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INTRODUCTION
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The prevsntxon of bl;ndnsss encompasses a: mult1tude s “acthlQLEE w1th1n the framework of
primary health care systems. Many issues related to cummunlty development and general public
health measures may influence the prevalence and. sevsrlty of blinding diseases. The
evaluation of blindness prevention thereforé& requires a’ “broad, intersectoral view,
considering the input from several health progrsmmss within the national health
infrastrueture. Cone e ol N AR Ve

Evaluation should be an integral component of blindness prevention programmes based on
primary health care systems, whether it is a guestion of limited or full-scale national
efforts. Evaluation is an important managerial tecol, that can help te identify strengths. and
weaknesses within a programme, so that these can be addressed and the programme mpdified aa
required, The continuous mouitoring of-activities relevant to blindness prevention within
several sectors and at various levels of the national health infrastructure:is.esgsential to
ensure the availability of sufficient information for the evaluation process., In the absence
of a strong snd systematic evaluatien component it iz often impossible to addreas constraints
and impediments and .to.analyse whether the programme can be carried out more,efficiently,
congerving human and fiscal resources.

: RE . Preag

1. BVALUATION PRINCIPLES AND COMPONENTS IN RELATION TO THE PREVENTIDN OF BLINDNESS

..... . e T R -“-'.“‘-,V":':‘F

1.1 Evalyatien pr;nczplss“‘ L . e e ~mutrﬂE‘H

The nature and extant of the evaluacion process will necessarily wary with:the type, &ins
and extent of blindness .prevention activities, and the resgurces made availablefor that
purpose. In all instances, however, evaluation should be planned and instituted from
inception, otherwise bageline dataiuwimﬂl1tqwmeasq:ingqchangesmbxpughtLabpqp;hyﬂinpgrveqqion,
may not be made available. A portion of a.programme's resources, adequate-for.conducting the
planned evaluatipn, should .be assxgn&d Lo . thxs compcnsnt fppm the. outset.

Because of :he;r lelEEd size and ssope snd ths sddxt;snsl resOurcas:nhat cam sften be
brought to bear, pilot projects lend themselves to more intensive and exhaustive evaluation
than large-scale regional or natiomal programmes. . The lessons learned in.these.pilot.:...
prejects are invaluable in designing and organizing the larger effort, whose evalpation thus
becomes simpler.

i ’ B | R L T S A B I I SR i ]

Regardless of the type of extsnt sf the prsgrsmme svsLuatlon should, as much ss o
possible, derive from and within the rsgulsr evaluation scheme of the country's primary

hsslth care programme.  In the, few instances where primary hsalth care progrsmmes do not yet

Evean go, much of ths evaluatxvs mschlnery -should, be dESLgnsd tp form B templaxe Eor, snd
ultlmane inclusion in & regulsr sngoxng‘prlmsry hsslth care . system- :

In wview of the, fsct thﬂt eye care del;vegy requlrss a- rsferral netwsrk, for the large
numbers of parients requiring surpical intervention (cataract, trichiasis, trauma, glavcoma),
eviluation must alse involve secondary and, occasioually, tertiary levels,  This feo should
increasingly be carried out in the context sf the genersl heslth gervices' del;vsry systems .

S U B I VA /I SR

As much as pOSSlblE, svalust;sn should be carrled out as a regulsr, continuous,
integrated process. . QOecasionally, however, specially initiated activities,, such as repeated
blindness and ocular morbidity prevalence surveys, may be required to provide perxodlc,
well-standardized and highly specific appraisals to serve as fixed indicaters in:the course;.

of the programme,

1,2 Evaluation coﬁpsﬁsﬁﬁs"

In general, an evaluation examines process (the way the project is being planned and
carried out) and outcome (the effect it is having). Measurement of outcome is essential in
order to demonstrate to key decision~ and policy-makers that the programme is effective in
achieving- its shortrterm,. intermediate: and long~term objectives. . For- example, ;a trachoma ...+
control programme. based on antibiotic prophylaxis should.result.in-a s1gn1f1cant reductlon in

B BT
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the prevalence and severity of active trachoma within months: a programme bazsed on changing
hygleaic and cultyral practices may take considerably longer, but changes in the practices
themselves can serve as an intermediary precursor suitable for evaluation. In either case,
it may take many years before a reduction im the prevalence of blindness ¢an be demonstrated,
a5 those irreversibly blind remain with us until their deach.

