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Appendix 1

List 1: Countries of panellists (n=118)

Central Europe, Eastern Europe & Central Asia: Armenia, Bosnia and Herzegovina, Croatia, Czech Republic, Hungary, Kyrgyzstan,
Latvia, Mongolia, Poland, Republic of Moldova, Romania, Russian Federation, Serbia, Ukraine, Uzbekistan

High-income countries: Australia, Belgium, Canada, Chile, Denmark, France, Germany, Greece, Ireland, Israel, Italy, Japan,
Netherlands, New Zealand, Portugal, Singapore, Spain, South Korea, Switzerland, United Kingdom, United States of America,
Uruguay

Latin-America: Antigua and Barbuda, Argentina, Bolivia, Brazil, Colombia, Costa Rica, Ecuador, Guatemala, Guyana, Haiti,
Jamaica, Mexico, Paraguay, Peru, Saint Lucia, Trinidad & Tobago, Venezuela

North Africa & Middle East: Afghanistan, Bahrain, Egypt, Iran, Kuwait, Lebanon, Morocco, Oman, Palestine, Sudan, Syrian Arab
Republic, Tunisia, Turkey, United Arab Emirates

South Asia: Bangladesh, Bhutan, India, Nepal, Pakistan

Southeast Asia & East Asia: Cambodia, China, Fiji, Hong Kong (S.A.R.), Indonesia, Lao, Malaysia, Papua New Guinea, Philippines,
Sri Lanka, Taiwan, Thailand, Timor-Leste, Vanuatu, Viet Nam

Sub-Saharan Africa: Benin, Botswana, Burkina Faso, Burundi, Cameroon, Chad, Congo, Cote d’lvoire, Democratic Republic of
Congo, Ethiopia, Ghana, Guinea, Kenya, Liberia, Madagascar, Malawi, Mali, Mozambique, Niger, Nigeria, Rwanda, Senegal,
Sierra Leone, South Africa, Tanzania, The Gambia, Togo, Uganda, Zambia, Zimbabwe
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Full description of methods

Overview

Our approach was informed by previous Grand Challenges exercises, particularly that undertaken for mental health.! We used a
three-round, Delphi-like prioritisation process to nominate and rank challenges, involving participants from all world regions to
develop both global and regional priority lists (Figure 1). We intentionally made the process open-ended and did not pre-specify
areas of interest (e.g. public health, health services research, clinical research, basic science), intended beneficiaries, or the time
frame. Our target audience was broad, including policy makers, funders, researchers, patient groups and industry. We report this
process according to the relevant items in the reporting guideline for priority setting of health research (REPRISE).2

Ethics approval was granted from the Ethics Committee of the London School of Hygiene & Tropical Medicine (reference number:
17487). We included responses from all participants who completed a Round 1 form. Those who also completed the second and
third rounds were invited to be named a contributor within a manuscript authorship group. No reimbursement was offered to
participants.

Study Management

The Grand Challenges in Global Eye Health was initiated by the Lancet Global Health Commission on Global Eye Health, and was
coordinated by the International Centre for Eye Health at the London School of Hygiene & Tropical Medicine (LSHTM).3 The day-
to-day functioning of the process was coordinated by a core team at LSHTM [JR, JE, EH, NM, MB] with administrative support. This
group was also responsible for the coding and thematic analysis between Rounds 1 and 2, for which they drew on assistance from
qualitative researchers.

A Steering Group was drawn from among Commissioners. This included leaders in the fields of clinical and public health
ophthalmology, as well as eye health services delivery, policy and research. The 23 members of the Steering Group (8 women, 9
low- or middle-income country) guided the overall scientific process, including nomination of participants, questionnaire
development, data synthesis and reporting of results. Members of the Steering Group have been involved in other priority-setting
processes including the James Lind Alliance Priority Setting Partnership in Sight Loss and Vision and a process convened by the
International Agency for the Prevention of Blindness (IAPB) focussed on low- and middle-income countries.* > The project was also
supported by other Commissioners of the Lancet Global Health Commission on Global Eye Health, a group of 73 leaders in eye
health from 25 countries. Commissioners were invited to help identify potential participants and to take part in the process.

The process was carried out online between September 2019 and April 2020 using Qualtrics software (Qualtrics, 2019; Utah, USA,
available at https://www.qualtrics.com). Prior to all rounds, Steering Group members trialled the online form for clarity and user
experience, and modifications were made as required.

Participant Recruitment

We employed a purposive sampling technique to recruit participants from all seven Global Burden of Disease (GBD) super-regions
(hereafter called regions: Central Europe, Eastern Europe & Central Asia; High-income countries; Latin America & Caribbean; North
Africa & Middle East; South Asia; Southeast Asia, East Asia & Oceania; Sub-Saharan Africa) and across the full range of disciplines
relevant to global eye health (including decision-makers, researchers, advocates, programme implementers, clinicians and patient
groups). We aimed to recruit at least 30 people from each of the regions and to achieve gender-parity in participation.

We used four strategies to identify and recruit participants, with a focus on identifying members of typically under-represented

groups. These strategies included:

1. Calling on the Commissioners to nominate potential participants, highlighting targets for broad geographic distribution and
gender-parity;

2. Sharing the invitation to participate in publications and social media channels that reach eye health practitioners in low- and
middle-income countries®;

3. Requesting organisations, including the World Council of Optometry, International Council of Ophthalmology, Association for
Research in Vision and Ophthalmology, and the International Agency for the Prevention of Blindness, to share the invitation
with their members in newsletters and on social media;
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4. Drawing on personal networks of the Steering Group to identify organisations and individuals in the regions where our target
number of participants (30) had not been met by these other strategies (Central Europe, Eastern Europe & Central Asia and
North Africa & the Middle East).

Round 1: Identification of challenges

In Round 1, to develop an initial list of priorities, we asked participants to answer one open-ended question:
What are the grand challenges in Global Eye Health?
A grand challenge was defined as a specific barrier that, if removed, would help to solve an important health problem. If
successfully implemented, the intervention(s) to address this grand challenge would have a high likelihood of feasibility
for scaling up and impact.

Participants were invited to propose up to five grand challenges. Space was also provided to nominate ways in which each
challenge could be addressed. Participants were encouraged to be as specific as possible. Round 1 was available in English,
Chinese, French and Spanish.

In moving from Round 1 to Round 2, using NVivo 12.0, we (JR, JE, EH, NM) categorised and collated the responses from Round 1

into 21 categories, organised into four broad themes:

e Eye conditions: blindness and vision impairment, low vision/rehabilitation, cataract, refractive error, glaucoma, AMD, diabetic
retinopathy, cornea, childhood vision loss, other;

® Health Systems: governance/leadership, human resources, financing, health information systems, service delivery,
infrastructure/equipment;

e  Patient-related factors: awareness, equity, access, determinants of eye health;

e Research.

Within each of the 21 categories, we (JR, JE, EH) grouped similar suggestions and drafted a summary challenge that best reflected
the grouped suggestions. Sometimes we retained the exact text of a submission within the group, but often we edited for clarity.
When we combined the challenges across the 21 categories, we had 161 challenges. These were reviewed by JR, JE and MB for
duplicates and clarity, and consolidated to 112 challenges as the draft list for Round 2.

This list was then reviewed by Steering Group members in two steps. In the first step, the original responses for each of the 21
separate categories were reviewed by at least two members (AF, DF, EH, FK, GVM, JCS, JJ, MB, NC, NM, RW, SG, TW) to see
whether any of the original submissions had not been sufficiently captured or if there were unnecessary duplications in the
proposed list. Feedback from this step resulted in further consolidation and additions, resulting in a list of 100. This shortened list
was reviewed by six Steering Group members (BKS, HRT, PTK, NC, SW, TW), and further consolidated to a list of 85 challenges for
Round 2, which was available in English, French and Spanish (all participants answering in Chinese in Round 1 were able to
complete subsequent rounds in English).

