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Overview

On the occasion of its Tenth Meeting, the Group took stock of the
overall development of the WHO Programme for the Prevention of Blindness
(PBL) from its inception in 1979.

The WHO Programme has successfully focused attention on the
massive problem of avoidable blindness, particularly in developing countries.
The collection of epidemiological data on blindness and its causes, the
development of a primary health care approach, technical and managerial
guidelines for national programme developments and training and research
are areas that have all been promoted and supported successfully.

The achievements of the PBL Programme at this stage can be
measured in:

(1) the impressive figure ot 93 countries with
national plans and/or programmes for blindness
prevention;

(i)  a strong research component at the global level,
together with a supporting network of
collaborating eentres carrying out applied

research and training of personnel at all levels;
the concept of public health ophthalmology is
being successfully promoted;

a well-established network of collaborating international
nongovernmental organizations, providing substantial
support to the WHO Programme through an increasing
number of joint ventures;

(iv)  the wealth of technical guidelines and
information provided over the years.

The Group noted that several countries are now in the process of
evaluating the outcome of national programmes, in terms of disease and
visual disability reduction; this is the important next phase of programme
development, which should ultimately allow for new activities to be
undertaken, notably tackling major eye health problems also in developed
countries.
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INTRODUCTION

The Tenth Meeting of the WHO Programme Advisory Group on the Prevention of
Blindness was held in WHO headquarters, Geneva, from 2 to 5 March 1993

The meeting was attended by eight members of the Programme Advisory Group,
representatives from a number of international nongovernmental organizations, Directors of
nearly all WHO Collaborating Centres for the Prevention of Blindness, and a representative of
the Ministry of Public Health, People’s Republic of China.

The list of participants is attached as Annex 1.

The meeting was opened by Dr Hiroshi Nakajima, Director-General of WHO. In his
address, the Director-General referred to some of the accomplishments of the WHO
Programme, while outlining remaining and new challenges in various fields.

The full text of the Director-General’s speech is attached as Annex 2.

The agenda was adopted with no modifications and is attached as Annex 3.

Professor F. A. Billson was nominated as Chairman and Dr Uthai Sudsukh as Vice-
Chairman. Professor G. J. Johnson and Dr Allen Foster served as Rapporteurs.

1. REVIEW OF PREVENTION OF BLINDNESS PROGRAMME DEVELOPMENTS

1.1 Review of activities at the global level

1.1.1  General overview

The activities of the PBL Programme continued to grow during 1991 and 1992, despite
increasing budgetary constraints. The major global events, such as the political changes within
the former USSR and the worldwide economic recession, have had consequences for all WHO
programmes including that of blindness prevention. Thus, although there is an increasing
demand for technical assistance to countries, at the same time the available programme
resources have been drastically reduced. This trend has forced the Programme 1o intensify its
search for extrabudgetary funds and to prioritize certain activities.

It should be noted that the regular budget for the PBL. Programme for the 1992-1993
biennium has been reduced by more than 60%, after administrative and regular personnel costs
have been covered. This has inevitably led to the postponement or cancellation of certain
planned activities, such as global meetings and visits to countries, as well as the availability of
educational material. Thus, an interregional meeting on the prevention of blindness from
glaucoma is still pending, as is the planned follow-up meeting on low vision care.

It is very difficult to forecast the future, in terms of resources for the PBL Programrme;
blindness prevention tends to get very little political visibility, and this is reflected in a negative
trend of country funds for the Programme. Furthermore, other issues such as the environment,
malaria, AIDS and micronutrients are given increasing priority, as reflected in major
international conferences and priority budgetary allocations. The challenge is, therefore, to
present the blindness prevention issue in a manner likely to attract political visibility and
technical and financial resources.
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1.12  National programme development

There has been continuous growth of the number of countries with national programmes
for the prevention of blindness; presently there are 93 countries with known actjve programmes,
or with a national committee or plan in place, out of an estimated 116 countries in need of
national programme developments to counter a public health dimension of blindness. However,
in view of the rapidly changing world, there is 2 need to revise these figures, and this will be
attempted (see Annex 4). It should be noted that the number of Member States in WHO grew
by 12 in 1992; the total number is presently 182. Many of the Eastern European or Central
Asian republics are unknown, as seen from the blindness prevention horizon. There is,
therefore, a great need for rapid action to collect information and relevant health statistics from
those countries.

There are still a number of countries in the process of preparing for, or actually
developing, their national plans or programmes. It is therefore likely that the PBL Programme
may well reach its target under the Eighth General Programme of Work of WHO, i.e., "to have
national programmes in all countries where blindness constitutes a public health problem”,
However, given the present very severe budgetary climate, there is a danger that a number of
country programmes will become inactive or limited in action owing to lack of financial
resources.

113 Technical meetings and reports

A pgreat number of meetings for programme planning, implementation and collaborative
activities took place in 1991 and 1992. The following is an overview in chronological order, with
the relevant technical report reference also given.

- The Ninth Meeting of the WHO Programme Advisory Group on the Prevention of
Blindness, held in Banjul, The Gambia, from 5 to 8 March 1991; - the report
WHO/PBL/91.22 in English and French refers.

- A global meeting on "Strategies for ivermectin distribution through primary health care
systems", held in Geneva in April 1991, with support from nine nongovernmental
organizations working through the Consultative Group to the WHO Programme; the
report WHO/PBL/91.24 in English and French has been very widely disseminated.

- A small meeting on trachoma control was organized by The Edna McConnell Clark
Foundation (EMCF) in September 1991, with the participation of the WHO
Programme and UNICEF staff.

- An International Symposium on Ocular Trauma was held in Geneva from 3 to 5 April
1992, with the official sponsorship of WHOQ and the participation of the PBL
Programme. The proceedings of the Symposium will shortly become available.

- At the European Congress of Ophthalmology, held in Brussels, Belgium, from
25 to 27 May 1992, presentations on trachoma were given at the annual meeting of the
Interpational Organization Against Trachoma, and on cataract at a one-day symposium.
The two papers on trachoma are being published in the Revue internationale du
trachome.

- The Fourth Meeting of the Consultative Group of Nongovernmental Organizations to
the WHO/PBL Programme took place in Bensheim, Germany, on 2 and 3 June 1992.
The report of the meeting, which resulted in a number of important collaborative
developments, has been issued in English as document WHO/PBL/92.26.
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- The PBL Programme Manager participated in a symposium on visual disability in the
elderly, held in Genova, Italy, on 19 June 1992

* - A meeting on "Management of low vision in children" was held in Bangkok, Thailand,
on 23 and 24 July 1992, hosted by the International Council of Education of the
Visually Handicapped. The meeting was convened in response to a recommendation
made by the WHO Programme Advisory Group, and included the participation of a
number of experts and interested nongovernmental organizations. The report is being
finalized as a booklet.

- The PBL Programme was well represented in a special symposium for the fifth
anniversary of the Mectizan® [ivermectin] Donation Program, held in New York City
on 23 September 1992. Six selected nongovernmental organizations participated in a
panel led by the PBL Programme Manager, discussing ivermectin distribution
programmes from the nongovernmental organization perspective. The proceedings of
the symposium have been published by Merck, Sharp & Dohme, in consuitation with
WHO.

- The PBL Programme participated in a meeting on the effects of ultraviolet irradiation
exposure on man, held in Lyon, France, in October 1992. A possible multidiscipiinary
research study, labelled "Intersun”, is being considered, including the relationship
between cataract and UV exposure.

- The PBL Programme Manager gave a presentation on 12 November 1992 in Paris,
France, at the invitation of the International Optometric and Optical League, which
had convened a global planning group on the theme of eye care in the 21st Century.

- Following the global meeting on ivermectin distribution strategies in April 1991,
discussions were held with the Mectizan® Donation Program secretariat and interested
nongovernmental organizations, with the purpose of strengthening the coordination of
work in ivermectin programmes. A small consultation was convened in mid-February
1992 in Geneva, under the auspices of the Consultative Group of Nongovernmental
Organizations; the report of that meeting is available as WHO/PBL/92.25. It
subsequently became possible to establish a separate post of coordinator, within the
WHO/PBL Programme, which was filled as from 1 November 1992 by Dr Y. Dadzie,
previously working for the Onchocerciasis Control Programme in West Africa. The
first meeting of the NGO Ivermectin Coordination Group was subsequently convened
on 30 November and 1 December 1992 in Geneva; the report is being finalized.

Regional meetings are reported under "Collaboration with the regions” or under
- "Research and training”,

1.1.4 ©OQther meetings

Other meetings related to the WHQ Programme for the Prevention of Deafness and
Hearing Impairment (PDH) were organized: first (i) in June 1991 in Geneva, where an
informal consultation on programme planning was convened, followed by (ii) a regional meeting
on national programme formulation in the Regional Office for South-East Asia in September
1991, and finally (iii} a small working group in Geneva in March 1992, for the development of
an ear examination form for field surveys. The report of the first meeting has been issued as
WHO/PDH/91.1, and SEARO has issued the report from the regional meeting. It is still a
question of a temporary arrangement 10 manage the PBL and PDH Programmes together. A
consultant otorhinolaryngology (ORL) specialist, Dr Y. Suzuka, is in place for a one-year period,
based on extrabudgetary resources from Japan. :
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1.1.5 Research apd training

Four new WHO Collaborating Centres for the Prevention of Blindness have been
designated:

- The Aravind Eye Hospital, Madurai, India, under the leadership of
Professor G. Venkataswamy

- The Eye Department of the Kenyatta Hospital, Nairobi, Kenya, under the leadership of
Dr H. 8. Adala

- The Storm Eye Institute, Medical University of South Carolina, Charleston, USA, under
the leadership of Dr D. Apple

- The Ophthalmic Department of the Royal Victorian Eye and Ear Hospital, Melbourne,
Australia, under the leadership of Professor H. R. Taylor

Training courses in preventive ophthalmology and community eye health have been
provided by the Centres in Baltimore (the Dana Center) and in London (the International
Centre for Eye Health [ICEH]). In addition, the Centre of the Proctor Foundation in
San Francisco arranged a two-day symposium on "Ophthalmology in the Tropics”, on
12 and 13 March 1992, with the participation of staff from WHQ headquarters, ICEH, the
Internatjonal Eye Foundation (1IEF) and Sight Savers.

The Edna McConnell Clark Foundation approved in 1992 a grant of US$ 55 000 for the
holding of two workshops on trachoma assessment in Africa. The first workshop, arranged for
12 French-speaking countries, was organized in Bamako, Mali, from 8 to 11 December, hosted
by the PBL Collaborating Centre, the Institute of Tropical Ophthalmology in Africa (IOTA).
The second workshop, for 12 English-speaking countries, took place in Nairobi, Kenya, hosted by
the PBL Collaborating Centre at the Kenyatta Hospital from 23 to 26 February 1993,

‘The Research Coordination Module for the PBL Programme has been maintained
through support provided by the National Eye Institute/National Institutes of Health (USA)
under a five-year research contract. The present projects include a study of outpatient cataract
surgery in Africa (Bamako, Mali) and a comparative trial of intracapsular cataract extraction
with ophthalmic spectacles versus extracapsular extraction with posterior chamber IOL. The
latter study will also include a comprehensive assessment of quality-of-life aspects. Future
planned studies include assessment of eye care in Central and Eastern Europe, eye health
problems in urban slum areas, and evaluation of selected national blindness prevention
programmes.

The PBL Programme has also undertaken a study on a so-far-unknown maculopathy with
optic nerve involvement in Tanzanian adolescents. This work has been carried out in
collaboration with ICEH, under Professor G. Johnson, together with Professor Mtanda of the
Muhumbili Hospital in Dar es Salaam. A short-term consultant was recruited in early 1992 for a
biochemical assessment of cases versus controls. There are still no conclusive results in this
study as to the origin of the blinding maculopathy; further work is pending the availability of
adequate funding.

The Programme has contributed to the World Development Report, to be issued in 1993
by the World Bank, on the specific chapter on "The global burden of disease". Cataract,
trachoma and glaucoma have been analysed, using available data and developing disease models
as to prevalence, incidence and impact as a "case/disability” rate.
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1.1.6 Collaboration with the regions

A number of activities have been jointly undertaken with the WHO Regional Offices, as

follows:

Africa:

()

(&)

(i)

(i)

Callaboration in the global questionnaire on trachoma, as far as African countries
are concerned.

Arrangements for the trachoma assessment workshops for English- and French-
speaking countries, with funding from EMCF.

Collaboration in the planning of ivermectin distribution programmes in endemic
countries.

Extrabudgetary support to the national programme in Nigeria.

Atmnericas:

(D

(i)

The implementation of primary eye care projects in nine countries with support
by The Arab Guif Programme for United Nations Development Organizations
(AGFUND). This project is ongoing since 1986.

Collaboration in the control of onchocerciasis; the participation of the PBL
Programme Manager in a workshop on epidemiological characterization of
onchocerciasis (Washington, D.C., 9-11 March 1992) and future involvement in
the assessment of ocular onchocerciasis in Latin America.

