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INTRODUCTION i

Following an invitation from the Government of the Gambia, the Ninth Meeting of the
WHO Programme Advisory Group on the Prevention of Blindness was held in Banjul, from
5 to 8 March 1991. ' '

The meeting was attended, apart from members of the Group, by representatives, from
the United Nations Development Programme (UNDP) and executives of a number of intarna-
tional nongovermmeutal organizations. Regrettably, the Gulf war situation immediéﬁely
before this meeting caused difficulties for some expected participants In finding
suitable flight schedules, and they were tharefore unable to attend. The list of ™
participants is attached as Annex 1. :

The cpening ceremeny, which teok place on 6 March at the Kairaba Hotel, the venue of
the meeting, ineluded addresses by:

- the Honouwrable Minister of Health of the Government of the Gambia,
Mre Louise N'jie;

- the Director of Health Services, Dr 0. George;

- the President of the International Agency for the Prevention of Blindness, .
Mr A. Johns;

- the Director of the Onchocerciasis Contrel Programme, Dr E. M. Samba;

- the WHO Representative, Dr H. P. Ojlambe;

- the WHO Programme Manager for the Prevention of Blindness.

Mr E. Manneh, Permanent Secratary, served as Mastex of Ceremonies.

Dr H. Faal, Natienal Coordinator for the Prevention of Blindness in the Gambi?, and
Regional Representative of Sight Savers, was unanimeusly requested to serve as '
Chairperson, with Dr I. Badr as Vice-Chalrman. Professor 6. Johnson acted as
Rapporteur. The agenda was adopted without any modifications and is attached as Annex 2.
1. REVIEW OF ACTIVITIES
1.1 Review of activities at the global level

1,1.1 General overview

G

Generally, there was a continuation of main programme activities, but no further
expansion of the WHO Programme during 1989/1990. The reasons for this were that.ﬁ
programme resources had levelled off, with a gradually decreasing availability of .
extrabudgetary funds. This zituation had unforrunately led to reduced possibilities to
support the development of national blindness prevention programmes; accordingly, there
had been only a slight increase, from 62 countries in 1989 to 70 countries at the end of
1990. However, several countries were expressing their interest in, and starting to
prepare for, natiomal blindness preventlon programmes, notably in Africa. At the same
time, the economic recession had been felt more and more severely in the least developed
countries, again particularly in the African Region. In the abzence of a growing WHO
budget in real terms, the competition and prieority-setting for the available WHO country
budget were increasingly difficult.
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On the pogitive side of programme development, there had been a further
strengthening in c¢ellaberation with nongovernmental organizations during 1989 and 1990,
Severa)l very gsignificant joint developments had taken place, such as a workshop sponsored
by nongovernmental organizations for French-speaking countries in Africa and a global
meeting on the preventlion of childhood blindness,

In the domain of research, the Programme had made progress, with increasing
activities suppoxted by the National Eye Institute (USA) and the Edna MeConnell Clark
Foundation, in addition to projects undertaken with regular budgetr suppeort.

1.1.2 Meetings and documentation

The WHO Programme for the Prevention of Blindness (PBL) convened the following
meetings at the global level durlng 198%9/1990:

- The Eighth Meeting of the WHO Programme Advisory Group which took place, following
a particular invitation on the occasion of the bi-centenary of The Johnes Hoplins
Medical Institutions, at the PBL Collaborating Centre, the Internatiomnal Center
for Epidemiclogic and Preventive Ophthalmelogy, Wilmer Institute, Johns Hopltins
Medieal Institutions, Baltimore, USA, from 14 te 17 March 1989. The report of
this meeting has been issued in English and French as document WHO/PBL/89.17.

- A Working Group on the Local Production of Eye Drops, convened in Geneva from
14 to 17 MNovember 198%. The work of this group was based on the pioneer work of
the Chrigtoffel Blindenmission (CBM), ineluding & manuwal. The document resulting
from this meeting, in which the Pharmaceutiecals unlt of WHO participated, was
extansively reviewed by an international group of experts (decument
WHO/PBL/90.20).

- & global meeting on "The Prevention of Childhood Blindness", hosted by the PBL
Collaberating Centre in London, the International Centre for Eye Health, from
29 May te 1 June 1990. This meeting was entirely sponsored by two nongovernmental
organizations, namely CBM and Sight Savers {(commonly referred to as the Royal
Commoniwealth Society ferx the Blind), on the occasion of the fortieth armmiversary
of the latter organization. This meeting was, therefore, opened by the President
of Sight Savers, Her Royal Highness Princess Alexandra, the Henourable
Lady Ogilvy, at the invitation of the Director-General of WHO, The report of the
meeting has been finalized for publication through WHO, with support from the host
organizations,

- A consultatjen on "The Use of Intraocular lenses in Cataract Surgery in Developing
Countries", in WHO headquarters from 3 to 7 December 1990, at the request of the
Executive Board of WHO (document WHO/PBL/91.1).

- The Third Meeting of the Consultative Group of Nongovernmental Organizations to
the WHO Programme, held in Jamaica in September 1990 (document PBL/90.1). (See:
"Collaboration with nongovermmental organizations®.)

In addivion to the above-mentioned documents, the development of training aids has
been pursued, in particular for the assessment of trachoma. Tha support which has been
made available by the Edna McCopnnell Clark Foundation, USA, has allewed for the
preparation and dissemination of a recognition/grading card for trachoma, and & manual
#nd slide sexles.




1.1.3

WHO/PBL/91.22
page 3

Joint activities

The followlng particular activities have been undertaken in collaboration with the
WHO Reglonal Offices concerned:

In the African Ragion, a population-based survey on blindness and its causéé in
the Republic of Benin was carried out, and a research study on atypical
maculopathy with optic nerve atrophy in adolescents was initiated in the Unlted
Republic of Tanzania. A subregional workshop on "Manpower Development for .
Blindness Prevention in Africa" was convened, with support from several '
nongovernmental organizations, in Lomé, Togo, in April 1990. (See:
"Gollaboration with nongovernmmental organizations®.)

i

In the Region of the Americas, work has progressed on the implementation af a
project for primary eye care in nine countries, supported by the Arab Gulf Fund
for United Nations Development Organizations (AGFUMD). PBL Programme staff from
WHO headquarters paid a visit te Haiti for project planning in 1989, ‘

In the Eﬂ§;gxﬂ_ﬂgﬂi;gxxﬁngﬁn_ﬂggiﬂn there has been joint Input in the planping of

& national programme In Moroeco and in the evaluation of programme development and
the work of the FBL Collaborating Centre in Tunisia. A planned regiomal meeting
on primary eye care had to be postponed from the autumn of 1990 well into 1991 due
to the unrest in tha Gulf area.

In the Regions of South-East Acgia and the Western Pacific, a four-week coufée in
the management of natienal blindness prevention programmes was organized jointly
between the PBL Collaborating Centre in Tokyo (the Department of Ophthalmology of
Juntende University School of Medicine), the Regional Offices in New Delhi and
Manila, and PBL/headquarters, with two other PBL Collaborating Centres in those
Reglons, 1.e. The Rajendra Prasad Centre for Ophthalmic Sciences in New Delhi,
India, and the Institute of Ophthalmology, Beijing, China, also involved. This
course took place in Nakornratchasima {Korat) in noxth-eastern Thailand in
February 1990, snd it included 22 participants from 13 countries of the two
Regions,

Collaboration has alsc taken place with other technical units/programmes, as

follows:

Continuing consultarions with the Nutrition unit concerning xerophthalmia and
vitamin A deficiency, including the possible role of the Expanded Programme on
Immunization as a wvehicle for supplementation of infants. This is alsc a matter
of great interest to UNICEF. s

"’M
Joint work with the Filariasis Contrel unic, through the WHO-inhouse Meccléan
Committee, for the planning and evaluation of project proposals for 1vermect1n
distribution schemes in endemic countries. ‘
Joint input, with the Leprosy wnit, for a longitudinal study of ocular 1eprosy and
the prevention of visual loss due to this disease.

Continued collaboration with the Onchocerciasis Comtrol Programme in West Afrlca,
for the ophthalmological evaluation of the results of vector control.
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1.1.4 gollaboration with nongevernmental ortganizations

As previously referred te in this report, there have been certain meetings
financlally sponsored by nongovermmental organizations:

- The glebal meeting on "The Prevention of Childhood Blindnmess" in 1990 (point 1.1.%
refers).

- The subregional workshop on *"The Development of Manpower for Blindness Prevention
in Africa", organized in Lomé, Toge, in April 1990. This workshop included
participants from 17 French-gpeaking countries, whose attendance was sponsored by
a group of nongovernmental erganizations, under the aegis of the Consultative
Group of Nongovernmental Organizations to the WHO Programme.

Other collaborative activities have included joint work with the Christoffel
Blindenmission (CBM) on a booklet on the local preparation of eye drops (point 1.1.2
refers) and preparatory arrangements for the setting-up of an optiecal workshop at the
Institute of Tropical Ophthalmelogy in Bamake, Mali. The Imstitute will, in its capacity
as a WHO Collaborating Centre, be in a position to receive and coordinate the training of
technicians in this field in West Africa.

The third meeting of rhe Consultative Group of Nongovernmental Organizations to the
WHO Programme took place in Kingston, Jamaica, on 17 and 18 September 1990, in
conjunction with the annual meeting of the Inter-Agency Coordinating Group for the
Caribbean. In addition to the ordinary Group member organizations, representatives from
the International Assoclation of Lions Clubs, Project Orbis and the Spanish national
organization for the blind - Organizacion Nacional de Ciegos en Espafia (ONCE) - were
invited to this meeting. One of several major outcomes of this meeting was the decisgion
to sponser a WHO/Neongovernmental Organization meeting on Strategies for Ivermectin
Distribution within Primary Health Care Systems, to be held in Geneva from 22 te 25 April
1991,

The Fourth General Assembly of the International Agency for the Prevention of
Blindnezs took place in Nairobi, Kenya, from 11 to 16 November 1920, bringing together a
great number of organlzations and people werking in this field. The theme of this very
important Assembly was "Sustainable Strategies for the 90s", and a key-note address on
that teopic was delivered by the WHO Programme Manager; the programme staff also
participated in various working groups in the course of the meeting.

1.1.5 Research and training

Work has progressed very well in the Research Coordination Module of the Programme,
with several activities undertaken with support from the National Eye Institute, Natlonal
Institutes of Health (USA), including population-based assessments of blindness and its
causes in Benin and Turkey, and a comparative clinical trial of vanadium-steel sutures
for cateract surgery in India (Aravind Eye Hospital). The present work iz foeusing on
the zetting-up of, and feasibility study for, a comparative c¢linical trial of
intracapsular cataract extraction with subsequent aphakic spectacle correction, Iin
relation to extracapsular cataract extraction with posterior chamber lens implantation,

Other research projects supported have included risk factor analyszis for cataract in
India, the evaluation of a simple applanation tonometer (Maklakeff) and trachoma
transmission studies in Brazil and the United Republic of Tanzenia. In the latter
country, a case-control study of a maculopathy amongst adolescents has been initiated, in
collaboration with national staff and the International Centre for Eye Health (Londen).
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Work has also proceeded on the fleld-testing and evaluation of the simplified
grading scheme for trachoma, previeusly developed with support from the
Edna McConnell Clark Fuundation (USA). 1In general, this scheme has given very
satisfactory results 1n a number of countries; work is ongoing for the finalization of
training material.

Suppert has been provided to the courses in Community Eye Health and Preventive
Ophthalmolegy held at the International Centre for Eye Health (London) and the Dana
Center (Baltimeore) respectively.

1.1.6 Discussion

1t was noted there had been a contlovation of main programme activities, but
regrettably no further expansion of the WHO Programme during 1989/1990, This wag because
of two serious issues: manpower avallable and resources in terms of funds,

The shortage of manpower is felt at the Regional Offices; as an example it was
noted that the Regional Programme Adviser at the Regional Office for South-East Asia
{S5EARO) is rezponsible for zeven programmes. The Programme is fortunate now in having a
new Reglonal Adviser at the Regienal Office for the Americas (AMRO) thanks to
contributions from twe nongovernmental organizations (Organizacion Nacional de Ciegos en
Espafia [ONCE] and Sight Savers, United Kingdom). Similarly, a short-term professzional
staff member is now avallable to the Programme in Geneva following a contribution from
the International Association of Lions Clubs. However, the programme staff have had an
increasing work leoad, and are falling behind in meeting requests for consultations and
site-visits te countries.

Contributions from the Japan Shipbuilding Industries Fund are mo longer available.
Over the last few years there have been three generous contributions from the Arab Gulf
Programme for United Nations Development Organizations (AGFUND), but sinee the two major
contributors were Kuwalt and Sgudli Arabia, the future of this source is unelear., Furure
sources may Include the United Natlons Development Fund in Africa.

On the positive side, the new setting of the Programme within the Division of Health
Protection and Promotion of WHO was satisfactory. The Programme has a good standing, and
has been well treated as regards the regular budget. There has been a further fruitful
strengthening during 1989/1990 of the collaboration with the nongovernmental
organizations. Nevertheless, the mobilization of additional support to the WHO Programme
remains a matter of increasing concern and urgency.

1.2 eview o

An estimated 1.2% of the population in the African Region suffers from blindness
(with variations between 0.3% in the Conge, 2% in Chad, and reaching 4.7% in some reglons
of Mali)}.

The main causes of blindness in Africa are cataract, onchocerciasis, trachoﬁé and
other eye infections, complications of measles, vitamin A deficiency, glaucoma and
trauma.

The human resources for the prevention of blindness are scarce and are localized in
the urban centres, They are practically nonexistent in rural areas. The estimated
average number of ophthalmolegists in the Region is one per million population. There is
insufficient availability of persommel of all categories; it is therefore being
recommended that some countries adopt the solution of training general surgeons and other
categories of persommel in ophthalmic surgery.
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The follewing activities fer the prevention of blindness were developed in the
Region during the past two years with the full support of WHO (Regional Office and
headguarters):

(1) Niger and Togo (1989) and Benin (1990) carried aout surveys to obtain
information with & view to assessing the situation and to preparing national
programmes. Preliminary surveys were also carried out in Zambia and
Swaziland in 1989,

Nigeria launched itg National Programme for the Preventicon of Blindness in
November 1990 during the 15th Annual Meating of the Ophthalmological Society
of Nigeria.

Several countries of the Reglon carried out activities of manpower
development, particularly related to specialization in ophthalmolegy and te
the training of ophthalmic clinical assistants.

(a) Coéte d'Ivoire, Kenya, Mali, Nigeria, Senegal, Tanzania and Zalre
developed programmes of specialization in ophthalmeology. Nigeria plans
to undertake a two-year diploma course in ophthalmelogy as an
alternative to the four years' specialization,

Ophthalmie clinical assistants are being trained at the WHO
Collaborating Centre "Institut d'Ophtalmologie troplcale de 1’'Afrique"
(I10TA) in Bamake, Mali, at the Regional Eye Care Training Centre,
Lilomgwe, Malawi, in Ethiopia, in Kenya and in Tanzania.

A pedagoglc seminar for the teaching of personnel of IOTA was held in
Bamako in January 1990, A subregional Seminar on Development of Health
Manpewer for the Prevention of Blindness was held in Lomé in April
1990. 1t was wrganized by WHO with the collaboration of several
nengovernmental organizations. The seminar was attended by 17
participants from French-speaking countries of the subregion.

(@) Twenty-three holders of WHO fellowships from 15 countries undertook
specialization in ophthalmolegy during 1989 and 1990,

Educational materials (posters, books, documentatien and slides) were
distributed to institutions and individuals in the Region. Requests by
individuals for posters and documents on blindness prevention are frequently
received at WHO headquarters and the Regional Office.

The initiative to produce low-cost spectacles, launched by WHO with the
coellaboration of seme nongovernmental organizations, was well accepted by the
countries, several of which presented project propesals or asked for WHO's
collaboration for the organization of workshops for the production of lenses
and/or frames,

The WHO Regional Office has provided ophthalmic supplies and equipment with a
view te strengthening the national capacities of prevention and control of
blindness in selected countries.

