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Background to VISION 2020

at the district level Fig 1. The national VISION 2020 programme
) . ) L should be made up of separate district level
There is an African saying. The question is: “How do you VISION 2020 programmes

eat an elephant?”. The answer is: “One mouthful ata
time, slowly, with a lot of help from your friends”. There
is much that we can learn from this wisdom and apply
to VISION 2020. The question is: “How do you
overcome the seemingly insurmountable problem
of global blindness?” The answer is: “Piece by
piece, in digestible portions, step by step, and
working together as a team”.

Advocacy takes place globally and regionally.

Strategic planning takes place nationally.

But the actual implementation takes place
at district level.

It is recommended that each of our district
level VISION 2020 programmes should be
for service units of about 1 million population
(0.5-2 million). This administrative unit of

about 1 million may be called by different names
in different countries: sub-district; district; region;

province etc. Whatever it is called, this service unit
is what we mean when we speak of a District VISION 2020

KEY Secondary level services

programme. These are the ‘pieces of the elephant’. If we Ophthalmologists/ @® Optometrists §
have a country of 40 million population, we should not plan cataract surgeons “«:3
just a single national VISION 2020 programme, but 40 “ Managing services §
separate district level VISION 2020 programmes that Ophthalmic nurses/ ) N f
together make up the national programme (Figure 1). assistants 2 - giy;rfcutrﬁg:éiltj;'t within £
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EDITORIAL Continued

A team prepares a VISION 2020 plan.
MALAWI

What is involved in VISION

2020 at the district level?

District level VISION 2020 programmes are
developed as one year operational plans,
prepared as integral components of the
district general health operational plan, and
guided by the five-year national strategic
VISION 2020 plans. Each district VISION
2020 programme should, as far as possible,
be horizontal, integrated into the existing
district health service structure, and
conforming to the principles of primary
health care. These principles are equity,
community involvement, focus on
prevention, appropriate technology and
a multi-sectoral approach. District
programmes provide a continuum of
comprehensive eye care, which includes
eye health promotion, prevention of eye
disease, curative intervention, and
rehabilitation. In the past, these four
elements have been working separately
and without focus. With the launch of
VISION 2020, the four elements have been
focused and coordinated. Comprehensive
eye care should be available, accessible,
affordable and accountable.

Each district programme comprises
a community eye care component and a
surgical centre that is based in a district
hospital (Figure 2). Planning and management
templates for district VISION 2020
programmes are available (see list of useful
resources on page 99/100). The challenge is
to use these templates and adapt them for
each district. All district VISION 2020
programmes will have the same elements,
but no two programmes will be the same
because no two districts are the same.

Fig 2. VISION 2020 implementation

Implementation
1 n population

VISION 2020
Surgical centre

VISION 2020
Community Eye Care
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For the first phase of VISION 2020, the
diseases that are prioritized are cataract and
refractive error (everywhere); trachoma,
vitamin A deficiency and onchocerciasis (in
districts where they occur and are a public
health problem). Once these diseases are
being controlled, glaucoma and diabetic
retinopathy are usually next in importance.

The recommended human resources for
VISION 2020 at the district level specify the
human resources required at community/
primary clinical level and the secondary
clinical level which includes management
(figure 4). These can be modified locally,
according to norms and resources.

The recommended instruments and
consumables needed for VISION 2020 at
the district level list requirements for the
community/primary and secondary level
services (figure 4). Again, these can be
modified locally.

Fig 3. The three components of a VISION
2020 programme

1 Human resources

2 Infrastructure

3 Disease control

The recommended service delivery model
for district level VISION 2020 programmes
suggests activities for cataract, refractive
error, low vision, trachoma, vitamin A
deficiency and onchocerciasis (Figure 5).

Partnerships for VISION 2020

We should ‘eat the elephant’ with our friends,
and VISION 2020 is about partnership.

Our ministries of health signed up for
VISION 2020 at the fifty-sixth World Health
Assembly in 2003. They should be the
primary owners of district level VISION 2020
programmes, with support from international
and local non-governmental development
organisation (NGDO) partners. Ideally,
funding support should be provided between
the partners. Itis often easier for ministries
of health to provide this support in the form
of staff salaries or by providing the overhead
running costs of the surgical centre, whilst
the NGDO partners may cover the costs of
supplies and consumables.

Editorial continues right and on page 88 »



rig . Model VISION 2020 Programme (per million population)

District 1 Manager Computer, information and accounting system
Secondary level 4 Ophthalmologists/cataract Access to a vehicle

surgeons Visual acuity chart

10 Eye nurses/medical assistants Torch

4 Optometrists/refractionists Ophthalmoscope

services

Tonometer

Retinoscope & trial lens set
Slit lamp

Operating microscope
Microsurgical instruments
Medicines

Spectacles

Primary/ 20 - 100 Clinic nurses Visual acuity chart

Community level Traditional healers Torch
Community health workers Medicines

Reading spectacles

rig 5. Model VISION 2020 Programme — summary of service delivery

Onchocerciasis
Ivermectin distribution where
appropriate

Cataract
Cataract 2,000 - 4,000
operations per year

WHO/APOC/TDR/Crump

Joseph Oye

' Refractive error
Vitamin A deficiency - 3 50,000 school children
Supplementation programme 3 : screened per year

where appropriate " e 5,000 spectacles dispensed
per year

USAID/Nepal
Claire Gilbert

Low vision
200 low vision treatments
per year

Anthony Solomon
Jock Anderson

Trachoma
SAFE programme where
appropriate

Other eye services
e.g. diagnosis and treatment of
glaucoma, corneal ulcer etc.

