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We know that, in many low- and middleincome countries, low vision services are
limited to tertiary or teaching hospitals,
which means that most people are not
able to access them.
If this is the case, who can those with
low vision turn to for help?
People with low vision do not fit
comfortably within the job descriptions of
most health and education professionals.
• They are not blind, so rehabilitation
workers may not feel able to help them
• Clinicians (ophthalmologists,
ophthalmic nurses, and other mid-level
personnel) feel there is nothing more
they can do
• Optometrists and refractionists can
improve their vision, but cannot help
them to see ‘normally’
• Special education teachers are usually
trained just to work with children who
are blind, and may not have the
additional training needed to help
children use low vision devices and
advise them about where to sit and the
importance of using their vision.
In fact, the services of all of these people
are vital to ensure that the person with
low vision can live a full life.
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One of the most important things we
can do, whatever our own role, is to be
aware of what other services may help
the person with low vision and refer
them. And we must communicate
with the person, the family, and our
colleagues in these other services about
the care the person needs, in clear and
simple language.

Importance of referral
People with low vision may need clinical
care, refraction, and rehabilitation
support, and children and others in
full-time education will also require
educational support. We may be the

first point of contact for the person
with low vision, or their last hope for
help. Whatever the case, it is our
responsibility to find out whether the
people who come to us have received
clinical and refractive error care. If they
have not, it is essential that we refer
them. If they have, we must find out
what other support they might need and
refer them.
But it is not enough to just refer – it is
also our responsibility to make contact
with our colleagues in local community
rehabilitation and educational support
services. Refer people as appropriate,
and share information with these

Providing a basic low vision service at district level: what is the minimum we need?
The Low Vision Working Group of VISION
2020 has endorsed a Standard List for
low vision services.1 However, it may not
always be possible to purchase all the
items on the Standard List.
We have put together a list of the
minimum equipment and devices you
would need to offer a basic low vision
service at district level. This list is based
on our experience in the field, and we hope
it will help you to start providing low vision
support where no other service is available.
Keep accurate records of who you see
and how they have been helped. Collect
quotes from patients saying how they
have benefited, and use these and your
records to ask for further training,
increased funding, and better equipment
for your low vision clinic. Always refer
people with complex needs for services
at a higher level.
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Ophthalmic equipment
• Streak retinoscope
• Direct ophthalmoscope
• An ordinary trial lens set; a full aperture
trial set is preferable
• Universal trial frames
• At least one pair of paediatric trial frames
• Pen torch and measuring tape.
Vision assessment equipment
• Distant LogMAR test charts: at least
have tumbling Es
• Near vision tests: at least have
tumbling Es
• Reading acuity test. This can be
created on computer using N or M
sizes.
Optical low vision devices
• Spectacle magnifiers: locally made
high positive add spectacles, from
+4D to +12D, in steps of 2D.

• Four hand-held magnifiers (nonilluminated) from 5D to 20D. For
example, one of 6D, one of 10D, one
of 15D, and one of 20D
• Non-illuminated stand magnifiers from
10D to 25D. For example, one of 12D,
one of 16D, one of 24D
• Use a variety of locally available
sunglasses in different shades if filters
are not available
Non-optical devices
• Reading/writing stand: locally made
• Reading slit, signature guide, and
writing guide: all locally produced.
Further reading
1 Standard list of low vision services. Comm Eye Health J
2004; 17(49): 8.
2 Hasan Minto. Establishing low vision services at
secondary level. Comm Eye Health J 2004;17(49): 5.
Both available on the Community Eye Health
Update CD and online: www.cehjournal.org/
journal.html

colleagues about any changes in the
needs and vision-related abilities of the
person with low vision.