1.2.1 The following points should be considered in the evaluation process, in the order
listed!

- Define programme objectives

The ultimate, long-term goal Ls the eliminatiom. of avoidable blindness. A series of
specific objectives characterize the manner inm which this goal will be reached, by action
within seversl sectors and at various levels of the narional health system.

~ Define programme targets

These should be well thought out, clearly=-stated, concise statements of what the
programme is intended to achieve in the short= (0.5-2 years), mediuvm— (3-5 years) and
long-term {more than & years) perspec¢tives. Targets should be measurable, such as a
specified increase in the number of health workers trained in eye care within a given
pericd of time.

~ State the specific subject of the evaluation

This may sddress either the whole programme o1 some compenent of it, e.p., provision ot
cataract surgery. The purpeose and intended use of the evaluation should be made cleasz.

EFnsure that all the information needed for carrying out the elements of the evgluation Is
availahle

This may include descriptive, qualitative, and quantitative informatidn and data as
required. Important information can come from ongolng programme monitoring.

Define evaluation indicators

1

These are variables that demonstrate changes produced by a programme, e.g£., an increass
in the number of allied health persomnel or in the number of cataract extractlons
performed. Indicators may be defined for each evaluation element, {(see &4.), but
particular atteption should be paid to the global indicators alteady in place?, to
determine whether they may be suitable as "proxy" indicaters for the prevention of
blindness.

- Egtablisgh criteria

Criteria provide a specific = gquantitarjve or gqualitative - standard, for each indicator
by which pregress towards attaining objectives can be asseszsed,

Example : objecrive i elimjination of blinding cataract
indicator i prevalence of blinding cataract
ene eriterion : 304 reduction in prevalence of blinding ¢ataract
one target : 20% reduction in prevalence of blinding cataract within 5 years

L Health Preogramme Evaluation, WHO, Geneva, 1981

: . Development of Indicators for Monitoring Progress towards Health For all by the Year
2000, WHO, Geneva, 1981
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1.2.2 The following steps comprise a programme evaluation :

- Assess relevance

The programme should be relevant in terms of a country's generzl health policies and
development of national health infrastructure, and in terms of the programme's ability to
achieve lts stated objectives.

The following are possible indicators for assessing relevance :

(a) To what degree is the government committed to the blindness prevention programme?

A strong ¢ommitment often suggests that some sort of suc¢cessful programme is already in
place. A weak commitment may explain, at least in part, why a potentially well-designed
programme is faltering.

Consideration of govermment commitment would include the following :

- Is there a stated government policy towards blindness prevention and delivery of eye
care services? ‘

- Is the preventlon of blindness integral to national health plans based on primary
health care?

= Has a National Committee for the Prevention of Blindness or similar group of
intersectoral nature been established?

- Has the national policy led to the formulation of a definite programme? How extensive
1% this programme?

~ What proportion of available health resources has been cowmitted te the programme? [s
this reasonable, given the size of the task and competing priocvities?

- What priority does the programme have within the goverpment?

(b? Te what degree is the programme a priority of the pecple?

— Are there groups or individuals outside the government committed to bjiindness
prevention activities? Are they organized?

~ Are there any veluntary biindness prevention committees, and how do they interact with
cne anather?

- Are these groups or cowmittees active, and do they have visibility and influencef

= Does the communify recognize the need for prevention of unnecessary blindness? Do they
use the eye health services available and accessible?

- Assess adeguacy
The adequacy of a programme for the preveuntion of blindness may be considered as tollows

{a) Is the programme adequately desipgned?

= Was information availsble on the magnitude, ¢auses and distribution of blinding
disesses to design a rational programme?

~ Does the programme adequately address major needs and priorities in the prevention of
unnecessary blindness?
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— Does the programme make optimal use of present-day knowledge about blinding disorders
and their control? Has the provision of eye care been addressed within the context of
the nation's resources and health care dalivery system?

- Are individuals at variocus levels of the health system making optimal use of their
training?

- Is there a proper bhalance or ratio between workers and resources at the various levels
of the health care system?

(b) Is the programme adequately managed?

— Does a strong supervisory structure exist for checking and maintaining quality comtrol
at all levels of the national health system, based on primary health care? Have goals
and schedules been established? :

- Does a formal focal point for management at the central level exist, with adequate
managerial training and experience?

= Does the focal peint for management have stability?