Development of low vision strategies and services; a meeting with extrabudgetary
support is being planned for 1993,

Eastern Mediterranean:

(1

Joint planning of PBL activities in selected countries, in particular for pational
workshops and for fellowships.

Work for technical advisory services, with staff from PBL/HQ, in some countries
stich as Moroceo, Oman, Sudan and Tunisia. In the case of Morocco, this has
resulted in a national survey on blindness and the development of a
comprehensive programme.

Resional workshop on PDH development through a jointly planned Task Force
(Alexandria, 12-16 October 1992},

Joint support to a regional PBL meeting in April 1993.

Planning of data collection and consultantships for Centrai and Eastern European
COUN{TIES.

Joint working group on the development of low-cost hearing aids.
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south-East Asia:

(i) Joint support to the strengthening of selected national programmes, e.¢. Myanmar
and Nepal.

(ii) PBL/HQ has been closely involved in a World Bank Mission for major financing
of the Indian National Programme.

(iii} Research and training developments in selected countries and institutions
(collaborating centres).

(iv) Particular interest in the development of the PDH Programme.

Western Pacific:

(i) Joint convening of a regional workshop on national programme evaluation,
supported by the Consultative Group of Nongovernmenta) Organizations, in
Sydney, Australia, from 26 to 28 October 1992,

(ii) Specific extrabudgetary support to China, Kiribati, the Philippines and Viet Nam
for primary eye care and cataract surgery.

(1if}) Planning of joint meetings for 1993 (China, Fiji and Japan for eye care in the
elderly and staff training).

1.1.7 Collaboration with nongovernmental organizations

This aspect of programme development has shown a clearly increasing trend throughout
the PBL Programme’s history. During the period under review, the 1991-1992 biennium,
particular activities have included much valuable support to the conduct of meetings (Geneva,
ivermectin meeting, April 1991; Sydney, regional workshop, October 1992), and for the
mobilization of resources for increased staffing for the Programme at the global level (post of
medical officer and post of ivermectin coordinator). Other activities planned through the
Consultative Group include a meeting in Africa for Portuguese-speaking countries in 1993.

Collaboration has also been maintained with the International Agency for the Prevention
of Blindness (YAPB), through the attendance of PBL staff at its regional meetings for South-East
Asia, Europe, the Americas and the Western Pacific. Other areas of collaboration include
specific technical services, such as the setting-up of a low-cost spectacle workshop, jointly with
Christoffel Blindenmission (CBM) at the WHO Collaborating Centre in Bamako, Mali, and the
reprinting of a document with nongovernmental organization support, in this case from CBM for
the local preparation of eye drops. The planning and development of low vision care js another
area in which joint input from WHO and interested nongovernmental organizations will
undoubtedly play an important role in the future.

Collaboration with nongovernmental organizations has had a great impact on the staff
situation for the PBL Programme. Presently two posts at headquarters and one post in a
Region (the Americas) are supported by nongovernmental organizations. This has considerably
cased the pressure of work and facilitated the development of the Programme in critical areas.
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1.1.8 Discussion
1.1.8.1 Prevention of blindness commtittees in industrialized countries

{t was suggested that consideration should now be given to prevention of blindness
committees in industrialized countries. It was noted that as soon as a half-way level of economic
development was obtained and progress had been made in prevention of blindness, the interest
decreased. If the prevention of blindness were a prominent concept in industrialized countries,
it would lend support to the programmes in less-industrialized countries. It was clear that there
were areas of opportunity for improved prevention of blindness activities in all countries.
Although in some countries the need of a committee had been questioned, it was generally
agreed that each country should lock at its own situation and a committee should be
recommended. The activities would be different from those in developing countries, and would
include genetic disease, neonatal care, low vision care, public health education and attention to
vulnerable groups. There was also great opportunity for public health education, similar to that
carried out by the National Eye Health Education Programme in the United States.

There should be no change in the allocation of the international nongovernmental
organizations (INGOs) from developing countries to industrialized countries. The name of the
programme tight be important in some countries, so that "Provision of Eye Care" or
"Promotion of Eye Health" might be more appropriate than "Prevention of Blindness". The
activities would include affordability, accessibility and appropriate technology, exactly as in a
developing country.

1.1.8.2 Diaberic retinopathy

It was pointed out that this was an area which is not being adequately taken care of in
most countries. Less than 3 or 4% of people with diabetic retinopathy need now go blind if
regular screening and treatment were carried out on an organized basis. Diabetic retinopathy is
also becoming a problem in developing countries. It was agreed that a workshop on diabetic
retinopathy should be the top priority for future meetings.

1.1.8.3 Data bank

The value of the data bank was stressed. There had been difficulty updating it because of
the recent work load and also difficulty with computerization. A new report should be available
within six months. The World Bank report was also requesting a chapter on global health
situations which would include an entry on blindness.

1t was also requested that when anyone connected with the WHO/PBL Programme
published population-based data, copies of publications be sent to Geneva for inclusion in the
data bank.

1.1.8.4 Budget

There had been across-the-board cuts for all programmes because of the recession and the
emergence of new Member States which were not always able to pay a contribution. It was
explained that it had been considered of most importance to keep key staff employed and
therefore there had been a 60% reduction in operational budgets for global programmes.

1.1.8.5 Progranume for the Prevention of Deafness and Hearing Impairment (PDH)

Since 1990, the Programme for the Prevention of Deafness and Hearing Impairment
(PDH) has been assigned to management by the Programme for the Prevention of Blindness.
The PDH Programme had almost no regular budget allotment and was created on the basis of
possible availability of extrabudgetary funding, This has not been forthcoming as anticipated.
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Some of the activities developed in this programme have been made possible through a short-
term consultant on a temporary secondment basis.

Although at the district or peripheral level it may be possible to combine prevention of
deafness as well as blindness under one department and worker, there was general agreement
that at the central management level and also at country level management the deafness
programme should be distinct and clearly identified. A full-time position was required in
headquarters to develop the PDH Programme, although this could remain under the general
managerial supervision of the present PBL Programme Manager.

1.2 Review of activities at the regional level

1.2.1 The African Region

1.2.1.1 Objectives

The objective of the WHO/AFRO Programme for the Prevention of Blindness is to
promote national programmes for blindness prevention and control in order to reduce the rate
of blindness to less than 0.5%, prevent avoidable blindness and provide essential eye care for all.
The Programme aims at the integration of blindness prevention activities in the public health
care services oriented to the community. Dissemination of information, promotion of manpower
development for blindness prevention and epidemiological research are stressed.

The regional budget is shown below:

1991 - US$E 40 000
1992 - US$ 28 000
Extrabudgetary funds - US$ 55 000

12.1.2 Country budgets

The amounts shown below are attributed to country budgets. The fact that only a few
countries have budgets for blindness under AFROPOC does not mean that blindness is not a
priority. In fact, many countries in Africa have their programmes with the assistance of other
agencies including nongovernmental organizations and bilateral donors.

"—1991 (USH) | 1992 (US3)
Niger 56 000 | Mali 2 000
Malawi 3 500 | Uganda 13 000
Uganda 3 000 § Malawi 12 000

1.2.1.3 Situation analysis

Blindness in Africa has a high prevalence estimated at 1.2% of the population, with
variations between 0.3% (Congo) and 2% (Chad), and 3% and higher in some regions of Mali,
where it reaches 4.7%. The main causes are cataract, onchocerciasis, trachoma including
complications of measles, vitamin A deficiency, glaucoma and trauma.
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Human resources for PBL are scanty, and are localized in urban centres. Some Member
States have now integrated primary eye care into primary health care. The estimated average
rate of ophthalmologists in the Region is still one per million population. Subprofessionals are
trained in some countries to perform €ye cataract operations and other duties normally
performed by trained ophthalmologists.

1.2.1.4 Muain activities

(i) All countries have conducted blindness prevention activities in a lesser or higher
degree, at least with clinical, curative or rehabilitative care according to the
strength of their health care system.

(if) Cameroon: A National Symposium on Prevention of Blindness was held from
14 to 16 January 1991,

Ghana: launched the National Eye Care Programme 1991-1995.

Uganda: held a seminar on primary eye care and then launched the National
Eve Care Programme for 1952-1996,

Several African countries have shown an interest in setting up production units
for low-cost spectacles. These countries are Burundi, Cameroon, Ghana,
Mozambique, Nigeria and Sierra Leone. Some church organizations have shown
interest in the projects,

(vi) Educational materials (posters, books, documentation and slides) were distributed

to institutions and individuals in the Region.

(vi)  Apart from the 23 already-granted WHO fellowships in ophthalmaology before
1991, six more fellowships were granted to six countries for specialization in
ophthalmology in 1991 and 1992,

1.2.1.5 Discussion

From the report on prevention of blindness activities in the African Region, the small
size of the regional budget allocated to prevention of blindness was noted. This had decreased
by US$ 12 000, from US$ 40 000 in 1991 to only US§ 28 000 in 1992. These funds were
allocated essentially to three countries. The NGO contributions are particularly important in
this region, and have been used to initiate a national symposium on prevention of blindness in
Cameroon, to launch the national eye care programme 1991-1995 in Ghana, and to hold a
seminar on primary eye care and then launch the national €ye care programme 1992-1996 in
Uganda. The Edna McConnell Clark Foundation had supported subregional workshops on the
epidemiology of trachoma in Mali and Kenya. Also in Mali, cataract surgery training of non-
ophthalmologists was initiated at IOTA in 1992,

The need for a Regional Adviser for the Prevention of Blindness in the African Region
was recognized as a priority by all of the participants,

A new WHO/PBL Collaborating Centre had been designated at Kenyatta National
Hospital, Nairobi, during the period under review.

In Nigeria, the prevention of blindness programme was launched in 1989. The
headquarters of this programme is at the National Eye Centre in Kaduna, which has now
opened to treat outpatients.
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Nigeria is divided into 30 states, and 21 state programmes are now active. Community
health extension workers have been trained. Ivermectin distribution by primary health care
workers is taking place at the grass-roots level. The cataract problem is being addressed by
introducing training for Diplomas in Ophthalmology, which is expected to commence this year in
Nigeria.

Onchocerciasis: It was pointed out that the policy for ivermectin distribution was to use
PHC workers, but they need management at a national level. The international
nongovernmental organizations were very actively involved in this distribution programme.

Ophthalmia neonatorum: Questions were asked about this problem in Africa. It was
difficult to get information on the incidence of ophthalmia neonatorum. A trial was taking place
in Kenya of the use of povidone iodine 1% eye drops. It appeared in controlled trials in the
United States to be as effective as silver nitrate or tetracycline. Training in the prophylaxis of
ophthalmia neonatorum should be directed to birth attendants.

1.2.2 The Region of the Americas

1.2.2.1 The programme on eye health was strengthened in 1991 with the sponsorship of a
full-time post by Sight Savers and the Organizacion Nacional de Ciegos de Espana (ONCE}. In
March 1991 the Regional Adviser on Blindness Prevention was appointed. This initiative has
contributed towards a dramatic increase in prevention of blindness activities in the Region.

The pumber of ophthalmologists in the Region is adequate, but the coverage is deficient.
A number of leaders have now been identified in the countries of Latin America and some in
the Caribbean, and these leaders are assisting towards the development of community-focused
activity. Two trends are noted: it is felt that the solutions must come from within the countries
themselves, and that health intervention is being decentralized throughout Latin America. This
means that eye care must be integrated into the local health systems and both government and

*

nongovernmental agencies must make decisions and handle budgetary matters at the local level.

One important event during the past two-year period has been the regional IAPB meeting.
There were almost 100 participants, representing all the countries of the continental Americas
and most of the INGOs. This meeting and the efforts of the Regional Adviser meant that an
unprecedented level of coordination and cooperation between the agencies and of regional

integration has been achieved in the past two years.
1.2.2.2 Discussion

The Programme Advisory Group acknowledged the enthusiasm and efforts which have
been made in the Region. Details of some specific programmes and concerns are as follows:

(i) Steps have been taken in eye care promotion with two pilot programmes on
social communication and eye health promotion.

(i) Cataract-free zones: These have brought to light the lack of accessibility in many
areas. After the initial projects in Brazil and Peru, 10 others have been initiated
and another 11 have been presented to Lions SightFirst for funding.

(121) There is a plan for onchocerciasis elimination in the Region which has stemmed

from a remarkable strengthening of the coordination and cooperation between
the agencies involved, initiated by the River Blindness Foundation (RBF).

(iv) Caribbean: There was considerable discussion about programmes inthe
Caribbean, with its total population of 3.4 million people. A joint effort is _bemg
coordinated by the Caribbean Council for the Blind (CCB), Orbis International




WHO/FEL/93.30
page 11

and PAHO, to establish prevention of blindness programmes and committees in
the English-speaking Caribbean. SightFirst is developing a facility attached to the
Queen Elizabeth Hospital in Barbados which will be a regional centre focusing on
residency training, training of allied health personnel, and specialized services
such as vitreo-retinal surgery. In Haiti, however, it has not been possible for
WHO or partnership organizations to develop the work.

(v) The high incidence of glaucoma in the Region was confirmed, two previous
surveys in 5t Lucia and Barbados having shown that, over the age of 54, 13% of
the population has well-established glaucoma with field defects. The outcome of
primary surgical intervention has not, so far, met with success, but it is hoped that
this will change.