In countries where onchocerciasis is a public health problem, the
intreduction of ivermectin in the treatment is shifting the appreoach of the
contrel of the disease, previocusly based solely on the destruction of the
Simulidse, to mass treatment schemes. WHO executes the Onchocerciasis
Control Programme with the collaboration of the United Nations Development
Programme (UNDFP), the Food and Agriculture Organization (FAQ), the World Bank
and other agencies and donors,
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The contribution of nongovernmental organizations for the prevention of blindness in
Africa is erucizl for motivation, resources mobilization and methods of work. Several
countries benefit from the support of some of these organizations, espeeially for
immnization and prevention of blindness, !

In conelusion, the main challenges in the African Region are that manpower
development must be intensified and health services become more community- orlented and
further strengthened.

Information iz not as easy to obtain as desired, particularly thac relating to the
prevalence of blinding diseases, existing resources and training of personnel.
Strengthening the relationship batwean blindness preventien programmes and universities
and other training institutlons, as proposed by the Three-Phase Scenario for Health
bevelopment in Africa, will enable a better assessment of the epidemiolegical sitation
and provide more information on the development and availability of health personnal for
the prevention of blindness,

In the subsequent gdiscussion, the WHQ Representative for the Gambia outlined the
three-phase health development scenarlo developed by tha African health ministers: in
Lusaka, with the District az the focuz of health services. Management was being stressed
at all levels in the present five-year plan. Unfortunately, acquired immumodeficiency
syndrome (AIDS) is a majer part of the present soclal and economic constraints seen in
many African countries.

The subregional workshop on "Manpower Development for Blindness Prevention", held in
April 1990 in Lomé, was very important for the Francophone countries; they all agreed on
the concept of training cataract surgeons, recruiting them from several catepories of
medical and auxiliary personnel, depending on the loecal circumstances.

1.2,2 The Region of the Americas

Since 1980, with the strong support of several nongovermnmental orpanizations,
national speclalists and government authorities, & Reglomal Program foxr Eye Care based on
Primary Health Care has pradually developed. The activities of the Regional Program have
heen in addition to several other actions for eye health and the prevention of blindness,
guch as those related to maternal and child health (improvement of paerinatal ecare,
application of the method of Grédé to the newborn, immmization), food and nutrition
{promotion of intake of vitamin A), envirommental health (water supply and sewerape,
health of the workers) and control of communicable diszeases (trachoma, leprosy and
onchocerciasis).

Senile cataract is the leading cause of curable blindness; refractive errors are
the main cause of visual loss; eye trauma is the first cause of ophthalmie consultancy;
and the low coverage of health services constitutes the major constraint to adequate eye
eare, Open-angle glaucoma and diabetic retinopathy are other important causes of eye
damage and blindness. Some of the blinding disorders which are common in other parts of
the world, such as trachoma, onchocerciasis and xerophthalmiza, are limited to small
geographical areas in the Americas.

The already low coverage of health services is diminishing steadily, as more and
more people come to need the services. Children, the poor, the elderly and those who
need spectacles and cataract surgery are being increasingly deprived of the vision they
need to enjoy a life of good quality.

Five Latin American countries (Bragil, Cesta Rica, Cuba, Guatemala and Perw) have
implemented national programmes, and nine others (Belize, Bolivia, Colombia, El1 Salvador,
Guyana, Haiti, Honduras, Nicaragua and Paraguay) are starting with the support of the WHO
Regional Office for the Americas (AMRO)/Pan American Health Organization (PAHO) and
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AGFUND (the Arsb Gulf Fund for United Nations Development Organizations). The
English-speaking Caribbean countries have organized themselves as a group threugh the
"Inter-Agency Ceordinating Group for Eye Care in the Caribbesn® and those countries
concerned have all put in place national programmes for eye care.

The Regional Frogram has aimed at reinforcing the activities already under way and
at extending the programme to other countries, This has necessitated the mobllization of
a wide ranpge of resources both nationally and internmationally, with the support of
nongevernmental organizatiens and private groups active in this field.

The Pan American Association of Ophthalmology (PAAD) is constituted by almest all
the ophthalmologists of the Americss, and is the most important technical resource for
supporting primary eye care at the national/local level,

The natlenal institutions have been mebilized to form national/lecal committees for
the prevention of blindness and to contribute through their expertise ipm the fields of
information, training and research,

Bibliographical materials and WHO documents have been widely disseminated among
programmes ag well as professional groups. A special publication om public eye care has
been prepared for distribution in Latin America and the Caribbean,

Some of the main problems during thiz work period were:

(1} continuous changes of szome of the national health authorities. In most

countrles, the national coordinaters have been replaced zeveral times since the
beginning of the programme;

(2) the absence of an accurate and reliable system for data collection and
analysig;

(3) the scaxelty of suitably trained manpower at primary- and secondary-level
facilicies;

(43 the shertage of ophthalmologists, especially in rural areas;

(5) the difficulty in mobilizing sufficlent financial snd technical resources to
provide drugs and spectacles, as well az medical and surgieal equipment;

{(6) lack of a permanent Regional Adviser at AMRO/PAHO to coordinate, supervise and
ensure continuing activities under the AGFUND project.

It 15 recommended that plang for the future include:

(1) strengthening of technical cooperation with national health autherities to
increase suppert for continuous effective local eye care serviees apnd blindness
prevention programmes,

(2) seeking further financial support for the programme:

(3) the design and Implementation of an information system for the ecolleaction and
analysis of data en blindness;

{(4) increasing theoretical and practical training in primary eye care;

(3) strengthenlng of eye care facilities, mainly at the tertiary level, to reduce
the current backlog of patients requiring advanced ophthalmolegleal services
and to meet the needs of patients referred by the primary and secondary levels.
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It the subsequent discusajop, three aspects were highlighted: ‘
- The appointment of a Regional Adviser had been a crucial issue and his recant
yecrulitment was warmly welcomed.

- Vitamin A deficiency is probably much more widespread at a subclinical leﬁél than
indicated in the report submitted; it i= important that ophthalmelogists realize
this. -

- There is an opportunity for coordinated support to a national propramme in Haiti
in collaboration with WHO/PAHO and nongovermmental organizations. This should be
further followed up by the WHO/PAHO offices concerned, in consultation Wlth the
group.

1.2.3 The Eaztern Mediterranean Region

Although the magnitude of the problem of blindness and visual impairment in the
Eastern Mediterranean Reglon is not known in detail, available information indicates that
it represents a major health and soclal problem.

Fellowing the intensive and massive trachoma contreol programmes in the 19605 and
19705 and the improvements which have taken place in most countries of the Region during
the past three decades in sociceconomic and educational circumstances, the decline of
trachoma and conjunctivitis has been substantial and impressive. Re-surveys of treated
areas in the Sudan have shown that, after periods ranging from 3 to 27 years, the crude
prevalences of blindness in 1989 were usually well below 1% in the treated provinces.

However, trachoma is still a common cause of visual loss in Afghanistan, Morocco,
Oman, Sudan, Tunisia and the Yemen Republie. There lg continuing endemielty of éye
infections in Egypt, Pakistan and szome other countries in the Region, including geasonal
gpidemics of mucopurulent conjunctivitis.

With the decline of communicable eye infections, blindness due to cataract has
surfaced as the other most important cause of blindness in the Reglon, followed by
glaucoma, occular trauma and retinal lesions. Xerophthalmia and keratomalacia due to
vitamin A deficiency in some countries, and onchocerciasis in Southern Sudan, are other
causes,

it is now estimated that the overall prevalence of blindness in the Regien from all
causes was reduced from 4% in trachoma-endemic countries to approximately 2.5% in 1988,
which would Lmply, in the present population of 320 million, an approximate § millien
blind, of whom 6.5 million do not need to be blind from their avoidable or curable eye
condition. '

In the preparatory phase of national preogrammes' development, emphasis is put on the
following: government commitment to the programmse in terms of scope and activities which
will allow its development in a phased matmer through primary health care, and include
the main leocal causes of aveidable and curable blindness; the establishment of a
prevention of blindness (PBL) administration with a full-time coorxdinater; the
institution of a narional PBL committee or council, with executive powers from the
ministry of health and acting in coordination with other concerned ministries and with
nongovernmental and interpational agencies.

The follewing countries have adopted a natignsal poliey on the prevention of
blindness and eye care: Afghanistan, Iraq, Jordan, Libyan Arab Jamahiriya, Morocco,
Oman, Pakistan, Saudi Arabia, Somalia, Sudan, Tunlszla and Yemen.
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WHO collaborated in the organization of natienal workshops on blindness prevention
in Afghanistan, Jordan, Pakiztan and Tunisia. WHO internatienal fellowships were also
awarded to ophthalmeolegists te train in publiec health ophthalmology.

In view of the significant numbers of schoolchildren with refractive errors (15% to
20% in gsome countries), WHC assisted in this needed component of national programmes by
detailing the necessary plan of action for training opticians and hospital
refractionists, and for the provision and eventual local production of low-cost
spectacles in Jordan, Pakistan and Tunisia.

International and nongovernmental organizations have substantially ceontributed to
the promotion of national programmes, training programmes on eye care, and field
research.

The following eonstraints have been identified as eritiecal:

(a) Not many countriesz have a full-time coordinator for the prevention of blindness
or a natiemal prevention of blindness commirtee,

(b) Theye Iz still a lack of reliable, population-based data on blindness and its
cagses In many countries, .«

{¢) There Ls still a limited implementatlon of tralning and educatlonal programmas
for health personnel and in the community in terms of promotion of eye care.
Training is not adequately directed te the emerging priority eye diseases and
to the work settings of the health persennel. With the surfacing of cataract
as the most important cause of blindness, training in ophthalmic surgery has
become essential.

(d) The overall healch infrastructure is generally weak.

(e) Curative care seems everywhere to be separated from prevention. For an
effective programme, these need to be closely integrated.

Specific problems and issues to be addressed in 1990-1995 include the following:

- Irachoma and epidemic conjunctivitis, although greatly reduced everywhere, persist
ag an endemlic problem in several countries. Their sequelae, in terms of
trichiasis and entropion, are still demanding attention to prevent further visual
impalrment. Excellent assessments were made in 1989 of the outcome of the
trachoma control programmes from the mid-1950s te 1988 in Tunisia and Sudan.
There is, however, a need to bring te light once again the curyrent situation of
trachoma and ceonjunetivitis, and to evoke new interest and efforts te reduce the "’
persisting endemicity in some areas to effective minimal levels of transmigsion
and te eventual dizappearance.

- The overwhelming problem of untreated gataract and the resulting backlog of
unoperated cagseg should be addressed more aggressively in all countries. To
stress this need, WHO support to strengthen national training units for ophthalmic
surgery may be given,

- 1t seems that simple glaucema Iz more prevalent than suspected in the Eastern
Mediterranean Region. 1Tt is mentioned as the second commonest cause of blindness,
probably with a prevalence of 3% to 4% in the population above 40 years of age:
half of thoge caszes may remain undiagnosed. Glaucoma presents, however,
particular difficulties for early detection and its treatment is still
unsatisfactory. This problem area could be emphasized with particular attention

to research and- operational developments in the control of this disease.
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In the subsequent discussion, the progress made ln several ¢ountries was peinted
out. A detalled account was presented of the development of eye care in Pakistan,
ineluding the recent appeintment of a mational coordinator and the establishment. uf a
national committee for the prevention of blindness. :

Other comments made included the following:

- The situation with trachoma has in general greatly impreved, but this has led to
the assumptien in some ministries of health that there is no residual problem.
Instead, emphacis should be focused on the remaining pockets of blinding trachoma,

- It was noted that there was nothing in the report about vermal conjunctivitis.
This is a significant public health problem in the Region, sometimes leading to
blindness. “

- In a discussion aboutr how to increase rhe rate of cataract extraction in Phkistan,
it was pointed out that there had been a consensus in the Regional Offices for
both South-East Asia and the Western Paclfic that each ophthalmologist should aim
at performing 200 cataract operations a year, plus 200 other operations.

1.2.4 The European Begion

One majoer priority in health matters in Europe must be the promotion and maintenance
of health,

A second main element of the European health-for- all policy is the improvement of
the envirenment,

The third major challenge in the European setting is the improvement of the: health
and social services themselves.

The WHO programme on disability prevention and rehabilitation intends that |
activities should aim at achieving the maximum coverage of essential rehabilitation at an
affordable cost. This should be made pessible through community-based serviees within
the primary health care framework.

Rehabilitation has developed in the more affluent Mewhey States as a specialist
discipline. As a result, only a small proportion of the disabled populsation has access
to it, v

Information given to disabled people and their families after assessment needs to be
simple and to emphasize gelf-care: the message 1s that health and social workers are
there to help people to rehabilitate themselves.

The Eurcpean Region will focus on the following priorities in the ninetles:

- The further promotion of community-basad integration programmes.

- The creation of non-handicapping environments.

- The promotion of the concept of independent living in the community.

- The strengtbening of the information area in suggesting relevant indicators

enabling monitoring of progress in creating "better opportunities for dlsabled
persons".
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- The better collection of statistical data on disablements.
- Education and training.

Within the new political realities, the fiesld of disability prevention‘and
rehabilitation also gets new dimensions in Europe,

In the future, mere emphasis will be placed on the disabled individual and his/her
needs:

Children with disabilities will be integrared inte schools with non-disabled
children.

Adults will be allowed to enter the labour market to a much larger extent than up
to now.

Self-determination will be promoted,

In the discussion of developments in the European Region, it was noted that there is
no identified programme, preventjon of blindness being included with Disability
Prevention.

There 1s a substantial development of a strong programme in Turkey. The new
sltuation in Central and Eastern Europe may offer a better base for work and, in rhis
connection, i1t was noted that the International Eyve Foundation had received a grant to
assist with a new three-vear programme in Bulgaria. In a brief review of the situation
in Ciechoslovakia it was explained that eye clinics are in general well equipped. Of
ehildren's blindness, 73% is comgenital, mostly hereditary, and genetic counselling and
low vision services are being developed. Disability statistics are also being
collacted,

In the USSR there are 18 000 ophthalmologists and many research institutions. The

importance of corneal diseases as a cause of blindness and a subject for research was
stressed, particularly herpes virus infeection., Fungal contsmination was a problem,
particularly in the south of the Soviet Unjion,

In September 1990, a European workszhop on Diabetic Retinopathy had been called in
Londen by the WHO Regional Office for Europe. A disbetologist and an ophthalmologist had
been invited from every European eountry, Firm guidelines for both the screening and the
treatment of diabetic retinepathy had been drawn up. Similarly, good progress has been
made on integrating the blindness registers of the Nordic countries, beginning with the
childhood age group. This should soon be a seurce of high-quality data on causes of
blindness,

It was noted that the International Agency for the Prevention of Blindness hopes to
have an active Regional Committee for Europe, which would be useful for the promotion of
future activities in interested countries,

1.2.5 The South-East Asia Region

In the South-East Asia Regilon, blindness with its soclal, economic and humanitarian
ilmpact has been recognized by all Member States as requiving urgent Interventiom,
partlcularly in the light of the findings that 70% te 80% of all blindness is needless
and avolidable, Among the leading causes of blindness and visual impailrment are cataract
and ocular infection including trachema, injuries, blinding malmutrition, glauvcoma and
refraceive error,
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Epidemiclegical studies carried out in India, Indonesia, Myanmar, Nepal, Sri Lanka
and Thailand, amengst others, report a prevalence rate of 0.5% to 2% blindness with
underserved areas within countries reporting higher prevalence rates. While cataract
accounts for the greater proportion of blindmess (over 50%), uncorrected refractive
errors contribute to a large number of the visually impaired among children, the elderly
and those operated on for cataract. Hospltal statistics show a high incidence of
blinding corneal infection often resulting from minor trauma, usually agricultural in
BENEs is.

In summary the South-East Asia Region, with a quartaer of the world's papuléfion, has
more than half of the world's blindness, the greater proportion of which is aveidable.

WHO's collaboration with ecountries of the South-East Asia Region has continued te be
almed at achieving national self-reliance in eye care. To achieve this objective, the
collaborative programme continued to focus attention on several key areas, such as
training of manpower and strevigthening of infrastructure. Special emphasis was placed on
providing services to underserved areas and to communities at higher risk. :

The training of various categories of health personnel was particulsrly promising in
Nepal, Sri Lanka and Thailand, where outreach programmes recorded a noteworthy increase

in output and quality. Emphasis is now being placed on strengthening 1nfrastructure for
eye ecare delivery, partieularly at the discrict level.

