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I. INTRODUCTION 

The Intercountry Scientific Working Group on Primary Eye Care was 
convened in m a n ,  Jordan from 14 to 17 December 1987. The objectives of 
the meeting were; 

- to follow up the recommendations of the Regional Meeting on Primary 
Eye Care organized in December 1985 in Tunisia; 

- to review the progress achieved in the preparation and implementation 
of national plans for the prevention of blindness in the countries of 
the Region; 

- to introduce the role of primary health care workers and school health 
personnel into blindness control programmes; 

- to advise on future development regarding the training of paramedical 
personnel in the detection and treatment of various blinding 
conditions. 

The meeting was opened by H.E. The Minister of Health of Jordan, Dr 
Zaid Hamta, and Dr M.11. Wahdan, Director, Disease Prevention and Control 
presented a message from Dr H.A. Gezairy, WHO Regional Director for the 
Eastern Mediterranean. The meeting was also addressed by Dr S. Qubain, 
Director of Primary Health Care (PHC) in Jordan. 

Dr Hamza welcomed the group and emphasized the important role that can 
be played by PHC services in the care of the eyes and in preventing 
blindness. He referred to the scrviccs offered by the Ministry of Health 
in this field which include, among many others, the provision of glasses 
free of charge to schoolchildren who need them. The Minister also 
emphasized the importance placed by the Ministry of Health on the training 
of physicians working at PHC level in order to ensure early diagnosis and 
hence early treatment and prevention of preventable blindness. 

Dr Qubain informed the meeting that a national symposium on eye care 
had been organized in 1986. Several recommendations were made during the 
symposium and the Ministry of Health was following up on their 
implementation. He then highlighted the need for solid base-line data 
regarding national situations of blindness and the main causes of 
blindness. 

In his message Dr Gezairy thanked thc Government of Jordan for hosting 
the meeting and H.E. The Minister of Health for its inauguration. He 
introduced the group to the objectives of the WHO Programme for Prevention 
of Blindness, namely, to reduce cases of preventable blindness and to 
ensure the provision of primary eye care for all. The Regional Director's 
message included available data on the magnitude of the problem of 
blindness in the countries of the Region. Though far from complete, these 
data indicate the need for Member States to accclcratc thcir programmes of 
prevention and control of blindness. Of the main causes of blindness in 



the Region. cataract has now become the most important, particularly since 
the decline in the number of trachoma cases resulting from national 
control efforts and concomitant social and economic development. Dr 
Gezairy acknowledged the role played by the two Regional Collaborating 
Centres for PrrverrLiur~ of Bli~ldrrrss and the various non-governmental 
organizations for their significant input, both technical and financial, 
and, more important, in ensuring community participation. 

Dr Qubain was nominated as Chairman of the meeting and Dr I. Badr, 
Deputy Medical Director, King Khaled Eye Specialist Hospital, Riyad, Saudi 
Arabia and Professor F. Sayegh, Dean, Faculty of Medicine, Amman, as 
Vice-chairmen. Dr C. Dawson, Dilector of the WHO Collaborati~lg Centre, 
Proctor Foundation, University of California, was nominated as rapporteur. 
The agenda of the meeting, which was adopted without modification, is 
attached as Annex 1 and the list of participants is attached as Annex 2. 

11. GLOBAL OVERVIEW OF WHO ACTIVITIES FOR THE PREVENTION OF BLINDNESS 

Dr B. Thylefors, Manager for Preventior~ of Blindness, WHO, Geneva, 
presented the global overview. Blindness rates in developing countries are 
often 10 to 20 times higher than those found in more developed parts of 
the world. It is estimated that more than 90% of the approximately 28 
million blind in the world live in developing countries, with a vast 
majority of these, in fact, found in the least developed countries. The 
reason for this "overburden" of blindness in developing countries is the 
presence of certain specific and severe diseases, such as trachoma or 
onchocerciasis (river blindness), together with insufficient health 
services and public awareness of means of protecting eye health and 
preventina unnecessary blindness. 

It has been demonstrated in an increasing number of developing 
countries that between two-thirds and three-quarters of blindness may be 
avoidable, i.e. either preventable or curable. Trachoma and xerophthalmia 
are examples of diseases which can easily be prevented, while cataract is 
by far the leading cause of curable blindness. The concept of "avoidable" 
blindness in this context applies to developinz countries with reasonable 
development of existing or expected resources; thus, the use of 
appropriate and cost-effective technology for blindness is implied. 

The WHO Programme for the Prevention of Blindness has, since its 
inception in 1978, developed a primary health care approach, based on the 
three principal elements: 

- behavioural and environmental changes through social and community 
development; 

- early recognition and care of potentially blinding conditions within 
families; 

- delivery of basic eye care to all population groups. 

The concept of "primary eye care" as part of primary health care has 
thus been developed over a number of years in the WHO Programme, implying 
a range of simple measures which can be taken or initiated at the 
community level for the prevention of unnecessary visual loss. Primary eye 
care must be geared to local needs and resources, rocusing on locally 



endemic diseases and common blinding conditions which can be easily dealt 
with. 

In the elaboration of primary eye care schemes, particular attention 
ahould bc paid to identifying patients with r ~ d  and painful eyes. and 
those with sudden visual loss, for urgent referral. A primary eye care 
scheme cannot function alone and it is, therefore, essential that a 
simultaneous strengthening of eye care facilities at the intermediate and 
tertiary levels takes place. The availability of easy referral for cases, 
from the primary to the higher levels of eye care, is of utmost importance 
for the smooth functioning of, and confidence in, a primary eye care 
system. Experience has shown that it is relatively easy to set up a good 
primary eye care scheme by training health workers at the peripheral 
level, but the bottleneck is often found at the intermediate level of eye 
care. 

Primary eye care also includes promotional activities, particularly 
education for eye health, and the general promotion of personal and 
cnvironmcntal hygiene, proper nutrition, etc. 

The target of the WHO programme is that by "he year 2000, all 
countries should have a blindness rate less than 0.5%, with less than 1% 
of blindness in any community. This implies that all major causes of 
avoidable blindness should have been brought under control. To achieve 
this, the WHO programme advocates the establishment of national programmes 
for the prevention of blindness, for the optimal coordinatinn nf 
activities in the field and proper utilization of available resources. The 
training of manpower for the delivery of eye care at various levels is one 
of the cornerstones of the development of national blindness programmes so 
far formulated in some 50 countries around the world. 

The global view of prevention of blindness was discussed at length. 
The points discusscd included comparability of data on the prevalence of 
blindness. New estimates for the number of blind in the world were 
discussed, and it was pointed out that for those with a visual acuity of 
less than 3/60, a figure of 27 to 35 million is not greatly different from 
the previous estimate of 28 million. It was emphasized that data on 
blindness must be based on surveys, which need to involve a relatively 
small population in each region of the country. 

It was proposed that primary eye care also include the first referral 
level where cataract surgery and emergency treatment may be provided. 
Mobile teams serve to make technical expertise available at the peripheral 
level. 

