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’ Introduction

Globally, the need for eye health services continues to grow and has
been deemed a significant public health concern requiring immediate
action.1 In 2019, an estimated 2.2 billion people worldwide had vision
impairment, and at least 1 billion people had preventable or untreated
causes of vision loss.2 The prevalence of visual disability is predicted to
increase with the continued growth of populations and aging. The World
Health Organization (WHO) has identified global eye health as a priority
and previously launched VISION 2020: The Right to Sight initiative in
1999 to eliminate avoidable blindness globally by 2020.3 Although
progress was made, not all of the goals for VISION 2020 were met.
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The WHO then transitioned to the new agenda of implementing
universal eye health with global targets set for 2030.2,4,5

Disease outbreaks can have widespread disastrous consequences,
drastically increasing the morbidity and mortality within an affected
outbreak region with lasting effects. Eye health has been impacted and
described in multiple outbreaks, with ophthalmic sequelae occurring in
the convalescent phase of infection or during acute disease.6,7 Thus, in
our evaluation of health systems, broad consideration of multiple organ
targets, including the eye, can be incorporated as an element of outbreak
response, which may include measures for disease detection, clinical
phenotyping, understanding of the basis of viral mucosal transmission,
and communication of clinical protocols in the care of patients who
develop the ophthalmic disease in an emergency response.

Several viral outbreaks are particularly illustrative of the importance
of addressing the potential ophthalmic implications that may arise.
Following two consecutive outbreaks of yellow fever in Southeastern
Brazil, many patients with severe systemic disease were later found to
have retinopathy despite a lack of ocular symptoms.8 Furthermore,
ophthalmic screening of these patients may demonstrate the validity of
retinopathy as a prognostic marker. Among infants with congenital Zika
virus infection with a small cephalic diameter at birth, fundus abnormal-
ities such as optic disc hypoplasia, and mild pigment mottling with foveal
reflex loss were observed.9 On the basis of these findings, guidelines are
now in place for routine ophthalmic examinations on microcephalic
infants with congenital Zika virus infection is recommended to rule out
this possibility.10

The aftermath of the 2013–2016 Western African Ebola virus disease
(EVD) outbreak highlighted many persistent ocular problems that arise
following acute disease. Viral persistence, particularly in immune-
privileged organs, is a mechanism for organ-specific inflammatory
disease during convalescence and may also pose an infectious threat via
the potential transmission of Ebola virus (EBOV) from an immune-
privileged compartment (eg, sexual transmission from EBOV persistence
in the reproductive organs).11 One area of ongoing investigation is the
pathophysiology of ophthalmic sequelae following EVD infection,
specifically, the spectrum of uveitis that may develop in EVD survivors.
The absence of a clear correlation between ophthalmic symptoms and a
uveitis diagnosis emphasizes a need for regular and prompt ophthalmic
screening among EVD survivors, which is a component of the WHO
screening guidelines.12 Since the Western African EVD outbreak,
subsequent outbreaks have occurred, including an outbreak in 2018 in
the Democratic Republic of Congo (DRC) that resulted in spillover cases
into the neighboring country of Uganda.13 While Uganda has been
applying lessons learned from prior epidemics with some progress, there
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remain ongoing weaknesses in areas that include equipment, supplies,
number of health care personnel, and infrastructure maintenance.14

Furthermore, the ramifications of these ocular complications are
oftentimes significant and extend to quality of life and psychosocial wellbeing.
Vision impairment has a considerable impact on the functional, social, and
psychological capacity of an individual and can subsequently affect the
individual’s family and community.15 This issue poses a significant burden on
a larger scale as well. Inequalities in health typically parallel the socio-
economic status of countries, as seen in global trends of vision impairment.16

The high rate of vision loss inWest African populations that were studied
can be attributed to a number of factors, including knowledge gaps in our
understanding of ophthalmic disease before the West African EVD outbreak
and weaknesses in vision health systems. The high prevalence of ocular
inflammation observed during EVD convalescence emphasizes the need for
improved accessibility to the appropriate medical resources in these areas.
Moreover, outbreak response affords an opportunity to develop strategies to
strengthen vision health systems in preparation for future times of crisis. As
we take steps toward strengthening the detection of ophthalmic sequelae
following these disease outbreaks, we can also begin to consider the broader
implications of global eye health. Herein, we review categories of infectious
disease outbreak responses that may have broader implications for vision
health systems strengthening.

