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1. Introduction

The Group welcomed the readiness of the World Health Assembly to glve priority status to
the prevention of blindness through its resolutioms on the subject, and the consequent action
taken by the Organization in establishing a programme at the global interregional level and
at the regional level.

The Group reviewed the progress which has been made since the Advisory Meeting held in
February 1978. The activities in the period under review included:

« the establishment of the Programme Advisory Group:

- the identification of potential collaborating centres for the prevention of blindness
and the initiation of the procedure for their formal designation;

- the establishment of task forces to deal with strategic planning, data on blindness
and training of auxiliary personnel;

- the convening of & meeting on the technical and operational aspects, leading to the
preparation of “"Guidelines for Programmes on the Prevention of Blindness™ to be
published shortly:

~ the activities of the central core of the programme and of the regional offices, which
included visits and provision of advisory services to a number of countries.

The Group welcomes the increased level of priority given to the preventicn of blindness
in some regions, notably ian the Eastern Mediterranean and South-East Asia Repions, the
formulation of national plans and the establishment of national programmes in a number of
countries in different regions.

2. Recommendations for further action

Recognizing these advances, the Group uow believes that in order to sustain the momentum,
tha following developments amongst others are aegcessary,

2.1 The strengthening of WHO staff resources at the central and at the regional level, both
professional and administrative. The minimum amount required is in the order of U85 140 000

a year at the central level and of USS 100 000 a yvear for each of the regions where a programme
is developing, Since extrabudgetary resources are required for this purpose, every endeavour
should be made to secure them by special contributions to the prevention of blindness account
within the WHC Veluntary Fund for Health Promotion.

2.2 The Group is of the opinion that there is urgency to develop further regional and
national programmes in all WHO Regions, especially in the African Region.

2.3 One of the main obstacles to progress in this field is the lack of scientifie personnel
with the interdisciplinary understanding amd training necessary for the development of
regional and natiemal programmes. The development of such personnel should be encouraged
with the participation of the collaborating centres.

2.4 In determining priorities in health programmes, special artention should be given not
only to mortality but to morbidity and the ensuing disability. To facilitate the establishment
of priorities, it will be necessary to set up a task force to consider the esconomic

consequences of blindness, and their implications for natienal planning and budgeting.

2.5 In mobilizing resources to develop programmes in countries with a massive problem of
avpidable blindness, it is essential that there should be a political will expressed in the
budget and the allocatien of the necessary national resources, In developing this political
will, the nongovernmental organizations (NGOs) have a cruclal role and the Group noted with
satisfaction that the International Agency for the Prevention of Blindness (IAPB), recognizes
this as one of its most important potential contributions,
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2.6 The emphasis muat be on action and delivery with the already stated objective of
assisting in the promotion of national programmes in at least 30 countries by 1983 with
priority omn the countries with an excess of avoidable blindness.

2,7 In econnexion with the International Year of the Child, the Group urges that everything
pessible be done, with the active participation of UNICEF, to restore sight to children

suffering from curable blindness. A significant number of such children may be found in
schools for the blind,

2,8 In connexion with the Interxnational Year for Disabled Persons (1981} an increased effort
should be made to restore sight to those suffering from curable blindness, on the principle
that the most effective rehabilitation for any blind person is to restore his sight, Similar
efforts should be made to preserve the residual vision of those with severe visual impairment.
It is urged that WHO, in collaboration with other United Nations agencies, in particular ILO,
and together with concerned NGOs, draw attention to the importance of the crippling disability
of bliadness and call for stronger priority im the provision of preventive and rehabilitative
services.

2.9  With regard to publications and dissemination of relevant scientific, technical and other
information by WHO, this can be grouped wnder four categories: books, articles, documents and
visual aids. The Group stresses the need for illustrated instructions on prevemtion and cure
of common eye conditions in the manuals for primary health workers, Marmuals are also regquired
for the training of more specialized auxiliary personnel. There is also a need for greater

end easier access to essential documénts pertinent to the prevention of blindness. WHO in
collaboration with appropriate NGOs should facilitate this,

2,10  The Group emphasized the importance of further involving UNDP and United Nations
ageneies, notably the World Bank and ILO. In view of the consequences of blindness in terms

of econemic loss, it should be recognized that action to prevent blindness deserves a higher
priority in economic planning.