In reply to a question on the role of WHO, Dr Thylefors stated that 
WHO works through country programmes. but can provide consultants and 
technical services such as data analysis. The modest level of research 
support that can be provided by WHO was also discussed. 



111. REGIONAL OVERVIEW OF ACTIVITIES FOR PREVENTION OF BLINDNESS 

Blindness and visual impairment represent major health problems in the 
Eastern Mediterranean Region. Furthermore, the belief that only 
specialists are to be responsible for the delivery of eye care seriously 
hampers the development of a comprehensive eye health care referral system 
based on primary health care. 

The overall prevalence rate of blindness in the Region is 
approximately 2.54. This means that there are nearly eight million blind 
people of whom seven million need not have been blind. The principal 
causes of blindness in the Eastern Mediterranean Region are trachoma and 
other eye infections, cataract, glaucoma and trauma. 

In some countries, national programmes against trachoma and infectious 
eye conditions, and the improvement of socio-economic standards, have 
resulted in a progressive decline in the incidence of trachoma-caused 
blindness. As a result, trachoma is becoming less important as a cause of 
blindness in the Region. 

Carefully conducted epidemiological studies in some countries in the 
Region have shown that in those countries, cataract is now by far the most 
important cause of avoidable blindness, being responsible for more than 
50% of cases, Other, less statistically prominent, causes of blindness 
include vitamin A deficiency and, in limited areas, onchocerciasis. 

The objectives of the Regional Programme for Prevention of Blindness 
are to reduce avoidable blindness in the countries of the Region to the 
lowest possible level and to ensure that basic eye care is provided to all 
populations. 

The development of a primary health care approach to the prevention of 
blindness has, over the last f e w  years, been one of the major achievements 
of the Regional programme in its cooperation with Member States. Schemes 
for the provision of "primary eye care" as a part of primary health care 
services are now being implemented in a rapidly increasing number of 
countries. 

Two WHO Collaborating Centres for the Prevention of Blindness have 
been identified, one in Saudi Arabia and one in Tunisia. Both centres have 
also played a very important role in the epidemiological assessment of 
blindness, especially with regard to determining its causes in their 
respective countries. The Regional Office is supporting national efforts 
to undertake similar assessments in other countries of the Region. 

111-2. Major activities 

Regional activities of the programme for prevention of blindness are 
focused on cooperation with Member States in promoting the planning and 
implementation of national programmes for the prevention of blindness. 
Special emphasis has been placed upon community participation and 
community hcalth development, training of hcalth pcrsonncl to carry out 
detection of disease by simple methods, and early treatment of disease. 



Collaboration consists mainly of consultancy services for national 
programme formulation, wlth emphasis on primary eye care and its 
integration with primary health care, promotion of the concept of primary 
eye care, promotion of national efforts for the provision of low-cost 
spectacles, and development of national pxpprticp. 

The WHO Regional Office for the Eastern Mediterranean has been 
successful in gaining increasing acceptance for the concept of primary eye 
care in Member States of the Keglon. Some countries are already 
implementing training programmes for different categories of health 
personnel on delivery of eye health services, as part of school health 
services, maternal and child health carp and other primary health care 
services. 

Promotion of national efforts for the provision of low-cost 
spectacles, especially for school children, 1s another lmporranr Reglonal 
activity, especially in Pakistan. In addition to collaboration in training 
of manpower (opticians and hospital refractionists for screening 
children's eyesight and refraction errors), WHO collaboration has also 
been extended to facilitate the provision of low-cost or zero-cost 
spectacles to needy children. 

Within the framework of the prevention of blindness programme, shorr- 
and long-term training courses for different categories of health 
personnel in eye health care have been conducted in several countries. In 
addition, WHO supports training of nationals abroad through the WHO 
fellowships programme. 

IV. PROGRESS REPORTS OF WHO COLLABORATING CENTRES FOR PREVENTION OF 
BLINDNESS 

IV-1. 6EO Collaborating Centre. Rhaled Eye Specialist Wpital, 
Riyad 

IV-1.1. Introduction 

The creation of the King Khaled Eye Specialist Hospital, Kiyad, which 
commenced activities in December 1982, has had a significant impact on 
prevention, cure, education and research in the field of ophthalmology in 
Saudi Arabia. In July 1985 WHO designated the hospital as a collahnrating 
centre for prevention of blindness. 

IV-1.2. Epidemiological Research 

The King Khaled Eye Specialist Hospital (KKESH) was responsible for 
conducting a nationwide survey on blindness and visual loss and the 
pattern of e y e  diceases in 1984. The survey, which included a multi-stage 
sampling from metropolitan segments of the population all over Saudi 
Arabia, resulted in a total examined population of almost 17 000 people. A 
detailed epidemiological and statistical analysis of the data collected 
allowed the development of guidelines for a national interventlon plan 
against eye diseases which was adopted by the Ministry of Health and which 
lead to the formation of a National Eye Health Coordination Body. The main 
results of the survey were documented in the WHO minutes of the previous 
meeting, a summary of the most significant findings is given in the 
country situation analysis of this report. 



IV-1.3. Educational activities 

An affiliation agreement with King Saud University (KSUf, Riyad, in 
aspects related to educational activities became effective an 3 November 
1984. KKESW and KSU staff cooperate in teaching undergraduate medical 
students' ophthalmic courses, elective student courses which include a 
prevention of blindness course, and post-graduate ophthalmic education. 

A four-year joint residency programme accepting, on average, ten 
residents yearly commenced in October 1984. A joint ophthalmic speciality 
degree will be offered on completion of training and passing a final 
examination. The first group is expected to graduate in the .summer of 
1988. In 1983 the Ophthalmology Department of King Faisal University in 
Dammam initiated a four-year residency programme which accepts an average 
of two post-graduate students annually. The first two residents graduated 
in 1987. 

In the period 1985-1987 five Saudi ophthalmologists returned from 
U.S.A., Canada and Europe on completion of higher post-graduatc studics in 
ophthalmology. 

A two-year training programme for ophthalmic assistants and 
technicians at KKESH was also established and so far 13 certified 
ophthalmic assistants and five certified technicians have graduated. A 
one-year training programme for ophthalmic nurses has just begun. 

I V - 1 . 4 ,  Clinical research 

Over 30 research projects have been initiated and/or completed at 
KKESH during the last two years. One of the projects was a survey on 
causes af trachoma among children for which the field work involved 8679 
schoolchildren, They were screened for trachoma to assess prevalence and 
ophthalmia nconatorum. 

IV-1.5.  Saudi Ophthalmological Society (SOS) 

The Saudi Ophthalmological society (SOS) was formed in 1985 under the 
auspices of King Saud University and has a head office at KKESH. The 
society aims to promote advancement in ophthalmology knowledge, to provide 
consulting scrviccs, and to carry out research and prevention of blindness 
in the country. Public relations and public education, medical development 
and continuing medical education committees have been activated and have 
held seminars and produced a bulletin and public health education 
programmes of value to prevention of blindness activities in the country. 

IV-1.6. Other major activities 

- Annual Symposium on New Developments in Ophthalmology - 1985, 86 and 
87, KKESH, Riyad. 

