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Cover photograph: View of The Great Enclosure from the Hill complex of the Great Zimbabwe, the ruins of the
late Iron Age city of the Kingdom of Zimbabwe in Masvingo Province, Zimbabwe. Photograph on this page: on
our way to the Hill complex! On page 15: the RAAB trainees and trainer.
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LIST OF ACRONYMS AND DEFINITIONS
ARMD
BCVA
Blind
CBM
CEHI
CI
CSC
CSR
DR
FLV
IAPB
IOL
MOHCC
MRCZ
MVI
PCO
PVA
RAAB
SVI
URE
VA
WHO

Age Related Macular Degeneration
Best corrected visual acuity
Visual Acuity <3/60 with available correction
Christian Blind Mission
Community Eye Health Institute, University of Cape Town, South Africa
Confidence interval, usually with 95% probability
Cataract Surgical Coverage
Cataract surgical rate (no of cataract surgeries per million population per year)
Diabetic Retinopathy
Functional low vision BCVA < 6/18 to perception of light in the better eye
International Agency for the Prevention of Blindness
Intra-ocular lens
Ministry of Health and Child Care
Medical Research Council of Zimbabwe
Moderate visual impairment – presenting VA <6/18 – 6/60
Posterior capsular opacification
Presenting Visual Acuity
Rapid Assessment of Avoidable Blindness
Severe visual impairment – presenting VA <6/60 – 3/60
Uncorrected Refractive error
Visual Acuity
World Health Organization

Eye care
programme
VISION 2020
targets
UCT-CEHI

The collection of structures, people and activities that has a common goal
to provide eye health care services to the population of a geopolitical
entity
Disease control, human resource and infrastructural development targets
set by the IAPB’s campaign to eliminate avoidable blindness by the year
2020
The Community Eye Health Institute of the University of Cape Town, South
Africa

EXECUTIVE SUMMARY
A rapid assessment of avoidable blindness (RAAB) was conducted in Masvingo Province,
Zimbabwe from February to March 2019. This population-based survey was organised by
the Zimbabwe Council for the Blind (through funding from Christian Blind Mission), in
collaboration with Ministry of Health and Child Care. The aim was to assess the current
situation on blindness and visual impairment in Masvingo.
The standard RAAB methodology was used. The proportion of the population aged 50 years
or more according to the 2012 National Census is 11.9%, representing a total of 177 667
people. The sample size was calculated using an estimated prevalence of blindness of 3.0%
 0.7% with 95% confidence interval based on previous RAAB findings in the region, giving a
sample size of 3756 or 76 clusters of 50 people aged 50 years or more.
Data was collected using a standard pre-coded RAAB Survey Record in English, which was
operated through a smart phone application. The examination team received training in the
use of this, and the posting of the records to the database. Interviews were conducted at
the respondents’ homes and examinations done under low illumination for posterior
segment examination. Examination procedures included measurement of visual acuity (VA)
with available correction and pinhole correction, assessment of lens status in each eye with
distant direct ophthalmoscopy and examination of the dilated pupil with ophthalmoscope if
VA<6/18 and not due to cataract, corneal scar or refractive error. If vision impairment was
found, the cause in the eye and the person was determined.
A total of 3 795 people aged 50 years or more were examined, representing a response rate
of 99.9%. The sample prevalence of bilateral blindness with available correction (presenting
visual acuity - PVA <3/60) in people aged 50 years or more in the better eye is 3.6% (95%
confidence interval: 2.9 – 4.2); 3.5% in males and 3.6% in females. Untreated cataract is the
most common cause of bilateral blindness (PVA<3/60 in the better eye) with 65.2%,
followed by glaucoma (16.3%) and non-trachomatous corneal opacity (10.4%). A total of
94.8% of bilateral blindness in persons is considered avoidable, 65.2% is treatable
(untreated cataract, uncorrected aphakia and refractive error), 11.1% is preventable by
primary eye care and 18.5% is preventable by specialised ophthalmic services. Posterior
segment diseases account for 22.2% of bilateral blindness.
About half (52.2%) of people blind due to cataract (VA<3/60) have been operated on and
59.7% of eyes operated for cataract can see 6/18 or better (“Good outcome”) while 25.7%
cannot see 6/60 (“Poor outcome”) with available correction. “Cost” (48.2%), “Need not
felt” (18.3%) and “Cannot access treatment” (18.3%) are the main reasons why people aged
50 years or more, who are blind due to untreated cataract do not go for surgery. The
projected all-ages prevalence of blindness in Masvingo Province is 0.46%.
There is a need to further strengthen the eye care services in Masvingo Province, to improve
the quality and the quantity of cataract operations. Detection and treatment of glaucoma
and refractive error also need improvement. Future investments should incorporate closer
clinical monitoring and more periodic evaluation of programme outcomes.

