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Abstract

A recent review of the causes and prevalence
of low vision and blindness world wide is lack-
ing. Such review is important for highlighting
the causes and prevalence of visual impairment
in the different parts of the world. Also, it is
important in providing information on the types
and magnitude of eye care programs needed in
different parts of the world. In this article, the
causes and prevalence of low vision and blind-
ness in different parts of the world are reviewed
and the socio-economic and psychological
implications are briefly discussed. The review
is based on an extensive review of the litera-
ture using computer data bases combined with
review of available national, regional and inter-
national journals. Low vision and blindness are
more prevalent in the developing countries than
in the developed ones. Generally, the causes
and prevalence of the conditions vary widely in
different parts of the world and even within the
same country. World wide, cataract is the most
common cause of blindness and low vision
among adults and elderly. Infectious diseases
such as trachoma and onchocerciasis result-
ing in low vision and blindness are peculiar
to Africa, Asia and South America. Hereditary
and congenital conditions are the most common
causes of low vision and blindness among chil-
dren worldwide.

Keywords: Visual impairment, blindness,
low vision, partial sight, prevalence, cataract,
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Introduction

There are many low vision and blind people
worldwide, and there is a considerable amount of
data available on the prevalence of low vision and
blindness in many parts of the world. The data,
however, vary significantly from one continent to
another. In 1995, the World Health Organization
(WHO) Task Force on data on blindness estimated
that there were 37.1 million blind people world-
wide, indicating a global prevalence of 0.7 percent'.
According to that report, the prevalence values
range from 0.3% in the developed countries to
1.4% in Sub-Saharan African countries. The preva-
lence of visual impairment is expected to be higher
in the developing countries due to the low level of
health care services in many of the countries. It has
subsequently been reported that 110 million people
have severely impaired vision, hence are at great
risk of becoming blind>. More recently, follow-
ing a review of available data, Watkins® estimated
that there were about 40 million people (0.7%)
who are blind worldwide and predicted an annual
increase of about two million. In both developing
and developed countries, the prevalence of low
vision and blindness increases with age, particularly
among people over 60 years of age. This is due to
age-related eye diseases such as cataract, macular
degeneration et cetera, which have high prevalence
among this age group. A review of available data on
prevalence of low vision and blindness in various
regions of the world is presented below.

Africa
It is generally known that Aftica has a high rate
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of blindness. It has been estimated that approxi-
mately 1% of Africa’s population is blind* and
a higher prevalence has been estimated for Sub-
Saharan Africa'. The most common causes of
low vision and blindness among adults are cata-
ract, corneal and retinal diseases. About half of
the blindness is due to cataract alone™ ¢. Women
accounted for approximately 60% of the blind; an
age-adjusted prevalence of blindness in women
was 1.39 times higher than in males™¢. A national
blindness prevalence of 0.7% was reported for
Ghana based on hospital data’. A subsequent
population-based survey® on the prevalence of
major blinding disorder in the Wenchi district in
central Ghana estimated the prevalence of blind-
ness among those 30 years and older to be 1.7%,
and additionally, the prevalence of low vision was
2%. That study showed that cataract (62.5%) was
the most common cause of blindness in individuals
aged 30 years and older. Other common causes of
blindness identified in that study were onchocer-
ciasis (12.5%), non-trachomatous corneal opacity
(8.2%), and refractive error (4.2%). Blindness and
low vision in the extreme Northern Province of
Cameroon has been attributed mainly to cataract’.
A survey in South Western Nigeria showed
blindness rate of 0.9%, and cataract, (48.1%) and
onchocerciasis (14.8%) were the most common
causes of blindness. Another survey'' in Eastern
Nigeria also identified cataract (70.6%), glaucoma
(17.65%) and macular degeneration (5.9%) as
the most common (54%) causes of blindness. In
the rural districts of Segou in Mali, cataract was
reported to be the most common cause of visual
loss and was most prevalent among those 50 years
of age and older'?. Other causes in that study were
trachoma and glaucoma. In the Central African
Republic, cataract (51%) was found to be the main
cause of blindness, followed by glaucoma (12.7%)
and onchocerciasis (8.1%)".