123 The Eastern Mediterranean Region

1.2.3.1 Blindness and eye disorders represent a problem of major public health concern in
many countries of the Region. During the Jast two decades, following intensive and massive
programmes for trachoma and other eye disorders, the overall prevalence rate of blindness has
been reported as having decreased from 4% and 4.5% in endemic areas in 1970 to
approximately 2.5% in 1988. From this figure, it could be estimated that, in a total regional
population of approximately 380 million, there are still nearly 9 million people with varying
degrees of blindness; of these, the majority are cases of avoidable blindness,

The Eastern Mediterranean regional PBL Programme was established in 1978 in
Alexandria. In the past two-year period, the main aims have been to obtain prevalence studies
of the numbers of blind people and causes in different countries, and to facilitate activities of
national programmes. At least 10 of the member nations now have national programmes.

The Region is very varied, both in terms of the prevalence of blindness and in terms of
the activities of the programmes; some are very active, others are symbolic only.

WHO collaborated with Member States, national institutions and nongovernmental
organizations in planning and implementing national programmes for the prevention of
blindness. Countries adopting national policies include Afghanistan, Yordan, Libyan Arab
Jamahiriya, Morocco, Oman, Pakistan, Saudi Arabia, Sudan, Tunisia and Yemen. In the
majority of these countries, there is already some form of national policy for the promotion of
eye care services, health manpower development and health education.

Special emphasis has been given to the development of primary eye care services within
the existing primary health care system. The strategy of primary eye care has been adopted by
several countries; some have already moved into implementation. Efforts to integrate eye care
services into the primary health care system have been supported in Iraq, Jordan, Oman, Sudan
and Tunisia.

1.2.3.2 Discussion

in Pakistan, with 110 million inhabitants and 102 districts, the situation has improved very
substantially over the past 13 years. There are 520 ophthalmologists, and many of these are
involved in the training for Diplomas in Ophthalmology. The prevalence of blindness of 1.78%
means that there are approximately 2 million blind in the country, 709% of whom are cataract-
blind. Two centres have been established for the training of ophthalmic technicians.

Morocco has a very active programme. A survey of 80 clusters was conducted last year;
it showed a prevalence of blindness of 0.7% and trachoma present only in the southern
provinces. The full results will be published in July 1993.
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Afghanistan needs urgent attention. If resources could be allocated in proportion to the
blindpess prevalence, this state needs a substantial input of funds.

The severe problems in Sudan were emphasized, including the difficulty of obtaining
simple cataract equipment and money for mobility for the prevention of blindness programme.
It was suggested that private sources of funding might be available within the Region.

Egypt has a rural population with 1.8% blindness, 50% of which is due to cataract. The
number of blind is expected 1o increase fourfold by the year 2020. The time is therefore ripe for
a prevention of blindness committee/programme.

Onchocerciasis: A two-year programme with the Ministry of Health aims to control
onchocerciasis in the Abu Hamad region of northern Sudan, with support from the River
Blindness Foundation, but there is a great need to do a lot more in the south of the country.
The 1987 Expert Committee estimated approximately 60 006 cases in Yemen, but this may be an
underestimate. However, it is very different from the onchocerciasis seen elsewhere. It is more
localized, usually to the lower limb, and blindness is unknown; it is difficult to demonstrate the
microfilariae. Saudi Arabia probably does not have indigenous onchocerciasis, but cases
discovered have probably come across the border from Yemen.

Vitamin A deficiency: This has been reported from Afghanistan and Pakistan, has also
been found in Yemen, and is probably present in some parts of Oman. It is thought to be
increasing in Sudan and is a problem in southern Somalia.

Regional meeting. A regional meeting to evaluate national programmes was planned for
April 1993 in Cairo.

NGO input is less than in other regions, and the concept of NGO participation is not
familiar to some states. Most of the help has been from government to government. Certainly
the poorer countries need NGO assistance and some of this might be obtained directly through
private foundations. The Eastern Mediterranean Region is seen as having a lot of internal
resources which could be mobilized.

It was emphasized that CBM/Sight Savers assistance had been able to make a large
impact in Pakistan. It was suggested that WHO might develop mechanisms by which NGOs
could more readily provide collaboration in the Eastern Mediterranean Region.

1.2.4 The European Region

Up to the last three years, it was generally accepted that blindness was not a public health
problem in the European Region and few specific requests have been received by WHO from
governments. Prevention of blindness was handled by the medical officer in charge of the
Elderly and Rehabilitation programmes, and the emphasis had been on producing self-care
guides for disabled people, on information collection for more rational planning of local services
for disabled people, and on the development of rehabilitation technology and assessments.

This situation has changed dramatically in the last three years, and the needs of the
countries of Central and Eastern Europe presently undergoing major social and economic
changes have become apparent. For the present, 2ll the Central Asian republics are members of
the Buropean Region, but very little information is available on their blindness situation.

In Eastern and Central Europe, there is an emergency situation of eye trauma resulting

from the war taking place. The second emergency situation js the lack of supply of eye
medicines. This had been temporarily overcome in the Baltic States thanks to emergency

assistance from the Nordic countries.
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In the longer term, the main needs are management, upgrading of technical skills and
equipment, and the rehabilitation of those injured by warfare. The main target groups are
children and the elderly.

The needs of Eastern and Central Europe, including Russia, are discussed in more detail
under point 8.

1.2.5 The South-East Asia Region

1.2.5.1 The South-East Asia Region continues to be one of the major contributors to
worldwide blindness. The magnitude of blindness and the very persistent unchanging causative
factors of avoidable blindness such as cataract, ocular trauma, glaucoma and, to some extent,
vitamin A deficiency, call for further strengthening of policies and the improvement of technical
and managerial approaches for their practical application. WHO technical collaboration is,
therefore, focused on community-based approaches for the delivery of essential eye care in most
of the countries. The importance of community involvement, social mobilization and
intersectoral and multidisciplinary approaches is emphasized.

WHO has made appreciable efforts for strengthening community-based coordinated
activities, along with professional and nongovernmental organizations, so as to supplement the
outreach services, particularly to underserved and unprivileged sections of the population in the
countries.

From the WHO definition of blindness, the number of blind persons in India
(extrapolated from a population of 850 million) is 5.10 million. The major cause of blindness
and visual impairment is cataract, accounting for a total of 4.731 million blind persons. WHO
has actively participated in the Joint World Bank/WHO assessment of blindness in India and in
the preparation of a project proposal for control of blindness projects in seven states of the
country, to be financed by the World Bank. The WHOQ Collaborating Centre, Rajendra Prasad
Centre for Ophthalmology, organized the first national workshop on community ophthalmology
in November 1991,

In Myanmar, the training of nationals in the use of the Yag laser and the assessment of
the feasibility of organizing mobile services and of setting up local manufacturing units for low-
cost spectacles were some of the important activities carried out with the technical assistance of
WHO. WHO and UNDP provided technical and financial support for training courses in
ophthalmology, primary eye care and blindness prevention activities for the different categories
of health workers.

In Indonesia, support was provided for PBL officials to participate in the IAPB Regional "
Meeting (New Delhi) and for incountry computer training,

In Nepal, particular emphasis was made on clearing the backlog of curable blindness due
to cataract through mobile eye camp approaches and the organization of outreach eye care
services to the rural population.

in Sri Lanka, the National Programme for the Prevention of Blindness was reviewed.

In Bangladesh, the training in primary eye care of medical doctors and nurses of the
Thane health complexes was carried out.
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Regular budget (US$) 19921993 J Proposed 1993-1994 i
Intercountry 19 000 95 800
Bangladesh 25 000 38 700
India 845 340 424 500
Indonesia 87 900 94 700
Myanmar 64 600 137 500
Nepal 78 400 147 600
Sri Lanka 22100 20 300
Total 1 142 340 959 100

1.2.5.2 Discussion

One of the highlights of the past two years has been the first regional assembly for South-
East Asia of the International Agency for the Prevention of Blindness (New Delhi, March 1992).
The WHO Programme provided support for representatives from several countries to take part.

Two prevalence surveys have been conducted in Thailand so far, in 1983 and in 1987, a
third is planned for 1993. The nongovernmental organizations have been active in Thailand,
including recent support from the Lions SightFirst programme. Myanmar, Thailand and Laos
are developing a "technical cooperation in developing countries (TCDC)" approach, to give
mutual support and assistance.

The new WHO Collaborating Centre at Aravind Eye Hospital, Madurai, has established
the SightFirst Institute of Community Ophthalmology. At Aravind there are 15
ophthalmologists who, in a team which includes 30-40 ophthalmic nurses and technicians,
perform 40 000 cataract operations per year.

In view of the very large cataract backlog, particularly in a country such as India, it was
urged that intracapsular cataract extraction, as the surgery of choice in these situations, shouid
still be seriously considered. In evaluating programmes, it was essential to record the "number
of blind persons restored to sight" as well as the number of cataract operations carried out.

1.2.6 The Western Pacific Region

1.2.6.1 Introduction

In the Western Pacific Region, the estimated number of blind people is about 8 million.
The prevalence of blindness in developing countries ranges from 0.2% to 1% or more. The
estimated number of blind in three large countries in the Region is 5 million in China (1987),
600 000 in the Philippines (1987) and 960 000 in Viet Nam.
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Australia 0.3% | Papua New Guinea 0.5%

Chma 0.43% | Philippines 1.07%

Cook Islands 0.5% | Republic of Korea 0.2%

Hong Kong 0.2% | Solomon Islands 0.5%

Japan 0.2% | Tonga 0.4%
Kiribati 1 0.5% | Vanuatu 0.6-1.0%

Lao People’s Democratic Republic | 1.0% | Viet Nam 0.5%
Malaysia o | o059 NN

The causative factors of blindness may differ from country to country and from region to
region, but the following are common major factors: cataract, trachoma and other eye
infections, blinding malnutrition (especially vitamin A deficiency), glaucoma and injuries,

1.2.6.2 Assessment of the blindness problem

In the Western Pacific Region, WHO has provided technical guidance, consultant support
and local cost subsidies to most developing Member States to conduct population-based surveys
and special eye disease surveys, in order to collect baseline data on blindness prevalence and its
causes. The results of such collaboration are satisfactory; a general picture of the magnitude of
blindness in these countries and in the Region is available. o

1.2.6.3 National progranume development

With support from WHO and other international organizations, many countries in the
Western Pacific Region, such as China, Fiji, Kiribati, Lao People’s Democratic Republic,
Malaysia, Papua New Guinea, Philippines, Republic of Korea, and Viet Nam, have developed
national PBL programmes or national plans against specific blindness problems (cataract,
trachoma, xerophthalmia).

1.2.6.4 Training of eye care personnel

Training of eye care personnel is a priority in all developing countries. WHO has made
major efforts to meet countries” needs. For example, in 1991-1992, WHO/WPRO supported
more than 15 national training courses, workshops and seminars in 10 countries on different
subjects: planning and management, cataract operation, primary eye care, use of WHO’s
simplified trachoma grading system, eye trauma treatment, eye bank, eye care for aged people,
etc. More than 10 fellowships were granted to countries for overseas training.

1.2.6.5 Reduction of cataract backlog

The reduction of cataract backlog has been one of the major tasks of the national
programmes for prevention of blindness in most countries. WHO has provided both technical
and material support to Member States in performing this very hard task. Many
nongovernmental organizations have also been involved in this endeavour. It is estimated that
at least 0.5 million cataract operations were completed yearly since 1991 in the Region. . Such a
large number of operations could be done not only by ophthalmologists but also by the general
surgeons, physicians and assistant doctors who have received special short-term training,
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Number of cataract operations in some countries

China 500 000 (1983-1991)
Korea | 50 000 (1 year, 1991)
Malaysia 10 000 (1 year, 1991)
Philippines 30 000 (1 year, 1991)
Viet Nam 12-14 000 (1 year, 199'&___‘

Available data on the status of cataract operations in the South Pacific countries are
incomplete.

1.2.6.6 Exchange of experience and information

WHO/WPRO organized the Regional Workshop on Evaluation of National Programmes
for Prevention of Blindness, Sydney, Australia, 26-28 October 1992.

There is an active participation of nongovernmental organizations in the prevention of
blindness.

Nongovernmental organizations such as Christoffel Blindenmission (CBM), Foresight,
Helen Keller International (HKI), The International Association of Lions Clubs and
Sight Savers are actively involved in prevention of blindness in countries in the Western Pacific.

ASPECT has provided effective regional support to many South Pacific countries in the
delivery of comprehensive ophthalmological services including cataract operations and the
provision of low-cost spectacles, as well as in training local eye care staff and setting up local eye
care units,

Pacitic Islands Council for Blind Persons (PIC), a newly established nongovernmental
organization, has begun to play an active role in supporting blindness prevention in the South
Pacific.

In almost all countries of the Western Pacific Region, the national nongovernmental
organizations play an increasing role in blindness prevention.

1.2.6.7 Trends

Trachoma is gradually being brought under control, but remains endemic in some
countries or some areas of these countries (China, Laos, Philippines, Viet Nam, South Pacific).

