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INTRODUCTION i
The Third Meeting of the Consultative Group of Nongovernmental Organizaticni to the
WHO Progromme for the Prevention of Blindness was held on 17 and 18 September 19 6 in

Kingston, Jamsica. It was arranged to coincide with meetlngs of the Inter- Agenc.
Coordinating Group and of the Caribbean Goum:ul for the Blind (CCB). :

The meeting was openad by Dr B, W:I.nt Chief Medical Officer ot behalf of t];x-

Jamaica Ministry of Health. The opening address ‘1s givan as Annex 1. My Alan J
Executive Director, Sight Savers, chalred the meating and Mrs M. Hawe. (Sight Sav(l,-

acted as Rapporteur, : ‘ !

1. A GLOBAL REVIEW

1.1 Gharting the acthltles of the WHO Prngramme for Ehg Pra gntion of Bllndnes :
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General programme develeopment has focused on the continuing SUPPOTE Lo the ;{
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The list of participants is attached as Annex 2" and the agenda as Armex 3. ||
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(September 1990), such prograimes exist in 66 countries but, in many of these, tilu;re is
&

'still a crucial need fotr contloveus advice and also for techm,cal and financial
The present distribution of national programmes for the prevant:j_on of blindness
follows: .
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Africa ' . ' o ' o 18 !
“Americas ‘ | . R | .15 !
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Europe . o . S 3 ;
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" TOTAL 66 COUNTRIES
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Thera

namely:

i
i
jgeem to be three key lssues in the further development of national programmes,
|

| :

|

- Evaﬂuation and publicizing of results must be undertalken in many countriesz whare
programmes have been going on for some years.

- Stritegies and technologies must be critically assessed from the
cost-effectiveness and sustainability points of view.
|

- The jneed for future funding support, which is of eritical importance in many of
the {least developed countries.
|
The WHO Programme has continued to develop its technical documentation in several
fields. The report from the interregional meeting in 1988 on "The management of corneal
blindness wWithin primary health care” has been widely disszeminated and also partially
publighed in the "Weekly Epidemiological Record" of WHO. '

A pamphlet on cataract has been slaborated in English and French and distributed te
all of the WHO Regions and interested nongovermmental organizations. The long-awalted
cataract publication has glse become available, in accordance with the recommendations
made at the meeting in Novewber 1988 in Tunis on educational matexrial on cataract,
Another ugeful document in a new version, as developed by a working group in Geneva in
June 1988, is "The Formulation and Management of National Blindness Prevention
Programmes”|, which will be provided to all interested countries., A wide distribution is
also being given to the report of the Bighth Meeting of the WHO Programme Advisory Group
on the Prev@ntion of Blindness, which was convened at the WHO/PBL Collaborating Centre In
the Dana Center of The Johns Hopkins School of Hygiene and Public Health, Baltimore, in
March lQBQﬁ

|
The Programme for the Prevention of Blindness has been represented in, or has

organized, the following meetings:

- Sympbsium on Tropical Ophthalmelogy, San Francisco, 7-9 March 1589,
|

- Inte?national Agency for the Prevention of Blindness (IAPB) Execuriva Board
Maetlng, Bethesda, 10 Mareh 1990.

|
- Celegration of the 10th Amniversary of the WHO/PBL Programme, Bethesda,
11-12 March 1989, with the National Eye Institute and the Internatienal Agency for
the Prevention of Blindness (IAPB) Cataract Symposium.
- Prog&amme Advisory Group, Baltimore, 14-17 March 1989,
- Liomp Sight Symposium, Singapore, 31 March - 1 April 1989,
- AsiajPacific Academy of Ophchalmelogy, Seoul, 30 May - 6 June 1989,
- Nordic Ophthalmologists’ Congress, Reykjavik, 20-22 June 1989.

- Advisory Committee to the International Council of Ophthalmology, Ric de Janeiro,
27-3} August 1959,

« Low Vision Congreas, Turin, 22-23 September 1989.
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- A National Seminsr on Glaucoma, Malta, 17-21 October 1989.
IAPB Cataract Research Meeting & IVACG, Kathmandu, 2-8 Nevember 1989,

A Working Group on the Local Produetion of Eye Drops, Gemeva, 14-17 Novembet
1989. The report of this group will be considered further by a pharmaceutlcal
consultation on 8-10 October 1990.

Participation in a four-week memagerial PBL course jointly with SEARO and WERO
together with the Juntendo Unlversity, the PBL Collaborating Centre in Tokyo'
this course took place in Korat, Thailand, in February 1990,

'
|

A Colloguium on Blindness Prevention, hosted by the Qrganisation pour la
Prévention de la Cécité, Paris, 15 March 1990.

Participation in the International Congress of Ophthalmolopy, Singapore,
19-.22 March, with a specific session on blindness prevention and one on ocular
trauma.

A Meeting on Manpower Development for Blindness Prevention In Africa was convened
in Lomé, 3-6 April 1990; the report is atill in preparation {(French}, covaring 17
French-speaking countries. This symposiuwn was entirely funded by the
participating nongovernmental organlzations.

A global meeting on "The Prevention of Childheod Blindness" was convened at the
International Centre for Eve Health in London, 29 May - 1 June 1990; Christoffel
Blidenmission and Sight Savers funded this meeting on the occasion of the feortieth
anniversary of the latter. The meeting was opened by Princess Alexandra

(The Honorable Tady Ogilvy) and attracted good media coverage. The report is
being finalized for eventual publication, ‘

Other activities have included the following:

Asgessment of blindness and its causes in several countries (Benin, Congo and
Turkey with partial suppert from the Natlional Institutes of Health). Support has
also been provided to a glaucoma study in Malta in 1989.

Advisory services and technical cooperation in national pregrammes (Benin, Fiji,
Hairi, Kiribati, Morocco, Togo, Toenga, Tunisia, Turkey, ete).

Support to training courses in the two PBL Collaborating Centres (Baltlmore and
London) through grants and lectures.

In the field of applied research, the fullowing studies are being undertaken:‘,‘,:

- A study of maculopathy in the United Republic of Tanzania together with the
International Gentre for Eye Health (ICEH).

- A atudy using vanadium-steel sutures for cataract surgery at Aravind Eye Ho#bital
with support from National Eye Institute/National Institutes of Health (NEIVNIH).

- Support to a study of cataractogenesis and possible risk factors to be carrled out
by the International Centre for Eye Health in India.
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- Extracapsular cataract extraction and intraocular lenses (posterior chamber)
versus intracapsular cataract extraction and glasses - this study iz in
preparation for Nepal and Sri Lanka with support from the National Eve Institute
in 1991,

- The application of a simplified trachoma grading scheme in 14 countries with
support from the Edna McConnell Clark Foundation.

