ophthalmology (now the College of 
Ophthalmology and Allied Vision Sciences) was founded. In the latest national plan for the prevention 
of blindness (2005–2010), the Government has increased resources, with seven eye centres of excellence 
and district eye care units. Provincial health departments have also started allocating money for 
prevention of blindness programmes, particularly focusing on human resource development, disease 
control and prevention of childhood blindness. 

The Government, supported by a number of international partners and the private sector, is now the 
main driving force for improving eye health in Pakistan.  
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Actions for securing the support of decision-makers  

 

The findings of this survey made it possible to identify a set of activities essential for 

securing decision-makers’ support for eye health.  

 

Phase 1. Preconditions for securing support 

 

Stakeholders must understand who their key partners are so that they can agree on and 

pursue common goals, making the most of individual and collective efforts. Subsequently, 

the data collected must be reliable used effectively to advise policy-makers on the social 

and economic returns of their investments in eye health. 

 

Identifying key partners  

Understanding what partners can and cannot do is essential for agreeing on roles and 

actions in policy development and for influencing decision-makers to commit themselves 

to the eye health agenda. It is through such understanding and interactions that needs are 

identified, relevant responses are agreed and policies are formulated and 

implemented (5, 6). 

As discussed throughout this report, it is important to involve both domestic and 

international entities (7) with both economic and political agendas (8). The responses to 

the questionnaires allowed identification of the main stakeholders according to the matrix 

in Figure 2. The channels of involvement of stakeholders in the promotion of eye health 

care that emerged from the data are described in more detail under Phase 2.  

 

Collecting and using data 

Policy-makers are more likely to set policies and allocate resources for implementation if 

the expected returns are clear. These should be based on systematic collection of data on 

the public health impact of eye diseases at national and district levels (e.g. incidence and 

prevalence of blindness and visual impairment and causes of blindness and visual 

impairment). The review of responses to the questionnaire showed that data collection on 

blindness and visual impairment as a public health problem is well developed in UMICs, 

40% of which undertook this activity. In LMICs and LICs, however, the rates were 

16% and 12%, respectively.  

Data are also needed to demonstrate the anticipated gains made by preserving eye health 

in communities. Recent studies of the impact of blindness prevention provide sound 

analyses and convincing arguments to support public investment in this area (9, 10). Data 

collection is not yet considered a priority in some national prevention of blindness plans, 

only 4–6% of respondents reporting this as an objective of their plan.  
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Phase 2. Entry points for securing support  

Securing the support of policy-makers requires the identification of clear, practical 

opportunities (entry points) for engaging with individuals and organizations involved in 

policy development. Committees, permanent forums, roundtables and specific activity 

spheres constitute such opportunities. Three partnerships were most frequently reported 

on the questionnaire as important for raising awareness and planning and delivering 

evidence-based eye care services. 

 

National committee for the prevention of blindness  

Table 1 shows stakeholder involvement in national committees for the prevention of 

blindness, which are one of the main supports to ministries of health in planning, 

developing and implementing policies. The committee should bring together 

representatives from all entities that contribute to preventing blindness and improving eye 

health in communities. The replies to the questionnaire showed that in all Member States 

the committee is typically composed of domestic stakeholders acting at the political level, 

while economic-oriented entities are rarely involved. More specifically, domestic bodies 

represented 69% of the committee membership in UMICs and 74% in LMICs, while in 

LICs the representation of international stakeholders was 37%. Table 7 shows the degree 

of involvement of domestic and international stakeholders, indicating the lack of 

involvement of purely economic-oriented entities such as banks and private companies in 

countries in all income categories, except for LICs.  

 

Table 7. Influence of members of national committees for the prevention of blindness on 
ministries of health in countries by level of income 

 

Country 

group 

Stakeholder representation (%) 

 Domestic  International  

 Political 
influence 

Economic 
influence 

Political and 
economic 
influence 

Political 
influence 

Economic 
influence 

Political and 
economic 
influence 

LICs 43 57 0 42 10 48 

LMICs 38 12 50 29 0 71 

UMICs 44 0 56 43 0 57 

LICs, low-income countries; LMICs, low–middle-income countries; UMICs, upper–middle-income countries. 

