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TACKLING WORLD BLINDNESS

I
n 2001, just before we moved to Tanzania to establish
the Kilimanjaro Centre for Community Ophthal-
mology (KCCO), we wrote about blindness in Africa
for the British Journal of Ophthalmology.1 The article

mainly focused on the impact of specific disease entities on
populations in Africa, but it also addressed the importance
of establishing adequate services and infrastructure to
meet Vision 2020’s goal of eliminating avoidable blindness
by the year 2020.

The KCCO was founded to foster the development of
community-based ophthalmology in eastern Africa. Over
the past 7 years, the organization has been active in Egypt,
Eritrea, Ethiopia, Djibouti, Kenya, Uganda, Tanzania,
Rwanda, Malawi, and Zambia. Interested individuals from
other African countries also attend training sessions organ-
ized by the KCCO. This article reviews the present state of
blindness in eastern Africa and examines the challenges
that remain. 

TR AINING OPHTHALMOLOGISTS
Our 2001 article called for more trained ophthalmologists

in eastern Africa. Since then, the number of institutions pro-
viding this training has increased from four to eight. Ethiopia,

Tanzania, and Uganda currently have two programs apiece
(one more each than in 2000). Kenya still has only one pro-
gram, and Malawi started an intake effort in 2007. We have
also seen an increase in the number of people from the
neighboring countries of Zambia, Djibouti, Eritrea, and
Rwanda—which do not have residency programs—applying
to training programs at Kenyatta University in Nairobi, Kenya,
and Kilimanjaro Christian Medical Centre in Moshi, Tanzania.

In 2005, the five residency programs in Tanzania, Uganda,
and Kenya established the Eastern Africa College of Oph-
thalmologists (EACO) to improve the quality and quantity
of ophthalmic training available in eastern Africa. By the
end of 2007, it is hoped that the college will standardize the
educational process by adopting the International Council
of Ophthalmology’s curriculum and examination stan-
dards, thereby ensuring that graduating ophthalmologists
meet the internationally recognized standards of proficien-
cy. Graduates of the EACO can receive fellowship training
in retinal diseases at the Kilimanjaro Christian Medical
Centre or in pediatrics at the Comprehensive Community
Based Rehabilitation in Tanzania Hospital in Dar es Salaam.

Although opportunities for ophthalmic training in Eastern
Africa have increased over the past 7 years, institutions will
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have to overcome several challenges to meet the region’s
need for trained eye care professionals. The programs’ lengths
vary from 3 to 4 years, and the surgical volume at some of
the institutions is too low to provide students with adequate
training. Any institution that wants to achieve a sufficiently
high volume of cataract surgery to fulfill its needs for clinical
training requires support from an outreach program. A lack
of autonomy or weak management within eye care depart-
ments that are part of large general institutions can create
additional problems when the departments’ abilities to
change pricing, personnel, and programs are limited. 

Interest in ophthalmology as a field is still low in eastern
Africa, and many training scholarships go unfilled. Salaries
paid by governments remain low in all fields of medicine,
and the cost of setting up a practice limits the capacity of
ophthalmologists to work privately. 

Other important training issues for eastern Africa
beyond the scope of this article are the training of non-
physician cataract surgeons, ophthalmic nurses, and pri-
mary eye care workers.

COMMUNITY OPHTHALMOLOGY 
AND EVIDENCE-BA SED APPROACHE S 
TO EYE CARE

In 2001, we wrote that a “legion of ophthalmologists
trained only in recognition and treatment of eye disease will
not prevent blindness in Africa.”1 There is increasing aware-
ness in eastern Africa that medical knowledge must be sup-
plemented by a proficiency in community ophthalmology.
The skills that fall under this heading include the ability to
plan and implement programs as well as to ensure that pro-
grams are properly monitored and supervised. A knowledge
of epidemiology, the ability to generate and interpret evi-
dence (quantitative and qualitative data) to determine what
works and what does not, and the skills to supervise effi-
cient teams within a hospital are also crucial. 