’ Types of Outbreak Response

The process of gathering data related to ophthalmic findings is
oftentimes difficult, given that these outbreaks typically occur in
resource-limited areas and emergent settings. Obstacles often include a
shortage of sufficiently trained health care personnel and the high cost of
ophthalmic equipment required for specific assessments. Several strat-
egies can be employed to improve the efficiency of implementing
ophthalmic screening programs. These strategies include (1) recruiting
nonophthalmologist health workers’ participation in recording findings
in outbreak settings using appropriate training methods, (2) rapid
response teams to execute ophthalmic screening protocols, and (3)
prospective, controlled cohort studies to assess for increasing risk of
disease over time.17–19

’ Lessons Learned From EVD

Ophthalmic Findings in West African EVD Survivors

Among a population of EVD survivors in Libera, 22% were
diagnosed with EVD-associated uveitis. Of these patients, 60% showed
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visual impairment, and 40% were 20/400 or poorer, meeting WHO
criteria for blindness.12 In the PREVAIL III Study, an NIH-funded
longitudinal study of Ebola sequelae in Liberia, a 26.4% prevalence of
uveitis among EVD survivors at enrollment was reported.19 Interestingly,
the prevalence rose to 33.3% in the same cohort 1 year later and was
significantly greater than the prevalence of uveitis observed in close
contacts of EVD survivors.19 These statistics were comparable to a
previous series of patients from Sierra Leone, which described a
prevalence of 18% to 34% for uveitis found among survivors.20,21 A
cross-sectional study of EVD survivors in Sierra Leone awaiting cataract
surgery revealed structural features in affected eyes, including band
keratopathy, keratic precipitates, posterior synechiae, uveitic cataracts,
and chorioretinal scarring.22,23

Ophthalmic Findings in US EVD Survivors

While cases of uveitis arising in EVD survivors outside of West Africa
were rare, permanent vision loss was not observed. Several cases
documented improvement in vision utilizing a combination of anti-
inflammatory medication and experimental antiviral in 1 patient.22 One
EVD survivor who developed ocular symptoms a month after hospital
discharge was found to have findings consistent with a diagnosis of sight-
threatening panuveitis. The patient demonstrated immediate improve-
ment after administration of corticosteroids and antiviral medication.24
Another patient with EVD who had associated uveitis demonstrated
drastic improvement of posterior segment inflammation and visual acuity
with initiation of oral prednisone.25 These cases highlight the importance
of long-term monitoring for uveitis and development of management
strategies for these post-EVD inflammatory processes.

Parallels Between Blindness and Mortality

Disparities in mortality associated with EVD betweenWest Africa and the
well-resourced countries have also been described in the literature. The
overall case fatality rate in the West African population of Sierra Leone was
reported at 74% (range 50% to 90%),26 compared to case fatality rate of 19%
among patients with EVD who received care in the United States or
Europe.27 The explanations for these stark differences in mortality reported
in West Africa are multifactorial and parallel the vision health outcomes
observed in assessments of EVD survivors. Prior evaluation of emergency
care capacity in Freetown, Sierra Leone has revealed widespread deficiencies
in domains including infrastructure, guidelines for critical care, systems, and
training.28–30 There is also a reported shortage of medical personnel
exacerbated by the aftermath of the EVD outbreak, which led to the deaths
of 21% of Sierra Leone’s health workforce.31 Moreover, the paucity of
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supportive care and medical countermeasures during the response to the
West Africa outbreak differ from the clinical trials and compassionate use
protocols utilized in more recent outbreaks in the DRC.32–34 These
considerations emphasize an urgent need for systems strengthening to
improve systemic health and vision outcomes.