- Seminar on Eye Health Care Management - Trends and Strategies, 1985, 
KKESH, Riyad. 

- Seminar on Common Eye Diseases for Primary Care Physicians, 1985, 
Al-AhsaIEastern Province, 1987, KKESH, Riyad. 



Seminar on Common Eye Diseases for Primary Care Physicians, 
1986-Qassim, 1986-Riyad, 1986-Hafarbaten, 1987-Abha arid Al-Baha, SOS, 
and 1987 KKESH in Riyad. 
First Symposium on Prevention of Blindness, 1987, Eastern Province, 
Ministry of H~nlth. 
Second Symposium on Primary Health, 1986, Hail, Ministry of Health 
Basic Science Course in Ophthalmology, KKESH, Riyad, 1985-86-87, KKESH 
and KSU, Riyad. 
Seminar on Diagnosis and Management of Vitreo/Retinal Disease, 1985, 
KKESH, Riyad. 
Contact Lens Seminar, 1985, KKESH, Riyad. 
Seminar on Ophthalmic Plastic and Reconstructive Surgery, 1985, KKESH. 
Riyad. 
Seminar on Diseases of the Cornea and Keratorefractive Surgery Update, 
1986, KKESH, Riyad. 
Glaucoma Symposium, 1387, SUS, Klyad. 
Glaucoma Symposium, 1987, Al-Maghraby Hospital and SOS, Jeddah. 
Neuro Ophthalmology and Orbital Diseases, 1987, KKESH, Riyad. 

IV-2. RY) Collaborating Centre, Institote of Ophthahlogy, Tunis 

IV-2.1. Introduction 

The activities of the Tunis Centre include training of personnel, 
field activities and research on blinding conditions. The centre has 
developed training seminars on primary eye care for parampdical personnel 
and general physicians. The centre has also developed training pamphlets 
on primary eye care and has distributed 2000 copies to primary health care 
workers. A manual has been prepared entitled "How to manage the red eye" 
and this same subject has been prepared as a video-fllm. 

IV-2.2. Field and research activities 

The field activities of the centre include programmes to prevent 
blindness due to trachoma and epidemic conjunctivitis, control of 
blindness caused by cataract, and a mobile field team. 

The research activities of the centre include a number of studies such as 
those described below. 

(a) Studies on hereditary conditions which produce blindness in childhood: 
congenital glaucoma and cataract, which together acount for 46% of 
blindness in Tunisian children, and tapeto-retinal degeneration which 
accounts for another 16%. 

(b) Epidemiology of cataract in Tunisia: cataract causes 51% of blindness 
in Tunisia, there are 97 cataract surgery procedures per 100 000 persons 
each year and cataract surgery comprises 30% of the surgical procedures 
involving the eye itself. Diabetes and solar radiation are the major risk 
factors. 

(c) Long-term follow-up studies of trachoma: a detailed follow-up 
examination of persons examined for trachoma in 1969-72 was done 16 to 18 
years later in collaboration with the Proctor Foundation of San Francisco. 
This study revealed that children under five years of age who had had 



severe pupillary hypertrophy with scarring at initial examination had a 
high risk of developing trichiasislentropion; such children should in 
future be selected for intensive treatment with systemic antibiotics. 

(d) Refractive errors in children: a survey showed that 8% of primary 
school children had refractive errors that could be improved by glasses. 
Spectacles are now made available throughout Tunisia. 

(el Future activities of the collaborating centre will include: (i) 
improving the training programme; (ii) a WHO interregional meeting an 
corneal blindness; (iii) the organization of a system to encourage 
individuals to seek cataract surgery. 

V. REVIEW OF NATIONAL PREVENTION OF BLINDNESS ACTIVITIES, WITH SPECIAL 
REFERENCE TO THE PERIOD 1986187 

Afghanistan (20  million) 

Blindness and other eye disarder~ constitute one of the major health 
problems in Afghanistan although no concrete data on the magnitude of the 
problem is available. A national policy and programme far prevention of 
blindness throughout the country was formulated and accepted by the 
Ministry of Health in 1984. The objectives of the programme are 
maintenance of proper eyecare, prevention of eye diseases, and txeatment 
and rehabilitation of different fonns of blindness where possible. The 
concept of primary cyc carc and its integration with primary hcalth carc 
has been endorsed by the Government, and is included in the activities of 
the national health plan. 

The prevalence rate of blindness is approximately 2%; the main causes 
are trachoma, cataract, glaucoma, vitamin A deficiency and ocular trauma. 
Trachoma is a significant health problem throughout the country and 
xcrophthnlmio continucs to occur in a high numbcr of children. Cataract is 
a major health problem, especially in the elderly, due to lack of surgical 
facilities. 

The major developments during 1986/1987 may be summarized as follows: 

- A survey was conducted in which certain groups of the population of 
Kabul wcrc scrccncd. It covcrcd S O 0 0  pcopfc from schools and fnctorics 
as well as attendants at MCH clinics. The main finding was the 
presence of trachoma in 12% and xerophthalmia in 2.5% of those 
covered. 

- Short courses and workshops on primary eye care were held for primary 
health care workers, nurses, technicians and school teachers. In 
addition, training courses werc conductcd for 20 doctors at the Noor 
Eye Institute. 

- Secondary and tertiary eye care services have improved with regard to 
both staffing with trained staff and availability of necessary 
equipment. 



Egypt (50 million) 

Blindness is a major public health problem but there is no 
comprehensive information on the prevalence of blindness on a national 
basis in Egypt. However, some well designed studies carried out on the 
local population indicate that between 2 and 3% of the population have 
visual loss. A major proportion of this blindness is curable or can be 
corrected. The prevalence of incurable blindness probably does not exceed 
1%. 

At present trachoma is losing its place as a leading cause of 
blindness while cataract is significantly increasin~. 

Egypt has a comprehensive system of health services with primary 
health care supported by secondary and tertiary levels of health care 
services. The primary health care services provide primary eye care 
through the primary health care centres and general hospitals. Primary eye 
care includes curative services, such as dealing with eye symptoms, 
particularly infections, and to come extent minor injuries and emergency 
needs. 

Primary eye care services in Egypt also include screening activities 
for special population groups, particularly schoolchildren who are 
periodically examined for visual acuity and for any ocular abnormalities. 
Screening is also offered to newly appointed government employees, 
industrial workcrs and spccial categories of workers. 

In addition to curative and screening activities, there are some 
promotive and preventive activities undertaken by the health services. 
These include public health education to achieve community participation 
in the prevention of eye diseases. 

Secondary lcvcls of cyc care service are available through hospitals 
from well qualified ophthalmologists for cases which cannot be managed at 
the primary health care level. In addition, facilities for tertiary eye 
care that require sophisticated equipment and highly specialized staff are 
also available in a few specialized centres. 

In Egypt there is a well developed system for training health workers 
at all levels. This includes formal basic courses as well as in-service 
training including post-graduate specialization in eye care. All health 
workers receive training in eye care as part of their basic training. 
Those who will be involved in secondary and tertiary care receive 
post-graduate specialization, mostly in Egyptian Universities, sometimes 
supplemented by training abroad. 