= Are managerial procsdures carefully spelled out and documented, inciuding links to
@@. other programmes? Is this documentation widely available? Are the procedures being
' followed?

= Is evaluation an integrated component of the managerial procedures? With what alacrity
are defects identified and addressed?

- Review progress

This lovolves the documentation of actual efforts made and resources used in comparigsom
to what was planned. The purpose of a progress review is to nelp monitor and control
ongoing activities to ensure that operations are proceeding as planned, are on schedule,
and within the budget. Examples are the number of eye examinations performed in a given
period of time im compariszon te the number planned, or the number of cataract operations
carried out in relstion to the number planned. '

r

- Asgess efficiency

Efficiency refers to the assessment of progress in terms of the efforts and resources

expended to achieve it. This assessment examines the appropriateness of the operational

level of the programme, its integration into primary health care, methods employed,

manpower deployment, budger, facilities amd equipment, and managerial control in relation
m to the progress that has been made,

- Assess effectiveness

Effectiveness 1ls a measure of how well the programme has attained ies targets or
objectives, for example, the contribution it has made to reducing the catargct caseload
or to reducing the incidence of trachoma, Where possible, the extent of attainment
should be quantified, but can also be expressed in qualitative terms, such as the degree
of community satisfaction and personal well-being attgined. Cost-effectiveness and
cost-benefit znalyses of alternative strategies also come under Lhis heading.

Progress and effectiveness should be separately disringuished components in an evaluation
process, but it is possible for these two components to provide different conclusions
about the same programne.

Suppese, for example, that a programme has an objecrive to eliminate aveidable blindness
due to cataract and g target to complete 100 000 cataract operations in a five-year
period. At the end of five vears, 100 000 cataract operations have been complered, but,
because of incressing imcidence of cataract, there are actualliy the game number of
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catsract blind as at the beginning of the programme. The programme could demonstrate
progress over the five-year period (i.e., 100 000 catsract operations completed), but the
programme ¢ould not demonstrate effectiveness with respect to the objective of
eliminating avoidable blindness due to cataract.

- Assess Impact

Impact refers to the overall and often long-term broad effect of a programme on health
and the general secioeconomic situation. The assessment of impact requires the
consideration of effects of other health programmes and secteors, and also of how
blindness prevention activities may have reinforced primary health care systems.
Furthermore, 4 programme may not only have achieved its objective of perhaps eliminating
the backlog of unoperated cataracts, but by doing so improved the ecomomic well-being of
individuals, their families and communities, and the quality of life among its target
population. Another example of impact is the achievement of onchocerciasis—free ZOnes,
thereby permitting resettlement of communities in agriculturally productive areas,
Furthermore, it is known that blindness is related to a shortened life-expectancy;
therefore, blindness prevention programmes may have an impact on longevity.

2. EVALUATION LEVELS AND THEIR APPLICABILITY

2.1 lLevels at which assessment oceurs ."

Almost all of the aspects mentioned above are relevant at each and every level of the
delivery system., While government policy often rests at the natiomal level, actual policy
implementation will reside at a state, provincial or even district level. Policy and
implementation require evaluation at each of these levels, which should be carried out within
the evaluation of natiemal health infrastructure based on primary health care.

In some instanc¢es, such as mass media education, campaigns are carried out at the
national or provincial level. For the most part, however, eye care delivery and prevention
of blindness activities are integrated into the health care delivery system. This has its
own system of levels: the primary level, the first referral/intermediate level, and the
tertiary level. Adequacy of programme formulation snd competence of the managerial and
technical capacities at each of these levels is important. This alsc applies to other
activities within the primary health care system, as follows

- Are activities delegated to the the most peripheral level of nealth worker capable of
dealing with the problem? :

— Has ezch level of health worker received training adequate to his or her tasgk?
— Are there opportunities for refresher courses, upgrading skills, and career advancement? ‘

- Do individuals at the next higher level provide feedback, motivation, and training to
those below?

- Is there an equitable and cost-efficient distribution of respurces betwaen the levels?

- How zre the various levels of workers perceived by the community, and are thelir
services used to the fullest possible extent?

= If the levels are underutilized, is it because of an imbalance in requirements,
impediment to their use¢ by the community (financial, accessibiiity, etc.), or tor
cultural/motivational/educational factors?