 

Global and national partnerships  

Global initiatives for the prevention of blindness have been strengthened by joint agendas 

and approaches for improving eye health in communities. International stakeholders have 
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increased their support to national activities through global programmes and tools 

(http://www.who.int/blindness/publications/en/). Global health partnerships for 

preventing blindness have been established to promote evidence-based prevention of 

blindness strategies further by increasing awareness of the need to prevent avoidable 

blindness and support activities in Member States 

(http://www.who.int/blindness/partnerships/en/). 

The review of the questionnaires showed that ministry of health activities for promoting 

eye health are significantly influenced by international partners and existing international 

partnerships. With regard to national partners, it is worth noting the direct involvement of 

hospitals and academic institutions in UMICs. The private sector (and other ministries, 

such as of education) plays only a marginal role in all income groups. To secure policy-

makers’ support for eye health, it would be advisable to strengthen the engagement of the 

private sector.  

 

Table 8 lists the main international partners engaged in raising awareness of the 

prevention of blindness that were considered to be successful, especially in LICs and 

LMICs. WHO was considered relevant by UMICs and nongovernmental organizations by 

LICs and LMICs. Table 9 shows that stakeholders in UMICs provide mainly technical 

support, whereas in LMICs the support is both technical and financial. In LICs, 

international organizations also provide substantial support in the form of infrastructure 

and human resource development. 

 

 
Table 8. International partners engaged in raising awareness about the prevention of blindness  

Partner LICs (%) LMICs (%) UMICs (%) 

WHO 84 68 95 

Nongovernmental organizations, 
foundations and volunteer organizations 

64 58 29 

International Centre for Eye Care Education 16 3 0 

International Agency for the Prevention of 
Blindness 

8 7 0 

LICs, low-income countries; LMICs, low–middle-income countries; UMICs, upper–middle-income countries. 

 

Table 9. Type of support provided by international partners 

Type of support LICs (%) LMICs (%) UMICs (%) 

Financial 24 29 15 

Technical 20 26 2 

Human resource development 24 16 10 

Infrastructure building 24 0 15 

LICs, low-income countries; LMICs, low–middle-income countries; UMICs, upper–middle-income countries. 

http://www.who.int/blindness/publications/en/
http://www.who.int/blindness/partnerships/en/
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Planning for delivery of eye care services 

Involvement of stakeholders in ministry of health planning for eye care provision allows 

them to introduce the evidence on community needs, lessons learnt from current activities 

and relevant international experience in preventing vision loss. Although this is an 

important entry point for influencing policy decisions, domestic stakeholders do not 

appear to have a very effective role in LICs and LMICs. LICs should adopt measures to 

promote the role of domestic stakeholders (which represent 48% of those involved in 

planning activities) at both political and economic levels, while LMICs, where domestic 

stakeholders represent 37% of those involved in planning activities, may consider 

enhancing the involvement of domestic economic-oriented entities.  

Almost all the countries that responded reported that institutions that act internationally 

are fundamental for planning activities, with differences in the sphere of action: in LICs 

and UMICs, international stakeholders act at both political and economic levels, while in 

LMICs they focus more on the political level, partially neglecting the economic element. 

Table 10 illustrates the distribution of domestic and international stakeholders by their 

context of action.  

 

Table 10. Types of stakeholders involved in planning eye care provision according 
 to their influence on ministries of health 

Country 

group 

Representation of stakeholders (%) 

Domestic  International  

 Political 
influence 

Economic 
influence 

Political and 
economic 
influence 

Political 
influence 

Economic 
influence 

Political and 
economic 
influence 

LICs 67 14 19 65 20 15 

LMICs 46 5 49 75 12 13 

UMICs 57 43 0 50 43 7 

 

LICs, low-income countries; LMICs, low–middle-income countries; UMICs, upper–middle-income countries. 

 

Phase 3. Ensuring accountability by monitoring  

As many partners are often involved in delivering eye health services, the roles and 

responsibilities of each must be well understood. Ministries of health are more likely to 

provide financing when they can see exactly how external partners will support their 

efforts to enhance eye health in the community. Clear accountability, with clear milestones 

and measures of input, output and impact, are important. Simply put, when something is 

measured and monitored, it is more likely to be done. 

Monitoring progress made in eliminating avoidable blindness is one of the objectives in 

World Health Assembly resolution 62.1 (11). With epidemiological data collection and 
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research, standardized monitoring is essential for measuring the effectiveness and 

efficiency of interventions. It is also an indispensable prerequisite for assessing the 

economic profitability of strategies and actions for the promotion of eye health and their 

appropriateness for responding to local needs over time. Additionally, it is the main input 

for sound research on which to base evidence-based strategies and approaches (12–14). 

