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EDITORIAL NOTE 

The issue of this document does not constitute formal publication. 

The manuscript has only been modified to tho oxtent necosoary for prapoc 
comprehension. The views expressed, however, do not necessarily ref Zect the 
oEEicial policy of the World Health Organization. 

The designations employed and the presentation of the material in this 
document do not imply the expression of any opinion whatsoever on the part of 
the Secretariat of the Organization concerning the legal status of any country, 
territory, city or area or of its authorities, or concerning the delimitation 
of its frontiers or boundaries. 
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1. INTRODUCTION 

The WHO Regional Office for the Eastern Plediterranean convened a 
Regional Meeting on Primary Eye Care in Tunis from 9-12 December 1985, with 
the purpose of: 

( a )  further analysing the magnitude of problems related to eye disease and 
visual loss; 

(b) defining optimal structures and strategies for national "prevention of 
blindness programmes" within the context of Health for All and the 
primary health care approach: 

( c )  identifying priorities for action at Regional and national levels, with 
regard to the needs for collection of new data and the possible role of 
WHO in supporting and coordinating activities. 

The meeting was opened by Professor M.T. Daghfous, Professor of 
Ophthalmology and Director of the Institute of ophthalmology in Tunisia, on 
behalf of the ministry of Health. 

In her welcoming message, Her Excellency the Minister of Health stressed 
the role of the prevention of blindness and primary eye care in the health 
delivery system, especially within primary health care. She also stressed 
her appreciation of WHO for designating a WHO Collaborating Centre for the 
Prevention of Blindness in Tunisia and for choosing Tunis as the site of the 
present meetlng. 

Subsequently, the message of Dr Hussein A. Gezairy, Regional Director of 
the Eastern Mediterranean Region of WHO. was read by the Regional Adviser on 
Non-Communicable Diseases, Dr A. Modjtabai. In his message, Dr Gezairy 
stressed that blindness and visual impairment represent major health problems 
in the Eastern Mediterranean Region, and the resulting adverse socio-economic 
consequences are, undoubtedly, numerous. In his message, ur Gezairy also 
stated that the prevalence rate of blindness in the EMR is approximately 3%. 
In addition, preliminary surveys have revealed that roughly 15%-20% of 
schoolchildren in some countries of the Region have refractive error and are 
In need of spectacles. He also stated that successful control of eye disease 
in a population is based on effective community participation in preventive 
and curative efforts, especially at the primary health care level. 

In conclusion, Dr Gezairy gave a general outline of the objectives of 
the meeting and expressed his hope that it would provide the Region with the 
necessary recommendations and proposals For the development of primary eye 
care schemes in the countries of the E;MR. 

2. ELECTIOK OF OFFICERS 

The following participants were unanimously elected as officers : 

Professor M.T. ~ a q h f o u s ,  Tunisia - Chairman 

Dr A.M. Massoud, Yemen - Co-Chairman 

Professor F. Sayegh, Jordan and - Rapporteurs 
Dr B.Z. Nizetic 



3. THE HEALTH SITUATION IN THE EASTERN MEDITERRANEAN REGION IN THE CONTEXT 
OF THE REGIONAL STRATEGY OF HEALTH FOR ALL BY THE YEAR 2000 

3.1. Overview of the present health situation in the Eastern Mediterranean 
Region 

In the regional overview an attempt was made to analyse the existing 
health situation in member countries of the Region, and to provide 
information on the blindness programme activities for the period 1984-1989. 

The role and the place of blindness prevention and control should be 
clearly defined in the context of HFA/2000. Today, health priorities for many 
of the countries in the Region and for a large proportion of its population 
are still under-nutrition, communicable disease, maternal and child health 
and environmental hygiene. 

In considering strategies and activities for blindness prevention, a 
number of health or health-related problems have to be taken into 
consideration, namely: 

(a)  basic demographics 
(b)  socioeconomic situation 
Ccl morbidity and mortalicy 
(d) Infrastructure for health care delivery, including manpower 

(a) Demoqra~hics 

Related to demographic data, one of the particular patterns of EMR is 
the broad Regional trends in population increase. The estimated population in 
1984 exceeded 296 Rilllon, frorr! 280 000 in Djibouti to 94 720 000 in Pakistan. 

About 38% of the population lives in urban areas and 62% are rural and 
nomadic populations- The population density varies widely. from 2.1 to 612 
inhabitants per sq.km, and may increase further by the year 2000. 

(b) Socio-economic changes 

The countries of EMR display the broadest possible variety of soclo- 
economic development, their per captta incomes ranging from the world's 
highest down tn t h ~  lowest- Soma of the countries are among the richest in 
the world, others are still engaged in a continuing struggle for survival. 

In some countries, the school enrolment ratio and literacy rates are 
low- Zn general, literacy of females is lower tnan that of males, sometimes 
substantially. 

( c )  Patterns and trends in morbidity and mortality 

The analysis of the present picture of mortality indicates that 45% of 
deaths would be due to infectious diseases, 148 to cardiovascular diseases, 
10% to perinatal conditions, 4% each for cancer and injuries, and 23% for all 
other causes. 



(dl Health care delivery infrastructure, health manpower, health Eacllities 
and resources 

In most countries of the Region there are three-tiered health services 
at central, regional and peripheral levels, but priority is still given to 
large hospitals and to high-level medical care in urban areas, often 
neglecting the remote areas. As with other factors, institutional resources 
of health care delivery vary widely from country to country. Thus, according 
to existing data ('September 19851, the number of beds per 10 000 population 
ranges from 3 to 67. The number of physicians also varies widely from 0.9 per 
10 000 inhabitants up to 15.5. The number of nurses and midwives per 
physician shows a very unbalanced .situation; in many countries the number 
ranges between 1 and 4, but there are also situations with an inverse ratio 
(0.5 - 0.8 for 1). However, even in countries with balanced ratios of staff 
categories, there is a strong concentration of all medical personnel in urban 
areas. 