The other current Issues in the WHO Programme are:

- The problem of extrabudgetary funds for programme support; there will be no more
funds from the Japan Shipbuilding Industry Foundation (JSIF) or frem the Arab Gulf
for United Nations Development Qrganizations (AGFUND): the International
Association of Liong Clubs will, however, make a contribution for a technical
adviser based in PBL/Geneva for coordination with the global "SightFirge"
Initiative,

« The Deafness Programme (PDH) in WHO is formally linked to the Preventien of
Blindness Programme (FPBL), but is so far managed as part of the unit of
Rehabilitation. It is as yet unclear where the PDH Programme will finally be
locatad but, quite pessibly, it may become associated with PBL,

Presently planned activities in the WHO Programme include the participation in the
fortheoming IAPE Gemeral Aszembly in Nairebi, Kenya, 11-16 November 1990. A consultation
on the use of intraoccular lenses in developing countries will be held in Geneva,

3-7 December 1990, on the request of rhe WHO Executive Board. The Ninth Programme
Advisory Group Meeting will be held in Banjul, The Cambia, in early March 1991, Other
work will include the trachoma grading material and the development of an expanded
research programme with support from the National Eye Institute/Nacional Institures of
Health, fecusing on intraoccular lenses, corneal ulcers, outpatient cataract surpery,

etc. If possible, there will also be a stidy set up on the use of anterier chamber
intraceular lenses (Kelman multiflex) in two countries; support will be given to
low-cest spectacles workshops im Bamako {Mali}, in the Central African Republic and in
Uganda, A recent demand for surveys in Lesotho, Mauritanis, Rwanda and Sierra Leone will
be put forward for extrabudgetary funding.

1.2 Reports from member nefgovernmental orpanizations
1.2.1 Chrictgffel Blindepmission (CEM)

Christeffel Blindenmission is an international, interdenominational Christian
mlssion seeking to help blind and handicapped people who live in poor areas of the
world. CBM werks in partnership with lecal churches, missions, self-help groups and
government programmes to provide medieal, educational and rehabilitatiemsl services te
digabled people,

At the present time, CBM is supperting over 1000 prejects of which approximately 440
are medical projects. Suppoert takes the form of financial and consultative services
including the secondment of approximately 200 co-workers: 340 of the medical projects
are in the provision of eye care services in 68 countries, constituting an overall
medical budget of approximately US§ 20 000 000.

In medical eye work, CBM's philosophy is to develop comprehensive eye care services
emphasizing the importance of training programmes to provide eye care personnel for the
secondary and primary levels of eye care. The development of appropriate technology for
spectacles and eye drop preparation, together with stamdardization of equipment and
instruments necessary for providing eye care services, has been found of great value in
maximizing the ecost-effectiveness of available resources and manpewer.
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CBM is a collaborative organization with the WHO Programme for the Preventien of
Blindness, for which a three-year working agreement has been developed. This consists of
& general objective to strengthen national prevention of blindness programmes and
specific objectives in five areas. These are to promote activities against childhood
blindness, to assist in the distribution ¢f ivermectin for patients with onchocerciasis,
to promote and evaluate the use of optical workshops for the low-cost preduction of
spectacles, to develop and promote a manual for the local preparation of eye drops, and
to aszzisgt in developing training programmes for eye care pPersonnel,,

There has been very significant progress in all these collaborative acrivities
during 1983 and 1990 (see peints 5.1 and 5.2). The manual for the local preparation of
eye drops will appear in 1991 as a joint document, with a poster. An optical workshop
for the training of persemnel from French-speaking countries in Africa will be set up as
a jeint project at the WHO Collaborating Centre in Bamako, Mali,

CEM's suppert of projects in developlng countriez is coordinated through eight
regional offices (Penang, Bangkok, Tiruchlirapalli, Nairobi, Gabarcone, Lomé, Sante
Domingo, Asuncioén). CBM'z regional representative in each office has the services of a
senior ophthalmologist for a minimum of six weeks per year to advise and help develop the
eys care programmes within that region. This team of eight medical consultants meets on
an annual basis te discuss regional activities and provide advice on medical pelicy
matters for the organization’s executive, !

1.2.72 Helen Keller Internation HKI)

In 1989, HKI activities with the WHD Programme for the Prevention of Blindnesé were
az follows: '

Vitamin A

Worksheps: There was WHO participation at vitamin A workshops organized by
VITAP in Afrieca. A WHO resource person was present at workshops in Senegal and Mali and
gt an East Afriea regiomal gathering in Lusaka to provide technical input and guidance,
This helped to influence policy-makers, -

Educational/rraining materials: VITAP has been working with WHO in jointly
developing three posters on vitamin A and the eye, vitamin 4 and measles and vitamin A
and child survival. o

Collection and analysis of data: There was collaboration with WHO/Geneva in -
detsiling a strategy for systematie collectien and review of vitamin A deficiency::
prevalence data, pelicies and programmes in countries designated by WHO as having a
significant public health problem im vitamin A deficiency. VITAP has undertaken a- survey
of key contacts to explore the status of vitamin 4 policies in these countries.

E Iy eve care

Training: HKI has collsborated with WHO in training heslth workers in {
develeping countries to identify, treat and refer blindness and eye problems through an
innovative approach known as "PREYECARE" - primary eye care in Morocco, Fery, the.:
Philippines, 5ri Lanka and Tanzania.

Trachoms contrel: HKI and WHO have been collaborating with ICEPO in Tanzania on
trachoma control. HEI and WHO continued their collaberation on a trachema control
project in Morocco and Tanzania.
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cataract

Cararact surgical campajgns: The concept of cataract-free zones in Latin
America has been developed with the Pan American Health Organization (PAHO), the WHO
Collaborating Centres in Latin Amerjies, HKI and Ministries of Health in Bolivia, Brazil,
Chile, Colembia, Ecuador, Mexico and Peru. HKI and WHO have also been cellaborating in
Indonesia in & cataract programme om the island of Balil,

Low-cost specracles praduction: HE] and PAHO worked together inm Brazil and Feru
to assemble, produce and distribute low-cost spectacles for cataract patients,

Programme funding for eye care for HKI's fiscal year 1989-1990 was ballpark
Us% 5.3 millien,

1.2.3 International Eve Foundation (IEF)

The Internatienal Eye Foundation is a private voluntary organization dedicated to
the prevention and cure of blindness in develeping countries. With a budget of
Usg 2.4 million for the financial year 1991, IEF field operations provide training,
equipment and medicinesz, ¢linical servieces, operation research and development of
community-based programmes through support for indigenous eye care organizations in 10
countries in Africa, the Caribbean, Eastern Europe and Latin America., IEF has
historically worked not only at naticnal but alse at regional and subregional levels in
the deslgn and implementation of programmes which provide eye care to the needy, IEF'sz
strategy for primary eye care programmes includes the following components:

(1) Assisting service organizations snd ministries of health in develeping
blindness prevention strategies and services which integrate preventive, promotive
ard therapeutie activities into the existing health care and social service systems.

(2) Providing long-term training for all categories of health care workers in eye

care approprlate to thely level and function, This includes curriecula and materials
development.

(3) CGarrying out community-based surveys to determine the prevalence and etiology
of blinding eye diseases and developing appreopriate alternative programme strategies
to address needs identified In initial assessment. IEF assistance programmes are
designed to ecemplement government activities with govermment counterparts ineluded
in programme planning, development and implementation. In designing and
implementing programmes, IEF also works closely with other nongovernmental
organizations, uwniversities and multilateral agencies.

