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INTRODUCTION 

I, the Chairman of Estimates Committee, having been authorised by 
the Committee to submit the report on their behalf, present this 11 th 
Report on the Ministry of Health and Family Welfare (Department of 
Health)-Prevention and Control of Blindness. 

2. This subject was taken up for examination by the Estimates Com
mittee (1976-77).. Necessary information was obtained and evidence of 
non-officials and representatives of the Ministry of Health and Family 
Welfare (Department of Health), Ministry of Industry (Department of In
dustrial Development), Planning Commission and Dr. Rajendra Prasad 
Centre for Ophthalmic Sciences, New Delhi, was taken by them. The 
Committee, however, could not finalise their report due to the dissolution 
of the Lok Sabha on 18th January, 1977. 

3. The Estimates Committee (1977-78) appointed a Su~Committee to 
finalise the report on the subject. On the· basis of evidence tendered before 
the previous Committee (1976-77) and before the Su~ommittee of the 
Estimates Committee (1977-78) on Prevention and Control of Blindness, 
and on the basis of additional information obtain'!d by the Sub-Committee 
The Su~Committee finalised the report at their sittings held on 2, 3, 8 
September and 13 December, 1977. The report of the Sub-Committee 
was considered and adopted by the Estimates Committee at their sitting 
held on 20 December, 1977. 

4. The Committee place on record their appreciation of commendable 
work done by the Chairman and members of the Estimates Committee 
(1976-77 ) in taking evidence and obtaining information for this report. 

S. The Committee wish to etx.press their thanks to the officers of the 
Ministry of Health and Family Welfare (Department of Health) for placing 
before them material and information which they desired in connection 
with the examination of the subject and for giving evidence before the 
Committee. 

6. The Committee also wish to express their thanks to Dr. L. P. Aggar
wal, Chief Organiser, Dr. Rajendra Prasad Centre for Ophthalmic Sciences, 
New Delhi, Dr. J. M. Pawha, Chief Medical Officer, Gandhi Eye Hospital, 
Aligarh, Dr. Sushila Nayar President, National Society for the Prevention 
and Control of Blindness, Dr. Rajendra T. Vyas, Royal Commonwealth 
Society for Blind, Bombay, Dr. P. Sadashiva Reddy, Director of Ophthal
mology, Institute of Medical Sciences & Sarojini Devi Eye Hospital, Hy-

t vii ) 



( viii ) 

derabad, and Dr. 1. S. Goel, Research Professor Nehru Institute of Oph
thalmology, Research & Eye HOspital, Sitapur, for furnishing memoranda 
to the Committee and also giving evidence and making valuable suggestions. 

7. The Committee also wish to express their thanks to all the institutions, 
associations and individuals who furnished memoranda on the subject to 
the Committee. 

8. For facility of reference the observations/recommendations of the 
Committee have been printed in thick type in the body of the Report. 
Serial number of each observation/recommendation has also been indicat
ed at the end. A summary of the observations/recommendations is ap
pended to the report (Appendix XIII). 

NEW DELm; 

January 11, 1978. 

Pausa 22, 1899 (S). 

SATYENDRA NARAYAN SINHA, 
Chairman, 

Estimates COmmittee. 



A. Historical Background 

CHAPTER I 

INTRODUCTORY 

1.1. Blindness is the worst of the disabilities that a human being can 
suffer from. Apart from human suffering visual impairment and blindness 
has serious social and economic implications. 

1.2. The first ever action taken for the. preventIion of visual impair
ment was in 1931, when the National Institute for the Blind, London, set 
up a special committee on India, which addressed a memorial to the 
Secretary of the State for India, concentrating especially upon the known 
facts of preventable blindness in India, and expressing the hope that some 
action might be taken by the Government. The memorial was referred 
by the Secretary of State to Local Governments and Administrations for 
their consideration. In a subsequent letter the Committee desired that an 
Advisory Committee might be set up in India, consisting of persons active
ly engaged in work for the blind. In 1933, the Secretary of State reported 
to the Committee the failure of the proposals to form Advisory Committee 
by the local Governments and Administrations, and he observed that this 
failure or inability to form Advisory Committee indicated an inadequate 
appreciation of facts and lack of r.ealization by the Governments of their 
responsibilities. 

1.3. In 1942, the Union Braille Code Committee in their report stress
ed the urgent need for action and recommended that the Central Advisory 
Boards of Education and Health should jointly consider the problem of 
prevention of blindness in this country at an early date. 

