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Blindness in Children Worldwide

Apart from cataract, trachoma and

onchocerciasis, which are specific

diseases, the Global Initiative has also tar-

geted childhood blindness - blindness from

any cause occurring in a person aged 15 or

less. Why is this relatively uncommon

problem such a high priority?

Childhoodblindnessisthesecondlargest

cause of blind-person years, following

cataract. Globally, about 70 million blind

person years are caused by childhood

blindness. There are about 1.5 million

blind children worldwide, and this number

appears to be growing. Approximately

500,000 children become blind every year

- one every minute - and about half of them

die within one or two years of becoming

blind. Approximately one third of the total

economic cost of blindness is thought to be

due to childhood blindness. 

A child’s eye is not merely a smaller

version of an adult eye, and childhood

blindness is different compared with adult

blindness. Strategies that are effective

against adult blindness need to be modified

to combat childhood blindness. 

Children are the most precious resource

offamilies indevelopingcountries. A blind

childis a tragedyforthesefamilies. A child

whoseblindnesscouldhavebeenprevented

orcuredisanevengreaterdisaster. Approx-

imately 40% of childhood blindness is

avoidable. 

The different causes of avoidable blind-

ness in children vary with geographical

location, and with time. For example, the

avoidable causes of childhood blindness in

western Europe are very different to the

avoidable causes in sub-Saharan Africa.

However, even in the very poor countries

in Africa, improvements in nutrition and

primary health care have meant that blind-

ness from vitamin A deficiency is less

common than it was 25 years ago. It must

also be expected that severe economic

recession, or the destruction of health care

systems by war or natural disaster, could

lead to the re-emergence of conditions that

had previously been controlled. 

The Global Initiative 

and Childhood Blindness

The goal of the Global Initiative is to

reduce childhood blindness from its pre-

sent level of 0.75/1,000 children to

0.4/1,000 children by 2020. To achieve

this, three conditions must be controlled.

They are:

● corneal scarring in children.

● congenital cataract.

● retinopathy of prematurity.

Corneal Scarring

Great improvements have already taken

place in the prevention of corneal 

scarring. Primary health care programmes

are distributing vitamin A, and immunising

against measles. Traditional healers have

been trained to avoid harmful practices.

The greater availability of primary eye care

has enabled children with corneal ulcers to

be treated sooner and more effectively.

However, despite these changes thousands

of children become blind from corneal

scarring every year, and many of them die.

Goals for 2020 may include the total elimi-

nation of measles, and vitamin A deficien-

cy, both of which are achievable targets. 

Much of the work that has been done to

prevent corneal scarring in children has

been carried out by primary health care

(PHC) programmes. PHC workers are

often unaware of the great impact their ser-

vices have. In future, prevention of child-

hood blindness should be a particular and

recognised part of PHC. 

Some children, particularly those with

corneal dystrophies such as keratoconus,

may benefit from corneal transplants. The

role of penetrating keratoplasty in preven-

tion of childhood blindness is unclear, and

more research is required. 

Congenital Cataract

This remains a major cause of blindness in

low- and middle-income countries. Some

congenital cataract may be preventable.

For example, it is estimated that 50,000

children every year are born with cataracts

caused by congenital rubella syndrome,

which could be prevented by a programme

of rubella immunisation. Several high- and

middle-income countries have set a goal of

eliminating new cases of congenital rubella

syndrome by the year 2000. This goal

should be extended to cover the rest of the

world by 2020.

The results of cataract surgery in

children with congenital cataract are fre-

quently poor. The treatment and post-oper-

ative care of these patients requires special

skills and experience, and expensive equip-

ment. It is likely that outcomes would be

improved if all congenital cataracts were

operated on in tertiary centres - ‘children’s

eye centres’. Approximately ten million

people require one such centre. The centre

requires at least one ophthalmologist with a

special interest in childhood eye disease;

and two low vision therapists, able to mon-

itor visual acuity in young children, treat

amblyopia, and manage any residual visual

impairment. 

There is uncertainty over the best way to

manage congenital cataract. The role of

intraocular lenses in children under two

years of age remains very controversial.

Removal of the posterior capsule at the

time of initial surgery is the best way of

guaranteeing a clear visual axis. However,

there is a need for more research to clarify

these issues. 
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Retinopathy of Prematurity

Retinopathy of prematurity (ROP) remains

an important cause of blindness in children

in high- and middle-income countries. In

high-income countries, it is known that

neonates under 1500g are at risk of ROP.