A survey" of ocular status of Kenyan rural
communities showed that 0.7% of the population
sample was blind and another 2.6% were partially
sighted. Cataract, (36% of all blindness) was the
major cause of blindness and was responsible for
39% of all low vision cases. Other common con-
ditions in that rural Kenya study were non-tracho-
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matous infections and trachoma, which occurred
in 0.4% and 0.3% of the population respectively.
In another study'® among the Turkana tribe in the
North West of Kenya, the major causes of blind-
ness among those below 35 years of age were cor-
neal diseases from xerophthalmia and trachoma.
Among those over 45 years, cataract was the main
cause of blindness. In a population based sur-
vey'® in the Hammer tribe of Ethiopia, blindness
occurred in 1.9% of the population. Among those
aged 40 years and over, 1% of the men and 13%
of the women were blind. Women and men with
low vision or blindness comprised 30% in that age
stratum. The survey identified cataract as the major
cause of blindness. A similar survey in the Jimma
Zone of Ethiopia'’, found cataract (56.8%), refrac-
tive error (28.8%), and corneal opacity (12.8%)
to be major causes of low vision. Also, cataract
and aphakia (52.4%), corneal opacity and phthisis
bulbi (25.4%) and glaucoma (9.5%) featured sig-
nificantly as major causes of blindness.

In South Africa, a population-based study
showed that cataract and glaucoma were the major
causes of blindness in the rural parts of KwaZulu
Natal Province'®. A similar study in the Northern
part of South Africa found the prevalence of blind-
ness to be 0.5% and women had higher prevalence
than men'. Cataract (55%), corneal scarring due
to trachoma (10%), uncorrected aphakia (9%) and
open angle glaucoma (6%) were found to be major
causes of blindness'. In 1995, the national popu-
lation of South Africa was estimated at about 41
million out of which about 131 000 were estimated
to be partially sighted and 262 000 estimated to be
blind®. The total number of the visually impaired,
therefore, was about 400 000. The prevalence of
low vision in South Africa according to these fig-
ures was reported to be 0.32% and that of blindness
was 0.64 per cent”. A more recent study in the
central region of the Limpopo Province of South
Africa®, reported prevalence of low vision, mon-
ocular blindness and binocular blindness of 2.43%,
1.77% and 0.73% respectively and the main causes
of low vision were cataract, corneal opacities
and glaucoma. Other causes were hypertensive
retinopathy, diabetic retinopathy, and trauma. The
main causes of monocular blindness were cataract,
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trauma and infections, while the major causes of
binocular blindness were cataract, glaucoma, cor-
neal opacities, and trauma.

Corneal diseases are common in many parts
of Africa and are mainly due to malnutrition or
infections such as onchocerciasis and trachoma.
Onchocerciasis is a major ocular health problem
in equatorial West Africa. In Liberia”, onchocer-
ciasis was reported as the cause of all blindness,
and one-third of low vision. Over half of the visual
impairment caused by onchocerciasis was due to
posterior segment diseases such as chorioretinal
disorder and retinal pigment epithelium atrophy.

The above review shows that cataract is a
major cause of blindness in all parts of Africa.
Fortunately, most of the blindness due to cata-
ract can be reversed following cataract surgery
with intra-ocular implant or contact or ophthalmic
lenses. Unfortunately, however, the scarcity of
ophthalmologists is a major problem affecting eye
care services in many parts of Africa. Also, poor
distribution of optometrists resulting in scarcity of
optometrists in the rural areas could be a contrib-
uting factor as this will affect referral. Infectious
diseases and malnutrition are also considered to
be a common cause of blindness, especially in the
rural areas of Africa.