Round 2: Prioritization of challenges

The list of 85 challenges was presented to all participants in a random order and they were asked to select and rank the 20
challenges they considered the most important. For each participant, their top challenge was allocated 20 points, their 2" ranked
challenge 19 points and so on; the remaining 65 challenges (not in the top 20) were allocated no points. The total number of points
awarded to each challenge was summed, and then they were ordered to generate lists at the regional level (being all responses
of people located in each region) and global level (being all responses). These lists were reviewed by the Steering Group (AF, BKS,
DF, EH, HF, HRT, JCS, JJ, MY, NC, NM, NW, RW, SR, SW), resulting in further amalgamation of some challenges.

Round 3: Ranking of Challenges

The 40 challenges ranked highest by participants in Round 2 (the ‘global list’) were presented to all participants in Round 3. In

addition, within each region, any challenge ranked in the top 40 by that region’s participants that was not in the global list was

also presented to participants from that region in Round 3. For example, the challenge of reducing the environmental impact of

eye care ranked in the top 40 in only one region—Southeast Asia, East Asia & Oceania, so it was only presented to participants

from this region in Round 3. In this way, between 41 and 48 challenges were presented to participants in Round 3 (depending on
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their region) in a random order. In Round 3 participants were asked to rank each of the challenges against the four criteria outlined
in Table 1 on a four-point scale: very low (1), low (2), moderate (3), or high (4). The average score for each of these criteria was
calculated for each challenge within each region and globally. For each challenge globally and within each region we calculated
the average score across all four criteria.

Final priority list
We recognised that no prioritisation approach can fully take account of and integrate all potential ranking considerations. To arrive
at the final list of priority Grand Challenges globally and within each region, we first ranked the challenges using two approaches:
1. the results from Round 2, which identified participants’ overall priorities (likely shaped by combining a very wide range
of considerations and criteria); and
2. the average score of the four criteria in Round 3.

We then integrated these two approaches, by combining the 10 highest-ranked challenges from each of these lists and removing
duplicates. The resulting list of priority challenges is presented globally and for each region. Within each list, we highlighted the
five challenges that were ranked highest in Round 3.

To account for any potential imbalance in the global list due to recruiting different numbers of participants from each region, we
reran the ranking process between Round 2 and Round 3 weighting for 1) number of respondents and 2) population of the region.

To check for undue influence of participants from high-income country institutions identifying priorities for other regions in which
they work, we recalculated the ranks in Round 3 after removing the high-income country participants and compared the Top 10
ranked priorities generated by the whole panel for that region and the panel of participants from / permanently based in the
region.

Role of the funding source
The funders of the Lancet Global Health Commission on Global Eye Health (listed elsewhere in this manuscript) had no role in the
study design, collection, analysis or interpretation of data for this process. Employees of these funders may have participated as

panellists.
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Supplementary Table 1: 85 Challenges identified during Round 1
(Arranged according to categories)

Challenge

Category

1.

Build a stronger advocacy case for investing in eye health and communicate this more effectively. Through generating robust data
on the importance of eye health in relation to sustainable development, quality of life, health in general, economics and the rapidly
growing need for services. Work in a more coordinated and effective manner to communicate with governments, industry,
philanthropists, donors, and the community about the importance of eye health.

Encourage governments to prioritise delivering integrated patient-centred eye health care services for Universal Health Coverage.
[Through including a National Eye Health strategy in national health plans, policies and allocation of resources, developing evidence-
based patient-centred national guidelines and protocols, governments actively overseeing the eye healthcare provider market to
meet the needs of the population.]

Establish infrastructure to promote shared learning and exchange (South-South, South-North) within the global eye health
community, ensuring appropriate clinical governance and registration frameworks are enforced to ensure patient safety.

Enable participation of people and communities with eye health problems in policy, practice and research development.

Develop updated short- and long-term global, regional and national strategies to follow Vision 2020.

Establish and implement minimum standards for eye health care for use around the world.

Advocacy/Policy

Develop further effective prevention and long-lasting, low-cost treatment approaches for wet and dry AMD.

AMD

R IN|O |~

Strengthen planning by national and regional governments for eye health human resource development.
[Integrate/align eye care workforce planning with the general health system needs and policies, and draw on global technical
documents]

Increased support to geographical regions with particularly severe eye health human resource shortages, by international bodies,
professional bodies/colleges, NGOs .

10.

Strengthen leadership and public health expertise across all levels of eye health care, and ensure national level leadership has the
ability to influence policy and resource allocation. Strengthen regional and national professional bodies for eye health practitioners,
to contribute this process.
[To set and monitor standards for training and clinical practice, and promote and provide ongoing education / professional
development.]

11.

Develop competency-based training, responsive to local needs, including assessment and audit approaches to identify gaps and
training needs of ophthalmic personnel and all relevant non-eye health care personnel to delineate roles and responsibilities of
different cadres.

12.

Train more people in general, public health and sub-speciality ophthalmology and other cadres for the eye health workforce,
particularly in regions where numbers of practitioners are limited. Strengthen and expand eye health training through online
learning.

13.

Implement policies to recruit, retain and motivate ophthalmic personnel to deliver more productive services where they are most
needed, including in the public sector or hard to reach communities e.g. through continuing professional development and
transparent and participatory leadership and career progression plans at all levels.

14.

Foster service development networks [regional, national and international] between different eye health worker cadres, others
working in related fields to help to promote the development of systems change and shared learning.

15.

Implement a team-based service delivery model with clearly set roles and tasks across cadres, and improve the integration of
optometrists, refractionists and other allied ophthalmic personnel.

Capacity/
human resources

16.

Identify and implement strategies to improve the quality, productivity, equity and access of cataract services. E.g. accurate biometry
and an appropriate range of intraocular lens power choices.

17.

Develop and scale-up training strategies that more efficiently establish and maintain optimal skills for good quality cataract surgery
and improve patient safety, particularly through the application of surgical simulation methods.

Cataract

18.

Develop evidence-based, integrated services to effectively detect, treat and follow-up of treatable and preventable eye conditions
in children such as cataract, glaucoma and retinoblastoma.

19.

Strengthen the provision of retinopathy of prematurity (ROP) services at country level, for prevention, screening, treatment, follow-
up and rehabilitation.

Children

20.

Create effective and sustainable networks of eye banks within each country, including donor supply and corneal transplant services.

21.

Reduce sight loss from corneal infection, through promoting prevention and early detection strategies; strengthen the ability of
ophthalmic and general health workers to identify and appropriately manage eye infections; make microbiological diagnosis and
appropriate treatments more widely available.

22.

Develop new treatments to rehabilitate vision from corneal blindness for example developing tissue-engineered corneas for
transplantation (artificial corneas) and enable corneal limbal regeneration.

Cornea

23.

Strengthen the health information system (HIS) for eye health within health facilities, integrating them into national systems.
[More comprehensive data collection, electronic records, integration with district and national HIS, internet connection, better data
quality, increased use in monitoring and planning at the local and national level]

24.

Develop an international standard core indicator set for eye health and eye care services, which can be used within a national
statistics register and inter-country comparisons.

25.

Strengthen monitoring, audit and feedback on cataract and other surgical services to improve quality, including better use of
technology; and inclusion in national reporting.

Data / information

26.

Develop and implement "one-stop" services for people with diabetes, through integrating diabetic retinopathy screening services
with general diabetes care, and developing robust systems to ensure ongoing follow-up and referral for diabetic retinopathy
assessment and treatment as appropriate.

27.

Strengthen dedicated services for young people with diabetes, including screening and treatment for diabetic retinopathy, and
adequate planning to transition care into the adult stream at an appropriate time.

28.

Develop more effective, longer-lasting, safer and affordable treatments for diabetic retinopathy to halt progression and preserve
vision (e.g. anti-VEGF therapies).

Diabetes
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29.

Develop population-specific risk calculators to provide risk predictions for the development and progression of specific eye
conditions and guide the provision of screening, monitoring and treatment services (e.g. diabetic retinopathy, glaucoma).

30.

Identify and implement evidenced-based, effective, sustainable and context-relevant screening / early detection strategies for eye
conditions.

Diagnosis

31.

Develop high-quality economic analyses for eye health and improve the precision of estimates through global data collection
collaborations. In order to make the case for increased resource allocation and to guide decision making to maximise the benefit
("Best Buys").