Xerophthalmia remains a leading cause of blindness in infants in some countries (Kiribati,
Laos, Philippines, Solomon Islands, Viet Nam).

Cataract is at present the leading cause of blindness, responsible for at least 40% of all
blindness in developing countries. Despite the progress made in completing a large number of
surgical operations, the numbers are likely to increase in the near future because of the growing
proportion of aged people. Hence promotion of surgical operations against cataract should
continue to be one of the priorities of national as well as regional programmes for the
prevention of blindness.
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1.2.6.8 Future priorities

(1) Low vision of aged people. Epidemiological surveys in China, Japan and the
. Republic of Korea show an increase in low vision cases among aged people
(senile cataract, retinopathy, glaucoma, etc.).

Strategies are: (a) making eye care part of the national programme for health of
the elderly; (b) prevention and control of diabetes and other factors causing
blindness, periodic eye examinations; (c) surgical intervention for removing
cataract; (d) provision of low-cost spectacles.

{i1) Occupational eye injuries. Special attention should be paid to the prevention of
ocular injuries at workplaces in developing countries, as this category of eye
problem will increase with industrialization.

Strategies are: (a) the formulation and enforcement of occupational safety and
health legislation; (b) safeguard through eye safety education and provision of
eye-protecting devices.

(iii) Training of eye care personnel. To meet the urgent needs of the programme, the
main efforts will be on training three groups of personnel:

(1)  General health services personnel (primary health care workers, nurses,
medical assistants) with general physicians trained in community eye care.
This group is for working at the primary eye care level.

(2)  Ophthalmic personnel (ophthaimic nurses, general physicians, surgeons)
with specialized training in eye care and cataract surgery. This group is
for working at first and secondary referral levels.

(3)  Specialists (ophthalmologists, general surgeons, national or provincial
blindness prevention programme supervisors), for tertiary and national
levels.

At present, all developing countries lack eye specialists. The ratio of ophthalmologists to
the population ranges from 1:43 200 to 1:780 000. It is necessary to train more
ophthaimologists. WHO should provide such support through the fellowship programme. Such
support is especially urgently needed for small island countries of the South Pacific, where one
or few ophthalmologists can play a key role in developing a prevention of blindness programme.
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Ratio of ophthalmologists to population
Population - Number of
Country (miilions) ophthalmologists Ratio
China 11 525 51000 54 880:1
Malaysia 18.1 70 258 571:1
Papua New Guinea 3.9 5 780 000:1
Philippines 63.0 300 210 000:1
Republic of Korea 432 1 000 43 200:1
Singapore 3.0 50 60 000:1
Tonga 0.1 i 1 ' 100 000:1
Viet Nam _69.0 L 450 . 153 33311

1t is important to look at the basic needs of essential ophthalmie equipment and drug
supply. When the country is making a national plan for action for PBL, two points should be
emphasized: (1) low-cost technologies should be used as much as possible; (2) standard and
uniform supplies and equipment for eye care at the primary and secondary levels should be set
up.

1.2.6.9 Discussion

It was noted that cataract remains the leading cause of blindness in all countries of the
Western Pacific, and intraocular lens factories are being set up in China and Viet Nam.

Japan: There are 9000 ophthalmologists in the country and 200-300 new ophthalmologists
being trained every year. Last year between 200 000 and 300 000 cataract operations were
performed, and this number has levelled off. They cost US$ 1400 for each case (including the
intraocular lens and Healon). The main causes of blindness throughout the country are
posterior segment diseases. Corneal disease accounts for only a small percentage of blindness,
but there are 46 eye banks, and 2500 keratoplasties were performed last year.

Low vision aid services are being expanded. Screening is carried out at birth, at 1% years,
and at 3 years by public health nurses. This comes to at least 1 million children per year at
3 years. They are then screened each year from 6 years onwards when in school. The goal is to
identify severe cases of visual disability at the earliest stage.

Specific targets have been set for the Western Pacific Region, to be achieved by 1995. All
countries will have blindness prevention programmes. These will achieve the long-term objective
of reducing national average blindness rates to below 0.5%, with no more than 1% in any part of
any country. Secondly, countries and areas will have sufficient facilities for the restoration of
sight to the curable blind and the prevention of blindness from trachoma and xerophthalmia.

The main efforts will be concentrated on training personnel, including general health
service and ophthalmic personnel for all eye care levels. There is a lack of eye specialists
throughout the Region, with a few exceptions, and WHO/WPRO will use its fellowship
programme to foster this training.
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2. OVERVIEW OF PROGRAMME DOCUMENTATION

A list of the 10 documents available from the WHO Programme since the Ninth Meeting
of the WHO Programme Advisory Group on the Prevention of Blindness, held in Banjul in
March 1991, were presented, together with the publication "Prevention of Childhood Blindness".

The report on glaucoma in Malta (WHO/PBL/90.21) shows that only 50% of glaucoma is
detected before severe visual field loss has occurred. The Government of Malta is planning to
address this problem, with help from Lions SightFirst.

Suggestions were made as to the additional information which could be added to the
updated version of the list of documentation of the WHO Programme for the Prevention of
Blindness (WHO/PBL/91.23). This could include listing the collaborating centres, their training
courses, and the addresses for other resources such as educational material in PBL.

The report of the Fourth Meeting of the Consultative Group of Nongovernmental
Organizations to the WHOQ Programme for the Prevention of Blindness (WHO/PBL/92.26}
included the form and coding for reporting childhood blindness. :

There was discussion about a follow-up of the meeting concerning the use of intraocular
lenses in cataract surgery in developing countries (WHO/PBL/91.1). Although there was a
move to have information available sooner, for example through a simple questionnaire
distributed to national societies, the majority of the Group felt that a follow-up should be held
when the results of present intraocular lens trials were available, including those from Nepal,
Mali (Bamako) and India (Madurai).

3. ASSESSMENT OF NATIONAL PROGRAMME DEVELOPMENTS

With the assistance of all members of the Programme Advisory Group, the
nongovernmental organizations, the collaborating centres and other representatives present, each
country of each region was reviewed. The aim was to update knowledge of whether each
country has a plan, a prevention of blindness committee and a programme. The information
was least complete for the European Region. The information is listed in tabular form in
Annex 4.

4, ACTIVITIES OF THE WHO COLLABORATING CENTRES FOR THE PREVENTION
OF BLINDNESS

The reports of the WHO Collaborating Centres were tabled for information; selected
aspects were highlighted in the discussion.

In both the Eighth Meeting and the Ninth Meeting of the Programme Advisory Group,
contacts and group meetings between the collaborating centres had been recommended. This
had still not been possible because of shortage of funds. The reports presented here, however,
might assist with establishing twinning between individual collaborating centres. In addition, the
suggestion was made that, at the next meeting of the Programme Advisory Group, the
collaborating centres should have a meeting on the previous day, in the same way as the
international nongovernmental organizations had done on this occasion. It was noted that there
was considerable collaboration between some collaborating centres, but the Programme needed
more feedback on what was taking place and how this communication could be improved.
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Newly designated Collaborating Centres

Since the last meeting of the Programme Advisory Group, four new Collaborating Centres
had been designated:

(i) Department of Ophthalmology, Kenyatta National Hospital, Nairobi, Kenya
(Director: Dr H. 8. Adala). The main activities are in the field of training, and
there is potential for further development in this area. (See also Annex 5.)

(ii) Storm Eye Institute and Center for Intraocular Lens Research, Department of
- Ophthalmology, Medical University of South Carolina, Charleston, USA
(Director: Dr D. A. Apple). Any intraocular lenses can be sent to this centre for
assessment of the design and finish by scanning electron microscopy, free of
charge. :

This centre has demonstrated that the modern anterior chamber lenses now seem
much safer than the older models. It was suggested that the INGOs should pool
their resources when ordering intraocular lenses in order to reduce price, and
that in Asta they could be ordered from the Aravind factory.

(iii) Aravind Eye Hospital and Postgraduate Institute of Ophthalmology, Madurai,
South India (Director: Professor G. Venkataswamy, represented by
Dr P. Namperumalsamy, Chief Medical Officer). This new centre has many
activities in the areas of both training and research, and contacts with several
other collaborating centres. Two highlights are the introduction of a short course
on community ophthalmology and the development of a factory for the
production of intraccular lenses, together with courses for intraocular lens
microsurgery.

(iv) Department of Ophthalmology, University of Melbourne, Royal Victoria Eye and
Ear Hospital, Melbourne, Australia (Director: Professor H. R. Taylor). This
centre was designated in Decernber 1992. Five areas of specific interest are: the
impact of visual impairment in Australia; assessment of people with low vision
and training in provision of low vision care; appropriate technology for the
developing world; training at several levels; and provision of eye care,
particularly for diabetic retinopathy in the Pacific islands.

Other collaborating centres

The reports from the other collaborating centres are included in Annex 5. It was noted
that different centres have very different programmes, some concentrating on specific areas of
research, others being concerned mainly with training. Selected highlights ftom these reports
may be listed:

(1) Proctor Foundation: The clinical trials of azithromycin in trachoma infection
show that a single dose is as good as 30 days of topical tetracycline, and the
optimum regime is three weekly doses of azithromycin. This was considered by
the Group to be one of the most significant developments in trachoma control in

the last 10 years.

(i) Dana Center: With the demonstration of the high prevalence of glaucoma in the
black population in Baltimore and in the Caribbean, the problems of screening
for glaucoma are becoming increasingly important. The Center is particularly
interested in evaluating new types of functional tests for the early changes of
glaucoma. The Center holds a Masters’ degree course in Public Health
Ophthalmology every three years.
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Nuational Eye Institute: Amongst the many research programmes and
achievements, the case-contro! studies on cataract etiology were emphasized,
which have led to a large clinical trial of nutritional supplements in preventing or
delaying the development of age-related eye disease. The recent interest in
ultraviolet etiology of cataract was brought out in the discussion. The NEI is also
focusing particularly on the importance of diabetic retinopathy. This is a
preventable cause of blindness with early modern intervention. Educational
materials have also been produced.

International Centre for Eye Health: The most important development in the last
year was the rearrangement of the traditional diploma course into a series of
modules, which could make up a six-month diploma, one or two three-month
certificate courses, or participants could come for a single two-week module, In
addition, the department is offering for the first time a one-year M.S¢. degree of
the University of London. ICEH is conducting a clinjcal trial of anterior chamber
IOLs in Nepal, in collaboration with CBM.

Moscow Helmholtz Institute of Ophthalmology: Interesting observations have been
made on the importance of sysiemic enterovirus infection in causing uveitis,
cataract and blindness in infants.

Dr Rajendra Prasad Centre for Ophthalmic Sciences: The first workshop on
community ophthalmology in India has been held and the proceedings published.
A faculty member in community ophthalmology has now been appointed.

Juntendo University: Management training is assuming a high priority in the
region. Juntendo University is in a position to be a coordinator for any other
country programmes working in the Indo-China region.

5. COLLABORATION WITH NONGOVERNMENTAL ORGANIZATIONS
Overview

The following are some of the highlights of the activities of international nongovernmental
organizations during the last two years.

(1) Since the Fourth General Assembly of IAPB, held in Nairobi in 1990, regional
meetings of [APB have been held in New Delhi for South-East Asia, Brussels for
Europe, Guatemala for Latin and Centra} America, Bethesda for North America,
and Sydney for the Western Pacific. Further meetings are planned in 1993 in
Mozambique for Africa, Saudi Arabia for the Eastern Mediterranean region, and
possibly Prague for Europe.

- The agenda for these meetings has covered the structure of eye care services in
the various regions, information exchange on activities and further programming,
advocacy for prevention of blindness and eye care delivery and networking
between the various international nongovernmental organizations.

The regional meetings have stimulated a good deal of interest and activity in
prevention of blindness and a desire for further dialogue and consultation at the
regional level.
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(iv) At the present time, the international NGOs involved in prevention of blindness
contribute an estimated US§ 77 million per year to eye care delivery, with
approximately US3$ 30 million being spent in Africa, US$ 10 million in the
Americas, US$ 2 million in the Eastern Mediterranean Region, US$ 3 million in
the European Region, US$ 25 million in South East-Asja and US$ 7 million in
the Western Pacific. Particular new developments have included the Lions
SightFirst programme and support from the River Blindness Foundation for
ivermectin distribution.

Representatives of the INGOs further presented their strategies and activities in respect
of the following:

Corneal Blindness

The subjects covered were the following:

(a) Trachoma blindness
(b) Harmful eye practices leading to corneal pathology
(e} Corneal banking and transplantation for corneal blindness

(a) Trachoma blindness

The major activities to address trachoma blindness include training of ophthalmic
assistants in eyelid surgery for trichiasis, which should be performed within or close to the
communities at high risk; chemotherapy, particularly for children with active inflammatory
disease; and improved hygiene and sanitation, stressing the importance of clean faces to avoid
transmission of the disease through eye-seeking flies.

(b} Harmful eve practices
Harmful eye practices are still an important cause of corneal blindness, particularly in

communities with inadequate medical and eye care services. Possible strategies for dealing with
this problern include:

(1) public awareness of some of the dangers of harmful eye practices;

(ii) improvement in eye care services;
(i) integration of traditional healers into the delivery of eye care services.

