
An ageing population: 
the global trend
Worldwide, people are now living longer 
and birth rates are declining; older 
people are therefore making up an 
ever greater proportion of the world’s 
population. This means that the 
number of older people is increasing 
very rapidly compared to the overall 
growth of the global population. 

By 2025, there will be twice as many 
older people worldwide as there were in 
2000 (an increase from 606 million to 
1.2 billion). Twenty-five years later, by 
2050, the population of older people 
will be three times greater than in 
2000: around two billion.1 

This trend will be experienced, to 
varying degrees, in countries all over 
the world. In Africa, the number of 
people aged 60 and above is expected 
to increase at double the worldwide rate; 
it is estimated that this population will 
grow from 38 million in 2000 to at 
least 203 million in 2050. In fact, it is 
estimated that 75 per cent of older 
people will be living in low- and middle-
income countries by 2025.
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 Journal Impact of ageing on eye 
care systems
For many low-income countries, such an 
increase in the number of older people will 
be particularly challenging as this change in 
the population may take place before there 
has been sufficient economic development 
to deal with its effects. In particular, an 
ageing population will place an extra burden 
on the health care system in general. 

The prevalence of visual impairment 
increases with age. Although people aged 
50 years and above only represent 19 per 
cent of the world’s population, more than 
82 per cent of people living with blindness 
are in this age group.2 A rise in the number 
of older people in a population will therefore 
be accompanied by an increase in the 
number of people with age-related eye 
diseases, such as cataract and age-related 
macular degeneration. 

The costs associated with treatment and 
rehabilitation can be expected to increase 
dramatically over the next few decades. 

In lower-income countries, different 
generations tend to live under one roof and 
the role of caring for older people falls mainly 
to the family. Relatives also have to meet the 
costs associated with treatment and 
rehabilitation. 

In many middle- and high-income 
countries, however, older people are becoming 
increasingly isolated. This is due to the 
breakdown of the family unit and the need 
for working-age relatives to move in order to 
find employment. As people age alone, 
without family members to look after them, 
governments might face increased pressure 
to provide care; this could include meeting 
the costs of treatment and rehabilitation.

Impact on society
Not all the costs associated with an increase 
in age-related diseases are financial. Visual 
impairment has a negative impact on the 
lives of older people, their families, and 
society as a whole. 

Older people with good vision can, and do, 
remain economically and socially active as 
they age, and they contribute significantly to 
the wellbeing of their families and to society 
in general (see article on page 24). This 
contribution is particularly important in 
populations affected by HIV and AIDS, 
where children may have lost both their 
parents and are looked after by grandparents. 
Unfortunately, visual impairment dramati-
cally reduces the ability of older people to 
contribute to their full capacity, which has a 
negative impact on society as a whole.

What can be done about 
the impact of ageing on 
eye health?
Considerable resources are needed to help 
older people overcome the limitations 
imposed by poor vision.

Improving access to treatment
Despite the fact that much visual 
impairment in older people is due to 
correctable conditions such as refractive 
error and cataract, older people in many 
countries still suffer from these conditions. 
Even in high-income countries such as the 
UK, where good quality eye care is free at 
the point of delivery, there are high levels of 
visual impairment in older people.3 This 
problem is particularly acute among older 
people who do not live in the community, for 
example, people living in residential homes 
or nursing homes. 

Older people face particular challenges 
when accessing health care, including eye 
care. One of the reasons is that, as people 
age, many health problems can occur at the 
same time. In the presence of multiple 
health problems, vision problems probably 
assume a lesser importance; in addition, 
these other health problems can make it 
physically more difficult for an older person 
to access eye care. Expectations and activ-
ities also decrease with age, which affects 
older people’s desire to seek help with their 
health problems, including eye problems.

The article on page 26 discusses these 
and other challenges older people face 
when trying to access eye care and offers 
some suggestions for overcoming them. 

Prevention
Although safe and effective treatment 
for cataract is available, the costs to society 
of dealing with this problem on such a 
wide scale may become very high. In 
addition, the new treatments emerging 
for age-related macular degeneration are 
currently too costly to benefit more than 
a small portion of those suffering from 
this condition.

Prevention of cataract and age-related 
macular degeneration may therefore 
become particularly important in the future. 
Although we hope to uncover more evidence 
about the prevention of these conditions, 
there already exists very clear evidence 
that tobacco smoking is a risk factor for 
both conditions. 

Almost one billion men in the world 
smoke, but levels of smoking in men appear 
to be declining.4 Although the rates of smoking 
in women are declining in high-income 
countries, this is by no means the case 
worldwide. Overall, healthier, better educated 
people are heeding public health warnings 

Most high-income countries use the 
chronological age of 65 years to define 
older people. For Africa, the current 
recommended cutoff is 50 years. 
Although the United Nations currently 
have no standard numerical criterion, the 
generally accepted cutoff is 60 years and 
above. (www.who.int)

When is someone an 
older person?



Populations are ageing because of increased life expectancy and decreased birth rates.•	
Most high-income countries already have large populations of older people. Low- and •	
middle-income countries will experience a rapid increase in the number of older people 
in their populations. 
With increasing age, the prevalence of visual impairment and age-related diseases, •	
such as cataract and age-related macular degeneration, increases rapidly. This has 
implications for eye health and social care costs.
Public health interventions should focus on reducing the levels of smoking in the •	
population to reduce the incidence of age-related cataract and age-related macular 
degeneration. 
Older people have different needs, which should be taken into consideration by eye •	
care providers. They also face more barriers to health care, older women in particular.
Good vision can help older people remain active for longer.•	

Summary

World Sight Day 2008: 
Eyes on the Future

Did you know that 
80 per cent of the world’s 
45 million blind people 

are over 50 years of age?
The theme of World Sight Day 2008 is 

the ageing eye and visual impairment in 
older people. The headline “Eyes on the 
Future” recognises that, in a world where 
populations are ageing and individuals 
are living longer, blindness from chronic 
conditions is also on the increase. 

World Sight Day is the annual day of 
awareness for blindness and visual 
impairment and is held on the second 
Thursday of October (this year it is on 
9 October 2008). Included on the official 
calendar of the World Health 
Organization, it is coordinated by IAPB 
under the VISION 2020 Global Initiative. 
The global theme and certain promo-
tional materials are generated by IAPB. 

All World Sight Day events are 
organised independently by members 
and supporters of VISION 2020. IAPB 
encourages all organisations concerned 
with eye health to arrange events and 
displays to mark this special day. Ideas 
for events include competitions, eye 
screening camps, sponsored walks, 
and gala dinners. Promotional posters, 
bookmarks, and official literature can be 
requested from IAPB. See www.v2020.
org/wsd08 for more details.
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on the dangers of smoking. However, 
smoking is now becoming much more 
concentrated in poorer, less educated 
populations; this is precisely the group which 
has been shown to be in worse health and to 
have more limited access to health care. 

Therefore, there should be a focus on 
public health interventions in poorer, less 
educated populations to reduce 
levels of smoking. 

The relationship between 
nutrition during life and 
age-related eye diseases is 
currently being investigated. 
Firm public health recommen-
dations on this issue cannot be 
made at present. It is more 
than likely, however, that a 
healthy and active old age requires 
adequate levels of nutrition at all stages 
in life. 

Maintaining good vision is an important 
part of ‘active ageing’, a concept promoted 
by the World Health Organization. Active 
ageing means: continued health, security, 
and participation in society as people age, 
in order to ensure a good quality of life in 
later years.5 As eye care practitioners, 
therefore, we should work together with 
other health and social services to help 
those in our care remain as active as 
possible in their later years. 

Changing attitudes to 
ageing
Changes in attitudes towards ageing and 
older people, which differ in different parts 
of the world, will no doubt influence the 
consequences of ageing in different regions. 

On the one hand, societies traditionally 
respectful towards older people are finding 
that the gradual globalisation of culture can 
lead to a ‘culture of youth’. This can mean 
that youth is idealised and that there is less 
respect towards older people.

On the other hand, because the number 
of older people is increasing as a proportion 
of the total population, their voices may 
have a better chance of being heard. This is 
particularly true in high-income countries, 
where this new phenomenon has been 
called ‘grey power’ or ‘grey dollar’ to 

indicate that the commerce and industry 
sector is beginning to appreciate the 
economic power of these older consumers. 
This societal change is reinforced by the fact 
that, in these countries, the new genera-
tions of older people are used to 
being vocal and politically active. 
This may result in increased respect 

for, and responsiveness 
to, the needs of older 
people.

With increasing health 
awareness in all 
countries, we may also 
hope for a ‘generational 
effect’: it is possible that 
current generations, more 
used to being ‘consumers’ 

of health care, will engage actively with 
health care services in their later years. 
Rapid changes in access to information, 
thanks to the internet and other digital 
media, will undoubtedly have an effect 
as users of health care services will 
become more informed about what is 
available to them. 