Efforts to meet the cataract backlog have been intensified in nearly all countries,
particularly in India, Indonesia, Nepal, Sri Lanka and Thailand. The preogramme inm Bhutan
is making steady progress with one of the objectives, the provision of affordable
spectacles, already achieved. Mongolia has instituted an epidemiological survey on
blindness.

During the courszse of evaluation of the natioenal programmes for the control of
blindness in India, Nepal and Thailand, it was revealed that weakness in managerial
skills, amongst middle-level workers, was the most significant constraint. As an initial
effort to meet this shortcoming, a bi-regional Workshop on Prevention of Blindness and
Eye GCare Management was held in Korat, Thailand, in February 1990. This workshop, which
was a cooperative effort of the Western Pacific and the South-East Asia Regions;ﬂbraught
topether experts from WHO Gollaborating Centres and national centres in the two‘Regions.

Under a UNDP-funded project on primary eye care, provision had been made for the
following activities which were implemented during the peried under review:

(1) Serting-up of mobile units and training of staff in Myanmar. .

(i) Training of programme personnel in public health ophthalmology (Bangladesh
Myanmar, Sri Lanka).

(iii) Assisting in the setting-up of low-cost spectacle manufacturing (Nepal
3ri Lanka).

{iv) Preliminary assistance in the setting-up of small-scale units for the
preparation of eye medications (Nepal, 3ri Lanka).

{v) Training in primary eye care of community health workers and primary health
care persornmel (Myanmar, S5ri Lanka).

The services of a short-term consultant in respect of (iii) above were made
available by the Christoffel Blindenmission and the training in primarxy eye care .in
Sri Lanka was subcontracted to Helen Keller International.
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Under the AGFUND-supported project, the eye care infrastructure has been
strengthened in a number of participating countries. Demonstration centres for cataract
surgery have been established in Indonesia.

The following gonstraints have been encountered:

« Natural disasters and socie-pelitical upheavals in a few of the Mewber countries
have hampered programme development and implementation, This has been
particularly the case in Bangladech,

There has been a steady drop in extrabudgetary funding and this is of serious
concern particularly with regard to WHO's potential for providing technical
cooperation,

The disproporticnate diversion of funds to tertlary care facilitles at the expense
of community-oriented eye health promotive and blindness prevenrion services is
still & problem in a few countries. This trend is however changing,

Areas for future action include the following:

- Further strengthening of national programme development activities. This would
include evaluation of national programmes, some of which have been in existence
for nearly a decade.

Human resource development, with particular emphasis on managerial skills and
leadership training,

Quality assurance, particularly in eutreach servicez, with inbuilt follow-up and
evaluation methods.

Facilitation of the work of nongovernmental organizations in prevention of
blindness programmes in concert with the Programme for the Prevention of BElindness
in headquarters, with special reference to activities of the International Agency
for the Prevention of Blindness and to the recently astablished SightFlrst
programme of the International Association of Lions Clubs,

Further development of appropriate technelegy in relation to low-cost spectacle
production and the local small-scale preparation of eye drops in selected Member
countries,

Mobilization of resources from UNDFP, international nongovernmentsl organizations
and other extrabudgetary sources of funding, in consultation with the global
Programme for the Prevention of Blindness, headquarters.

Support for both epidemiological studies and health systems research in selected
countries,

The dissemination of information and the provision of educational and audievisual
material and other support for training programmes would be continued.

In the subsequent discussion it was noted that seme of the programmes for the
prevention of blindness have been evaluated. The findings included the following:

(i) There is underutilizarion of the existing infrastructure and resources.

(il The whole managerial framework needs to be strengthened: in this connection
there was a four-week workshop in Kerat, Thailand, last vear, to improve
managerial skills., It was planned to repeat this in 1992,
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{iii) Coverage of different populations in countries may not be very regular with
regard to eye care; some areas which are easy to serve may be cavered
repeatedly, while othera are neglected.

(iv) Quality assurance needs to be taken seriously.

The progress of eye eare in Myanmar was alse reviewed since 1964 when the Tréchoma
Control Programme was started, It is now addressing all other causes of blindness and
has been renamed the "Trachoma Control and Pravention of Blindness Programme™. It
employs five senlor ophthalmologists, eight assistant surgeons, and 538 other personnel.
The Programme has trained 200 general medical officers in primary eye eare. In 1990 an
ongoing ocular morbildity survey was started, which examines 300 people in a différent
village each month.

The significant progress made in some national programmes in South-East Asid was
appreciated; the remaining censtraints In terms of resources mobilization and mapagerial
structures were highlighted. It was therefore suggested rhat 2 management semindr should
be held in India, as well as in Thailland, over the coming two-year period.

1.2.6 The Western Pacific Repion s

There are more natlonal dats becoming availsble on blindness and so most cnuntries
are now implementing proprammes.

A national blindness programme has been developed in the Philippines and duting a
recent "Sight Saving Week" it was teported that over 600 000 Filipinos are blind and that
87% of this blindness is due to cataract. Other common causes are glaucoma, carneal and
eye infections sgsocleted with malnutrition and injuries. These are similar to the
causes reporved in China, execept for the nutritional blindness,

There haz been an increasing emphasis on gataraet control programmes and the’
training of health workers to make up for the backlog. In some countries the training of
non-ophthalmologists to carry out cataract operations is being implemented as a way of
reducing the backlog and reducing costs. Cataract programmes are being developed in
China through the strengthening of county-level hospitals, and Viet Nam and Laos have
hoth eollaborated with WHO in the setting-up of national cataract programmes, a

Australia continues to make headway with its trachoma control programme, wi;ﬁ
emphasis on Increasing Aboriginal health worker involvement. The Pacific nations have
developed primary eye care training schemes. “

WHO ceollaborated in various countries in epidemiological research, particul&fly with
regard to cataract service delivery in China, and in both China and Viet Nam concerning
trachoma surveillance, using the simplified grading system recently developed by WHO.

WHO supported the reprinting in Chinese of a book on ephthalmie epidemiology and
related statistics for blindness prevention workers. Posters, in boeth French and English
were sent out to the appropriate countriles. l

The WHO Scuth-East Asia and Western Pacific Reglons’ Preventien of Blindness and Eye
Care Management Course was held in Thailand in February 1990, coordinated by the (WHO
Collaborating Centre at Juntendo University, Tokyo, Japan. The course was attended by 22
students of 13 countries from the twe Regions. Furthermore, WHO fellowships were awarded
to Chinese, Laos and Vietnamese staff for studies in France, India, Thailand and ‘the
United States of Ameriea.
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China held national workshops with WHO support, both on trachoma control amd on
blindness prevention with the WHO Collaborating Centre at the Beijing Institute of
Ophthalmolegy. The Republic of Korea has held a workshop en primary eye care in tha
elderly and now has an independent national programme.

Tonga eorganized a workshop on primary eye care, while Viet Nam held national
seminars on primary eye care, in Ho Chi Minh City, and on eye trauma, in Hanoi.

Papua New Guinea had a well-published national workshop on eye donation and eye
banks. The Philippines programme held a workshop to instruct the trainers who will teach
health werkers about primary eye care.

In the subsequent discussion detailed reports were given on prevention of blindness
activities in several countries.

Japan: Data on the prevalemce of blindness is being obtained from fiva-yearly
sample surveys and the next one is due this year. Five-yearly statistics on blind
schools are alse available, as well as data on blindness registration. In a survey of
those over 40 years old, 3% had glaucoms, of which one-third was lew-tension glaucoma,

South Pacific: In Papua New Guinea, a national director of the Eye Health Programme
has been appointed. Field officers with the Fiji Seciety for the Blind have been
appointed to the Primary Health Care Programme. Both the Sclomon Islands and Tonga now
have full-time national ophthalmologists.

Korep: In 1988 there were 700 ophthalmelogists forx 42 million people, Medical
insuranece covered 90% of the population. More than 40 000 cataract operations are being
performed per year, so that all new cases are operatsd on.

gos: Lacs is ¢lassified as a “"least developed country”, which also applies te
Viet Nam; the programme for the prevention of blindness is very strong. At least 12
ophthalmoelogists have been trained locally and the technical cooperation, in particular
with Thailand, has been going well.

Viet Nam: There are now over 400 ophthalmologists, and an equal number of
ophthalmie assistants, for 60 million people. The existing trachoma programme has been
expanded Inte a comprehensive programme for the prevention of blindness. The main
problem is the supply of surgical equipment. The contribution of the nongovernmental
organizations is very much appreciated.

Malaysia: Malaysia is still planning & population-based survey,

China: At least 10 counties have been declared free of cataract. There are three
reasons for this sueccess:

(i There is a suceessful primary health care programme,
(ii) The health authorities are very much committed.
(iii) There are local areas of socioceconomic improvement.

It was suggesrved that different strategles were required for different parts of
China, and that other centres besides Beijing should have more contact with WHO.

e
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REVIEW OF RECENT PROGRAMME DOCUMENTATION

The followlng decumenta and publications, avallable or in the process of printing,
reviewed: K

The "Report of the Eighth Meeting of the WHQ Programme Advisory Group on the
Pravention of Blindness", which took place at the International Center for
Epidemiologic and Preventive Ophthalmology, Johns Hopkins Medical Institutiens,
Baltimore, USA. This report has been issued in English and French (WHO/PBL/89.17).

The publication on "Management of cataract in primary health care services" (Geneva
1990), which had resulted from work initially in an interregional meeting in’
Indonesia In 1986, with a further follow-up in Tunisia in 1988, consider1ng
educational material on cataract.

The pamphlet "Information about eataract", developed following the meeting on
gducational materlal on cataract in 1988, This pamphlet had aroused a great deal of
interest arcund the world; it was useful in referring alse teo potential resources
for programmesz through the network of international nongovernmental organizations.

Mention was made of the document on "The lecal szmall-scale preparation of eye drops"
which is in the printing process; a poster had already been made available!in
English and Freneh, and plasticized cards with the formulation of each eye drop
recommended would alsc be made available. The deocument (WHQ/PBL/90.20), togéther
with poster and cards, will be distributed as a "kit" to interested countries, with
acknowledgement to the Christoffel Blindanmizzion (CBM) for thelr collaboration with
the WHO Programme in this field.

A publication on "The prevention of childhood blindnecs" will become avallable in
1991, as a result of a global meeting held at the International Centre for Eye
Health in London in 1990, with the support of CBM and Sight Savers !

(United Kingdom). The final artwork and collection of sultable colour photographs
for illustrations would be completed by May 1991; the costs for publication threugh
WHO will be covered by the two sponsoring nongovernmental organizatiens.

It was noted that the raport of the "Third meeting of the Consultative Grouﬁ of
Nongovernmental Organizations to the WHO Programme" would become avallable through
WHO in April 1991. Tt haz been issued in English and French as document PBL/90.1.

It was explained that, in 1990, the WHO Programme had been requested by the'WHO
Executive Board to convene a consultation on "the use of intraccular lenses in
cataract surgery in developing countries"; the report of this meeting would become
available to the World Health Assembly and Executive Board meeting in May 1991. The
document {(WHO/PEL/91.l1) has been prepared as a combined English/French verslon, to
save on printing costs.

fraining aids had been prepared on trachoma, as part of work undertaken for, the
evaluation of the simplified assessment of the disease, in selected countries, under
a grant from the Edna MeConnell Clark Foundation, USA. Work is ongoing to finalize
& manual en "the management of trachoma at the primary health care level", and this
will be distributed together with a slide series and a recognition card, already
available.

A list of programme documentation, available at headquarters and Regional Cffice
levels, had recently been prepared and submitted for the present meeting. This was
in respongse to a request formulated during the eighth meeting of the Group; the
usefulness of such a document 1ist was again emphasized, and the present list
ineludad all the most jmportant programme reports and publications.
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In the subsequent disgugsion it was noted that the meeting supported the preparation
of these very useful documents, and the cireulation of manuals and slide cets, as for
trachoma grading.

It was requested that selected manuals should be translated into additional
languages, such as Russian.

3. ACTIVITIES OF THE WHO COLLARORATING CENTRES FOR THE PREVENTION OF BLINDNESS

The reports of the WHO Collaborating Centres were tabled for information; they are
attached as Annex 3.

It was noted that at the eighth meeting of the Praogramme Advisory Group contacts and
group meetings between the Collaborating Centres had been recommended. This was still
pending, due to shortage of funds. The recommendation was relterated.

Such collaboration might conveniently take place within the context of a regional
meeting of the International Ageney for the Prevention of Rlindness (IAPE).

It was further noted that a list of the reglonal offices of IAPB will be published
in the next IAPR Newsletter,

4. VITAMIN A DEFICIENCY/XEROPHTHAIMIA

4.1 lovolvement of the WHO Propramme for the Prevention of Blindpess (PBL)

The contrel of vitamin A deficiency was included in the original World Health
Aszembly resolutien for the PBL Programme (WHAZB 54), There has been close collaboration
with the Nutrition unit of WHO for a mumber of years. The two Collaborating Centres most
active in this area are the National Eye Institute, Bethesda, and the Dana Canteyr, Johns
Hopkins Medical Tnstitutionsz, Baltimore. Capsule distribution iz a feature of come
national programmes in limited geographical areas with populariens at risk,

4,27 BRecent ngélopments

The strategy of universal distribution of high-dese capsules is being questioned,
and there is a growing awareness of the mortality issue in relation to vitamin A
deficiency in the countries concerned, as a result of the Increasing scientifie¢ evidence
on this matter,

It is now estimated that 70% of the 1.5 million blind children in the world are
blind because of vitamin A deficiency, and there are between 5 and 10 million a year with
visual symptoms. The number of children with subelinical deficiency Is five- to tenfold
greater. There iz excess mortality in both of these latter groups.

4.3 Strstegies

There are three main strategies:

(1) Four- to six-monthly high-dose capsule distribution: these are usually
vertical programmes; the problem is that reasonably good initial coverage
rapidly diminighes, for example from 70% te 25%.

Fortification: this is effective, but programmes have not been sustained
{Guatemala, Indonesia, Pakistan, etc.).

Long-term dletary programmes: this is the most desirable approach, whieh,
however, requires the availability of educational materials and well-defined
practical steps for the achievement of a sustained change in nutritional
habits.
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4.4 Programmes

The awareness of the lmportance and magnitude of the programme should be imﬁroved,
especially amongst ophthalmologists, who In general may know little about vitamin A
deficiency, and who mias cases with active corneal ulceration.

If the first dose of vitamin A iIs given with measles wvaccination, the child may not
receive it until after the first year. The highest risk of death is between 6 and
12 months. There is therefore a move to the idea of a smaller dose which can be given
garlier and more frequently.

The requirement for vitamin A can alzo be incorporated inte diarrhoeal diseéée
message,s. : ;.

In developing prevention programmes, the need for therapeutic use of vitamin ‘A in
children at high risk of going blind must not be forgotten,

Some methods of rapid assessment of vitamin A status of a community could be
considered, such as:

(1) number of children with Bitot's spets in l-6-year age group;
{ii) examination of hospital records feor corneal uleers in 1-10-year age gfoup;

(iii) number with corneal scars in blind schools, provided their uptake is
reasonably well defined. '

The main areas for future action could be the following:
- The need to promote awareness amongst many cphthalmeleogists.

- Promotion of interdisciplinary and intersectoral awareness, e.g. ophthalmelogists
should present abstracts at meetings of paediatricians.

- Emphasis on dietary measures in training of staff. In health education the
bigrest factor iz the relationship between the end-stage health worker, at the
community level, and the mother. ‘

- Lower doses should be made available, for example 50 000 units or less, wﬁich can
safely be given in the community, including to children under one year.

- Better avallability of vitamin A in therapeutic doses at all health dellvary
points, as part of esgsential drug procurement.

3. IVERMECTIN AGAINST ONCHOCERCIASIS

The Director of the Unchocarciasis Contrel Programme in West Africa (OCP) gave a
presentation of the present gituation in the programme area.

Larviciding began originally in 1975 and In the extended areas in 1986, Nine main
areas of transmission remaln - In Ghana, Guinea and Sierra Leone. Abate wag first used
in 1975 and resistance appeared by 1980. Rotation now takes place herween six
larvieides.

The Onchocerciasis Contrel Programme has been extended to the year 2004, but it was
pointed out that “you cannot maintain a vertical programme indefinitely", and “you cannot
maintain a disappearing disease as a priority". Therefore decisions were being made
about the future development of the Programme. ‘
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It 1s noteworthy that in Burkina Faso alene, economic production has increased by
Us$ 100 willion as a result of the Programme.