Economics

32.

Increase understanding of the association between vision impairment and quality of life, aging, dementia, depression, functional
decline and mortality and the impact of treatment and vision rehabilitation on these outcomes.

33.

Understand modifiable biological, environmental and social determinants of eye disease across the life course, with an emphasis
on leading causes of sight loss (cataract / refractive error / glaucoma / AMD / diabetic retinopathy / corneal disease). To support the
development of approaches to prevent and slow progression of disease, and addressing poverty, literacy/education, living standards,
access to clean air and water and sanitation.

34,

Develop a more complete understanding of the epidemiology of eye disease (prevalence, distribution, incidence, risk factors),
including less common conditions, bearing in mind that about a quarter of people with blindness and visual impairment are classified
as "Other" — e.g. Uveitis, corneal infection, eye cancers, non-AMD retinal conditions.

Epidemiology

35.

Ensure all eye care services are gender-responsive.
[Shaped by relevant evidence of the distribution of need and through the development of contextually appropriate strategies to
deliver equitable services]

36.

Develop and implement services that prioritise, by design, reaching marginalised or vulnerable groups (poor communities,
Indigenous people, ethnic minorities, people with disabilities, people in aged care, prisons, refugee camps) and people living in rural
communities with quality, affordable eye services.

37.

Develop and rigorously test strategies that reduce out of pocket costs for those requiring eye care who are unable to afford full-cost
services e.g. subsidy, tiered pricing, insurance. For example, by increasing the proportion of the population covered by a health
insurance package that includes essential eye care.

38.

Ensure health insurance boards develop guidelines and governance structures on how costs of cataract and other services can be
contained while providing good quality, affordable, equitable care.

39.

Disaggregate all eye health data to monitor inequality between social groups (e.g. sex/gender, place of residence, socioeconomic
status) and use these data to set targets to address inequities.

Equity / finance

40.

Ensure financing for eye health exists within national budgets / financing structures and increase the investment.

41.

Establish 'strategic purchasing' of eye health services by government or other payers that promotes quality and equity and maintains
cost control

42.

Distribute health spending in line with the relative magnitude of the problem, and the benefit / cost-benefit.

Finance

43.

Develop and implement effective, accessible and inexpensive pathway approaches for screening, diagnosing, monitoring and
managing glaucoma. This would include a safe and simple surgical or laser procedure for glaucoma that can be performed quickly
at low cost that reduces the pressure in eyes for a sustained period without intensive ongoing care.

44,

Develop technology to cost-effectively and simply monitor low risk glaucoma patients and glaucoma suspects who do not need
ophthalmologist care.

Glaucoma

45.

Develop and implement macrofilaricidal agents for onchocerciasis control programmes [a one off treatment to kill the adult worms]

46.

Strengthen and complete the global onchocerciasis elimination effort.

Onchocerciasis

47.

Identify and implement evidenced-based, effective, sustainable and context-relevant health promotion / disease prevention
strategies for eye health, that address underlying risk factors and lead to Healthy Ageing.

48.

Research into the impact of screen time and smart devices on eye health.

49.

Develop and implement appropriately responsive programmes to increase the use of eye health services and treatment. Through
reducing barriers to accessing services and increasing demand through greater awareness of need and confidence in the health care
provision.

[Approaches could include co-production with patients and community groups, mobile health "m-health" solutions, social marketing,
radio, partnership with the education sector. This will require a better understanding of cultural beliefs, behaviour, knowledge,
attitudes and practice.]

50.

Monitor the burden of trauma-related vision loss and advocate for context specific prevention strategies (e.g. reduce road traffic
injuries and regulate the sale of fireworks).

51.

Engage positively with traditional healers around safe eye health practices. Alert people to the potential dangers of some traditional
eye medicine.

Prevention

52.

Integrate evidenced-based primary eye care services for children into general children’s health services. Develop and implement
sustainable school eye health programmes. Including screening and management for refractive error / amblyopia that are well-
integrated within education services.

53.

Develop models to encourage population demand and ensure access to accurate refraction and affordable, good quality spectacles
(e.g. social entrepreneurship for presbyopic correction, public-private partnerships).

54.

Stop the pandemic of high myopia, through encouraging all children to spend time outside each day, developing technology to
detect progressive myopia, identifying interventions to prevent it and control progression.

Refractive error

55.

Improve  access to and quality of rehabilitation services for people with vision impairment.
[Recruit / train eye care service providers, community-based volunteers, rehabilitation therapists, and psychosocial counsellors to
add vision rehabilitation to the services they currently provide. Improve access to low vision assistive devices and good quality
prosthetic eyes]

56.

Ensure children with low vision can access good quality education and rehabilitation services that maximise their independence and
educational opportunities.

57.

Strengthen understanding of the impact of irreversible blindness and vision impairment on people's lives. In order to ensure
sufficient priority is given to their needs, to improve understanding of their capabilities, to increase awareness on the availability of
accommodations and vision assistive equipment and to reduce stigma.

Rehabilitation
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58.

Promote coordinated action to address key regional and global research priorities, to secure funding, make more rapid advances and
reduce research waste through global collaborative studies.

59.

Develop research capacity for eye health in low- and middle-income countries, particularly for epidemiological, implementation
and health systems research.

60.

Invest in high-quality implementation science research around how to effectively deliver, scale-up and sustain universal health
coverage for eye health; building on interventions that are already known to work.

[Definition: Implementation science is the study of methods to promote the systematic uptake of clinical research findings and other
evidence-based practices into sustained routine practice; it is interdisciplinary and needs to be multi-location for generalisability]

Research

61.

Elucidate, through basic science research, the underlying mechanisms of poorly understood eye diseases, in order to develop new
treatment approaches.

62.

Attract and support new basic science research scientists into the field of eyes and vision.

63.

Develop treatment approaches to repair / regenerate the retina and central nervous system for conditions where impaired vision
is due to vascular or neurological damage (e.g. ischaemia, glaucoma).

64.

Research the human neural code for vision (study of information processing by nerve cells), to enable restoration of sight, through
bionic and optogenetic technologies ("artificial eyes").

Research

65.

Improve procurement of equipment, medicines and consumables to ensure availability, quality, and reduce cost.
(e.g. bulk purchasing, duties waiver, off-label medicines, regulations to ensure cost-effective options chosen)

66.

Develop local ophthalmic drug and device manufacturing capacity to produce affordable medications e.g. via social enterprises.

67.

Develop local capacity to procure and maintain sophisticated equipment.

Resources

68.

Develop and implement evidence-based strategies for the effective integration of eye care at the primary care level and with other
medical services (e.g child health, diabetes / NCD services); ensuring that services are widely accessible, affordable and of high
quality, meeting the primary eye care needs of the population. This will require appropriate, robust, evidence-based clinical diagnosis
and management strategies.

69.

Develop evidence-based strategies for the effective integration of eye health services between the primary and secondary / tertiary
level improving referral pathways; ensuring that there is recognition of those who need secondary level care and that there is a
timely, reliable, accessible and affordable mechanism connecting people to the care they need.

70.

Reduce the environmental impact of providing eye care services, through improved practices. (e.g. decarbonize energy and supply
chains, increase efficiency of practices worldwide, and develop a circular economy for eye care products such as equipment being
re-used and recycled where appropriate).

71.

Develop efficient, effective and productive eyecare systems (with reduced waiting times) to respond to increased demand for
services by a growing and ageing population.

72.

Strengthen public-private partnerships for delivery of services to contributing towards Universal Health Coverage for eye health.

Systems

73.

Develop regional and national mechanisms for health technology assessment (including system and patient pathway) to identify the
most effective, efficient and appropriate diagnostic and therapeutic interventions.

74.

Harness the potential for big data and the application of artificial intelligence, integrating them into eye health systems, with special
attention to creating systems appropriate for low-resource settings.
To support diagnosis of conditions such as diabetic retinopathy, age related macular degeneration, glaucoma and retinopathy of
prematurity. Establish ethical data governance frameworks, minimal dataset standards and compatible platforms that can be used
nationally and internationally to create data bioresources that mean that every patient contact adds to our greater knowledge.

