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Eye Screening in Children : Its Relevance and Implications.
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Childhood blindness and visual impair ment are asimportant and perhaps
more devastating and disabling than adult onset blindness, because of the
long span of life ahead. School-age children constitute a particularly
vulnerable group where uncorrected refractive errors may have a dramatic
impact on learning capability and educational potential. The ultimate
moulding of a person’s personaity and potentiality rests with his nature,
surroundings and quality of eye sight. The school going years are formative
for children in determining their physical, intellectual and behavioral
development. Poor vision in childhood affects performance in school and
has a negative influence on the development and maturity. Further, most
school children do not redize that they are suffering from the ocular disability
asthey adjust to poor eye sight in different ways. They compensate for their
poor vision by sitting closer to the blackboard, or by holding their books
close to their eyes. They may aso squeeze their eyes. They may also tend
not to undertake any work that needs visual concentration, thus affecting
their performancet.

Refractive errors are the second major cause of blindnessin Indiaafter cataract
and themost common reason for patientsto consult ophthalmol ogist or ophthamic
assigtant. Over aquarter of theoutpatient aitendanceat dl eyeclinicsand hospitas
isdueto refractive errors’. Children form one of the main age groups requiring
atention to refractive errors because of the high prevalence of myopia,
hypermetropia and astigmatism.

MAGNITUDE OF PROBLEM

Itisestimated thet thereare 1.4 million blind children in theworld. An additiond
7millionsuffer fromlow visonandafurther 10 million children haveacorrectable
refractiveerror causing visua imparment (bilatera visud acuity of <6/ 18). There
isvery limited dataon the prevalence and causes of childhood blindness, whichis
the basic requirement for developing strategies towards its prevention or
management. Though no population based nationwidesurvey hasbeen undertaken
on the prevaence of blindnessin India, it is esimated to be 0.8/2000 childrenin
theagegroupof 0-15years. Currently, therearean estimated 270,000 blind children
in India®* and gpproximately 15, 000 are in schools for the blind.
Approximately 50%of al childhood blindnessinIndiaispreventableor treatable.
Childhood blindness and visud loss is important because of the impact on the
child’'s development, education, future work, opportunities & qudity of life. This
handicap has serious socid & economic consequences on the family and the
society. These negative effects are experienced throughout the child's life often
lasting 50 or more years.

Most of the available studies demonstrate that corneal and lenticular conditions
are the predominant causes of blindness whereas amongst children outside blind
schoals refractiveerrorsareimportant causes of visua impairment and blindness.
Myopiais a common cause of visua impairment which is usudly acquired and
nearly dwaysprogressve. It rarely occursbeforethe age of 5 yearsand new cases
gppear throughout childhood and adolescence, particularly between the ages of 6
to 15years.

EYE CARE SERVICESIN INDIA

Though management of common eye carealmentsisdoneby generd hedth care
deff, refraction servicesin Indiaare primarily provided by ophthalmologists and
paramedica workers. Out of 23,000 Primary Health Centers(PHCs) inthecountry,
only forty percent are equipped to providerefractive services. | dedlly, ophthamic
assgant should be available at each PHC. However, currently, they are serving a

larger population as they are based at Community Hedlth Centers (CHCs) or
Block PHCs.

SCHOOL EYE SCREENING PROGRAM

National Program for Contral of Blindness (NPCB) wasinitiated by Ministry
of Hedthand Family Welfare, Government of Indiaintheyear 1976 and primarily
administered by respective State Governmentsin collaborationwith district hedlth
authorities through public and NGO indiitutions.

School Eye Screening (SES) program became an integrd part of the NPCB
since 1994 after successful implementation et five pilot digtricts. This program
focused initialy on screening of studentsin “middle and secondary schools’ or
schools having 5" to 10" standard students. The activities under SES program
include identification of schoals, collection of information on number of students
and teachers, screening and referrd centres, training of school teechers, training
of generd hedlth carepersonnd , confirmation of “ suspect” studentsby ophthamic
assgant/ ophthalmologist, prescription of glasses, and provision of freeglassesto
students from poor socioeconomic srata

ORGANIZATION OF SES PROGRAM

The actud planning of SESis carried out by respective Didtrict Hedlth Societies
(DHS) kesping variousparametersunder considerationlikehalidays, examinations,
involvement of teachers in academic activities, availability of human resource,
other events in the didtrict etc. In generd, it is usuadly carried out during April-
September of each year as the number of cataract surgery increases from the
month of October onwards.

Fromeach school, oneteacher issdlected for aone-day training course. Preference
isgiven to women, o asto counteract prejudice agang girls wearing spectecles,
and to teachers who themsdlves wear spectacles as they are likely to be more
moativated. During the training, teachers are provided with akit for screening the
childreninther schools. Theteacher’skit containsasix-meter (20 feet) measuring
tape, standard vison screening “ E” card, referra card for children with suspected
poor vision, and educationd material.