The following criteria for cessation of larviciding are applied:

(i) Interruption of transmissien for & minimum of five years, i.e. no incidence
of new cages,

(ii) Zero microfilariae in the flies for a minimum of thrae years.
12 OCP experience w ivermectin

Last year 257 900 people were treated in the OCP area. The response rate has gone
from 63% in the first year, to 60,5% in the second, and 59% in the third year in an ares
of high endemicity., After four years' treatment in the worst endemie situation (where
10% of the people were blind by the age of 30) the average number of microfilariae in the
anterior chambers has been significantly reduced.

The life span of the adult werm is now thought to be a maximum of 14 years., Whereas
larvieiding can result in no transmission for such a perled, this cannot be achieved with
lvermectin, where treatwent will have to be "almost Indefinite®. However, populations
with high microfilarial leads are now being treated every six months with ivermectin, to
see If it affects transmission significantly, 1If it deoes, larviciding will be stopped.

With regard to ongolng research, more conclusive evidence is required as to how
ivermeetin prevents blindness in csses of appearing or existing eye lesions.

5.1.1 EBide-effects

Almest 600 D00 tablets were given out in 1990; only two cases of asthma had to be
treated, The patients pass a large number of intestinal parasites, and ivermectin also
gets rid of head lice, scabies and guinea worm. So far there is no reduced sensitivity
to ivermectin. Development of resistance by microfilariae is in general low; animals
have been given ivermectin for many years.

In the following discussion, it was pointed out that the nongoveromental
organizations need to intensify collaboration in order to work out realistic aims. A
large part of the cost i1s in the preparatien and then in ensuring accessibility to target
populations, There was discussion about simple ways of mapping in non-O0CP arecas, This
preliminary woxk has to be done. Estimates of severity can be based on skin snips, skin
changes, nodules, and eye changes, in a small sample (approximately 30 individuals) of
high-risk groups, in particular adult males.

Arrangements were being made for a meeting in Geneva, 22-25 April 1991, when
rongovernmental organizations would look at strategies, large-scale programmes, and

plamning for the next few years.

Tt was explained that a Ciba-Gelgy macrofilaricide is at present being tested in a
elinical trial. It is not expected to be ready for use before 199%6.

G, LOW VISION CARE
6.1 Introduction
Information and statistics on current services and on the demand feor low vision care

are v?ry limited. Following a resolution at The International Conference on Low Vigion
1990, " which was organized and sponsored by the Association for the Blind, Victoria,

1 See further conference proceedings "Low vision ahead II" (Eds. Johnston, A. &
Lawrence, M.).
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Australia, a small working group was established to collate Information on low vision
services around the world. J
Services for low vision people in most developing countries and in rural areas of
some developed countries are non-existent. It is estimated that only around 6% of blind
children of school age in developing countrles are enrolled in educational facilitles

gt

Prevention of Blindness (World Health Organization, 1989), held at Baltimore, lb4- 17 March
1989, states:

The report of the Eighth Meeting of the WHO Programme Advisory Group on the

"Other Matters: Low Vision

The izsue of low vision care had been added te the agenda for the present
meeting of the Group in view of the fact that seme countries with national blindness
prevention prugrammes were now gradually alse developing services for patients with
irreversibly low vision. This group of patients, i.e, those who have vision less
than 6/18 (0.3) but equal to or better than 3/60 (0.05), is often in a difficule
position from a socic-economic point of view, not being "blind" and thus entitled to
rehabilitative and social services, but net being well-sighted enough either, to
carry on a normal life. The information and statistics available indicate that
rhere are equal numbers of p%ople suffering from low vision and blindmess, l.e.
avound 30 million worldwide.® The main approach used in developed countries for
cases of lew vislon 1s by training in the best use of residual vision, sometimes
supported by the use of optical alds, such as telescopic lenses, magnifying glasses
ete. Some of the non-governmental organizations collaborating with the PBL -
Programme are partly involved in this field as a complement to their rehabilltation
projects.

The participants felt that the issue of low vislon was fairly complex, dnd
therefore requested that this matter be discussed in more detail at the next meeting
in 1991; 1if possible, a working paper providing backgreund on causes of low vision
around the world would facilitate a more comprehemsive revlew of this matter and its
programmatic implications. "

At The International Conference on Low Vision 1990, Melbourne, Australia,
16 March 1990, & resolution was passed to prepare a working paper om low vision Eo be
presented to the WHO Programme Advisory Group on the Preventioen of Blindness. .

{

This working paper would identify the low vision populations of the werld, their
respective needs and strategies for meeting these needs,

6.2 Prob s of definit categorizatio w vision

Low vision has been described as bilateral submormal visual aculty or abnnrmal
visual field resulting from a dizorder in the visual system. It may be hereditary,
congenital or acquired. By definitiom, the visual aculty camnot be corrected to normal
performance levels with conventienal spectacle, intraccular lems or contact lens
correction.

2 It should be borne in mind:

(a) that a large number of them would be either cataract patients who could have
their sight restored by surgery or those having simple errors of refractlon, and

(b) that some of them would be unable to benefit from a low visien service,‘leaving
a more realistic client load of an estimated 5-10 million people, the majority of
whom would be the elderly. ‘
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Implied in the definition of low vision iz a decreased performance level which
cannot be judged solely by visual criteria. Low vislon is a functional state rathar than
a mathematical netation.

WHO estimates on blindness prevalence (1987) indicate that there are 27-3% millioen
blind persons throughout the world and at least an equal number of low vision persons.

- Over 90% of the world’s vigually impalred persons are to be found in the
developing countries, more than half of whom are In Asis.

-« A majority of visually impaired persons live in rural commenities.

- A large vumber of severely low vision and legally blind persons have usable
viglon, some estimates being as high as 80% of those with visual acuity of 6/60 or
less,

6.3 Uhat is a low vision sepvice?

Low vision services range from traditional clinical procedures, such as azsesgment
and preseription of optical aids, to a wide range of other services, These ineclude
vigion stimulation, training with both optical and non-optical aids, envirommental
assesgments and modifications, training with sophisticated computerized equipment, and
research In technology. The quality of service depends on the local availability of
resources and the prevalling philesophy of care. Servieces are generally fragmented and
many clinics operate only in urban areas.

6.4 Low vision care areund the world

Because of the problems of definition and categorizarien of low vision, the extreme
variability in what constitutes a low vision service and the lack of mccurate information
ot the need for services, a questionnaire was prepared and ecirculated worldwide to 328
organizations. Regrettably, replies had been received from only 45 organizations. In
guminary, the following refers:

6.4.1 Developed countries

There are szimilarities between the more industrislized countries, Europe, North
America and Australia, with comsistent emphasis on a brosadening scope, on looking at
multiple handicaps, such as developmental delays In children, the special needs of
elderly people and seeing low vision care ag being an important part of the whole of a
person’s needs in life.

There iz a need for better cooperation between different professions, and for better
treining of some professional groups. There is s consistent call for increased funding
for low vision services and for research needed. It has been recommended that central
low vision clinies act as resource centres for reglonal services so that other people can
draw upon these centres of excellence for education and resources,

6.4.2 Developipnr countries

The economically and technically less well advanced countries have very special
needs. Some of their needs are similar to those in the more developed countries: for
instance, there is a need to get the services out to populations in more remote arcas.

It should be noted that low vision aids are new manufactured and commercially
available in China at a fraction of the cost of imported aids. Perhaps China could
become the source of low vision aids for other countries in Asia and elsewhere,
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The action plan presently considered is:

- to develop a set of guidelines and principles on low vision assessment in kit
form - a source of funding for this kit to be pursued;

- to establish a directory of low vision services in developing countries;
- to establish and meintain a resource network of low vislon persommel.

In summary, there are common problems, but each with a dlfferent emphasis,

6.9 Some strategies

In view of the differences which exist between reglons and between countries within
a region, each country obviously has to plan and implement Lts low vision sexrvices to
conform with the economy of the country and itz level of development in order for ithe
programmes to be sustainable.

Low vigion ecare:

is needed for the many millions, particularly in the developing countries,?yho
could benefit immensely from such a service; and :

is a specialized service which requires a cadre of trained medical/health and
education/rehabilitation personnel.

As in the case of primary eye care, WHO and other concerned international
organizations, such as the International Council for Education of the Visually
Handicapped (ICEVH), should advocate strongly that low vision care be integrated 1nto the
general health care and education systems of a country. -

However, its effectiveness depends on the capabilities of those respensible for the
delivery of the various servieces. It follows that an appropriate component on low vision
care should be included at all levels in the training curricula of eye and healthfcare
personnel, educators and rehabilitation specialists. In addition, invaluable and
inexpensive human resources are the family and friends of the person with low vision.
Furthermore, an educated public is an informed public and its involvement at the
community and local level is another key factor which should be fully recognized when
planning low vision services. '

The WHO manual on community-based rehabilitation, "Training the Disabled in "the
Community", could be revised to include an appropriate component on low vision, As a
cheaper and immediate alternative, & supplementary booklet could be produced in |
collabeoration with the relevant international nongovernmental eorganizations prov1d1ng
services for wisually handicapped children and adults.

Low vision aids (LVAs) are smother factor in a comprehensive programme, The '
prescription and provision of low vision aids should not be considered luxuries but as
essential tools which provide access te regular print for those persons with low wision
who can benefit from them. The production of both optieal and non-eptical aids, ‘at an
affordable cost, 1s essential if low vision care is to reach rural communities where the
majority of potential clients are to be found In developing countries. o

However, the dispensing of low vision aids must be:
- preceded by an assessment of the client’s needs and functional vision, and:

- accompanied by proper visual training in the use of the device(s).
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Implied iz the fact that the needs of low vision persons cannot he met adequately by
any eone professional group. Streng interprofessional linkages need to be formed, and
cloge collaboration among all groups concerned has to he encouraged.

The Group expres its appreciat to the International Council for Education of
the Visually Handicapped, with its Australian Association for the Blind, Victoria, which
had undertsken the extensive review presented in the working paper.

The subsequent discussion centred around the following:

- Definition: a new definition is needed, distinct from the present category baged
on solely visual acuity, to indicate useful residual, functienal vision where
something can be done,

The importance of testing near vision was stressed.

The causes will not be the same in developed and developing countries, and would
not be expected to coincide with the causes of blindness.

Epideriological studles are needed in developing countries to see how much
disability causzed by low vision interferes with life.

It was suggested that the focus, at least initially, be on children. This fits
inte the recently enuneciated priorities for aectiom en childhood blindness,

The approach would be to design a service model for children with low vision in
developing countries, which would emphasize the training component.

COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS

Delegates of the international nemgovernmental organizations evidenced the scope of
their suppert te national eye care services, both directly with governments and
indireetly through national partners, by giving a number of regional presentations (not
necessarily conforming te the WHO regilons). These began with an explanation of the roles
and relationships between the International Agency for the Prevention of Blindness, the
Consultative Group of Nongovernmental Orgamizations to the WHO Programme, and the group
of nongevernmental organizations known ag the Partnership Committee, A summary of this
gtructure i1s glven as Annex 4,

7.1 The International Agency for the Prevention of Blindpness (JAPR)

Globally, the TAPE will concentrate in the period 1990 to 1994 on the development of
its regional aetivities, in collaboratiem with the National Committees for the Prevention
of Blindness, the WHO regional and country offices and Collaborating Centres.
Consideration was belng given to holding a number of regional assemblies before the Fifth
General Assembly and the Agency's Executive Committee would now comprise the Regional
Chairman as well as its Honorary Officers.

7.2 Regional activities of the nonpgovermmental organization network

7.2.1 Western Pacific

The support of nongovernmental organizations to eye care programmes in the Western
Pacifi¢ was at an early stage of development compared with that in the Caribbean but, in
recent years, Christoffel Blindepmmission, Foresight, Helen Keller International and Sight
Savers have all contributed to components of emergent national programmes. Additiocnally,
the Australian South Pacific Eye Care Team (ASPECT) has provided cataract surgical
services in the Seouth Pacific islands of Tonga, Vanuatu and Kiribati.
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The most significant development to date is that in Papua New Guinea, where the
Coordinator for the new National Primary Eye Care Programme has been trained at the
International Centre for Eye Health in London, and plans have been accepted by the
Government for the establishment of a regional training centre for ophthalmie personnel.
Furthermere, Papua New Guinea should shortly have a low-cost spectacle production:unit‘

In the Solomon Islands, the flrst national ophthalmologist has returned from
training in Australia to practise in the newly established eye clinic at Honiara General
Hospital, and a number of nurses in the Islands have been given in-service training in
eye care.

In Fiji, early intervention and rehabilitation programmes for visually impairéd
children were now being supported in additien te the training of rehabilitatien workers
in primary eye care,

Additionally, a primary eye care manuwal written for the Pacific Islands was now
under revisiom for a second edition.

7.2.2 East Asia -

Here again, Christoffel Blindenmission, Foresight, Helen Keller Internationdl and
Sight Savers are supporting a number of country progrsmmes, jeined by Organlsatloh pour
la Prévention de la Cécité (OPC) and, in Viet Nam, funding from the World Elind Uiion,
In the Philippines a vitamin A programme has been supported for a number of years. Eye
care in Cambedia, China, Kampuchea, Lacs, Myammar and Viet Nam is either at an early
stage or in plamning. Nongovermmental organization support te the training of hospxtal
assistants is belng given in Eastern Malaysia.

The largest single area of development 1s in China where, through the Tianjin
Medical Gollege, training had been provided for cataract surgery, and fellowships tenable
in Australia had been awarded to ophthalmic staff. Training in eataract surgery and the
provision of instruments have also been a component of nongovernmental organlzatiunﬁ
support to a number of provincial eye care programmes. In the Zichang region of Sichure
Province, a programme has been set up for the training of tralners of health workers in
the ocular complications of leprosy.

7.2.3 South Asia

Given its size and density of pepulation, this region iz at least equivalen&fto the
whole of Africa In the amount of resources from nongovernmental organizations supporting
national programmes or national partners working in these programmes. Andheri Hilfe,‘
Christoffel Blindermissien, Foresight, HelpAge, Helen Keller International, OpEratlon
Eyesight Universal (CQEU), Norwegian Association of the Blind and Parrially Slghted Sight
Savers and SEVA are the main nongovermmental organizations working in this regicn and
there are excellent examples of the activities of this consortium in Bangladesh and
Sri Lanka. In Afghanistan, & training centre for ophthalmic workers has been establlshed
at the Noor Eye Institute in Kabul,

In Bangladesh, the training of cataract surgeons and ophthalmic paramedics at the
Eye Infirmary and Training Complex in Chittagong, together with the development of eight
base hospitals for eye care over the past decade, has resulted in a sixfold increase in
cataract surgery. Although a national eye care programme has not so far been formally
promulgated and the main thrust of rural eye care services has come from the Natjional
Society for the Blind, the Govermment provides 50% of the recurrent costs of the 'base
hospitals. The training of cataract surgeons has now developed to the point where a
Diploma in Gommunity Ophthalmology has been introduced for a 12-month course. Other
initiatives include the training of village health workers in eye care, the establishment
of children's eye care centres and the development of ocular micrebielogy services
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In Bhutan, a primary eye care programme has been iniriated and a national
ophthalmologist iz now coordinating aetivities.

In India, while there are few examples of nongoveramental organizations werking
direetly with the Goverrment of India or its State Governments, support is belng given to
all the main private eye trust complexes and training facilities, and it 1s estimated
that twe international nongovermmental organizations aleme support a tenth of the number
of cataract operations recorded in government statistics, The contribution of
nengovernmental organizations to the national eye care programme includes hospital and
eye unit constructiom and equipment, and manpower training in the private sector, as well
as service delivery. One nongovernmental organization, Sight Savers, has recently
pledged itself te working with government health authorities, particularly in the poorest
states, in developing public eye services and supporting manpower training for government
personnel .

