
communities surveyed. The main reason for 
discontinuation of spectacle wear in women 
was given as community pressure and 
cosmetic factors. The stigma attached to 
spectacle use was apparent in women, who 
were keen to know about the other options 
available, such as contact lenses and 
refractive surgery. These women reported 
that they often had to face social pressure, 
not only in terms of appearance, but also 
because of the perception that their children 
may inherit their visual impairment. 

In rural areas, 69 per cent of people 
thought that using spectacles would cause 
their vision to deteriorate; they therefore tried 
to avoid it. However, the perception of most of 
the respondents was positive with regards to 
the use of spectacles by children. Respondents 
said that it helped children to continue their 
education and improved their quality of life. 
However, they also felt that spectacle wear 
hindered children’s participation in sport and 
other extracurricular activities. 

The majority of respondents countrywide 
reported accessing refractive error services in 
the private, rather than public, sector. They 
said this was because, in the private sector, 
they could access both refraction and 
spectacle dispensing services at the same 
location. They were also not satisfied with the 
attitudes of service providers in the public 
sector.

The average amount paid for spectacles 
in poorer communities ranged from US $1.5 
to US $4. In most instances, refraction was 
included in the price. The average amount 
spent by middle-class families on spectacles 
ranged from US $6 to US $10. Throughout 
Pakistan, a range of affordable spectacle 
frames were available; however, there was a 
clear lack of high-quality, modern spectacle 
frames in the smaller towns. 

In summary, this study suggests that there 
are currently a number of barriers to the 
effective correction of refractive errors:

lack of awareness and recognition of 
refractive error as a correctable cause of 
visual impairment, compounded by the 
non-availability of affordable services
cultural factors which lead to discontinu-
ation of the use of spectacles, especially in 
women
lack of awareness among providers that 
good quality, attractive, and comfortable 
spectacles are essential to ensure 
continued use of spectacles. 

When designing refractive error programmes, 
consumers’ perspectives are often ignored. 
However, we feel strongly that community 
studies should form part of the planning 
process.
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Experiences with optical 
centres in West Africa 

Trent Huon
Optometrist and Advisor to Sightsavers 
International, West Africa Regional Office, 
PO Box 18190, Airport, Accra, Ghana.

While working for Sightsavers International in 
2003, I took over the management of an 
optical centre in Hohoe, Ghana (established 
in 1999), with the view to making it 
sustainable by improving profitability.

The basic changes we made were to run 
the centre more like a business. 

However, after two years, the model 
proved to be unsustainable because of cost 
issues (the expense of running outreach trips, 
too many staff members), as well as a lack of 
community ownership, staff commitment, 
and patronage in the local area.

The lessons learnt in Ghana were subse-
quently applied to the setting up of optical 
centres within existing Sightsavers International-
sponsored eye care facilities in hospitals in 
Cameroon, Nigeria, Mali, and Guinea. These 
lessons were also put in practice when reorgan-
ising two existing facilities in Sierra Leone. 

In order to avoid the problems we experi-
enced in Ghana, such as lack of patronage in 
the local area, we undertook an assessment 
of the potential centres. We considered 
several factors beforehand: available space 
at the clinics, local private and public optical 
suppliers, local population numbers, the 
proximity of the optical centre to the main 
population centres, patronage at the current 
clinic, existing facilities available at the clinic, 
available staff or training institutions, hospital 
administration and local government 
commitment, the influence of other stake-
holders, current memoranda of understanding, 
and so on.

After this assessment, we compiled 
orders for equipment and materials. The 
stock for the centres included fashionable 
frames, lenses (single vision and bifocal), 
readers, cases, cords, and low vision 
supplies (providing low vision services forms 

part of the centres’ remit).
Staffing was a delicate issue, as optical 

centres often do not fit into existing 
government salary and employment struc-
tures. This is an area that requires extensive 
advocacy by NGOs and private providers to 
improve the acceptance of optical providers 
within the public system. Optical and low 
vision service provision is further complicated 
by the lack of training facilities available.

Our experiences in Ghana suggested that 
we needed a strong outline of procedures in 
the optical centres. This led to the devel-
opment of an extensive handbook that is 
used in day-to-day operations. 

The handbook outlined the records to be 
kept, operational guidelines, storeroom 
procedures, outreach guidelines, staff job 
descriptions, administrative requirements, 
and a monitoring checklist. 

A generic version of this document was 
developed as the basis for organising the 
new optical centres. However, it was heavily 
adapted to suit local circumstances; the 
organisational structure, in particular, was 
adapted to fit within existing eye clinic and 
hospital procedures.

Another lesson we learnt was to treat our 
patients as customers: we are aiming for 
profit and independence, and frames are as 
much about style as they are about function. 
Frame styles and lens types should be 
considered with the local population in mind.

The centres have only been operating 
since the beginning of 2007, and reports are 
now coming in. The biggest issues are with 
record keeping (store room procedures, 
recording payments, taking patient details) 
and improving the refraction and dispensing 
skills of staff. The focus now is also on gener-
ating awareness of refractive errors within 
the local communities.

In my opinion, the long-term success of 
the centres is dependent on the close 
monitoring of their operations, particularly 
proper stock keeping, financial accounta-
bility, and quality of service. This can indeed 
be accomplished if we train staff and set up 
appropriate systems.
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