Further evaluation is required on the value of these various approaches in preventing
corneal blindness from harmful eye practices.

(¢) Corneal banking and transplantation

The NGOs are providing some resources for the development of corneal banks and
corneal transplantation services. However, further information is required on the importance of
corneal blindness and the effectiveness of present techniques in sight restoration from corneal
blindness.
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Onchocerciasis

The activities of the international nongovernmental organizations in regard to the
distribution of ivermectin were reviewed:

(a) Onchocerciasis Control Program of Latin America (OCPLA). Funds are provided from
RBF and the American Development Bank to support implementation of national plans in six
affected countries for the "elimination” of onchocerciasis. NGO representatives sit on the
Strategic Planning Council and meet with WHO/PAHO and the Program Review Committee of
OCPLA.

(b) WHO Onchocerciasis Control Programme Coordinator position created with WHQ/PBL,
Geneva (Dr Y. K. Dadzie), supported 75% by RBF and 25% by contributions from other NGOs
for three years. Main focus of work: Africa, where 99% of the problem exists. Seven NGOs
and the Mectizan® Donation Program sit in the NGO Coordination Group, which meets at least
twice a year. The purpose is to promote and accelerate onchocerciasis control in endemic areas.
The following activities have commenced:

(1) Initial efforts concentrating on Nigeria and Cameroon
(ii) Operational research
(1if) Increase resources by bringing in other NGOs working in primary health care

{c) The INGOs are working individually or as a consortium in six countries of the Americas
and many countries of Africa to distribute ivermectin to high-risk communities.

Cataract

Cataract is responsible for the largest proportion of blindness in the developing countries.

(a) Backeround

(i) There are 14-17 million people bilaterally blind from cataract.
(ii) More than 50 million are in need of or justify cataract surgery.
(iii) The majority of this need is in Asia and Africa.

For example: India 5 million bilateral blind
China 2-3 million bilateral blind
Africa 3 million bilateral blind
(iv)  There is also a significant backlog in Central and South America.
(b) Main difficulties and constraints

In Africa and parts of Asia:

(i) There are inadequate numbers of trained personnel, e.g. one ophthalmologist per
million in Africa.

(i) In Africa, Asia and Latin America there is a lack of gaccess to services -
e.g. services are in the cities, when most cataract patients are in rural situations
and available services are too expensive,
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(c) Strategies
(D Finding patients
¢ Use of field workers to screen rural communities and identify cataract
patients for surgery.
& Use of community-based rehabilitation programmes to identify and
follow up patients after surgery.
(i1} Surgical operations
Who does them?
¢ Ophthalmologists (three- to four-year training)
# Eye doctors (one- to two-year training) such as in West Africa and
Bangladesh
® Cataract surgeons (one-year training) such as ophthalmic assistants in
Africa
What kind of surgery?
¢ Both ICCE and ECCE are relevant depending on the training of the
surgeon and the availability of appropriate equipment.
(iii) Aphakic correction and follow-up
®& Spectacles are given which are inexpensive.
The problem is that patients lose or break them or in some cases do
not know how to wear them.
® JOLs are becoming less expensive - as little as US§ 10.
e Capsule opacification at 1-2 years’ follow-up is a problem.
(<) paches and activities carried out by NGOs

(i) Support direct services and provision of direct surgical serviqes such as:
® the use of eye camps or eye centres in Africa and Asia;
® cataract-free zones in Latin America.
(if) Hosts
All NGOs work with and support local community-based organizations and

national prevention of blindness committees so that effective infrastructures are
developed to allow cataract delivery services.
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Education and training

® Ophthalmologists, eye doctors and residents
& Ophthalmic assistants

Primary health care, ophthalmic nurses and public health people to
screen and identify patients

Surveys

Surveys are carried out in different regions to define the prevalence of cataract.

Studies and Meetings are taking place, for example:

* studies to evaluate the use of anterior chamber 10Ls in developing
countries;

studies carried out to evaluate and compare resulfs of ICCE and
ECCE;

ophthalmic health manpower development meetings which promote
the training of non-ophthalmologists where appropriate.

Manufacturing

& of low-cost spectacles;

e of low-cost IOLs through the establishment of factories such as at
Aravind Eye Hospital. In the future, factories are also to be opened
in Eritrea, Nepal and Viet Nam.

(viiy  Equipment and gifts in kind relating to cataract surgery

e evaluation of cataract programrmes is important

Questions to be asked:

(1)

(2)

3)
(4)

Qutput how many surgeries?
Effectiveness how many blind people helped?

Quality quality of visual rehabilitation
Efficacy failure rate and success rate

Cost how much?

Sustainability the aim is increased output with better quality at
sustainable cost.

Results of the work of the Consultative Group of NGOQs, through their partners:

Approximately 700 000 cataract operations have been performed in the past year.
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(f)  Appropriate technology
Appropriate technology is being developed by NGOs; examples include:
(a)  the local preparation of eye drops;
(b) the low-cost production of spectacles;
(<) the manufacture of intraocular lenses in developing countries;

(d) the development of appropriate surgical instruments, equipment and
sutures for eye surgery.

G. CHILDHOOD BLINDNESS AND LOW VISION CARE
Childhood blindness

(a) Development of a standardized methodology and form for recording the causes of visual
loss in_children

A form for recording causes of visual loss in children has been developed (WHO/PBL
Eve Examination Record for Children with Blindness and Low Vision). The form is designed
for blind school and hospital studies, and as a "second-level” form in prevalence surveys.

Coding instructions have been prepared which give indications for use, instructions on
methods and definitions, and guidelines on completing the form. A database is available for
data analysis. The form and coding instructions are being translated into French and Spanish.

(b) Summary of results of blind school studies

Children in schools for the blind have been examined in several countries, and data
recorded on the Eye Examination Form (Table 1). Avoidable causes were identified (Table 2).




TABLE 1. ANATOMICAL CAUSES OF VISUAL LOSS (%)
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Gilauc.

West Africa
(n = 284)

36

16

20

Southern India
{n = 305)
Nepal

(n = 35)

38

57

23

34

Chile

(n = 267)
Bolivia
(n = 40)

47

15

Thailand/
Philippines
(n = 244)

27

20

Romania
(n = 103)
Albania

(n = 50)

i3

27

32

22

VAD = Vitamin A deficiency
TEM = Harmful traditional eye medicines

13

13

2 12

g8 | 3

ROP = Retinopathy of prematurity
ON = Ophthalmia neonatorum

TABLE 2. AVOIDABLE CAUSES OF CHILDHOOD BLINDNESS

Preventable

Treatable

Avoidable

West Africa

| 1 VAD/meastes/TEM

20N’

1 3 Rubella

4 Others

39%

1 Glaucoma
2 Cataract
3 Others

70%

Southern India

1 VAD

2 Hereditary
3ON

4 Others

1 Cataract
2 Glaucoma

1 3 Others

Thailand/
Philippines

1 VAD
2 ON
3 Rubella

| 4 Hereditary

5 Others

1 ROP

2 Cataract
3 Glancoma
4 Others

| 1 Hereditary

2 Rubella
30N
4 Others

i ROP

| 2 Cataract

3 Glaucoma
4 Others

‘ Corneal scarring, attributed principally to measles infection and V_@D,_ was the commonest
cause of visual loss in West Africa, southern India, Thailand and the Philippines. ROP was the
single commoriest cause in Chile. ‘ ' -
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Similar studies have been undertaken by ophthalmologists in -Botswana, Colombia,
Guat:mala, Indonesia, Mozambique, Tanzania and Tunisia, and completed forms sent to ICEH
for analysis.

(c) Prevention of childhood blindness: Workshop, Concepcion. Chile

(16-18 November 1992)

In 267 children with severe visual loss in Chile, 47% of this loss has preventable or
treatable causes, 34% being due to conditions amenable to surgery (cataract, glaucoma and
ROP). A three-day workshop was held in Concepeion, Chile, in November 1992 to discuss and
make recommendations concerning the management of these conditions. Data from blind
school studies from other Latin American countries were presented, showing similar figures
overall and confirming ROP as an increasing problem in some urban centres. The workshop
was attended by approximately 30 ophthalmologists from six Latin American countries, with
resource lecturers from USA and UK. The proceedings of the workshop will be published.

{d) Management of cataract in childhood

Approximately 10-20% of childhood blindness is due to cataract. Visual loss results from
unoperated cataract, amblyopia, uncorrected aphakia and postoperative complications. In
industrialized countries, good visual outcome is associated with early surgery using techniques
with low complication rates, accurate aphakic correction and intensive follow-up. The
management of childhood cataract may need modifying in developing countries, where
presentation is often late, facilities for surgjcal treatment are limited, and follow-up cannot be
guaranteed,

Current studies

(i) Retrospective study of the outcome of cataract in childhood, Aravind

Hogpital, Tamil Nadu, South India

Five hundred children undergoing cataract surgery over a two-year period have
been recruited to the study. Data are being analysed to identify factors associated with
good visual outcome.

(ii) Prospective study of the etiology and management of childhood cataract jp
South Asia ‘

Short- and long-term prospective studies are being planned for two centres in
South Asia, using information obtained from the retrospective study.

(iii) Qualitative research to understand behavioural factors which influence the
outcome of surgery for childhood cataract ‘

Children with cataract often present late, do not comply with aphakic correction,
and do not attend for follow-up. These factors will be explored using qualitative methods.

The discussion which followed centred on the following points:

(1) The standardized reporting form for children with low vision and blindness has
now been finalized and field-tested. A set of coding instructions is also available
-and software is being developed for data analysis. The WHO Collaborating
‘Centre in London, at the International Centre for Eye Health, is willing to assist
interested countries or individuals with the development of this work.
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The results in various regions of the world involving the examination of more
than 1000 blind children have demonstrated that between 50-709% of childhood
blindness is avoidable. A dual approach is required, aimed at:

(a) preventing childhood blindness from Vitamin A deficiency, measles, etc.,
through improved maternal and child health services;

(b)  early identification, referral and specialized treatment for conditions such
as congenital cataract, congenital glaucoma, retmopathy of prematurity.

(11f) The patterns of childhood blindness vary from country to country and within a
country over time so, that close surveillance is required in order that appropriate
control strategies can be implemented.

(iv) Childhood blindness is second only to cataract in terms of the number of blind
years attributed to the problem.

Low vision services in children

WHO Consultation on Management of Low Vision in Children, Ban Eok Thailand
{23-24 July 1992)

This meeting was hosted by the International Council for the Education of the Visually
Handicapped (ICEVH), with experienced participants from the fields of special education,
ophthalmology and optometry. A working definition of low vision was drafted, and the
particular developmental and educational problems of low vision in childheod discussed. It was
recognized that many children with useful residual vision do not use their vision to maximum
benefit, for a variety of reasons. In many parts of the world, children with low vision do not
have access to.1ow vision specialists and low vision aids (LLVAs). Recommendations were drawn
up concerning the identification, assessment and provision of low vision services for children
with useful residual vision.

Proposed project: The place of low vision aids for children with low vision in schools for the
blind in Uganda and Kenya. A pilot study

Children with low vision in schools for the blind in Kenya and Uganda will be identified
and assessed for LVAs. A limited kit of robust, inexpensive LVAs will be devised that will be
helpful to the majority of children who have the potential to benefit. Simple guidelines will be
prepared for identifying and assessing children with low vision for LVAs. Information arising
out of the pilot study will be used for a larger project whose aim will be to supply children in
schools for the blind in East Africa with LVAs and to identify and train approprlate people in
assessment and: evaluation.

Discussion focused on the following points:

(a) Priority should be given to developing low vision services for children.

(b) In order to develop low vision services, it is necessary:
(i) to identify children who would benefit;

(ii)  to provide appropriate assessment of the child’s visual needs;
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(iii)  to develop the necessary devices which will assist the child:

(iv)  to provide training and follow-up on how to use the devices in everyday
living.

7. VITAMIN A

Infants who are never breast-fed, or are weaned early, can become blind as early as at two
to three months of age. Death usually follows when such an event occurs in poor households.
Therefore, available data are inadequate from which to estimate the true magnitude of
vitamin A-related biindness in infancy and its contribution to infant mortality. When blindness
occurs under more favourable socioeconomic circumstances, the blind infant may survive to
experience a lifetime of irreversible darkness - a high cost to family and society that could have
been prevented. Recent data are available from northeast Brazil, southern Thailand and
southern India that document blindness in infancy among non-breast-fed and early weaned
infants. Discovery of these cases occurred because of admission to hospitals where alert
clinicians recognized keratomalacia and investigated circumstances leading to its occurrence. In
Thailand, feeding an unfortified, prestigious sweetened condensed milk, affordable by mothers
who had entered the work-force and consequently did not breast-feed, was the cause of more
than 35 cases, half of which occurred by six months of age. Alerting the local ophthamologists
of the problem and encouraging their reporting uncovered more cases in the area. In India,
early weaning to inappropriate diets accounted for 17 cases of keratomalacia in 1991 and 11
cases in 1992 that were brought to the Aravind Children’s Hospital. In Brazil, the cases were
associated with no breast-feeding or early weaning to unfortified or highly diluted commercial
milk diets. Efforts are needed to document further the extent of this problem, particularly as
urbanization and other factors continue to erode the prevalence of breast-feeding,

Breast-feeding is protective against clinically evident deficiency and should be encouraged
as long as possible. Between 6-12 months of lactation, however, breast milk alone coming from
malnourished mothers may not contain sufficient vitamin A to sustain a positive body balance.
Infants, all of whom are born with limited body reserves, are at increased risk of infection-
related mortality from at least six months of age through the preschool years. Thus, although
most blinding malnutrition occurs in children one to three years old (soon after weaning), other
physiological functions for which vitamin A is critical, such as the immune response, are
impaired earlier. Empirical calculations suggest that breast milk that contains about 1.05 wmol/1
(30 pg/dl) vitamin A is sufficient to sustain a positive vitamin A balance only for six months or
slightly beyond, and milk of lower concentrations provides an insufficient supply before
six months. Masked, placebo-controlled field studies recently reported from Indonesia
corroborate these empirical calculations.