2,2 Application

The application of an evaluation process should not be ilimired to the official health
styucture, but should alse involve the community. Nongovermmental agencies and civie
institutions, such as Lions Clubs, Rotarians, women's assoclations, religious institutions,
societies for the blind and the like, often make significant contributions to eye care
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gservices and prevention of blindness activities ar both the national and local levels.
International agencies are also often involved. The contributrions these make need to be
evaluated a5 well. In some instances, these same organizations and associations can assist
in the evaluation process,. :

3. SUBJECTS AND SQURCES OF INFORMATION FOR THE MONITORING AND EVALUATION OF ELINDNESS
FREVENTION FPROGRAMMES

The evaluation of blindness prevention should ideally form part of the overall evaluation
of health programmes and services within the national health infrastructure system. However,
approprists data on the health situation and trend assessment mgy not be available in a
country, and mest national programmes for the prevention of blindmess include several
objectives, both for the prevention and control of specific blinding diseases and visual
impairment, and for the provision of eye care as part of primary health care to all
populations. Thus, the overall evaluation of a national programme must take into account
these aspects, both of which contribute to the long-term goal of eliminacion of avoidabie
blindness in a community,

In mest countries, the evaluation of blindness prevention programmes will include, or to
some axtent be based on, the monitoring of activities and results at various lavals.
Monitoring systems are, therefore, of great importance to ensure the availability and tlow of
data, which may be utilized in the evaluation process.

The following principal areas and subjects should be considered in this context ;

3.1 Manitoring and evaluation of specific eye diseases and blindness

(a) Monitoring and evaluation of specific eye diseases, which may be based on several sources
of information, as outlined under 5.

(b) Momitoring and evaluation of blindness, which may be divided into three categories,
namely;

= blindness due to corneal disease
- blindness due to catarsct
- blindness due to posterior segment disease

Corneal disease will refer mainly to trachoma, xerophthalmia, trasuma and corneal
infections; posterior segment disease may be further specified, particularly concerning
glaucoma, if diagnostic competence and reliability in the data collection aliow. (See 5.)

3.2 Monitering and evaluation of health infrastructure and the delivery of eye care at
various levelsg

This may have included the trairing of seversl categories of manpower involved iIn
blindness prevention activities and delivery of eye care, and the coverage and quality of eye
care as part of primary health care. It should alsoc consider logistic aspects, such as the
supply of essential drugs and ophthalmic equipment.

3.3 Monitoring and evalustion of the utilization of eye health services at the various levels
by the population served '

This may, if possible, include an assessment of effects of health education, the
relationship between need and demand for eye care and consumers' atfitudes.

Sources of information ¢oncerning health infrastructure and manpower development are
usually available within the national health administration, but may need to be complemented
at the local level concerning the input from volunteer services and private ¥roups. The
assessment of quality of eye care may be complex, requiring both the assessment of capability
and skills of personnel in eye ¢linics/institutions, and supervision and menitoring of the
performance of staff at the peripheral level, including community health workers.
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The utilization of eye health services may alse be difficult to assess, but may be based
on surveys on "Knowledge, Attitudes and Practices" (KAP) in selected areas and pepulations,
a5 outlined under 5. Another source of infoermation in this context iz the reporting of the
number and mature of consultations for eye care at the peripheral level.

4, TIDENTIFICATION AND UTILIZATION OF INDICATORS AND CRITERIA RELEVANT TO THE PREVENTION OF
BLINDNESS

The global indicators defined for monitoring progress towards Health for All by Cthe Year
2000 should, whenever possible, be considered for use as "proxy" indicators for blindness
prevention activities., However, depending upon the state of ocular morbidity and visual
impairment in the country, the ultimate goals of a programme may be the reduction in the
prevalence of avoidable blindness and/or the provision of eye care throughout the
population. Populations in which the rate of blindness exceeds 0.5% overall, or 1.0% in any
one community, must, as their long-term goal, achieve figures below these levels. Corneal
blindoess (from xerophthalmia, trachoma, infectiom gnd trauma) and onchocerciasis are largely
untreatable in developing countries. Even if new cases are entirely prevented, prevalence
rates will remain high as long as established cases live. Even though cataract surgery can
restore sight to those already blind, it may take years before increases in the volume of
surgery can make significant inroads inte the usually large backloeg of established cases,
while keeping up with new cases. The one exception, of course, would be rhe demonstration in
pilot projects in which all available resources are mobilized for anm intensive campalgn
within a limited population.