In conclusion, although all the elements necessary for a successful 
national comprehensive primary, secondary and tertiary eye care programme 
exist, it is difficult to effectively monitor or assess its impact in view 
of the absence of solid data on the major blinding conditions. Such an 
assessment is urgently needed for effective planning, implementation and 
monitoring of the national eye care programme. 



Iraq (60 m i l l i o n )  

The major causes  of b l i ndnes s  i n  I r a q  a r e  c a t a r a c t ,  trauma, glaucoma 
and i n f e c t i o n s  i nc lud ing  trachoma. These causes  of b l i ndnes s  va ry  i n  
preva lencc  by r c s i o n ,  ape and occupat ion.  Thc n a t i o n a l  p l a n  f o r  p r cvcn t ion  
of b l i ndnes s  i n  I r a q  is based on primary h e a l t h  c a r e .  

T ra in ing  i n  primary eye c a r e  is d i r e c t e d  p r i m a r i l y  a t  gene ra l  
phys i c i ans  and paramedical  workers ,  e s p e c i a l l y  i n  r u r a l  sub-centres .  The 
t r a i n i n g  i nc ludes :  

- d iagnos i s  of eye d i s o r d e r s  and a p p r o p r i a t e  r e f e r r a l  of p a t i e n t s ;  
- measuring v i s u a l  a c u i t y  and i n t r a o c u l a r  p r e s su re  (by a  Schutz 

tonometer ) ,  
- d iagnos i s  and r e f e r r a l  of p a t i e n t s  w i th  p e n e t r a t i n g  i n j u r y ,  hyphaema 

and i n t r a o c u l a r  haemorrhage. 
- d iagnos i s  of red  o r  p a i n f u l  eyes.  

S p e c i a l  programmes a r e  be ing  developed f o r :  

d i a g n o s i s ,  r e f e r r a l  and surgery  of c a t a r a c t  a t  t h e  f i r s t  r e f e r r a l  
l e v e l ;  
glaucoma; 
p r even t ion  of o c u l a r  t rauma;  
d e t e c t i o n  of r e f r a c t i v e  e r r o r s ;  
d e t e c t i o n  and management of s q u i n t  and amblyopia; 
v i s u a l  l o s s  w i th  d i a b e t e s ;  
c o n t r o l  of trachoma; 
encouraging community p a r t i c i p a t i o n ;  
o p e r a t i o n a l  r e sea rch  t o  a s s e s s  o c u l a r  s t a t u s  and ana ly se  t h e  causes  of 
eye d i s e a s e s  be ing  p re sen t ed  a t  eye h o s p i t a l s .  

Fu ture  p l ans  i nc lude :  

- more suppor t  f o r  t h e  ophthalmic departments  i n  d i s t r i c t  h o s p i t a l s ;  
- a c t i v e  recru i tment  and t r a i n i n g  of ophtha lmologis t s  and mul t ipurpose  

paramedical  personnel ;  
- f i n a l i z i n g  d i s t r i b u t i o n  of t he se  personnel  t o  ach ieve  a  b e t t e r  

coverage. WHO suppor t  f o r  t r a i n i n g ,  p u b l i c a t i o n s  and p a r t i c i p a t i o n  i n  
i n t e r u a t i o n a l  ~ a e e t i n p s  is I equ i l  ed. 

Jordan ( 3  m i l l i o n )  

The Min i s t ry  of Hea l th  has  s t a r t e d  measures t o  i n t e g r a t e  primary eye 
c a r e  i n t o  primary h e a l t h  c a r e  a c t i v i t i e s .  Primary h e a l t h  c a r e  c e n t r e s  a r e  
d i s t r i b u t e d  a l l  over  t h e  country e s p e c i a l l y  i n  t h e  r u r a l  and 
u~ ld r r -p r iv i l eged  a r e a s .  I n  each c e n t r e  t h e r e  is one o r  more r e s i d e n t  
phys i c i an  and it is  hoped t h a t  t he se  phys i c i ans  w i l l  be g iven  i n t e n s i v e  
t r a i n i n g ,  bo th  t h e o r e t i c a l  and p r a c t i c a l ,  i n  primary eye c a r e .  

I n t e r s e c t o r a l  coope ra t i on  has  been e s t a b l i s h e d  between t h e  Min i s t ry  of 
Hea l th ,  t h e  Royal Medical S e r v i c e s ,  and t h e  Ophthalmology Department of 
t h e  Jo rdan i an  U n i v e r s i t y ,  and ,  a l s o ,  t h e  p r i v a t e  s e c t o r .  A committee from 
these  fou r  seccur-s  has  bee11 s e t  up L o  look a f t e r  t h e  t r a i n i n g  of primary 



health care physicians and to improve and facilitate secondary and 
tertiary eye care. 

To motivate the Jordanian population and to involve them in the 
problem of blindness. the Friends Society of the Blind and the Friends 
Society of the Jordan Eye Bank for the Prevention of Blindness have been 
established. The Friends Society of the Jordan Eye Bank for the Prevention 
of Blindness also plays an important role in community participation and 
provides financial support for patienLs in need. 

The major causes of blindness are cataract, corneal opacity, ocular 
trauma. glaucoma. diabetic blindness and retinal detachment. Cataract is 
responsible for 21.4% of cases of blindness of which 12.9% are congenital. 
Retinitis pigmentosa, congenital cataract and congenital glaucoma are 
mainly caused by the prevalence of consanguinous marriages. 

A national seminar on primary eye care was held with the participation 
of nationals from neighbouring countries. 

At the peripheral eye care level two courses on primary eye care have 
been organized; low-cost spectacles are offered to children who need them 
free of charge; screening in schools has been intensified and more 
students have been examlned during the last two years than ever before. 

LIorocco ( 2 5  million) 

There is no recent information available on blindness and its causes 
at the national level, but some limited surveys were undertaken 
previously, particularly on trachoma. The Ministry of Health is 
undertaking certain activities agalnst bllnding disorders, as follows: 

- trachoma control in the southern part of the country where the disease 
is still endemic and has severe neqiielae; 

- prevention and treatment of seasonal epidemics of conjunctivitis; 
- support to cataract surgery in certain remote provinces. 

The primary health care system includes systematic prophylaxis against 
conjunctivitis in the newborn, as well as regular intermittent topical 
treatment (tetracycline ointment) of school children. This is done during 
the first threp s~hnlas'ir years in 11 southern provinces, where 
pre-school children are treated as well. In the rest of the country, such 
treatment is provided only for the first two years of school. In the 
southern part of the country, prophylactic treatment is provided for the 
whole population, together with health education. 'This treatment scheme 
has been reduced as trachoma and available resources have decreased. 

The primary health care system is heing strengthened in the south, 
through more health centres, training of personnel in eye care and gradual 
provision of equipment. Some six to eight ophthalmologists are trained per 
year. 

A project has started, in collaboration with Helen Keller 
International, in the province of Ouarzazate for training nurses and for 
surgery of trichiasis and cataract. A national voluntary oreanization in 



Rabat is providing refraction services in schools, and donates free 
spectacles. 