Conclusion
For any country, an ageing population is 
something to be proud of; it is a success 
story reflecting the fact that people are 
living longer and healthier lives. However, 
it is important to plan for the effects of an 
ageing population, both in terms of health 
care provision and public health campaigns. 
Appropriate public health messages 
should be provided at all ages to encourage 
healthy lifestyles that promote eye health 
in the long term. We must also ensure 
that older people have good access to eye 
care services. 
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ImPACT OF CATARACT SuRGERy

Restoring sight: how cataract surgery 
improves the lives of older adults

Sarah Polack
Research Fellow, International Centre for Eye Health, London School of Hygiene 
and Tropical Medicine, Keppel Street, London WC1 7HT, UK.
Email: sarah.polack@Lshtm.ac.uk

The fundamental aim of most ophthalmic 
interventions in later life is to improve the 
quality of patients’ lives, whether through 
sight-restoring cataract surgery or the 
provision of visual aids. Amidst the 
pressures of targets, outputs, and backlogs, 
this may be all too easily forgotten. It is 
therefore important to step back and 
remember just how important good vision is 
in the lives of older adults.

Vision loss has a major negative impact 
on the quality of older people’s lives. Sight 
remains as valued and important in later life 
as at any other age and its loss is one of the 
things older people fear most. Improving 
access to eye care services for this age 
group, as well as older people’s uptake of 
such services, is therefore very important. 

This article takes a closer look at some of 
the ways in which vision loss and blindness 
can affect the lives of older adults; it also 
highlights the positive impact sight-restoring 
cataract surgery has on older people’s lives. 

The impact of vision loss 
It is usual to describe vision loss in clinical 
terms (such as visual acuity, for example) or 
in epidemiological terms (such as the preva-
lence of severe visual impairment or 
blindness in a population). But what does 
low vision or blindness really mean for an 
older person? 

In order to find out, in-depth interviews 
were conducted in Kenya and Bangladesh 
with adults over the age of 50 who had 
recently undergone cataract surgery. This 
formed part of a wider study by the 
International Centre for Eye Health on the 
impact of cataract surgery on quality of life 
and poverty. Some of the findings are 
presented in this article. 

These findings support previous research 
using patient-reported outcome measures 
(PROMs) in both high- and low-income 
settings.1,2 PROMs are questionnaires which 
aim to discover the impact of health condi-
tions or treatment as perceived by the 
patient, rather than from clinical measures 
alone. 

Difficulties with daily activities
Our research showed, unsurprisingly, that 
older adults with visual impairment had 
greater difficulties with their daily activities 
than those without impairment. These 
difficulties varied considerably according to 
older adults’ lifestyle, environment, and 
social support, as well as the severity of 
their vision loss.

“Before the operation I felt as if I was put 
into a jail that I couldn’t escape. Many times 
I would take tea and burn myself as I 
couldn’t see the handle. It was horrible.” 
(Kenya) 

“[Before surgery] I never used to go to 
meetings, bazaars, and weddings. I could 
not light fire for myself and I never used to 
know the difference between crops and 
weeds. I couldn’t even bathe myself. I could 
not differentiate money given to me and 
used to be given less change often because 
I couldn’t see.” (Kenya)

Reduced earning capacity
Older people with visual impairment are 
less able to earn a living or contribute to the 
household. These restrictions have obvious 
economic implications. Amongst the 
people we interviewed in Bangladesh, a 
70-year-old man told us that because of 
his poor eyesight (from cataract) he was 
rejected as a day labourer and lost his job 
as an imam. A 58-year-old woman from 
the same district reported that she used 
to make handicrafts to sell, but because 
of her eyesight “they were no longer of 
good quality.” 

Limited participation and social 
isolation
Older people with visual impairment are less 
likely to engage in social and family life. 
Participation in activities, relating to both 
work and leisure, is well established as an 
important factor in the wellbeing and 
happiness of older adults.3 Restrictions 
on participation not only have economic 
implications, but they can also impact on 
many social and psychological aspects of a 
person’s life. Reduced opportunities for 
interaction and involvement with social 
networks, for example, could lead to feelings 
of isolation and lack of social support. 

“Before [surgery] my friends didn’t often 
come to visit; they were not interested 
because they knew I couldn’t see.” (Kenya)

“I was gradually transforming into a 
neglected person by my family members.” 
(Bangladesh)

“…when I used to ask for help they used to 
get annoyed and tell me to do it on my own. 
I used to sit helpless in the corner because I 
could not see.” (Bangladesh)

To further compound this impact, there 
tends to be a disproportionately large 
number of older people among the more 

neglected and marginalised members of 
society. It is likely that visual impairment 
exaggerates this situation. 

Anxiety and depression
There is some indication of a relationship 
between age-related vision loss and 
depression in later life.4 For example, older 
adults in Kenya with visual impairment due 
to cataract were three times more likely to 
report anxiety and depression compared to 
people of the same age with normal vision.5 

“I couldn’t do anything. Even if I wanted to 
go to the road, someone had to hold my 
hand and take me. I didn’t appreciate 
anything and felt really sad.” (Kenya)

In addition, research shows that restricted 
capacity to contribute to the household or 
community can lead to feelings of loss of 
independence, feelings of being a burden on 
others, and reduced social status and self-
esteem.6 

“I was finished without my sight as I was the 
breadwinner and I was not able to give my 
family anything. I felt embarrassed about my 
eyes.” (Kenya)

The impact on others
The significant contribution of older people 
to the wellbeing of others and to wider 
society is well documented, but it is under-
valued and all too often forgotten. 

In low-income countries there is 
evidence that, in poor households, all 
members – regardless of age – contribute to 
the basic needs of the household.8  Taking 
care of children is just one example of how 
older people contribute: the benefits of this 
are likely to be multiple and include enabling 
a parent to continue in paid employment. In 
countries heavily affected by HIV and AIDS, 
older people often have to care both for their 
sick children and for their grandchildren. 

When older adults become visually 
impaired or blind, their ability to contribute 
economically, and to social and family life, is 
greatly reduced (as some of the above 
quotes show); this loss can be felt quite 
keenly by other members of the household. 

The positive impact of eye 
surgery
There is a misconception (seemingly also 
present among older people themselves) 
that sight is less important in older age. 
Some also believe that vision loss and its 
restrictive impact should be expected – and 
accepted – as part of the ageing process. 
This is clearly not the case. Research has 
shown that cataract surgery has a 
far-reaching impact on the quality of older 
people’s lives. 



Studies in various countries using PROMs 
have shown a marked improvement in the 
physical functioning and psychological well-
being of older people.9 It has also been 
shown that cataract surgery continues to be 
beneficial even amongst the very old.10 In 
our study in Kenya and Bangladesh, the very 
old or those suffering from other health 
problems or diseases expressed that their 
improved vision was of huge value.

“I had not seen two of my children, who 
were born when I was blind. I couldn’t read 
reports of my children from teachers at 
school. I could not raise money to educate 
my children. After surgery I felt like a small 
child born again. I really celebrated; so did 
my family. The first thing I wanted to see was 
my two grandchildren. It was amazing! They 
were young and very beautiful.” (Kenya)

The following are some of the other 
benefits that older people in our study 
experienced after receiving sight-restoring 
cataract surgery.

Greater social inclusion and 
participation
Patients reported an increase in their 
participation in social activities.

“After surgery I was very happy because I 
could visit my friends and attend village 
meetings, bazaars, and functions like 
weddings.” (Bangladesh)

“I feel happy because even though I’m old, 
at least I can see people.” (Kenya)

This renewed capacity to participate in 
social events was considered a major 
benefit; it was also linked to feelings of 
happiness and confidence. 

“Now I have a very good relationship with 
my family members and others. Before the 
operation I used to feel shy to socialise. Now 
I do not feel that.” (Bangladesh)

Engagement in productive activities
Following cataract surgery, many inter-
viewees were able to once again engage in 
productive activities, be that driving a taxi, 
working on their farmland, or contributing to 
the upkeep of the household. 

“After surgery I completely got back my 
eyesight, but because of my old age I cannot 
do heavy work. But I can help with the 
household chores so my family can concen-
trate on earning money.” (Bangladesh)

“I was able to do my business again making 
locks and knives to sell. This helped me to 
get money for my family.” (Kenya)

Increased self-esteem
In addition to, and perhaps as a result of, 
increased participation in social and work 
activities, a new level of independence was 
commonly reported by older people after 
surgery. Associated with this was a feeling of 
increased self-esteem and respect from others. 