3.2. Regional Strategies  of Health for All by the Year 2000 

In 1977, the World Health Assembly decided that the r:iin social target 
of governments and WHO should be the attainment by all trle people of the 
world by the year 2000 of a level of health that will permit them to lead a 
SOClally an8 eC0nOml~ally productive life, popularly known as "Health for All 
by the Year 2000 (HFA/2000)". 

In 1978, an international conference on primary health care stated and 
recognized that primary health care is the key to the target of Health for 
h l l  by the Year 2000. 

The Eastern Mediterranean Regional committee Resolution E N / R C ~ ~ ~ / R - ~  
urges Member States to formulate national policies, strategies and plans of 
action for HFA/2000 and to collaborate with the Regional Office in 
formulating a Regional strategy. Primary health care is, therefore, 
recognized as the key to the target of a Regional strategy of Health for All 
by the Year 2000. 

The following should be considered as esserlt id: slairlerlLs related to 
Prinary Health Care: 

- education on prevajljng health problems. and their prevention or control 
- promotion of food supply and proper nutrition 
- supply of safe water and basic sanitation 
- prevention and control of locally endemic diseases 
- treatment of common dlseases and injuries 
- provision of essential drugs 

The right  to see i s  t h e  birthright of every citizen and no one should 
needlessly go blind when, by medical or surgical means, his/her eyesight can 
be restored. Primary eye care, therefore, means carrying the eye care 
services to the very door of the community; thus, this is to be a concerted 
effort on the part of all national health planners - to expand tiit. pr-imar-y 
heblth care network Eor delivering preventive measures in eye care to the 
most peripheral level of the community. 

The questions posed today are what has been done so far to mitigate this 
blindness and how far have we succeeded in integrating primary eye care 
services with primary health care services? 



THE SPECTRUM OF 
COMPREHENSIVE EYE HEAL TH CARE 



4.  CONCEPTS OF EYE HEALTH CARE 

criticism of most present day health care systems is directed at their 
insufficient coverage in terms of geography, type of care offered, 
fragmentation of services and lack of continuity of contacts between the 
provider uE health care and the receiver ( the latter being an individual or a 
vulnerable group). 

The overcoming of these shortcomings seems to indicate that the 
development of an optimal health care system (including eye care) should aim 
at gradually achieving the fullest possible geographical coverage and 
comprehensiveness of types of services provided, according to needs and 
available resources at national level. 

The WHO Programme for the Prevention of Blindness has developed the 
conrept nf -Primary Eye Carew. representing a primary health care approach to 
the prevention of unnecessary visual loss, with emphasis on action at the 
community level. In this context, the following definitions have been 
elaborated by the WHO Programme Advisory Group on the Prevention of Blindness 
( 1981) : 

"Primary eye care is a vital component of primary health care and 
includes the prmor.ion of eye health and the prevention and treatment of 
conditions that may lead to visual loss. 

"Primary eye care implies the first provision of promotive, preventive 
and therapeutic measures for eye nealtn to an lndlviaual or a community. such 
measures may be provided at different levels of sophistication depending on 
local conditions and resources. However, primary eye care should be an 
integral part of primary health care, in view of the existing situation in 
most developing countries, where avoidable blindness constitutes a major 
public health problem. In this context, priority should be given to the 
determination of the essential eye care that should be delivered at the most 
peripheral level. The implementation of primary eye care must also be adapted 
as far as possible to locally available personnel and existing training 
programmes," 

In a broader context, the ideal comprehensive spectrum of eye health 
care activities would include (see also Figure 1): 

- Promotion cf eye health where efforts will mainly be directed at publlc 
and professional education on eye health, as well as activities such as 
nutrition programmes and environmental sanita~ion when applicable. 

- Early detection of eye disorders may significantly improve the prognosis 
of cura~le eye disorders. This will depend greatly on the general 
educational level in the population concerned. 

- Early diaqnosis, proqnosis and prompt treatment are areas of 
professional competence. Health authorities and universities should be 
jointly concerned here with adequate manpower development for the 
national eye health care system. 

- continuins treatment already implies appropriate orgar.ization and 
coordination between institutional and extra-mural services, as well as 
a smooth multi-professional activity. It includes elements of self care. 



- ~ehabilitation, in its medical, vocational and social dimensions, tries 
to Drlng the vlsually disabled and/or hanclicapyed lndlvldual back to his 
social environment. 

In the general discussion during this meeting, there was a consensus on 
the desirability of a phased approach towards developing and providing types 
of services as comprehensive as possible, always considerinq available 
national resources. 

5 .  EYE HEALTH I N  SOME MEMBER STATES WTTHIN THE FRAMEWORK OF NATIONAL 
STRATEGIES FOR 'HEALTH FOR ALL BY THE YEAR 2000" 

5.1. Introduction 

The scope of this Regional meeting was defined in the light of exlstfng 
evidence that problems related to eye health warrant serious concern among 
public health priorities in many of the Member States of the Eastern 
Mediterranean Region. 

In many countries of the Region, an overburden of preventable and 
curable eye disorders causes a socially and politically unacceptable 
prevalence of visual impairment and blindness. 

Apart from human suffering, t h i s  has profound social and economic 
.Lmpllcations for the societies concerned. Most of these disorders are due to 
cormnunfcable diseases, very much dependent on environmental, socioeconomic, 
and educational defects. 

The lack of clear and stated policies in this field of concern is one of 
the constraints to the inittation of eye care programmes in many countries. 
Furthermore, the belief that only specialists (ophthalmologists) are to be 
responsible for the delivery of eye care seriousLy hmpers the development of 
a comprehensive eyc health carc reEerral system based on a primary hea l th  
care approach, and in accordance with strategies for HFA/2000.  The frequent 
lack of managerial experience and expertise at all levels of administrative 
and health infrastructure is another obstacle to the development of eye 
health care systems. Inadequate coordination between the health sector and 
other public health sectors may also constitute 2 deterrent to appropriate 
social action in this fieid. 

The selection, training and education of personnel for eye care at all 
levels, as well as manpower planning and management, are important 
responsibilities of the public health authorities. 

These various aspects of health manpower development need to be applied 
systematically, together with the involvement of the general population in 
the promotion and protectiorr of eye healrh,  by diEferent means, as the 
principal objective of health education. 