Chart: ICEH
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EDITORIAL Continued

Challenges and lessons learnt from experience: The Asian context

District COmprehensi\(g_
Eye Care Programme,
Bannu. PAKISTAN

A
In Pakistan, we started by piloting the
concept in one district, Bannu, in the North
West Frontier province. We took a
department of ophthalmology at the district
headquarters hospital and looked at what it
had in terms of infrastructure, human
resources, equipment and management.

There were two ophthalmologists, no

paramedical staff, no separate operating
theatre (the theatre was shared with other
specialties), no separate
eye ward, and minimal

equipment. The output L
was 150 cataract operations e
per year. s

A collaboration between F o
the Pakistan Institute of T
Community Ophthalmology, e

the Government of North West

Frontier Province and an international

NGDO was established. The collaboration
strengthened the district by providing
equipment for the eye unit, as per the
standard list approved by the National
Committee for Prevention of Blindness. The
government posted two new ophthalmolo-
gists trained in ECCE and IOL implantation,
and five paramedics were trained, with one
of the paramedics trained in management.
The infrastructure was upgraded with a
separate eye theatre, a separate eye ward
and an outpatient complex. Primary eye care
workers were trained in detection and
treatment of minor disorders and referral of
major ones. The eye unit was evaluated

13
‘

Fig 6. Map showing
Bannu district in North
West Frontier Province,
Pakistan

S

District Bannu

250

.wf_/é?/%‘ il 0—szl

after two years, and the cataract output had
increased sevenfold to 1,050 operations.

Once the cataract services were estab-
lished, other services were added. The
programme now includes successful
refractive and low vision services, and a
trachoma control programme. Eye care
services for children will soon be added.

It was agreed by the National Committee
that this model should be replicated in other
districts in the country, with the support of
INGDOs. Thus far, 53 district programmes
have been established out of a total of 119
districts in Pakistan.
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What have been the challenges?
One of the challenges was to build a
stable and committed team. It
was important to engage the
government so that frequent
transfers of staff would not
take place. Motivation of the
ophthalmologist to maintain
high volume surgery is addressed by giving
him/her a forum to display surgical results
every year and establishing a system of peer
review. Monitoring of outcomes needs to be
introduced so that the ophthalmologists can
maintain high standards of visual outcome
(see page 100 for useful monitoring tools).

What have been the key learning

points?

* The service started as a cataract service
and gradually grew into a comprehensive
eye care service.

* A primary eye care network is vital so that
the unit is supported by a good referral
system.

* Qutputs, outcomes and costs should be
monitored.

* Necessary measures should be adopted
to ensure sustainability.

‘One of the challenges
was to build a stable and
committed team’

Babar Qureshi



Joseph Oye

Challenges and lessons learnt from experience: The African context

The main challenge to the successful imple-
mentation of district VISION 2020
programmes in Africa has been the lack of
human resources, both clinical and
managerial (Figure 6). In Africa, there is one
cataract surgeon for every 1 million
population. We need to double the number
of cataract surgeons. Each of our cataract
surgeons is presently doing less than 500
cataract surgeries per year, and this number
also needs to double. This can only be
achieved with effective management at the
district level. There are very few district
VISION 2020 programmes in Africa that
have effective management. This has been
the lesson we have learnt. We need to train
more cataract surgeons. As importantly, we
need to train effective managers. Human
resource development is our priority. There
are a number of success stories to illustrate
the outcome of efficiently managed district
programmes. The case study in the panel
opposite provides an example of an effective
district VISION 2020 programme in Tanzania.

Fig 6. District VISION 2020 in Africa

Where we Where do we
are now want to be

No manager One manager
managing
effectively

One cataract At least two

surgeon cataract surgeons

Doing < 500 Each doing >1000

cataract surgeries  cataract surgeries

peryear per year
>2000 cataract
surgeries total per
year

- CSR <500 - CSR >2000

Cataract
surgeon
examining
a patient.
CAMEROON

An effective district VISION 2020 programme:

Kilimanjaro region, Tanzania
Paul Courtright, Susan Lewallen and Anthony Hall

Initiation of VISION 2020 programme, Kilimanjaro region, Tanzania
2500

2000

Initiation of
1500 VISION 2020
programme

1000

500 =

Number of cataract operations

1997 1998 1999 2000 2001 2002 2003 2004

What changes were made

Operating room efficiency was improved  Development of the Direct Referral Site
system to get services to patients and cataract
patients identified and brought to hospital

Better management of clinical personnel — Creation of team approach to service
having the right number and mix delivery

Hiring of manager Dedicated programme manager and

counsellor

Hiring of clerks for registration and Defined roles of all partners

record keeping
Cataract Surgical Rate (CSR) by district for 2004, Kilimanjaro region, Tanzania
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