1.4. In January, 1943, the Department of Education, Health and Lands 
of Government of India appointed Lieut. Col. Sir Clutha Mackenzie 
"as a special officer to investigate the extent of blindness in 
India and its causes and to carry out a survey of the existing societies for 
the education of the blind children and of the means of employing trained 
blind men and women in the sheltered industries and to prepare a scheme 
for the creation of National Organisation for the blind of India." Sir 
Clutha Mackenzie was himself totally blinded in action in 1915. The 
special officer so appointed immediately started action to collect necessary 
information and data and on April 7, 1943, he submitted an interim report 
to the Department of Education, Health and Lands which was considered 
by the Central Advisory Board of Health in New Delhi on October, 4--6, 
1943. Sir Gordon Jolly, the then Director General, India Medical Ser
vices observed, "the problem of the blind in India is a subject that might 
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well have engaged the attention of the Central Advisory· Board of Health 
earlier. If the definition of blindness is widened so as to include persons 
who are so blind as to be unable to perform any work for which eye 
sight is essential, the figure for the number of blind in India has been 
estimated as somewhere between one and two millions. It is, therefore, 
evident that here exists an immense field for the amelioration of suffering 
and of poverty and for turning helpless dependents into socially useful 
citizens and an economic asset to the Community." 

1.5. The Central Advisory Board of Health considered the report as 
submitted by Sir Clutha with the observations made by the then Director 
General of IMS, Sir, Gordon, and members expressed their keen support 
tQ the proposals to set up a special Joint Committee. The following resolu
tion to that effect was recorded : 

"The Central Advisory Board of Health notes the wish of Central 
Advisory Board of Education that a Joint Committee of both 
Boards should consider the problem of prevention of blind
ness. It also noted with appreciation the valuable interim 
report on Blindness in India by Lieut. Col. Sir Clutha Macken
zie and requested the Chairman to appoint a Joint Committee 
of the Central Advisory Boards of Health and Education to 
examine the subject with special reference to the causes and 
prevention of blindness in India and to Sir Clutha Mackenzies 
recommendations and their practicability. The Joint Commit
tee should report to the two parent Boards." 

1.6. A special Joint Committee of Blindness was eventually set up. 
It consisted of seven members nominated by the Central Advisory Board of 
Education and seven by the Central Advisory Board of Health. These 
two groups resolved themselves into two Sub-Committees, the Education 
Sub-Committee and the Medical Sub-Committee, for purposes of discussing 
the technical details of their respective fields, meeting as the Joint Com
mittee to deliberate on problems of interest to both end to agree upon 
the text of the final report. 

1.7. In pre-independence period, there was enumeration of the blind 
in the country at the time of the decennial census, which continued till 
1931 only. As per 1931 census, the incidence of blind people was re
corded as 172 per 100,000. At the same time, a special count was made 
in Uttar Pradesh (the then United Province), it was found that not less 
than 900 per 100,000 were blind. In Bombay Presidency, the Blind Relief 
Association made accurate counts of the blind, and the figures were three
fold of the census returns i.e. about 260 per 100,000. 
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1.8. These conflicting figures were considered by the Joint Committee 
and it was of the opinion that the figures obtained during the decennial 
census could not be much relied upon due to various factors such as 
absence of well defined definition of blind, the large number of lay person
nel involved in the census and general apathy of the people in giving out 
true information to the enumerators about the blind in the family, specially 
in respect of the females and unmarried girls. 

1.9. The Committee made no survey or counts itself, but taking all 
these factors into consideration and also the observations made during 
specific counts in Uttar Pradesh, Bombay, Bengal, the members observed 
that the figures have been arrived at on a general definition amounting 
to total blindness; and with the assumption that ·for every totally blind 
person, there is at least one patient blind whose sight is so damaged that 
he cannot earn hi'l3 living without the special assistance of the blind 
welfare services. The Committee felt justified in believing that 250 per 
100,000 represented the probable ratio of the totally blind, with a similar 
ratio of partially blind needing welfare services, giving the total figures of 
500 per 100,000. The ratio when applied to the then approximate popu
lation of 400 million in India gave the figures of 2 million blind in the 
country, against 5 million estimated blind in the world at that time. 

1.10. The Joint Committee even at this data considered blindness to 
be a major problem and made several recommendations for control and 
prevention of blindness. The major one included: 

(i) Appointment of special Adviser in Ophthalmology in 
India in the office of the Director General, Indian Medical 
Services an4 setting up an· Indian Council of Blindness at the 
Centre; the Advisor also acting as the Secretary to that Coun
cil. 