Americas and Canada

In the Baltimore eye survey, the rates of visual
loss with functional consequences was found to
range from 0.74% among the white population
aged 40-49 years to 26% among blacks 80 years
and older®. In a study in East Baltimore*, which
included those that are 40 years and older, 22%
of blindness was due to senile cataract and 15%
was due to age-related macular degeneration and
13% of blindness cases was due to glaucoma.
In Salisbury (Maryland) eye evaluation study®,
macular degeneration (1.2%) was more common
among the whites compared to 0.5% among the
blacks, whereas, cataract 2.7% vs 1.1%, glaucoma
0.9% vs 0.1% and diabetic retinopathy (1.2 vs
0.2%) were more common among the African
Americans. In a review presented by Munoz and
West?, cataract, glaucoma and diabetic retinopathy
were the common causes of blindness among those
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40 years and older in Chile, Brazil and Peru. Age-
related macular degeneration has been document-
ed as a leading cause of blindness among elderly
patients in Canada, accounting for 40 to 50% of
new cases of blindness”’.

East Mediterranean and Asia Pacific region

The prevalence of low vision and blindness in
Asia is relatively high and cataract has been identi-
fied as a major cause. It has been estimated that
the prevalence of blindness in India® is 1% and
cataract, (80% of blindness cases) has been found
to be a major cause of blindness®™ ». It was further
estimated that nearly 4 million people are blinded
by cataract in India each year”. In Saudi Arabia,
the prevalence of low vision and blindness among
the general population has been reported to be 7.8
% and 1.5% respectively® and cataract (52.8%)
was the leading causes of blindness, affecting more
females than males. Other common causes were
trachoma (10.5%), non-trachomatous corneal scars
(8.8%), uncorrected refractive error (8.8%), and
congenital anomalies (5.1%). In Bangladesh, cata-
ract and refractive error have been reported as the
main causes of blindness®'. In Mongolia®, a survey
of those aged 40 years and older revealed a preva-
lence of 1.5% for blindness and 0.64%, for low
vision, which were equivalent to a national esti-
mate of 1.4% and 7.7% respectively. It was estab-
lished that cataract (35%) and glaucoma (35%)
were the main causes of blindness in that country.
In Lebanon, the prevalence of low vision was 3.9%
and blindness 0.6% and cataract and uncorrected
high refractive errors were found to be common
causes of visual impairment®. Prevalence of low
vision and blindness in Teharan, Iran was reported
to be 1.11% and 0.39% and the major causes were
cataract (36%), macular degeneration (20%) and
amblyopia (10.7%)*. The prevalence of blindness
in Nepal®® has been estimated to be 0.84%. In a
survey* of patients who attended the low vision
clinic of the Hong Kong Society for the Blind,
cataract (27.4%) was found to be the main cause of
visual impairment. Myopic degeneration (9%) and
age-related macular degeneration (8.8%) were also
found to be important causes of low vision.

A population-based survey’’ of visual impair-
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ment and blindness in a sub-urban area of Hong
Kong also found that cataract and refractive errors
were the main causes of visual impairment and
blindness among people 60 years and older. Others
were myopic degeneration (9.0%) and age related
macular degeneration (8.8%). A national sample
survey of blindness and low vision in China®*®
indicated the prevalence of blindness and low
vision was 0.43 percent and the major causes of
the conditions were cataract (41.06%), corneal dis-
eases (15.38%), trachoma (10.87%), and glaucoma
(8.8%). In Malaysia®, among the general popula-
tion, the most common causes of low vision were
congenital structural defects, nystagmus, retinitis
pigmentosa, and macular dystrophy. Among those
60 years and older, however, macular degenera-
tion, diabetic retinopathy and glaucoma were the
most common causes of low vision. Retinitis pig-
mentosa (21.5%) was found to be the main cause
of low vision in the 30-59 age groups.