IEF is currently beginning its second three-year official collaboration with the
World Health Organization, with the specific aim of instituting and strengthening

national blindness prevention programmes wherever IEF is working. Specific pProgramme
ebjectives Iinclude:

(a) control of onchocerciasis through ivermectin distribution in Guatemala, Malawi
and Nigeria. These training programmes are emgeing and have already resulted in a
significant increase of trained personnel for eye care in these areas:

(d) strengthening of an eye health infrastructure, including training in Bulgaria.
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1.2.4 Qperation Fyvesight Universal (OEU)

The mission of Operation Eyesight Universal, a small Canadian charity, is to}
develop, encourage and fund sight-vestoration and blindness prevention programmes in the
developing weorld. OEU currently has 72 programmes in 16 developing countries. Over the
last three yeaxs, the following was spent on those &éye care programmes: '

Cdn 8
1988 2 343 755
1989 3 598 074
1990 4 056 681

The programme budget for 1991 iz Cdn $ 4 415 Q00.

In 1989, OEU funded 101 567 cataract operations, examined 1 826 266 and treated
1 434 049 people for a variety of eye ailments, and funded 76 068 anti-xerophthalmia
treatments. Alse in 1989, OEU funded 1117 eye camps in which 70 §52 sight-restoring
operations were performed. :

It is the dream of OEU that the day will come when nutritional education will reach
such an advanced stage, when, under the direction of WHO, vitamin A distribution will be
so efficient and so well organized, and when eye ¢are ovganizations and governments will
work so well together, that we will have a world where there will be no more blind:
children. -

1,2.5 QOrganisation pour la Prévention de la Cédcité (OPS)

During 1990, OPC supported the national WHO Progtamme for the Prevention of
Blindness in Burkina Faso (Ouagadougou), Mali (Bamake) and Niger (Agadez), and alsc
worked in regional centres in Cameroon (Yaounde}, Chad (Abeche), Guinea (Kankan), Ivory
Coast (Kerhoge) and Senegal (Tambacounda). Immediate assistance was given in Ecthilopia,
Central African Republic and Mauritania. .

OPC's major activities are in France, nanmely, epidemiological surveys, information
and awareness, and in developing countries for the prevention and cure of blindness. The
latter take 75% of the resources, and specialized expenditure for overseas programmes in
1850 is approximately US$ 280.000. '

OPC supports the WHO Programme for the Prevention of Blindness by following the
guidelines on national programmes and primary health care, by information sharing, and by
attending meetings on the prevention and cure of blindness.

1.2, 6 Sight Savers

In 1990, Sight Savers (Royal Commonwealth Society for the Blind) celebrated its
fortieth year and the granting of a Royal Charter which incorperates a revised
constitution, permitting the organization to work for the first time in non-Commonwealth
eountries. Thus, although the organization's work will always be rooted in the
developing countries of the Commonwealth, it has begun te collaberate with the
Orpasnisation pour la Prévention de la Cécité (OPC) in distributing the microfilaricide
lvermectin in Francephone countries in West Africa, and it has pledged support in
co-funding, with the Organizacion Nacienzl de Clegos de Espana (ONCE), the post of
Prevention of Blindness Advicer in PAHO for Latin America and the Caribbesn. '

Sight Savers’ major objectives of preventing and curing blindness and support to
education and rehabilitation of incurably blind people have nor changed and, in 1989, its
total programme funding over 40 countries extended to US$ 8.5 million., A significant
aspect of that programme lies in supporting the development of a numbey of natiensl eye
care programmes, both directly with governments and, Indirectly, through national partner
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organlzatiens, Sight Savers, through the work of its fleld and lialiszon officesz and its
eye care consultants in Africa, the Caribbean and Seuth and South-East Asla, collaborates
with the WHO Programme for the Prevention of Blindness and gives it maximum support.
Sight Savers is alsc in the forefront of promoting coeordination of programme activities
amoeng international eorganizations working in the same field.

Apart from support to service delivery entailing 250 000 cataract operations
annually, Sight Savers is engaged in-the training of eye care personnel, particularly in
Africa, where it supports govermment training centres for ophthalmic medical assistants
and cataract surgeong in Ghana, Kenya, Malawi, Sierra Lecne and Uganda. Support to WHO
Collaborating Centres is at its strongest in that to the International Centre for Eye
Health in London, where Sight Savers’ funding meets a proportion of the administrative
costs of the six-month course in community ophthalmology, the activities of the ICEH
Resource Centre and sponsorship for four students to the course anmually.

Over 150 000 of the operations referred to ahove are condueted in India in the eye
camp programme, More recently, 40% of that number have been conducted in permanentc eye
units and, in June 1990, the organization's revised eye care policy for India was
presented to 1ts Indian partners at theiry meeting in New Delhi. Over 100 ophthal-
mologists attended the meeting and gave favourable consideration to the major principles
of the new policy, which included a gradual shift from the temporary field hospitals of
the eye camp strategy Lo year-round comprehensive eye care gervices in permanent eye
unlts, albelt continuing te include cataract surgery as a major component, an Increasing
emphasis on wotk in the neediest states and on child blindness, and a deliberate policy
af geeklnp to work more closely with the Government of India and state governments'
ministries of health.

Discussion

In giving their verbal reports, the international nongovernmental otganlzations once
again evidenced the geographical and sectoral scope of their work across the majority of
developing countries and covering every level of eye health provision.

The most significant trend to emerge from their reports was that of radically
stronger support to training nationals of developing countries, mainly in Africa, and in
respect of auxiliary personnel,

Again, although it was evident that some nongovernmental organizations were
experiencing greater difficulties in maintaining the level of financial resources,
overall there continued to be in the region of US§ 35 million/year being placed into eye
care in developing countries.

2. PREVENTION OF BLINDNESS ACTIVITIES IN LATIN AMERICA AND THE CARIEBBEAN

2.1 The meeting noted that thiz subject had been covered in some detail the previous day
by those membarsz of the Group who had formed the Inter-Agency Coordinating Group for Eye
Care in the Caribbean. In particular, Dr Patricia Visintin, the PAHC PBL Adviser, who
had been unable to remain for the Consultative Group Meeting, had given a general review
based on her work over the past few months.

2.2 Mr Dorbreme ('Marde, Health Plamner, CCB, reported that the areas reflecting concern
were those of msmpower development, planning and management of blindness prevention
programmes and public education and awareness. CCB were invelved in two main training
initiatives during 1990, i.e., the provision of a community ophthalmelogy programme and a
management/planning programme for managers of PBL programmes. The establishment of a
Chair of Ophthalmelogy at the University of the Wast Indies is under dlscussion,
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The activities ecarried out during the period under review consisted mainly of
evaluaring the actual state of the Arab Gulf for United Nations Development Organizations
{AGFUKD) project in each of the nine participating countries. This work was possible
with the prevision of current information provided by national AGFUND coordinators and
Fan American Health Organizatfon (PAHO) country representatives. T

In the particular cage of Belize, PAHO-AGFUND funds allowed the Belize Council for
the Visually Impaired to implement eye care services and training of personnel. Upon
approval of the 1990-1991 working protocol, funds will be released shortly to ensure the
continuatien of the aectivities carried out im the rural areas with suppert of the Belize
Hospital. o

In Guyans, PAHO has sttempted to develop this preject by providing training,.
materials and ophthalmic equipment. However, the shortage of human resources prevented
the full develepment of primary eve care services. :

In Grenada, the original project included & low-cost spectacles programme but,
despite the considerable effort made jolntly with the International Eye Foundation and
the WHO Prevention of Blindness Programme Manager, nco progress has been made. Howevar,
there iz great interest by the Government in blindness prevention, and PAHO is now
considering funding other priority areas.