“Earlier [before surgery] I used to feel 
helpless, but I am not feeling like that 
anymore. I am confident now. I can earn my 
living by housekeeping.” (Bangladesh)

“I do not need to depend on anyone. I can 
do my own work. Besides, people used to 
neglect me earlier, but now they respect me 
very much.” (Bangladesh)

Improved communication and 
relationships
Other, perhaps less obvious, benefits from 
cataract surgery included improved 
communication with others, stronger social 
relationships, and being more trusting of 
others:

“Now when I meet someone in the 
community, I can say hello and genuinely 
feel I have communicated and I can tell 
whether people are truly saying hello with a 
good heart. Before [surgery] I didn’t want to 
talk to people because I didn’t know 
whether to trust if they were being true. It’s 
easier to talk to people now.” (Kenya)

“My family is more harmonised and able to 
work together better. We can discuss issues 
better now as I can see them [his family]
clearly.” (Kenya)

Wider impact of surgery on other 
members of the community
It should also be remembered that the 
benefits of sight-restoring cataract surgery 

extend beyond the individual to the wider 
household; surgery has positive social and 
financial consequences. Restoring one 
person’s sight may free up time and 
alleviate the anxiety of others, for example 
those who previously needed to remain 
at home to look after or assist an older 
blind relative. 

“We used to worry when we used to leave 
him alone at home. Now it is not happening. 
We can go to the workplace without 
worrying. Besides, he needed help with 
eating, travelling, sleeping, bathing … now 
it is not necessary. So we are very happy.” 
(Bangladesh)

“The family is happy because we are able to 
attend other duties now that she is 
independent. We are able to go about our 
duties without worry or hurrying back to the 
house to attend to her.” (Kenya)

Conclusion
In the absence of appropriate intervention 
(whether spectacles, surgery, low vision 
care, or rehabilitation), visual impairment 
has a substantial negative impact on many 
factors that contribute to the quality of 
life of older adults. These range from 
perhaps the more obvious effects of a 
reduced capacity to undertake day-to-day 
activities, through to a more subtle 
influence over psychological wellbeing.

The significant physical and psycho-
logical benefits of cataract surgery, in 
terms of the quality of a person’s life, 
should serve as a powerful reminder of the 
value of ophthalmic interventions for the 
older adult. 
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ACCESS TO EyE CARE

Helping older people get 
the eye care they need

Henry nkumbe
CBM Consultant Ophthalmologist, 
FLM-SALFA Eye Hospital, PO Box 244, 
Antsirabe 110, Madagascar.

Despite being more affected by visual 
impairment and blindness than any other 
population group, older people are the 
group least likely to seek help when faced 
with eye problems or a deterioration of their 
vision. Even in the Kilimanjaro region in 
Tanzania, one of the few regions in Africa to 
have an excellent community eye care 
programme, it is estimated that only one in 
three older people with cataract actually 
receives an operation.

This article looks at some of the most 
important reasons that older people don’t 
get the eye care they need.

Cost of eye care
Worldwide, particularly in low- and middle-
income countries, older people tend to be 
the poorest members of society.1 As a 
result, the cost of eye care services is a 
major issue, especially when people have to 
pay for their own health care.2 

There are direct and indirect costs to eye 
care. In one region in Madagascar, for 
example, we recently discovered that 
indirect costs such as transportation and 
meals for older people and their caretaker(s) 
can amount to more than three times the 
price of a cataract operation or ten times 
the price of presbyopic spectacles. Such 
indirect, or hidden, costs (which can even 
include bribes) tend to discourage many 
older people from seeking treatment. 

Barriers related to direct cost can be 
reduced by introducing a tiered pricing 
system which allows patients to pay 
according to their ability. One hospital the 
author worked in had such a system for their 
consultation fees: US $0 for patients who 
were too poor to pay, US $1 for regular 
patients, and US $20 for ‘fast-track’ 
patients (who paid extra for special waiting 
areas and shorter waiting times). Such a 
system should be clearly formulated and 
transparent to users and should make 
provision for people who cannot afford to 
pay for the services. 

To help with indirect costs, a fee system 
could be set up where the fee for treatment 
includes transportation, meals for the 
patient and his or her caretaker, medicines, 
and so on. This eliminates any hidden costs 
and allows patients and their families to 
budget sensibly and in advance.3 

Occasionally, patients give ‘lack of money’ 
as a reason for refusing an operation when 
there are deeper, more complex reasons 
that they may not wish to divulge. Proper 
counselling and repeat visits by field workers, 

outreach workers, or community workers 
can explore these reasons and often help 
the patient make an informed decision 
about surgery.

Fear of eye surgery 
Fear of eye surgery is universal, even among 
eye care workers – which should help eye 
care workers be more sympathetic to the 
fears of others.

The attitude and skill of an eye care team 
will determine how successful it is at allevi-
ating fear in potential patients. However, a 
well-trained social worker, counsellor, or 
patient advisor may be more successful 
than an eye surgeon at calming an older 
person’s fear and winning their confidence. 
Older people who have successfully received 
treatment may also be trained to promote a 
service to their peers.

Difficulty getting to eye 
care facilities
Most eye care facilities are located in urban 
areas, whereas older people usually live in 
rural areas. 

Eye care programmes need to include 
comprehensive outreach services as one of 
their strategies. Such services should locate 
older people in need of eye care in the 
community; they should not be limited to 
screening for cataract and should look for 
other problems which may lead to visual 
impairment. These services could also 
provide refractive services, including the 
sale of ready-made spectacles. 

Where they exist, community-based 
services can provide a link with a more 
distant eye care facility. Community-based 

rehabilitation workers can usually help with 
the following:

identification and referral of older people •	
with visual problems
follow-up in the community•	
low vision and rehabilitation services for •	
those who may not benefit from surgery. 

Poor communication
Another major barrier is lack of awareness 
about treatable eye conditions, about where 
help can be sought, and about the real cost 
involved in eye treatment.2,3 This lack of 
awareness is compounded by a lower level 
of literacy among older people in Africa. 

In order to overcome this barrier, it is 
important to work closely with the 
community and ensure that two-way 
communication takes place; eye care 
workers should not only talk to older people, 
but also listen to them. This builds trust and 
helps health workers understand what the 
real issues are. 

It is also important to remember that the 
decision to seek medical help can be quite 
complex. In many low- and middle-income 
countries, the final decision is not made by 
the patient, but by the family (children, 
grandchildren, husband or wife, etc.) and 
peers (see article on page 31). Eye care 
workers, where possible, should help these 
decision makers to understand the socio-
economic benefits of good eyesight for older 
adults (see article on page 24).5 

Spend some time finding the most 
efficient channel for the dissemination of 
information; this may depend on the 
specific situation. For example, a recent 
study in Tanzania suggested that churches 

‘Eye care workers should not only talk to older 
people – they should also listen to them’
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Organised transport to an eye 
clinic. these older persons were 
diagnosed with cataract in a 
remote district. MaDaGaSCar



were the most effective channel in a 
predominantly Christian community.6 Our 
preliminary observations in Madagascar 
suggest that working with local community 
leaders and pension pay points may also be 
very effective. 

Help the Aged, a UK charity which works 
in partnership with HelpAge International, 
suggests the following for improving 
awareness of eye care among older people:

Ensure eye clinics are well promoted •	
within a local area, bearing in mind 
language and communication channels: a 
leaflet may not always be appropriate if 
there are low literacy levels. Some alter-
natives are radio announcements or 
advertisements, and using community 
health workers to spread the message.
Pay special attention to explaining any •	
costs; also explain what assistance is 
available to help older people meet 
those costs.
Where treatment is free, ensure this is •	
well understood and that any indirect 
costs are explained.
Forge long-term links between •	
non-governmental organisations and 
other representative groups working with 
older people.

Gender inequalities
Many studies have shown that, although 
women account for more than 60 per cent 
of people living with visual impairment, they 
are less likely to seek help than men. In 
some areas, this barrier is even more 
significant for older women, especially 
those who are widowed or childless, as  
hey have less social support.

Proper counselling and organised trans-
portation seem to be extremely important in 
improving access to eye care for women. In 
addition, special education programmes 
with women’s groups could help increase 
awareness about eye health. It is also 
important that men, who often have the final 
say, understand that the rights of women to 
good vision are as valid as those of men.7 

Insufficient collaboration 
among professionals who 
care for older people
In addition to eye problems, older people 
usually have other age-related health 
problems, such as hearing impairment, 
arthritis, cardiovascular disorders, and 
diabetes (see article on page 31). 

The disability caused by such disorders 
could make some older people reluctant to 
visit health facilities. When they do visit, the 
health team very often doesn’t check their 
eyes, even though there might be an eye 
department in the health facility and these 
older people may have visual impairment or 
a sight-threatening condition. 

The general health of older people is not 
a topic often included in the training 
curricula of eye personnel. This, coupled 

with overspecialisation, results in many eye 
care workers feeling overwhelmed by the 
health problems of older people when these 
are not related to the eye. 