Whilst the main thrust of nongovermmental organizationm activity in eye care in
Pakistan has been traditionally associated with the Taxila Eye Hospital, in recent years
the growth of the Layton Ramatula Benevelent Trust Fund has witnessed the planned
expansion of eye care services in Sind Province from a base hospital for eye care in the
industxrial suburbs of Karachi, and the linking of these with the plammed development of a
provineial eye care programme to be administered by the Government of the North West
Frontier Province. Nongovernmental organizations supported training of ophthalmologists
from the Nworth West Frontier Province at the International Centre for Eve Health in
London., Linkages with the first population-based survey in the Province, sponsored by
WHO, provided an cxcellent example of collaboration between the WHO Programme, the
Government concerned and international and national nongovernmental organizations.
International nongoverrmmental organization support for a new eye care programme in
Baluchistan has also begun amd it was noted that a new National Committee for the
Prevention of Blindness had been formed in Pakistan in 1990.

Porhaps the most remarkable example of a national programme supported by
nengovernmental organizations in a manner planned by its director exists in Nepal. The
programme has been well documented in WHO regional meetings and the input of a number of
nongovernmental organizations has been conciderable over a decade.

The development of a comprehensive programme in Sri Lanka has been singularly
hindered by politieal disturbances, but support from nongovernmental organizations has
continued to the Celombo-based training centre where 37 ophthalmic technrologists have
beern trained to date. Recently, Christoffel Blindenmission, Operation Eyesight Universal
and Sight Savers have engaged in a consortium to suppert the development of the $ri Lanka
Eye Foundation based in Kandy. The latter is formally recognized by the Government and
nongovernmental resources will be utilized to construct a training eentre, to provide
training in community ophthalmelogy for one of the first graduates of the techmologist
course, apd to provide low-cost spectacle and eye drop production units.

7.2.4 East Africa

The area covered Is from Ethiopila in the north te Lesothe in the gouth, Madagascar
in the east to Angola in the west. The total population is approximately 250 000 000
peeple for whom there are approximately 200 ophthalmologists, The area can be divided
into three geographical sections, the Horn of Africa consisting of Ethiopia, Sudan and
Somalla, East Africa consisting of Kenya, Uganda and Tanzania, smd Central and Southern
Africa from Zambia to the south., The international nongovernmental organizations which
have participated in the development of eye care services are:

Christoffel Blindenmission, e.V.
Foresight
Helen Keller International

2
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HelpAge

International Eye Foundation :
Norweglan Agsociation for Blindness Prevention Vi
Operation Eyesight Universal :
Sight Savers

In the Horn of Afrieca a National Prevention of Blindness Programme has been
established in Ethiopia which is supported by various nongovermmental organizations, The
major initiative has been the develepment of an Ophthalmic Assistants’ Training Programme
vhich, so far, has ben responsible for training 57 ophthalmic medical assistants. .
Low-cost spectacle production and local preparation of eye drops have also been
estahlished with the National Committee.

In Somalla a Tralning Programme for Ophthalmolegists and Ophthalmic Nurses was
established in Afpooye but, because of recent political instability, this programme has
had to be suspended. It has not been possible recently for the international
nongovernmental organizations to develop eye care programmes in Southern Sudan,

Kenya has had a National Prevention of Blindnessz Programme for more than 10 years,
with emphasis being placed on the training of ophthalmic clinlcal officers and cataract
surgeons and the development of static peripheral dlstriect eye units at which 5urgery is
performed. Support has also been given to & moblle eve unit and an eye health education
unic,

In Tanzania training programmes for assistant medical officers, ophthalmic nurses
and opticians have been established. A Natlonal Seminar for all regional pharmacists on
the local preparation of eye drops was held in 1989 and a national Programme Cooridinator
is now being supperted, An eye care programme iz being initiated on the island of
Zanzibar. P

In Uganda & training programme for ophthalmic medical assistants has been :
established with the National Prevention of Elindness Programme and there s also the
possibilicy of developing an ivermectin distribution programme in the west of the country
for the control of onchocerciasis.

Varilous nongovernmental organizations have been invelved in supporting lecaL
partners in Burundi, Djibouti, Madagasecar, Ewanda and Zambia. A National Prevention of
Blindness Programme has now been established in Zimbabwe and various international
nongovernmental organizations are working together with the Ministry of Health to -develop
provincial eye care services. In Mozambique there is a new initiative to develop BYE
care services together with the Ministry of Health. ‘

Malawi, for many yearz, has been the centre of a training programme for ophthalmie
medical assistants covering the zouthern central African countries. Thus, ophthalmic
assistants have been trained for Botswana, Lesotheo, Swaziland and Zambia, as well as
Malawi .

In summary, the international nongovernmental organizaticn invelvement in this part
of the world has cencentrated on manpower develeopment, while at the same time providing
material suppert in the form of medicines, surgical instruments, the production of
low-cost spectacles and local preparation of eye drops. Mobile eye units have been
supported in various countries, although there i= now an emphasis on developing '
peripheral statrie elinies, It is also being realized increasingly by the international
nongovernmental organizations that the training in management skills teo run national
prevention of blindness programmes is extremely important, Various national '
ophthalmologists and other health workers have been sponsored on the Diploma in Community
Eye Health Course held in London.
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The main schievement over the last 10 years has been in manpower development. It is
now estimated that somewhere between 400 and 500 ophthalmic medical assistants and
ophthalmic nurses have been trained in East, Central and Southern Africa over the last
10 years. The greatest need at the present time iz to develop national programmes and
comprehensive eye cave services in countries of the Horn of Africa as well as Portuguesea-
speaking ¢ountries.

7.2.5 West Africa

The major trends of nongovernmental organization activity In West Africa are those
of manpower training and ivermectin diztribution but, as in Bast and Central Africa, a
number of nengovernmental organizatiens, principally Christoffel Blindenmission, Helen
Keller International, International Eye Foundation, Organisation pour la Prévention de la
Cécité and Sipght Savers, have been supporting elements of national eye care programmes
for the past decade. Sight Savers has worked traditionally in the Anglophone countries
but, through the distribution of ivermectin, is collaborating with partner
nengovernmental organizations te work in Mali and Guinea (Conakry) and in the latter,
particularly, to support the development of a nationmal programme.

A WHO task forece meeting of nongovermmental organizations in Brazzaville in 1986 was
the springboard for mounting two WHO subregional workshops on manpower development. The
first was in CGhana in 1988 for Anglophome countries and the second in Togo in 1990 for
Francophone ecountries. These two workshops were remarkably well attended by national
ophthalmelogists in West and Gentral Africa and the result has been an acceleration of
training programmes in the subregion and a growing recognition of the need for training
cataract surgeons on the model developed in East Africa. Thus, training programmes
supperted by nongevernmental organizations, mainly for ophthalmic assistants and nurses,
exist in the Gambia, Ghana, Mali (Institut d'Ophtalmologie tropicale de 1'Afrigue) and
Slerra Leone. WNatlonal programme support includes these countries and Chad, Guinea,
Niger, Nigeria (Kaduna State) and Senegal. Technical assistance for vitamin A programmes
iz also provided im Burkina Faso, Mali and Niger and a low-cost eye drop preparatien unit
exists in Sierra Leone. One further example of nongovernmental organization
collaboration with the WHO Programme exists in Bamako, Mali, where Christoffel
Blindenmission werking with the Institut d‘'Ophtalmologie tropicale de 1'Afrique is to set
up an optical workshop for training technicians in Francophene countries in the
subregion, in its capacity as a WHO Collaborating Centre for the Prevemtion of Blindness,

A number of the nengovernmental organizations mentioned, together with Africare,
have begun to work with govermments and national partners, and in some instances the
Onchecerciasis Control Programme, in distributing ivermectin, for the most part from
hospital-based programmes. It is clear, however, that community-based programmes being
plamned for late 1991 and subsequent years will see a reinforcement of the involvement of
nongovernmental organizations, working through a comsortium for a rapid development of
eye care programmes.

In January 1991, Project Orbis sponsered a national symposium in the Republic of
Camercen which attracted a number of representatives of nongovermmental organizations and
resulted in a national committee for the prevention of blindness.

West Africa, too, is the subregion in which the World Elind Union’s Programme for
Institutional Development of Qrganizations of and for the Blind has been started with the
support of the Canadian National Institute for the Blind, Perkins Hilton and Sight
Savers. This 1s largely about management objectives, strategies and advocacy and hence
has a distinct role in supporting the development of eye care programmes.
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7.2.6 Gent arica aribbean

Christoffel Blindenmission, Helen Keller Internatiomal, the International Eye
Foundation, Operation Eyesight Universal and Sight Savers have been active in this region
for over a decade, with the last-named concentrating on the English-speaking islands of
the Caribbean snd the mainland countries of Guysna and Belize. Recently, too, Project
Orbis has conducted a training programme in Jamaica for ophthalmic personnel in
collaboration with the Caribbean Council for the Blind,

An Inter-Agency Coordinating Group was established in 1982 for the Carlbbean’ and the
various organizations invelved in blindness preventien. The development of the Caribbean
Council for the Blind, collaborating with the Caribbean Community (CARICOM}, and the Pan
American Health Organization (PAHO) representatives, has allowed for the evaluation of
the progress of eye care programmes in the region. PAHO is alse collaborating with the
two nengovernmental organlzations, Sight Savers and Organizacion Nacional de Clegos de
Espafia (ONCE), who are together supporting a prevention of blindness adviser for Latin
America and the Caribbean for a three-year peried.

7.2.7 Bouth America

Christoffel Blindenmission, Helen Keller Iaternational and Qperation Eyesight
Universal have been the most prominent nongovernmental organizations in supporting eye
care programmes in South America, with Operation Eyesight Universal concentrating on
Peru, Significantly, Christoffel Blindemmission, which works in 10 countries in the
region, held two seminars in Chile last December which were attended by over 100
ophthalmologists from the continent.

ONCE, which is concerned mainly with the provision of gexrvices for blind people in
Spain, has in recent years begun to work with the Latin Ameriecan Union of the Blind
(World Blind Union) in developing rehabilitatlon services, and in 1991 has introduced
support to eye care programming in Peru, Columbia, Ecuador and Brazil, ONCE has aglso
begun to suppert the development of low wvision elinics in Brazil and plans to work with
Christoffel Blindenmission in developing similar provisions in Uruguay and Argentina.

In this region, the activities described above are scheduled te he augmented wvery
significantly by the work of the new Liens Clubs International SightFirst Programme, The
focus of this Programme will be the expansion of cataract surgery in eight countries of
the regiom.

Finally, to complete this summary of global activity on the part of the
nongovernmental oxrganizations, it should be noted that Christeffel Blindenmission:is
supporting a new eye care programme in the South-East of Turkey, and that the
International Eye Foundation has obtained funding to work with Bulgarian counterparts In
establishing a national eye care programme in that country.

The group of nongovernmental organizations varieusly referred te above now places
over USS 35 million anmually inte eye care in developing countries, in which the focus is
on the training of ophthalmic persounel and healrh workers in the pursuit of optimal
salf-sustaining programmes. '

The following points of discussion were noted:

South-East Asis Repion: Better communication between nongovernmental organizations
and the WHO Regional Qffice and country representatives should be encouraged, to improve
the two-way flow of information on recent programme developments.

A
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As a general remark, it was pointed out that the ammual Regional Committaes of WHO
are good forums at which nengovernmental organizations can present their interests and
concerns, provided there f{z an agenda item for reference.

Ea editerra egion: It was noted that there was less nongovernmental
organization involvement in this Region. Until recently, these countries, with a few
exceptions, had not been interested in nongovermmental organizatien participacion,
Although the Internatieunsl Eye Foundation had conducted the blindness grvey in Saudf
Arabia and helped to start an Eye Bank in Jordan, and Christoffel Blindermission had
provided substantial assistance in Somalia, there had in general been very little
participation in prevention of blindness programmes.

This topic should be brought up at the meeting of the Eastern Mediterranean Regional
Advisery Panel on the Preventlon of Blindness, now expected to take place in late 1991,

8. SPECIFIC PROGRAMME ISSUES
8. chilizar of resourc Togramme opment

The importance of exploring both existing and novel ways of raising funds was
stressed. Examples of different approaches were given:

(1) Local veluntary funds in the country itself, e.g. Kenya Society for the
Blind,

(1L United Natlions apencies:
- United Nations Development Programme at country level;

in each country, the Programme - through the National GCommittee - should
request i Ministry of Health/WHO specific budget line for the preventlon of
blindness; this would represent & visible commitment to the Programme for
the Prevention of Blindness by the Government:
the United Nations Children's Fund has provided vitamin A in some
countries, e.g. Burma and Viet Nam, and resources for primary eye care in
others, e_g, Laos.

Bilateral aid anmd Buropean Economic Community funds,

Government co-funding; this should be reported in the Internatienal Agency
for the Prevention of Blindness Newsletter.

(v) A "Health Tax" in an area where blindness has been reduced.

(vi}) Tax relief for companies operating within a country if they donate to
prevention ¢f blindness programmes.

(vii) Instrument and pharmaceutical eompanies: e.g. discounts avallable te WHO;
preducts available free for trials.

(viii) The possibility of nongoverrmental organlzations running factories in
developing countries, e.g. for the manufacture of intraccular lenses, and
selling preducts elsewhere.

It was concluded that all these approaches need to be given further careful
consideration, depending on local programme settings and opportunities.
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8.2 The use of standardized blindnass surveys

A packapge iz available te interested countries, consisting of a standardized
examination form, coding Instructions, optotypes for vision testing, and software.
Details have been sent to Rapional Offices and country representatlves. The sampling

method is based on a very simple cluster survey method used for trachoma. Tt was
stressed that results from surveys should preferably be published in refereed journals.

The recommengation stressed by the Group was that:
- avallability of this package should be made widely known; f;

- a similar form for collecting childhood blindness data, compatible with the above
WHO survey form, should be developed as fast as possible

8.3 Evaluarion of global trachoma contrel

The development and testing of the zimplified grading scheme for trachoma ha%e been
supported by the Edna MeConnell Clark Foundation, A card of standardized grﬂdes, slides
and a manual will shortly become available for distribution.

There ls now a need for revised flgurea for the prasent status of trachema in each
region. The Eastern Mediterranean Region iIs particularly intexested In having a new
overview, To this end, it was felt that a global inquiry, through a questionnalre would
be very useful; the draft of such a questictumaire which needs simplifying was
discussed. Further work on this draft will be dene by Interested Collaborating Centres
interacting with the WHO Programme for the Prevention of Blinduess; the queatiannalre
will subsequently have to be approved by a special committee in WHO, Geneva.

8.4 Relatjonship of the Programme for the Preveption of Deafness and Hearing Imﬁéirment

to the Programme for the Prevenption of Blindness

The Group was informed that it was likely that a decision would shortly be faken by
the Director-General of WHO to the effect that the Programme for the Prevention of
Blindness would take on the development of the "Deafness Programme” for twe years: The
two programmes would remain separate entities under the same management. Onee viable, in
financial snd operational terms, the Programme for the Prevention of Deafness and Hearing
Ilmpairment should have an independent status, pending future decisions by the
policy-making organs of WHO.
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CONCLUSIONS AND RECOMMENDATIONS

Freamble

The participants in the meeting tock note of the progress of the Programme zince the

last Programme Advisory Group meeting in 1989. However, the following outstanding issues
again require to be addressed:

1.

1

Brogramme staff. The meeting recorded its appreciatien of the suppert of Sight
Savers and ONCE, which has made peossible the appointment of a Regiomal Adviser at
the Regional Qffice for the Americas/Pan Ametican Sanitary Bureau, asz recommended in
the 1989 meeting. The Programme was alse fortunate in having been strengthened in
Geneva through support provided by the International Associatien of Lions Clubs in
their SightFirst Programme. However, there iz still a shortage of manpower which is
felt particularly at the reglonal level, where the regional advisers increasingly
tend to be responsible for several programmes., The Group reiterated the particular
need for a full-time pogt in the African Region,

Budgetary constraints. The Group noted with concern the relative decrease in
budgetary resources at global, regional and country levels. The Frogramme could not
expect the game extrabudgetary support as in the past.

It was requested that the Prevention of Blindness Programme be given more visibilicy
within the WHO mechanism for obtaining extrabudgetary funds, All other means of
mobllization of funds should alze be pursued.

At country level, it wag hecoming Increasingly difficult te get funds for blindness
prevention. It would facllitate matters if there were a budget zllocation from the
WHO country budget and the ministry of health, areound which other contributions
could be built, particularly those from nongevernmental organizations.

National pyepramme suppoert. The WHO staff has an Increasing work-lead. With the

establishment of many new national programmes, there is a growing dilemma of being
unable to respond te all the requests for assistance with programme development.
This applies to technical advisory services by WHC staff, the availability of
consultants from the Cellaborating Centres, and assistance from nongovernmental
organlzations.