2,11  The Group appreciates that some countries prefer techmical cooperation through bilateral
agreements. At the same time it underlined that even in relation to bilateral agreements,
WHO may play an important coordinating role,

2,12 The Group wishes to underline the essential role of NGOs active in this field, notably

IAFE. In addition to the mobilization of interests and resources, NGOs are increasingly
reinforcing political will and at times are becoming involved in the implementation of
programmes. Ir is essential that the action of woluntary orgamizations should be coordinated

within the national plans, It is equally important to realize that NGOs might not be able

or willing to participate unless their role is clearly identified apd they can document
their partieipation to their subscribers,

2,13 The Group reviewed the report of the task force an strategic planning and endorses the
broad principles and strategy outlined thavein.

2.14  The Group reviewed the report of the task force on data on blindmess and considers it

a very practical and useful contribution, It endorses its contents, as modified and included
in Section 5 of this report, It further recommends that this section, "Data on Blindness,
February 1979", be published and given wide circulatrion. With regaxd to the proposed infor-
mation system which is part of the report of the task foree on Data an Blindness, 1978, the
Group agreed that it would be inappropriate to take further action om it now. It also agreed,
however, that all possible efforts be made to facilitate the collection of further data,
according to the criteria indicated in Section 5 of this Teport, It recommends that the
possibility be ewplored of obtaining more data in connexion with activities te be promoted
during the Intetrnational Year for Disabled Persons (1981).
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2.15 The Advisory Group recognizes the necessity to maintain elose contact with the ICD unit
at WHO headquarters in order to provide the necessary input to improve the existing classifi-
cation of causes of blindness and eye diseases, It recommends that this be done as a
continuing activity of the Secretariat with the active participation of the Advisory Group

and appropriate consultants,

2.16  The Group stressed the role of the WHO Collaborating Centres for the Prevention of
Blinduess, with regard to the areas identified in Sectien 4 of this report as requiring
further research and to the need to identify other priorities for research, The Centres
should have a similar role in the eellection of data and the promotion of surveys and field
studies,

2.17 In view of the urgency of the problem in certainm regions, the Group rveconmended
that the WHO Regional Offices convene, as early as possible, planning groups composed of
responsible national officizls and advisers. Such groups would review the problems and
needs in each region, and help formulate plans of action to be implemented on a country by
countyy basis, over the next six years, and review progress on a yearly basis,

2.18 The Group agreed that the next meeting will be held from 18 to 21 Febyuary 1980, The ‘
Group expressed its appreciation for the prompt response and for the imvitation received from .)
the Onchocerciasis Control Programme (QCP) to offer its facilities to hold the next meeting

at the headquarters of OCP in Ouagadougou, Upper Volta, and agrees to hold it there.

3. Punctions of the Programme Advigory Group

Note was taken of the terms of reference of the Programme Advisory Group on the

Prevention of RBlindness (Annex I). It iz recommended that the Advisory Group should include
at least one representative from each of the WHD Regions who will also be ex officic members
of their regional advisory groups, when established. It is suggested that whenever

practicable, the meetings should be held in areas with major problems of blinduess,
The functioms and activities of the Advisory Group should include:
- Advising on evolution of broad strategies for the prevention of blindumess,

- Promoting worldwide interest including that of policymakers in the prevention of
blindness, and support for the WHO Programme for Preventiom of Blindness,

- Reviewing: ‘

- results obtained and problems encountered;

- collection and quality of data on blindness and visual impairment;
- available resources and financing of the programme;

- progress of manpower development

- ‘progrese of health education (community participation and information of the
public);

- esatablishment and activities of regional advisory groups.
- Advising on coordination of related activities with:

- the International Agency for the Prevention of Blindness;

- the Internaticnal Federation of Ophthalmological Societies;
« the International Union of Nutritionmal Sclences,

- the World Council for the Welfare of the Blind;

related activities within other WHO programmes.,
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- Assisting in identifying suitable candidates for.consultancy services as required.