It is necessary to develop a team 
approach. In large hospitals, the eye 
department should work closely with other 
relevant specialties. In stand-alone eye 
units, experienced physicians, geriatricians, 
paramedics, and community nurses need to 
be identified who can help with the 
management of health problems faced by 
older people.

Living in a nursing home
The prevalence of visual impairment among 
older people in care institutions is much 
higher than in similar groups in the general 
population. The author recently found 
nursing home residents blind from cataract 
in Madagascar, although the home was a 
ten-minute drive from a reputable eye unit 
offering cataract surgery. 

This problem can be solved by working 
closely with nursing homes and other care 
institutions, where they exist, and arranging 
regular eye examinations that include low 
vision services (which should be offered at 
these institutions, where possible). 

not perceiving the need 
for eye care
Many older people consider poor vision to 
be normal in later years. In some places, it 
even earns them respect and certain privi-
leges. In some Muslim communities, for 
instance, blind older people are responsible 
for making the call to prayer at the mosque 
or for reciting the Qur’an during public 
events. Faced with other pressing needs, 

Like all other service users, older people must be treated with dignity and respect; they 
should not feel embarrassed to ask for any extra help they may need. 

Physical considerations
It is important to ensure that older people are able to use the building independently, 
where possible. 

When designing a building, use ramps in addition to steps where possible and remove •	
any obstacles which could make people trip over. 
Toilets should be spacious, with handrails. •	
Rooms should be well lit and glare shoud be avoided. •	
The wording on all signs in a building should be in mixed-case large print; the •	
background should be in a contrasting colour. 
There should be plenty of seating available at reasonable height; this should not •	
obstruct the areas where people are likely to walk. Seating should be in a contrasting 
colour to that of the floor.
Treatment areas should maintain the privacy of a patient: ensure treatment take place •	
in separate areas, screened off from other patients

Other considerations
Staff should be patient and take time to explain processes to older people without •	
being patronising. They should listen carefully to any concerns. Where possible, staff 
should be given basic awareness training and be sensitive to the needs of older people 
with visual impairment.
Older people often like to be informed in advance so that they can be ready and •	
prepared. For example, ask them to bring lists of their current health conditions and 
drugs with them. As there is often a limit to the amount of time older patients can 
concentrate for, asking them to prepare in advance both speeds up the consultation 
(and improves its accuracy) and allows patients to be fresh for the important part of the 
consultation (what disease they have and what treatment they will need, etc.). 
It may be very helpful to use volunteers. They can let older people know where they are •	
in the queue; this allows an older person to visit the toilet without being anxious about 
losing his or her place, for example. Volunteers can also get older patients ready and 
deliver them to the consultation room. This has the double advantage of not taking up 
the professional time of the nurse/ophthalmologist and of letting patients take their 
own time so that they do not arrive flustered, out of breath, or anxious. 

With thanks to Help the Aged, www.helptheaged.org.uk 

How to ensure a clinic is age-friendly

Article continues overleaf ➤

a Community eye health field assistant 
uses a flyer to counsel an older person 
about glaucoma. MaDaGaSCar
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LOW VISIOn AnD REHABILITATIOn

Low vision and rehabilitat ion for older people: 
integrating services into the health care system

Unfortunately, in many parts of the world, 
the above scenario is all too common in eye 
clinics. Faced with patients like Mary, eye 
care practitioners often feel uncomfortable 
and do not know what to say. Too often, 
therefore, these patients are turned away 
when in fact much can be done to help 
them. 

Patients like Mary, who are not 
completely blind, but whose sight cannot be 
improved either by treatment (such as 
cataract surgery) or by the provision of 
ordinary near or distance spectacles, are 
said to have ‘low vision’. 

What is low vision?
Low vision refers to a permanent loss of 
vision which makes it difficult for a person to 
perform many daily activities. A person with 
low vision presents all three of the following 
characteristics:

impairment of visual functioning even •	
after treatment and/or standard refractive 
correction
visual acuity ranging from light perception •	
to <6/18 (0.3 logMAR), or a visual field 
smaller than ten degrees from the point of 
fixation
the person uses, or is potentially able to •	
use, vision for the planning and/or 
execution of a task.1

People with low vision are, in principle, 
capable of using their vision and wish to do 
so. If given the appropriate low vision 
devices and training, they do not typically 
need to use white canes or to learn Braille 
(although these may benefit some persons 

with low vision as an additional or comple-
mentary support). Many of these patients 
are not technically considered blind, 
although they might be classified as such in 
their country.

For patients with low vision, there is still 
hope for a better life. This is possible 
through the use of low vision devices and 
rehabilitation. Low vision devices (such as 
magnifiers) help patients make the best use 
of whatever vision is available to them. 
rehabilitation teaches patients how to 
adapt their environment appropriately in 
order to make the best use of their existing 
vision. Patients who are prescribed low vision 
devices are also taught how to use these 
devices in their daily life.

Low vision in older people
The causes of low vision in older people 
vary according to region. In general, low 
vision can be due to glaucoma, diabetes, 
macular degeneration (which is not present 
in some parts of Africa), hypertensive retin-
opathy, or retinal detachment. Cataract 
cannot be considered a cause of low vision, 
unless there is a good reason not to 
perform a cataract operation (by definition, 
low vision is a permanent loss of vision that 
cannot benefit from surgical or medical 
intervention).

Older people with low vision face specific 
challenges. They have more difficulty getting 
access to eye care and treatment in general 
as they are often dependent on their relatives 
(financially and physically) and tend to be 
more socially isolated (see articles on 
pages 24, 26, and 31). 

Mary K, a 71-year-old widow, had been gradually losing her sight over the past five 
years. Looking after her five grandchildren had become increasingly difficult. 
Recently, her neighbour told her about the eye hospital 80 km away; the neighbour 
had heard of older people who came back from the hospital able to see again. 

After much convincing, Mary made plans to go to the eye hospital. She sold three 
bags of maize and gave her radio to the taxi driver so that he would take her to the 
hospital. The grandchildren cried when they saw her leave, but her neighbour agreed 
to look after them for a few days. All this was worth it: after all, she would come back 
able to see again. 

Mary was sick in the taxi and the road took its toll on her old, aching body, but she 
did not mind because the eye doctor would make her see again. After two hours of 
waiting in the queue at the eye clinic, Mary was seen by the eye doctor. She was very 
excited. Dr N examined her eyes and, after what seemed like forever, he told her 
that she should go back to the village. He was sorry, but there was nothing he could 
do for her eyes. Mary protested and told him what her neighbour had said, but he 
just repeated the same words: “I am sorry, there is nothing I can do for you.” Mary 
walked out of the eye clinic, wondering what to do. No one could help her and no one 
seemed to care.

CaSE StUDy : Mary K

family members may also give less priority 
to the health of their older relatives.

Proper information and counselling, as 
well as public information programmes, may 
be needed to overcome this barrier. 

HIV and AIDS
HIV and AIDS have resulted in a ‘missing’ 
generation in many communities in 
sub-Saharan Africa. In severely affected 
areas, it is estimated that nearly half of 
older people have either lost their children 
or have to take care of their children who 
are sick; they often have to foster their 
grandchildren as well. Not only is the 
financial support they might have expected 
from their children gone, but the little 
money they might have left is also used for 
the welfare of their children and grand-
children. Their own health becomes less of 
a priority and they become physically and 
emotionally drained.

Eye care programmes need to partner 
with programmes for people living with HIV 
and AIDS, especially home-based care 
programmes. They need to advocate for 
the health of older people who act as 
caretakers. Caretakers need recognition, 
information, and financial support, not just 
for the sake of their children and grand-
children, but also for the sake of their 
own health. 

Going forward
The global elimination of avoidable 
blindness by 2020 will depend largely on 
how well we address the needs of older 
people and the barriers to eye care they 
face worldwide. 

Understanding and overcoming these 
barriers is an ongoing process. It may be 
helpful to put a tracking system in place to 
monitor people who don’t come for 
treatment after they have been identified in 
the community. If possible, return visits 
should be made to find out what the 
problems are and to work with older people 
and their families to solve them.
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Low vision and rehabilitat ion for older people: 
integrating services into the health care system

In older people, low vision is usually 
accompanied by other physical disabilities, 
as these become more common with 
increasing age. Disabilities such as hearing 
or cognitive impairment mean that older 
people will find it more difficult to under-
stand instructions in a health care setting; 
they may not hear them properly or may 
need them to be repeated more often than 
a younger patient. The boxes on pages 27 
and 32 provide some guidance on how to 
cater for the needs of older people in a 
health care setting. 

Physical disabilities may also influence 
the suitability of certain low vision devices 
for older patients. For 
example, whereas children 
with low vision may find it 
easy to hold reading 
materials very close to their 
eyes, this might be much 
more uncomfortable or tiring 
for older people.