(ii) Appointment of, advisor in Ophthalmology at Provincial and 
State levels and formation of Committees of Indian Council 
of Blindness. 

(iii) The Committees' functions were defined: 

(a) Publicity and Health Education 

(b) Collection of funds for mobile eye units etc. 

(c) Recommend to the Governments for the passage of legisla
tion etc. 

(iv) To develop additional eye hospitals and eye wards attached to 
the general hospitals in the country; 

(v) Provision of eye health care services at village Dispensaries with 
district hospital serving as referral centres; 

(vi) Passing of an act to prohibit couching by unqualified persons. 



LB. The Health Survey and Development Committee under Sir I. 
Bbore, constituted in 1946 also deliberated on the subject of the diseases of 
eye and blindness and observed: 

"The subject was fully discussed and comprehensive proposals were 
made in 1944 by a Ioint Committee of the Central Advisory 
Boards of Health and of iEducation. Its reports deal with 
problem both in its medical and rehabilitation aspects, and 
as the ground has been amply covered by this Committee in 
2 fields, we need do no more than commend its recommenda
tions to the earnest considerations of Government and all orga
nisations-public and private, which are interested in promot
ing the welfare of the blind and in organising preventive and 
curative health work who are afHicted with eye diseases." 

1.12. In spite of such strong recommendations of the two Committees, 
no action was taken by the then alien Government ot this country and 
exhaustive reports and recommendations of the committees remained 
practically shelved. In 1954, the National Government was seized of the 
problem and the Indian Council of Medical Research was entrusted to 
define the magnitude of the problem of blind. The ICMR formed a 
Comnlittee which met on 22, 23 and 24 November, 1954 at Baroda under 
the Chairmanship of Dr. K. C. K. E. Raja. During the deliberations, the 
Committee observed "in many parts of India, and particularly in North, 
Trachoma constitutes the major problem in eye diseases and is the prin
cipal cause of total and partial blindness." While making the statement 
the Committee included the infections of the eye as associated conditions 
of Trachoma. They deliberated only the on preventable factors and did not 
consider factors like Cataract as a cause of blindness, because such a blind
ness was curable. Based on that committee's recommendations, the Gov
ernment of India established a Trachoma Control Pilot Project. The 
project took up country-wide random survey to study the geographical 
distribution of trachoma, and during the process also did the survey on 
prevalence of blindness in the country. The definition of the blind used 
in the study was "inability to count fingers at two metres distance with each 
eye." Based on the findings of the project during the period 1959-63, the 
number of blind were estimated to be about 4,5 million in a population of 
450 million i.e. 1000 per 100,000 or 1 per cent of the population. 

1.13. The National Government appointed the Health Survey and 
Planning Committee in August 1959 under Dr. A. Lakshamanaswamy 
Mudaliar. This Committee deliberated in detail on the various aspects of 
the eye disez.ses and blindness and made very exhaustive and practical 
:recommendations. Relevant recommendations of the Committee·are given at 
Appendix I. 
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In 1960, the Indian Council of Medical Research established a Working 
Group for Prevention of Blindness and Research in ophthalmic problems. 
This Working Group watched the development and encouraged new re
search projects in the field of ophthalmic science and also worked as a 
watch-dog on the performance of the Trachoma Control Pilot Project 
established in 1956. Recently, a positive attitude has been adopteJ by the 
ICMR in identifying the real needs of these problems. 

Recent Developments 

1.14. WHO has also been seized with the various ophthalmological 
prcblems including blindness and have considered them through various 
Expert Committees, scientific groups and seminars. The organisation inten
sified its activities at the behest of Twenty-Second World Health Assembly 
1969 which adopted a resolution requesting the WHO "to undertake a study 
on the information which is at present available at the extent and all the 
census of the preventable and curable blindness." In pursuance of lhis 
request, the Director General, WHO subm:tted to the Twellty-Fif~h World 
Health Assembly (in May, 1972) a report which included an analysis of 
the data collected from various member states on t!Je prevalent causes of 
blindness. 

1.15. As a result of the discussions, thi:! Health Assembly adopted a 
new resolution in which the Director General WHO· was requested to obtain 
additional data on visual impairment and biindness, to promote further 
studies on the most efficient and economic means of preventing blindness, 
to as,;ist member states in educational programmes related to blindness and 
to intensify technical assistance to national programme particularly those· 
against trachoma, on onchocerciasis catara-ct and Xerophthalmia. 