PROCEDURE FOR SCREENING OF
REFRACTIVE ERRORS AMONGST SCHOOL
CHILDREN

For theinitia screening, asingle optotype of the Snellen’s chart or the ‘E’ chart
can be easlly administered by minimdly trained personnd. Thisis alow cod,
non-invasive, rapid, reliable and acceptable method. The conventional Snellen's
chatswith al the 7-lines of the optotypes may be confusing for use by personnd
like the school teachers and st&ff. In addition, the conventiona charts are easily
memorized by the children thus making them less ussful for screening. A single
optotypelikethe‘'E’ can be rotated each time the child seesit, and thuseach eye
can be tested differently. With the limbs of the ‘E’ facing in different directions,
children are asked to identify a leest three optotypes with each eye (rotating the
card for the second eye, so thet the |etters are in different configuration) before
labeling them as having abnormal or normal vision. The screening is carried out
in the following way: From a distance of sx meters (measured with the tape
provided), child isshown thevision card, which iswhitewith four black “Es’ of
sandard size(6/9 of Snellen’schart). For each eye, child hastoindicatethedirection
of the open end of the “E”. By smply rotating the card, the sequence can be
changed. Thechildindicatesthedirectioncorrectly (eyesight “good”) or incorrectly
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(eyesight “not good”). I thereisany doubt, theteacher should record the eyesight
PROVISION OF SPECTACLES

Each child with arefractiveerror will requireaspecific frameaccording to hisher
head sze and power of corrective lenses depending on the degree of error. An
agreement is usudly made by Disdtrict Hedlth Society with one or more of the
local opticiansfor supply of low cost quality spectacles (acetate framewith white
Englishlenses) for dl children referred to them or orders placed with them under
the program. Experience has shown that contractua agreement can be arrived at
half the usud retail price prevaentinthelocd area.

Since this activity generates publicity about the need for spectacles amongst the
children and adults outside the school as well, the additional clientage for the
optician increases his volume of business. This serves as an additiond incentive
for the opticians on contract and they agree for reduced rates in the contract. If
there is nonavailability of optician in the concerned didtrict, arrangements are
mede with an outside optician for supply of spectacles. In the event of non
arangement of gpectacles, SESisnot started at all!

DEVELOPMENTS

Children eye care programs are different from programs targeting adults, asthe
primary decision maker inthe case of children with eye problemsis often not the
subject with the problem. Additiondly, the decision maker is often not aware of
the problem, asthe child is unable to express his discomfort.

The effective and efficient delivery of SES program is ensured by making the
district education department and schoolsto run the program themsalves efter the
initid thrust and support. The cost of SES component isborne by Government of
Indiaincluding provisonof Rs125/- for glassesfor poor childrenthrough District
Hedth Society funds. This amount was being enhanced during 11th five year
(2007-2012) plan period with additiona provision of in-service training of
ophthalmologist in pediatric ophthalmology. Other initiatives proposed by
Government of Indiafor andiorating childhood blindness for the 11th five year
period include development of Pediatric Ophthalmology units, Low Vision
Services Centres, provision of latest equipment and Low-Visud adsat identified
public ingtitutions (Medica colleges and Regiond Ingtitutes of Ophthalmology)
and non-governmenta organizations (NGO), strengthening of eye banks and
services for corned trangplantation, provison of financid assistance of cornedl
trangplantation in NGO sector and development and dissemingtion of resource
materia on various childhood eye diseaselike Vitamin A deficiency, eyeinjuries,
refractive errors, cornedl opacities and retinopathy of prematurity (ROP).

THE CHALLENGES

The availability and access of infragtructure, services, trained manpower, cogt of
spectacles, and community awareness is an area of concern. It isachalengeto
reach the community residing in under/unserved areas and out-of-school children
within available resources, infrastructure and trained manpower. Pediatric
ophthamology, asaseparate subspeciaty, isnot yet well established, and services
targeting children are not often offered separately by ophthamologists. Training
toaddressocular problemsrdatingtochildrenisnot alwaysapart of every resdency
program and very few ingtitutions offer post-resdency training programs in
pediatric ophthalmol ogy, athough thishasimproved during the past few years®.
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SCOPE FOR IMPROVEMENT

1. Services should be targeted at Neonates / infants (birth to 6 months), Pre-
school (6monthsto 5 years), Schoal children (5to 15 years)

2. Thesavicesshould beddivered Aspart of PH.C. & ICDSat thecommunity
levd, Integrated into adidtrict eye care programme et the secondary leve of
cae, At aspecidized referrd and training centre at the tertiary level

3. The personnd involved in this programmes at the community level (like
Child Development Project Officer, Supervisors, ANMs and Anganwadi
workersin ICDS) should be given some basic training in detection of eye
conditionsthat need to be referred and the basic fundamentals of eye hedlth,
dressing the importance of nutrition.

4.  Educating theparamedicd staff involved in materna & child careat primary
& secondary hedlth centers.

5. Theimportance of crossreferral between Paediatrician, obgtratician, genera
practitioners & ophthamologists.

6. Train adeguate number of paediatric ophthalmologist in the country dong
with training paramedical gaff epecidly Orthoptists and optometrists. This
can be done by developing astructured training programmes at Indiitutions
in India deding with the large volume of childhood eye disorders.

CONCLUSION

Thereisaneed for epidermiologica research for redlistic needsassessment. There
should be Community based programmesto control Vitamin A deficiency & eye
infectionstowardsthe prevention of childhood blindness. Basic trestment should
bedonea PHC and Didtrict level hospitals Thereshould beprovision of affordable
spectacles for children with significant refractive errors .There should be
development of tertiary centers to provide curative service. There should be
provision of low vision sarvicesfor children with abest corrected visua acuity of
6/24 — 1/60. Community based rehabilitation programmes and education should
be encouraged.
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