It is important to cater for 
the specific needs of older 
people when setting up or 
managing low vision 
services – not least because 
they represent the vast 
majority of low vision patients who will be 
seen by eye care workers. Indeed, it is 
estimated that 80 per cent (48 million) of 
all people who need low vision care are 
aged over 50.1

Low vision services – an 
integrated approach
Low vision services are delivered by a very 
broad range of disciplines and social 
systems throughout the world, but all with 
one purpose in mind: improving patients’ 
use of their available and functional vision. 

Rather than create new systems to 
provide low vision care and rehabilitation to 
older persons, it is much better to focus 
instead on developing services that can be 
integrated into existing eye care systems. 
This is known as an integrated service 
delivery approach to low vision care.

One glove does not fit all, since different 
countries have different medical, social, and 
rehabilitation systems. However, it should 
be possible to integrate low vision services 
for older people into each level of care 
(Table 1, overleaf), and into the rehabili-
tation services of the country, where these 
are available. 

It is estimated that 30 per cent of older 
people with low vision can be assisted at 
community and primary level, and that 
50 per cent can be assisted at secondary 
level. The remaining 20 per cent will need 

tertiary level services.2

Most patients will first 
be seen at the secondary 
level and be referred 
from there. It is important 
to have very clear, 
well-defined referral 
mechanisms between the 
different levels of the 
health system, no matter 
where patients first report. 
Referral routes should not be rigid or 
inflexible, as referral should depend on the 
needs of individuals.

The following paragraphs provide tips on 
how to integrate low vision services at 

different levels of the health 
care system.

Community level
Community-based rehabili-
tation (CBR) workers, 
community case finders, 
community leaders, and 
consumer advocates can 
do the following at the 
community level:

raise awareness•	  in the 
community so that people know what low 
vision is, that there is hope, and that 
something can be done even for those 
who cannot benefit from surgery or the 
provision of spectacles.
Identify and refer/transfer:•	  identify 
older people in the community who can 
benefit from low vision services, refer 
them to these services, and make sure 
they get to these services (i.e. are 
successfully transferred). Older 
persons may need physical assistance 
when travelling.
Provide basic home-based rehabili-•	
tation: spend time in the homes of 
older people with low vision; help family 
members or carers to make life easier and 
safer for the person with low vision. For 
example, safety can be improved by 
encouraging family members to keep the 
house tidy, to keep knives in a safe place, 
and to make the fire in a separate area. 
Life can also be made easier for the 
person with low vision by working with 
colour and contrast. For example, serve 
rice in a dark bowl or place a border of 
brightly painted stones along the path 
leading to the home. 
 

Primary level 
At primary level, primary health care workers 
and primary eye care workers will also raise 
awareness; they can identify older people 
with low vision and refer or transfer them. 

Since they will see only patients who 

come into the clinic, the rehabilitation they 
can offer will not be home-based. Instead, 
it will involve talking to the person with low 
vision and their family about what they 
can do.

Secondary level
Ophthalmic nurses, optometric technicians, 
and ophthalmic clinical officers will usually 
be the first to provide a thorough 
assessment of a person suspected of 
having low vision (see box below). 
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1 When conducting a low vision 
assessment for an older person, be 
patient and understanding, and take 
your time. Make sure the assessment 
takes place in an environment that 
facilitates communication (see article 
on page 31).

2 It is important to listen very carefully 
to what is said: your task is to try and 
find out what the person really wants 
out of the assessment (how they want 
to be able to use their vision) and to 
do your best to help them achieve that. 

3 A good assessment should include:

distance and near visual acuity •	
testing 
contrast sensitivity testing•	
good refraction•	
assessment of magnification needs•	
prescription of low- and medium-•	
power low vision devices, both 
optical and non-optical (such as an 
angled desk, an angled light, or 
writing guides), for distance and near 
vision
instruction in the use of low vision •	
devices 
counselling to explain the extent of, •	
and reasons for, the person’s low 
vision and to help the person accept 
their situation and make the best of it
a discussion of rehabilitation – what •	
the person and their family can do to 
make life easier and safer.

Low vision assessment

Article continues overleaf ➤

‘An estimated 
80% of people 
who need low 
vision care are 
over the age 
of 50’
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an 81-year-old former magistrate, diagnosed with 
age-related macular degeneration, is able to read again 
after receiving 24-dioptre low vision spectacles. INDIa



LOW VISIOn AnD REHABILITATIOn Continued

Tertiary level
Eye care practitioners at tertiary level (see 
list in Table 1) can prescribe high-power and 
complex low vision devices, but otherwise 
they provide much the same services as at 
secondary level, with the following 
additions:

Orientation and mobility:•	  training in 
Braille and the use of a cane for people 
who cannot be helped with low vision 
devices (or who have very low vision); 
training family members and carers in the 
‘sighted guide’ technique (how to walk 
with a person who is blind or has low 
vision).
training and support for eye care •	
practitioners at other levels: specialists 
are usually based at tertiary level, where 
they act as instructors and train other eye 
care practitioners. 
rehabilitation training:•	  some eye care 
practitioners at tertiary level have special 
expertise in environmental modifications 
(which involve working with colour and 
contrast in the environment of the person 
with low vision) and can teach ‘activities of 
daily living’ (ADL) skills, such as how 
people with low vision can wash their 
clothes.

research:•	  any research in low vision and 
rehabilitation will usually be based 
primarily at a tertiary institution.

Providing appropriate 
services
The importance of providing appropriate low 
vision and rehabilitation services cannot be 
overemphasised. Every person with low 
vision – especially older people – must be 
considered on an individual basis. 

The needs of older patients with low 
vision will depend on their circumstances: 
the region they come from, their economic 
status, their literacy levels, their family 
responsibilities, their attitude towards 
ageing and disability, their general health, 
their motivation, and so on. Whereas loss of 
reading ability is often considered to be the 
most devastating consequence of visual 
impairment in high-income countries, it may 
have little significance and impact on the 
quality of life of an older person in a rural 
village in a low- or middle-income country. 

Low vision clinicians may be tempted to 
prescribe an array of magnifiers, telescopes, 
filters, or non-optical aids. However, if these 
devices are unsuitable, they may simply end 
up under the mattress when the patient 
returns home. The clinician must therefore 
ensure that the low vision devices they 
prescribe are acceptable in the home; the 
older patient must also be motivated or 
interested enough to use them.

The importance of training 
to meet low vision needs
As populations live longer, many countries 
must prepare for great increases in the 
number of people with age-related conditions 
resulting in low vision. In the future, integrated 
low vision and rehabilitation services for 
older people will assume more importance. 

There is currently a lack of skills relevant 
to the care and rehabilitation of older people 
with low vision. We have seen how different 
people in the health system can provide 
different components of low vision services.

We need to act now and train the 
relevant practitioners (eye care and other); 
develop and include low vision services in 
existing eye care systems; and create 
awareness amongst all medical, social, and 
rehabilitation services to ensure that 
patients like Mary are not sent home with no 
promise of help.
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Kong. www.hksb.org.hk 

Table 1. Provision of low vision services at different levels of care as part of an integrated service delivery approach

Level of care Who is involved Services provided

Community level Community-based rehabilitation workers, 
community case finders, community 
leaders, and consumer advocates

Raising awareness•	
Identification and referral/transfer•	
Basic home-based rehabilitation•	

Primary level
(e.g. clinics in the community)

Primary health care workers and primary 
eye care workers

Raising awareness•	
Identification and referral/transfer•	
Basic rehabilitation (discussion of options only)•	

Secondary level
(e.g. a district hospital)

Ophthalmic nurses, optometric 
technicians, and ophthalmic clinical 
officers

Low vision assessment:
Diagnosis •	
Prescription of optical and non-optical low vision devices •	
(low and medium power)
Instruction in the use of low vision devices•	
Counselling•	
Basic rehabilitation (discussion of options only)•	

Tertiary level
(e.g. a provincial or regional 
referral hospital or teaching 
hospital)

Ophthalmic nurses, optometric 
technicians, ophthalmic clinical officers, 
optometrists, ophthalmologists, low vision 
therapists, orientation and mobility 
instructors, occupational therapists, 
social workers, and researchers

Same as the secondary level, plus:
Prescription of high-power and complex low vision devices•	
Training and support for eye care practitioners at other •	
levels 
Rehabilitation training•	
Research•	

Perhaps all that Mary actually needed 
to go home happy was to be told why 
her vision could not be restored and 
that a community-based rehabilitation 
worker would make a home visit. This 
person would have demonstrated to 
Mary what adaptations could be made 
to her home, allowing her to make the 
best use of her vision. Mary could also 
have been helped if someone had 
informed her of any social welfare 
grants she would be entitled to.