1.16. As a first step in the development of a co-ordinated programme 
against blindness, an Inter-Secretariat Working Group was established at 
WHO headquarters, in which several technical units participated. The 
Study Group was convened to provide further guidance for the development 
of the WHO programme in the field of preventable blindness and to recolll
mend measures for further action. The Group understood that the WHO 
should be involved as implied in the resolution adotJted by the Twenty
Second World Health Assembly (1969) not only in measures related to 
the primary prevention of blindness but also in the early detection and 
treatment of potentially blinding conditions. 

OJ 7. According to the report of Director-GeriB'al, WHO to the 
Twenty-Fifth World Health Assembly 1972, the number of blind person:; in 
the whole world has been estimated at 10 to 15 millio!l. This figure is 
based on fragmentary data and is believed an under estimate. Because of 
increase in population and life expectancy, the number of blind wi:1 be-
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even grealer in the future, and unless active measures are taken to prevent 
blindness, it is expected that by the year 2000 the number of blind will rise 
to over 30 million. 

1.18. In response to the Twenty-Fifth World Health assembly 1972 
Resolution, the Government of India directed the Indian Council of Medi
cal Research to 'take up studies to enumerate the number of the visually 
handicapped and the_blind in the country. Accordingly, the JCMR 
initiated surveys through 7 centres in the country at Srinagar, Delhi, Vara
nasi, Cuttack, Indore, Ahmedabad and Madurai. With the activities applied 
for urban, semi-urban and rural population alongwith the density of 
the population in areas of study, it was calculated that there were about 9 
million blind in the country, which need either preventive or curative 
measures. In addition, about 45 million people were estimated as having 
visual disability, short of blindness. 

1.19. As part of the WHO assistance to the country in the field of 
prevention of blindness, a WHO consultant Dr. B. Nizetic visited India from 
14-4-75 to 22-5-75. He visited many ophthalmic centr.-!s in th: country 
and had detailed discussions with the experts. During his visits and dis
cussions, he assessed the facilities for training services ~nd research in 
reiation to the prevention and control of blindness, to advise in the deve
lopment of ophthalmic services, integrated into the exist'ng public health 
delivery system, for management and prevention of blindness, with special 
reference to Cataract, to review the training of health and allied person
nels, to meet the needs of public health ophthalmic services, to advise on 
epidemiological investigations into visual impairment and blindness, to 
prepare a draft National Plan for Comprehensive community based 
ophthalm!c services. Salient recommendations made in the report submit
ted by him on his visits are given in Appendix II. 

1.20. 1n order to draw world attention, mobilise resources and stimu
late world-wide co-ordinated and concerted action, the WHO adopted the 
theme for World Health Day 1976 as "Foresight Prevents Blindness." 

1.21. The National Society for the Prevention of Blindness organised 
a National Symposium on "Community Ophthalroology"-An 1ntegrated 
Approach on the 8-9 March, 1975, ophthalmologists of repute, representa
tive of the Ministry of Health and Family Planning, representatives from 
the Ministry of Education and Social Welfare, Dte. General of Health 
Services, World Health Organisation, Royal Commonwealth Society for 
Prevention of Blindness, National Association for the Blind and the Indian 
Council of Medical Research etc. Recommendations made at the syroposiwn 
are given in Appendix rn. 
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1.22. The Government accepted the need for a comprehensive plan of 
Action for Prevention and Control of Blindness and visual impairment. A 
Working Group was set up under the Chairmanship of Dr. 1. B. Srivastava 
the then Director, General of Health Services. The Group was required to ex-
amine the various aspects of the problem of blindness in the country and re
commend a plan of action for prevention and cure of blindne'S'S including 
creation of infrastructure and work out financial implications thereof. The 
Working Group met on 4th April, 1975 and after a thorough review of the 
problem and detailed discussions on the subject submitted its reports along
with a suggested plan of oJjeration and financial implications. This was 
subsequently put up to the Joint Meeting of Central Council of Health and 
Family Planning held in April, 1975. 

1.23. The Joint Meeting while deliberating upon the problem recognis
ed: "that basic human rights must include the right to see; the right of any 
citizen not to go blind needlessly; or being blind not remain so, if by reason
able deployment of skill and resources his sight can be restored." 

1.24. The me:eting noted with concern the magnitude of the problem of 
visual impairment and blindness and the extent of drain on the national 
economy and the social dependence of blind persons on the community. 