75.

Develop affordable diagnostic technology to take clinical measurements (visual function, intraocular pressure, anterior chamber
depth), images (retina) and monitor conditions (e.g. via smart-phone, biosensors, wearables) in a primary care setting, improving
access to services.

76.

Develop technology to support strengthened integration / referral systems, including telemedicine and mHealth.

77.

Innovate to improve assistive technology for people with low vision.

Technology

78.

Develop sustained-release intraocular drugs and implant delivery systems for a range of conditions (e.g AMD, uveitis).

79.

Develop a drug delivery approach that penetrates the blood-ocular barrier to help treat the most common intraocular diseases.

80.

Develop new drugs to prevent fibrosis in ocular surface and retinal scarring diseases.

81.

Realise the potential of the deepening understanding of the genetic and molecular basis of eye disease to develop diagnostics and
precision/targeted interventions to preserve or restore vision.

Therapeutics

82.

Develop a vaccine for ocular chlamydia trachomatis infection for long term control.

83.

Develop and implement evidence-based enhanced mass antibiotic distribution strategies for trachoma control to more rapidly and
reliably control chlamydia trachomatis infection.

84.

Develop and implement evidence-based strengthening of trachoma control strategies (Facial cleanliness and Environmental
improvement) that more effectively limit the transmission of chlamydia trachomatis, and suppress the re-emergence of infection.

Trachoma

85.

Develop more effective assessment and management strategies for uveitis.

Uveitis
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Regional List: Central Europe, Eastern Europe & Central Asia

This list is comprised of challenges ranked by participants from this region in the Top 10 in Round 2 or Round 3.
The top 5 challenges in Round 3 are bolded.

Identify and implement strategies to improve the quality, productivity, equity and access of cataract services.

Improve child eye health: integrate evidenced-based primary eye care services for children into general children's health services and
ensure strong connections to secondary eye care services. Develop and implement sustainable school eye health programmes,
including screening and management for refractive error / amblyopia, that are well-integrated within education services.

Develop and implement 'one-stop' services for people with diabetes, through integrating diabetic retinopathy screening services with
general diabetes care and developing robust systems to ensure ongoing follow-up and referral for diabetic retinopathy assessment and
treatment as appropriate.

Develop models to encourage population demand and ensure access to accurate refraction and affordable, good quality spectacles.

Strengthen the provision of retinopathy of prematurity (ROP) services at country level, for prevention, screening, treatment, follow-
up and rehabilitation

Develop and implement effective, accessible and inexpensive pathway approaches for screening, diagnosing, monitoring and managing
glaucoma.

Reduce sight loss from corneal infection, through promoting prevention and early detection strategies; strengthen the ability of
ophthalmic and general health workers to identify and appropriately manage eye infections; make microbiological diagnosis and
appropriate treatments more widely available.

Develop more effective, longer-lasting, safer and affordable treatments for diabetic retinopathy to halt progression and preserve vision
(e.g. anti-VEGF therapies).

Develop and implement evidence-based strategies for the effective integration of eye care at the primary care level and with other medical
services (e.g. child health, diabetes / NCD services); ensuring that services are widely accessible, affordable and of high quality, meeting
the primary eye care needs of the population.

Develop competency-based training, responsive to local needs, including assessment and audit approaches to identify gaps and training
needs of ophthalmic personnel and all relevant non-eye health care personnel to delineate roles and responsibilities of different cadres.

Develop updated short- and long-term global, regional and national strategies to follow Vision 2020

Develop affordable diagnostic technology to take clinical measurements (visual function, intraocular pressure, anterior chamber depth),
images (retina) and monitor conditions (e.g. via smart-phone, biosensors, wearables) in a primary care setting, improving access to
services.

Develop further effective prevention and long-lasting, low-cost treatment approaches for wet and dry AMD

Establish and implement minimum standards for eye health care for use around the world.

Identify and implement evidenced-based, effective, sustainable and context-relevant screening / early detection strategies for eye
conditions.

Develop and implement evidence-based strategies for the effective integration of eye health services between the primary and secondary

/ tertiary level improving referral pathways; ensuring that there is recognition of those who need secondary level care and that there is a
timely, reliable, accessible and affordable mechanism connecting people to the care they need.

Stop the pandemic of high myopia, through encouraging all children to spend time outside each day, developing technology to detect
progressive myopia, identifying interventions to prevent it and control progression.
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Ramke, Evans, Habtamu et al. Grand Challenges in Global Eye Health

Regional List: High-Income Countries

This list is comprised of challenges ranked by participants from this region in the Top 10 in Round 2 or Round 3.
The top 5 challenges in Round 3 are bolded.

Develop models to encourage population demand and ensure access to accurate refraction and affordable, good quality spectacles.

Develop and implement services that prioritise, by design, reaching marginalised or vulnerable groups (women, poor communities,
Indigenous people, ethnic minorities, people with disabilities, people in aged care, prisons, refugee camps) and people living in
rural communities with quality, affordable eye services.

Identify and implement strategies to improve the quality, productivity, equity and access of cataract services.

Improve child eye health: integrate evidenced-based primary eye care services for children into general children's health services
and ensure strong connections to secondary eye care services. Develop and implement sustainable school eye health programmes,
including screening and management for refractive error / amblyopia, that are well-integrated within education services.

Increased support to geographical regions with particularly severe eye health human resource shortages, by international bodies,
professional bodies/colleges, NGOs.

Develop and rigorously test strategies that reduce out of pocket costs for those requiring eye care who are unable to afford full-cost
services e.g. subsidy, tiered pricing, insurance.

Develop and implement appropriately responsive programmes to increase the access to / use of eye health services and treatment.
Through reducing barriers to accessing services and increasing demand through greater awareness of need and confidence in the
health care provision.

Develop and implement 'one-stop' services for people with diabetes, through integrating diabetic retinopathy screening services with
general diabetes care and developing robust systems to ensure ongoing follow-up and referral for diabetic retinopathy assessment
and treatment as appropriate.

Develop and implement evidence-based strategies for the effective integration of eye health services between the primary and
secondary / tertiary level improving referral pathways; ensuring that there is recognition of those who need secondary level care and
that there is a timely, reliable, accessible and affordable mechanism connecting people to the care they need.

Identify and implement evidenced-based, effective, sustainable and context-relevant screening / early detection strategies for eye
conditions.

Develop and implement evidence-based strategies for the effective integration of eye care at the primary care level and with other
medical services (e.g. child health, diabetes / NCD services); ensuring that services are widely accessible, affordable and of high
quality, meeting the primary eye care needs of the population.

Invest in high-quality implementation science research around how to effectively deliver, scale-up and sustain universal health
coverage for eye health; building on interventions that are already known to work.

Encourage governments to prioritise delivering integrated patient-centred eye health care services for Universal Health Coverage.

Identify and implement evidenced-based, effective, sustainable and context-relevant health promotion / disease prevention strategies
for eye health, that address underlying risk factors and lead to Healthy Ageing.

Harness the potential for big data and the application of artificial intelligence, integrating them into eye health systems, with special
attention to creating systems appropriate for low-resource settings. To support diagnosis of conditions such as diabetic retinopathy,
age related macular degeneration, glaucoma and retinopathy of prematurity. Establish ethical data governance frameworks, minimal
dataset standards and compatible platforms that can be used nationally and internationally to create data bioresources that mean
that every patient contact adds to our greater knowledge.

Develop affordable diagnostic technology to take clinical measurements (visual function, intraocular pressure, anterior chamber

depth), images (retina) and monitor conditions (e.g. via smart-phone, biosensors, wearables) in a primary care setting, improving
access to services.
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Ramke, Evans, Habtamu et al. Grand Challenges in Global Eye Health

Regional List: Latin America & Caribbean

This list is comprised of challenges ranked by participants from this region in the Top 10 in Round 2 or Round 3.
The top 5 challenges in Round 3 are bolded.