In conclusion, trachoma, and, in particular, its complications, are 
still frequent in southern Morocco. There is a significant backlog of 
cataract awaiting treatment, glaucoma and ocular trauma pose increasing 
problems as to treatment, and refractive anomalies among children need 
more attention. 

Pakistan (85 million) 

There are no acurate data on blindness in Pakistan but it is cstimatcd 
that between 2 and 4% of the population are blind, the major causes being 
cataract, trachoma, congenital anomalies, trauma and glaucoma. 

A National Eye Health Committee was set up in 1983. The major 
activities undertaken by the Government over the last few years have been: 

- organization of 42 cyc camps in thc Islnmabad nrcn, including some 
6500 cataract operations; 

- development of a low-cost spectacle project in collaboration with WHO, 
including the conducting of school clinics, training of teachers in 
vision testing and of opticians. 

The National Eye Health Committee has recommended a nation-wide survey 
on blindness, which has recently been initiated. A total of 13 clusters, 
giving an expected sample of more than 30 000 people, will be examined in 
four selected provinces. This survey is to be completed by the end of 
1988. 

It is envisaged to integrate eye care within primary health care and 
to strengthen basic health centres and school health services. The 
National Committee will also provide technical assistance to, and 
supervise the holding of, eye camps. Mass media will be mobilized for eye 
health education. 

It is planned that a national intervention programme against blindness 
will start in 1989, based on the results of the national survey. 
Particular emphasis will be put on training general physicians and health 
technicians in primary eye care. 

In addition, a considerable input to eye care in Pakistan is being 
provided by national non-governmental organizations and local voluntary 
groups. 

Saudi Arabia (10 million) 

Blindness and visual impairment represent an important health problem 
in Saudi Arabia. Rapid and positive changes in the socio-economic status 
of the country's population have been matched by the development of an 
integrated health care and eye care programme. During 1984, a nation-wide 
sample survey was carried out. This defined the magnitude of blindness and 
eye disease in the country and identified the major cause of visual loss. 
Ccncral resources in the field of dclivcry of eye care were evaluated and 
an action plan was formulated. This plan forms the basis for present 
activities in the field of prevention of blindness, 



The figures obtained from the national survey demonstrated reduction 
of blindness from the previous esLimate of 3% to a still unacceptable ratc 
of 1.5%; visual impairment affected 7.8% of the population. Visual 
impairment and blindness increase dramatically with age and are notably 
high~r i n  fomal~s. 

The leading causes of blindness are cataract (55.1%). trachoma 
(10.1% corneal scars (9.1%). refractive errors (9%), iatrogenic 
disorders ( 4 . 6 % ) ,  and glaucoma ( 3 % ) .  U~lilaLe~al visual loss was 
demonstrated in 4% of the population. Trachoma has greatly decreased from 
previous estimates of prevalence of 9% in the country to an overall 
prevalence of 6.2% artive trachoma. 

Cataract has been recognized as the leading cause of blindness. 
Cataract surgery has been carried out in 26.6% of individuals with 
cataract, females havlng a lower rate of cataracr surgery. CuntplicaLiuris, 
unacceptable by modern standards, were demonstrated in 19% of patients who 
underwent cataract surgery before 1984. Over 40% of those operated still 
suffered visual loss owine to lack nf availahi1it.y of proper spectacles. 

The data collected from the National Survey and its specific 
recommendations remain the basis of work related to prevention of 
blindness. Under the auspices of the Ministry of Health a Narional Eye 
Health Coordination Body has been formed to coordinate and initiate 
activities in the field of ophthalmology services and prevention of 
blindneee. The National Eye Health Coordination Rndy draws on the 
expertise of staff of the Ministry of Health as well as King Khaled Eye 
Specialist Hospital and its Research Department. The main activities of 
the prevention of blindness programme have concentrated on reducing the 
level of trachoma in highly endemic areas with emphasls on the school age 
group and the families of schoolchildren who have severe active trachoma. 
Cataract has been recognized as a major cause of blindness and cataract 
surgery programmes within the existing facilities have been given priority 
to cope with the task of blindness which can be cured with surgery. 
Manpower development is a major task and has also been considered 
priority. 

- 

Primary health care in the Fourth Development (1985-1990) has been 
considered as the main means of, ultimately, providing integrated health 
facilities. The number of primary health centrer, active is now i n  t h ~  
Region of 1084 centres run by the Ministry of Health and 735 run by other 
major health providers. The necessary equipment, medication and tasks have 
been defined. Several day courses aimed to improve knowledge in the field 
of preventive ophthalmology has been carried out to update colleagues in 
primary health care. 

SOHALIA ( 5  million) 

There are no permanent activities for the prevention of blindness in 
Somalia, and no national plan has been developed so far. Data on blindness 
are lacking, but trachoma is known to pose a problem in the work, and 
cataract seems to be the major cause of visual loss through the country. 
Ophthalmic services are provided by a few nationals and one expatriate 
ophthalmolosist in four cyc clinics for the whole country. A project €or 
eye care and training of personnel, nurses and ophthalmologists is being 



conducted by non-governmental organizations. In the district hospitals, 
two tralnlng courses for nurses in eye care were held during 1986 in Afgoy 
and another is under way in Sheleh. 

Sndan (21 million) 

An active programme for prevention of blindness is being carried out 
in Sudan. 

A survey in the Nile province in 1987 revealed a blindness rate of 
0.8%. compared to 4.46% in 1962. In Gezira province the rates of blindness 
varied from 0.6% to 1.5%. The main causes of blindness are no longer 
corneal opacity (trachoma and other infections) but instead cataract, 
glaucoma and onchocerciasis (in southern Sudan only). 

The National Eye Plan includes the control of blindness caused by 
trachoma and associated infections, cataract and onchocerciasis. Surveys 
have been carried out for blindness and blinding diseases. Active 
treatment of trachoma and onchoccrciasis is bcing done in the regions 
where these diseases are endemic. 

There is an active programme for training ophthalmic medical 
assistants in a two year course; 95 have graduated in the last two years 
and been posted to different regions of the country. There is also an 
active programme of in-service training. Primary health care workers 
selected by their villages undcrgo a nine month training course in PHC, 
including primary eye care, before returning to their own villages. 

A prevention of blindness programme in Sudan will continue to have a 
large training component for all health personnel. The control of trachoma 
and onchocerciasis will continue in the affected regions. 

M i a  (7 million) 

The national programme for prevention of blindness has concentrated 
its activities in rural areas of southern and central Tunisia and has 
gradually included other rural communities. A survey in 1979180 of 8548 
persons in these areas revealed that 51% of blindness was caused by 
cataract, 18% by corneal opacity, 7% by cataract and corneal opacity 
combined, 16X by glaucoma and 7.5% by other causes. The overall rdte uf 
blindness in this randomized cluster survey was 3.9% with a rate of 20% or 
more among those over 60 years of age. Infectious trachoma has almost 
disappeared in southern Tunisia in the last five years, but the sequelae. 
particularly trichiasis, will continue to be a problem in the future. 