Recopnizing that it may take a long time to reach a programme's ultimate goals, it is
nevertheless essential to gauge progress along the way, to retain visibility, to gauge
success and progress fowards that goal, and to identify problems requiring attemtion or
modification of design or function. It is, therefore, mecessary to establish short-term and
intermediate objectives, which address each of the major diseases of concern. Indicators by
which developments in each of these disease-related objectives can be measured, will vary
with the evaluation period (short-, medium— or long—term). The targets, or anticipated
schedule by which progress will be gauged, e.g., the degree or level of accomplishment over a
chosen time pericd, will depend upon the initial magnirtude of the problem and the size and
rapidity with which adquate resources can be mobilized. (See 3.)

Due congideration may also be given to the use of blindness as 3 "proxy" indicator in
itself. Blindness rates in developing countries reflect a variety of development aspects of
a community, such as hygiene and education (trachomal), nutriticn and infant mortality
(xerophthalmia) and availability and utilization of health services (unoperated cataract).

5. AVAILABILITY AND USE OF SPECIFIC DATA ON OCULAR MORBIDITY AND VISUAL LOSS

In most countries, there is still a lack of reliable data on the health situation with
regard to specific diseases, and particularly om blinding disorders. This has implications
on the integration of blindness prevention activities into the primary health ¢are system, as
data on the prevalence and severity of locally endemic diseages are needed.

5.1 Baseline data

To measure a change in ocular morbidity and disability requires baseline data on the
ocular status of the population before any interventions are introduced. Although existing
data may bear on this question, such as census data, registers for the blind, and
"statistical" reports from hospitals and clinicse, they can only provide a rough measure of
the causes of blindness likely to be encountered. Hospital statistics, as well as those from
schools for the blind, are of some value in the planning of health infrastructures, but they
are Lpo unrepresentative and unreliable to he vused a5 a standard against which to measure
progress, oF as & pasis for designing an effective intervention programme. Instead, L is
genarally necessary to carry out a carvefully designed and executed population—based
prevalence survey. Pilot surveys can be initiated in selected areas, such as those of
suspected high endemicity of trachoma, and once intervention programmes have been launched
there, the survey can move, in stages, to the remaining target areas.
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Surveys may appear, at first, to be complex and expensive, but they can be carried out in
selected areas, utilizing auxiliary staff, and they do more than merely count the number of
blind. A properly conducted survey will identify the prevalence and major causes of
blindness, and their milder, precursor disesse (severs inflammatory trachoma, uight blindess
and Bitot's spots, etc.); high risk populations to which services can be directed for
incyeased efficiency (social groups, age tranges, sex, localities); locally available
resourceg, and factors leading to blimduess that may be amenable to intervention. In other
words, the baseline survey not only establishes the level of disease against which progress
can be measured, but also provides information vital to plannming & national and effective
programme. Designing and initiating an intervention programme without a preliminary survey
wili appear to save money in the short-term, but ultimately will undoubtedly be far more
costly and prevent adequate evaluation of the programme.

5.2 Follow-up data and comparisons

5.2.1 Routine sources of reporting/monitoring

Data on eye diseases and blindness can be made available from a number of levels and
sources. While the accuracy of diagnosis is likely to be greatest at secondary and tertiary
Facilities, the highly biased nature of their referral system suggests that there are
advantages in accumulating as much reliable data as possible from the peripheral units. 1t
is, therefore, of the utmost importance that the training in eye care given to primary health
care workers includes the simple recognition and reporting of common eye disorders.

In sitvations where a further inmeresse in the diagnostic capabiiities of, and reporting
from, health units may overload the loeal personmel, a limjited number of peripheral units may
serve as sentinel clinies. These can be selected on the basis of already reparting
significant numbers of cases of diseases concerned. In these clinics, the personnel is
likely to be proficient in diagnosing those diseases, and serve a population in which the
digease is prevalent. With limited input, primarily in the form of refresher training, and
establishment of a simplified, standardized reporting system (generally a simple line listing
of cases by age, sex, locality and severity for a limifed number of the most important
disesses}, thege sentinel clinics can register changes in the mumber and pattern of cases
seen each year, which may provide a rough, inexpensive and ongoing indicator of incidence and
intensity of the diseases in question. Data should be collected as part of routine
activities by rhe sraff, and collated on a tegular basis, and the sentinel clinics provided
with feedback, including occasional supervisory visits te fHaintain their standards and
motivation.