Improve child eye health: integrate evidenced-based primary eye care services for children into general children's health services and
ensure strong connections to secondary eye care services. Develop and implement sustainable school eye health programmes,
including screening and management for refractive error / amblyopia, that are well-integrated within education services.

Develop and implement evidence-based strategies for the effective integration of eye care at the primary care level and with other
medical services (e.g. child health, diabetes / NCD services); ensuring that services are widely accessible, affordable and of high
quality, meeting the primary eye care needs of the population.

Identify and implement strategies to improve the quality, productivity, equity and access of cataract services.

Identify and implement evidenced-based, effective, sustainable and context-relevant screening / early detection strategies for eye
conditions.

Develop and implement 'one-stop' services for people with diabetes, through integrating diabetic retinopathy screening services with
general diabetes care and developing robust systems to ensure ongoing follow-up and referral for diabetic retinopathy assessment
and treatment as appropriate.

Develop models to encourage population demand and ensure access to accurate refraction and affordable, good quality spectacles.

Strengthen the provision of retinopathy of prematurity (ROP) services at country level, for prevention, screening, treatment, follow-up
and rehabilitation

Develop efficient, effective and productive eyecare systems (with reduced waiting times) to respond to increased demand for services
by a growing and ageing population.

Improve procurement of equipment, medicines and consumables to ensure availability, quality, and reduce cost.

Train more people in general, public health and sub-speciality ophthalmology and other cadres for the eye health workforce, particularly
in regions where numbers of practitioners are limited. Strengthen and expand eye health training through online learning.

Ensure financing for eye health exists within national budgets / financing structures and increase the investment.

Strengthen leadership and public health expertise across all levels of eye health care, and ensure national level leadership has the ability
to influence policy and resource allocation. To contribute to this process, strengthen regional and national professional bodies for eye
health practitioners.

Establish and implement minimum standards for eye health care for use around the world.
Develop and implement services that prioritise, by design, reaching marginalised or vulnerable groups (women, poor communities,

Indigenous people, ethnic minorities, people with disabilities, people in aged care, prisons, refugee camps) and people living in rural
communities with quality, affordable eye services.

Encourage governments to prioritise delivering integrated patient-centred eye health care services for Universal Health Coverage.

Develop and implement evidence-based strategies for the effective integration of eye health services between the primary and
secondary / tertiary level improving referral pathways; ensuring that there is recognition of those who need secondary level care and
that there is a timely, reliable, accessible and affordable mechanism connecting people to the care they need.

Strengthen planning by national and regional governments for eye health human resource development.

Develop and implement appropriately responsive programmes to increase the access to / use of eye health services and treatment.
Through reducing barriers to accessing services and increasing demand through greater awareness of need and confidence in the health
care provision.
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Ramke, Evans, Habtamu et al. Grand Challenges in Global Eye Health

Regional List: North Africa & Middle East

This list is comprised of challenges ranked by participants from this region in the Top 10 in Round 2 or Round 3.
The top 5 challenges in Round 3 are bolded.

Develop and implement services that prioritise, by design, reaching marginalised or vulnerable groups (women, poor communities,
Indigenous people, ethnic minorities, people with disabilities, people in aged care, prisons, refugee camps) and people living in
rural communities with quality, affordable eye services.

Develop models to encourage population demand and ensure access to accurate refraction and affordable, good quality spectacles.

Identify and implement strategies to improve the quality, productivity, equity and access of cataract services.

Improve child eye health: integrate evidenced-based primary eye care services for children into general children's health services
and ensure strong connections to secondary eye care services. Develop and implement sustainable school eye health programmes,
including screening and management for refractive error / amblyopia, that are well-integrated within education services.

Train more people in general, public health and sub-speciality ophthalmology and other cadres for the eye health workforce,
particularly in regions where numbers of practitioners are limited. Strengthen and expand eye health training through online
learning.

Develop and implement 'one-stop' services for people with diabetes, through integrating diabetic retinopathy screening services
with general diabetes care and developing robust systems to ensure ongoing follow-up and referral for diabetic retinopathy
assessment and treatment as appropriate.

Develop and implement evidence-based strategies for the effective integration of eye health services between the primary and
secondary / tertiary level improving referral pathways; ensuring that there is recognition of those who need secondary level care and
that there is a timely, reliable, accessible and affordable mechanism connecting people to the care they need.

Develop more effective, longer-lasting, safer and affordable treatments for diabetic retinopathy to halt progression and preserve
vision (e.g. anti-VEGF therapies).

Develop and implement evidence-based strategies for the effective integration of eye care at the primary care level and with other
medical services (e.g. child health, diabetes / NCD services); ensuring that services are widely accessible, affordable and of high quality,
meeting the primary eye care needs of the population.

Encourage governments to prioritise delivering integrated patient-centred eye health care services for Universal Health Coverage.

Develop and implement appropriately responsive programmes to increase the access to / use of eye health services and treatment.
Through reducing barriers to accessing services and increasing demand through greater awareness of need and confidence in the
health care provision.

Identify and implement evidenced-based, effective, sustainable and context-relevant screening / early detection strategies for eye
conditions.

Strengthen the health information system (HIS) for eye health within health facilities, integrating them into national systems.

Strengthen leadership and public health expertise across all levels of eye health care, and ensure national level leadership has the
ability to influence policy and resource allocation. To contribute to this process, strengthen regional and national professional bodies
for eye health practitioners.
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Ramke, Evans, Habtamu et al. Grand Challenges in Global Eye Health

Regional List: South Asia

This list is comprised of challenges ranked by participants from this region in the Top 10 in Round 2 or Round 3.
The top 5 challenges in Round 3 are bolded.

Develop models to encourage population demand and ensure access to accurate refraction and affordable, good quality spectacles.

Identify and implement strategies to improve the quality, productivity, equity and access of cataract services.

Strengthen public-private partnerships for delivery of services to contributing towards Universal Health Coverage for eye health.

Develop and rigorously test strategies that reduce out of pocket costs for those requiring eye care who are unable to afford full-
cost services e.g. subsidy, tiered pricing, insurance.

Develop and implement services that prioritise, by design, reaching marginalised or vulnerable groups (women, poor communities,
Indigenous people, ethnic minorities, people with disabilities, people in aged care, prisons, refugee camps) and people living in
rural communities with quality, affordable eye services.

Increased support to geographical regions with particularly severe eye health human resource shortages, by international bodies,
professional bodies/colleges, NGOs.

Improve child eye health: integrate evidenced-based primary eye care services for children into general children's health services and
ensure strong connections to secondary eye care services. Develop and implement sustainable school eye health programmes,
including screening and management for refractive error / amblyopia, that are well-integrated within education services.

Identify and implement evidenced-based, effective, sustainable and context-relevant screening / early detection strategies for eye
conditions.

Ensure financing for eye health exists within national budgets / financing structures and increase the investment.

Implement policies to recruit, retain and motivate ophthalmic personnel to deliver more productive services where they are most
needed, including in the public sector or hard to reach communities e.g. through continuing professional development and transparent
and participatory leadership and career progression plans at all levels.

Develop efficient, effective and productive eyecare systems (with reduced waiting times) to respond to increased demand for services
by a growing and ageing population.

Encourage governments to prioritise delivering integrated patient-centred eye health care services for Universal Health Coverage.

Strengthen the health information system (HIS) for eye health within health facilities, integrating them into national systems.

Strengthen leadership and public health expertise across all levels of eye health care, and ensure national level leadership has the
ability to influence policy and resource allocation. To contribute to this process, strengthen regional and national professional bodies
for eye health practitioners.

Develop updated short- and long-term global, regional and national strategies to follow Vision 2020

Develop and implement evidence-based strategies for the effective integration of eye health services between the primary and
secondary / tertiary level improving referral pathways; ensuring that there is recognition of those who need secondary level care and
that there is a timely, reliable, accessible and affordable mechanism connecting people to the care they need.

Develop research capacity for eye health in low- and middle-income countries, particularly for epidemiological, implementation and
health systems research.
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Ramke, Evans, Habtamu et al. Grand Challenges in Global Eye Health

Regional List: Southeast Asia, East Asia & Oceania

This list is comprised of challenges ranked by participants from this region in the Top 10 in Round 2 or Round 3.
The top 5 challenges in Round 3 are bolded.