The gituation in Central and Eagterm Europe may be expected to increase the demand
for assistance with national progremmes in these countries. It is recommended that,
a5 a basis for this development, the existing data available on visual loss and its
causes in this subregion be updated and improved.

Manpower dev t

The participants recognized the importance of, and recommended the setting-up of, a
centre for training in community eyve health in the African Region,

They further noted the need ko initiste, as necessary, manpower development affarts
1n Portuguese-speaking countries in Africa, which comprised a population of

20 million, and where there is at present a serious paucity of eye care personnel at
all levely.
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2.3 The participants noted with appreciation the measures already taken to promote
managerial skill development in prevention of blindness programmes through training
courses, and particularly the biragienal workshop held in Koratr, Thailand, iﬁ 1490,

They recommended the contimatlon/extension of such training through simllar courses
in all Reglons.

2.4 Ongoing training programmes in ophthalmeology de not unifermly include the
development of surgleal skills, even In respect of cataract surgery. This is
particularly true of the shorter courses of postgraduate training, such as those
leading to a diploma in ophthalmology.

It is recommended trhat such surgical skill development be included or strengthened
in all postgraduate coursas in ophthalmelogy. :

Those trainees who have not had an exposure to such surgical training prior to
obtaining their diploma sheould be provided the opportunities to develop these skills
during a post-diplema period of surgical apprenticeship.

The International Council of Ophthalmology should be requested to consider this
izsue particularly in the context of ophthalmic practice in developing countries,

B

3. Eye medicatrion

The local small-scale preparation of eye drops has been developed over several years
by one collaborating nongovernmental organization, the Christoffel Blindenmission, and
formal guidelines and instruetional material are fortheeming through the WHO Programme.
It is strongly recommended that countries experiencing difficulties in the regular supply
and availability of eye drops consider this approach, whieh allows for the easy
preparation at very low cost of a range of commonly used drops. Local workshops may be
set up within hespital pharmacies or elsewhere, with possible support for raw materials
and equipment from nongovernmental organizations or the United Nations Children s Fund
(UNICEF), as is already the case in some countries, :

4, Vitamin A deficienc &

Despite reportedly wide coverage by programmes using high-dose supplementation for
control of vitamin A deficiency, there are pockets in most developing countries where
children are at high risk of blindness, beth in remote rural communities as well as in
the rapidly growing periurban slums.

4.1. It is imperative that supplies of high-potency vitamin A capsules/oil for
therapeutic purposes, which are included in the "Modal list of essential drugs", be
made available at all lewvels of the health delivery aysztem in developing countries,

4,2, The Group supports the initiative slready taken amongst the WHO programmes concerned
to include the administration of single-dose vitamin A supplementation along with
the measles vaceination, as part of the Expanded Programme on Immunization (EPI)
Further research into altern&tive supplementation schemes with EPI should be
encouraged. : -

4. 3. There iz a need to create an awareness among child health workers and .
ophthalmologists of the magnitude of the problem of blindmess from xerophthalmia and
the possible interventions available, with speclal emphasis on diletary approaches to
the centrol of vitamin A deficiency.
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5. Documentation

5.1 The partieipants noted with great Iinterest that a WHO consultation on "The use of
intraocular lenses in cataract surgery in developing countries" had been convened by
the WHO Programme in 1990 in response to a tequest formulated by the WHO Executive
Board. It was considered most important to have a wide dissemination of such a
document, once formally released, in view of the complex and burning issue dealt
with. PFurthermore, it is recommended that a standardized protocel be used, to the
extent possible, in future clinieal trials on Intraccular lens surgery.

There is a growing interest in and need for the availability of some WHO Programme
documentation on blindness prevention in certain languages, such as Chinese,
Portuguese, Russian and Vietnamese, as well as in other local languages. It is
therefore recommended that further efforts be made within the existing WHO channels
and resources to promote the availability of a selected range of those publications
and documents in the languages concerned.

Ivermectin

The large-scale distribution of ivermectin against onchocerciasis is making progress
in several endemlc countries, particularly within the area of the Oncheocerciasis Control
Programme in West Africa. There is still, however, as pointed out by the Group in its
Eighth Meeting, a need to wotrk ocut optimally effective strategies for such distribution
schemes, including the particular role that nongovermmental organizations can play. The
participants, therefore, warmly welcomed the recent initiative by the Consultative Group
of Nongovernmental Organizations te the WHO Programme in providing needed suppert for
gathering together all interested parties in a WHO meeting to plan future programmes for
ivermectin distribution.

7. Low (residusld vision

Following the presentation of a working paper as recommended at the 1989 meeting,
the izsue of low vision services was considered, this being an area which no WHO
programme had so far addressed.

7.1 Imitially, the focus to be given by the Programme for the Prevention of Blindness
should be on the needs of children, to facilitate their development and education,

Improved data regarding the need and numbers should be obtained, wsing criteris
based on the concept of eatepories of functienmal wision rather than viszual aculty.
The importance of determining near vision wag stregsed, The collection of these
data would complement naturslly the priorities for better epidemiological data on
childhood blindness,

There is a need to review and refine & commonly acceptable definition of low vision
in infancy and childhood, baszed on functional visien.

It is recommended that this iszue be addressed in consultation with professional
bodies, such as the Interpatlional Council for Education of the Visually Handicapped
and the International Federation of Ophthalmological Societies.

The aim would then be to evelve a meodel of evaluation and care suitable for a
developing country, emphasizing the training component,
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Collahorating Centres

The Group reiterated the degirability of convening periedic meetings of the
Directors of the Collaborating Centres to facilitate exchange of information and discuss
matters of common interest and concern. In view of the current budgetary constraints,
the participants proposed that consideration be given to convening such meetings in
conjunction with the planned interregional or regional meetings of the Internationsl
Agency for the Prevention of Blindness, :

ental organizations
9.1. The activities of the international nongovernmental organizations invelved in
preventlon of blindness preogrammes should, wherever possible, be aimed at suppeorting
national prevention of blindnessz programmes either directly or/and through local
partney organizarions, with a view to developing comprehensive sustainable eye care
SEI"VlC.ES

. The internatjonal nongovernmental organizations are encouraged to develop and share
more information on a regular basls with the Regional Offices of WHO,

. The collaboration batween the Consultative Group and the WHO Programme for the
Prevention of Blindness in organizing worksheops on manpower development in West
Africa, childhood blindness and ivermectin discribution is viewed as an important
development, E&imilar collaboration is to be eacouraged in the future.

10. 5 e mobllization

The Group noted with concern the dwindling resources that presently appear likely to
be available for the WHO Prevention of Blindness Programme, particularly extrabudgetary
funds.

10.1 The participants emphasized the need te explore new avenues and further strengthen
resource mobllization efforts by WHO and the nongovernmental organizations.

10.2 The Group further stressed the need for greater efforts, at the country level, to
tap resources of United Nations agencies such as the United Nations Development
Programme and the United Nations Children’s Fund, as well as of the private sector
and the loczal community,

It was also recommended that governments zhould pive more consideratien re
including funding for prevention of blindness programmes in bilaterasl aid
applications.

11, Data sollection

The collection of blindness data in a manner that provides for standardizatien and
comparability is important not ouly in respect of the global data bank but also as a
realistic starting point for local programme development and evaluation.

A WHO aeye examination card and an instruction manual® have been prepared,
field-tested and used in a muber of national surveys of blindness and its causes, A
software packapge for data analysis to go with this eye examination card is now available,

(i) The Group appreciated these develepments and urged that countrias, groups or
individuals setting out to do surveys either nationally or 1ocally should use
this standard eye examination form.

3 PRL/88.1 refers.
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(11) It was further recommended that a standard form, compatible with the above, be

developad for specific colleection of data on childheood blindness and its
causes,

12, Evaluatio oma_control

There has been only seant and irregular information on the global trachoma situation
over the last three decades. It was therefore recommended that a systematic review of
availahle data on trachoma be carried out, and a questionnaire on trachoma prevalence,
severity and the endemic areas be prepared by the WHO Programme, in consultation with

interested Collaborating Centres, te be forwarded te selected countries for cellection of
data,

It wag further recommended that the new training material on & simplified grading
scheme for trachoms, already developed by WHO, be made available to all countries to be
invelved in the above initiative for collection of informaticn on trachoma.

DATE AND PLACE OF NEXT MEETING

1t was noted that, pending specific invitatiens for the holding of the next meeting
of this Advisory Group, it might be convenient to convene it in WHO, Geneva, to honour
the tenth meeting of the Group, if possible, by the presence of the Director-General of
WHO. The period for the meeting should preferably be during March 1993,

e
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AGENDA

Opening of the meeting

Election of Officers

Adoption of Agenda

Review of programme development:

- global level

- in the Regions

Programme documentation; present status and future needs and opportunities
Activitles of the WHO Collaborating Centres for the Frevention of Elindneszs

Vitamin A deficiency/xerophthalmia; recent developmencs in preventive strategles
and the role of the Programme for the Prevention of Blindness

Ivermectin against onchocerciasis; present situation and planned activities
Low vigion care

Collaboration with nongovermmental organizations

Specific programme lgsues:

- the mobilization of reszources for programme development
the use of standardized methodology for blindness surveys
evaluation of global trachoma control

relationship to the programme 13,15 (b) "Deafness" (Programme for the Prevention
of Deafness and Hearing Impairment)

Any other matters
Conclusions and recommendations
Date and place of next meeting

Closure of the meeting
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IRSTITUTE OF AFRICAN TROPICAL OPHTHALMOLOGY, BAMAKO, MALI :

Director: Dr 8. Resnikoff

The Institute of African Tropical Ophthalmology (IOTA) belongs to a subregiomal
institution, the Organisation for Coordination and Cooperation in the Contrel of 'the
Major Endemic Diseases (OCCGE}. In accordance with its statutes, I0TA iz developing four
types of activity: research, staff training, consultancy services for Member States of
OCCGE, and the provision of eye care at the tertiary level.

1. RESEARCH
1.1 Clinical research

During 1990, studies on the complications of haemoglobinopathies, on bacterial and
viral etiologies of econjuncrivitis and on the effectiveness of norfloxacine were '
completad, The study on ganciclovir is eontinuing. A study on the ocular complications
of lepra reactions is in progress. Finally work on keratitis due to free-living amoebae
of the Acapthamoeba genus hag already demonstrated that this parasite is responsible for
certain chronie corneal ulecerations, With regard to surgery, studies are essentially
concerned with cataraet (results of the use of intraccular implants, and economic and
anthroposociological aspects of the correction of aphakia).

1.2 Epidemiological field research

Work has been mainly concerned with perfecting the conjunctival smear methed for
evaluating vitamin A status. Moreover, studies on the prevalence of blindness and ocular
morbldicy have been continued. Finally, a previously undertaken epidemiological ‘analysis
of climatic keratopathies hasz been extended to East Africa.

2. EDUCATION AND TRAINING

Thanks te suppert from the WHO Programme for the Prevention of Blindness, this
activity has been completely restructured and iz being carried out through the method of
"education by objectives” in a professional environment. During 1988-1920 two training
programmes have been functioning: ophthalmic assistants and ophthalmologists,

The academic year 1990-1991 has seen a conslderable increase in the number éf
students and an expansion of the recrultment area, which goes far beyond the confines of
OCCGE (Burkina Faso: 1; Camercon: 2; Central African Republic: 1; Mali: 2;°

Niger: &; Senegal: 1; Chad: 1).

Moreover, in order to respond to a changing situation, two tralning modules are
being eatablished: the cataract zurgery module, intended both for general practitioners
and certain ophthalmic asszistants, and the optical technician medule, for tralnlng staff
for workshops where moderately priced spectacles are manufactured.

L

Finally specific tralning coursges to meet Immedliate needs are orpanized on rEquest
(surgical training or examination techniques). .

3. SUPPORT TO NATIONAL PROGRAMMES

This activity has been particularly well developed =ince 1989, It cunsists%df

responding to the needs expressed by the Member States of OCCGE for the launching or
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evaluation of hlindness prevention programmes, holding seminars and workshops, and
rationalizing training programmes.

It i In this context that an evaluation of the Nigerian National Blindness Control
Frogramme was carried out in 1990. C{onsultative support has alszo been given to
nongovernmental organizations in regard to xerophthalmia and mass jvermectin treatment.

4. PROVISTION OF TERTIARY EYE CARE

Thanks t¢ a wide range of technical equipment (electrophysiology, angiography,
lazers, ete,), IQTA provides eye care at the tertlary level.

In 1989 rhere were 35 000 consultations, 2000 surgical interventionms, 1250
funetional examinations and 3100 laboratory exsminations.

5. FROJECTS AND PROSPECTS

In accordance with the recommendatiens of itz Scientific Council, IOTA will reorient
its activities to concentrate on:

- the development of training facilities, particularly im regard te cataract Q;
SUrgery;

- the development of eperational research in regard te econtrolling the diseases that
are targeted by blindness prevention programmes,

INTERNATIONAL CENTER FOR EPIDEMIOLOGIC AND PREVENTIVE OPHTHALMOLOGY
BALTIMORE, USA

Director: Professor A. Sommer

1. SUMMARY OF ACTIVITIES 1989-1990

The International Center for Epidemiclogic amd Preventive Ophthalmology is a jeint
undertaking of the Wilmexr Institute and the School of Hyglene and Public Health, Johns
Hopkins University. It comcentrates on public health issues directly relaced to its role
as a WHO Collaborating Centre for the Prevention of Blindness, Xerophthalmia and
Onchocerciasls, 'u

2. TRAINING

The centrepiece of the Center’s training programmes is its Masters Degree Program in
Preventive Ophthalmology. This one-yesr programme, which confers a Masters Degree in
Public Health and a Fellowship certificate in Preventive Ophthalmology, is held every
three years. A total of 24 participants from 12 countries are presently enrelled in the
19%0/199) academic year. They will cemplete their training in Jume of 1991, though as in
the past, two or more would be expected to continue as Fellows in Preventive
Ophthalmology, to gain further research training under the direct supervision of ICEFQ
faculty. One student from the last programme (1987/1988) is completing a doctoral
programme in epidemiclogy before returning to Beijing, and a second is completing an
important research programme on blinding trachoma before returning to the United
Kingdom. In addition to the formal Masters Degree Training Program in Preventive
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Ophthalmclogy, a number of American board-certified ophthalmelogists undertake 2° to
5-year full-time training fellowships and others, from tha USA and abroad, 5hort term
training activities in a wide variety of blindness prevention toples and wvermes.: These
vary from visiting scholars whe spend 1-3 months completing analyses of collabmratlve
research prejects, to regional tralning programmes carried out by ICEPO faculty around
the world. In addition, training aids have been produced for the control of river
blindness, trachoma and vitamin A deficiency.

3.  RESEARCH i
-
Research and Interventiom activities continue in the areas of vitamin A deficiency
(xerophthalmia and nutritional blindness), onchocerciasis, trachoma, glaucoma,
strabismus, trauma, and related topiecs. Major achievements during the past two years
include the following;

- The third major trial completed preliminary analysis demonstrating the impact of
vitamin A supplementation on xerophthalmia and mortality in the Indian
subcontinent, These results will be utilized in the formulation of new WHO-UNIGEF
collaborative programmes for the control of vitamin A deficiency. A second phase
will soon begin to determine the impact of earlier intervention (women of :'
childbearing age and newborn infantg). Early results from field-based studies
indicate a numbey of immunological parameters altered by vitamin A deficiency.
Finally, improved techniques for the identification of subclinical defiecieney in
the population have been developed (impression cytology) and others (objective
measures of dark adaptation) are undergeing design and early field trials’

- Continued analysls of the "Watermen Field Study” has identified additional risk
factors for the development of early cataract, including smoking, The latter
observatlion has been ¢onfirmed in two additional studies. Continued follow-up of
the same population will zhed data on the speed of progression of different
classes of cataract, snd the risk factors associated wirh each. Studies fail to
confirm suggestions that diarrhoea plays a role in the development of catgiact_

- Data from the large Baltimore Eye Survey continue to be published. These .indicate
a marked racial and age-related predilection to glaucoma and glaucomatous
blindness; the importance of socioceconomic factors in velation te blindnmess; and
the rather surprising observation that the major cause of blindness in East
Baltimore remains, az in a developing country, unoperated cataract.