If Mary needed to see things near to 
her, she may have benefited from getting 
a simple magnifier to check the grand-
children’s feet for chiggers, take stones 
out of rice, or read (if she were literate). 

 However, being reassured that she 
would not go completely blind, and that 
help was available, is perhaps the greatest 
service Mary could have received.

Mary K: a BEttEr OUtCOME

a reading stand and angled lamp. Both 
are non-optical low vision devices.
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Many eye diseases, such as 
cataract and age-related macular 
degeneration, occur more 
frequently as we advance in 
years. As a consequence, eye 
care workers are likely to 
encounter older people more 
frequently than any other group. 

The holistic approach to 
treating an older person involves 
considering the complete person, 
both physically and psychologi-
cally. You should consider every 
aspect of that person that has an 
impact on their health and 
wellbeing. This will greatly improve 
the outcome of the consultation 
and any subsequent treatment, 
both for the older patient and for 
the eye care worker.

It is equally important to treat 
every older person who seeks care 
with respect, in a way that 
preserves his or her dignity and 
autonomy. 

The following factors should be 
considered when working with 
older people; they are discussed in 
detail below:

communication•	
dependence and decisions•	
other health conditions •	
(including drug interactions)
compliance•	
the need for rehabilitation•	

Communication
Many older people are affected by hearing 
and/or cognitive impairment (such as mild 
dementia), as well as by visual impairment. 
This affects their ability to communicate 
effectively. This is especially true in a health 
care setting: the environment can be 
perceived as strange or alien, the language 
used is often unfamiliar, and there is a lot of 
background noise and activity. 

Language or dialect may also be a 
problem. For example, rural and migrant 
older people may not speak or understand 
the language of the health care provider. 

The eye care worker should conduct any 
interaction with an older person in an 
environment that facilitates communi-
cation, i.e. in a location that allows good 
face-to-face interaction (such as a quiet 
room), where background noise is 
minimal, and there is little risk of inter-
ruption. When language or dialect is a 

problem, it is advisable to arrange ahead of 
time for someone to act as an interpreter. 
If a patient suffers from dementia, it is 
important to remain tolerant – do not get 
irritated when you have to repeat instruc-
tions or explanations.

You should always ensure that any 
important messages have been received and 
understood. Use simple, clear words 
instead of medical jargon and, where 
possible, use relevant leaflets, drawings, 
photographs, or literature to support your 
explanations. Giving the older person 
written information to take away will 
enable them to explain their condition to 
their family. When patients are illiterate, or 
functionally illiterate, try to ensure that a 
family member or friend can assist them with 
any reading material that is for their own use 
(such as guidelines for taking medication).

While it is important that you commu-
nicate effectively to overcome any 
difficulties, you must avoid being 
patronising or ‘talking down’ to an older 
patient. You should aim to communicate 
at a level that correctly appreciates the 

person’s situation. To achieve 
this, there is a need for all staff, 
medical and support (including 
receptionists, in particular) to 
receive special training that will 
encourage the development of 
empathy towards older people and 
appropriate communication skills. 

Dependence and 
decisions
Older people are often financially 
dependent on their relatives. Even 
those who are usually independent 
may have to ask family members 
to help them pay for treatment or 
to contribute to the cost of 
travelling to an eye care facility.

In addition, older persons may 
also be physically dependent on a 
friend or family member to 
accompany them; this may also 
cost money and time as it takes 
the carer or chaperone away from 
work or childcare responsibilities.

It therefore often happens 
that older people cannot make 
decisions about eye care 
treatment alone – their family 
will have to be part of the 
decision-making process. 

Eye care practitioners should 
help patients and their families to make 
good decisions by:

talking to them about the diagnosis and •	
treatment options, including side effects 
of drugs, complications of surgery, and cost
discussing any additional costs (such as •	
transportation) and what support the 
patient may need from his or her family
informing the patient and family members •	
about any other help or support that may 
be available.

In the case of very complicated techno-
logical issues, it may not be possible to 
make things clear beyond a certain point. In 
our experience, the family often asks for the 
doctor’s opinion and may empower the 
doctor to take a surrogate decision. This 
should be discouraged at all costs because 
it can be thought to diminish a patient’s 
autonomy. However, in certain cultural 
settings, it may become unavoidable for 
the doctor to express an opinion; this is 
often the case in India, for example. When 
this happens, doctors can approach the 

31COMMUNIty EyE HEaLtH JOUrNaL | VOL 21 ISSUE 66 | JUNE 2008

CARInG FOR OLDER PEOPLE

A holistic approach to eye care 
for older people

AB Dey
Professor, Department of Medicine & 
Chief of Geriatric Services, All India 
Institute of Medical Sciences, New 
Delhi 110 029, India.

Robert Lindfield
Honorary Lecturer, International 
Centre for Eye Health, London School 
of Hygiene and Tropical Medicine, 
Keppel Street, London W1E 7HT, UK.

Ashish Goel
Senior Research Associate (Geriatric 
Medicine), Department of Medicine, 
All India Institute of Medical Sciences, 
New Delhi 110 029, India.

Article continues overleaf ➤

a nurse assists an older patient in an eye clinic. SWaZILaND

D
ai

sy
 W

ils
on



CARInG FOR OLDER PEOPLE Continued

situation by saying: “If I were in your place, 
I would …” 

Difficult decisions
When difficult decisions need to be made, 
for example about whether a seriously ill 
older patient will benefit from cataract 
surgery, we would suggest the following 
course of action: first discuss the 
situation with the patient on his/her 
own, in confidence, in an informal and 
non-intimidating atmosphere. You can then 
discuss the same situation in the presence 
of the family members if the patient so 
wishes. This will ensure that patients’ 
individual wishes are given preference.

Other health conditions
Older people are more likely to have multi-
organ diseases requiring multiple 
medications. When planning eye 
treatment, it is important to be aware of 
and understand the impact of these 
diseases on the individual. The issues 
specific to older persons can range from 
considering drug interactions to finding a 
way to perform a cataract operation on 
someone who is unable to lie flat due to 
shortness of breath.

Physical disability may prevent the 
patient from putting in their own eye drops, 
from opening bottles and boxes (for example, 
due to arthritis in the hands), or from 
walking even a short distance (i.e. from 
home to the bus).

It is only when the other health needs 
of older persons have been considered on 
an individual basis that the person can 
receive the best care from the eye care 
provider. Effective two-way communication, 
both speaking and listening, is vital for this 
to occur.

Drug interactions
Adverse drug reactions or interactions are 
more common in older people. There are 
two main reasons for this: older people are 
more susceptible to drugs in general and 
they often need a greater number of drugs 
than younger people.

The following are examples of how ocular 
and systemic medication can adversely 
affect the older person:

Drugs that are administered topically •	
can have local effects: topical steroids 
can lead to the development of herpetic 
corneal ulcers, mydriatics can cause 
angle-closure glaucoma, and many drops 
can trigger allergic reactions in patients, 
often due to the preservatives they 
contain.
Drugs that are administered topically •	
can have systemic effects: topical 
beta-blockers can lead to asthma and 
make obstructive airways disease worse, 
mydriatics can provoke angle-closure and 
lead to urinary retention, and pilocarpine 
(a cholinergic agonist) can cause 
headaches. 

Drugs that are administered systemi-•	
cally can affect the eye: high-dose 
antimalarials (such as chloroquine) can 
cause retinopathy, antituberculous drugs 
(in particular ethambutol) can cause optic 
neuropathy, and chronic use of oral 
steroids can lead to cataract.
Certain drugs can adversely affect the •	
outcome of ophthalmic surgical proce-
dures: these include warfarin (risk of 
bleeding), alpha-antagonists (risk of intra-
operative floppy iris syndrome), and 
topical latanoprost (risk of cystoid macular 
oedema).

What should you do? 
Ensure that you have a complete and •	
up-to-date list of the medications the 
patient is taking.
Inform patients of possible side effects •	
and their warning signs; advise them to 
report back early if any such effect is 
noticed.
Advise patients to avoid self-medicating.•	
Schedule eye check-ups at regular •	
intervals to ensure early detection and 
treatment.
Withdraw the offending drug as early as it •	
is safe to do so.

Compliance
When deciding on a course of treatment, 
you should also consider the patient’s ability 
to comply with treatment and follow-up. 

In the authors’ experience, older patients 
are usually compliant when it comes to 
matters related to eye disease and vision. 
However, the importance of regular 
follow-up and of compliance needs to be 
reinforced at each visit; written materials, in 
the form of pamphlets and hand-outs, 
usually help in this regard. These materials 
can also help when the support of family 
members or carers must be enlisted.