Evidence from eastern Africa is helping us understand crit-
ical issues important to community ophthalmology such as
the causes of the unfortunate delays in bringing children for
surgery, the real cost of cataract operations and the popula-
tion’s willingness to share the price, factors that affect eye
care professionals’ productivity, and which strategies fail or
succeed in ensuring that patients undergo cataract surgery.2-5

Workers are using this evidence, much of which was collect-
ed by surveys such as the Rapid Assessment of Avoidable
Blindness,6 to guide policies and design programs that pro-
vide eye care to more patients than would be possible if they
assumed that 1% of Africans were blind.

Of course, challenges hinder the conversion of research
findings into practical programs and policies, especially
when the findings do not match the expectations of gov-
ernments or donors. More evidence-based advocacy is

needed. Building skills for community ophthalmology will
remain a challenge, because many programs receive mini-
mal support from within individual countries and continue
to rely on external financial support. The curricula for pro-
fessional and paraprofessional providers still focus primarily
on clinical skills, whereas these individuals are expected to
design, implement, and manage outreach programs. This
disconnection between education and implementation will
continue to hamper efforts to reduce blindness in Africa. 

DISTRICT-BASED PLANNING
One measure that has improved the delivery of eye care

and the prevention of blindness in eastern Africa has been
the recent adoption of Vision 2020’s district-based model.
Instead of designing services to meet the needs of a partic-
ular hospital, the district-based model takes a public health
approach to eye care in which existing service providers
and donors work together to plan, manage, and monitor
services for the 1 to 2 million people who live within a des-
ignated area. 

With effective planning, private entities, nongovernmen-
tal organizations, and governmental services can collabo-
rate to decrease the waste or duplication of resources and
to deliver eye care more efficiently. Such planning and coor-
dination have been facilitated by the adoption of decen-
tralized decision-making (which goes under a host of
names) by many governments in the region. 

Uganda has led the way in placing and equipping eye
care facilities and ophthalmologists in districts. Over the
coming years, efforts in this country will focus on staffing
these teams fully and implementing strategies to ensure
that the facilities are utilized effectively. 

A practical problem faced by surgeons in eastern Africa,
especially those who work for governmental services, is that
they do not have a reliable source of consumables. They
depend on hit-or-miss donations or inflexible supply systems,
a situation that does not encourage or allow good planning.
Uganda has solved this problem by developing a central sup-
ply house from which any surgical program in the country
can use local currency to purchase low-cost IOLs, sutures,
and other consumables efficiently. This solution was possible
only through the cooperation of nongovernmental organiza-
tions, various governmental ministries, and personnel work-
ing to prevent blindness at the national level. 

Workers in eastern Africa also have a growing apprecia-
tion for Vision 2020’s team model, in which the ophthal-
mologist is supported by a manager, low-vision technician,
refractionist or optometrist, counselor, and a nursing staff.
This team approach ensures that every member is working
at his best to provide efficient care. For example, a compe-
tent administrative staff can free up ophthalmologists to
spend more time operating. The team approach allows eye
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care providers to offer more comprehensive services in
addition to cataract surgery. 

Significant challenges remain to expanding Vision 2020’s
district-based approach in eastern Africa. Nongovern-
mental organizations and governments have not always
worked together harmoniously, planning and implementa-
tion skills at the district level are often weak, and disease-
specific nongovernmental organizations/donors exert pres-
sure to direct the delivery of eye care. At the national level,
organizations and entities have not embraced the decen-
tralization policies that allow districts to take charge. 

Stronger planning skills and more empowered district
Vision 2020 teams are needed to make additional pro-
gress. Ophthalmologists who do not have or do not
know how to develop managerial support may end up
spending a considerable amount of time on activities
other than caring for patients. Competent managers, just
like skilled clinicians, are hard to attract and retain at the
district level. 

CONCLUSION
Over the past 7 years, considerable progress has been

made in improving eye care in eastern Africa, but many
challenges must be met during the next 7 years to realize
the goals of Vision 2020 in this region. Although the num-
ber of trained ophthalmologists has increased, many more
are needed to meet the demand for eye care. An infra-
structure that will allow these ophthalmologists to work
effectively is also required. Finally, eye care providers in
eastern Africa need to develop the community oph-
thalmic skills that will help them build the much-needed
infrastructure. ■

Information on the Kilimanjaro Centre for Community
Ophthalmology (courses, research reports, etc.) may be found
at http://www.kcco.net.
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