The Advisory Group should establish further task forces and/br subcommittees for
specific purposes as and when required,

4,  Technical aspects requiring special attention

There is no doubt that an adequate delivery of existing technology could have a decisive
impact on avoidable blindness at a cost that is acceptable. However, it ig alsc necessary
to improve and refime this technolegy.

On behalf of the Advisory Group, the Programme Manager should draw both from within WHO
and outside it, any sefentific and other resources which might be necessary to develop the
Programme for the Prevention of Blindness, The aim of such consultations will be to review
sclentific progress inm all relevant subject areas, to identify opportunities for applicable
research, and to stimulate appropriate studies,

4.1 Metheds for surveys

In order to identify programme priorities, it is necessary to define optimal, simple
and reliable techniques for use in field surveys to assess the amount of visual impairment
in a population. Buch surveys should ascertain also the ocecurrence of conditions leading
to preventable or curable blindness, such as trachoma, onchocerciasis, xerophthalmia and
cataract, even when they have not yet produced visual impairment,

Operational and applied research is needed to define survey techniques which can be
used by auxiliary personnel, Suitable screening procedures need to be developed and
evaluated in large scale operarious.

4.2 Trachoma

Research should be stimulated to develop more effective chemotherapy, which could be
safely administered by medical asgistants, and which would prevent blindness by reducing
the reservoir of chlamydial infection in the population. The emphasis should be on minimizing
the number of treatment applications. Potential candidate drugs for oral chemotherapy
include erythromycin, dosyeyeline and sulfametapyrazine. Alternative possibilities for
effective ocular chemotherapy following a single application, include ocular drug inserts
and other long acting medicinal forms. Further research is required to determine optimal
topical antiblotic preparations suitable for wide distribution and family-based admini-
stration for the control of recurvent bacterial and chlamydial eye infectioms.

The evaluation of surgical rechnigues to eorrect entropion and trichiasis is required
to determine the simplest and most suitable techniques for large-scale application.

4.3 Onchocerciasis

The Advisory Group noted that research activities in the area of onchocercissis are
actively pursued by the Special Programme for Research and Training in Tropical Diseases (TDR)
that supports both basic and applied research. In addition, the Onchoecerciasis Contral
Programme (OCP) carries out operational research activities. There is an urpgent need for
research in chemotherapy, including:

- Modification of therapeutic schedules to minimize side-effects by alterations in
dosage, drug delivery systems, combination therapy with other drugs, etc,
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- Development of an effective macrofilaricide that can be safely administered by medical
assistants, ‘

- Establishment of criteria for treatment of heavily infected cases at a high risk of
blindness.

4.4 Xerophthalmia including keratomalacia

The results of large-scale programmes indicate that the distribution of vitamin A
supplements to pre-schoolehildren improves health and reduces the prevalence of the early
gigns of xerophthalmia. In areas where vitamin A& is widely administered, the attack rate of
keratomalacia in recipients and non-recipients of vitamin A should be monitored to provide a
measurement of its effect in preventing blindnesgs.

Other desirable studies include:
- A search for factors differentiating severely malnourished children with and without
corneal ulceration,

- Determining whether the frequency of xerophthalmia and keratomalacia is altered in .
ongoing programmes to control and treat diarrhoea in children. .y

~ Regearch on the role ¢of enzymes in corneal liquefaction.

- Development of alternative methods for optimum treatment to speed healing of
keratomalacia,

- Identification of further foods suitable for fortifiecation in countries where vitamin A
deficiency is endemic and an evaluation of the effectiveness of this supplementation,

4.5 Cataract

Measures to reduece the time of convalescence need investigation: £or example, it may be
possible to develop instruments and technigques that simplify cataract surgery. Eve camp
procedures in various areas should be defined and guidelines set out that describe alternative
approachea,

Research into the cause of cataract is needed. If the age at which cataract surgery
becomes npecessary could be postponed by 10 years, the number of cases requiring surgery would
be reduced substantially.