BACKGROUND
Zimbabwe’s first Rapid Assessment of Avoidable Blindness (RAAB) was conducted in
Manicaland Province in 2016 and found a blindness prevalence in people aged 50 years or
more of 3.1%, with untreated cataract the most common cause of bilateral blindness at
67.2%. Only 49.1% of people blind due to cataract had been operated on, with good
outcomes obtained in 55.9% of operated cases. The main reasons for people with vision
loss due to cataract not going for surgery were lack of awareness and cost of surgery.
Measures to address the short-comings identified by the RAAB have been incorporated into
the National Eye Care Strategic Plan, along with plans to conduct further RAABs to
characterize the burden of avoidable blindness in other provinces.
In the light of this, the National Eye Care Committee determined that a RAAB be conducted
in the Masvingo Province. Dr Joseph Joseph, the provincial ophthalmologist based at
Morgenster Mission Hospital in Masvingo was the Principal Investigator for the study and Dr
Boniface Macheka was the Principal Co-investigator. The RAAB survey was organised by the
Zimbabwe Council for the Blind, in collaboration with the Ministry of Health and Child Care
(MOHCC). The University of Cape Town's Community Eye Health Institute facilitated the
training, data collection and analysis for the RAAB, in partnership with CBM.
The RAAB is a relatively inexpensive, simple research methodology that is widely used in the
eye care sector to determine the burden of blindness and visual impairment for the purpose
of planning and advocacy for eye care services. The RAAB is a complete system ready to be
used by local eye care teams and includes provision for training, data collection and
analysis1. RAABs are usually conducted for a population of 500 000 to 5 000 000 people.
The entire survey can be completed using local eye care teams, comprising of
ophthalmologists, ophthalmic nurses, optometrists, who are trained and equipped with
basic eye care equipment. They visit households in the sampled areas, interviewing and
examining people aged 50 years or more to obtain information about blindness and visual
impairment. Since the data analysis and report generation is automated and incorporated in
the software, no outside assistance is required for data analysis and report generation.
In addition to calculating the age-specific prevalence of blindness, visual impairment and
their causes, the analysis provides estimates of general population prevalence, cataract
surgical coverage and the barriers to cataract surgery. This information is used for planning
and implementing effective eye care service in the provincial health system, with the aim of
meeting the objectives of the National Eye Care Strategic plan.
The RAAB programme package was developed for the International Centre for Eye Health, London
School of Hygiene & Tropical Medicine, Keppel Street, London, WC1E 7HT, United Kingdom, (© 20142015 RAAB Repository). The principal investigator and research team were authorised to use the
programme and its associated resources free of charge. The software was developed for Windows and
is programmed in Visual FoxPro version 9.0®. The reports are generated through Crystal Reports 10 ®.
1

INTRODUCTION
The Republic of Zimbabwe is a landlocked country in southern Africa, bordered by
Mozambique in the east, South Africa in the South, Botswana, Zambia and Malawi in the
west. According to World Bank projections in 2017 an estimated 16.5 million people live in
the country, of which approximately two-thirds resides in rural areas.
Zimbabwe is divided into
eight administrative
provinces and 62 districts
plus two cities with
provincial status. Masvingo
Province is the third largest
province and situated on
the south-eastern border
with South Africa and
Mozambique, with
Matabeleland South,
Mashonaland East,
Manicaland and Midlands
provinces bordering to the
west and north. The
province has a population
of 1 485 090 people (2012
census), comprising 697
992 males and 787 098
females. The province has
a relatively young
population with 45% under
15 years of age. The urbanrural split is 10% to 90%.
Masvingo Province covers
an area of 56 566 km2 and is
made up of 9 districts, of
which the combined
Masvingo district is the
most populous (total
population 300 000). The
district houses the city,
Masvingo, with a total
population of 87 886.