All health personnei performing eye surgery should keep a simple checklist of operations
performed by age, sex, locality, whether it was the first or second eye, and, if appropriate,
the vizual ocutcome. A copy of this list should be made available to the planning/monitoring/
¢valuation staff on a regular basis.

Indicators based on regular reporting systems ¢an provide Lmportant shore—-term
information on changes in the pattern of blinding or potentizlly blinding diseases 3

Cataract : the number of operations performed (unilateral/bilateral)

Active xerophthalmia & number of cases, of varying intensity, encountered at
Inflammatory trachoma ) sentinel clinics or, if possible, by commuuity health
workers

It should be remembered that ;

(a) there may be an increase in the number of cataract eperatiens in the short term, which
implies an improvement in the eye care delivery situation, whereby more people in need of
surgery will receive it;

(6) the number of xerophthalmia and trachoms cases may increase in the short term, either as
2 result of worsening environmental/nutritional conditions not yet overcome by the
programme implementatien, or because of increazsed awareness and referral of affected
individuals to the sencinel clinics.
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5.2.2 Specialized data ceollection systems

The regular ongoing reporting system provides an inexpensive means of identifying
short-term changes. It ig, however, selective and potentially biazsed in nature, sipce the
reports do not necegsarily refleet changes in disease in the population at large. Detection
ol these changes can only be aschieved through population-based prevalence surveys in selected
areas, For some conditions, such as the prevalence and severity of inflammarery trachoma or
the prevalence of night blindness and Bitot's spots from vitamin A deficiency, these surveys
can provide another short=term indicator of progress. Similerly, such surveys can provide
data that may serve as wedium—term (3- to 5-year) indicators, to demonstrate changes in the
prevalence of common forms of disease.

These surveys may be carried out on a periodic basis, in randomly selected populations
served by the programme. The number of persons surveyed need not be large, if only the more
common eye conditions are looked for (cataract, night blindness, Bitot's spots, active
inflammatoery trachoma and trichiasis). Sampling ¢an be made more efficient, and the number
surveyed reduced even further, by examining only pré-schoulage children (for xerophihalmia
and active trachoma) and adults aged 50 years and over (for eataract and trichiasis). These
are the ages at which the above conditions are most prevalent, and the ages at which
individuals are most likely to be at home and readily examined. Disgase-related indicators
of medium=term objectives may be the following -

~ the prevalence rates of blinding cataract and of trichiasis

- the prevalence rate of night blindness and Birot's spot

- the prevalence rate and severity of active inflammatory trachoma

Surveys may also include an assessment of "Knowledge, Attitudes and Practices" of the
populatlion ¢oncerning eve health and the utilization of eye care services. Such an
aggeasment may be applied to 2 smaller pumber of individuals, but include other age groups,
particularly young mothers with regard to trachoma and xerophthalmiz control. Where a
programme 15 attempting to alter xerophthalmia rates by changing childhood feeding practices,
or active trachoma rates by encouraging face-washing, changes in attitudes and practices in
these areas represent a valid intermediary measure of programme progress.

At the village level, one may also wish to assess a limited number of indicators, of
socioeconomic development (e.g., introduction of a school, electricity, piped water supply,
major industry), to try and distinguish lmprovements in ocular status sacondary to the
programme from those likely to have occurred as a congequence of economic development.

The ultimate, long-term indicator of the programme's achievement will be the degree to
which it has reduced the total prevalence of blindness due te the major diseases concerned,
with due covsideration being paid to the possible input from other programmes/sectors. This
goal ls necegsarily long-term, since one must wait for the incurably blind te die and for
preventive and curative outreach services to be established and fully effective. GSince
blindness rates will be low, sample sizes must be large. One can agaln increase survey
efficiency by limiting the examinations to the high risk pre-schoolage and elderly groups.
Oon the other hand, a great deal can be learned from the change in blindness rates over all
ages. If possible, therefore, this definitive study should cover a representative sample of
the entire population served by the programme.

W owow
Summary of short-, medium— and long-term
indicators of success ip meeting targets for reducing
rates of blinding diseases

Short-term (0.5 - 2 years)

Cataract
Trachoma and xercophthalmia

Number of operations performed.

Sentinel c¢linic and/or community healtb
workers' reports on number (and severity)} of
cases of active disease.