’ Closing the Gap

In the wake of recent EVD outbreaks, initiatives to address the
disparities in vision health systems have been implemented. One example
is a collaborative effort between ophthalmologists, infectious disease
specialists, and eye care nurses to develop a screening eye clinic for EVD
survivors in Libera. Resource procurement, clinic and modular design,
and infection control were all necessary areas of focus undertaken to
achieve this goal.35 Other ways to mitigate this issue involve developing
specific research questions with in-country partners to address a gap in
our current knowledge or understanding. An example of this is the Ebola
Virus Persistence in Ocular Tissues and Fluids (EVICT) study that
sought to determine EBOV prevalence in survivor eyes requiring
cataract surgery, with the goal of using evidence to guide safe and
vision-restorative surgery for EVD survivors. Uveitis is estimated to occur
in 13% to 34% of EVD survivors, and untreated uveitis may lead to
secondary ophthalmic complications, including cataract development.
Findings from the EVICT study assisted in the surgical care of patients.
Specifically, patients who tested negative for EBOV RNA in ocular fluid
specimens promptly received cataract surgery with demonstration of
vision-restorative outcomes.22 Studies such as these help delineate
methodologies that can be applied in these complex situations, including
incorporation of community engagement, partnerships, streamlining
patient care, and laboratory workflows.36 While these projects accom-
plished delivery of care to smaller cohorts of patients, scalability goals
require greater commitments for even broader health systems.

’ Vision Health Systems Strengthening—Employing
a Staff/Space/Stuff/Systems Approach

In addition to barriers to clinical research that may be faced in well-
resourced settings (eg, securing funding, study design development,
regulatory approvals), resource-limited countries deal with a plethora of
other issues.36 This may complicate the process of data collection when
studying outbreaks in these areas. Utilization of health system frame-
works can achieve systematic examination of eye care disparities in global
populations.37 One such model that delineates the resources required for
health care delivery is the “Four S” (staff, space, stuff, systems) framework
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TABLE 1. Areas of Unmet Need (Staff/Space/Stuff/Systems Approach)

Category Definition Importance

Limitations Identified
Through Ophthalmic

Care for EVD
Survivors

Staff Human capital
development/
training:
ophthalmologists, eye
care nurses,
technicians

Staff members must be
properly trained in
imaging techniques
and operation of
ophthalmic
equipment (slit-lamp
biomicroscopy,
indirect
ophthalmoscopy,
portable fundus
photography, B-scan
ultrasound)

In Sierra Leone,
previously only 4
ophthalmologists in-
country to serve a
population of 7
million36

Space Equipment and
infrastructure

Appropriately sized
clinics, operating
theaters, or physical
plants to abide by
proper precautions
for infection control
and to allow for
efficient screening
and imaging, and
invasive procedures
when needed38

Spatial constraints, lack
of stable electricity
and power

Few laboratories able
to perform EBOV
RT-PCR, preventing
same-day RT-PCR
analysis, and
delaying surgery36

Stuff Supply chain,
medications, medical
and surgical
equipment

Higher volume and
increased complexity
of patients may raise
demand for routine
medications,
supplies, and
equipment

Barriers to patient
transportation

Shortage of
ophthalmic
equipment

Systems Implementation science
and operational
research
methodologies

Ophthalmic
surveillance in setting
of disease outbreak

Ophthalmic protocols
and policies to
respond to epidemics

Systems should be in
place and utilized
during acute
outbreak events to
continually reassess
demands and ensure
that response is
adequate

Needs for health
governance capacity
building in the
public sector of low-
income countries,39
specifically related to
the “emergency
within the
emergency” of
immediate eye care
needs in EVD
survivors6

EBOV indicates Ebola virus; EVD, Ebola virus disease; RT-PCR, reverse transcription-
polymerase chain reaction.
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(Table 1).38 Ophthalmic care for EVD survivors will be used as a case
example in Table 1.

’ Implementation Science

While our prior work in vision health was adequate for programs
successfully implemented for screening, viral detection in the eye, and
treatment, understanding a broader approach to implementation of
programs as a scientific area of study requires rigorous methodology, and
efforts remain ongoing. Implementation science studies how to most
effectively apply evidence-based practices and assess the success of
evidence-based practices application, especially during times of
crisis.40,41 Reach, Effectiveness, Adoption, Implementation, and Main-
tenance (RE-AIM) and Consolidated Framework for Implementation
Research (CFIR) are both frameworks for evaluating the success of
program implementation, which warrant preemptive consideration for
deployment during public health emergencies and outbreak response.