- Trachoma studies continue aleng twe lines of investigatien. In the United:
Republic of Tanzania the majer risk factor for blinding trachoma has been !’
identified as hygiene and related environmental issues, The second phase of this
study, in which anthropelegical assessments are being carried out to identify
specific personal and community practices amemable to interxvention, iz near
completion. A third phase is presently under active development, utilizing these
results, In order to carry out a controlled intervention trial to demonstrate the
cost and impact of an active intervention programme addressing these factors. In
Oman, & controlled trial of alternative surgical approaches to trichiasis’! surgery
has already yielded prelimlnary results strongly supgesting the advantagea of one
particular proeedure in advanced 1id scarring.

- Having helped establish the safety and efficacy of ivermeetin treatment for
onchocerciasis, the Center has now demonstrated its potential wvalue in reducing
transmizsion w1th1n tha community.
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- The Center has undertaken entirely new initiatives related to technology and
outcome assessment, These have important implications fer health care and
preventive services by identifying the relative merits and cost-benefit
implications of alternmative treatment modalities. Modelling has already
demonstrated the high benefit-cost ratic of providing coptimal servicesz te all
diabetica. Qutcome assessment of alternative cataract surgical approaches is
presently underway.

Future activicies will continue to exXpand, as they have in the past, on the basis of
demonstrated needs and past achlevements,

NATIONAL EYE INSTITUTE, NATIONAL INSTITOTES OF HEALTH, BETHESDA, USA

Birector: Dr C, RKupfer

INTRODUCTION

The primary mission of the National Evye Institute (NEI) iz to reduce the prevalence
of blindness, visual impairment and eye dlzeasze in the United States and worldwide,
through baslc and applied research and training, The specific chjective of NEI's
international programme is to facilitate the development and worldwide application of
appropriate NEI-supported research. 1Im 1990, NEI supported 20 grants in nine foreign
countries.

NEI currently supports research internationally on four blinding conditiens with
major worldwide impact: cataract, onchocerclasis, glaucoma, and prelonged vitamin A
deficiency leading to kerateomalaeia or xerophthalmia.

INTERNATIONAL PROGRAMMES AND ACTIVITIES

Highlights

Data from NEI-sponsored case-control studies of aging-related cataract in the United
States, Italy and India, which explored the possibility of personal and/or environmental
risk factors, were analy=sed in 1990. Intercountry comparisons continue in an effort to
determine why the onset of cataract eccurs at earlier ages in some geographical areas.
Follow-up and natural history studies are in progress in Italy and the United States,
with the hope of designing interventions to delay the progression of cataract. NEI
personnel have continued to provide consultation te cataract-free zone projects in nine
Latin American countries.

Buring 1990, NEI continued to support intramural and extramural investigaters who
are attempting to determine those antigens in the adult and larval forms of the worm that
are responsible for the host-ilmmune responze and for the ccular and systemic
complicacions of onchocerciasis, the third major cause of preventable blindness in the
developing world. Intramural scientists are performing immunological and
histepathological studies on ocular biopsy material from patients with onchoecerciasis and
from controls living in the same location.

For many years, NEI has worked with nongovernmental organizations on eye health and
prevention programmes in latin America and the Caribbean. NEI is now supperting the
Barbados Eye Study, a population-based epidemiological study aimed at preventing or
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delaying the onset of glaucoma and other eye diseases. This investigation, conducted
with the Barbados Ministry of Health, is the first comprehensive evaluation of glaucoma
and other eye diseases in Barbados. .

Clarifying the role of vitamin & daficieney in child health and survival and
defining successful, sustalnable contrel measures have broad worldwida publie health
importance. HNEIL has provided technical assistance to a randomized, controlled, masked
clinical trial in southern India invelving 15 419 preschool-aged children. The risk of
death in the group treated with a supplement of vitamin A, at a level potentially
obtainable in food, was less than half that in the control group. .

Bilateral ments and othe Ltry-to-country &
Chipa. A memorandum of understanding is in effect between NEI and institutions in

China for the conduct of a wide range of eye research prejects and for exchanging and
training scientists. -

Tndig. NEI has continued to serve as a consultant to a large field project.at the
Aravind Eye Hospital in Madurai. This project, which is sponsered by the Ford Foundation
of Indla, has evaluated the effectivensss of frequent low-dose supplements of vitamin A,
equivalent to the recommended djietary intake for children, on the incldence and severitcy
of diarrhoea, respiratory problems and other morbidities, and on mertality of
preschool-aged children.

NEI and the Indian Council of Mediecal Research (ICMR) continued to collaborate on a
programme of blindness research under the 1983 Indo-US Science and Technology
Tnitiative. This programme, which has been supported primarily by funds from the Indian
Government through the ICMR and from the United States through the Naticnal Science
Foundation and NEI, includes projects to reduce blindness caused by vitamin A deficlency,
cataract and Eales's dizease,

In January 1990, an Indo-US Workshop on Biostatlstles and Epidemiclogical Méthods in

Ophthalmology was organized jointly by NEI's Biometry and Epidemiology Program and
biostatisticians at ICMRE. L

An operations research study to reduce barriers to cataract surgery, which was
conducted in Madural in collaboration with the Aravind Eye Hespital through an
NEI-supported contract with the University of Michigan, has been completed.

Latin America, NEI has continued to help establish cataract-free zones in several
Latin American countries. The techniques developed in all of these projects will have
{mportant implications for reducing the total cost eof routine cataract surgery.

NEI backed a new vision-related mission for Liens Glubs International. Using stxong
technical input from NEI, the Lions have adopted a new vision-related mission statement
that introduces a major global sight-conservatlon programme aimed at reducing
substantially the prevalence and incidence of preventable and curable vision loss.

Brazil. NEI has continued to serve as a consultant to the Laboratory of Nutritional
Biochemlstry, Department of Nutrition, Federal University of Pernambuco, to help
Brazilian scientists to assess the vitamin A status of children and to evaluate
intervention programmes to combat vitamin A defieiency.

NEI has collaborated with the United States National Institute of Allergy and
Infectious Diseases and three Brazilian scientific organizations in developing a research
programme to study the immunology, basic mechanisms and apidemiolagy of toxoplasmesis in
southern Brazil, where the prevalence of this disorder is believed to be exceptionally
high. '
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Bolivia. NEI assisted the Pan American Health Organizatien in evaluating the
available evidence for vitamin A nutriture throughout Bolivia and helped PAHO to
establish how a nationwide blochemical survey could provide definirive information for
the purpcose of planning policy.

Mepal. NEI provides technical oversight for a three-year projeetr for the Office of
International Health and the USAID Near-East Bureau. The goal of this project is to
determine effective ways of providing sffordable blindnezs prevention programmes.

Ihalland. NEI Ls assisting the Ministry of Public Health in determining whether
vitamin A deficiency is still a significant public health problem in Thailand. Through
the Office of International Health and AID, NEI has provided technical advice in planning
and implementing a survey in preschool-aged children in randemly selected areas of rhe
North and Northeast provinces.

USSR. The US-USSR Program for Health Ceoperation in Eye Diseases has been reviewed
and participants have reaffirmed the need for continued collaboration according te the
mutually agreed-upen plan begun in 1987. During 1990, scientists began to implement
wide-ranging eollaborative investigations, including study of glauecoma, cataract,
immunology and epldemiological researeh.

West Indies. The Barbados Eye Study continued to be funded by NEI in an attempt to
find the information needed to help prevent or delay the enset of glaucoma.

Internati conferenc eminars and [

KEI conducted a two-day workshep on Cataract-Control Strategies in Kathmandu, Nepal,
from 3 te 4 November 198%9.

MNEI persomnel participated in the XIIth International Vitamin A Consultative Group

meeting in Kathmandu and presented a review of vitamin 4 intervention programnes aimed at
the prevention of blinding malnutrition.

Intramur rogramme activitrie

In addition, NEI has continued to serve as an internastional centre for research and
training. During 1990, a total of 59 foreign scientigts from 14 countries trained at
NEI, ineluding 13 senior staff fellows, 14 staff fellows, 15 visiting associates, 10
visiting scientists and 7 special velunteers. These scientists participated in an array
of visiom-related investigations, ineluding research in the molecular structure and
development of the visual system and the biochemical bases of retinal, choroidal and
corneal disease, and e¢ataract formulation.
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INSTITUTO NACIONAL DE OFTAIMOLOGIA, LIMA, FERU
Director: Dr F. Contraras

iR

The folleowing iz a summary of the activities undertaken by the WHO Collaboratlng
Centre for the Prevention of Blindnessz during the period 1989-1990, :

1. RESEARCH

The main activities were performed within the Operations Research field. A second
generation of Cataract Free Zones was developed in two cities (Ica and Iquitos). These
projects, which included self-sereening techniques and the use of intraocular lenses, are
in the evaluation process,

2. TRAINING OF PERSONNEL

A. The following chart suwmmarizes the trained persommel at primary and secbndary
levals: :
TRAINING OF PERSONNEL BY DEPARTMENTS
1989-13990
Persomnel Lima Ancash Punia | san Martin
{slum areas) 1 :
Teachers 1T840 250 120 374
Health .
auxiliaries 362 102 ‘ 6l 72
Nurses 175 42 158 24 N
Doctors 87 35 40 13 ;:
0
Health :
promoters 169 - - - i
B, P uvate Programme in olo

Significant changas within the curricula have taken place. As a result the
Residents devote at least two months per year to community eye care activities.

During this reporting period, a total of 15 Residents were trained. These
groups Included 4 Residents from Chile, 1 from Ecuador and 1 from Honduras.
They received their training through an agreement between the Peruvianm National
Eye Institute and the Pan-American Asscciation of Ophthalmology.
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3. FREVENTIVE-ASSISTANCE ACTIVITIES

These have been developed in five regiong of Peru (Ancash, Puno, San Martin, Lima
and Madre de Dies). These activities ineclude eye care provided for the health localities
at primary, secondary and tertiary levels,

Additienal activities were executed,

Programme for_ the elderly

Specific activitles have been programmed in order to provide eye care to older
people., The Imstitute carried out several campaigns in asylums and institutions for old
people in order to cope with cataracts, which are the main cause of blindness in this age
Eroup.

School Programme

In recent years the institute, in coordinmation with the Ministry of Educatien, has
organized sereenlng campalgns in schools from the slum areas,

Low-cost spectac tion

A pilot workshop for the production of leow-cost spectacles has been implemented in
the institute, The objective is to develop a medel with the goal of providing suppert to
the regular primary eye care activities.

This project will be developed in three stages:

(i) Recyeling of ugzed spectacles and assembling spectacles by using loecally
produced glasses and frames.

(i1} Grinding process.

(iii) Programme expansion,
4, EYE CARE PROMOTION

A bulletin called "Qftalmologia Comunitaria" has been edited in Spanish by the
Institute in order to disseminate infermation about community eye care activities and
other issues with relation te ephthalmology end public health. This bulletin is

clrculated among the Latin American countries,

All these activities have received technical and financial support from Operation
Eyesight Universal, Helen Keller International and Project Orbis.
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INSTITUTO DA SAUDE, SERVICO DE OFTALMOLOGIA SANITARIA, $AO0 PAULO, BRAZTL.
(SANITARY OPHTHAIMCLOGY SERVICE, SAO PAULO STATE HEALTH SECRETARIAT)

Director: Dr 0. Monteiro de Barros

SUMMARY OF ACTIVITIES 1989-1990

The S4c Paulo State Secretariat of Health recently reformulated lts administrative
structure causing the Sanitary Ophthalmology Service, formerly under the Institute of
Health, to come directly under the State Health Secretary'’s 0ffice.

All its activities contimued as in the past, mainly (i} the prometion of the
integration of eye health services inte primary health care programmes; (ii) traiping of
pexsonnel at different levels; and (1iil) conducting applied field research on the
epidemiology, management and operational aspects of aveldable blindness.

The Sanitary Ophthalmology Service glves advisory services and cooxdinates all the
activities in the planning, implementation snd evaluation of the National Programme of
Eye Health and Preventlion of Blindmezs of the Ministry of Health.

In the last two years, three Regional Courses and Seminars of the Natlonal Programme
of Eye Health and Prevention of Blindness were held with the objective of giving |
technical support for the implementation of the programme in each Braziliam State., Of
the 26 States of Brazill, 19 were represented by 86 health professionals plus two
ophthalmologists representing the Brazilian Society and the Council of Ophthalmelogy.

The Sanitary Ophthalmology Service gave advisory services for the Ministry of Health
mainly in trachoma and onchocereiasis,

A National Eye Health Day was establishad in 1989 and is celebrated every 7 May. Io
the State of Sdc Paule only, to commemorate this date, approximately 10 000 persons had
their visual acuity measured at the roadside and at subway stations.

The School Eye Care programme has been implemented together with the “Funde Social
de Solidariedade" of S50 Paulo State since 1988, "

After schoolchildren’s visual acuity was measured by their teachers, they wers
referred to ophthalmologists whenever needed and spactacles were given free of charge. A
total of 246 700 children were examined and 122 580 spectacles were supplied up to
September 1990. :

A Low Vision Reference Centre was established in a Sio0 Paule Clty Health Centre.

rStandardization of procedures for the activities in the eye health services" of the
S4p Paulo State Health Secretariat was published in 1988. :

An advisory comsultancy was given to the Guatemala Preventien of Blindness Programme
at the request of WHO's Preventicen of Blindness Programme in Nevember 1989; and a second
advisory comsultancy was given to the Paraguay/AGFUND Prevention of Blindness Frogramme
at the request of PAHO/WHO Prevention of Blindness Programme in December 1990.

2.  TRAINING
Training in eye health care activities continues to be carried out and a total of

480 health professiomals were trainmed to be instructors or to perform activities iat the
primary health care level.
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The S5&c Paulc State Health Secretarlat established a Reference and Tralning Centre
for trachema in an endemie area of the State in 1990, which will train and give refresher
courses for all personnel involved In trachoma contrel and eye health aetivities, and
will be respensible for the implementation, supetrvision and evaluation of the programme.
Four training courses were held with the support of WHO, and 70 health professionals from
different levels were trained in eye health care activities and trachoma control.

Training material and & manual for the epidemiological surveillance of trachoms were
produced to help the implementation of the trachoma control programme, As a result of
this training, a lot of new cases are being detected in other areas of the Stare.

The Sanitary Ophthalmology Service works together with the Epidemiological
Surveillance Centre of the State in all activities of the trachoma control programme.
All cases are regiszrered and an information system to moniter the cases was established
for the State.

3. RESEARCH

- The results of the research of "Eye diseases In a sample of elderly people in
880 Paulo City - BSdoc Paule - Brazil® showed a prevalence of 31.4% with low vision
and 6.8% with blindness. The main causes for low vision and blindness were
cataracts and senile macular degeneration. The data showed that a high percentage
of this population needs ophthalmological services and priority to this age greup
should be given,

Another study of the elderly population of S4c Psulo City is being conducted,

- Two school surveys were conducted to detect inflammatory trachoma in some citles
of the State of 540 Paulo in order to set up an intervention programme to econtrol
the disease. The prevalence of follicular trachoma ranged from 1.5% in
Franco da Rocha te 9.6% in Guaraci.

- An evaluation of prophylaxis procedures against gonococcal neonatorum ophthalmia
was carried out in a sample of maternity units in the city of 540 Paulo, and
showed that only 33% of them used the correct Crédé’s method. This finding led to
the planning of an educatieonal programme.

Other studies are bheing conducted:

- Eye manifestatiens in leprosy patients,

- Transmission of trachoma by eye gnats of the genera Hippelates and Lichippelates.