Europe

The prevalence of blindness in the European
Economic Community (EEC) has been reported*
to be 0.2%. Using the data collected from blind-
ness registration certificates, Giltrow-Tyler*' found
that the major causes of blindness in England
among adults 65 years and older were degen-
erative macula, posterior pole condition (43.2%),
glaucoma (9.1%) senile cataract (6.7%) and dia-
betic retinopathy (5.8%). Among the 16-64 years
age groups, the major causes of blindness were
diabetic retinopathy (19.7%), hereditary retinal
dystrophies (10.8%), and optic atrophy (10.4%). A
retrospective review* of similar data for the period
1980-1985 in the Bradford Metropolitan district
showed that age-related macular degeneration was
the most important cause of visual handicap,
accounting for 43.9% of all registrations. Other
common causes were glaucoma (16.2%), diabetic
retinopathy (6.3%), myopic degeneration (6.1%),
optic atrophy (4.4%), cerebrovascular diseases
(3.8%), cataract (3.6%), and retinal vascular occlu-
sive disease (3.2%). The ratio of female to male
registration was found to be 1.8:1. A study of the
causes of blindness in the adult population of the
republic of Ireland reported macular degeneration
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(16%), glaucoma (16%) and cataract 11% as the
main causes of low vision and blindness®.

Among the elderly population registered as
blind in Denmark, 71% had age-related macular
degeneration*. A population-based survey on mid-
dle aged and elderly population in Casteldaccia,
Sicily* showed that the prevalence of low vision
and blindness were 1.22% and 0.47% respectively
among the middle aged and elderly populations and
the major cause of blindness was cataract, followed
by amblyopia. A blindness and low vision survey*’
in South East Turkey reported a prevalence of low
vision of 1.5% and that of blindness was 0.45 per-
cent. Compared with the blindness prevalence of
0.2% in the European Economic Community, the
age standardized prevalence of blindness in South
East Turkey was eight times as high and low vision
and blindness were due to cataract (50%), corneal
opacity (15%), and glaucoma (12%)*.

Oceania

A study of visual impairment and eye diseases
in elderly institutionalized Australians found
age-related macular degeneration (44%) to be
the main cause of low vision and blindness*. A
survey among the Australian elderly population,
50 years and older identified cataract and macu-
lar degeneration as the main causes of low vision
and blindness*. Diabetic retinopathy has been
estimated to be the most common cause of blind-
ness among working-age Australians®. A survey
designed to estimate the prevalence and causes
of blindness in the Kingdom of Tonga, showed
that the prevalence of blindness in the Kingdom
was 0.47%. All that were affected were aged
over 50 years and cataract was responsible for
68.4% of blindness and low vision (83%) among
population over 20 years of age®.

A summary of the causes of low vision and
blindness in the various regions of the world is
shown in Table 1.

Childhood low vision and blindness

A large proportion of low vision and blind chil-
dren live in the developing countries. An estimated
1.5 million children are blind worldwide and most
of them live in Asia®. The causes and prevalence
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of low vision and blindness vary significantly from
one region to another, being influenced by factors
such as socioeconomic factors in the region. In the
developed countries, the prevalence of blindness
is in the range of 0.02-0.04%, whereas, in devel-
oping countries, the prevalence can be as high as
0.11 percent”. Causes of blindness in children
are commonly genetic in origin. These include
congenital cataract, congenital nystagmus, Leber’s
amaurosis, retinitis pigmentosa, Usher’s syndrome,
albinism, congenital glaucoma, microphthalmos,
anophthalmos, aniridia ef cefera. A review of data
on childhood low vision and blindness are pre-
sented below.

Africa

There is a large number of partially sighted and
blind children in Aftica and the causes of the con-
ditions differ from what one would find in the adult
or general population. Data from Malawi, Gambia,
Nigeria, Benin, and Cameroon have shown that
childhood blindness prevalence in these parts of
Africa ranges from 0.5 to 1.10 per 1000 children®*
3, Childhood visual impairment from these parts
of East and West Africa has been reported to be
mainly due to measles, small pox, malnutrition
and congenital cataract’>>’. The major causes of
childhood blindness in South Africa® have been

reported to be nutritional (vitamin A deficiency),
infections (measles, rubella, ophthalmia neonato-
rum), inherited genetic disorders. Others include
problems related to birth, harmful eye practices
by non trained workers and cerebral hypoxia. The
most common genetic eye disorders reported were
retinitis pigmentosa, albinism, cataract and glau-
coma, while problems related to birth were mainly
retinopathy of prematurity®. In a national survey®’
of children at 15 schools for the blind in South
Africa, hereditary diseases accounted for 33%
of low vision and blindness. Others were intra-
uterine factors such as rubella and toxoplasmosis
(0.9%) and perinatal conditions such as retinopa-
thy of prematurity and ophthalmic neonatorum
(13.1%). Following a study of the record cards of
children attending special education schools in the
Northern Province of South Africa, it was found
that albinism was the common cause of low vision
among the children®,