The RE-AIM framework can be used to translate scientific advances into
practice. Components of the RE-AIM framework include dimensions at the
individual level: reach (R), effectiveness (E), andmaintenance (M), and those at
the staff and setting levels: adoption (A), implementation (I), and maintenance
(M).42 In the ophthalmic setting, RE-AIM has been used to measure
implementation of community-based ophthalmic screening programs.43

The CFIR is comprised of constructs associated with effective imple-
mentation and can be used to explain why an implementation was or was not
successful.44 CFIR encompasses 5 major domains, which include the
intervention, inner setting (ie, structural, political, cultural context through
which implementation will proceed), outer setting (ie, economic, political,
social context that an organization resides in), individuals involved, and the
process by which implementation is achieved. The interaction of these
domains with one another influences implementation effectiveness.45 Simul-
taneous application of both frameworks may serve a complementary
purpose, with RE-AIM measuring the degree of success and CFIR
determining the reason behind the implementation outcome. Frameworks
such as these and similar strategies can be employed as we continue to assess
implementation strategies used in vision health outbreaks that can be applied
to broader public health initiatives. Such strategies could be considered to
evaluate ophthalmic response as well.

’ Surveillance for Diseases of Ophthalmic Outbreak
Consequences

Surveillance is a valuable tool that can be utilized to detect a need for
intervention as well as measure the impact of interventions. Decision
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makers can then use this evidence to inform policies and procedures
required for consequence management (eg, vision-threatening eye
disease related to EVD, Rift Valley fever, and dengue) and longitudinal
follow-up.

Active surveillance describes a system in which staff members regularly
contact providers or the population to obtain information about health
conditions. While this form of surveillance allows for the communication
of accurate and timely information, it is also more expensive than passive
surveillance.46

Passive surveillance describes a system in which a health jurisdiction
receives reports from hospitals, clinics, or other sources. This is a
comparatively less expensive strategy to obtain information from large
areas to monitor a community’s health. However, factors such as quality
and timeliness are difficult to control because of the reliance on other
institutions to provide data.46 In addition, while passive surveillance is
useful in understanding disease trends, underreporting may occur in
certain subpopulations. Integration of active surveillance with passive
surveillance may improve early detection of cases and yield a more
accurate estimate of disease incidence.47

’ Conclusion

While over 5 years have passed since the end of the West African
EVD outbreak, recent events such as multiple EVD outbreaks within the
DRC, the ongoing Uganda epidemic, the COVID-19 pandemic, and the
Monkeypox outbreak illustrate the need for an improved understanding
of frameworks to approach these global issues. A broader approach for
outbreaks with ophthalmic sequelae incorporates vision health systems
strengthening that extends beyond addressing the current clinical and
logistical challenges. Application of strategies such as implementation
science frameworks and surveillance methods may be used to identify,
address, and assess program development. Ultimately, if vision health
systems are developed in response to the unmet needs and broader care
gaps identified in outbreaks, expanded capacity in-country provider
capabilities may be better positioned to identify, prevent and treat
ophthalmic sequelae associated with emerging infectious disease threats.

This project was supported by the National Eye Institute of the National Institutes of
Health under award number K23 EY030158 (J.G.S.) and R01 EY029594 (S.Y.). The
content is solely the responsibility of the authors and does not necessarily represent the
official views of the National Institutes of Health or the views or policies of the Department
of Health and Human Services, nor does mention of trade names, commercial products,
or organizations imply endorsement by the US Government. Grant support is also

86 ’ Huang et al

www.internat-ophthalmology.com



provided by the Macula Society Retina Research Foundation, ARVO Mallinckrodt Young
Investigator Grant, and the Stanley M. Truhlsen Family Foundation Inc.
The authors declare that they have no conflicts of interest to disclose.

’ References

1. Burton MJ, Ramke J, Marques AP, et al. The Lancet Global Health Commission on
Global Eye Health: vision beyond 2020. Lancet Glob Health. 2021;9:e489–e551.

2. World report on vision. Geneva: World Health Organization; 2019.
3. Pizzarello L, Abiose A, Ffytche T, et al. VISION 2020: the right to sight: a global

initiative to eliminate avoidable blindness. Arch Ophthalmol. 2004;122:615–620.
4. World Health Organization. Eye Care in Health Systems: Guide for Action. Geneva: World

Health Organization; 2022.
5. Ramke J, Evans JR, Habtamu E, et al. Grand challenges in global eye health: a global

prioritisation process using Delphi method. Lancet Healthy Longev. 2022;3:e31–e41.
6. Vetter P, Kaiser L, Schibler M, et al. Sequelae of Ebola virus disease: the emergency

within the emergency. Lancet Infect Dis. 2016;16:e82–e91.
7. Hereth-Hebert E, Bah MO, Etard JF, et al. Ocular complications in survivors of the

Ebola outbreak in Guinea. Am J Ophthalmol. 2017;175:114–121.
8. Brandão-de-Resende C, Cunha LHM, Oliveira SL, et al. Characterization of

retinopathy among patients with Yellow Fever During 2 outbreaks in Southeastern
Brazil. JAMA Ophthalmol. 2019;137:996–1002.