Maintaining an adequate vitamin A nutritional status throughout infancy will prevent
blindness from occurring among non-breast-fed infants and those weaned early. It is likely to

lessen the vitamin A-related risk of mortality and compromised health in the latter half of
infancy in areas where VAD is endemic.

Strategies for enhancing vitamin A status in infancy
There are several strategies for improving vitamin A status in infancy:

(1) By improving the dietary intake through breast milk, weaning foods and/or
supplements as appropriate to the particular circumstances.
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(2) Through decreasing the burden of infection, particularly diarrhoea and measles.

(3) - By improving the vitamin A content of convalescent diets,

To achieve the WHA goal of "virtual elimination of vitamin A deficiency [VAD] and ali its
consequences, including blindness, by the year 2000", several WHO programmes need to
contribute their expertise. The most obvious programmes include Nutrition (NUT), Diarrhoeal
Disease Control (CDR), Expanded Programme on Immunization (EPI), Maternal and Child
Health (MCH), and Prevention of Blindness (PBL). These programmes need to cover at Jeast
the entire age range of high-risk children, i.€., one month to five years. Efforts are under way in
several of these WHO units. CDR is spearheading a multiple programme effort (which includes
NUT) to develop simple procedures at health centres for management of sick children of
two months to five years of age. Vitamin A supplementation is included where appropriate.
EPI is intensifying efforts to include vitamin A supplements in the case-management of measles
in VAD areas. EPI/NUT have a strategy under discussion for using immunization contacts for
providing vitamin A supplements in multiple, small, safe doses during infancy. CDR/NUT will
be discussing development of training materials for the nutritional aspects in the case-
management of diarrhoeal disease. Vitamin A-rich foods and/or vitamin A supplements are to
be emphasized in the convalescent diet.

Role of the PBL, Programme

Even though VAD is increasingly recognized as a child survival issue, hence not of obvious
direct concern to ophthalmologists, PBL continues to have an important role in these global
efforts. Mild to moderate ocular signs of VAD remain highlv prevalent in pre-school children in
an estimated 39 countries, and blinding malnutrition in infancy may be under-recognized, The
prevalence of keratomalacia (blinding form of VAD) in the age group of one to three years is
decreasing but it still occurs. Evidence is mounting that the problem in infancy may be greater
than previously recognized. Xerophthalmia frequently is not the precipitating factor that brings
children to medical services, rather is it diarrhoea or other childhood infections that a
paediatrician sees. Xerophthalmia often is discovered and appropriately treated only if the
paediatrician is familiar with the characteristic symptoms, including night blindness. Likewise,
ophthalmologists often do not appreciate the life-threatening aspects of subclinical VAD
(including night blindness) when they seldom observe clinically evident deficiency.

PBL could place greater emphasis on obtaining information regarding the prevalence of
blindness in infancy when surveys are conducted in countries where vitamin A deficiency is
endemic or suspected. The Eye Examination Record recently developed by PBL for children
with blindness and low vision is of great interest for this purpose.

FBL should censider the development of strategies to increase the awareness of
ophthalmologists of the risks to survival of subclinical VAD (including night blindness) in areas
where VAD is identified. Emphasis should be given to the ophthalmologist’s role in using his
contacts with high-risk infants and children to provide vitamin A supplements where
appropriate, even in the absence of clinical eye signs, and in giving appropriate nutritional
management advice to mothers of high-risk infants and children. This awareness among the
ophthalmological community should stimulate their reporting of clinical cases and their support
for efforts of other programmes to improve vitamin A status even in the absence of clinical
deficiency. NUT is available to collaborate in these efforts. Likewise, NUT needs the
collaboration of PBL in adapting their training materials so that nutritionists and clinicians are
more aware of how to recognize xerophthalmia and how to treat it appropriately.
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TABLE 3. COUNTRIES CATEGORIZED BY DEGREE OF
PUBLIC HEALTH SIGNIFICANCE OF VITAMIN A DEFICIENCY,
XEROPHTHALMIA AND NUTRITION BLINDNESS, BY WHO REGION

WHO Region

Category 1°

Category 2°

(From information available to WHO in January 1993)

ﬁ‘
Category 3¢

Alfrica

Angola
Benin
Burkina Faso
Chad
Cote d'lvoire
Ethiopia
Ghana
Kenya
Malawi
Mali
Mauritania
Mozambique
Niger
Nigeria
Rwanda
Senegal
Uganda
United Republic
of Tanzanija
Zambia

Burundi
Cameroon
Central African
Republic
Gambia
Guinea
Liberia
Namibia
Sierra Leone
Togo
Zimbabwe

Algeria
Botswana
Lesotho
Madagascar
Zaire

Americas

Brazil

" Colombia
El Salvador
Guaternala
Haiti
Mexico

Belize

Bolivia

Dominican Republic
Ecuador

Honduras

Peru

South-East Asia

Bangladesh
India
Indonesia
Nepal

Sri Lanka

Bhutan

Myanmar
Thailand

Europe

Turkey

Eastern
Mediterranean

Somalia
Sudan
Yemen

Afghanistan

Oman

Pakistan

Egypt
Djibouti
Iran, Islamic
Republic of
Iraq '
Jordan
Morocco
Syrian Arab

Republic
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WHO Region
Category 1° ~ Category 2° Category 3°
Western Pacific Philippines Cambodia China

Kiribati ‘ Lao People’s

Solomon Islands Dem. Republic

Viet Nam Chuuk

Federa] States
of Micronesia
[—

* Category 1:  Significant public health problem in part or whole of country.

* Category 2:  High probability of significant public health problem in part or whole of

country.

¢ Category 3:  Sporadic cases but prevalence not such that it constitutes a significant

public health problem.

Points raised during the discussion were as follows:

(@)

(i1)

(i)

()

Several meta-analysis studies have now confirmed the reduction in child mortality
of between 23-30% in children who receive an adequate vitamin A
supplementation in communities with vitamin A deficiency.

The first year of life is very important in terms of ensuring an adequate diet of
vitamin A-rich foods and the weaning diet from four months onwards is
particularly important.

Discussions are presently under way between the Nutrition unit and the
Expanded Programme on Immunization to develop a strategy whereby vitamin A
supplementation can be given during the first year of life in combination with
immunization contacts at 6, 10 and 14 weeks and at measles immunization at 9-12
maonths.

There is no single indicator which is sufficient for identifying an individual or
community as being at high risk of vitamin A deficiency. Two indicators are
required, of which one must be clinical and the other biochemical. Possible
indicators are:

(a)  clinical signs of vitamin A deficiency;

(b)  conjunctival impression cytology;

(c) relative dose response;

(d)  dietary intake of vitamin A.
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8. CENTRAL AND EASTERN EUROPE - EYE HEALTH CARE CONSTRAINTS AND
NEEDS

There are now 47 countries in the European Region including the new Member States.
Seven of these are classified as "developing”. The European Region is an enormous area,
including Greenland and the Arctic islands, extending down to the south of the Canary Islands
and the south of Israel. The population is 850 million. For this population there are 1.5 million
physicians, 1 million of whom are in the former Soviet Union. There are 4.5 million
paramedics. It is estimated that 1 in 10 of the population is disabled, giving a total of 85 million
disabled people! Social inequality between the different regions is also a feature. The life
expectancy, either at birth or at the age of 60, shows a seven-year difference between different
parts of the Region.

There are four particular trends in the European Region:
(i) There is a search for learning, training and new ideas in the new Member States.

(ii) War is a feature of the Region, and one programme is concerned with the
rehabilitation of war victims.

(iii} Europe is aging. The population of 60 years of age and over will increase from
the present 14% to 35% by the year 2050. The number of disabled people is also
expected to grow.

(iv) Immigration is also a feature of the Region, presenting new problems.
Reports were given on four of the Central or Eastern European states.

Bulgaria: The International Eye Foundation has had a programme in Bulgaria since May
1991. There are 27 600 physicians and 684 ophthalmologists for a population of 8.9 million,
approximately 1:13 000 population. A survey of a county near Sophia showed visual impairment
less than 6/18 of 2.9% in patients over 40. Cataract accounted for 429, diabetic retinopathy
15%, optic atrophy 14%, age-related macular degeneration 12% and glaucoma 4% of these
visually impaired people. The cataract operations done in the country last year numbered 8545 -
approximately 1000 per 1 million population.

Despite the large number of ophthalmologists, only 40 or 50 are what would be termed
fully trained ophthalmologists, doing surgery and the full range of diagnostic procedures. Many
others are poorly trained and need basic training in all routine diagnostic procedures and use of
equipment as a first priority.

The Czech Republic has 38 000 physicians for 10 million people (approximately 1:270) and
800 ophthalmologists, a ratio of approximately 1:12 000, The cataract surgical rate is 1500 per
1 million population. The Czech Republic appears to have almost too many competent
ophthalmologists who are somewhat frustrated by their lack of equipment and ability to do
highly technica} procedures. There is a demand for the highest quality of modern equipment. It
appeared that a few selected individuals trained in subspecialties such as vitreoretinal surgery or
corneal surgery could cover the needs of a population of 10 million.

Romania: Orbis International has been conducting a programme in Romania, which will
include a surgical training scheme from 20 June to 10 July 1993. This country has a population
of 23.2 million and 450 ophthalmologists, a ratio of approximately 1:50 000. However, only 60 of
these are what would normally be termed "surgical ophthalmologists”. There is no national plan,
programme or committee. There is virtually no subspecialty training. Currently, most
ophthalmologists spend approximately one-third of their time doing refractions.
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The needs in this country are for equipment, supplies, and training. This includes the
provision of teaching materials. One of the first priorities is also considered to be an
epidemiological survey of blindness in the country. The way forward may be to develop a pilot
prevention of blindness programme in one district,

Russian Federation: There are 13 000 ophthalmologists for a population of 137 million, a
ratio of approximately 1:10 000. In 1991, 182 000 cataract operations were performed, a rate of
approximately 1500 per 1 million, and 60 000 glaucoma operations.

The main problems stem from the shortage of medicines. This has come about because of
breakdown of internal production and a distortion of the previous flow between the newly
independent republics. The Russian Federation requires, for example, 12 million bottles of
antiglaucoma medication per year. As far as fungal infection was concerned, it was suggested
that there should be centralized diagnostic centres where selected drugs would be available.
There was scope for assistance with local production of eye medications.

Another need was for linkage of eye hospitals in Russia with institutions outside for
travelling fellowships, seminars, and collaboration in research. Help with supply of Journals
would also be very much appreciated.

It was suggested that the Helmholtz Institute, a large Collaborating Centre in Moscow
with 800 emnployees, should be a focal point of coordination for international aid to the Russian
Federation. It is an institute of the Ministry of Health.

In discussion, there was some unease amongst the INGOs as to what their role should be
in meeting these needs. There was natural reluctance to provide equipment which would be
used primarily in the private sector. It was emphasized that a line must be drawn between the
requests of the ophthalmologists and the real need of the people. Two messages were clear
from what had been presented, namely that the number of staff was very adequate, and there
was a universal deficiency of supplies,

The conclusions were that programmes directed to countries in Eastern and Central
Europe should be tailored to the level of development of ophthalmology in each country. For
example, Bulgaria had poorly trained eye physicians who needed basic training as a first priority.
The transfer of management skills to make more efficient use of the staff already available was
also seen as a high priority. Short- and long-term priorities need to be drawn up, and
assessment made so that data can be obtained on 2ll these countries in Eastern Europe. It was
also recommended that manufacture of eye medicine should be established in a non-profit
environment.

It was requested that this should be an agenda item for the next meeting of the Advisory
Group in two years’ time.

9. OPHTHALMIC AUXILIARY STAFF DEVELOPMENTS

The present situation regarding the cadres of eye care workers employed in different
countries and the programmes for ophthalmic medical assistants and ophthalmic nurses was
presented. Three particular problems were outlined:

(i) Some governments do not accept the new training programme or recognize the
qualifications of an ophthalmic assistant, so that the new cadre does not then fit
into any career structure within the government framework.
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(ii) There is a weakness of the secondary level in some countries, resulting in a
scarcity of people to whom the ophthalmic assistants can refer their patients, and
lack of supervision and further medical education.
(1ii) A lack of supplies and equipment maintenance can frustrate the ophthalmic

auxiliaries.