Americas and Canada

A study” in Metropolitan Atlanta, USA, iden-
tified genetic condition (43%) as a major cause
of visual impairment among children. Similar
findings were reported in a study at Alabama, by
Decarlo and Nowakowski® who found visual
impairment (30.9%) resulting mainly from optic

Table 1. Causes of low vision and blindness in different parts of the world.

Common causes of blindness and low vision in various regions of the world

Africa

America and
Canada

East Med. and
Asia Pacific

Europe

Oceania

Senile cata-
ract, glaucoma,
corneal opacity
(non-trachoma-
tous), uncor-
rected aphakia,
infections and
diseases (oncho-
cerciasis, tracho-
matous and non-
trachomatous)
xerophthalmia,
trauma, macula
degeneration

Diabetes, cataract,
age-related macu-
lar degeneration

Cataract, corneal
opacities (non-
trachomatous),
infections (tracho-
matous and non-
trachomatous),
retinitis pigmen-
tosa, age-related
macular degenera-
tion, diabetic reti-
nopathy, glauco-
ma, optic atrophy

Age-related
macular degen-
eration, glaucoma,
cataract, diabetic
retinopathy,
hereditary retinal
dystrophies,

optic atrophy

Age-related
macular degen-
eration, dia-
betic retinopathy,
cataract
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nerve involvement (optic atrophy, Leber’s optic,
optic nerve hypoplasia), primary aniridia (12.2%),
cataract/aphakia (13.8), albinism (13.0%), and reti-
nitis pigmentosa, to be the most common causes of
childhood visual impairment. In Brazil, congenital
disorders, bilateral toxoplasmic macular scar, optic
atrophy and cataract have been reported as the
main causes of low vision in children®'. A survey of
childhood blindness in Peruvian children identified
congenital and hereditary conditions (leukoma, con-
genital cataract, congenital glaucoma, tapetoretinal
degeneration, optic atrophy and retinoblastoma)
as well as infections (measles) as the most com-
mon causes of blindness®. Childhood blindness
in Chile® has been attributed to hereditary factors
(29.6%), perinatal factor (22.5%), and intra-uterine
factor (8.2%). Retinopathy of prematurity account-
ed for 17.6% of all children with severe visual loss
in that country. A review presented by Manos and
West* indicated that the common causes of child-
hood blindness in Argentina, Bolivia, Brazil and
Chile were retinopathy of prematurity, glaucoma,
cataract and optic atrophy.

East Mediterranean and Asia Pacific region.

A high prevalence of childhood visual impair-
ment and blindness has been reported in many
parts of Asia. In India, corneal staphyloma, corneal
scar and phthisis attributed to vitamin A deficiency
have been found to be major causes of childhood
blindness*. Another study® in the country found
hereditary/congenital conditions such as congeni-
tal glaucoma, hereditary macular degeneration,
retinitis pigmentosa and albinism) to be major
causes of visual impairment accounting for 64%
of cases. Hornby et al*® also found hereditary fac-
tors (34.8%) as a major cause of blindness and low
vision among children attending special education
schools in India. In Sri Lanka®, hereditary diseases
(35%) intra-uterine factors (3.5%) were common
causes of blindness among children attending
schools for the blind. The hereditary factors includ-
ed bilateral microphthalmos (26%), anophthalmos
and phthisis (10%) and retinal diseases were the
second most common cause of visual loss account-
ing for 22% of cases. Cataract (17%) was reported
as the main cause of ‘avoidable’ childhood low
vision. Other causes of low vision and blindness in
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Sri Lanka were optic nerve atrophy (7%), congeni-
tal glaucoma (6%) and corneal scarring associated
with vitamin A deficiency (2%).