Map of Zimbabwe (top), showing Masvingo province in the southeast and Masvingo province (bottom)
showing the districts).

The main ophthalmic surgical centre is at Morgenster Mission Hospital, situated near the
provincial capital. Under the leadership of the provincial ophthalmologist, and with support
from development partners CBM and Zimbabwe Council for the Blind, the provincial eye
care team provides comprehensive eye service of high quality to the entire province.
RATIONALE FOR RESEARCH
The Vision Loss Expert Group reported that, in 2015, the prevalence of blindness has
dropped to 36 million globally (Bourne, 2017), thanks to efforts of the VISION 2020
campaign, which was launched by the WHO and International Agency for the
Prevention of Blindness (IAPB) in 1999. However, 216.6 million people are moderate
to severely visual impaired and a further 188.5 million suffer mild visual impairment.
Sub-Saharan Africa carries a disproportionately high load of this burden, causing
disability and poverty in vulnerable communities in the region (WHO, 2011). More
than 75% of blindness can be avoided through prevention and effective, low cost
treatments, like cataract surgery (Lecuona, 2011).
Over the last few years, there has been a steady increase in RAABs conducted in the SubSaharan African region, but population-based data on the use of cataract services or the
outcome of current services is still sparse. These data are needed for planning and
providing the appropriate benchmarks to measure progress towards VISION 2020 goals.
Like the RAAB in Manicaland province in 2016, this one in Masvingo province will
provide data about the prevalence of blindness and visual impairment, its main
causes, the output and quality of eye care services, barriers, cataract surgical coverage
and other indicators of eye care services. This information will help eye health
managers to develop a plan of action based on community needs and better monitor
and control existing blindness prevention services in the province.
The Masvingo Province RAAB provides opportunity to obtain more useful data to be
used for planning, implementing and monitoring of eye care services in Zimbabwe.
The aim of this RAAB was to determine the magnitude and causes of blindness and visual
impairment in Masvingo Province, Zimbabwe.
The research objectives were:
1.
2.
3.
4.

To determine the magnitude and causes of avoidable blindness in people aged 50 years
or more in Masvingo Province
To determine the cataract surgical coverage in Masvingo Province
To determine the outcomes of cataract surgery which has been provided in Masvingo
Province
To determine the barriers to uptake of cataract surgery.

METHODS USED
The study population was all the residents of Masvingo Province aged 50 years or more.
Study design
This was a population-based cross-sectional study. The standardized Rapid Assessment of
Avoidable Blindness (RAAB) methodology was used. Quantitative methods were used to
collect data on socio-demographic profile of respondents, their visual status, major causes
of blindness and visual impairment, cataract surgical services and outcome of surgery.
Sample size and sampling strategy
Sampling was done using multi-stage systematic cluster random sampling with clusters
selected with probability proportional to size, followed by random selection of participants
within the sampled clusters.
The proportion of the population aged 50 years or more according to the 2012 National
Census is 11.9%, representing a total of 177 667 people. A sample size adequate to
demonstrate a prevalence of blindness of 3.0%  0.7% with 95% confidence was calculated,
primarily based on the Manicaland RAAB findings. This was increased for non-participation
(10%) and design effect (1.5), resulting in a sample size of 3756 or 76 clusters of 50 people
aged 50 years or more.
A sampling frame was created based on the 2012 national census and consisted of 261
enumeration areas (EAs) called wards in Masvingo Province. The population sizes of the
wards ranged from 2773 to 20482, with an average of 6867 people per cluster. Using the
cluster selection module in the RAAB software, the 76 EAs were selected from this sampling
frame with a probability proportional to the size of the population. A list of selected clusters
in Masvingo is included as Appendix 1.
Inclusion and exclusion criteria
All the people aged 50 years or more who lived in the household were eligible to participate
in the study. People who were guests or visitors were not eligible for the study and those
who refused to participate were excluded. However, people who resided in the household
but were not available or physically incapable of examination were included in the study.
Data collection
Data was collected using a standard pre-coded RAAB Survey Record in English (Appendix),
which was operated through a smart phone application. The examination team received
training in the use of this, and the posting of the records to the database.
Interviews were conducted in the respondents’ homes and examinations done inside the
house to ensure low illumination for posterior segment examination. Examination
procedures included measurement of visual acuity (VA) with available correction and
pinhole correction, assessment of lens status in each eye with distant direct
ophthalmoscopy and examination of the dilated pupil with ophthalmoscope if VA<6/18 and
not due to cataract, corneal scar or refractive error.