During the last few years, the concept of primary eye care has been 
gaining increasing acceptance in the Region, but there has been a 
heteroqeneity of efforts. some countries have drawn up national plans for 
prevention and control of blindness, others are in the process of doing so. 
So far, there has been no uniformity of success in Qellverlng prlmary eye 
care services along with primary health care, although some countries are 



already implementing training programmes for different categories of health 
personnel for delivery of eye health services to include school health 
services, MCH and PHC staff. Finally certain other countries have already 
started a school programme on primary eye care with the aim of developing and 
implementing policies, strategies and methods for the detection, treatment 
and prevention of ocular disorders and the promotion of eye health care in 
schools. 

5 . 2 .  Afghanistan 

A national policy with regard to eye care throughout the country has 
been formulated and accepted by the Ministry of Public Health in Afghanistan. 

The main targets of the programme are as follows: 

- Maintaining proper eye care for the pcoplc of the country 
- Prevention of eye diseases, loss of sight and blindness 
- Treatment and rehabilitation of different forms of blindness, if 

possible. 

The implemention stage of the plan has been set in three phases: 

PhdLie I - sLarting phase (1984-1987) 
Phase I1 - progressive phase 11988-1992) 
Phase IIf - continuation phase (1993-19991 

There is as yet no central or advisory structure at the ministerial 
level, but this may be considered by the Minister of Public Health. It could 
bring about more organized management and better communication at  the 
intersectoral level. 

Infrastructure for eye care and a referral system do exist, but are not 
yet functionfng to the full. The Government will continue efforts to 
strengthen the system and make it work in future years. 

The present capacity for collecting data on eye problems and blindness 
inciubes: 

- selected sample surveys, e.g.,  schools, factories, kindergartens, etc. 

- hospital records: there is a relatively good medical record system at 
Noor Eye Institute. 

Several TV programmes and varlous posters arid yarnphlets have been 
distributed and a book is soon to be publishsd. 

The major developments planned in the next two years will be: 

- expanding Noor Eye Institute to a higher specialized capacity, e.g., 
establishing various specialized departments, inciuding an eye bank; 

- setting-up a specialized service in six zones throughout the country at 
the intermediate level; 

- estab1ishi::g 28 centres in various provinces at peripheral level. 



5 . 3 .  Iraq 

The Government of Iraq is committed to HFA/2000. A central board for 
primary health care was formed, and adopted strategies and a plan of action 
to achieve this global goal. A director for primary health care has been 
appointed at the central level. Iritersectur dl coordinat ivn and community 
participation are improving and being strengthened. 

Primary E ~ R  Care should be included at the following primary health care 
leve 1s : 

(1) Home and' 6ommunal level: pamphlets and booklets directed at mothers and 
primary school teachers are printed. Other methods of cornmunlcatlon, such as 
mass-media, are still under-utilized. 

(2) P:rst level health facilities, such as health centres and subcentres in 
rural areas. Here the early detection of eye disorders is very important to 
reduce possible complicati~ns and blindness. 

( 3 )  First referral level facilities : Out-patient departments In general 
hospitals constitute the first contact with ophthalmologists and 
refractionists for eye patients. 

Situation analysis 

 h he following eye diseases cause most of the preventable and avoidable 
blindness in Iraq : 

- eye infections 
- cataract 
- glaucoma 
- accidents 
- error or refraction 
- eye pathology related to internal disease e.g. diabetes 
- congenital eye deformities. 

Shur Ccorriings ex i s t  in the following areas: 

- health education at the community level 
- training of paramedical personnel at secondary level 
- shortage of ophthalmologists and refractionists at the first referral 

leve 1 

- AT the central level, lack of appropriate research work, inaccurate 
statistics and weak evaluation. 

The implemented programme for the prevention of blindness includes: 

- an annual programme to control trachoma 
- the early detection of glaucoma, and follow-up and management of cases 
- the early detection of refractfve error, squint and congenital eye 

deformities 
- increasing the number of ophthalmic beds in hospitals for eye surgery, 

especially cataract operations 
- the training of teachers and general health education to activate 

community participation 



- the training of paramedicals in rural health centres in primary eye care 
- coordination with diabetic clinics 

5.4. Jordan 

5ume eLforts to prevent blindness have been made i n  Jordan. Although an 
official policy has not yet been signed, a committee has been formed to take 
care of ophthalmic problems in Jordan. This committee represents the four 
health sectors: the Ministry of Health, the University of Jordan, the Private 
Sector and the Royal Medical Services. The committee is directed by 
Professor Fouad Sayegh and is also responsible for the Jordan Eye Bank. Two 
other societies were established in order to motivate the Jordanian 
population and to invvlve them in problems related to the Eye Bank, and the 
prevention of blindness. These are: 

- Associatfon of the Blind 
- Friends Society of the Jordan Eye Bank and Prevention of Blindness 

Both societies are headed by H.R.H. Prince Raad Ben Zeid. The aim is to 
establish an eye centre at the university of Jordan, mlch wlll take care of 
all educational activities related to the eye and prevention of blindness, 
and also act as a referral hospital for complicated eye problems. 

Primary eye care is insufficient, and is only partially integrated with 
primary health care. There are 12 groups examining schoolchildren, and 
ophthalmic cases are usually referred from the primary health care level to 
either A1 Basheer Hospital or Jordan University Hospital. 

The available information about eye diseases was collected during an 
ocular status survey carried out on the West Rank: there 5s also some 
information from hospital records on the East Bank. Educational activities 
are irregular and mostly involve ophthalmic residents, or continuing 
education of ophthalmologists. 

The major planned development is the establishment of an eye centre at 
the University of Jordan. The building for the outpatient department and eye 
bank, including laboratories. i r  under construction and will he ready f o r  use 
by June 1986. 

5.5. Pakistan 

In accordance with the directive of H.E. the President of Pakistan, a 
National Eye Health Committee was nominated, consisting of senior eye 
specialists Prom each region. This cormittee also acts as the adv i so ry  
council for eye health care. 

Primary eye care is still at a preliminary stage in Pakistan, with a 
general plan submitted to the Ministry of Health for final approval. 