In Saudi Arabia®, the prevalence of low vision
among children was 1.16% (male) and 1.22%
(females) and the corresponding values for blind-
ness were 0.24% and 0.20% respectively. In the
West Bank and Gaza strip of the Middle East,
toxoplasmosis, optic atrophy and glaucoma have
been reported to be the main causes of blindness®.
In a national epidemiological survey of blind-
ness and low vision in China, hereditary factors
(48.46%) were found to be the leading causes of
blindness among children less than 14 years of
age®™. A survey of childhood blindness in China
among children in the blind schools in 18 prov-
inces found microphthalmos (25.5%), retinal dys-
trophies (24.9%), and cataract (18.8%) to be major
causes of childhood blindness®. Sight-threatening
conditions affecting children in Hong Kong were
generally congenital or hereditary in nature*. Also,
in Malaysia*, hereditary and congenital structural
defects were reported as the common causes of
visual impairment among children.

Europe

Blindness registration data from England,
Wales and the Scandinavian countries have
been used to estimate that the prevalence of
blindness in children ranges from 0.1 to 0.4 per
1000 children®. In England, among children
under 16 years of age, major causes of registered
blindness were congenital anomalies. These
included congenital cataract (25%) and optic
atrophy (20.4%). Others were degenerative con-
ditions (7.4%), and hereditary retinal dystrophies
(6.9%)*. In Cyprus™, hereditary diseases (79%
of cases), pre-natal (non-genetic) 4%, perinatal
and post natal acquired conditions (13%) were
the common causes of childhood blindness. In
Iceland” hereditary diseases have been found
to be the major cause of childhood blindness. In
a national survey of blindness among children
in the Republic of Ireland, genetic conditions
(Leber’s amaurosis, albinism, cortical blindness)
constitute 16%, prenatal cases (optic nerve hypo-
plasia, optic atrophy, cortical blindness) 40% and
perinatal conditions (retinopathy of prematurity,
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Table 2. Causes of Childhood low vision and blindness in different parts of the world.

Common causes of childhood low vision and blindness in various regions of the world

albinism, microph-
thalmos, anophthal-
mos, optic atrophy,
uveal coloboma,
buphthamos. Reti-
nitis pigmentosa

Acquired includ-
ing infections
xerophthalmia,
trauma amblyopia,
infections (easles,
small pox, rubella)

Leber’s optic nerve
atrophy, aniridia,
cataract, albinism,
toxoplasmic macu-
lar scar, perinatal
factors, retinopathy
of prematurity

optic nerve atrophy,
microphthalmos,
anophthalmos,
Usher’s disease,
Leber’s maurosis.
nystagmus, reti-
nitis pigemntosa,
albinism, macular
degeneration

Acquired includ-
ing infections
Trachoma, xeroph-
thalmia, toxoplas-

ract, nystagmus,
Leber’s amau-
rosis, retinitis
pigmentosa,
Ushers syndrome
albinism, optic
atrophy, optic
nerve hypoplasia

Africa Americas and East Mediter- Europe Oceania
Canada ranean and Asia
Pacific
Hereditary/Con- | Hereditary/Con- | Hereditary/Con- | Hereditary/Con- | Hereditary/Con-
genital genital genital genital genital
Cataract, glaucoma | Optic atrophy, Cataract, glaucoma, | Congenital cata- | Cataract, nys-

tagmus, rubella,
albinism, optic
atrophy, aniridia,
microphthalmos.
Leber’s amaurosis.
macular dystro-
phy (including
Stargardt’s).
Acquired

trauma

mosis

optic atrophy and cortical blindness) 27% consti-
tute the major causes of blindness™.