In Halti, the agreement of the cooperation with the Ministry of Health was signed in
late September 1989. Due to changes in the Government, a national coordinatoer has
recently been designated. Training materials have been sent and PAHO's country
representative will discuss the updated working protocol with the national authorities.

Besides the AGFUND project, another important activity developed during this period
of time wss the publication of a Bulletin on Public Eye Cere. This Bulletin
promotes an exchange of information and facilitates access re current studiez, not always
available In many areas of Latin Ameriea and the Caribbean. Selected articles are of
interest to the ophthalmologists ss well as to other members of a health team.

The publication iz in Spanish and English. The Bullerin will contain studiés in
the field of eye care cenducted by professionals in the Region of the Americas. Each
edition alse offers bibliographic references taken from numerous sources such gs:

{a) Chibret Iris, the data base of the Documentation Centre of Chibrer -
International in France:

(b) Medline, the data base of the Narional Library of Medicine of the United
Stateg; and -

{c) LILACS, the data base of the Information Centre for Latin America and the
Caribbean on Health Sciences and the Regional Library of PAHO/WHO in Sac Paole,
Brazil, ameng others. :

It Is hoped that this bulletin will stimulate eye speclalists and others to
participate in programmes for the prevention of blindness in the Region of the Americas.
It should facilitate the disseminatien of information abeut the many organizations
working in the field, all of them essential if the increasing public health problem of
blindness is to be efficiently approached. In order to continue the publication of the
Bulletin on Public £ye Gare on a continuing basis, PAHO hopes that many other
organlzations will join in its efforts to inerease the amount of material and to
disseminate the Bulletin so that it would be available ro the prevention of blindness
persounel working in urban, surburban or rural areas. It should also be mentioned, that,
thanks te the financial support of the Royal Commonwealth Society for the Blind and the
National Qrganizatiem of the Spanish Blind {ONCE), a Regional Adviser will be designated
goon in the office of PAHO, ‘

T
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3. TRAINING OF OPHTHALMIC PARAMEDICAL PERSONNEL

Dr Allen Foster (CBM) gave an overview of training programmes for ophthalmic
asgistants whom, he noted, have s role in providing eye care services st the primary and
secondary level of eye care in ecuntries where the ophthalmologists/population ratio is
high, resulting ln limited eye care services.

In Africa, at the present time, the overall ratioc of ophthalmelogists/population is
approximately 1 per 1 000 000, while in Asla the figure approaches 1 per 100 000. In
Latin America, there iz approximately 1 per 250 000 {n rural areas but 1 per 20 000 in
large capital cities.

These figures vary from country te country within the regions but, overall,
demonstrate that the requirement for training ophthalmie assistants iz greatest in
Africa.

Most tralning preogrammes for ophthalmic assistants are of one year's duratien and
recruit personnel whe already have a general medical education, either as medical
azsslstanta or general nurses.

Estsblished training programmes in Africa exist in Ethiopia, Ghana, Kenya, Malawi,
Mall, Slerra Leone, Tanzania and Uganda. These training pregrammes are recognized by the
appropriate Governments, from which they receive support, together with assistance from
vartous international nongovernmental organizatioms,

There are alse many short, infermal training programmes, varying in duration from
one week to three months, which are given in different African countries on an in-service
training basgis,

Recently, a one-year training programme for selected ophthalmic assistants to learn
cataract surgery was developed in Kenya.

In Asia, training programmes exist for ophthalmic assistants in Bangladesh, Nepal
and 3ri Lanka and ere usually of one year's duration.

Over the last 10 to 15 years, many successful courses for ophthalmic assistants have
been developed in East and West Africa to provide eye care manpower for areas lacking the
services of ophthalmologists. These programmes need to econtinue and to be further
developed and, in particular, an emphasis should now be placed en strengthening tralining
progremmes for French-speaking countries in West Africa and on further developing
offlclally recognized training programmes for selected ophthalmic assistants te learn
cataract surgery.

4. AN OVERVIEW OF THE USE OF IVEBEMECTIN AND NONGOVERNMENTAL GCOORDINATING MECHANISMS FOR
THE DISTRIBUTION OF IVERMECTIN

4,1 An overview of the use of ivermectin

It lg estimated (WHO Expert Committee on Onchocerciasis, Technical Report Series,
No. 752, 1987) that more than 95% of onchoecerciasis, including the most severe cases,
proevails on the African continent. Remaining foel are distributed in Larin America and
Yemen (Annexes 5 and 6).

Severe onchocerciasis Is always found in the mest remote communities where any
prophylactic or therapeutic treatment is upattalmable. It is said that onchocerciasis is
a dlsease of "the end of rhe track®. For this resson, Ivermectin iz presently mlssing
its target in most of the countries.
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Populations at risk to be treated promptly are localized in the following

areas/countrles:
iIn Africa

- DCP:

- Nigeria:

- Cameroon:

- Chad:

- Central African
Republic:

- Comgo:

+ Gabon:

- Angola;

- Zaire:

- Sudan:

- Ethiopia:
- Uganda.

- Burundi:

- Tanzania:
In America

- Mexicao:

- Guatemala:

- Equator:

= Venezuela:

" - Brazil:

Western Extenslon area includes western Mall, eastern
Senegal, eastern Guinea-Bissau, northern Siertra Lecne and
northern Guinea.

South-eastern Extension area includes southern Togo, southern
Benin and south-eastern Ghana. :

North of junction Niger-Benue rivers/up to 12°N; Congola;
Kwara '

All areas located north of Adamaocua; Sanaga river.
South, up to 129N.

North-west; noerth; east, along M'Bomu river and
tributaries,

Aleng Congo and Djoué rivers, exclusively,

Onehocerciasis has not yet been demonstrated as being | a
sevious public health problem in Gabon,

Same remark.

Sankuru (Lusambo): Equateur; Uele and tributaries:
Tshikapa (River Kasa! and tributaries).

Scuth-west: south of Darfur; Bahr el Chazal; west
Equatoria.

South-west.
Localized foci along border with Zaire,
localized focus in the south,

Tukuyu, Mbeya, north of lake Nyassa; Mahenge.

Chiapas,.
Huenuetenange; Atitlan; Yepocapa.
Esmeraldas (major focus on the Santiage river basin).

Two foci in the north; state of Bolivar; ameng Amerlndlans
of the Yanomam]l, Makiritari and Pilaroa trlbes

Yanomami and Makiritari Indians, adjoining Venezuela
(certainly same focus).

In all of these hypetrendemic foei, the most affected populations to be treated first
are always located in the most remote areas.
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Dr R. Le Berre's presentation concentrated on high prevalence areas of
onchocerciasis in African countries net covered by the Onchocerciasis Contrel
Programme . He was pleased to nete Iin subseguent discussion among members that gseveral
of those areas were already the foeus of their support to ivermectin distriburion.