At present, the infrastructure for eye care at various levels is 
insufficient and is also not properly organized. 

So far, the information about major eye diseases causing visual loss has 
been collected from hospitels, as well as from mobile eye surgical camps' 
records. A proper survey in this respect is included as part of the Eye Plan 
already submitted to the Ministry of Health. 
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AS Ear as the general promotion and protection of eye health is 
concerned, the following are the acliievarori-ILS uf the low-cost spectacles 
project : 

1. ~t present 50 schoolteachers have been trained to check the vision of 
schoolchildren between 8 and 12 years oE age. Any student found with 
defective vision is referred to the eye specialist for a complete ocular 
examination and prescription of glasses. 

2. 600 opticians from all over Pakistan have received a three-month course 
in optometry from ophthalmologists in eleven selected centres. They had 
to sit for examinations at the end of the course. These opticians 
offered their services free of charge in their areas to check the vision 
of schoolchildren. 

Nobile eye surgical camps are rOUtlne thrOUgnOUr PaKiscan, and are 
organized by a number of social welfare societies according to the weather 
conditions in rural areas. In this way, thousands of eye patients benefit. 

Further major plans for blindness prevention are still under 
consideration by the Ministry of Health. 

5.6. Saudi Arabia 

The Government of Saudi Arabia has paid special attention to eye care in 
view of the serious socioeconomic consequences and human suffering resulttng 
from blindness and visual impairment. A large, 260-bed hospital (King Khaled 
Eye Specialist Hospital), equipped with up-to-date, state-of-the-art 
equipment, has been functioning for the last three years as a major eye 
centre in the field of tertiary care, education, research and preventive 
ophthalmology, and a centre for the prevention of blindness programme. The 
King Khaled Eye Specialist Hospital has recently been appointed as a WHO 
Cullaborating Centre for the Prevention of Blindness. 

A national eye survey was carried out in 1984, with multi-staged 
sampling representing metropolitan and non-metropolitan segments of the 
population. A total of 16 810 citizens were examined, giving comprehensive 
data on blindness rates, visual loss and major eye diseases at national and 
regional levels. A study to assess presently available resources for eye care 
was also cwn~ple ted .  I n  the l i g h t  of the  data obtained, a national policy has 
been formulated and adopted. 

A national committee for the prevention of blindness has been formed 
under the auspices of the Ministry of Wealth, with the aim of directing the 
maximum use of present resources, by utilizing the concept of primary health 
care centres as well as trachoma control activities in selected areas. The 
upgrading of secondary eye care centres to cope with cataract surgery, 
manpower development and continuous medical education in eye care for primary 
care physicians, health workers and ophthalmologists has commenced. 

5.7. Somalia 

The infrastructure for eye care in Somalia consists of two hospitals 
with one ophthalmologist in each. 

Paramedical personnel is not trained in eye care. 
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Some activities are carried out at the peripheral level by charitable 
organizations. which also have very limited resources. 

There is a serious lack of instruments and drugs for eye care. 

Informarlon on eye diseases arid v i s u a l  loss is also lacking, although 
the general impression is that cataract, trachoma and glaucoma are the main 
problems in addition to vitamin A deficiency. 

Facilities for the training of personnel are totally lacking. 

5.8. Sudan 

At the top of the list of priority eye diseases are the communicable eye 
diseases and oncfrocerciasis. Other causes of blindness are the same as in 
other countries of the Region- 

Primary eye care at the periphery is included in the framework and tasks 
of the PHC worker. At the intermediate level, there is the ophthalmic medical 
assistant, who is reliable and more useful than most general practitioners. 
The refractionist, who is very useful in school health services, is also 
found at this level. 

A t  the central level, ophthalmologists are now available in all 
provincial hospitals and in some district hospitals. This became possible 
after the local postgraduate training in ophthalmology was started. 

Sudan is now being faced with many constraints due to a deteriorating 
economic situation, which has led to a reduction in the intake of the 
ophthalmic institutions. It has also led to the collapse of environmental 
health services, and this is leading to an increase in the incidence of 
preventable eye diseases. 

The importance of including some knowledge of eye care In tne curricula 
of all personnel who can be of use in the control of preventable eye diseases 
is still being stressed. 

There is a good and reliable information system as far as communicable 
eye diseases are concerned, because proper epidemiological and evaluation 
surveys are carried out regularly, but for other diseases the information is 
only available from hospital records. 

5.9.  Tunisia 

The national programme for the prevention of blindness in Tunisia is 
based on a randomized cluster survey in the southern and central interior 
regions of the country. In the rural population of this region, the overall 
blindness rate is 3 . 9 % ,  with rates of 4.8% in those aged between 4 0  and 
59 years and 25% in those over 60 years of age. The major causes of blindness 
are cataract (51%), corneal opacities or atrophy of the eye (25%) and 
glaucoma (16%). 

The national programme is based on the training of primary care 
physicians and nurses in villaqe health centres. There are also a number of 
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ophthalmological services at hospitals in the southern region, with 1 to 3 
ophthalmologists, well-equlpped operating rooms and active outpatient 
services. In addition, there is an active outreach programme of some eye 
clinics and screening for eye disease at peripheral clinics. 

The programme is coordinated by 1'Institut diOphtalmologie in Tunis, 
which also has the main responsibility for training ophthalmologists (now at 
the level of 10 per year). A follow-up survey in the southern area is planned 
for 1986, as part or the evaluation of the national programme. 

5.10. Yemen 

Yemen has a rudimentary infrastructure for eye care and no primary eye 
health care system. With a population of about eight million, there are only 
about twelve national ophthalmoLogists and no ophthalmic ancillary staff. 
There are, however, expatriates available in both fields. Almost all 
ophthalmic services available are concentrated in the main three cities, 
namely, Sanaia, Taiz and Hodeida. 

Most of the population lives in villages; however, urbanizat ton is 
taking place at an astronomical rate, especially to the capital, sana'a. of 
the eight million, there are almost two million Yemenis living abroad, one 
and a half million of whom live in Saudi Arabia. 

The country is ranked amongst the poor countries of the world, but is 
developing fast in many aspects. 