- Epidemiological luvestigation of inflammatery trachoma in a sample of preschool-
and scheolehildren in the North regiom of the State of S3c Paulo,
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EYE AND EAR HOSFITAL “DR RODOLFO ROEBLES V", GUATEMALA CITY, GUATEMALA .°

Director: Dr F. Beltranena Valladaras

SUMMARY OF ACTIVITIES 1989-1990

Training

Trachoma: Training in the new simplified method of
grading trachoma, in collaboration with WHO, of
personnel of the National Committee for the Blind and ‘ A
the Deaf, public health area directors and public
health paramedics (Novemhaxr 1989) , 131l

Community promoters &00

Primary eye care: For teachers, health promoters,
nurses, midwives 650 L6830

O almo : A one-week elective course for second- :
year students, University of San Carlos 252 i 255

Basic ophthalmology: A one-week training course for
fourth-year medical students assigned to public .
health family clinies 400 400

Ophthalmology: A two-month elective course for fifth-
year students, University of San Carles 8 10

Ophthalmology: A one-month required course for sixzth-
year students, Francisco Marroquin University ' 72 68

Ophthalmologiecal nursing and operating room practices:
A one-month course for the National Nursing School ; 50 50

A four-year Residency in Ophthalmology leading te an
M.5. degree from Francisce Marroquin University 16 v 15

Onchocerciasis: Four-day training of prometersz for the
project "Distribution of Ivermectin" by IEF/National
Committee for the Blind and the Deaf at o
Rodolfo Robles Hospital ! 5

10-day field training on the project in the area of ¢
Morelia, Yepocapa ‘ 5

A two-day training course in community metivatlon -
techniques : 5




WHO/PBL/91.22
page 52

Annex 3
Delivery of gervices

Dutpatient

Cataract
Trachoms
Onchocerelagsis
Glaucoma
Refraction

Other pathologies

Surpical services

Cataract
Glavcoma
Other major
Other minor

Onchocerciasis and mazs distribution of ivermectin

885
795
390
991
072
872

435
494
967
234

The Rodolfo Robles Eye Hospital, in assoeciation with the Intermnational Eye
Feundation and with the financial support of the Public Welfare Foundation, and in
coordination with the Ministry eof Health, started in 1990 the first mass

distribution preoject of ivermectin in the Western Hemisphere.

The area agsigned iz an endemic area with a target population of 19 000

inhabitants and an eligible population of 12 000.
The results to 5 December 1990 are thus:
Total census: 9966 Total treated: 9933
Proportion of population treated as per census!:

Proportion of adverse reactions {(only mild or moderate)
as per total reached

Trachoma - WHO/Hospita! Rodolfo Robles Project in the pew method for esrading

trachoma

99.0%

6.56%

Reports by trained workers in the endemic area of Sclela included treatment
with ophthalmic tetracycline 1% (donated by Christoffel Blindenmission) of a total

af 4660 perzons.

Regeaych

Through the CESSIAM {Center for Sensory Impairment, Aging and Metabolism) of the
Hospital Rodelfo Robles of the National Committee for the Blind and the Deaf, research in

the area of vitamin A and szensory lmpairments has been developed.

During 198% and 1990, more than 50 research papers have been published.

483
831
689
0491
762
332

244
429
839
430
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xNSTITUTE OF OPHTHALMOLOGY, TUNIS, TUNISIA

Director: Professor S, Ayed

The Tunislan National Programme for the Prevention of Blindneszs has had remarkable
SuCcesses.

The active form of trachoma has disappeared from rhe northern, central and coastal
raeglong., It dees persgist in a number of rural areas and ocases in the south of the
country, where the disease has a benign form. Activities come under three headings:

- training (the priority of the programme};
- treatment of patients;

- research, focusing prineipally on cataract and glaucoma,

1. Izaiping

Training of health persommel at all levels still forms the basis of the prngramme
It iz conducted in conjunction with the baszic health care programme. .

Specialist training of physicians in ephthalmelegy preduces 10-12 new
ophthalmologists per annuwm. This training takes place at the medical faeculties of Tunis,
Sousse, Sfax and Monastir. On completion of training, the ophthalmologists are able to
perform surgical operations on cataract resulting from glaucema, on injuries to the
anterior segment, on pterygium and on trichiasis. '

There are now 140 ophthalmologists in Tunisia for a population of 8 million.. This
amounts te one ophthalmologist per 60 000 pepulation, whereas in 1980 there were 46 for a
pepulation of 7 million, or one per 300 000 population: great progress has been made.

The eentral and southern regions which had been underprivileged, lacking physiclans
and equipment, now have specialists, The infrastructure has heen developed and there iz
more equipment available now than previously.

Training of health workers in primary eye care has been stepped up. The programme
concentrates on the three main symptoms leading patients to seek treatment: redness of
the eyes, loss of vision and eye pains, in terms of diagnosis, treatment and prevention.
Ophthalmological training for gemeral practitioners is given mainly to physiclans working
in rural areas. Two hundred and nineteen people benefited from the training programme in
1989 and 166 in 1990. .

In 1989, several seminars were organized in the following administrative regions:
Tunis, Ariana, Tunis South, Kasserine, Zaghouane, 53iliana and Souk El Irbiaam, with a
total of 210 participants,

In 1990, two werkshops on public health ophthalmelogy and management of blindness
prevention programmes were organized joilntly by the Primary Health Care Board and the
Tunis Institute of Ophthalmelogy. Each lasted three days and catered for 16 peneral
practitioners (one per administrative area). The workshops were designed to inform
doctors of the activities and results of the National Programme for the Prevention of
Elindness, to provide theoretical and practical instruction in diagnosis and trestment of
common blinding diseases, and to enable them in turn to train local public health
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personnel in the reglona. As well as theoretical training, the public health physicians
did a peried of practical work in the departments of the Tunis Institute of Ophthalmology
{outpatient and emergency servieces),

Purther seminars toock place in the following administrative areas: Nabeul, Kalrouan
and Ezzahta, for a total of 90 participants.

The teachers are from the Tunis Institute of Ophthalmology. There are sufficient
quantities of training documents and pedagogical material. The menual on primary eve
care, which was printed in an edition of 2000 and distributed throughout the country, has
recently been revised and relssued. A further manual for general practitioners and
district physicians has been written.

WHO training fellowships in public health ophthalwmolegy, epldemlologlical statlstics
and computing have been awarded te ophthalmologists working in the centre and south of
the country: Dr Asma Ben Ammar Ketata in 1989 and Dr Dacud Hedia in 1990.

2. Field activities

An autonomews, field ophthalmeology unit comprised of a surgery and a small operating
theatre caterad for 14 789 people in 1989 and 10 075 up till 17 October 1990; it
provided a variety of eurative and preventive services as well as sereening for
entropion, trichiasis and ecataraecr,

3. Research L tive syndrome i unisia

Exfoliative ayndrome is relatively common in Tunisia (12% of cases according to the
institute’s survey conducted in the south of the country). A survey covering a
population of 298 cases showed that it affects mostly old people (653% of cases) and thatr
incidence Iincreases with age. It is almost always bilateral., The exfoliative syndrome
iz aggeeclated wlth cataract in 93% of cases and with glaucoma in 28% of cases,

The frequency of exfoliative syndrome is attributed to high exposure to ultraviolet
radiation, and the predominance of maculae is imputed to higher exposure to ultraviolet
tvadiation at work. These data indicate that the exfoliative syndrome is a significant
risk factor that calls for monitoring of patlents affected, through regular checking of
Intrsocular pressure and examination of the anterior segment.

Study of cataract

The pretecel of this survey, te be conducted in 1991, iz being prepared with the
collaberation of WHO consultants; it is to cover cataract epldemlology (incidence,
prevalence, risk factors and treatment strategles).

KING KHALED EYE SPECIALIST HOSPITAL, RIYADH, SAUDI ARABIA

Director: Dr I. A. Badr

INTRODUCTION

During 1989 and 1990, the King Khaled Eye Specialist Hospital (KKESH) malntained its
previous level of activities in the field of curative and educational work, as well as
research and prevention in the field of eye care. Dr Badr, Director of the WHO
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Gollaborating Centre, participated in the WHO Advisory Group meeting on the Prevention of
Blindness in Baltimere, USA, and in the zeminar on the occasion of the 10th Anniversary
of the WHO Frevention of Elindness Programme, Bethesda, USA, both held in March 1989. He
also attended the Meeting of the Joint Committee for the Control of River Blindness in

Helland, 4-7 December 1989, and the WHO Consultation on the Use of Intraccular Lemses in
Cataract Jurgery in Developing Countries, Geneva, 3-7 December 1999,

1. TREATMENT

During 1989 and 1990 the Outpatient Department handled 79 680 and 63 418 patients
respectively. Emergency room visits numbered 16 088 in 1989 and 16 693 in 1990. ' Patient
admissions in 1989 amounted to 7747, and 7173 in 1990. The total number of ophthalmic
procedures carried out in 1989 was 10 757 and 10 272 for the year 1990 (total surgery
cases 7293 in 1989 and 6687 in 1990). Cataract surgery was carried out on 4429 éyes in
1989 and 4206 eyes in 1990, (During 1989 and 1990 more cataract surgety was activated
outside KKESH.) There were 397 corneal graft operatioms during 1989 and 329 in 19490,

2. EDUCATION

King Saud University (KSU) and KKESH meintained the continuity of the Residency
Programme and, on average, 8-10 residents are accepted every year of whom 7-9 graduare.

Five ophthalmologists from the community have benefited from a six-month training
programme created to upgrade the standard of cataract surgical skills including Use of
the microscope and modern procedures of extracapsular cataract surgery and intracculay
(TOL) insertions, i

Training programmes for ophthalmic assistants and technicians cover the hosﬁital
needs, The hospital maintains the training of opticians and also contributes to the
training ¢f an anaesthesia residency programme at K5U,

The Continuing Education Programme has been maintained in the form of weakly
half-day seminars, an annual meeting and two general or subspecialty seminars, as well as
courses on extracapsular cataract extraction and IOL insertion, glaucoma, ete. An annual
seminar on Common Eye Diseases for Primary Health Care workers is held. Staff also
contribute to reglonal training programmes of primary health ecare workers and
ophthalmologists. Over 20 international visiting professors came to KKESH during the
last two yeazrs. By

3. PREVENTION OF BLINDNESS ACTIVITIES

Emphasis on cataract surgery rates in the Kingdom has been 2 major concern.  The
upgrading of facilities, tralning and public education have taken a great part in the
educational programme and the health administrators’ time. Cataract BUrgery rates seen
to have increased nationally and the quality of surgery has also improved. Hospital
staff contributed to national, regional and international prevention of blindness
meatings. In 1983-1990 a major Survey on Eye Diseases and Visual Loss in the Eastern
Province was carrxied out by the Rasearch Department. The staff of King Rhaled Eye
Speclalist Hospital contributed as advisers to the newly establighed Saudi Eye Foundation
and ad hoc Prevention of Blindness Committee meetings. 1

4, RESEARCH

In January 19%0, a Survey of Eye Disease and Visual Loss in the Eastern Province was
completed; 4340 patients were examined. Blindness has been reduced from 3.3% in 1984 to
1.5% in 1990. Prevalence of active trachoma has been reduced from 7.8% (mild) and 3.5%
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{moderate-severe) in 1984 to 0.8% and 0.7% respectively. The leading causes of blindness
waere cataract (37.5%), refractive erroxr (15.7%), trachoma and glaucoma (each 9.4%).

In 1989, 22 projects were completed. During 1990 there were 89 active research
projects of which 23 were completed.

Visual outcome and cemplicatfonz afrer cataract extraction for 1383 patients (1520
eyes) were studied; 37% only of 21l eyes achieved visual acuity of 20/40 or better.
Factors reszponaible for poor visual results were refractive error, pre-existing corneal
scarring and pre-existing glauvcoma. Paediatric orbital tumours in persons aged less than
18 years revealed that orbital retinoblastoma accounted for 32.4%, and benign cystic
lesions for 17,6%, Various studie=s on retinoblastoma have been completed. Sixty-two
corneal amyloidosis cases studied were associated with advanced trachomatous scarring and
19 were associated with elimatie droplet keratopathy. In another study lattice-like
lines in elimatiec keratopathy proved to be amyloid depositionz. A study of corneal
ectasia, including 53 cases of keratoconus, 5 pellucid corneal degeneration, 2
keratoglobus and 1 superior corneal thinning, revealed a correlation with vernal
keratoconjunctivitis in 61 patients. A Yag goniotomy study of 11 congenital glaucoma
patients proved that Yag is an effective alternative to surgical goniotomy.
Trabeculeotomy versus goniotomy and the use of moltena valve implants were studied In a
congenltal glaucema population. Six patients with Ehlers-Danles syndrome with
keratoglobus were studied and treated by epikerateoplasty for tectonie gsuppert. Results
of 50 penetrating keratoplasties were studled in 44 children. Ocular tumour, corneal
graft and ocular microbe registries were developed.

Other studies included conjunctival and lacrimal saec pigmentaticn by kohl
{eyeliner), pneumatic retinepexy, xercderma pigmentosa, adult orbltal tumours and study
of the causes of uveitis in Saudi Arabia.

INTERNATIONAL CENTRE FOR EYE HEALTH, LONDON, UNITEDR KINGDOM

Director: Profezsor G, Johnson

1. HONOURS

The Gonin Medal was awarded by the International Council of Ophthalmelogy in
Singapore, March 1990, to Professor Barrie Jones, Director of the Unchocerciasis Research
Programme at the Centre. Dr Angela Reidy was awarded a PhD degree by the University of
Wales,

2. TEACHING

Succeasful diplema courses, of six months’ duration, in Community Eye Health were
held in 1989 and in 1990 for 17 and 16 students respectively. These 33 participants
ineluded 17 ophthalmolegists, 3 general doctors with ophthalmic experience, 2 social
workers, 4 ophthalmic medical assistants, 3 ophthalmic nurses, 3 nurses with ephthalmic
experience and 1 health educator. The following countries were represented:; Colombia
(2), The Gambia, India (2), Italy (2), Liberia, Mozambique, Nepal (2), Nigeria (3),
Norway, Pakistan (2), Papua New Guinea, Stri Lanka (2), Sudan, Tanzania (4), Turkey,
Uganda (2), United Kingdom (2), Zaire and Zambia.
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A one-week course in Ophthalmology for the Tropics was held at the Iastitute of
Ophthalmology in January 1990, Staff members of the Centre have taught in both years on
the M.Sc in Ophthalmology at Bristol Eye Hospital, at the Institute of Child Health and
the Lendon School of Hygiene and Tropical Medicine, and lectured to the Instituta of
Health Service Managers in Manchester and to the University of Mumich. The Department
has also provided an external examiner for the Ophthalmic Nursing Diploma in Accra and
the M.S5¢ in Ophthalmology ar Bristel in both years. i

3,  WORKSHOES : "

4 global WHO Meeting on the Prevention of Childhood Blindne==, sponsored by
Christoffel Blindenmission and Sight Savers, was hosted in London by IGEH, from 29 May to
1 June 1990. Her Royal Highness Princess Alexandra opened the meeting. ¥

An all-day meeting on "Ophthalmology Ffor Developing Countries" was organized in
¢onjunction with the European chapter of the International Society of Geographical
Ophthalmolegy (ISGO) at Streatley, Berkshire, on 6 July 1989. SBeventy ophthalmologists
attended,

4. RESEARCH

A Catzayxact: (Unit Leader: Dr D, Minasssian)

Long-term follow-up studies have continued in Raipur, Central India, in close
cellaboration with Dr V. Mehra and Dr A. Reidy. This is the first time that the
incldence of cataracr in a population has been measured, as has been the differential
mortality of patiemts with cataract; 1t is also the first time that a compariseon has
beent made of results at one year after cataract extraction by the same surgeen in eye
camps and at the base hospital,

B. Infecrive diseases: (Unit Leaders: Professor B. Jones and Dr A. Fostar)

The three-year placebo-controlled cliniecal trial of ivermectin in a population in
Nigeria has made excellent progress. The third anmual dosing of over 8000 people will
take place in the Spring of 1991, This is a collaborative projeet with
Professor A. Abiose, Kaduna. It is funded by the WHO Special Programme for Research and
Training in Tropical Diseases, Leverhulme Trust, and Sight Savers. Werk continubs inteo
aspects of control of corneal ulceration in children and of trachoma.

C. Epidemiclogy of blindness and visual impgirment in the Unjted Kingdom:

(Unit Leader: Dr R, Wormald) i

In order to build up a composite picture of the prevalence of blinding diseases in
the British Isles, surveys of selected populations are being conducted: rhese include
the over-65 age group in two group practices in inner London, the African-Caribbesan
population of a London borough and the preschool age group in Cornwall. A suceassful
survey in Roscommon, Ireland, for glaucoma has been conducted by Dr M, Coffey, a previous
student, in association with ICEH. e

In separate developments, Dr D. Minassian hag asalsted WHO's Programme for‘the
Pravention of Blindness (PBL) with the analysis of prevalence surveys, the design of
interaective software for this purpese, and the setting-up of a database at PEL, Geneva.
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