Dr Gaxotte gave some valuable statistics on applications received and numbers of -
tabletsz shipped to date from Merck Sharp & Dohme. He reminded members that, although
masy distribution programmes necessitated application to the Expert Committee established
by Merelk Sharp & Dohme, his office, for humanitarian use, had been empowered to provide a
maximum of 1000 tablets per physiclan per year for hospital-based distribution. On the
basis of the latter, a total of 546 333 tablets had been shipped to date to

58 countries. In Anmex 4, Tables 1 and 2 indicate the number of treatments given as a
result of applicarions for wmassz distribucion, and Tables 3 apd 4 for "humanitarian
requasts”,

4.2 Neongeovernmental coordinatins mechanicme for the distribution of {vermeectln

The nongovernmental organizations, in reviewing this issue, decided to geek the
collaboration of WHO in holding a meeting (Meeting on Strategles for Ivermectin
Distribution through Primary Health Care Systems) in 1991 of all organizations currently
invelved with ivermectin distribution and those which had plans te do so lu the shert

term. Subzequently, the following agenda was agreed upon between Dr Thylefors,
Dr Le Berre, Dr Caxotte and the nongovernmental organizations for a meeting inm
April 1991:

(a) Overview of the present statue of onchocerciasis and ivermeetin distribution
including nongovernmental programmes

- in the Onchoeercilasis Contrel Programme (QCP) area
- outside of the Onchocerciasis Control FProgramme area

(b) Strategies for comtunity-based and hospital-based distribution systems

- Target populatlon

- Diagnosis

- Monitoring and surveillance

- Management of adverse resctions
- Records and reporting

- Retreatment schemes

- Evaluation

{c) Procurement, storage and stock-keeping of ivermectin Including logistics of
distribution

(d}) Training of persommel
- at community level

- at hospital level
- at management level

{e) Public awareness and health education

{fy Structures at national and intercountry level for ivermeetin distribution
systems




CPBL/9G .1
page 13

{g) Country reviews and plans of action

- Nigeria

- OCEAC countriexs
- Zaire

- OCP countries

- Other countries

(h} FPlanned commitments and budgets by interested nongovernmental organizations
(i} Coordination of programmes executed by nengovernmental organizations
(3) Conclusions and recommendations

It was ggreed that the participating nongovermmental organizations weuld share
between them the costs of inviting representatives from gelected endemic countries in
Central and West Africa. In view of this, it was decided te run the meeting as a
bilingual (English/French) meeting. The total cost for the meeting would be worked out
by the WHO Programme and forwarded to the Chairman of the Consultative Group, for his
further action. The wenue for the meeting would be WHO in Geneva and the dates from
22 to 25 April 1991, These dates would still allow the nongovernmental organizations
invelved te meet with the Director of the Onchocerciasis Control Programme (OGP},

Dr E. Samba, in case it were necessary to discuss further the ongoing collaboration in
the dlstrlbutlan of ivermectin in the OCP area.

5. PLANNING IN EYE CARE FOR THE NEXT FIVE YEARS

5.1 Conclusions and recommendations from the WHO Meeting on the Prevention of Chlldhood

Blindness., Londgon, May 1990.

The World Health Organization held a global meeting on the prevention of childhood
blindness which was ¢o-sponsored by Christoffel Blindenmisgion and Sight Savers. The
aim of the meeting was to review the epidemiology, causes and control strategies for
childhood blindness. A draft report has been written which will later become awvailsble
as & WHO publication,

The main conclusions of the meeting were as follows:

(1) There are an estimated 1.5 million blind children in the world, and a further
0.5 million become blind each year, of whom 60% die within one vear, :

{2} The major causes of c¢hildhood blindness are:
{a) nutritional (vitamin A deficieney):
(b} infections (measles, rubella, ophthalmia neonatorum):
(¢} inherited genetic diseases;
(d) problems related to birth (cerebral hypoxia, retinopathy of premaéﬁrity);
(e) problems related to the delivery of eye care services:
- inappropriate: harmful eye practices by non-trained personnel:

- defiecient: lack of facilities, e.g., treatment of congenital cataract.
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{3) The report concluded with a number of recommendatiens of which two directly
mention the reole of nongovermmental organizations:

Many of the nongovermmental orpenizations working in blindness prevention are
already playing a significant role In contrelling blindness through the
strengthening of eye care provision Iin publiec health and specific measures in
combating xerophthalmia. It is recommended that they give mueh greater
emphasis to creating awareness of how childhood blindness can be prevented in
all sectors of society. The development of appropriate health and eye care
services in programmes that nengovermmental eorganizations coordinate between
themselves and with other sgenclez iz to be encouraged.

Priority should be given to epidemiological research that has the followlng
aims;

- To identify the major risk factors in certain types of childhoed blindnezs
and to evaluate the relative importance of these risk factors.

- To assess the impact on childhood blindness of various interventionsz, some of
which may be alternatives.

- To evaluate the cost-effectivenass of these interventions.

Nongovernmental organizations may consider collaberative support for these
activities,

5.2 Member nongovernmental erpanizations’ presentations on planned propramme suppott

5.2.1 Christoffel Blindenmission (CEM)

(1) The GBM Medical Consultant Committee will be meeting from 7-10 Nevember in
Nairoebi, immediately preceding the IAPBE Assembly.

(2) GBM is initiating a programme to identify treatable blind children,
particularly those with congenital cataract attending blind schools.

(3) New programmes for the mass distribution of ivermectin are being developed for
1991 . These will concentrate on countries not being covered by the Onchocerciasis
Control Programme (OCP) in West Africa,

(4) An evaluation 1a being conducted of the efficiency and role of optical
workshopa in Afriea. Assistance is belng glven in developing new workshops in
collaboration with the WHO Programme for the Prevention of Blindness, particularly
in French-speaking countries of Africa.

(5) CBM 1a i{ovestigating the poszibllity of developing and supporting training
programmes for ophthalmie assisztants/nurses in French-speaking countries of Africa.

{(6) Oversll, CBM is assisting and encouraging its partner organizations in the
voluntary sector of medical services to integrate their programmes and work into the
planning of national preventlon of blindness committees.

5.2,2 Helen Keller International (HKI)

(1) Asia: HKI has recently received a five-year grant from the USAID miggion in
Bangladesh to develop a nutritional surveillance system in collaborxation with the
Government of Bangladash and other nongovermmental organizations. New eye care
programmes are antlecipated in Asia, for Cambodia and Viet Nam and, ultimately,
China,
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(2} Latin America: The primary eye care programme, focused on children and based
on the Peru, Philippines, Sri Lanka and Tanzsnia models, is to be extended ro
Brazil, where an encouraginmg start to the cataract programme was noted. The'
organization will seek to contimue to work in Haiti, with other nongovernmental
crganizations. HKI's project in Peru is Primary Eve Care in 3 Departments.

(3) Africa: The United States Congress has approved funding for the extension of
the Vitamin A Programme (VITAP) for the treatment of nutritional blindness. JHKI
seeks to extend its current vitamin A activities in Burkina Fasc, Mali and Niger.