In middle-income countries, the risk fac-

tors are much less clearly defined, and

ROP may affect babies weighing more

than 2000g at birth. 

ROP may be partially preventable

through improved obstetric and neonatal

care and a reduction in the number of pre-

mature babies. Babies at risk of ROP must

be examined by a trained ophthalmologist.

Thosewith ‘threshold’ ROPdiseaserequire

peripheralretinalablation, eitherwithcryo-

therapy or laser. The treatment of these

children is best carried out in specialist

children’s eye centres, by appropriately

trained and adequately equipped ophthal-

mologists.

More research is needed to clarify which

babies are at risk of ROP in middle-income

countries, in order to develop a clear

screening regimen. 

Conclusion

The goal of reducing childhood blindness

by 2020 is achievable. It will require an

emphasis on eliminating the causes of

childhood blindness at the primary level,

and the development of specialist centres 

for treating congenital cataract, glaucoma,

and ROP at the tertiary level. To facilitate

the planning of childhood blindness pro-

grammes, a Table of the estimated needs of

a population of ten million people, in dif-

ferent situations, is shown below. 

✩ ✩ ✩

Dr G V S Murthy, Dr Sanjeev K

Gupta and Dr K B Singh 

Dr Murthy, Dr Gupta and Dr Singh, with

professional advice from Professor V K

Dada and a team of able advisors, have

produced a significant and important new

manual. Community Ophthalmology and

Community Eye Health should be more

widely recognised and understood – for the

eye care of all communities but especially

those underserved peoples in rural areas.

This training manual emphasises the

vital role of medical officers appointed to

primary and community health centres in

India. It describes the relevance of Com-

munity Ophthalmology in view of the

present magnitude of blindness (in India

and worldwide) and outlines the practical

application of training within the National

Programme for Control of Blindness and

the District Blindness Control Societies in

India.

Further sections deal with eye camps at

the primary health centre, information/-

education/communication for eye care

delivery, training of health personnel and

managingresources.Self-helpreviewques-

tionsareprovidedattheendofeachchapter.

Colour plates of a variety of eye condi-

tions are drawn from the teaching slide sets

of the International Centre for Eye Health.

The Indian experience has often been

appropriately implemented in other coun-

tries. This manual of just over 100 pages

should significantly contribute to the pre-

vention of blindness in India and beyond.

D D Murray McGavin

Ordering Information: 

Available from the International Resource

Centre at a price of UK£5/US$9 plus

postage & packing, £2.50/$5.00 (surface)

or £5.00/$9.00 (airmail). Pleasemake

internationalcheques payable to 

University College London and send, 

with your order, to: 

International Resource Centre, ICEH,
Institute of Ophthalmology, 11–43 Bath
St., London EC1V 9EL, UK.

Congenital cataract
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Low income Middle income High income

Percentage 0–15yrs 45% 35% 25%
No. children 4.5m 3.5m 2.5m

Prevalence
Blindness 1/1,000 0.7/1,000 0.4/1,000
Low vision 3/1,000* 2/1,000* 1/1,000*
Refractive errors 1%* 1%* 1%*

Estimated 25/100,000/yr* 16/100,000/yr* 8/100,000/yr*
incidence

Numbers affected
Blind 4,500 2,800 1,000
Low vision 13,500 7,000 2,500
Refractive errors 45,000 35,000 25,000
New blind 1,125 560 200

Avoidable causes Corneal scar 20% Cataract 15% ROP 10%
Cataract 13% ROP 10% Teratogens 6%
Glaucoma 6% Glaucoma 6% Cataract 6%

Optic atrophy 6% Teratogens 6% Glaucoma 2%

New cases/yr
Cataract 100–150 50–60 20–30

*These are estimates which have not yet been confirmed by good epidemiological studies

Table: Estimated Needs 

for a Total Population of Ten Million

Footnote: Figures included in David

Yorston’s article on Childhood Blindness

have still to be officially ratified by the

World Health Organization, but we are

advised by WHO that a review and

compilation of data presented is under-

way. 

Editor.

C o m m u n i t y
O p h t h a l m o l o g y

Practice at Primary
Care Level
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