Oceania

In Australia, hereditary diseases were the
main causes of blindness in children™ ™. Data
collected from a low vision clinic at Brisbane
showed that primary congenital nystagmus
(17.6%) was the most common cause of low
vision among children. Other common causes
were congenital cataract (15.8%), rubella
(9.3%), albinism (7.5%), and primary optic
atrophy (6.3%)”. A retrospective study of pedi-
atric clinical files from the Kooyong low vision
clinic (Melbourne, Australia)’ showed that the
major causes of low vision were congenital or
inherited conditions. These included congenital
cataract (13.5%), primary optic atrophy (9.4%),
macular dystrophies (Stargardt’s and other dys-
trophies) (8.3%), congenital nystagmus (7.8%),
albinism (7.6%), and rubella (5.9%).

The above review shows that congenital,
intra-uterine and perinatal conditions are the

il

common causes of childhood blindness world-
wide. A summary of the various causes of low
vision and blindness in the various regions of
the world is shown in Table 2.

Consequences of low vision and blindness
Ocular disorders resulting from genetic or dis-
ease conditions may lead to visual impairment and
visual disability, which may subsequently lead to
visual handicap. Visual handicap has been defined
as the actual or perceived social, economic and psy-
chological disadvantages which result from visual
disability”. All blind and many low vision patients
face problems in performing visually guided daily
activities such as reading, identifying street names,
house numbers, object recognition, mobility, driv-
ing, chopping foods, measuring liquids, watching
television et cetera. The limitations and frustrations
experienced by these people can result in loss of
independence, depression and in many cases, a
deterioration of general health’. Low vision and
blindness are more common among the elderly
who in addition may have difficulty in hearing,
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may have systemic problems such as diabetes
or hypertension. The vision problem, therefore
complicates the health problems, hence, presents
a greater risk for depression and other emotional
manifestations.

Many visually impaired persons are economi-
cally disadvantaged because of their visual status.
Many cannot find a job or could lose their jobs due
to visual loss. Also, the social attention required by
this category of people is great. Many blind people
need other people to take care of them, this may in
certain cases, require full time care, hence, prevent-
ing others from taking up employments. Blindness
(childhood or adult) is of major economic and
social consequence to the family, the community
and the nation. It is usually more costly to educate
partially sighted and blind persons than their nor-
mally sighted counterparts. Also, rehabilitation of
the visually impaired person is quite expensive,
relying on interdisciplinary professionals or para-
professionals to provide effective services. Eye
care is just a component of the need of the visually
impaired persons; hence eye care professionals
do not have the total responsibility for the reha-
bilitation of the visually impaired. Quite often, the
patient requires other services (social, psychologi-
cal, educational, economic ef cetera, which cannot
be met by the eye care professionals. This makes
rehabilitation of the visually impaired persons
quite complicated and expensive.

Sudden visual loss can lead to feelings of
shock, denial and anger which may eventually
lead to depression. Slow but progressive vision
loss can lead to anxiety, apprehension and worry
about becoming blind and consequences of blind-
ness. These psychological manifestations are quite
expected, especially if a person becomes suddenly
blind or faces imminent blindness as an adult. As
others must go to work or to school, the visually
impaired person may have to stay at home. This
may lead to feelings of social isolation, unhappi-
ness, low self esteem and hopelessness. Visual
impairment can be debilitating and devastating,
particularly so if it occurs during adulthood. This
person has been independent in all spheres of
life, but suddenly has to rely on others for even
mundane activities such as reading letters, walking
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around, cooking and self keeping. In view of these
socio-economic and psychological implications of
low vision and blindness, this category of people
needs multidisciplinary approach for their com-
prehensive rehabilitation and require special needs
which should be given due attention by health,
academic and social institutions.

Conclusion

Cataract constitutes a major cause of blindness
and low vision among adults and elderly in many
parts of the world, while genetic and perinatal con-
ditions were the most common cause of childhood
blindness. It is difficult to compare the prevalence
data for low vision and blindness in different parts
of the world because of the differences in ages of
the subjects and methods of the data collection
employed. In general, however, the conditions
are more prevalent in the developing countries
than in the developed ones, therefore requiring
greater attention by the health care authorities.
Appropriate and effective preventive strategies in
form of eye care education may greatly reduce the
high prevalence of visual impairment due to infec-
tions and malnutrition in the developing countries.
Also, greater focus on cataract surgery will reduce
blindness due to cataract world wide.
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