- o
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Short= and Medium—term (0.3 = 5 years)
Village-level randomized prevalence surveys :
- of pre-schoolage children - for active xerophthalmia (night blindness,
Bitot's spots) and trachoma;
- of adults over 50 years ~ for blinding cataract and for trichiasis; and
~ of a small, representative group -~ for relevant "Knowledge, Attitudes and

Practices" concerning eye care.
Long-term (mare than & years)

Definitive prevalence survey for blindness from corneal disease (by cause), cataract, and
other disorders (glaucoma and posterior segment disease).

wow ok

2.2.3 Indicators for gauging success in providing eye ¢are as part of primary health care

Where the purpose of extending eye health services is to reduce blindness rates, then the
short=, medium— and long-term iudicators of succeszs in reducing the prevalence of blinding
diseases will refleet, in part, the degree fo which this is accomplished. While coverage of
health services is usually easily ascertained, the utilization of lecsl eye health services
can be assessed in a "Knowledge, Attirudes and Practices" component of a population—based
SUIVEY.

Other measures of success include number and gquality of health personnel and other
persons {(teachers and volunteers) trained to provide eye care at different levels: the number
actually posted and in place; and the Lype and quantity of services provided. The latter two
components should be regularly determined as anm integral part of the supervisory/menitoring
process. The criteria against which progress can be judged will depend, to a large extent,
on the stage of development of the general health care system,

6. REPCRTING SYSTEMS AT VARIOUS LEVELS

An appropriate system for reporting of information from the various levels of eye care
cemstitutes 2 valuable monitoring mechanism, which may be utilized in the evaluation
process. In this context it [s necessary to have a clearly defined reporting system, and to
verify the quality and reliability of the information collected. In fact, much monitoring
takes place as part of a supervisery process, in which the problems identified can be dealt
with guickly. fTraining and standardized reporting should begin at least one year before
programme implementation to serve as a baseline for future comparisons.

As previously stated, data on blinding diseases should, as far as possible, reflect the
situation at the peripheral and community levels. It is therefore desirable to have some
kind of simple reporting procedure carried out by community health workers, sometimes
asgisted voluntarily by community members. The varying local conditions in terms of needs
and resources for the implementation of eye care as part of primary health care will
necessitate a flexible approach as to the reporting on eye diseases at this level. Lacally
available personnel, their competence and workload will, therefore, obviously determine what
is feasible. However, the following conditions may be considered as the most important for
monitering at the primary level, and may, over a period of time, yield valuable information
4s to the progress of a blindness preventien programme :

— Blinding cataract

- Red "sticky" eye

= Active trachoma/trichlasis

- Bitot's spots/night blindness
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The reporting of data at this level should increasingly be ineluded in the reporting
system of the general health services, Data related to eye diseases collected by health
workers and/or other personnel at the community level, as well as data from referral cenfres,
should be forwarded through the regular, established channels te the district or comparable
level. At this point, the data are still area specific, and should be directed to the
managerial staff responsible for blindness prevention. The resulcs should then be collated
with those from any available and relevant prevalence surveys. This will permit the
evaluation of programme performance overall as well as at the district and sub-district
levels.

The reporting from eye health care institutions within the referral system should be
stapndardized and selective, in order tec provide meaningful information in relation to
programme activities. Eye surgery can be reported in simple list form, as previously
mentioned {sae 5.2.1, page 9).

Attention should be paid to relevant information recelved from ether activities related
to the occurrence of avoidable blinding diseases; for example, reports on the status of
childhood nutrition and imsunization are of particular interest.

7. PREPARATION AND UTILIZATION OF EVALUATION RESULTS

Technical criteria and definitions

The primary purpose of the evaluatbion process 1s to provide information on the policy,
manggerial and technical aspects of the programme. In addition, it should furnish important
information that would facilitate the mobilization of new resources or support for ongoling
PTOETAMMES .

In collecting data for the purpose of evaluation, especially during prevalence surveys,
it 1= desirable that acc¢epted standards and definitions, such as the WHO Classification of
Visual Impairment and Blindness and the classifications for xerophthalmia and trachoma, be
followed.

Lata should be cellated to provide information relevant te the indicators already
identified. It is expected that the data required for evaluation would be available at a
central level in the managerial structure. The evaluation itself may be an inherent
respensiblity of the programme or be conducted by an external agency.