4.6 Health services research w

In applying the general prineciple of health services delivery, there are certain problems
that are specific to programmes for the promotion of cye health anpd the care of eye disorders.
Problem-oriented research in this field should be fostered within the context of these programmes.
It ig degirable that this research include studies on the best use of auxiliary, medical and
specilalized persomnel in eye care. Specifically these studies would include research om:

= Educational objectives for each category of worker.

~ Effectiveness, efficiency and costs of different systems of eye care delivery.

5. Data on blindness, February 1979

5.1 Definition of blindness

The definition of categories of blindness recommended by WHO and now incorporated in the
Internatiomal Classification of Diseases (ICD) is gradually gaining intexnatiomal aceeptance,
It satisfies present requirements and adherence to it should be encouraged, The differentliation
between "low vision" (categories 1 and 2) and "blindness" (categories 3, 4 and 3) iz recommended,
although it is understood that different dividing lines might ztill be used because of different
legal or social requirements. In this case an attempt should be made to classify cases by
categories in order to facilitate comparability.
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This classification has now been refined by adding inability to count fingers in daylight
at_a distance of three meters for the upper limit of category 3 (less than 3/60 or its
equivalent). This criterion would facilitate screening of visual acuity by non-specialized
personnel even in the absence of appropriate vision charts, Different equivalents of "less
tharn 3/%0" may be defined apd utilized when appropriate and in accord with local cultural
conditions.

5.2 Types of blindness

For reporting blindness, the minimum desirable differentiation would be in four types as
follows:

Type 1: Blindness caused by obvious lesions of the cornea
Type 2: Blindness caused by lens opacity (cataract)
Iype 3: Blindnessg caused by other known or identified conditions

Type 4: Undetermined or unspecified
In caseg with more than one identified type, only the more obvious type should be listed,

The above corresponds in gemeral to differences im anatomical localization and in eticlogy,
and to the potential for their control.

Type 1 usually is caused by infections or nutritional deficiemcies or accidents, and most
blindness of this type would be preventable, or possibly curable.

Type 2 is cataract which is wswally curable.
This degeription of types is not meant to supplant more accurate and more detailed
classification but only as a practical tool to increase comparability of data and a pragmatic

approach to reporting large population gurveys for blindness.

5.3 Review of present estimates

The statistics of blindness at present available from various countries differ so widely
in reliability and comprehensivemess that it is impossible, from them, to reach a credible
total, The best approach iz to concentrate on those statistics which have been reliably
ascertained and to uyse them to construct a statistical pattern likely to apply over broad areas
with similar disease profiles, age structure and stage of development, especially with regard
to eye care services. One difficulty is the multiplicity of definitions of blindness but, if
a conservative estimate rather than exactitude is the aim, it is possible to adjust the figures
to take account of these different definitions, using zs a basis the eriterion proposed by WHO
in 1972, that is less than 3/60 or its equivalent.

it is recommended that blindness prevalence rates be expressed in terms of percentages
instead of the traditional "rate per 100 000". 1In case of low rates, especially with regard
to relatively small population groups, it would be desirable to give absolute figures in
additien to the rates,

Countries or areas may be broadly grouped as follows in relation to the prevalence of
blindness:

(a) Countries or areas where, at least amongst the rural majority, eye care has not yet
reached the interim stage mentioned in (b), Shorter life expectancy and proportionately
fewer elderly people diminish the overall prevalence of blipdness associated with old age.
Blindness rate reaches the proportions of "overburden" because of the massive prevalence
of one or more of the following major causes:




WHO/PBL/79.1
page B

(1 Trachoma. In areas of severe endemicity, uncontrolled trachoma is likely to
increase the blindness rate to 1% or even up to 3%. The latter applies to some
areas or countries in the Middle East, Africa and South-East Asia.

(ii) Onechoecerciasis. In areas heavily affected by oncheocerciasis, this disease
dominates all other causes apd is likely to produce blindmess rates from 3 to 7%.