In the discussion, it was stated that, in Bangladesh, the Medical Council inspectors have
recognized the Diploma in Community Ophthalmology only this year for the first time.
Similarly, in Nigeria, the training of ophthalmic nurses has gone on for 25 years, but the
qualifications have been recognized only very recently. The National Committee for the
Prevention of Blindness has been able to get them accepted, so that a document is currently
before the Council of Nursing and Midwifery. The ophthalmologists had to be persuaded that
this cadre of people was not a threat to their practice. In Ghana and in Nepal, the ophthalmic
nursing programme has not resulted in a salary increment which recognizes the extra training,
and in Nepal the ophthalmic medical assistant qualifications have not been recognized by the
Government.

It was concluded that it is very difficult to mingie two sectors, a private system and a
government system. In some countries, such as India, the private sector may have its own career
structure. For example, Aravind has trained ophthalmic nurses, drawn from local communities,
in a two-year programme. The setting of training should also be appropriate. In China, it had
been the experience that primary-level workers brought to a medical school did not want to go
back to the village setting,

In general, it was best to try to work within existing career structures and to select a high-
level worker who already had a career structure with the government. In many countries, there
are workers in the government service who are now not so busy as previously and who could be
mobilized for eye work. Examples are smallpox workers and leprosy workers.

Attention should be paid to educating the ophthalmologists on how to use the ophthalmic
medical assistant to maximum efficiency.

It was also emphasized that, when an ophthalmic assistant is trained, the work has only
just begun. Ongoing support is essential for a successful programme.

Tt was also recommended that the African Region have a WHO Regional Adviser who,
apart from general programme development tasks, could negotiate with different governments
on behalf of the aphthalmic assistants and ophthalmic nurses to establish the recognition of
these cadres of workers, who are essential in many countries.

10. ORIENTATION OF FUTURE PROGRAMME DEVELOPMENTS

The specific recommendations of the Group dre summarized under the section -
"Conclusions and Recommendations" for each major programmatic issue.
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11. ANY OTHER MATTERS

It was resolved that the next meeting of the Programme Advisory Group should take place
in either the South-East Asia or the Western Pacific Region, in the last week of February 1995,

On the occasion of this Tenth Meeting of the Programme Advisory Group,
Mr Alan Johns, representing the INGOs, paid a tribute to the leadership of the Programme and
presented the Programme Manager with a small gift in token of the warm personal relationships
between the INGOs and the WHO/PBL Programme.
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CONCLUSIONS AND RECOMMENDATIONS

L The Group noted with appreciation the growing number of staff for the Programme, at
the global level and in the Region for the Americas, where contributions from collaborating
nongovernmental organizations have made new developments possible. It was recommended
that efforts to strengthen further the Programme staff should be pursued; the next priority
should be the African Region.

2. The budgetary constraints imposed on the Programme for 1992-1993 were noted with
concern. The Group felt the budget situation deserves all possible attention, to avoid
interruption of ongoing activities. The Programme is attracting extrabudgetary resources, but it
must also maintain a reasonable regular budget, as a sign of commitment of the World Health
Organization to blindness prevention, vis-i-vis other donors,

Data bank and documentation

The data bank on prevalence and causes of blindness in different countries has been most
valuable to the collaborating centres, international nongovernmental organizations and, indeed,
all persons connected with the Programme. It has been useful for teaching and in forming and
justifying plans for research and interventions by centres and agencies. The Group urged that it
be updated on a regular basis. In this connection, everyone associated with PBL is requested,
when population-based data are published, to send copies to the Programme Manager. New
relevant information shouid be considered for inclusion in the data bank, such as the number of
eye health personnel in individual countries.

It was also recommended that WHO/PBL/91.23 be updated, and that other material be
included to make a valuable reference brochure about the Programme. This material could
include a statement of the aims and activities of the Programme, a summary of the prevalence
and causes of blindness, criteria of visual impairment, and addresses of collaborating centres and
international nongovernmental organizations in the Consultative Group and Partnership
Comrmittee,

Evaluation

The Group reiterated the need for evaluation of national PBL programmes through
appropriate outcome indicators which would better measure the reduction of blindness, rather
than record the activities accomplished. (One example would be blind patients restored to sight
as opposed only to numbers of cataract operations performed. See also document
WHO/PBL/84.9.)

Deafness Programme

For the past two years, the Programme for the Prevention of Deafness and Hearing
Impairment (PDH) has been temporarily managed from the PBL Programme. The Group
recognized the importance of the PDH Programme, but felt strongly that it should now develop
its own identity. It could be managerially linked to PBL, but should be a separate programme.
The essential requirement js the funding and appointment of a person for whom this would be
the only responsibility.
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6. Regional developments
6.1  The African Region

The Group noted with concern the many constraints, particularly lack of trained eye
health personnel, resources, and management skills, which impede the development of PEL.
activities in the African Region. The Group recommended that consideration be given to the
identification of financial resources to fund a full-time PBL Regional Adviser in order that
countries of the African Region be given the necessary technical assistance to strengthen the
national PBL programmes which have been initiated.

6.2  The Region of the Americas

The Group appreciated the continued support given by international nongovernmental
organizations to the Regional Adviser post in the Regional Office for the Americas. This post
has stimulated PBY activities within the Region, particularly highlighted during the International
Agency for the Prevention of Blindness (IAPB) Regional Meeting in Guatemala in July 1992.
The Group recommended that this post be continued and that future emphasis be given to the
development of training opportunities in community ophthalmology and, amongst others, to the
promotion of low vision services.

6.3  The Eastern Mediterranean Region

During the presentation by the international nongovernmental organizations, it became
clear that, as a region, the Eastern Mediterranean received a very small share of their total
contributions. The positive change brought about in Pakistan by nongovernmental organization
participation was noted. With few exceptiens, other countries, however, had nonexistent or
weak programmes,

The Group was pleased to note the plans for a Regional Meeting in Cairo in April 1993,
and the opportunity this would afford for exploring the development of programmes in different
countries and for opening up mechanisms for greater nongovernmental organization
collaboration in the Region. It was recommended that this meeting give all possible
consideration to the appointment -and support of a full-time PBL Regional Adviser for this
Region.

6.4  The European Region

6.4.1 As results of the first epidemiological studies become available, there is increasing
recognition of foci of avoidable blindness in industrialized countries. Further epidemiological
data are needed; however, the "greying" of the European population is of concern in terms of
the resulting burden on eye care delivery services.

It was recommended that prevention of blindness committees be established in developed
countries. These will not only address specific opportunities for improvements in eye care
service delivery in these countries, but also encourage collaboration between national
committees in different countries.

6.4.2 The needs of the new Member States of the European Region have become apparent
following the recent political changes. These needs include epidemiological data, training of
staff, supplies and equipment, and improved efficiency of management. Some sources of
support are emerging, but new sources also need to be identified. The Group noted with
appreciation the initiative taken by IAPB in convening a meeting in Brussels in May 1992.
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It was recommended that epidemiological and eye care information be gathered on these
countries, to allow for targeted action and improved resource mobilization and coordination.

6.4.3 The Group recommended that consideration be given to the incorporation of promotion
of eye health into the healthy-aging programme of WHO/EURO.

6.4.4 The Group requested that these issues be reviewed at the next meeting of the Programme
Advisory Group.

6.5  The South-East Asia Region

The Group noted with satisfaction the further development and strengthening of the
national programmes in the South-East Asia Region, which represents an area of the world with
the largest burden of avoidable blindness.

In pursuance of recommendations made by the Consultative Group of Nongovernmental
Organizations to the WHO Programme for the Prevention of Blindness, steps had already been
taken towards better coordination and cooperation between international nongovernmental
organizations working in the Region.

The Group was pleased to note that a start had already been made in respect of the
programme in India. It supported the extension and strengthening of such coordination in the
whole Region through the planned meeting in June this year, at which participation of National
Programme Coordinators and WHO should be encouraged.

6.6  The Western Pacific Region

The Group noted with appreciation the convening of a Western Pacific Regional
Workshop, in Sydney in October 1992, on the evaluation of national blindness prevention
programmes, convened jointly by the International Agency for the Prevention of Blindness and
the WHO Programme. The workshop had yielded a wealth of useful data on blindness and on
national programme activities. This initiative will be followed by other nongovernmental
organization-supported meetings in the Region. It was recommended that similar approaches to
joint meetings be considered in the other WHO regions.

7.  Coliaborating Centres

The Group noted with interest the reports on the work of the WHO Collaborating
Centres for the Prevention of Blindness, particularly in respect of human resource development,
quality control of intraocular lens implants and operations research. The members
recommended that:

(a) the cooperation and coordination between collaborating centres be further
strengthened and facilitated;

(b) the Directors of collaborating centres be invited to attend future Programme
Advisory Group meetings and be encouraged to schedule a one-day meeting
immediately prior to that of the Programme Advisory Group;

(c) the international nongovernmental organizations be encouraged to consult with
the directors of collaborating centres regarding research in prevention of
blindness activities,
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8. Nongovernmental organizations

The Group welcomed the increased funding for eye care by international
nongovernmental organizations, from approximately US§ 35 million in 1990 to US$ 77 million in
1992, and particularly the new initiatives from Lions SightFirst and the River Blindness
Foundation. It is to be noted, however, that this funding by itself is only sufficient to establish
model programmes which must then be replicated through the mobilization of other and, in
particular, government resources.

The increased collaboration between the members of the Consultative Group of
international nongovernmental organizations is seen to be a very positive development. It js
now timely that the Consultative Group give consideration to developing a common work plan in
collaboration with the PBL Programme.

9, Cataract
9.1 Intraccular lenses

The Group recommended that the existing cooperation between international
nongovernmental organizations, WHO and its collaborating centres to evaluate the use of
different types of intraocular lenses in clinical trials, and to produce high-quality, inexpensive
intraocular lenses, be further developed and supported.

92 Risk factors

The issue of the possible health effects of increased ultraviolet (V) light exposure, as a
result of depletion of stratospheric ozone, has aroused scientific and public concern.

The Group was pleased to learn of the planned collaboration between WHO/PBL and the
Prevention of Environmental Pollution unit, which should result in a specific study to establish a
quantitative relationship, if present, between solar UV and the risk of ocular damage.

1. Trachoma

The control of blinding trachoma is still an important component of PBL activities in
some regions. Azithromycin, a new oral antibiotic, may offer a simple effective and safe means
of treating infectious trachoma. Evaluation of the antibiotic in community-based trials is now
recommended. ‘

The Group emphasized the need for an integrated approach to the control of trachoma
blindness, which should include the provision of surgical services for trichiasis close to the
communities at high risk, as well as chemotherapy for individuals with active infection and
specific health education aimed at the promotion of clean faces in children.

11,  Onchocerciasis

The recent strengthening of the PBL Programme through the appointment of a
nongovernmental organization-funded ivermectin project coordinator was applauded by the
Group.

The Group endorsed the plan of work to be undertaken by the Programme in
collaboration with the Filariasis Control unit (FIL) and the Special Programme for Research
and Training in Tropical Diseases (TDR).
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12.  Childhood blindness

12.1 The Group recognized the importance of childhood blindness both in terms of blind years

and in terms of the social implications for the child and family. The Group recognized the need
for a dual approach, emphasizing an improvement in child health as well as the development of

specialist ophthalmological services. .

12.2 The Group recognized the continuing need to prevent and treat neonatal conjunctivitis,
stressing the importance of cleansing the eyes immediately at birth.

12.3 The Group appreciated the development of a standard reporting form for visual loss and
blindness in children. The Group recommended that population-based studies of visual
impairment (possibly in combination with studies on other childhood disabilities) now be
conducted in different regions of the world.

13, Low vision in children

The Group noted with interest that materials for assessing vision in children are being
field-tested in a number of countries. The Group recommended that assessment of low vision in
school-age children include refraction and a measurement of near vision if educational needs are
to be met.

‘The Group identified the need for early recognition and intervention, in infants and
preschool children, to optimize development.

The Group welcomed the development of simple low vision devices.

14.  Vitamin A deficiency

There is a great need:to create more awareness amongst eye care personnel as to the
serious impact of vitamin A deficiency, even at subclinical levels. It was recommended to foster
a closer relationship between nutritionists, paediatricians and ophthalmologists to this effect;
furthermore, eye care personnel should always provide the adequate treatment for children with
signs of xerophthalmia.

Noting the new development with early supplementation of vitamin A through the
Expanded Programme on Immunization (EPI), the Group expressed its strong support for this
endeavour. It recommended that emphasis also be put on the under-five clinics, as a means of
providing nutrition education for mothers, and supplementation when needed and safe.