It is being proposed, on the basis of a ministerial decree, that a major 
programme for primary eye health care should be implemented in Yemen. The 
outline for this has been drawn up and its objectives run along short-, 
medium- and long-term parameters on three fronts: managerial, biological and 
educational. It will use the available personnel (but will need more 
manpower) and will re-educate these persunt~el dl dl1 levels. 

The support of WHO in manpower, equipment for education and diagnosis, 
etc., and also in giving expert advice, is vital for the success OF the 
planned programme which may, if successful, prove to be a pilot programme for 
other countries. 

In the consideration of national strategies for eye health care, the 
participants paid particular attention to the following points for discussion: 

(a)  Presence of defined national policy specific to eye care. 

(b) .me stage of implementation of primary health care, with eye care as an 
integral component. 

( r )  Presence of a central managerial and/or advisory structure for eye 
health care. 

(d) Available inEormation on major eye diseases and resulting visual loss, 
and existing reporting systems. 
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(el Activities for the general promotion and protection of eye health, 
p a r t i c u l d r  ly educat iurlal e C T v r - L s .  

(f) Adequacy of existing infrastructure for eye care at various levels 

(g) Major planned developments in the field of eye care 

The table overleaf summarizes the situation in eye health care 
development. Some of the main conclusiorrs reached are: 

- In all countries represented, there is a national commitment to the 
prevention of blindness, with a policy statement, except for 2 countries 
where this is not yet formalized. 

- The implementation of eye care as part of primary health care is 
progressing in all but two countries. 

- Most countries have formed some kind of managerial or advisory body, and 
this has in qeneral proved to be useful for the implementation of 
national programmes. 

- There is still a lack of reliable, population-based data on blindness 
and i t s  causes 111 s e v e r a l  c o u n t r i e s .  Only two of the  participating 
countries have recently collected comprehensive data in this field. 

There is still a limited implementation of educational programmes for 
the promotion/protection of eye health, and it was recognized that much 
more could be done in this field particul~rly through the primary health 
care system. 

- 

All participating countries recognized some level of insufficiency in 
the presently available infrastructure for eye care; however, the 
situation varies considerably between countries in this respect. As a 
rule, rural populations are relatively under-served with regard to 
access to eye care, as compared to urban populations. 

- P,aJor developments are planned i n  hl1 participating countries for 
strengthening of national blindness prevention programmes. There are, 
again, considerable differences between countries as to the present 
stage of implementation of proqrammes, with planned activities ranqing 
from the formulation of national plans to the actual evaluation of an 
ongoing national programme. 
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6 .  IDENTIFICATION OF OBSTACLES TO EYE HEALTH CARE DEVELOPMENT 

The presentation and subsequent discussion of this item focused on four 
main areas, as follows: 

(a) Bioloqical aspects: implying the prevalence and severity of blinding 
diseases, which give rise to obstacles from several points of view. 
Difficulties as to the appropriate assessment of eye diseases are present in 
several countries in the Region, particularly with rcgard to the rcsourccs 
needed for population-based surveys, which provide the most reliable data on 
ocular morbidity and visual loss. Obstacles are also encountered from a 
technical point of view, with regard to intervention technologies and the 
potential for prevention and/or treatment of some diseases. In this context, 
environmental and behavioural obstacles, such as availabilit: of water for 
hygiene improvement and cultural taboos concerning nutritional habits for 
Infants, may alsv  hdvs Lu be c w ~ s i d c r e d .  

(b) Manaqerial aspects: which are of great importance for the optimal 
utilization of resources and the smooth functioning of a national programme. 
The nanagerial aspects include the presence of an advisory or executive 
structure at the central level for the programme, as well as a technical body 
(national institute or similar) for guidance as to technology and its 
appiicatlon. The coordlnatlon of acclvlcies between a l l  interested yartles 
contributing to programme activities is another important managerial issue. 
Other important areas are the effective functioning and utilization of a 
referral system between various levels of eye care, and the availabilfty of 
ophthalmic drugs at all levels. 

(c) Educational aspects : which include manpower development at all levels. 
In some countries tnls Is a crirical issue for the availability of 
specialists, and in others developments are taking place in training 
auxiliary medical staff, such as ophthalmic assistants and refractionists. 
T ~ P  availability of specialized staff varies considerably between the 
countries of the Region, but one common obstacle is the maldistribution of 
ophthalmologists in countries, with very few working in rural areas. This 
fact may be due to several factors, including career and incentive prospects. 
Another phenomenon IS that some councrles have a relative surplus of trained 
manpower, which then works in other countries. The organization of training 
and refresher courses for the various levels of personnel is progressing in 
several countries, hut d ~ r r ~ a s i n g  resources and allocations for training are 
posing a problem in some countries. Similarly, health educational activities 
are ongoing and progressing in several nationhl programmes, but the lack of 
educational material and facilities often constitute severe constraints. 

(d) Lack of resources particularly funding, constitutes a frequent and often 
serious obstacle in many national programmes. In some countries this may be 
due to the relatively low priority given to eye care and blindness 
prevention, whereas in others there is a need to make more optimal use of 
existing resources, such as those from NGOs and the private sector, where 
more coordination of efforts would be beneficial, With regard to external 
funding, few countries have as yet explored bilateral funding sources in 
technical cooperation. Last, but not least, more efforts need to be directed 
to the potential mobilization of resources from the community level, which 
may make signtficant contributions in a jointly developed programme. 
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7. SUPPORT MEASURES 

7.1. Management process for eye health development 

The establishment of national programmes for the prevention of blindness 
is progressing in many countries, as part of cooperation between WHO and 
Member States. The main rationale for such programmes is to allow for the 
overall planning and coordination of activities, and the optimal use of 
dvdlldblt! L-e>UUI Lea. 

The setting up of national committees, or similar bodies, has proved 
useful in several countries, providing an opportunity for multidisciplinary 
input to the planning and execution of programme activities, as well as the 
active involvement of NGOs and other interested parties. The national 
committee may play an important managerial role at the central level, or this 
function may be carried out through a national institute or other office, 
also responsible for technical guidance for the programme. 