(iii) Xerophthalmia/keratcmalacia. Where malnutrition is an important cause of
blindness among children, it alone adds substantially to the blindness prevalence
rate. In India, it is estimzted that at least 250 000 people are blind from
xerophthalmia/keratnmalacia.

'(iv) Cataract. Amongst underserved rural populations, untreated cataract may be
the major factor, accounting for more than half the blindness rate in the Indian
subcontinent. In India alone there are an estimated 3.5 million cases of blindness

(visual acuity less than 3/60) caugsed by cataract,

(v} Accidents, even minor omes, often complicated by infection.

In many cases the above conditions coexist and further compound the problem emphasizing
the need for a multidisciplinary approach to prevention and treatment.

() Countries or areas at an interim stage of development where the blindness rate is
not massively augmented by the major causes mentioned in (a). In addition to other
basic causes of blindness, blinding infections are omly partially controlled and people
can remain blind from curable conditions as surgical treatment is not readily available,
In such countries the blindness rate is likely to ranpe around 0,40-0.65%. Within this
group, a4 critical factor is the prevalence of untreated cataract and undetected glaucoma,
For instance, statistics from the Caribbean indicate that untreated cataract alone adds
at least 0,2% to the blindness prevalence rate. Industrial accidents are an increasing
hazard.

(c) Countries or areas with advanced medical services where blinding infections are
controlled, where most curable blindmess is treated and where the main causes of
blindness are age-related, e.g. glaucoma, diabetes, snd macular degeneratiom. The
blindness prevalence rates are likely to range around 0.13-0.25%. Within this group,
the critical factor is the proportion of the populatien in the older age-groups. In

the United Kingdom, with a rate of 0.20% for the whole population, this rate increases to
2.3% in the over 75 age-group.

Applying the above criteria, available data allow to make a gross estimate that
there are some 28 million blind people in the world, if the definition of blindmess 1s
fixed at less than 3/60 or its equivalent. Such a handicap precludes an individual
from functioning effectively in his community without special assistance including
rehabilitation. If the definition were fixed at less than 6/50 ot its eguivalent, a
level considered as legal blindness in some industrialized countries, the number would be
about 42 milliom. RBased on avajlable data from various countries, a conservative
estimate of prevalence has been developed for each of the three groups of countries as
indicated in the following table.

The table represents a minimum estimate; in certain areas ox population groups higher
rates have been reported, up to 3 or 5% or more, This estimate, based on available data,
might well need to be revised as better and more comprehensive figures become available. This
revision is particularly needed with regard to populations included in group a, for which
blindness prevalence rates are higher and statistical data more limited and less reliable.
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Estimated blindness Estimated blindness
Population Total estimated (lesz than 3/60) (less rthan 6/60)
in population in
each group millicons Prevalence Number Prevalence Number
rate of hlind rate of Blind
%) {in millions) (%) (in milljions)
2 100 1.0 21.0 1.5 31.5
1 100 0.5 5.5 0.75 8.3
800 0.2 1.6 0.3 2.4
Clobal total 4 000 - 28.1 - 42,2
5.4  Compilation of available data
@ Notwithstanding the limitaticnes of available data, it would be usgseful to maintain =z

sumnary file of available national data on blindness (see Annex II).
This data bank would be set up as an open-ended file, The data would be listed under
seven headings as follows:

Country, region, locality

. Type of data (registration, survey or special study, census, estimate)

Date of dara collection

Definition{s) of blindness used

Number of blind and denominator (pepulation base) by standard age-group and sex
acecording to age at time of data collection

6. Type of blindness

7. Source of data

A ke RO

With regard to point 6, data will be classified as considered appropriate by the country
of origin taking into account the ICD codes. This data might later be condensed into the
types suggested in item 5.2 ("Types of blindness"). The data could serve as a basis for
determining the cost and productivity implications of blindness and help in setting priorities
for reducing the burden which blindness represents for society. One aspect of this problem

% is shown by the cost of blindness, which is estimated to be eight billion dollars per year for
the United States of America.