With regard to national programme activities and research, a large 
number of ophthalmologists have completed resideilcy t ~ a i r ~ i r l g  since 
1984185. Many of these new ophthalmologists have taken permanent posts in 
southern and central Tunisia. A total of 250 general physicians and 150 
paramedical personnel have received training in primary eye care. A number 
of radio and television programmes have been broadcast on cataract and 
transmissible eye infection. Field activities include the trachoma 
programme which has been based on intermittent treatment with topical 
tetracyclinc end systemic doxycycline for srvrrr casrs. 



There is an annual campaign aga ins t  seasonal  epidemic c o n j u n c t i v i t i s  
a t  t h e  beginning of autumn. The s u r g i c a l  c o r r e c t i o n  of trachomatous l i d  
de fo rmi t i e s  i s  c a r r i e d  ou t  by a  mobile team. An a c t i v e  programme a g a i n s t  
c a t a r a c t  is being c a r r i e d  out  wi th  over  6000 c a t a r a c t  ope ra t ions  done i n  
1986, The mobilc tcam is bascd on a v c h i c l c  fitted with  an operat ing room 
f o r  t r i c h i a s i s l e n t r o p i o n  su rge ry  and an examining room f o r  diagnosing eye 
d i s e a s e s ,  p a r t i c u l a r l y  c a t a r a c t .  The n a t i o n a l  eye c e n t r e s  have been 
thoroughly modernized wi th  new examining equipment and s u r g i c a l  
instruments .  

V I .  EYE CARE AT VARIOUS HEALTH CARE LEVELS 

YI-l. Eye care at the primary health care level 

The concept of primary eye ca re  a s  p a r t  of primary h e a l t h  c a r e  
i nc ludes  promotional and c l i n i c a l  a c t i v i t i e s .  Promotional a c t i v i t i e s  can 
be of g r e a t  importance, focus ing  on pub l i c  educa t ion  and awareness and t h e  
promotion and p r o t e c t i o n  of eye h e a l t h  i n  t h e  community. The l o c a l  h e a l t h  
worker is o f t e n  the best educator in this context, being f r o m  or c l o s e  t o  
t h e  l o c a l  community and knowing its needs and p a r t i c u l a r  c u l t u r a l ,  s o c i a l  
and economic c h a r a c t e r i s t i c s .  

The main i s s u e s  which should be addressed regarding promotion and 
p r o t e c t i o n  of eye h e a l t h  i n  a  community can be summarized a s  fo l lows:  

- Promotion o f  breas t f eed ing ,  which is  of importance r e g a r d i n g  t h e  
v i tamin  A s t a t u s  of t h e  c h i l d ,  a s  wel l  a s  provid ing  prospec t ive  
immunity ; 

- vacc ina t ion ,  p a r t i c u l a r l y  aga ins t  measles ,  which can g r e a t l y  reduce 
b l indness  due t o  v i tamin  A def ic iency  s i n c e  t h e  l a t t e r  i n c r e a s e s  t h e  
r i s k  o f  b l indness  when measles i s  present .  I t  should be noted t h a t ,  i n  
d j o i n t  i r ~ i t i a t i v t :  IreLweer~ t l ~ e  WHO I ~ ~ u ~ t u ~ ~ i ~ a t o n ,  Prever~Liur~ ul: 
Blindness and Nutrition programmes, it is now recommended. that 
c h i l d r e n  wi th  measles be given a  high dose v i tamin  A capsule  (200 000 
IU) as a p r o t e c t i v e  measure. The same r e f e r s  t o  c h i l d r e n  wi th  co rnea l  
d i s ease  ; 

- proper  n u t r i t i o n  f o r  i n f a n t s ,  i n  p a r t i c u l a r  dur ing  t h e  weaning pe r iod ,  
where  a s u f f i c i e n t ,  r egu la l  l l ltdke o f  vitdlllill A sffuu1d be dbbuled, 
through consumption of green l ea fy  vege t ab l e s ,  c e r t a i n  f r u i t s  o r  
animal sou rces  wi th  v i tamin  A con ten t ;  

- personal  hygiene, i n  p a r t i c u l a r  d a i l y  f a c e  washing, which has  been 
demonstrated t o  mothers wi th  c h i l d r e n  s u f f e r i n g  from inflammatory 
trachoma ; 

- t h e  u se  of c l e a n  water  t o  avoid d i a r rhoea ,  i n f e c t i o n s  and p a r a s i t i c  
d i s e a s e s  ; 

- gene ra l  c h i l d  c a r e ,  p a r t i c u l a r l y  i n  r e l a t i o n  t o  prevention of measles ,  
acu te  r e s p i r a t o r y  i n f e c t i o n s  and d iar rhoea  and which a l l  tend t o  
d e p l e t e  t he  v i tamin  A s t o r e s .  



It is also of great importance that the local health worker creates 
awareness about blindness and loss of eye sight; for example something can 
often be done about flies. Similarly, the fact that early attention to eye 
problems may save sight should be emphasized, to motivate and encourage 
community members to seek eye care, when needed. 

The clinical part of primary eye care refers to preventive and 
curative measures that the health workers may take to prevent blindness. 
Clear guidance and instructions must be provided to enable the health 
workers to recognize and treat some common disorders, such as simple 
conjunctivitis, and to recognize and refer other, more severe or complex 
conditions. Thc tasks to bc fulfilled by thc local hcalth worker will 
vary, depending on local conditions, and hislher background, training and 
experience. In all primary eye care schemes, attention should be paid to 
identifying cases with painful eyes, or sudden visual loss, as these are 
usually in urgent need of treatment and referral. In addition, priority 
should be given to the most common blinding disorders, and in particular: 

cataract (recognition and 1-efel-ral) j 

- trachoma (recognition, prevention and treatment); 
- conjunctivitis, including in the newborn (recognition, treatment and, 

if needed, referral); 
- xerophthalmia (recognition, prevention and treatment); 
- trauma (recognition and usually referral); 
- painful eye or sudden loss of vision (referral). 

It is also important that the local health worker is involved in 
campaigns or mass screening and treatment of trachoma and xerophthalmia in 
areas where such activities are being conducted 

The drugs normally available for eye cases at the primary health care 
level include topical antibiotics (tetracycline 1% or other), vitamin A 
capsules and possibly zinc sulphatr u r  siiliilal dlups. The use uf 
ophthalmic preparations containing steroids should be avoided at this 
level of eye care, unless its use is under the supervision of an 
ophthalmologist. Similarly, the use of atropin, pilocarpine and local 
anaesthetics is normally reserved for a more competent level of eye care. 

Community participation is one of the cornerstones in primary health 
care systems, and it can pruvidc iiluch valuable support and resources for 
blindness prevention as well. Apart from community involvement in water 
supply schemes and environmental hygiene (latrines etc.) which may 
contribute to improved eye health in the communitv. local support is often 
given to mobile ophthalmic teams, during their stay. Similarly, support 
and mobilization of the community for the holding of eye camps is a common 
and very valuable example of community participation in some countries. In 
addition, support f u ~  Llte Ilultli~~g ut lucal health educational meetings, 
and to cover travel expenses for community members in need of referral for 
eye care, are common examples of community involvement in favour of 
blindness prevention. 