The data collection started on the 20th of February and finished on the 14th of March 2019.
Data was collected and entered in the survey record using the RAAB examination protocol
and coding instructions for the survey record. The data collected included general
information such as cluster number, respondent number, name, age, sex, and examination
status of the respondent. Participant data was saved in the smartphone application and sent
to the coordinator for collation and preparation for analysis. No personal identifiers were
recorded in the smartphone application.
If poor vision due to cataract was encountered, the participant was asked the reason for not
going for surgery and if previously operated, the participant was asked to provide details of
the surgery.
Analysis and interpretation
Following completion of data collection, the data was cleaned and prepared for analysis.
The RAAB software allows for automatic analysis of the data and generation of a summary
report, complete with interpretive comments, tables and figures.
Methods of achieving validity and reliability
Five examination teams, which were comprised of ophthalmic nurses plus a team made up
of the two ophthalmologists completed the RAAB training programme, from 04 – 08
February 2019 at the Great Zimbabwe Hotel, Masvingo District. The training covered
standardized definitions in the survey protocol, compact segment sampling, enrolment and
examination procedures, the method of obtaining informed consent and recording and
sending data, which was facilitated by a certified RAAB trainer.
Inter-observer variation was determined using the RAAB guidelines and a “Gold standard”
examiner used to compare with the different survey teams the measurements of visual
acuity in each eye, visual acuity with pinhole in each eye, examination of the lens in each
eye, and the main cause of visual acuity < 6/18 in each eye and in the (better eye) person.
The two Principal investigators, both ophthalmologists, were also involved in in-field
supervision to ensure completeness and accuracy of the survey records.
Each of the four examination teams were assigned a cluster informer, who created detailed
maps of the selected cluster segments with the help of ward counsellors. These annotated
maps, along with contact information of local village health workers were sent to the field
teams to help them with location of eligible participants in the selected cluster segment.
The RAAB facilitator provided regular updates of progress to the coordinator and principal
investigators, including reports of errors and guidance for correction. Halfway through the
data collection, the co-principal investigator made a monitoring visit to the field teams to
identify challenges and provide support where needed.
Ethical considerations and informed consent
Approval to conduct research was obtained from the Medical Research Council of
Zimbabwe prior to embarking on any research related activity. Provision was made to
obtain written informed consent from survey participants.

Following authorization by the MoHCC, this research report may be disseminated to
stakeholders of the Masvingo Provincial Eye care Programme and provided to the National
Prevention of Blindness Committee and the International Centre for Eye Health inclusion in
the RAAB repository. The reports, or extracts of them, may also be published as papers in
peer reviewed journals and presented at conferences and IAPB meetings to add to the body
of knowledge about the global magnitude of avoidable blindness.
FINDINGS
The following is a summary of the key findings2. Further details and graphic illustrations can
be seen in the software-generated reports, attached.
Response rate and demographic representation in the sample (See “Summary report”)
Of the 3 800 people aged 50 years or more who were eligible, a total of 3 795 people aged
50 years or more were examined, representing a response rate of 99.9%. Four were not
available and one refused.
The sample comprised 1 533 males and 2 262 females, 40.4% and 59.6% of the sample
respectively, which is comparable to the 39.7%: 60.3% male: female proportions in the
general population. The age representation was similar but the 80 years or more age group,
for which the male proportion was 69.5%, only comprised 9.5% of the total sample.
Blindness and visual impairment in the sample (See “Summary report”)
The sample prevalence of bilateral blindness with available correction (presenting visual
acuity - PVA <3/60) in people aged 50 years or more in the better eye is 3.6% (95%
confidence interval: 2.9 – 4.2); 3.5% in males and 3.6% in females. The prevalence of
bilateral severe visual impairment (SVI) is 2.2% (1.7 – 2.8) and bilateral moderate visual
impairment (MVI) is 6.9% (5.6 – 7.9). The prevalence of functional low vision, requiring low
vision services, is 1.8% (1.4 – 2.3).
Age and sex adjusted blindness and visual impairment (See “Summary report”)
An estimated 6 684 people aged 50 years or more are bilateral blind, representing a
blindness prevalence for the province of 3.9% (3.2 – 4.5). A further 4 362 people aged 50
years or more are severely visually impaired and another 12 964 people have moderate
visual impairment. Among them 3 508 people aged 50 years or more have functional low
vision, requiring low vision services.
Causes of bilateral blindness and visual impairment (See “Sample results – not adjusted”)
In people aged 50 years or more, untreated cataract is the most common cause of bilateral
blindness (PVA<3/60 in the better eye) with 65.2%, followed by glaucoma (16.3%) and nontrachomatous corneal opacity (10.4%). Untreated cataract (74.1%) is also the main cause of
bilateral severe visual impairment, followed by glaucoma (8.2%) and uncorrected refractive
error (5.9%). Uncorrected refractive error (21.5%) is the second most common cause (after
untreated cataract, 69.7%) of bilateral moderate visual impairment.
2