5.5 Collection of data

There are & number of difficulties in <¢ollecting reliable data on blindness. Some of

these are related to social, psychological or ¢ultural factors.

Much potentially useful information may be lost through inadequate or inappropriate use
of existing heospital records: however, the reverse is alsc true, and a biased picture can be
conveyed by extrapolationm from such records. The active participation of ophthalmolegists is
of value in any assessment of the problem, but observations and experience based largely on
urban clinical practice may be misleading for this purpose.

Relevant data on the prevalence of blindness are usually obtained through sample surveys
of the population, Registration systemsg, regularly maintained, with exactly defined criteria
and with ensuing benefits sufficient to induce all classes of registrantg, c¢an provide
important data.

Data on persons considered by themselves or their families to be blind can be collected
during a pepulation census, In certain circumstances, it may be practicable to carry out
vision testing at the rime of census taking.
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ANNEX I
TERMS OF REFERENCE

Programme Advisory Group om the
Prevention of Blindness

1. The Advisory Group will:

(8) promote worldwide interest and support for the WHO Programme for the Prevention
of Blindness;

(b} advise the WHO Secretariat with regard to the priorities of the Programme and
its coordinatlion with other related activities of the World Health Organization and of
others.

2. Members of the Advisory Group will be appointed by the Director-General. The Group will
normally consist of 12 members, selected after consultation with the following inrernatiomal
organizations, in addition to the Regional Offices of WHO:

- the International Agency for the Prevention of Blindness (IAPB);
- the International Federation of Ophthalmological Societies (IF0S);
- the World Council for the Welfare of the Blind (WCWB).

In the selection of the members, due c¢onsiderationm will be given to attaining an optimum
diversification and balance of persomal experience, professiomal background, interpational
standing, affiliations and geographical origin.

3. The term of appointment to the Group will be two years, with possibility of reappointment
for not more than a furthexr two terms, with the objective of achieving a turnover of
approximately one third of the Group every two years. Reappointments will not generally be
considered before two years have elapsed from the previous termination date.

4.  The Chairman, Vice-Chairman and Rapporteur will be elected by the Advisory Group at each
meeting. The Programme Manager of the WHO Programme For the Prevention of Blindness will
serve as Secretary to the Advisory Group.

3. Meetings of the Advisory Group will normally be convemed on an annual basis. A report
of each meeting will be prepared and circulated appropriacely.

6. The Advisory Group will be assisted in its work by consultants and small taslk forces as
required.
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ANNEX TT1
AVATTABLE DATA ON BLINDNESS

The main purpose ¢of this compilation is to provide a starting point for the ecrablishment
of a data bank on blindness.

This compilation is mairly based on dara which have become available in connexion with
the development of the WHD Frogramme for the Prevention of Blindness and is limjted to data
from 1960 onwards. No attempt has been made to include all published data.

Additional data would be welcome and should be addressed to: Programme for the Prevention
of Blindness, World Healch Organization, 1211 Genava 27, Switzerland.

EXFLANATORY NOTES

1. Countries and territories (Column 1) are listed according to the order followed in the
Demographic Yearboolk 1976, United Nations, New York, 1977.

2. Population estimates for 1976 (Colummn 2) are those given in the above Yearbook.

3. Iype of data (Column 3): E = Estimate; § = Survey or spe¢isl study; ¢ = Census;
R = Registration.

4 Definitions of blindness (Column 5):
Visual acuity with best . Category of visual
poessible correction ~ impairment?

1. Totally blind (no light perception) 5

2. 1/60 or less

3. Less thar 1/60 or its equivalent 4

4.  2/60 or less

5. 3/60 or less

6. Less than 3/60 or its equivalent 3

7. 20/300 or less

8. 6&/60 or less

2. Less than 6/18 1

2 International Classification of Diseases, WHO, Geneva, 1977, p. 242.

5. Population covered (Column 6): m. = millions.

6. Sources of data (Columa 10): see page 18,
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