5.2.3 Ipternational Fye Foundation (IEF)

(1) Malawi: In September 1989, IEF began a two-year programme to control vitamin A
deficieney In the Lower Shire Valley, focusing on nutrition education, vitamin A
capsule distributien te children and women, and ocular screening. A three-year
onchocerciasis control/Ivexmectin distribution programme is plarmed in collazboration
with the United States nongovernmental organization ADRA in the southern region of
the country. The programme is expected to begin at the end of 1990. :

{2y Nigeria: IEF, in colleboration with the United States nengovernmental
organization Africare, is in the second year of the three-year community-based
ivermectin distribution programme in Kwara State. The programme has tested various
delivery strategies and has produced a field manual on setting up such programmes
which is due te be published by the end of 1990.

(3) Guatemala: IEF is beginning a second three-year programme to distribute
NutriAtel to preschool-age c¢hildren. In collaboration with CeS51AM, the
organization is alse investigating the beta-carotene content of indigenous plants,
In additien, IEF is currently in the second year of a three-year ivermectin
distribution pilet programme in the Yepocapa region.

(4) Honduras: A second eye clinic 1s being esteblished at Sapta Barbara. A thres-
year vitamin A deficiency control programme is being implemented in the peri-urban
areas of the capital, Tegucigalpa. :

5.2.4 Licng International

Mr John Stewart, representing Lions International as an observer to the meeting, was
invited to outline the Lions SightFirst Programme which had been announced st the Lions
Clubs International Convention in July. He described the propesed initiatives at local
and at national level and the interaction with WHO, national committees for the
prevention of blindness and nengovernmental organizations.  The Programme had been
developed under the guidance of am international panel of experts, led by Dr Carl Kupfer,
President of IAPB and Director of the National Eye Institute in Bethesda,

5.2.5 Organjzsacion Nacippal de Ciegos de Espana (QNCE}

Mr R. Mondaca and Ms J. Varsavsky, attending as observers, outlined ONCE’'s work in
Latin Ameriean areas, including the implementation of a national eye care plan for
Guyana, in cooperation with Sight Savers, and the provision of technical and financial
suppert for an eye care adviser for Latin America, through the Pan American Ssnitary
Bureau (PAHO), co-financed by Sight Savers. '

Following the suceess of the Low Vision Rehabilitation project in Sae José, Braril,
which ineluded the provision of the equipment and staff training, it was hoped scon to
set up a gimlilar scheme in Montevideo, Uruguay. This had already commenced by the.
purchase and adaptation of a building.
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1991 projects included a Low Vision Rehabilitation Centre in Ceordoba (Argentina);
the first steps for another in Conception (Chile); and equipment for eye care work and
financial support for specific eye treatments in Florlanopolis, Santos and Porto Alegre
(Brazil), Bucaramanga (Colombia), Guyaquil (Ecuador) and Arequipa and Lima (Peru).

5.2.6 QOperation Evesight Univercal (QEU)

The emphagis in the next five years will be on training more cophthalmeoleogists in
India, with the target being to raise the current total of 48, all of whom were trained
in Manipul, te 100. Modern principles of advertising and promeotion will be used to
promate vitamin A education and these programmes will be Increased with the theme of "o
More Blind Children". OEU hopes to establish two paediatrie eye care units in India in
the next five years and to fund researech, Alszoe In India, OEU will continue to co-finance
the cataract extraction programme with the emphasis being on underserved areas.

5,27 QOrganisation pour la Prévention de la Céeitd (QPC)

OPC'= proposed activitiez Include:

« gontinuation of support to programmes already in existence in Burkina Fase, Guinea
(Conakry), Mali, Mauritania, Niger, Senegal and Viet Nam;

- continuation of support to eye care services In Cameroon, Central African
Republic, Ethiopia, Ivery Coast and Nepal;

- disztribution of ivermectin in Guinea (Conakry), Mali and Senegal, in cellaboration
with Sight Bavers;

- establishment of an ophthalmological mobile unit in Bobe Dleulasso, Burkina Faso;
- establishment of a rural secondary eye care service in Zigulnshor, Senegal;
- commencement of eye care services in the Abeche Hospital, Chad,

5.2.8 Project Orbis

Dr James Martone, representing Project Orbis as an observer to the meeting, was

invited by the Chairman to indicate his organization’s plans for 1991. Dr Martone
responded by drawing members' attemtion to the Symposium that was to be sponsored by
Project Oxblg in collaboration with the Camercen Government in January 1991. He alszso

drew the Group's attentlon to the forthcoming publication by Project Orbis of a Manual of
Teaching Materials.

5.2.9% Sirht Savers

(1) Asia: In Pakistan, an agreement has been signed for the establishment of a
comnmunity healch programme in North-West Frontier Province. In India, the
organization is gradually moving the focus of its suppert fxom states where It had
been very active to those such as Bihar, Orissa and Assam, where eye camp services
are relatively undeveloped. Sight Savers will seek to provide good, permanent
faelliries in these states, working cleosely with their health authorities, for
comprehengive seyvice delivery, thus lessening dependence on the eye camp strategy.

(2y Africa: It is anticipated that the distribution of ivermectin in West Africa
will cause the infrastructure to grow, thus improving eye care sexvices in
underserved areas. Nigeria will be sgtrengly targeted over the next filve years and
the community outreach programme in Keaduna will be further deweloped, Ivermectin
distribution, co-financed with OPC, will commence in Guinea, Mall and Senepgal,
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(3) In the Caribbean, eye care services will be developed in Guyana, in cooperation
with ONCE, and In Belize and Jamaica, working through the Caribbean Gouncil for tha

Blind.

(4) In the Pacific ares, a natienal eye eare plan for Papua New Guinea will be
developed and supperted, including training for medical auxiliaries, based in Fort
Moresby,

Overall, §ight Savers will continue to suppert naticnal comprehensive eye care
services and will seek to develop manpower training in conjunction with serviece delivery.

The granting of the Royal Charrer, incorporating a revised constitution, in February
1990, enables Sight Savers to work outside the Commonwealth.

6, THE INTERNATIONAL AGENCY FOR THE PREVENTION OF BLINDNESS

6.1 Fourth General Assembly

Dr Caxl Kupfer thanked nongovernmentsl organizations for their support and gildance
during his elght-year term as President, and outlined the piegramme and arrangements for
the General Assembly in Nairobi. He noted that the theme of "Sustainability” needed to
include the issue of fumnding for IAPE. ‘ v

The subject of nomination for a successor te Dr Kupfer as President of IAPB:came
under discuszion and the recommendations of the Nominating Committee were consideéred in
decall, .

6.2 Consultative Group Chairman

Mr Johns reminded members that his term of office as Chairman of the Consultative
Group would come to an end at the General Assembly and asked them to begin cemsidering
which nongovernmental organization among them should take en the task for the next four
years, i
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ANNEX 1

OPENING ADDRESS

by

Barry Wint, M.D.
Chief Medical Officer, Ministry of Health, Jamaica

on the occasion of the

THIRD MEETING OF THE CONSULTATIVE GROUF OF NONGOVERNMENTAL
ORGANIZATIONS TCO THE WHC PROGRAMME FOR THE PREVENTION OF BLINDNESS

Kingston, 17 September 1%20

Thank you, Mr Chailrman, Distinguished ladies and gentlemen, good morning.