The need for rehabilitation
Despite all measures, a substantial number 
of older patients finally end up with severe 
visual disability. For the patient to maintain 
autonomy and independence in the course 
of his or her daily activities, it is necessary to 
organise low vision rehabilitation by a team 
of professionals, including ophthalmolo-
gists, occupational therapists, optometrists, 
and social workers (see article on page 28). 
A comprehensive programme of rehabili-
tation will improve not only quality of vision, 
but also quality of life for the disabled person. 

Plan ahead 
Older people require more time and patience from the eye care practitioner. The following 
two suggestions will help you make the best use of your time when caring for these 
patients:

1 Ask patients to bring with them a list of their medical conditions and drug treatments – 
this will make the consultation run more smoothly and save time.

2 Volunteers in the clinic can keep older people informed and help them find their way 
around. These volunteers can also help older people prepare for the consultation and 
make sure that they are calm when they arrive in the consultation room – this saves 
time for the nurse or ophthalmologist.

When you see the patient
1 Ensure that the environment in which the consultation occurs makes communication 

as easy as possible. 

2 Focus on effective communication. remember: what matters is what the patient 
understands, not what you say.

After a diagnosis has been made
1 Note the following:

a) all current active medical conditions
b) all medications being used (check for any interactions) 
c) past adverse drug reactions 
d) past medical conditions which may affect the person’s eye disease and its  
     treatment, as well as medical conditions which may be affected by it. 

2 Describe the different treatment options to the patient. Consider and discuss: 
a) the cost of the treatment, if this is likely to be a problem
b) what results the patient can expect 
c) any possible side effects of treatment, including discomfort
d) the duration of treatment
e) the amount of help and support the patient may need from family or carers during 
     treatment and what follow-up may be necessary.

3 Support decision-making by the patient and his/her family by making sure you do not 
hurry them through the consultation.

4 Provide the patient and the family with appropriate information in the form of 
hand-outs and leaflets. This will optimise compliance and follow-up.

Tips for working with older patients

Copyright © 2008 AB Dey, Robert Lindfield and Ashish Goel. This is an open access article distributed under the Creative Commons Attribution License, 
which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.



The World Health Organization (WHO) 
estimates that almost 12 per cent of Fijians 
have diabetes. Although there are no official 
figures on the prevalence of diabetic retin-
opathy, a complication of diabetes, it is the 
second most common cause of vision loss 
after cataract in our hospital in Labasa, Fiji. 

One of the main problems with treating 
diabetic retinopathy is that patients remain 
asymptomatic until their disease is very 
advanced. They then present for evaluation 
when it may be too late to preserve their vision.

Ideally, we would like to identify people 
with diabetic retinopathy as early as 
possible so treatment can begin when it is 
more effective. However, screening large 
numbers of diabetic patients in clinics is 
difficult both because of the distances 
patients have to travel and because of 
limited health care resources (including 
human resources). In addition, people with 
diabetes are reluctant to make use of the 
health care system until their disease is very 
advanced. This is true both in Fiji and in 
developing countries around the world.

In order to provide a solution to this 
problem, we devised a simple photographic 
system to screen for diabetic retinopathy 
using a portable camera. This system could 
be implemented in conditions where there 
were no personnel experienced in fundus 
photography and where there was no 
financial support or information technology 
infrastructure. We decided to test this 
screening system in the field.

We chose a Topcon NW100 non-mydriatic 
camera (see picture above), because it was 
durable and easy to use (indeed, after 

practising with this camera for about an 
hour, a motivated student will be able to 
take acceptable fundus photographs). 
Although the camera can be used without 
mydriatics, it is much easier to photograph 
the retina if the pupils are dilated with 
0.5 per cent (or 1 per cent) tropicamide, 
especially if there are no darkened rooms in 
which to take the photographs. One of the 
nurses at our hospital in Labasa was trained 
in the use of the camera; she had no 
previous experience with either ophthalmic 
photography or fundus examination.  

This nurse travelled with the camera to 
small outlying medical clinics. There, she 
performed a preliminary examination with a 
torch to eliminate patients with obvious 
anterior segment problems, such as dense 
cataract, that would preclude photography. 
A total of 115 patients were photographed 
during this first screening mission. The 
images were stored on a laptop computer. 
An ophthalmologist at our hospital later 
analysed these images and provided a 
photographic diagnosis for each image.

In total, 75 per cent of the images 
(86 patients) were readable, meaning they 
were of sufficient quality to determine 
whether further evaluation was warranted. 
Nine  patients showed signs of diabetic retin-
opathy which would require laser treatment. 
These patients were then contacted by the 
outlying clinics and arrangements were made 
to bring them to our hospital for evaluation. 
All of these patients came in for treatment 
and in all cases the photographic diagnosis 
was correct. In the remaining 25 per cent of 
cases, the images weren’t readable; these 
patients were also encouraged to come to 
our hospital for a further examination.

We have since organised six further 
screenings. Of the 370 patients examined, 
a total of 30 per cent were found to have 
some degree of diabetic retinopathy and 
8–9 per cent had retinopathy that was 
severe enough to require laser treatment. 
So far, all patients requiring laser have 
attended our hospital for treatment. The 
quality of the photographs has also 
improved with experience; far fewer pictures 
are now unreadable. 

With this photographic screening 
technique, it is also possible to identify 
patients with milder degrees of retinopathy, 
who do not yet require treatment. This pool 
of patients is perhaps the most important, 
because they (and their physicians) can be 
made aware of any changes in their 
diabetes and of the need for improved 
control and monitoring of the disease.

Perhaps the most precarious aspect of this 
project is that everything depends on the 
ruggedness of the camera; we are very careful 
with maintaining and transporting it (no 
patients can be seen if the camera breaks). 
For instance, on the first day, the camera 
had been stored in an air-conditioned room; 
when it was taken outside it became 
soaked with condensation inside and out. 
Fortunately, it worked perfectly once it had 
dried out.

This screening method allows physicians’ 
time to be used more efficiently, as they 
don’t have to examine diabetic patients 
without retinopathy and can focus their 
attention on those needing treatment. This 
approach also has the advantage  of identi-
fying disease at an earlier stage, when 
treatment is both more effective and less 
time consuming.

EXCHAnGE

Using basic technology to screen for 
diabetic retinopathy in Fiji

Sandeep nakhate
Head of Ophthalmology Unit, Labasa Hospital, 
Labasa, Fiji.

maria Walker
Allen County Retinal Surgeons.

Jonathan Walker 
Allen County Retinal Surgeons, 7900 West 
Jefferson #300, Fort Wayne, IN 46804, USA. 
Email: jonwalker22@gmail.com

the camera being used in an outlying medical clinic. FIJI
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Clinically significant macular oedema 
with hard exudates encroaching on the 
fovea, identified using photographic 
screening in an asymptomatic patient.
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HOW TO

How to measure intraocular 
pressure: Schiötz tonometry

If glaucoma is diagnosed early, treatment 
can then be given that may preserve vision. 
Although raised intraocular pressure (IOP) is 
not the only sign of glaucoma, the IOP should 
be checked routinely on all adults attending 
eye care facilities. Applanation tonometry (as 
described in Issue 64, December 2007) is 
the most accurate method to measure IOP, 
but Schiötz tonometry is also a useful 
screening test. If Schiötz tonometry reveals 
a high IOP, this result should be checked 
and confirmed by applanation tonometry 
and the patient referred to the senior 
clinician at the eye clinic. 

you will need (Figure 1)
Schiötz tonometer, weights, and scale •	
card
local anaesthetic drops  •	
clean cotton wool or gauze swabs•	
isopropyl alcohol 70 per cent (methylated •	
spirit) or impregnated ‘Mediswabs’.

Preparation
Test the tonometer using the spherical •	
mould in the box and the 5.5 g weight. 
The pointer should immediately reach the 
‘0’ marking (see Figure 2).

Clean the plunger and disc of the •	
tonometer with a gauze swab (or cotton 
wool) and the methylated spirit (or a 
Mediswab). Wipe dry with a clean dry 
gauze swab (or cotton wool).
Lie the patient flat with his or her head •	
supported on a pillow.

method
Wash and dry your hands. •	
Position yourself correctly: stand upright, •	
behind the head of the patient, with your 
hands level with the patient’s head. Note 
the health worker’s good posture in Figure 3 
and the awkward position of the health 
worker in Figure 4. Bad posture can affect 
the tonometry reading. 
Instil local anaesthetic eye drops and wait •	
about 30 seconds.
Ask the patient to look at a fixed object •	
(the patient’s own thumb or finger held 
directly in front of his or her eyes may 
work) and to keep absolutely still.
With the thumb and index finger of one •	
hand, gently hold open the patient’s 
eyelids, taking care not to put any 
pressure on the eye (see Figure 5).
With the other hand, hold the tonometer •	
(with the 5.5 g weight) between the thumb 
and index finger and place the plunger on 
the central cornea (see Figure 5). 
Allow the disc to lower gently onto the •	
corneal surface.
Note the scale reading.•	
If the scale reading is ‘2’ or less, remove •	
the tonometer, replace the 5 g weight 
with the 7.5 g weight, and repeat the 
procedure.
Note the scale reading again and remove •	
the tonometer.