Develop models to encourage population demand and ensure access to accurate refraction and affordable, good quality spectacles.

Improve child eye health: integrate evidenced-based primary eye care services for children into general children's health services
and ensure strong connections to secondary eye care services. Develop and implement sustainable school eye health programmes,
including screening and management for refractive error / amblyopia, that are well-integrated within education services.

Identify and implement strategies to improve the quality, productivity, equity and access of cataract services.

Develop and implement services that prioritise, by design, reaching marginalised or vulnerable groups (women, poor communities,
Indigenous people, ethnic minorities, people with disabilities, people in aged care, prisons, refugee camps) and people living in
rural communities with quality, affordable eye services.

Develop and rigorously test strategies that reduce out of pocket costs for those requiring eye care who are unable to afford full-
cost services e.g. subsidy, tiered pricing, insurance.

Develop and implement 'one-stop' services for people with diabetes, through integrating diabetic retinopathy screening services with
general diabetes care and developing robust systems to ensure ongoing follow-up and referral for diabetic retinopathy assessment
and treatment as appropriate.

Develop and implement evidence-based strategies for the effective integration of eye health services between the primary and
secondary / tertiary level improving referral pathways; ensuring that there is recognition of those who need secondary level care and
that there is a timely, reliable, accessible and affordable mechanism connecting people to the care they need.

Develop technology to support strengthened integration / referral systems, including telemedicine and mHealth.

Increased support to geographical regions with particularly severe eye health human resource shortages, by international bodies,
professional bodies/colleges, NGOs.

Develop and implement evidence-based strategies for the effective integration of eye care at the primary care level and with other
medical services (e.g. child health, diabetes / NCD services); ensuring that services are widely accessible, affordable and of high quality,
meeting the primary eye care needs of the population.

Strengthen leadership and public health expertise across all levels of eye health care, and ensure national level leadership has the
ability to influence policy and resource allocation. To contribute to this process, strengthen regional and national professional bodies
for eye health practitioners.

Stop the pandemic of high myopia, through encouraging all children to spend time outside each day, developing technology to detect
progressive myopia, identifying interventions to prevent it and control progression.

Strengthen the health information system (HIS) for eye health within health facilities, integrating them into national systems.

Develop affordable diagnostic technology to take clinical measurements (visual function, intraocular pressure, anterior chamber
depth), images (retina) and monitor conditions (e.g. via smart-phone, biosensors, wearables) in a primary care setting, improving
access to services.

Develop and implement appropriately responsive programmes to increase the access to / use of eye health services and treatment.
Through reducing barriers to accessing services and increasing demand through greater awareness of need and confidence in the
health care provision.

Harness the potential for big data and the application of artificial intelligence, integrating them into eye health systems, with special
attention to creating systems appropriate for low-resource settings. To support diagnosis of conditions such as diabetic retinopathy,
age related macular degeneration, glaucoma and retinopathy of prematurity. Establish ethical data governance frameworks, minimal
dataset standards and compatible platforms that can be used nationally and internationally to create data bioresources that mean
that every patient contact adds to our greater knowledge.
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Ramke, Evans, Habtamu et al. Grand Challenges in Global Eye Health

Regional List: Sub-Saharan Africa

This list is comprised of challenges ranked by participants from this region in the Top 10 in Round 2 or Round 3.
The top 5 challenges in Round 3 are bolded.

Identify and implement strategies to improve the quality, productivity, equity and access of cataract services.

Develop models to encourage population demand and ensure access to accurate refraction and affordable, good quality spectacles.

Develop and implement services that prioritise, by design, reaching marginalised or vulnerable groups (women, poor communities,
Indigenous people, ethnic minorities, people with disabilities, people in aged care, prisons, refugee camps) and people living in
rural communities with quality, affordable eye services.

Develop and implement appropriately responsive programmes to increase the access to / use of eye health services and treatment.
Through reducing barriers to accessing services and increasing demand through greater awareness of need and confidence in the
health care provision.

Increased support to geographical regions with particularly severe eye health human resource shortages, by international bodies,
professional bodies/colleges, NGOs.

Develop and rigorously test strategies that reduce out of pocket costs for those requiring eye care who are unable to afford full-cost
services e.g. subsidy, tiered pricing, insurance.

Develop and implement evidence-based strategies for the effective integration of eye health services between the primary and
secondary / tertiary level improving referral pathways; ensuring that there is recognition of those who need secondary level care and
that there is a timely, reliable, accessible and affordable mechanism connecting people to the care they need.

Improve child eye health: integrate evidenced-based primary eye care services for children into general children's health services and
ensure strong connections to secondary eye care services. Develop and implement sustainable school eye health programmes,
including screening and management for refractive error / amblyopia, that are well-integrated within education services.

Improve procurement of equipment, medicines and consumables to ensure availability, quality, and reduce cost.

Identify and implement evidenced-based, effective, sustainable and context-relevant screening / early detection strategies for eye
conditions.

Implement policies to recruit, retain and motivate ophthalmic personnel to deliver more productive services where they are most
needed, including in the public sector or hard to reach communities e.g. through continuing professional development and transparent
and participatory leadership and career progression plans at all levels.

Develop and implement evidence-based strategies for the effective integration of eye care at the primary care level and with other
medical services (e.g. child health, diabetes / NCD services); ensuring that services are widely accessible, affordable and of high quality,
meeting the primary eye care needs of the population.

Ensure financing for eye health exists within national budgets / financing structures and increase the investment.

Develop and implement effective, accessible and inexpensive pathway approaches for screening, diagnosing, monitoring and
managing glaucoma.

Build a stronger advocacy case for investing in eye health and communicate this more effectively. Through generating robust data on
the importance of eye health in relation to sustainable development, quality of life, health in general, economics and the rapidly
growing need for services. Work in a more coordinated and effective manner to communicate with governments, industry,
philanthropists, donors, and the community about the importance of eye health.

Encourage governments to prioritise delivering integrated patient-centred eye health care services for Universal Health Coverage.

Strengthen leadership and public health expertise across all levels of eye health care, and ensure national level leadership has the
ability to influence policy and resource allocation. To contribute to this process, strengthen regional and national professional bodies
for eye health practitioners.

Develop research capacity for eye health in low- and middle-income countries, particularly for epidemiological, implementation and
health systems research.
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Develop regional and national mechanisms for health technology assessment (including system and 6
patient pathway) to identify the most effective, efficient and appropriate diagnostic and therapeutic
Develop treatment approaches to repair / regenerate the retina and central nenous system for conditions &
where impaired vision s due to vascular or neurological damage (e 5. ischaemia, glaucoma).
Develap new treatments to rehabilitate vision from coreal blindness for example developing tissue- 6

engineered corneas for transplantation (artificial corneas) and enable comeal limbal regeneration.