It is certainly a pleasure and a privilege for me te be participating in your
meeting this morning and te be part of such an august body of organizations with an
interest 1ln and ecaring about the question of blindnesz preventien,

1990 is the sztart of rhe final decade towards the yvear 2000 and, in Jamalca, we
recognize that the question of the goal te which we all strive - Jamaica being a
signatory to the WHO mandate of Health for All by the Year 2000 - means that we are
running out of time and, with respect to eye care, we are particularly concerned in
Jamalcs that we have not yet addressed basic issues in terms of planning for the eye care
of the Jamaican populace.

We stil]l need to determine what the major problems are; we have not yet done a
baslc survey. However, we know, and certainly the ophthalmolegists tell us, that the
major problems that we face in terms of prevalence relate to basic problems like
cataract, glavcoma, and complications in the eye from chronic diseases that are prevalent

in Jamaica. In the younger age group, we have roughly a 10%Z prevalence of sickle eell
angemia in the Jamaican public and, in the older age group, after age 40, we all start to
suffer from hypertension and diabetes mellitus. These are some of the more pressing

problems that face us and all of those have an impact on the status of eye care in
Jamaica and contribute to the development of blindness.

In terms of access of the Jamaican public to care, there are also problems. Again,
the ophthalmologists assure me that we have enough ophthalmologists in Jamaica. However,
the way in which they are distributed is a problem: mainly they are in the big towns and
here, in Kingston which is the capital of Jamaica, you will probably find 75% of the
technology, both human and machinery, to deal with the problems.

At the other end of Jamaica - the western end - we have another unit at the Cornwall
Regional Hospital, where I happen to have worked for about 15 years, and about 10 years
ago we did a small survey there to look at the question of access. Though that hospital
and that eye service serve roughly three-quarters of a million populatien in the western
five parishes of Jamaica, I decided to look at exactly who were being served in the
Centre. It turned out that within & 20-mile radius of that service, the main urban
populace were being relatively overserved, in that they were acecessing that Centre for
relatively mild eye problems, and when you looked into another 20-mile radius around that
Centre, there were a significant number of people going blind with very critical problems
that were not being reached by that eye service.
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So we established from that small study that the whele question of access was a
critical one; that establishing an eye centre and an eye service, and staffing i#‘with
highly trained ophthalmologists and up-teo-date equipment, does not necessarily answer the
preblem, because often we find that in the urban setting and in the Jamaican ccengiio, a
lot of that service is now available in the private sector as oppoged to the public
sector. With that kind of model, it means that those who ean afford it have access, and
they have access to an ophthalmologist if an eyelash gets into their eye, and I think
that iz an abuse of an ophthalmologist's time in terms of the global need. It means,
therefore, that one of the challenges we face is to adjust this access. Taking the words
of the ophthalmelogists that we do have enough ophthalmologists - and that even I feed to
double-check - means that we have fo set up a system which will ensure that those people
who need that level of care can get te see the ophthalmologist, but that those who have
simpler preblems can be dealt with at a more peripheral level.

And this whole area Is what I refer ro as primary eye care because, in Jamaica, the
structure of our service relates to the primary health care model. We have a fairly
widely distributed network through 360 health centres across the country, in¢luding sone
of the rural areas, staffed by a variecy of health workers, from a simple midwife and a
community aide, gll the way up to & nurse practitiomer and, in some cases, a doctor, and,
by and large, the populace bypasses that whole network with respeet to eye care and heads
for the eye centres, and especially those centres that they knew will have a slitlamp for
examination and might even have a laser service for some of the fancier treatments. We
do have a laser machine in a couple of cur centres.

This, we have to address, we know, and one of the mechanisme that we are looking at
iz the whele questien of transferring some of that technology and krnowledge from the
ophtheslmologists to the primary eye care providers im the field: at least at the level
of the docters in the field, the general practitioners in the field apd the nurce
practitionmers in the field that are fairly sccessible to the public because, again, John
fublic goes to these people if they have an eye problem, and immediately the patient is
referred te the ophthalmolegist. I think we have to step that by arming these people to
be able to deal with some of the basic problems. Cataract surgery in Jamaica, for’
example, is still scphisticated here. You still have to line up on a waiting list to get
into a major operating theatre, with a lot of bottlenecks in terms of anaesthetic time.
At this particular time, we have a problem with brain.drain of our manpower and theatre
nurses are short, so the whole question of full utilization of our eperating rooms is a
prebler.  So we have these long waiting lists for gomething that is, I am told, now
demystified technique to a large extent and which, in some countries, seems to be taking
place at the periphery.

This is going to need a lot of work; it iz going to need a lot of commitment and
resecurces but I think that the will in Jamaica is there because, already, we have started
to work with the nongovernment oxganizations and eye care ig one of the aress in which I
think the nongevermment agencies are making quite an impact. I heard, as you introduced
yourselves, mention made of Project Qrbis and the Lions Club and other people wheo have
been working with us in Jamaica but, structurally, I need to mention a particular .
relationship that has emerged where we have formed a National Gommittee on Blindness
Prevention, in 1986, with the Jamaica Soclety for the Blind and with other interested
parties in the private seetor, collaborating with us in the Ministry of Health, Together
we plan to leok at a determination of the real needs of the population, determine what
resources ave available and what the resource gaps are and then to develop a strategic
and programmic plan and approach to deal with those needs effectively. This will include
the mnueh-needed research and, very importantly, effective coordination of the activities
of the various agencies, because we find that many agencies working in isolation are
overlapping seme of their functioms and their activities and, with effective
coordination, we think that we can recognize and realize some efficiencies to our
efforts.
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50, Mr Chalrman, it has been very timely that your Consultative Group decided to
meet here in Jamalea and we really look forward, as you Interact with the Jamalcan and
the Caribbean groups, to our being able te move forward and make great strides to deal
with what is needed here in Jamaieca. Therefore, it is left to me just to welcome you and
1 hope you came in early enough on the weekend to have had a chance to see a little bitc
of Jamaica before getting down to your meeting, especlally those of you who are here for
the first time. I would like to wish you guecessful deliberatiens for your twe days and
1 hope that at the end, you will zee a meaningful preduct from your deliberations, We
welcome your assistance as we struggle here in Jamaica to develop an eye service and to
provide reszonable levels of eye care for the people of Jamaica. It is a pleasure teo
declare your gemlnar open. Thank you.
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ANNEX 2
THIRD MEETING OF THE CONSULTATIVE GROUFP QF

NONGOVERNMENTAL ORGANIZATIONS TO THE WHO PROGRAMME
FOR THE PREVENTION OF RLINDNESS

Kingston, Jamaica, 17-18 Septembar 1990

LIST OF PARTICIPANTS !
Dr M. Chovet, Ophthalmie Consultant, Organisation pour la Prévention de la Cécité;
58 avenue Bosquet, 75007 Paris, France i
Miss A.M.5. Cormell, Consultant Ophthalmologist, Golf Club Read, Rockley, Barbados

Dr P. Edwards, Ophthalmologist, Henry Ford Heapital, 2799 West Grand Boulewvard, Détroit,
Michigan 48202, United Statez of America '

Dr A, Foster, Medicsl Consultant CBM, c/o International Centre for Eye Health,
27/29 Cayton Street, London ECLV 9EJ, United Kingdom