VI-2. m e  referral structure of eye health services 

It is of ut111ust ili~pur~d~lcc LhaL a well iuncLioning referral system is 
available, or established, to support the implementation of primary eye 
care schemes. This referral system must include the provision of eye care 



at the secondary, or intermediate level. This may take place in district 
hospitals, if properly staffed and equipped, or at the higher level of 
provincial or regional hospitals. 

Thp range nf rare prnvid~d at the secondary level, should, in 
principle, manage the bulk of routine eye surgery. This refers in 
particular to surgery for cataract (now usually conducted through 
intro-capsular extraction with provision of aphakia correction), 
trichiasis (if not already provided at first referral level), glaucoma, 
and ocular trauma. 

Tt is impnrtant that transpnrt facilities and a referral system are 
available also at the secondary level of eye care, for those patients in 
need of further examination and/or treatment. This may also refer to cases 
of very severe ocular trauma or severe post-operative complications in 
certain operated patients, which may require the facilities of a tertiary 
eye care centre. 

At the tertiary level, a comprehensive range of ophthalmic diagnostic 
and curative activities should be available. This is often located at 
universitylteaching hospitals, or national apex ophthalmic institutes. 
Such institutions are of great value for the prevention of blindness 
provided that they do not consume too much of the resources available for 
primary eye care centres. These institutes play a role also in training 
various levels of personnel in eye care, development of educational and 

. training material and applied research in relation to blindness 
prevention. Finally, national institutes have an important role to fulfil 
as an advisory technical body for the Ministries with regard to national 
programmes for the prevention of blindness, in particular the planning and 
evaluation of intervention methods. 

VII. TRAINING OF PERSONNEL IN EYE CARE AT PRIMARY HEALTH CARE LEVEL 

The training of personnel must relate directly to the needs of the 
national eye care programme. Two general levels of personnel can be 
identified. 

1. Higher level (previous general and specific training) 
- ophthalmologists; 
- general physicians; 
- managersladministrators; 
- nurses; 
- ophthalmic assistants. 

2. Lower level (less previous formal training) 
- other paramedical workers; 
- health accictantc; 
- village workers; 
- birth attendants. 
The programme in each country will need sufficient high level 

personnel to be able to meet the requirements of the country. There will 
often be competition for these higher level health workers. The latter 
will also train other health workers. 



The training programme for lower level workers will have to be 
repeated frequently to update skills and train newly employed personnel. 
The training programme should also develop a formal curriculum and 
booklets or other training materials. The practical training should 
include obtaining visual acuity, examination of the normal eye, 
recognition of specific ocular disorders, and a period of supervised 
population screening. The emphasis should be on the actions to be taken by 
the health workers rather than on making an exact diagnosis, 

The categories of personnel to receive training in primary eye care 
may vary from one country to another. In some countries, it is appropriate 
to conccntratc on training general doctors and nurses who already have 
positions in the peripheral health services. In other countries it has 
been possible to establish a category of ophthalmic assistant who can do 
primary eye care and perform specialized tasks at the intermediate and 
tertiary level. 

VIII. ROLE OF INTERNATIONAL AND NON-GOVERNMENTAL ORGANIZATIONS IN THE 
DEVELOPMENT OF PRIMARY EYE CARE SERVICES IN TIIE REGION 

The prevention of blindness has for long been an area of interest to 
several non-governmental organizations (NGOs). Numerous field projects 
have been, and are still being, developed and supported by NGOs in many 
countries, often in collaboration with ministries of health and WHO. 

The NGOs working in this field have considerable experience ut 
"grass-roots" projects, and often work as advocates and initiators for 
blindness prevention activities. Several international NGOs also provide 
support to national committees for blindness prevention, and are regular 
partners in the implementation of national programmes. It is estimated 
that the major international NGOs in this field spend approximately 
USS25 million per year in support of blindness prevention in more than 80 
countries around the world. 

The WHO Programme for the Prevention of Blindness has collaborated 
closely with several NGOs since its inception. Representatives of these 
NGOs regularly participate in the meetings of the global WHO Programme 
Advisory Group on the Prevention of Blindness, and in addition a special 
consultative group of NGOs has been established, to facilitate further 
collaboration. At present, six intrrnatiurrdl NGOs have established 
official relations with WHO and its programme for the prevention of 
blindness, while several others collaborate with the programme through the 
consultative group. 

During the present meeting, the activities of one of the international 
NGOs, the World Blind Union, were presented by its President, Sheikh 
Abdullah Al-Ghanim, speaking also on behalf uf Llre Ragiur~al Bureau of the 
Middle East Committee for the Blind. 

Besides its concern for the welfare of the blind. the Regional Bureau 
of the Middle East Committee for the Blind, being aware of the extreme 
importance of the problem of blindness in the region, continues to regard 
the prevention of blindness as a prime objective. 



The Regional Bureau and the World Blind Union, in cooperation with the 
Saudi Ophthalmological SocieLy, is planning Lo implement a cun~p~ehensive 
and integrated programme for eradicating trachoma in Saudi Arabia over a 
five year period according to a phased plan. A centre for control of 
trachoma will also be set up within the Regional Bureau of the Middle East 
Committee for the Blind in Riyad. 

A team of ophthalmologists from both the Ministry of Health and the 
International Hospital in Bahrain is to work out an awareness plan, 
financed by the World Blind Union for the control of blinding disease, and 
promoted by means of video films, slides and posters to be shown in 
schools throughout Bahrain. The World Blind Union. in cooperation with the 
Regional Bureau in Bahrain has issued a booklet entitled "Save Your 
Sight", in English and Arabic, to be distributed throughout the countries 
of the Middle East. 

The Regional Bureau, in collaboration with the Saudi Ophthalmological 
Society in Riyadh, organized a Seminar for General Practitioners in Saudi 
Arabia in 1987. It shares in paying some of the costs of publishing the 
Saudi Bulletin of Ophthalmology, the official journal of the Saudi 
Ophthalmological Society, to encourage such journals to continue reporting 
current research in the field of ophthalmology for all ophthalmologists in 
Saudi Arabia and neighbouring areas. 

The following suggestions for eye care and prevention of blindness 
have been circulated to all member countries of the Middle East: 

- blindness prevention should be included in the national health plan 
based on primary health care; 

- Governments should provide eye care services at all levels, especially 
in the rural and-remote areas; 

- they should promote public awareness of the problem and community 
participation throueh relevant health education and information; 

- they should also promote research on eye care and methods of 
prevention of blindness. 

During the discussion of this issue, the President of the World Blind 
Union, becoming aware of the urgent need for support for eye care in 
Somalia, offered a contribution of USS20 000 for a project in Somalia, 
possibly to be channelled through WHO. 



IX. CONCLUSIONS AND RECOMMENDATIONS 

The participants of the Intercountry Scientific Working Group on 
Primary Eye Care, having reviewed the report of the previous Regional 
Wnrking Group on Primary Eye Care held in Tunis in 1985, made the 
following assessment in relation to the conclusions previously formulated. 