Tell the patient not to rub the eye – the •	
anaesthetic will last for about five minutes.
Clean and dry the tonometer head.•	
Repeat the whole procedure for the other •	
eye.
Clean and dry the tonometer again and •	
store it safely in the box.
Using the scale card, convert the noted •	
scale readings and record the IOP in the 
patient’s records.

Sue Stevens
Nurse Advisor to the Community Eye Health Journal, International Centre for Eye Health, 
London School of Hygiene and Tropical Medicine, Keppel Street, London WC1E 7HT, UK.

Information was printed inaccurately in 
the ‘How to’ article on applanation 
tonometry in Issue 64, December 2007. 
The corrections are shown here in bold.

Preparation
Ensure that the prism has been •	
disinfected with isopropyl alcohol 
70 per cent (methylated spirit) or 
sodium hypochlorite 1 per cent. the 
prism must be rinsed in sterile water 
and wiped dry with a clean swab (as 
residue of the disinfectant may cause 
a caustic burn on the cornea).

method
When the applanation tonometry 
procedure has been completed:

Wipe the prism with a clean, dry swab •	
and replace it in the receptacle 
containing the disinfectant.

Correction
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South Asian people, who aremore prone to diabetes, arealso at more risk ofdeveloping hypertension as aresult). Some medications(including those for arthritisor depression) and thecontraceptive pill can alsocause it, as can pregnancy,where high blood pressurecan lead to the  
life-threatening conditionpre-eclampsia. 

Extremely high bloodpressure is termed
‘malignant hypertension’.It damages the arterioles –

the very small arteries thattake blood on the last stagesof their journey – and cancause serious harm.Particularly at risk are thekidneys, brain and eyes.Malignant hypertension israre, but is often somethingthat happens quite quickly,over a period of weeks orless, so that the effect of thefast-rising pressure
contributes to the damage.

Diagnosis and treatmentBlood pressure of around180/110 mmHg or more canproduce symptoms including

headache, nausea, dizziness,drowsiness, nosebleeds,palpitations, shortness ofbreath – and/or blurred ordouble vision. However,most people with less severehigh blood pressure don’thave any symptoms – ifthey are diagnosed all, it isas part of a regular checkup. 
The first approach totreating hypertension isusually lifestyle changes,including a low salt diet. Ifthese don’t work, there isa range of medicationincluding antihypertensive

Hypertension and sightLiving with hypertensiveretinopathy
Steve Rebus was first diagnosed with hypertensive
retinopathy in March 2000. 

“We have high blood pressure in the family, but Iwasn’t aware at all that I had it myself. I never used
to have any health problems at all – I was at the gym
at the time, I ate pretty healthily and I didn’t smoke. “The first signs were a stiff neck, shortness of breath, and headaches like really bad

migraines. My sight was blurred, but I put it down to the headaches. I was also leaking

blood as well, which was quite frightening. My doctors weren’t sure what the problem

was, so because it wasn’t diagnosed, over three or four weeks, the sustained hypertension

burst my optic nerve. 

“Pretty much overnight, I found I could see very little. It was the worst pain I ever had,

all over my head – I was in tears all the time, feeling as if my head was exploding. When I

couldn’t move from my bed, my blood pressure was finally taken and I was rushed into

hospital and was told I had malignant hypertension. Since then I have been on medication

and my blood pressure has been fine. However, although my vision cleared slightly over

about a month, it is still very peripheral and partial. I’ve also got kidney damage.”

41

Eye health

Hypertension and sight High blood pressure is a widespread modern disease, and has been called the

silent killer. Its interaction with sight is also a cause for concern, and can have

devastating effects. Radhika Holmström investigates What is hypertension?Hypertension is the technicalname for high bloodpressure. It’s a condition thataffects around one in threeadults in the UK – rising toseven out of 10 people aged70 or over. 

Blood pressure itself is theforce produced in thenetwork of arteries aroundthe body as the heartpumps blood around thesystem (the arteries takeblood away from the heartand veins return it). Thisrises and falls with everycontraction of the heart. Itis measured by recordingboth the ‘systolic’ pressure –during a heartbeat – and the‘diastolic’ pressure – whenthe heart is resting. Theoverall blood pressure isrecorded as two figures(systolic over diastolic) inmillimetres of mercury. (Thisis for historical reasons –most measuring devicestoday are digital). If onefigure or the other is higherthan 140/90 mmHg – or130/80 in someone with

diabetes – the person isconsidered to have highblood pressure.

Everyone’s blood pressure ispushed up by stress oranxiety, as well as byexertion – but importantly,it goes down again
afterwards. It’s when bloodpressure is consistentlyhigher than normal that it istermed ‘hypertension’ andgives cause for concern. Thehigher it gets, the greaterthe risk of developingnarrowed arteries, whichcan lead to heart or kidneyproblems and/or strokes.

One of the big issues withhypertension is its linkswith other cardiovascularconditions. In particular, itworks in a destructivesynthesis with
atherosclerosis (or
arteriosclerosis), which isthe build-up of fattydeposits in the walls of thearteries. This decreases thecircumference of the vesselwall, so the same amount ofblood is forced through a

smaller channel and this inturn increases pressure.

Different categories ofhypertension
For the vast majority ofpeople who have
hypertension, there is nodefinite single cause: this isknown as primary oressential hypertension. Thefactors that contribute arethe familiar ones – lack ofphysical activity, too muchsalt (particularly important)or alcohol, being overweightand/or not eating enoughfruit and vegetables can allpush up the risk. There isalso a genetic link: thechildren of parents whohave hypertension are morelikely to develop it, andblack people are about threetimes more likely to developit than the rest of thepopulation.

‘Secondary hypertension’means that the hypertensionis linked to anothercondition, such as kidney orendocrine disease – notablydiabetes (which means that
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British Council for Prevention of 
Blindness Fellowship Programme
(starting September 2009)

Aim: to fund research and training of one 
clinician/scientist from UK and one from a 
low-income country

Value: £60,000 p/a per person for 2-3 years. 
Priority given to project proposals that further 
the aims of VISION 2020

Further information and application form: 
Visit www.bcpb.org/training.html or contact 
Jackie Webber at BCPB, 59-60 Russell Square, 
London WC1B 4HP. Email: info@bcpb.org

Closing date: 30th September 2008
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Next issue

The next issue of the Community Eye 
Health Journal will be the special 
20th anniversary edition: 1988– 2008

Seeing is
Believing
A New Vision
Working in partnership with leading
eyecare NGOs, SiB is investing 
USD 20 million in the development of
sustainable eye care services in the 
less-advantaged areas of 20 cities. 
The programme will provide poor,
marginalised populations with cataract
surgery, preventative treatment and
specialised medical interventions.
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Meetings
IaPB General assembly, 25–28 August, 
2008, Buenos Aires, Argentina. For more 
information and to book, visit http://8ga.
iapb.org or email agency@lvpei.org

rotary District 3310 3rd International 
Conference on avoidable Blindness, 25 
October 2008, Kota Kinabalu, Sabah, 
Malaysia. For information, email Dr John S Y 
Tan at cipremie@singnet.com.sg

Courses
International Centre for Eye Health, 
London, uK
Diploma in community eye health, 
18 February–23 May 2009. target audience: 
Eye care professionals. Information: visit 

www.Lshtm.ac.uk/prospectus/short/
sdceh.html or email shortcourses@
Lshtm.ac.uk

Kilimanjaro Centre for Community 
Ophthalmology, Tanzania
All courses are held by the Kilimanjaro Centre 
for Community Ophthalmology (KCCO) in 
collaboration with the Fred Hollows 
Foundation. Venue: KCCO, Moshi, Tanzania. 
Information: visit www.kcco.net or contact 
Genes Mng’anya at genes@kcco.net

addressing the challenges of •	
childhood cataract in africa: strategies 
for implementing services for children 
through child eye health tertiary 
facilities, 29 September– 3 October 2008. 
target audience: heads and key decision 

makers of VISION 2020 planning areas.
Certificate course in community eye •	
health, 13 October–5 December 2008. 
target audience: eye care programme 
managers, trainers, and key decision 
makers of national prevention of blindness 
programmes.
Bridging communities and eye care •	
providers to achieve VISION 2020 
in africa, 10–14 November 2008. 
target audience: eye care programme 
managers, trainers, and key decision 
makers of national prevention of 
blindness programmes.
Organisational and financial •	
management to achieve VISION 2020 
in africa, 17–28 November 2008. target 
audience: heads and key decision makers 
of VISION 2020 planning areas.