The elaboration and implementation of a national programme plan is the 
main task for the national committee or office, and should include the 
development of an appropriate system for monitoring and evaluation of 
programme results, and re-programming as needed. Reference is made here to 
the document P B L / ~ ¶ , ~  which aescrfbes rne process of formulation and 
management of national programmes. 

A t  the intermediate level. OF eye care, i t  is important to arrange that 
the locally responsible personnel are properly briefed and trained, to ensure 
a smooth introduction of new activities at that level, and their effective 
management. This also applies to the peripheral level, where the training and 
supervision of personnel providing eye care must be properly organlzed. 
Attention should also be paid to management in respect oE the regular supply 
of ophthalmic drugs needed at this level. 

The appropriate management and utilization of the referral structure for 
eye care is of utmost importance in the development of national programmes. 
The application of strict referral criteria at the primary and first referral 
levels is needed in most settings both to avoid congestion of the system at 
the higher levels and to bring Eorward the patients most in need of further 
examination and/or treatment. 

7.2. Information systems and research 

The participants discussed the main features of an appropriate 
information system necessary for the development of eye care activities and 
their evaluation. 

When considering possible data sources, their availability, population 
coverage, value and limitations, it was concluded that most of the 
participating countries still lack reliable population-based data on 
blindness and its causes. 

Furthermore, there is a general need to develop appropriate information 
systems for effective monitoring and evaluation of national programmes, 
particularly in relation to the utilization of a reEerral system for eye 
health care at various levels. The assessment of primary eye care programmes 
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was discussed, focusing on the objectives, resources needed and utilization 
of such assessments, as part of the overall evaluation of national programmes 
and strategies (see further Annex 11). 

As Ear as research is concerned, it was stressed that, while fundamental 
research when riecessary may be carried out in institutions of the Rcqion, 
major emphasis should be given to epidemiological and health systems research 
which is culture-specific, and which may have important implications for eye 
care delivery on a short-term basis. 

Descriptive epidemiological research has to be promoted when available 
knowledge on prevalent blinding disorders is lacking. In this context, the 
participants Stressed rho value of the mstl~ucloluyy applied in the Saudi 
Arabian nationwide eye health survey. 

7.3- Health manpower development for eye care 

Health manpower development, consisting of inter-related elements of 
health manpower planning, health manpower production and health manpower 
management, is an integral component of health services development 
(Figure 2 1. 

Various aspects of the above 5ssllcs were debated in relation to eye care 
situations in countries of the Region. It was particularly stressed that 
personnel for eye care should not be identified only with activities of fully 
trained clinical ophthalmologists. Valuable potential contributions from 
general medical practitioners, tIUrSlnq personnel, optomecrlscs, orthoptists, 
ophthalmic technicians and other auxiliary categories should be envisaged and 
utilized in the development of eye care as part of primary health care 
systems. 

Valuable experience has been gained in several countries in the training 
of auxiliary personnel in eye care, and how specific tasks related to 
blindness prevention can be delegated to health workers at tne peripheral 
level. However, such a development must be linked to the overall manpower 
planning, production and management- In this context, the participants 
reviewed some of the issues related to the ubrain dra in"  of high l ~ v n l  
specialists, the rational distribution of eye care personnel within the 
country, as well as legislation and/or incentives of various kinds to achieve 
the latter. 

7.4. Structure of health manpower development for eye health care 
(Planning, Selection, Training and Distribution) 

~efore setting out to make our plans for health manpower for eye healch 
care, we need to clarify what we mean by certain terms as these may mean 
different things to different people. 

1, What is health manpower development? 
2. Health manpower planning: 

"The main purpose of health manpower planning is to ensure the 
production, deployment and use of manpower In the right numbers and with the 
riqht skills to carry out the current and planned functions of a health 
service. To achieve this purpase, a manpower planning activity aims to 
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produce information about the past, present and future states of health 
manpower in the country which is relevant to the decisions about production, 
deployment and use that r n r J s t  be made. 

Hea.Lth manpower pl.annlng cannot be dlvorcrd from the national. health 
development plan; on the contrary it shou1.d be an integral part of it and 
serve as a mechanism for the integrated development of health lnanpower and 
health serv3rre. thr~r; bringing together those respons1bl.e for employing health 
manpower with those responsible for training health manpower in close working 
relationship (Figure 3 ) .  

Fi.wrL=3, Plannin!hesLthm_a_owerrf or hel,thmts!~ 
based on the primary health care ajpxgaiib- ----*.--..---.-- -- -*.-- 
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While health manpower planning should deal with both qualitative and 
quantitative aspects of health manpower development, the qualitative aspects 
should be seriously considered. Thus future manpower plans must devote proper 
attention to the prospective roles and functions of all categories of health 
worker. the composition of health teams, and the relationships between 
different levels of the health system (Figure 4). 

Figure 4. Pyramid of health services 

/ \ 
national 

institutes 

/ University hospitals 

R ~ ~ O M ~  health services \ Specialized health me using increasingly 
~ophisticated technolwv. 

/ D'ktrict h h t h  wvices \ 
Rural (or local) hospitals A limited number of community-orient& 

professionals who manage primary hsalth 
cars services and form the first-rtrferral level. 

l~~tern~edizte health care using intermediate 
Rural (or local) health centres technology, delivered by 8 cirps of 

intermediatelevel health writers who 
complement nnd supervise field activities 

Primary health care using primary 
Community dispemries and village hearth post$ technology, delivered by front-line 

workers at the community lwei, 
whn ronnitl~te t h ~  h~itk nf 
health-service personnel. 

* R e p r o d ~ c c d  from WHO Technical  Repor t  Ser ies .  No. 633 ( 7  7 ) .  
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The pursuit of Health for All. through the pri~nary health care approach 
wil.1 require the redefinition of ro1.e~ and functions of all categories of 
heolth personnel including those of physici.ans, nurse.;, and other health 
professionals, such as dentists, pharmacists, sanitary engineers, etc. who 
will have to accept membership in, and i.f justiEied, 1.eadership 
responsibility for, the health team. The team leaders wi1.1. have ta provide 
technical support and guidance to heal. th- term? personnel., referral. services 
and consultation, supervison and continuinq education, and overall management 
of the primary health care teams. 