The review of the questionnaires showed, however, that monitoring is the weakest point 

in action plans for the prevention of blindness and visual impairment. Only 4% of the 

LICs, 4.8% of the UMICs and 8% of the LMICs reported monitoring as an accomplished 

objective. 

 

 

Conclusions 
 

Governments’ eye health policy and decisions on resource allocation are often influenced 

by international and domestic stakeholders. These entities influence the government 

through political and economic channels. Key prerequisites for securing government 

support to eye health are recognized: evidence-based population needs, the availability of 

cost–effective interventions to address them, evidence for the expected returns on 

investment and collaboration among stakeholders. Ensuring accountability and impact is 

also important. In some Member States, domestic and international engagement with the 

ministry of health at political and economic levels remains insufficient. The responses also 

showed that domestic and international stakeholders need to understand their roles and 

responsibilities and to strengthen their engagement with ministries of health at both 

political and economic levels. Differences by income group were highlighted.  
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Annex 1. Definitions and extent of the burden of blindness and visual 

impairment 
 

Definitions (1) 

“Blindness” is defined as a presenting visual acuity of less than 3/60 or a corresponding 
visual field loss to less than 10° in the better eye.  

“Severe visual impairment” is defined as a presenting visual acuity of less than 6/60 and 
more or equal to 3/60.  

“Moderate visual impairment” is defined as a presenting visual acuity of less than 6/18 to 
6/60. 

Extent of the burden 

In 2010, WHO released global estimates of visual impairment (2). On the basis of the most 
recent studies, WHO estimated that the number of people with visual impairment 
(presenting vision) was 285 million, 65% of whom were aged over 50 years. Of these, 246 
million had low vision (63% over 50 years) and 39 million were estimated to be blind (82% 
over 50 years) (Table A1.1). The two main causes of visual impairment were uncorrected 
refractive errors and cataract, and the three main causes of blindness were cataract, 
glaucoma and age-related macular degeneration.  

These estimates were based on 50 national and subnational studies in 39 countries, 
published and unpublished, conducted since 2000 and on earlier studies that were still 
representative. Most of the 50 surveys were rapid assessments of populations aged 50 
years and older. Regional estimates were calculated from a model that took into account 
the country’s economic development. 

 

Table A1.1. Distribution of blindness and visual impairment among people of all ages by WHO 

region (in millions) 
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WHO region 

 

Visually impaired  

 

Blind 

African Region 26.3 5.9 

Eastern Mediterranean Region 23.5 4.9 

European Region 28.2 2.0 

Region of the Americas 26.6 3.2 

South-East Asia Region 90.5 12.0 

Western Pacific Region 90.2 10.6 

http://www.who.int/blindness/Change%20the%20Definition%20of%20Blindness.pdf
http://www.who.int/blindness/en/
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Annex 2. The stakeholder matrix 
The principle of the stakeholder matrix (1, 2) is that health policy actions are undertaken 
by national policy-makers, who often act under pressure from a range of individuals and 
groups. Pressure comes from either the top (the international context) or the bottom (the 
local context) and is exerted through either an economic or a political channel. The 
stakeholder matrix represents a multilevel approach (3), in which national policy-makers 
are sandwiched between top and bottom pressure (Figure A2.1). 

Hence, the matrix has two elements: who the stakeholders are (international or domestic, 
4) and how they predominantly influence government (economically or politically, 5). 
Government policy must take account of both economic and political forces and is most 
successful and sustainable when economic strategy is matched with political feasibility. 
When effective, the economic and political influence of domestic and international 
stakeholders can result in new policy or revision of an existing one. 

Figure A2.1. The stakeholder matrix: a framework for influencing policy- and decision-makers 
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International context 
Supranational and global stakeholders promoting internationally 

recognized, cost-effective approaches for the provision of 
integrated, comprehensive eye care services in order to reduce 

avoidable vision loss 

Domestic context 
Grassroots and local stakeholders addressing recognized, 

evidence-based local needs in order to improve eye health in 
communities. 

High-level governmental policy- and decision-makers  

Economic influence 

Economic influence 

Political influence 

Political influence 
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