Where applicable, population projection adjustments are required.

A total of 94.8% of bilateral blindness in persons is considered avoidable, 65.2% is treatable
(untreated cataract, uncorrected aphakia and refractive error), 11.1% is preventable by
primary eye care and 18.5% is preventable by specialised ophthalmic services. Posterior
segment diseases account for 22.2% of bilateral blindness.
A total of 97.7% of bilateral severe visual impairment in persons is considered avoidable,
80.0% is treatable (untreated cataract, uncorrected aphakia and refractive error), 4.7% is
preventable by primary eye care and 12.9% is preventable by specialised ophthalmic
services. Posterior segment diseases account for 10.6% of bilateral severe visual
impairment.
Avoidable blindness could be most effectively treated with cataract surgery (65.2% of
blindness) and prevented through provision of ophthalmic services and providing primary
eye care services (18.5% and 18.1% of the causes of blindness respectively.
Vision loss due to cataract (See “Age and sex adjusted prevalence and estimates”)
The age and sex adjusted prevalence of bilateral blindness due to cataract is 2.0% (1.5% 2.6%), which is an estimated 3 628 people in Masvingo Province. This represents
approximately 54.3% of those who are blind: 988 males (1.4%) and 2 640 females (2.5%).
There are an estimated 18 409 eyes blind due to cataract in the province.
With an indication for cataract surgery of best corrected visual acuity (BCVA) of <6/60 an
estimated 6 319 people aged 50 years or more require surgery in both eyes and an
estimated 25 522 eyes would require surgery.
With an indication for cataract surgery of BCVA <6/18 an estimated 14 426 aged 50 years or
more require surgery in both eyes and an estimated 42 864 eyes would require surgery.
Cataract Surgical Coverage (See “Age and sex adjusted prevalence and estimates”)
In Masvingo Province, 52.2% of people who are blind due to cataract (VA<3/60) have been
operated on, 50.0% of males and 52.8% of females. The coverage for people with VA<6/60
is 40.8% (males 37.0% and females 42.2%) and for people with VA<6/18 is 26.5% (22.8%
males and 28.5% females).
Further, only 34.2% of eyes blind due to cataract (VA<3/60) have been operated on, 36.0%
for males and 33.2% for females. The coverage for eyes with VA<6/60 is 27.2% (males 28.2%
and females 26.7%) and eyes with VA<6/18 is 18.2% (17.4% and 18.7% respectively).
More than 86.9% of operated eyes were of people aged 60 years and older, with males
comprising 88.2% and females 86.2%.
Visual outcome after cataract surgery (See “Visual outcome after cataract surgery”)
A total of 59.7% of eyes operated for cataract can see 6/18 or better (“Good outcome”) and
25.7% cannot see 6/60 (“Poor outcome”) with available correction. With best correction
(pinhole VA), results improve to 64.4% “Good outcome” but the “Poor outcome” remains at
25.7%. 94.8% of the operated eyes had an IOL implanted, with all those not receiving an IOL
implant returning a “Poor outcome” visual acuity.