Planninq the health personnel requirements for health for all, including 
the redefinition and description of health personnel roles, provides the 
Foundation for, and interacts with, the education and training needed to 
provide health personnel with the requisite competencies, skills, and 
attitudes to implement the primary health care approach (Figure 3 ) .  As the 
Global Strategy states "Ministries of Health, in collaboration with other 
ministries and educational bodies concerned, will take steps at the highest 
government level to introduce the policy of educating and training health 
manpower to perform functions that are highly relevant to the country's 
priority health problems. In fulfi.lment of this policy they will. review the 
functions of health personnel throughout the health system, and will. take the 
necessary measures to ensure their reorfent at i nn as necessarty" . Health 
manpower planning and policy formu.lation are the first steps towards 
reorientating the eduation and training of health manpower as required by 
national strategies for Health for All. 

Just as health manpower development shou3.d be seen as an integral :,)art 
of health systems devel.opment , the management of health manpower should be 
seen as being closely related to the wider process of managing a nat j .on ' s  
heclth system. 

The management of health personnel should ensure that those trained to 
respond to perceived needs are properly used (managed) to maxjlnum effect in 
the h e a l t h  system. 

A health manpwoer management system consists of a set of administrative 
structures, procedures and processes which can be termed the elements of such 
a system. These elements, both individually and through tneir rela~lonship 
with one another, provide mechanims for the employment, retention, support 
and development of health personnel. 
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Some of the key elements of health manpower management, which can be 
classified according to the tour objectives, are s l i u w l ~  in Table 2. 

Table 2. Some of the key elements of health manpower manaqernent 

Main objectives El emen t s 

Employing 

Retaining 

Supporting 

Job descriptions 
Establishment controls 
Recruitment procedures 
Personnel records and data base 
Induct ion 
Distribution of personnel 
U t l l l z a t l v ~ ~  uf support staff 

Career structures 
Promotion procedures 
Living and working conditions 
Pay and incentives 

Supervision 
Communications and consultation 
Collective representation 
Continuing education 
(updating of skills) 

Logistic support 

Performance appraisal 
Continuing education (new skills) 

In our plans for health manpower for eye health care what provisions are 
we going to make to ensure the proper management of eye health personnel 
along the lines mentioned above? 

8. CONCLUSIONS AND RECOMMENDATIONS 

(1) The participants unanimously agreed and supported the principles for the 
provision oE eye care being based on the primary health care approach. They 
recommended that country activities and programmes so conceived be promoted 
and gradually integrated with the primary health care system. 

(2) The participants ernphas iz~d  that the domain of eye health has serious 
social and economic implications for society, and therefore deserves a high 
priority in the ranking order of health problems in the Member S t a t e s  of the 
Region; they also expressed the desirability of WHO supporting all 
initiatives in this field. 
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(3) The 'Health for All' policy and the primary health care approach have 
l.mportant C0nCeptUa.L ana operat l.ona L impl>.CariOnS Eor Intervent ion and 
research programmes. This implies: 

- n change oE emphasis from organ- and di.sease-oriented services to 
overall eye health maintenance approaches; 

- a shift away from epis0di.c eye disease cure towards more continuous and 
comprehensive eye hea J.th care, o major effort in cl.i.ni.caJ epidemio.kogy 
and eye health systems research. 

( 4 )  The quality of eye care systems i.n countries should be continuous1.y 
improved and evaluated. Suitable indicators to measure such improvements 
might be the increasinq coverage of vulnerable groups and the 
comprehensl.veness and continuity of services. 

(5) The quantity and qua1.j.t~ of the peripheral. (primary) eye care need to be 
upgraded in all countries of the Region. This upqradinq should be parallel 

with the improvement of the supportinq secondary and tertiary care levels to 
-tern. result in a smoothly running community-oriented referral. sy, 

( 6 )  As one of the prerequisites for the efficient eye care referral system, 
an appropriate information system should be gradually developed. Selected 
information relevant to blindness in relation to local needs and resources, 
the standardization of forms and affordable hardware should be sccurcd. 

( '7 )  Vlsual impairment and blindness are social and ec0nomi.c problems which 
concern everyone in the community. Tn order t o  promote the awareness of the 
people, it is recommended to involve, int ract with and motivate the 
community in eye health probl.ems through the establishment of societies and 
the development of educational rnaterl.al s for 5peci.f ic groups other than 
health personnel, such a3 for mothers, teachers, students and workers. 

( 8 )  Most avoidable blindness exists in rural and remote areas, where 
socioecononic conditions may prevent patients from utilizing eye health 
services. Thus, in some countries, unnecessary loss of vision may result from 
social, physical and economic constraints in poor population groups, In spite 
of available health services. Whereas the primary health care approach to the 
preventtun of blindness will provide m i l c h  of the answer to this situation, it 
is recommended that further attention be paid to economic aspects of how eye 
care at the intermediate and tertiary levels can be made more easily 
available to less privileged popul.ations, i.ncl.udinq options such as health 
insurance schemes or mobil.ization of support from community groups. 

(9) The provision of eye care, as part of action !o prevent visual loss, 
should take place at all 1.eveI.s of tile \leal t l i  systelli. Tt Is, Ll~lereCore, 
recommended that apart from the involvement of ophthalmologists, emphasis be 
placed on the training and utilizati.on of all other possible categories of 
health personnel. and other professions as applicable. 

(10) In view of the need for optimal management of planned and ongoing 
national programmes for the prevention of blindness, it is recommended that a 
central managerial structure be established to that effect. This should form 
part of, or be linked to, the management system for general health services. 
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(11) In order to facilitate the smooth functioning of national blindness 
prevention programmes at the peripheral. I.eve1.. i.t is recommended that 
managerial skills be imparted to the responsi.b.l.e personnel. at that I.evel, 
including such aspects as organization of training and refresher courses and 
the regular supply of drugs. 