Page 15 of 17



Ramke, Evans, Habtamu et al. Grand Challenges in Global Eye Health

Challenge Sub-Saharan Africa Latin America & Caribbean Asia, East Asia & Oceania Central Europe, Eastern Europe & Central Asia
Rourd Ciera Rk o3 Cteria Rk Round Cieria ke Round Criera Rk
Lo Inequality. Disease burden  Inequality Round 3 Dlsee Inequality Round 3 Osee Inequality
soen Yy ity Combned  Round3  Rownd2 eseburden 06y ety Combined  Round3  Rownd2 surden Y ety Comboed | Round3  Rowd2 soen "I ety Combioed Round3  Round2
reduction Seore Score reduction score reduction score
Ercourage GovemmEnts o prar e delNErIng e ated people-centred ey healthcare servces for x: e 7% P ETa—T B T = > 75 EE G 3 340 26 26 5% * = = % o e » e
Universal Health Coverage.
Improve childeye health:ntegrate evidence-based primary ey care senices forchildren into general s 33 310 B 38 s . w 51 B 339 1 2 s o BT e wm 2 0 7 w % B 33 2 1
children's health services and ensure strong connectons to secondaryeye care sences. Develop and
school eye health and
ertor/ amblyopia, that are well-integrated within education sences.
Ensor financing for eye health exists within national budgets / fimancing sructures and increase the invest 567 w7 256 310 n f @ e 26 310 .0 B 3 s T8 5 » o B3 e A om 0
Develop and implement evidence-based strategies or the effective integration of eye health senices 36 ww i 330 7 3 32 306 28 a1 3 7 350 33 £y 2 | 7 1 T3 % 28 27 29 2 B
between the primaryand secondary / tertiary level improving referral pathways; ensuring that there is
recogition ofthose who need sacondaryevel care and that there is 3 tmely,reliable, accessible and
affordable mechanism connecting people to the care theyneed.
Develop and n by d orwinersble groups ] wm n 2% 3 f m 0 30 266 510 m B 3 38 300 271 n 0 s EF5 FEy P T 2 2
(women, poor communties, Indigenous peopl I lein aged
care, pisons, refugee camps) and peaple Iing in ural communities with qualty affordabie eye sences
Strengthen eadership and public health expertise across alllevels of eye health care,and ensure national 333 st B 2 s01 % s 0 2 Frr 3 B 31 5 | s 0 1 31 B3 P e am | om 5
levelIeadership has the ability o Influence poicy and resourc allocaton (including stengthening
Deveiop and implement evidence-based strategies for the effective integration of eye care at the primary o 251 32 2 4 % @ 3 33 2 A 7 34 28 e | am 0 0 w 30 281 FT 5 »
care level and with other medical senvices (e.5<hild health, diabetes / NCD services); nsuring that
Develap and implement appropriately responsive programmes to increase the access to  use of ey health s 310 st 53 B 5 s I 36 28 3 2 1 35 33 2 27 o1 s i o 28 7 e e 5 ,7
Senices and treatment. .5 reduce barriers to accessing sences and increase demand through greater
Strengthen the health information system (HIS) for eve health within health faciltes, integrating them nto 3,16 2% 26 2% w0 w2 2 n 30 B 7 295 2 305 02 26 2% 0 B 0 s 250 250 o wm ow -
national systems.
Develop and implement effectve, accessible and Inexpensive pathway approaches fo screening, 3 3 i 316 7 B 35 33 6 s i u ¥y 26 28 5 n v 3 33 314 0 2
diagnosing, monitoring and managing glaucom.
Develop and fective,sustainable and early 5 s 0 s 528 0 2 35 i 3% 30 n 4 s s 3@ 2 o A 2 £ 25 25 2 F s
detection strategies for eve conditions
Develop research health i low- and countris, BT s 5 305 255 F 10 EE: 306 25 IS W oa 1 302 10 23 w0 | am % s EFn 255 26 2 2 1
epidemiological implementation and health systems research.
Develop updated short and long-term global, rgional and national strategies to follow Vision 2020 i 31 26 s o» A a 33 28 6 n 2 35 2 23 EF 2 1 316 % 26 31 99w 3
lop affordabl ke dinical (isual functon, intraacular ] 3 3 28 a1 B a 73 e 36 28 316 1 B W 32 310 2 B i) 310 3 281 308 A B
pressure, 5th), images (retina) and (e.8.via smartphone,
biosensars, wearables) in 2 primary care seting,improving access to servics.
Develop madels to encourage population demand and ensure access to accurate refracion and sffordsble, w7 e 540 2 5 3t 25 330 B i @ 3 33 3 340 1 s 33 3 = 255 518 s 3
so0d aualityspectacies
Train more peaple in general, public health ather cadres forthe eye | 358 3% = 30 2 9 u s 306 250 32 10 » T s 25 29 v 2 EFn 28 28 2 w6 v 5
heslth workiore, partcularly n regions where numbers of pracitioners are limited. Stengthen and expand
e¥e health baining trough online leaming,
Hamess the potentia or big data and the application of artficial inteligence, integrating them intoeye | 308 i Y3 2 o aw 2 i 31 @ 23 W ow 5 3 28 26 s | m ) B 28 6 B3 8 o w B
health systems, withspecial attention o creatingsystems approprite forlow.resource setings
Stop the pandemic of high myopis, through encouraging al children to spend time outside each day, EE 28 6 28 | m B 357 25 7 e ™ | % 5 o 26 % 261 25 0 2 3 25 25 T T 0
develaping technology to detect progressive myopia,Identifying interventions to prevent it and control
Strengthen planning by national and regional governments for eye health human resource development S e 308 s s » P 0 w 256 % 0 302 231 e | am B 0 3 255 268 25 2 0 0
Invest i high-quality implementation science research around how o effectively delver, scale-up and = 31 260 28 98 2 34 51 - 20 96 3 Bl 1 1 2t e | » » 5 s am 5 »
Sustain universal health coverage for eye health; building on interventions that ae aiready known to work
Build  stronger advocacy case for investing in eye health and communicate this more effectvely. Through n B3 i a1 u 7 w0 B 251 2 e om i 0 75 2 28 5 5 g 25 25 6 s ow =
generating robust data on the importance of e health in relation tosustainable development, qualty of
Iie, health in general, economics and the rapidly rowing need for services. Work n a more coordinated
and effective manner to communicate with governments, industry, philanhropists, donors, and the
community about the imporiance of eye heslth,
stabish and implement minimur standards fo eye health care for use around the worl. m 300 26 28 90 3 B EFn 31t 28 06w f 307 31 261 250 2 f T3 28 P 27 2 % 7
4 dmotate o deliver mars productive e 3 5 sa u B 5 g 3 5 EETR » 32 7 5 25 n B 3 28 s s om w
senices where they re most needed, including in the public ector o hard o reach communtes.
Develop more effective, longerasting, safer and affordable treatments for diabetic retinopaty to halt 550 308 285 s w 1 366 EF 308 i 519 5 2 EE B0 w 2 9 B 0 33 305 305 T s G
progression and preserve vision (e, 3nt-VEGF therapies)
Davelop and implement strategies that reduce out of pocket costs fo thase requiring eye care who are 350 EEn & 27 330 G B 35 i s Y v 33 36 w I S B 0 25 28 P T E}
unble to afford full-cost services .5, subsidy, tered pricng, insurance.
Improve access to and auality f rehabilitation serices for people with wsion impairment, ensuring 340 29 8 0w = &0 55 31 6 31 1 2 27 3% 27 [ am s B 3 308 2% s ass 1 0
children with low wsion can access support and good quality education, and adults are able to engage
effectively in the workplace and society.
Identifyand to improve the. i d of cataract 373 349 315 342 1 17 374 3.60 291 337 3 39 360 331 310 290 323 3 39 353 353 332 326 341 1 15
senices.
Develop competency based training, responsive t local needs, incuding assessment and audit 34 30 2 En 315 f » e 28 28 T 3 EF 0 257 102 29 v % 3 300 25 T3 07 5 1
approsches to dentifygaps and raining needs of ophthalmic personnel and sl relevant non-eye health
care personne to delineate roles and responsiblities of differnt cares.
Develop technology to support strengthened integration / referral systems, including telemedicine and 327 313 3.04 286 3.07 26 39 329 320 303 291 ERtY 27 n 336 E¥Y 302 298 314 8 37 305 3.05 286 281 294 19 14
mieaith
Develap 2 more complete understanding ofthe epidemiology of eye disease across th lfe course EEy Tou 28 w3 a0 34 5 o 28 3w Bl 2w 7 20 31 T Bl 24 B3 e s w 0
(prevalence, distribution, incidence, risk factors) to support the development of approaches to prevent and
disense, and | dare todean
airand water and sanitation
Develap effcient effective and productive eyecare systams (with reduced waiting times) to respond 1o ey 257 27 500w a 60 v 277 37 s B Y 2 255 357 » 17 0 28 20 e 0 @
increased demand forsenvices by a growing and ageing population
Improve procurement o equipment, medicines and consumables to ensure availabilit, uality, and reduce s 29 53 B 5 34 fr 291 33 B o 307 o 297 1 s 27 2% BT ] 2
Develop an intemational standard cor indicator et or eye health and eye care services, which can be 25 8 25 B 28 B 0 30 306 & 200 @ w0 » 262 274 23 25 [ 2 26 o an | w B
used within a national satisicsregister and inter-country comparisons
Deveiop high-quality ecanomic analyses for eye health and {mprove the precision of estimates through 20 258 297 W w 3 Y ¥ B 28 ECR— 0 28 25 : w0 | B 0 28 27 5 279 2 5 @
global data collection collaborations. In order to make the case fo Increased resource allocation and to
Strengthen publicprivate parterships fo delivery of services to contrbuting owards Universal Health s o 21 f 1 2 3t 53 sm 2 52 u “ 31 27 27 2w | 2 % @ 278 2 = 9w @
Coverage foreye health
Develop and implement ‘one-stop’ sences fo people with diabetes,through integrating diabetic EE3 31 s 318 5 5 T3 s 33 % FE B B} 0 31 310 307 32 B @ EYn 31 3 28 318 3 6
retinopathy screening senices with general diabetes care and developing robustsystems fo ensure
Increased supportto geagraphical regions with partcularly severe eye health human resource shortages, by 357 Frn i 25 s B » 33 Y B 5 EETR s e s 293 28 e 5 B ) EE T =
intemational bodies, professional bodies /colleges, NGOS.
Strengthen monitoring, audit an fecdback on cataract and other surgicl sences to improve quality, W 3o 36 3 3 i3 1 3 21 25 s m “ 307 28 T % % o 28 25 o am u u
incuding bette use of technology and incusion in national reporting.
romote coordinated acton to address key egional and global research prionties, o secure funding, make | 3.0 28 26 28 29 Y B ¥y 0 w0 @ 03 5 3 W | an | @ v 2 24 3 w0 w 2
more rapid advances and reduce research waste through global collaborative studies.
Develop frther effective dlongrasting, for 301 26 2 75 @ oa 7 33 291 23 o w s W 26 2 % am | w B 33 e T 25 w8 B
Identify and implement evidenced-based, effective, sustainable and context-relevant health promotion / 3.40 317 274 286 3.04 31 40 310 293 231 3.00 283 34 40
disease prevention srategies for eye health, thataddress undertying sk factors and lead to Halthy
Disagaregate alleye health data to monitor sacial groups der,place of T 35 21 28 T 5 26 30 257 2% 5 2
residence, socioeconomic status) 3nd use the data to set targets o adress inequites. - Disease burden
Iplamenta tearnbased serice delivery model with cearty set oles and tasks across cadres, and Fmpreve s 33 21 27 E R % 3% 5 7 o o1 i B
the integration of p
Enable participation of people and communities with eye health problems inpolicy practice and research 205 B 27 209 ] © 366 E¥T 5 27 W oa 0
development
Strengthen the prowision of rtinopathy of prematuriy (ROP)services at countryevel, fr prevention, 35 3 m 3 B 1 m . 3155 s 2
screening, treatment, follow-up and rehabilitation
Distibute spending in eye healthin line with the relative magnitude o the problem, and the benit/ cost-
benefi.
Reduce sight oss from comeal infection through stategies; EF 305 T3 sm | an 7 F
Strengthen the ablityof ophthalmic and general health warkers t Identity and appropriately manage sye
Create effective and sustaInable networks of eye banks within each county, induding donor supply and s 26 TR ) 2
comeal transplant senices
Incrsase understanding of the association between vision impaiment and quality of life, aging, dementia,
depression, functional decline and mortaity and the impactof treatment and wsion rehabilitation on
Deveion calclators to provide risk predictions for the e B P s 5
progression ofspecifc eye conditions and guide the proislon o screening, monitoring and reatment
Reduce the environmental impact of providing eye care senices, thraugh improved practices. (.5 2 1% rs s 5
decarbonize energy and supplychains, increase efficiency of practices worldwide, and develog a circular
Develop regional and national mechanisms for health technology assessment (induding system and 2% 5 % 26 e ow &
patient pathway) to identify the most effective, efficient and appropriate diagnostic and therapeutic
Develop trestment approaches t repair/ regenerate the retina and central nerous system for conditions 3 26 veasm w0 £
‘where impaired vision is due to vascular or neurological damage (e g. ischaemia, glaucoma).
Develop new treatments to rehabilitate vision from comeal biindness for example developing ssue- T 231 P s B