Visual outcome of eyes operated during the last 3 years (69.2% Good; 19.2% Poor) is better
compared to those operated 4-6 years ago (55.3% Good; 27.7% Poor) but worse than those
operated 7 or more years ago (51.5% Good; 31.8% Poor), when considering the “Good”
parameter. However, when the “Poor” parameter is considered, the outcomes become
increasingly worse over these time intervals. This is illustrated by the high proportion
(67.3%) of poor outcomes caused by sequelae to cataract surgery. Poor selection (18.4%) is
the second most common cause of poor visual outcomes. Overall, visual outcomes after
surgery are below the recommended standards of the WHO.
Place of surgery (See “Visual outcome after cataract surgery”)
In the sample, all cataract operations occurred within the province, with 93.2% occurring at
the Morgenster Mission Hospital and 5.8% through outreach, mostly by the same
ophthalmic team, at government hospitals in Masvingo Province. Only 1% occurred at
private hospitals.
Visual outcome results are better when done in Morgenster Mission Hospital (62.4% Good
outcomes) than when done on outreach (27.3%), tested with available correction.
Barriers to cataract surgery (See “Reasons why people blind due to cataract…”)
“Cost” (48.2%), “Need not felt” (18.3%) and “Cannot access treatment” (18.3%) are the
main reasons why people aged 50 years or more, who are blind due to untreated cataract
do not go for surgery. Females are mostly barred by “Cost” (56.8% compared to males
which is 30.2%) but report less “Need not felt” (14.4%) than males (26.4%). The pattern is
the same for people 50 years or more, who are unilaterally blind due to cataract, except
that the males: female distinction is less pronounced.
Refractive errors (See “Sample results – not adjusted”)
The prevalence of total refractive errors is 4.6% (males 4.8% and females 4.4%) with 1.6%
prevalence for uncorrected refractive error, equally occurring in males and females.
Uncorrected presbyopia occurs in 93.0% of people aged 50 years or more.
Posterior segment causes (See “Sample results – not adjusted”)
Posterior segment conditions cause 22.2% of blindness, 10.6% of severe visual impairment
and 5.0% of moderate visual impairment. Glaucoma is the most common cause of blindness
in persons (16.3%) and eyes (10.4%). Diabetic retinopathy is the cause of 0.7% of blindness
in persons and 0.5% of blindness in eyes. Other posterior segment disease is the most
common cause of severe (2.4% in persons and 5.8% in eyes) and moderate (2.7% in persons
and 3.0% in eyes).
Functional low vision (FLV) requiring low vision services (See “Sample results – not adjusted”)
The age and sex adjusted prevalence of functional low vision (BCVA<3/18 to PL+), not
caused by cataract, refractive error, uncorrected aphakia or pseudophakia with posterior
capsular opacity) and requiring low vision services is 1.8% (1.4 – 2.3). The most common
cause of FLV is glaucoma (41.4%) followed by non-trachomatous corneal opacity (24.3%)
and other posterior segment disease (18.6%).

An estimated 3 508 people aged 50 years or more (1 378 males and 2130 females) require
low vision services or training. The prevalence of FLV increases by age. There is no
significant difference between the occurrence in males and females.
The projected all-ages prevalence of blindness in Masvingo Province is 0.46%.
Limitations and assumptions

The findings should be read in conjunction with the known limitations of the RAAB
methodology, e.g. that it focuses on a defined segment of the population, that the emphasis
is on avoidable blindness and that very basic equipment are used to arrive at diagnostic
decisions.
A major concern is the high response rate of almost 100%, because it may suggest low
autonomy on the part of the participant, due to fear or ignorance. But it may also be
because of incorrect enumeration practices, where the eligible participant was not at home
when the examination team arrived and was then not enrolled. This could be the source of
selection bias and may adversely affect the findings.
In addition, the dependency on non-medical ophthalmic staff to do examinations and
diagnosis independently of ophthalmologists in the field may have an effect on diagnostic
accuracy, especially for conditions in the posterior segment disease group, which may be
more difficult to diagnose. A key assumption that underlies the validity of the findings is the
strength of the intra-observer variation test and the monitoring and support provided by
the ophthalmologists during the data collection period.
The barriers to cataract surgery reported by people who have vision loss due to cataract
may be unreliable due to various possible errors that can occur, both from the end of the
examination team and the participant.