(12) In most countries there is a maldistribution and/or lack of 
ophthalmologists, most of them only availab1.e in urban areas. In order to 
rectify this situation, it is recommended that consideration be given to 
measures such as specific incentives for serving at province and district 
levels or obligatory service in rural areas for a period of time, as well as 
the provision of an appropriate career structure for these ophthalmologists. 

(13) In many countries non-governmental organizations provide a very valuable 
support to blindness prevention activities. Xt it recommended. therefore, 
that collaboration with such organizations and coordination of efforts be 
strengthened as much as possible, particularly by involving them in national 
committees. The development of national. programmes may also benefit greatly 
from the involvement of local groups, such as women's federations and other 
societies. 

(14) Fur better  utilization of resources ovoilobJ.c i n  thc Rcgion, and 
training of different categories oE personnel, for eye care, progralmes on the 
basis of TCDC should be established in this field. WHO should encourage and 
support the exchange of participants in such programmes. 

( 15 )  Certain aspects oE action to prevent visual loss may benefit from or 
require modified and/or new laws and requl at ions. Health authorities should 
support t h l s  on the basls of Cechnjcal requiremerita i r r  LIlest: S i e 1 . d ~  such as 
registration of the visually impaired. Statistics on varj.ous types of 
injuries may lead to the introduction of regulatjons, such as use of 
p r n t ~ c t i v ~  P Y P  glasses in industries, periodic vision testinq and the use of 
safety belts. 

(16) Hereditary eye diseases leading to serious visual loss are increasingly 
encountered In many countrles In the Kegion. ~t is reco i~u i~e~lded  that this 
matter be addressed as part of public education campaigns in countries, 
particularly with a view ta  reducing the practice of intermarriage in 
f a r n l l 3 ~ q .  which increases the risk of such disorders. 

(17) The provision of spectac1.e~ at an affordable cost to all .  population 
groups constitutes an important issue in most countries. It is therefore 
recommended that this shoulcl form part of the d e v e l o p ~ o e ~ ~ t  uf provision of eye 
care, and that existing low-cost technologies for the local production of 
spectacles be utilized, if applicable. 

( 3 . 8 )  Essential ophthalmjc drugs should be i.ncl.uded in the distribution from 
central institutjons to peripheral units. Local production of eye medication 
for topical use should be encouraged, wherever applicable. The utilization of 
eye care preparations contai.ning sterolds sh0ul.d be restricted with regard ro 
prescript ions, to avoid abuse of such potenti.al1.y harmful. drugs. The 
utilization oE so-c&l.l.ed anti.-cataract drops shou1.d be discouraged at the 
present state o f  knowledge. 
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(19) At present, training and educatj-on in the field of eye care are mainly 
limited to clinical aspects. It is strongly felt that public health aspects 
of eye health care should be appropriately incl.uded in the curricula at all 
levels and in continuing education for all health professions concerned with 
eye care. 

(20) To promote exchange of experience and coordination of activities between 
the countries of the Region. it is recommended that WHO organize intercountry 
meetings on eye care on a biennial basis. The Member States should also 
organize national courses and workshops on co~nprehensive primary eye care, 
inviting neighbouring countries to such activities. 

(21) It has been realized that the school-age population is a significant 
portion of the Region's population and that refractive error is a significant 
cause of visual impairment. For these reasons, 3 t  t s  important to develop 
school health programmes in vision testing, referring children needing 
glasses or eye care to opticians and ophthalmol.ogists and including 
part icipat Ion in preventive activities. The school-age population has 
certain ocular problems and priorities, and deserves special attentlon. 
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1. PROVISlONAL AGENDA 

2. PROVISIONAL PROGRAMME 

3. PROVISIONAL LIST OF PARTICIPANTS 

4. PREVENTION OF VISUAL IMPAIRMENT AND PROMOTION 
OF EYE HEALTH, Yemen, by Professor B.Z.Nizetic 

5. CAUSES OF BLINDNESS, at Jordan University 
Hospital, by ur r.N.sayegn 

6. PREVENTION OF BLINDNESS IN EMR, 
by D r  A -  Modjtabai 

7. NEW STRATEGY FOR EYE HEALTH CARE IN 
AFGHANISTAN, by Dr Wali Kohistani 

8. POLICY AND POSITION WITH REGARD TO EYE HEALTH 
IN THE YEMEN ARAB REPUBLIC, by Dr A b d d  Magid 
Ali Masood 
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ANNEX 111 

ASSESSMENT OF PRIMARY EYE CARE 
P R O G M E S  

1. Goals of assessment 

1.1 Evaluate personnel 
1.2 Evaluate imyaci on blindness 

2. Training 

2.1 Goals and content of training courses 
2.2 Types of personnel trained 
2.3 Distribution of trained personnel 

3. Resources 

3.1 Personnel: Categories and distribution 
3.2 Primary health care level: Visual acuity charts, eye medication 
3.3 secondary referral centres: Distribution (number per primary care 

Eacilities, instruments available) 

4. Assessment of personnel 

4 . 1  Knowledge a b u t  primary eye care hy primary health care workers 
4.1.1 Recognition of common eye conditions and measurement of 

visual acuity 
4.1.2 Application of appropriate actions by health personnel 
4.1.3 Evaluation of training In primary eye care 

5. Assessment of impact on rates of blindness 

5.1 Selection of population to be sampled, comparison of communities with 
an active programme and those without, sample size, age specific rates 

5.2 Impact on blindness rates; compare ace specific rates; evaluate 
bilateral an2 unilateral visual lcss 

5-3 Impact on specific diseases 

5.3.1 For cataract, compare rates in persons over age 60 
5-3.2 For trachoma, compare rates of active disease in children 

under 10 years of age and trichiasis/entropion rates in 
adults over 40 

5.3.3 Rates of corneal blindness will change very little over 
periods shorter than five years 

5 . 3 . 4  Nutritional blindness difficult to evaluate because very 
large sample sizes needed (over 10 000 children under six 
years), so nutritional status should be evaluated dfrectly. 
This is not the case in some refugee populations and during 
f amines . 
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6, Programme activities 

6.1 select specific problems 
- Cataract 
- In trachoma areas, trichiasis/entropion procedures 

6.2 Screening programmes, categorical programmes 