9. Ventura CV, Maia M, Travassos SB, et al. Risk factors associated with the
ophthalmoscopic findings identified in infants with presumed Zika virus congenital
infection. JAMA Ophthalmol. 2016;134:912–918.

10. Yepez JB, Murati FA, Pettito M, et al. Ophthalmic manifestations of congenital Zika
syndrome in Colombia and Venezuela. JAMA Ophthalmol. 2017;135:440–445.

11. Jacob ST, Crozier I, Fischer WA II, et al. Ebola virus disease. Nat Rev Dis Primers.
2020;6:13.

12. Shantha JG, Crozier I, Hayek BR, et al. Ophthalmic manifestations and causes of
vision impairment in Ebola virus disease survivors in Monrovia, Liberia. Ophthalmology.
2017;124:170–177.

13. Aceng JR, Ario AR, Muruta AN, et al. Uganda’s experience in Ebola virus disease
outbreak preparedness, 2018-2019. Global Health. 2020;16:24.

14. Kozlov M. Ebola outbreak in Uganda: how worried are researchers? Nature. 2022.
doi:10.1038/d41586-022-03192-8.

15. Asimadu IN, Okeke S, Onyebueke GC. Vision-related quality of life amongst patients
with low vision and blindness in a resource-limited country. Int Ophthalmol. 2022.
doi:10.1007/s10792-022-02527-8.

16. Dandona L, Dandona R. What is the global burden of visual impairment? BMC Med.
2006;4:6.

17. Shantha JG, Yeh S, Acharya N. Insights from 2 outbreaks in Southeastern Brazil:
yellow fever retinopathy. JAMA Ophthalmol. 2019;137:1003–1004.

18. Stehling-Ariza T, Lefevre A, Calles D, et al. Establishment of CDC Global Rapid
Response Team to ensure global health security. Emerg Infect Dis. 2017;23:S203–S209.

19. Sneller MC, Reilly C, Badio M, et al. A longitudinal study of Ebola sequelae in Liberia.
N Engl J Med. 2019;380:924–934.

20. Mattia JG, Vandy MJ, Chang JC, et al. Early clinical sequelae of Ebola virus disease in
Sierra Leone: a cross-sectional study. Lancet Infect Dis. 2016;16:331–338.

21. Tiffany A, Vetter P, Mattia J, et al. Ebola virus disease complications as experienced by
survivors in Sierra Leone. Clin Infect Dis. 2016;62:1360–1366.

Global Ophthalmic Health Initiatives in Ebola ’ 87

www.internat-ophthalmology.com



22. Shantha JG, Mattia JG, Goba A, et al. Ebola Virus Persistence in Ocular Tissues and
Fluids (EVICT) study: reverse transcription-polymerase chain reaction and cataract
surgery outcomes of Ebola survivors in Sierra Leone. EBioMedicine. 2018;30:217–224.

23. Berry DE, Bavinger JC, Fernandes A, et al. Posterior segment ophthalmic manifes-
tations in Ebola survivors, Sierra Leone. Ophthalmology. 2021;128:1371–1373.

24. Shantha JG, Crozier I, Varkey JB, et al. Long-term management of panuveitis and iris
heterochromia in an Ebola survivor. Ophthalmology. 2016;123:2626–2628.e2.

25. Chancellor JR, Padmanabhan SP, Greenough TC, et al. Uveitis and systemic
inflammatory markers in convalescent phase of Ebola virus disease. Emerg Infect Dis.
2016;22:295–297.

26. Schieffelin JS, Shaffer JG, Goba A, et al. Clinical illness and outcomes in patients with
Ebola in Sierra Leone. N Engl J Med. 2014;371:2092–2100.

27. Uyeki TM, Mehta AK, Davey RT Jr, et al. Clinical management of Ebola virus disease
in the United States and Europe. N Engl J Med. 2016;374:636–646.

28. Coyle RM, Harrison HL. Emergency care capacity in Freetown, Sierra Leone: a service
evaluation. BMC Emerg Med. 2015;15:2.