Different levels of
low vision care

Primary/community level
Nurses, ophthalmic nurses, communitybased workers, and other mid-level
personnel can do the following:
• Be alert and identify people who might
have low vision
• Refer them for diagnosis, prognosis,
and good refraction
• Refer older children and adults who
have useful vision to low vision services
at secondary or district level
• Refer young children and adults with
complex needs to tertiary level
• After diagnosis, refraction, and referral
for low vision care, advise on non-optical
interventions and environmental
modifications (pages 7,8, and 12) and
refer for educational support and
community-based rehabilitation if needed.
Secondary or district level
At secondary or district level, services are
aimed mainly at adults and older children

who want to access print or perform tasks
that require good near vision. The panel
on page 14 lists the minimum equipment
you will need to start a low vision service
at secondary or district level.
At this level, optometrists and
mid-level eye care workers can be trained
to give basic low vision services appropriate to their skills and experience.
They should have good communication
skills and be able to do the following:
• Test distance and near visual acuity
(ideally also in younger children)
• Perform objective and subjective
refraction
• Perform minimum essential low vision
assessments (page 4 onwards)
• Prescribe essential low to medium
magnification devices for near and
distance, with training in their use
(pages 9–10)
• Advise patients on non-optical
interventions and environmental
modifications (page 12)
• Refer people to the most appropriate
person or organisation for further
training, financial help, and education
• Refer young children and those with
complex needs to the tertiary level

• Ensure regular follow-up of adults and
children who were seen at tertiary level.
Tertiary level or teaching hospital
Well-trained, dedicated low vision staff
can provide the following:
• Complex assessment tests
• Refraction of people with complex
problems
• Provision of a wide range of devices,
including electronic devices
• Good links to education and
rehabilitation services
• Training the use of low vision devices.

Beyond the clinic
There will be many more people with low
vision in the community who need our
services.
Think about how you can reach out to
tell them about what you offer. Plan
outreach clinics, or link with others
working in the community.
Visit schools for the blind – perhaps
there are children who will be able to use
their remaining vision if they receive low
vision support.
Low vision work may be challenging,
but it is immensely rewarding!
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Our recent survey1,2 found that low vision
services were often inaccessible to large
numbers of people in low- and middleincome countries.
Based on the findings of this research,
we suggest three areas for action: human
resources, sustainability of services, and
advocacy. However, it is important to keep
in mind that these strategies must be
adapted to suit your situation.
Human resources
• Integrate low vision into existing
ophthalmic and optometric curricula
and include it in the practical training of
education and rehabilitation workers
• Offer informal low vision workshops and
courses for eye care workers who have
not received formal training.
• Delegate tasks to less specialised health
workers where possible. For instance,
instead of the optometrist doing the
simple refraction and basic low vision

care, a trained vision technician could
do these tasks.
• Build on the skills of existing staff. For
example, in areas where there are no
ophthalmologists or optometrists,
refractionists, ophthalmic nurses, and
opticians can be trained to take on
additional low vision tasks appropriate
to their skills and experience.

• Non-governmental organisations must
work together with the private sector
and government to support and fund
low vision services. However, for this to
work in the long term, the government
must take the lead and take ownership
of programmes and services.

Sustainability
Strengthen community-based rehabilitation and outreach services.

1 Use strong research evidence on
which to formulate policy.
2 Encourage NGOs and all stakeholders
with an interest in low vision to come
together under one umbrella organisation, i.e. a national VISION 2020 or
prevention of blindness committee.
The group can then deliver the policy
message with one clear voice.

• During outreach, you could explain or
show how the home environment can
be adapted and make timely referrals to
district level care. Through outreach,
people can be followed up to ensure
they are still able to use their low vision
devices, and you can give refresher
lessons to those who need it. In
addition, children with poor vision can
be detected and supported early.
• Outreach services should be carried out
on a regular basis, although the
frequency may vary, depending on
need.
• Integrate low vision services into existing
education, rehabilitation, and eye care
systems. Establish appropriate and
healthy collaborations between the
government and the private sector.
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Advocacy
We recommend two strategies:

Once advocacy and lobbying have started,
more detailed planning must be done at
the implementation level. For instance,
encourage local government and policy
makers to include low vision in their
district VISION 2020 or eye care plans.
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