The cowparability of such data cotlected over a diverse ares and from diiferent levels of
programme implementation will necessarily vary in terms of reliability. The methodology for
teams involved In the prevalence surveys should be repeatedly standardized as to the
examination and reporting procedures. It is imperative that the standardization of data
should include, inter alia, tests for inter— and intra-observer varlation.

Assessment of results in relation to expected progress would be measured against the
targets set within the stated objectives of the programme. Such measuremeat would take into
account both the process and its outcome. The step-by-step assessment of the policy,
managerial and technical aspects should indicate the strengths and weaknesses of the
programme. Such information should provide an indicator of the direction that the programme
should take and the need, if any, for reprogramming of activities. Such reprogramming may
bacome necessary, not only as a result of identified weaknesses in the programme as a whole,
but also because of developments in policy decisions, managerial structure and technical
Inputs unforeseen at the time of planning.

EXECUTIVE SUMMARY -

The evaluation of blindness prevention programmes should be carried out within the
overall evaluation of national health systems based on primary health care. The input from
several sectors and other health programmes should be considered in this context.




(a)

{b)

{c)

(d)

{e)

(£)
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Evaluation is necessary for assessing and demonstrating programme accomplishments and for
identifying weaknesses that need to be dealt with in order to strengthen the programme,

Although the blindness prevention programme will usually be a part of the primary health
care system, evaluatlon should be included from the cutset as an integral part of
blindness prevention programme components, and provided with sufficient resources to
accomplish its task.

Evaluation of blindness prevention should, like the programme itself, be an integral
component of the regular health evaluation scheme.

There are several components to a formal programme evaluation process. These are set
forth in this report to ensure that the evaluation is comprehensive and systematic and
that its results will be meaningful. The following aectivities should be carried out
before beginning an evaluation :

- Define programme objectives and targets

- State the specific subject of the evaluation

~ Ensure the availability of information needed for the evaluatien
- Define evaluation indicators for each stage in the process

- Establish criteria for each indicater

Once these tasks are accomplished, the evaluation should proceed according to the
following steps @

= Assess relevance of the programme to national health policy and its own objectives
— Agsess adequacy of programme design and managements

—- Review progressg

~ Asgess efficiency of metheds, procedures and management

- Asgess effectiveness

~ Assess impact

The absence of some pertinent data may occasionally necessitate blindness and oculsar
morbidity surveys. Baseline data are needed for programme formularion and as a basis
against which to assess accomplishments. A prevalence survey should be conducted prior
to the initiatien of the intervention programme, and standardized reporting procedures
should be established for all levels of staff trained’in the recognition of preventable
and curable ocular diseases.

Since irreversibly blinded individuals remain in the population until they die, changes
in blindness prevalence may occur slowly. Short- and medium=term indicators other than
blindness should, thevefore, be used to measure progress and effectiveness, A
standardized monitoring system will reveal changes in the nuwber of cases of
xerophthalmia, trachoma and blinding cataract encountered by community health workers or
at higher referral levels, and in the number of trichissis and cataract operatfons
performed,

Health system reports vary in representativeness and reliability. 8mall-scale,
simplified prevalence surveys in selected areas, limited to pre-schoolage children ang
adults over 30 years of age, may be used as short- and medium~tern indicators of progress
in controlling major causes of avoidable blindness by revealing changes in prevalence of
precursors of blinding disease or of blinding cataract, Changes in "Knowledge, Attitudes
and Practices” revealed by these same surveys can serve as intermgdiary indicators of
progress In reducing blinding disease and the coverage and utilization of eye care
Lervices.

The ultimate long-term indicator of success will be the unbiased demonstration of a
reduction in blindness rates, both overall and by specific diseases (cornegl, lenticular
and posterior segment). A well-standardized prevalence survey, representative of the
population ostensibly served by the programme, is required for this purpose.
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{h} Evaluation covers aspects of a programme other than outcome, as a means of gauging its
efficiency and planning its future, amd the reasons, if any, for problems. These include
indicators related to the government's commitment to the programme, the committee's
support, acceptance and utilization of the programme, and the adequacy of the programme’s
design, management and implementation.
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Room 6A03, Bethesda, Maryland 20014, United States of America
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Dr V.A. Machekhin, Ophthalmoiogist, D.I. Ulianov Medical Institute, ul. Chapaevskaya 89,
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Professor Madan Mohan, Dr Rajendra Prasad Centre for Ophthalmic Sciences, All-India
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