engineered comeas (artificial comeas) limbal regeneration.
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Top 10 priorities for the two regions with the highest proportion of participants non-residents from high income countries

Rank
All 42 21 permanent Top 10 priorities after Round 3 Southeast Asia, East Asia and Oceania
participants residents
1 1 Develop models to encourage population demand and ensure access to accurate refraction and affordable, good quality spectacles.
Improve child eye health: integrate evidenced-based primary eye care services for children into general children's health services and ensure strong connections to secondary eye care services.
2 2 Develop and implement sustainable school eye health programmes, including screening and management for refractive error / amblyopia, that are well-integrated within education
services.
3 8 Identify and implement strategies to improve the quality, productivity, equity and access of cataract services.
4 6 Develop and implement services that prioritise, by design, reaching marginalised or vulnerable groups (women, poor communities, Indigenous people, ethnic minorities, people with disabilities,
people in aged care, prisons, refugee camps) and people living in rural communities with quality, affordable eye services.
5 11 Develop and rigorously test strategies that reduce out of pocket costs for those requiring eye care who are unable to afford full-cost services e.g. subsidy, tiered pricing, insurance.
6 12 Develop and implement 'one-stop' services for people with diabetes, through integrating diabetic retinopathy screening services with general diabetes care and developing robust systems to
ensure ongoing follow-up and referral for diabetic retinopathy assessment and treatment as appropriate.
7 9 Develop and implement evidence-based strategies for the effective integration of eye health services between the primary and secondary / tertiary level improving referral pathways; ensuring
that there is recognition of those who need secondary level care and that there is a timely, reliable, accessible and affordable mechanism connecting people to the care they need.
8 7 Develop technology to support strengthened integration / referral systems, including telemedicine and mHealth.
9 3 Increased support to geographical regions with particularly severe eye health human resource shortages, by international bodies, professional bodies/colleges, NGOs.
10 4 Develop and implement evidence-based strategies for the effective integration of eye care at the primary care level and with other medical services (e.g. child health, diabetes / NCD services);
ensuring that services are widely accessible, affordable and of high quality, meeting the primary eye care needs of the population.
Rank
All 104 74 permanent Top 10 priorities after Round 3 Sub-Saharan Africa
participants residents
1 6 Identify and implement strategies to improve the quality, productivity, equity and access of cataract services.
2 2 Develop models to encourage population demand and ensure access to accurate refraction and affordable, good quality spectacles.
3 1 Develop and implement services that prioritise, by design, reaching marginalised or vulnerable groups (women, poor communities, Indigenous people, ethnic minorities, people with
disabilities, people in aged care, prisons, refugee camps) and people living in rural communities with quality, affordable eye services.
4 3 Develop and implement appropriately responsive programmes to increase the access to / use of eye health services and treatment. Through reducing barriers to accessing services and
increasing demand through greater awareness of need and confidence in the health care provision.
5 4 Increased support to geographical regions with particularly severe eye health human resource shortages, by international bodies, professional bodies/colleges, NGOs.
6 10 Develop and rigorously test strategies that reduce out of pocket costs for those requiring eye care who are unable to afford full-cost services e.g. subsidy, tiered pricing, insurance.
Develop and implement evidence-based strategies for the effective integration of eye health services between the primary and secondary / tertiary level improving referral pathways;
7 5 ensuring that there is recognition of those who need secondary level care and that there is a timely, reliable, accessible and affordable mechanism connecting people to the care they
need.
Improve child eye health: integrate evidenced-based primary eye care services for children into general children's health services and ensure strong connections to secondary eye care
8 8 services. Develop and implement sustainable school eye health programmes, including screening and management for refractive error / amblyopia, that are well-integrated within
education services.
9 7 Improve procurement of equipment, medicines and consumables to ensure availability, quality, and reduce cost.
10 12 Identify and implement evidenced-based, effective, sustainable and context-relevant screening / early detection strategies for eye conditions.
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