(a) In general, good progress has been made in the participating countries 
in the development of primary eye care as part of primary health care. 

(b) The quality of eye care systems is gradually being improved and 
increased emphasis is beine placed on needs at the peripheral level, 
including strengthening of district eye health services. 

(c) There is still a need to develop and strengthen in some countries the 
referral system for eye care at the intermediate and tertiary level, 
to provide the full support needed for the implementation of primary 
eye care schemes. 

(d) The managerial aspects of national programmes for the prevention of 
blindness need to be developed further, both at central and at 
peripheral (district) level. 

(e) The valuable experience and resources made available through several 
NGOs working in the field of blindness prevention should be further 
mobilized on a collaborative basis for strengthening of national 
programmes in the Region. 

(f) The increasing importance of hereditary eye disease in some countries 
of the Region is of particular concern, and continued efforts are 
needed to counter this problem. 

( 9 )  There has been encouraging progress made in the provision of low-cost 
spectacles in several countries, but continued support will be needed 
from Governments, NGOs and WHO to develop further these initiatives. 

(h) More initiatives are still needed to develop intercountry 
collaboration on the basis of technical cooperation among developing 
countries (TCDC), in support of national blindness prevention 
programmes in the less developed countries of thc Rcgion. 

Following the deliberations of the Intercountry Scientific Working 
Group, the participants formulated the following additional 
recommendations. 

1. Countries in which there is still insufficient information available 
on blindneee and its causcs should procccd with population-based 
assessments, to allow proper programme planning. Such assessments may 
be achieved though small-scale surveys, utilizing a simplified 
methodology, as developed by WHO. 

2. Community participation and intersectoral cooperation are essential 
points of the primary health care approach to blindness prevention. It 
is therefore recommended that countrics pay full attention to this in 
their implementation of primary eye care schemes. 



3. The development of primary eye care should focus on the prevention of 
visual loss from the most cumuo blinding disorders on a priority 
basis. Particular attention should be given to the identification and 
management of blindness due to communicable eye diseases and cataract, 
'hese hcine the most important causes of blindness in the Region. The 
management of cataract within primary health care systems was 
addressed by the sixth meeting of the WHO advisory panel on PBL.' 

4. The training and utllizarion of auxiliary health personnel to fulfil 
specific tasks for the prevention of blindness and eye diseases should 
be further developed. This should form part of the elaboration of 
lnral schemes for primary eye care. 

5. The training of ophthalmic assistants has proved useful in several 
countries; it is therefore recommended that the development of such 
training be considered in countries where there is need tor ir~creased 
availability of non-specialist ophthalmic staff. Primary eye care 
should be- offered through these hospital-based ophthalmic assistants 
or through multi-prirpnse ophthalmic workers in primary health care 
centres. Ophthalmic assistants, depending on the training available 
and received, may also work as refractionists or ophthalmic 
technicians. 

6. Continuing educational activities in the field of ophthalmology, with 
emphasis on those blinding diseases prevalent in the Region, should be 
developed to meet primary health care needs. A central educational 
body should elaborate and promote programmes of primary eye care for 
physicians and other health workers. Seminars and "hands-on" workshops 
should be developed at Regional and peripheral levels. Once a 
frame-work of programmes has been developed and the necessary 
educational material has been produced, instructors can be recruited 
from local ophthalmologists and ophthalmic societies, universities and 
other institutions. 

7. National institutes of ophthalmology can play a very useful role in 
planning and evaluation of national blindness prevention programmes, 
in the training of varlous levels of personnel in eye care, and in 
operational research. It is therefore recommended that countries not 
yet having such national institutes consider the identification and 
appropriate strenethenine of suitable institiitinns t n  this pffprt. 

8. Gonorrhoea1 conjunctivitis in the newborn is increasing on a global 
basis. It is recommended that this matter be investigated in countries 
in the Region, so as to reach national policy decisions with regard to 
suitable measures to be taken. Prevention of blindness from neonatal 
ophthalmia should centre on ante-natal care of mothers with treatment 
of eenital ~onoccocal infections bpfnrp dplivpry, and nn prnphylartir 
treatment of infants at the time of delivery. Any eye infection during 
the neonatal period should be treated intensively for gonorrhoea1 eye 
diseases because of the possible blinding consequences. The provision 
of silver nitrate drops or of tetracycllne or erythromycin ointment 
for ocular prophylaxis to birth attendants is an essential part of 

........................................................................... 
1. 6th Meeting of the WHO Advisory Panel on Prevention of Blidness, 

Geneva, March 1985, (unpulished document WHO/PBL/87.13) Geneva (1985). 



primary eye care. All primary health care workers need to have 
definite and clear insrrucrions on the management of neonatal 
ophthalmia. 

9. Measles has heen assnriated with raaec of visual loss in children in 
the Region. The participants fully support the efforts being made by 
the Expanded Programme on Immunization in immunizing infants against 
measles, and the EPI initiative to distribute vitamin A to those 
children affected. 

10. There is a great need for educational and training material in the 
fields of blindness prevention and primary eye care. Certain countries 
in the Region have developed such material, or are in the process of 
doing so, and it is recommended that this be made widely available to 
other countries, either directly or through WHO. 

11. Eye disease and resulting loss of eyesight constitute an important 
public health problem in many of the countries of the Region. It is 
therefore recommended that the prevention of blindncss bc brought 
again to the attention of the Regional Committee for the Eastern 
Mediterranean as an opportunity for further development of WHO'S 
cooperation with Member States. 
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AGENDA 

1. Opening Session (selection of officers and adoption of the Agenda) 

2. Global Overview on WHO activities in Prevention of Blindness 

3. Regional Overview on WHO activities in Prevention of Blindness in the 
Eastern Medit~rran~an R~gion. 

4. Progress Reports of WHO Collaborating Centres in Saudi Arabia and 
Tunisia. 

5. Review of national PBL activities particularly during the period 
1986187. 

6. Eye care at various health care levels 

(a) Eye care at primary health care level: 
- Protection and promotion of eye care 
- Curative activities 
- Community participation. 

(b) The referral structure of eye health services (secondary and 
tertiary health services). 

7. Training of personnel in eye care at various levels. 

8. The role of international and non-governmental organizations in the 
development of primary eye care services in the Reeion. 

9. Conclusions and recommendations. 
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c/o Ministry of Health 
Amman 

Dr Nafeth Sarhan 
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Dr Saleh Memon 
Associate Professor of Ophthalmology 
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------------------- 
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SUDAN 
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Dr Ihsan A. Aziz Badr 
Associate Medical Director 
King Khaled Eye Specialist Hospital 
Riyad 

Dr Mubarak Fahad A1 Faran 
Assistant Professor of Ophthalmology 
Faculty of Medicine 
K i l l s  Saud University 
Riyad 

Dr Mohamed Dahir Hassan 
C/O Ministry of Health 
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Dr Abdel Hafiz Abu Yousif 
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Director of Eye Hospital 

Ministry of Health 
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Dr Sir El Khatim Omer Thabit 
Director 
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Ministry of Health 
Khartoum 

Dr T. Daghfous 
Director 
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Ministry of Health 
Tunis 
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