29. Bakker J, van Duinen AJ, Nolet WWE, et al. Barriers to increase surgical productivity
in Sierra Leone: a qualitative study. BMJ Open. 2021;11:e056784.

30. Kingham TP, Kamara TB, Cherian MN, et al. Quantifying surgical capacity in Sierra
Leone: a guide for improving surgical care. Arch Surg. 2009;144:122–127.

31. James PB, Wardle J, Steel A, et al. Providing healthcare to Ebola survivors: a
qualitative exploratory investigation of healthcare providers’ views and experiences in
Sierra Leone. Global Public Health. 2020;15:1380–1395.

32. Crozier I, Britson KA, Wolfe DN, et al. The evolution of medical countermeasures for
Ebola virus disease: lessons learned and next steps. Vaccines (Basel). 2022;10:1213.

33. Mulangu S, Dodd LE, Davey RT Jr, et al. A randomized, controlled trial of Ebola virus
disease therapeutics. N Engl J Med. 2019;381:2293–2303.

34. Fischer WA, Crozier I, Bausch DG, et al. Shifting the paradigm—applying universal
standards of care to Ebola virus disease. N Engl J Med. 2019;380:1389–1391.

35. Shantha JG, Hayek BR, Crozier I, et al. Development of a screening eye clinic for
Ebola virus disease survivors: lessons learned and rapid implementation at ELWA
Hospital in Monrovia, Liberia 2015. PLoS Negl Trop Dis. 2019;13:e0007209.

36. Shantha JG, Crozier I, Kraft CS, et al. Implementation of the Ebola Virus Persistence
in Ocular Tissues and Fluids (EVICT) study: lessons learned for vision health systems
strengthening in Sierra Leone. PLoS One. 2021;16:e0252905.

37. Bowser D, Landey N, Njie MA, et al. Health system strengthening for vision care in
The Gambia. Rural Remote Health. 2021;21:6245.

38. Anesi GL, Lynch Y, Evans L. A conceptual and adaptable approach to hospital
preparedness for acute surge events due to emerging infectious diseases. Crit Care
Explor. 2020;2:e0110.

39. Cancedda C, Davis SM, Dierberg KL, et al. Strengthening health systems while
responding to a health crisis: lessons learned by a nongovernmental organization
during the Ebola virus disease epidemic in Sierra Leone. J Infect Dis. 2016;214:
S153–s163.

40. Ojo T, Kabasele L, Boyd B, et al. The role of implementation science in advancing
resource generation for health interventions in low- and middle-income countries.
Health Serv Insights. 2021;14:1178632921999652.

41. Eisman AB, Kim B, Salloum RG, et al. Advancing rapid adaptation for urgent public
health crises: using implementation science to facilitate effective and efficient
responses. Front Public Health. 2022;10:959567.

42. Glasgow RE, Harden SM, Gaglio B, et al. RE-AIM planning and evaluation frame-
work: adapting to new science and practice with a 20-year review. Front Public Health.
2019;7:64.

88 ’ Huang et al

www.internat-ophthalmology.com



43. Sapru S, Berktold J, Crews JE, et al. Applying RE-AIM to evaluate two community-
based programs designed to improve access to eye care for those at high-risk for
glaucoma. Eval Program Plann. 2017;65:40–46.

44. King DK, Shoup JA, Raebel MA, et al. Planning for implementation success using RE-
AIM and CFIR frameworks: a qualitative study. Front Public Health. 2020;8:59.

45. Damschroder LJ, Aron DC, Keith RE, et al. Fostering implementation of health
services research findings into practice: a consolidated framework for advancing
implementation science. Implement Sci. 2009;4:50.

46. Nsubuga P, White ME, Thacker SB, et al. Public health surveillance: a tool for
targeting and monitoring interventions. In: Jamison DT, Alleyne G, Claeson M, Evans
DB, Jha P, Mills A, Musgrove P, eds. Disease Control Priorities in Developing Countries.
Washington, DC; New York, NY: The International Bank for Reconstruction and
Development/The World Bank Group; 2006.

47. Vitale M, Lupone CD, Kenneson-Adams A, et al. A comparison of passive surveillance
and active cluster-based surveillance for dengue fever in southern coastal Ecuador.
BMC Public Health. 2020;20:1065.

Global Ophthalmic Health Initiatives in Ebola ’ 89

www.internat-ophthalmology.com