15.  Teaching materials

The Group noted with appreciation the initiative of the Consultative Group of
Nongovernmental Organizations to support a workshop on education and teaching materials for
prevention of blindness activities. This workshop is planned for 7-9 July 1993, to be hosted by
the WHO Collaborating Centre in the United Kingdom.
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16. Diabetic retinopathy

With a modern programme of management, less than 3 or 4% of patients who develop
diabetic retinopathy need become blind. It is now one of the causes of blindness which is
preventable from a technical viewpoint. Yet in many countries and regions, including developed
ones, this condition is not being adequately controlled. A workshop on prevention of blindness
from diabetic retinopathy is recommended as a priority.

17.  Ophthalmic auxiliary health personnel

The Group reiterated the vital role that ophthalmic auxiliary health personnel play in
national programmes for blindness prevention. :

A good deal of training of auxiliary eye care personnel has been developed, particularly in
the South-East Asia and African Regions. The Group recommended that training of eye care
personnel:

(a) be task-orientated;

(b) be developed for the various levels of eye care delivery as part of the national
PBL activities;

{c) be promoted as a team approach, bringing together the surgeon, the assistant and
the community worker;

include provision of appropriate equipment;

(e) ensure ongoing education, supervision and support;

(f) training in eye care be made available for all health workers; and

() appropriate recognition be sought for such training by countries and by WHO.

Next meeting

The members of the Programme Advisory Group were encouraged by and very much
appreciated the participation of the Director-General in the early phases of the meeting. The
participation of so many collaborating centres and international nongovernmental organizations
made this meeting particularly valuable.

They look forward to similar participation at the next Programme Advisory Group
meeting.
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DIRECTOR-GENERAL’S ADDRESS TO THE MEETING

Distingunished colleagues, ladies and gentlemen

It gives me great pleasure to welcome you to the Tenth Meeting of the Programme
Advisory Group on the Prevention of Blindness. We appreciate the presence of so many
representatives of collaborating nongovernmental organizations and institutions - visible
evidence of the strong network of support for global action against blindness.

When the WHO Programme for the Prevention of Blindness was established in 1978,
it was in response to resolutions of the World Health Assembly and to increasing demands
from the international community of organizations for, and of, the blind. The serious social
and economic consequences of disability, in particular blindness, were already evident from
the work of other programmes, such as the Onchocerciasis Control Programme in West
Africa. In 1981, the International Year of Disabled Persons and the United Nations Decade
of Disabled Persons served to give prominence to issues of disability, quality of life and
equal opportunity in international health programme development.

Blindness is not the most common disability in relation to locomotor or mental
disability, but in the vast majority of cases it is relatively easy to avoid. This, together with
the cost-effectiveness of prevention, was the main rationale for establishing the WHO
Programme.

In view of the wide varjety of causes of blindness and the particular sociocultural and
public health aspects of blindness and its prevention, the new Programme needed a broad-
based support system outside the purely medical field. Thus this Advisory Group was
established in order to give an intersectoral, multidisciplinary contribution to the Programme.
Over the past 13 years, your Group has given much valuable advice and made many
recommendations on how blindness and its prevention should be tackled.

In the early years of the WHO Programme, the serious shortage of epidemiological
data on blindness, and its causes in a variety of settings, constituted a major obstacle to
action. This obstacle was largely overcome through the use of an epidemiological model and
the development of a simplified methodology for field surveys. Today, a great deal of
information is available from population-based assessments in & number of countries, notably
in Africa and Asia. The setting-up of a WHO Data Bank on Blindness has further facilitated
the comparative analysis and dissemination-of pertinent data,

The main need for data on blindness is, of course, at the planning and formulation
stage of national programmes for prevention. At present, some 93 countries, out of the
estimated 116 countries who need them, have national plans or programmes. This is quite
an achievement, yet still there is a struggle to support governments in keeping these national
programmes active in the face of the persistent need to mobilize resources. Without the
contributions of several nongovernmental organizations such support would not be possible.

The close collaboration that has developed between WHO and the network of
nongovernmental organizations in the field of blindness prevention has had other positive
effects. Two striking examples of the mutual benefit obtained lie in the areas of human
resources development and appropriate technology. These include training courses in eye
care for auxiliary personnel, innovative approaches, such as cataract surgery, being
performed by trained ophthalmic assistants, and schemes for the local preparation of eye
drops and low-cost spectacles.
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A number of technical issues through task forces relating to the prevention of
blindness have been successively tackled. The early development of primary eye care as an
integral component of primary health care was very important in defining a common strategy
with interested nongovernmental organizations. Subsequently, guidelines for the formulation
and implementation of national blindness prevention programmes were rapidly developed in
a number of countries. However, the next logical step - making available simplified methods
of programme evaluation - has not yet had sufficient impact, mainly due to lack of resources.
The careful evaluation of achievements and constraints, including the cost-effectiveness of
interventions, is a most important aspect of future programme development. It is often
argued that the prevention of blindness is one of the most cost-effective health interventions.
The technical knowledge is available and the research component of the programme is
developing satisfactorily with support from outside institutions and an increasingly effective
network of collaborating centres. However, there are few studies or practical examples from
countries of the costs involved or the resources needed for the effective implementation of a
comprehensive national blindness prevention programme.

What about the future of WHO’s prevention of blindness programme? This is
difficult to forecast in the face of global economic and health care uncertainties. Blindness is
a most severe disability, but it is not usually seen as a cause of mortality, even though recent
data from Africa have clearly demonstrated a reduced life expectancy for the blind. The
severe malaria situation, the spread of the AIDS pandemic, the increased incidence of
tuberculosis, and existing commitments, for example to the eradication of poliomyelitis, mean
that the prevention of blindness cannot always be given the priority it deserves. We shall
have to continue to search for extrabudgetary resources and to build on the frujtful
collaboration with international nongovernmental organizations.

Attention so far has been mostly focused on avoidable blindness in developing
countries. This is an obvious priority since more than 90% of the 35 million in the world
who are blind live in developing countries. However, there is an increasing need to pay
more attention to blindness in the developed countries, focusing on particular sociocultural
and economic conditions. The pattern of blinding disorders in industrialized societies is
completely different from that in developing countries, with age-related and degenerative or
metabolic disorders in the lead. Needing particular attention are the prevention of
childhood blindness, taking into consideration advances in genetics and neonatology, and the
eye care needs of the elderly. Low vision care is also becoming of importance, in view of its
implications for education and social care. :

You have a comprehensive agenda for this meeting. I look forward to reading your
conclusions and recommendations and to having your thoughts on future programme
priorities.

I wish you a successful meeting and a pleasant stay in Geneva.
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STATUS OF NATIONAL BLINDNESS PREVENTION PLANS
. AND PROGRAMMES '
REGIONAL OFFICE FOR AFRICA Plan | Committee | Programme

Algeria . ... ... . ... oo

Angola .. ... ... . .
Benin ..... ... ... ... . ... i .. + + +
Botswana . ... .. ... ... ...... . ... .. ? + +
Burkina Faso'. ............... ... .... + ? +
Burundi .............. .. .. ...... U + - -
CCAMELOON . oo vt e e e # * *
CapeVerde .......................... - - -
Central Afncan Republic............... + - -

Chad .................. e + -

COMOToS . ..o i it i i i + - -
Congo ................. [ + - -
CotedlIvaire ................ e - - -
Equatorial Guinea . ........... ... .... - - -
Ethiopia ................... e + + +
Gabon ............ ... ... .. ... e + - -
Gambia ................... .. ... S + + +
Ghana ... . ... ... ... + + +
Guinea ... ... .. o + - +
Guinea-Bissau .. ... ........ ... ... ... * + *
Kenya ... . ... ... .. .. ... .. ... + + +
Lesotho .. ... ... ... ... ... .., + - +
Liberia .. ... .. ... ... ... ... . ... - - -
Madagascar .............. ... ........ - - -
{f Malawi ... ......................... + + +
Mali L + + +
Mauritania ............. ... .. ... ... + + +
Mauritius ............. . ... ... .. A - - w
| Mozambique ............ I + * +
Namibia ........... ... . ... ......... * - -
Niger ............ ... ... ...... . + + T+
Nigeria ............ ... ... ... ..... + + +
Rwanda .......... ... ... ............ + - -
Sao Tome and Principe . .......... PR - . -
Senegal ... L + - +
Seychelles . ... ... ... ... ... .. ..., - - -
. SierraLeone ......... . ... ........... + + +
South Africa ....... .. ... ............. ? + +
Swaziland ......... ... .. ... . ... ..., + + -
Topo ..o + + -
Uganda ............... . ... ........ + + +
United Republic of Tanzania .. ..., ... ... + + +
ZAILE .o - + -
Zambia .. ... L + + +
Zimbabwe .. ... ... ... oo + + +

= In preparation.




WHO/PBL/93.30

Annex 4
page 2

REGIONAL OFFICE
FOR THE AMERICAS

Committee

Programme

Antigua and Barbuda
Argentina

Bahamas

Barhados

Belize

Bolivia

Brazil

Canada

Colombia
Costa Rica

Dominica
Dominican Republic
Ecuador

El Salvador
Grenada

Honduras
Jamaica
Mexico
Nicaragua

Paraguay

Peru

Puerto Rico

Saint Kitts and Nevis

Saint Lucia

Saint Vincent and the Grenadines
Suriname

Trinidad and Tobago .

United States of America

Venezuela

* = In preparation.
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Afghanistan

Iran (Islamic Republic of)
Iraq :

Libyan Arab Jamahiriya
Morocco

Oman

Pakistan

Qatar

Syrian Arab Republic
Tunisia
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Albania
Armenia
Austria
Belarus

Bulgaria
Croatia

Czech Republic
Denmark
Estonia

Finland

Georgia
- Germany

Iceland
Ireland
Israel

Kazakhstan

Kyrgyzstan

. Latvia

Lithuania

Luxemboutrg

Macedonia (The Former Yugoslav
Republic of)

Malta

Monaco

Netherlands

Poland

Portugal

Republic of Moldova
Romania

Russian Federation
San Marino

Slovenia

Sweden
Switzerland
Tajikistan
Turkey
Turkmenistan

* = In preparation.
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"Ukraine

United Kingdom of Great Britain
and Northern Ireland

Uzbekistan

Yugoslavia

Non-Member States

Holy See
! Liechtenstein

= In preparation.

REGIONAL OFFICE
FOR SOUTH-EAST ASIA
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Programme -

Bangladesh
Bhutan
Democratic People’s Republic of Korea . . ..

Indonesia
Maldives

Mongolia
Myanmar
Nepal

Sri Lanka
Thailand
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FOR THE WESTERN PACIFIC

Plan
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Australia . .......... ... ... ... ... ..
Brunei Darussalam ...................
Cambodia .......... ... ... .iiiiiin.
China ... ... i i
Cook Islands .. ......... ... ...t
Fhjl e
Japan . ... ..
Kiribati .......... ... i
Lao People’s Democratic Republic .. .. ...
Malaysia ........ ... ... ... ..,
Marshall Islands .....................
Micronesia (Federated States of} . .......
New Zealand . ......... ... ..........
Papua New Guinea ...................
Philippines .........................
Republicof Korea ... .................
SAMOA .. .o
Singapore ...
Solomon Jslands ............ ... ...,

(+)
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* = In preparation.
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ANNEX 3

REPORTS OF THE WHO COLLABORATING CENTRES
FOR THE PREVENTION OF BLINDNESS

INSTITUT D'OFHTALMOLOGIE TROPICALE DE L’AFRIQUE
(INSTITUTE OF TROPICAL OPHTHALMOLQGY IN AFRICA)

Director: Dr S. Resnikoff

The Institute of Tropical Ophthalmology in Africa (IOTA) comes under the authority
of the Organisation de Coordination et de Cooperarion pour la Lutte contre les Grandes
Endemies (OCCGE) [Organization for Coordination and Cooperation in the Control of
Major Endemic Diseases]. In accordance with its statutes, IOTA undertakes four types of
activities: research, training, support to QCCGE member states and the provision of
tertiary-level eye care.

1. Research
1.1 Clinical research

In 1991-1992, studies on the visual complications of leprosy reactions and the use of
keratoprostheses were concluded. Study of the efficacy and tolerance of an antiviral
{GVB 550) continues. A controlled clinical trial of the efficacy of lomefloxacin for severe
bacterial keratitis is under way. Work has begun on Acanthamoeba amoebic keratitis,
including in particular a study of the amoebic fauna of surface waters in the different
bioclimatic zones of West Africa. In the field of surgery, work has concentrated on cataract
surgery - the use of different types of intraocular implants, economic and
anthropological/sociological aspects, and the correction of aphakia.

1.2 Field epidemiological research

Work has been essentially concerned with: (i) environmentally conditioned
differences in vitamin A status; (ii) survey of the prevalence of blindness and its causes in
the different bioclimatic zones; (1ii) the impact of water supply on the prevalence of
trachoma and conjunctivitis; and (iv) the quantitative and qualitative impact of traditional
cataract treatment.

1.3 Operational research

Two questions in particular have been tackled in the period 1991-1992: (i) the design
and introduction, in collaboration with the PBL Programme, of a controlled clinical trial on
outpatient cataract surgery; and (ii) the implementation of studies on the treatment of
onchocerciasis with ivermectin (Mectizan® MSD) - rapid community diagnosis, simplified
dose determination, sensitization of populations.