DISCUSSION AND RECOMMENDATIONS
In the Masvingo Province, there is a higher prevalence of blindness and visual impairment
than expected, when compared to the Manicaland RAAB findings. This is mainly due to
avoidable causes. The age and sex adjusted projections for blindness is also higher,
although the projected numbers of people with severe visual impairment and functional low
vision are lower, because of the lower population of the Masvingo district.
There is also a higher prevalence of blindness and severe visual impairment due to
untreated cataract compared to Manicaland, but in Masvingo, this occurs more frequently
in females than in males.
The low cataract surgical coverage means that cataract blindness is inadequately controlled.
According to estimates, the number of cataract-blind people are 3 628 and the number of
cataract-blind eyes 18 409. Careful selection of blind people should therefore be a priority
for cataract surgery.

Although the long-term visual outcomes better than most reported in recent RAABs in the
sub-Saharan African region, they are still not meeting the WHO standards. Sequelae of
surgery are the main reason for this and review of procedures is required to minimize this.
Closer monitoring, improved case finding and follow-up could also be helpful.
“Cost” and “Lack of awareness” are the most common reasons why people who have
cataract do not go for surgery.
As cataract surgery is still the main strategy to reduce avoidable blindness, there is a need to
further strengthen the capacity of the provincial eye care programme. Strategies to make
cataract surgery more affordable and raise awareness of the service in the province should
be planned and implemented.
Visual impairment due to refractive error is lower than most reported in recent RAABs in the
region. The 1.6% prevalence of uncorrected refractive error may be one of the lowest
reported in this age group. This can be due to high coverage. More concerning is the
possibility that this could be due to systematic mis-diagnosis. During the course of the data
collection, it was suggested that examination teams had difficulty testing the pinhole visual
acuity of participants. This anomaly should be further investigated with urgency.
The prevalence of blindness due to posterior segment diseases is lower than Manicaland,
but comparable to findings in recent RAABs in the region. Glaucoma is the main posterior
segment cause of blindness and low vision, therefore further investments should be made
to develop this aspect of ophthalmic services in the province.
The all-ages prevalence of blindness is comparable to the findings of the Manicaland RAAB.
This should now lead us closer to a projection of a country prevalence of blindness, which
can be used to develop a National Eye Care strategic plan.
The following recommendations can be considered. However, it should be noted that
implementing any of the recommendations have cost implications. Any attempts to act on
these recommendations should be inclusive and involving all the key stakeholders of the
Provincial Eye Programme.
a.

Improve the cataract surgical coverage by:







Detailed analysis of the current cataract surgical services to identify possibilities to
increase the surgical output;
Making plans to implement cataract surgery capacity improvement measures
such as strengthening of the surgical teams (training, recruitment of additional
staff);
Intensified provincial and national health promotion to inform people of benefits
of cataract surgery and sources of surgical provision;
Reduction of the costs of cataract surgery, perhaps through reduction of the copayment;
Increased efficiency in referral system for cataract surgery;
Increasing opportunities for remote and rural people to access cataract surgery,
either by outreach or providing transport for in-reach.

b. Improve the visual outcome of cataract surgery through:





Analysis of the reasons for poor visual outcome through routine monitoring of
cataract outcome;
Training to improve diagnostic capacities in the districts and implementation of
detailed pre-operative ophthalmic procedures
Improve biometry and optical services for cataract surgery;
Conduct post-operative visual acuities on outreach to identify and treat poor
outcomes due to surgical complications

c. Develop and expand the services to improve detection and treatment of glaucoma.
d. Explore the accessibility and quality of refractive error and low vision services to deal
with high prevalence of uncorrected presbyopia and functional low vision.
e. Consider Masvingo RAAB findings in future eye care planning for district, province and
national strategic planning.
f. Consider investments in improving clinical mentoring and expansion of monitoring and
evaluation of programme outcomes beyond those required for project funding.
With thanks and acknowledgement to the ophthalmologists and examination teams, the
survey coordinator, the funder, CBM and the Ministry of Health and Child Care.
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