Or D. French, Medical Director, Helen Keller International Inc., 15 Wast Sixteenth Sr,,
New York, NY 10011, United States of America

Rev, €. Garms, Executive Director, Christoffel Blindenmission, e.V., v
Nibelungenstragse 124, D-6140 Bensheim-Scheenberg 4, Germany '

Dr P, Gaxotte, Medieal Director, Merck Sharp & Dohme Interpharma, B.P. 62,
78170 La Celle Saint Cloud, France

Mre M, J. Haws, Administrator, Sight Savers, P.Q. Box 191, Haywards Heath, West Sussex
RH16 4¥F, United Kingdem :

Mr A. W. Johns, Executive Director, Sight Savers, P.0. Box 191, Haywards Heath,
West Sussex RH16 4YF, United Kingdom (Alse representing the World Blind Union)

Dr ¢. Xupfer, President, International Agency for the Prevention of Blindness, National
Eye Institute, National Institutes of Health, Building 31, Room 6A03, Bethesda,
Maryland 20892, United States of America

Dr K. Le Berre, Chief, Filariasis Unit, World Health Organization, Avenue Appia,
1211 Geneva 27, Switzerland

Dr 1. Martone, Medical Consultant, Project Orbis, Inc., 330 West 42nd Street, Suite 1900
New York, NY 10036, United States of Ameriea

El

Mr R. MacDonald, President, Operation Eyesight Universal, P.0. Box 123, S8tn. M, Calgary,
Alberta T2P 2H&, Canada

Mr R. Mondaca, Organizacion Nacional de Ciegos de Espana, Calle Jose Ortega y Gasset 18,
28006 Madrid, Spain

Mr C. B. Neehall, Executive Directox, Caribbean Council for the Blind, 11 Redeliffe imay,
8t John's, Antigua, West Indies

Mr D. O'Marde, Health Planner, Caribbean Council for the Blind, 11 Redcliffe Quay,
5t. John's, Antigua, West Indies
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Mr M. Pajonk, The International Association of Lions Clubs, 300 22nd Street, Oak Brook,
Illinois 60521-8842, Unired States of America

Mr J. M. Palmer III, Executive Director, Helen Keller Internaticnal Inec..
15 West Sixteenth Street, New York, NY 10011, United States of America

Dr M. A. Pean, Co-ordinator, Société Haitienne d'Aide aux Aveuglesg, B.P. 555,
Fort-au-Prince, Haiti

Mz V, Sheffield, Executive Direcror, International Eve Foundation, 7801 Norfolk Avenue,
Bethesda, Maryland 20814, United States of America

Mr J. F. Btewart, Manager, International Activities and Program Development Division,
International Asscciation of Lions Clubs, 300 22nd Street, QOak Brook, Maryland 60570,
United States of America

Dr B, Thylefors, Programme Manager, Programme for the Prevention of Blindness, World
Health Organization, Avenue Appia, 1211 Geneva 27, Switzerland

Ms J. Varsavsky, Head, International Relations Department, Organizacion Nacional de
Clegos de Espana, Calle Jose Ortega y Gasset 18, 28006 Madrid, Spain

Mr W. Williams, President, Caribbean Council for the Blind, 11 Redcliffe Cuay,
St. John’s, Antigua, West Indies

By B, A, Wint, Chief Medical Officer, Ministry of Health, 10 Caledonia Avenue,
P.0. Box 472, Kingston, Jamaica.
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ANNEX, 3

THIRD MEETING OF THE CONSULTATIVE GROUP OF

NONGOVERNMENTAL ORGANIZATIONS TO THE WHO PROGRAMME
TFOR THE PREVENTION OF BLINDNESS

Eingston, Jamaica -18 September ¥

AGENDA
Opening Ceremony

Global review of the activities of the WHO Programme for the Prevention of Blindness
over the past year and verbal reports from nongovernmental organizetions for the
same peried

Prevention of blindness activities in Latin America and the Caribbean
Training of ophthalmic paramedical personnel

An overview of the use of ivermectin and nongovernmental coordinating mechanisms in
its distributien
Planning in eye care for the next five years:

- Conclusions and recommendations frem the WHO Meeting on the Prevention of
Childheod Blindness

- Nongovernmental organlzations' presentations on planned programme suppert in eye
cara

The Fourth General Agssembly of the Internatiomal Agency for the Prevention of
Blindness, Nairohi

Any other matters
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THIRD MEETING OF THE CONSULTATIVE GROUP OF

NONCOVERNMENTAL ORGANIZATIONS TGO THE WHO PROGRAMME
FOR THE PREVENTION OF BLINDNESS

KEingston, Jamalieca, 17-18 September 1990

TABLE 1. NUMBER OF TREATMENTS PROFPOSED IN AFPFROVED MECT;ZAN DONATIONS,
BY YEAR OF APPLICATION APPROVAL, 1988-1990

Initial Continuation

Tetal treatments
Applications Treatments Applications Treatments
Approved Proposed Approved Proposed

1984 ] 255 000 2535 000
19849 239 220 239 220

1990 467 035 357 247 824 282

Total 26 961 255 357 247 1 318 502

*September 1988 through June 1990.

TABLE 2. MNUMBER OF APPROVED INITI%& AND (CONTINUATION) MECTIZAN Ag&}ICATIONS,
BY APPLICANT CATEGORY,  BY YEAR OF AFFROVAL, 1988-1990

Applicant category

GCP/WHO NGO Academic Industry

1 1
8 0

6(1 0(1)

Total 15¢1) 1(1)

* Category of principal applicanc.
* September 1988 through June 1990,
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Togo

Cameroon
Nigeria
Central African Republic
Chana

Zaire

Sierra Leone
Liberia
Tanzanis
Guinea

Mali

Uganda

Benin

Malawi
Ethiopia

Chad
Equatorial Guinea
Cote d’'Iveire
Sudan

Conge
Venezuela
Gabeon
Cuinea-Bisgau
Senegal
Colombia
Guatemsla
Niger

Brazil
Burundi
Angala
Burkina Faso
Yemen

HUMANITARIAN REQUESTS IN ENDEMIG COUNTRIES

o
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Number of tabjlets
requested

87
87
61
39
35
il
28
26
25
19

el ad i CI ST T T PPN

748
292
072
792
650
062
100
762
210
000
176
504
1490
000
400
310
792
572
510
248
800
700
500
472
430
300
220
204
200
104

40

2
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TABLE 3., HUMANITARIAN REQUESTS IN NON-ENDEMIC COUNTRIES

Country

EUROPE

Germany
France
Netherlands
Switzerland
Spain
United Kingdem
Belgium
Denmark
Ttaly
Finland
Norway
Sweden

AFRICA

Kenya
Rwanda
Gambia
Mauritania
Reunion

Egypt

OTHERS

United States of America
French Guyana

French Polynesia

New Zealand

India

Japan

Martinique

Sri Lanka

Emng: Qﬁ requests

31
201
24
10

16

=
e il

o = BN

Fb B3 BD B B b D

22

N

1)

38

14

[l el o T S =

[+]

380
263
032
980
842
106
670
0oo
282
100

50

50

600
520
200
100

16

212
200
100

20
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