1.25. The meeting resolved th"t the Government of India should adopt 
a National Policy and evolve a comprehensive plan of action and take pre
ventive and curative mea·sures against visual impairment, blindness and for 
rehabilitation of purpose of control and provention of visual impairment of 
blindness as recommended by the Joint Meeting is contained in Appedix IV. 

1.26. The National Society for the Prevention of Blindness again held a 
National Symposium on 22-23 March, 1976 at Aligarh on the subject of 
"EVALUATION OF NATIONAL PLAN FOR PREVENTION OF 
BLINDI'-c'ESS". It was attended not only by the Ophtldmologists but 
also by the general practitioners, Educationists, Social Workers, Indus
trialists and Representatives of Social Organ·satinns like Lions Club, 
Rotary Club and Representatives of the National A!'-sociation for the Blind 
and the recommendations made at 1975 Symposium wer~ reiterated. 

1.27. Following this National Symposium, the WHO convened a South 
East Asia Regional Consultative Meeting on Prevention of Visual Impair
ment and Blindness at New Delhi on 24-26 Mar.::h, 1976. The meeting 
was represented by the representative's from Bangia Desh, Burma, Indonesia, 
Sri Lanka and Thailand alongwith those from India. There were representa
tives from various International Agencies in India and abroad and WHO Ex
perts. This problem of vIsual im'p'airment and blindness was again discuss
ed threadbare keeJ)in! in mind the regional priorities. The meeting identi
fied the .causative factors of blindness in the region as Trachoma and other 
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infections, Cataract, Mal-nutrition, Injuries and Glaucoma. The meeting 
further emphasised that the large percentage of the blind occuring in the 
countries in this region is preventable and curable. It urged the priority 
action: 

(a) to develop plan and Programme for Community-oriented basic 
eye-health services, including 'p'revention through a multi-disci
plinary and multi-sectoral approach at the peripheral level with 
the adequate referral services at the Intermediate, regional and 
Central level; 

(b) to enhance the regional and national. potential for training of 
health and allied personnels in eye-health care at allleveIs; 

(c) to organize facilities at the Regional and National levels for 
training of health and allied personnels for community orientedi 
eye-health services; and 

(d) to establish school health programme with an eye-health care 
component and wherever possible supply low vision aids 
to those who need them. 

1.28. The meeting realised the need to involve the community in all stages 
of planning, programming and implementc.tion of activitie's with built-in 
evaluation and feed-back systems. The recommendations of this meeting 
are given in A'ppendix V. 

1.29. This South East Asia Regional Meet was followed by inter-region
al meeting on the prevention of blindnes's held at Baghdr d from 29th March 
to 1st April, 1976. At this meeting, the problem of blindness was discuss
ed at the global level and many important and useful observations and re
commendations were made. The three main caus, tive factors responsible 
for visual impairment and blindness in the countries of the South East Asia 
Region weJ;e identified as (i) Trachoma and acute ophthalmia; (ii) Xero
phthalmia; and (iii) Cataract. The· meeting also deliberated upon man 
power requirements and development of eye-health services and stre'ssed 
on the necessity of eye health education. The various observations and 
recommendations made on specific points and the guidelines and general 
recommendations are given in Appendix VI. 

Measures adopted by the Government for its control 

1.30. The various committees, National and Inter-national bodies hav
ing reviewed the problem of visual impairment and blioones's in the country, 
identified Trachoma and infections of the eye as the major preventable fac
tor responsible for visual impairment, followed by xerophthalmia and ocular 
lesions due to small pox. Cataract was also identified as responsible for 
more than 50 'Per cent of the visually impaired and the blind, mostly in the 
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age group about 45 years, and recognised this cause as curable by surgery. 
After identification of the problem, the following measures have been adopted 
by the Government: 

(i) .The Government has established an apex organisation under the 
name of Dr. Rajendra Prasad Centre for Ophthalmic Sciences in 
year 1967 as a centre of excellence to provide na..tionalleader
ship. By virtue of the range of activities which it undertakes at 
present. it is partially discharging the functions of a National 
Institute of Ophthalmology. It is being developed in a phased 
manner to fully provide leadership in areas of service, training 
and research related to the National problem of Visual impair
ment and bIlndDes's. 

(ii) The departments of the Ophthalmology of some of the medical 
colleges in various states have been upgraded and provided 
with fimncial inputs to raise the standards. 

(iii) Various State Governments have been urged to post eye-specia
lists in district hospitals, and if possible sub-divisional hospit
als, Action in some of the States in this regard has already 
stafted, 

(iv) Voluntary organis2tions are being assisted by grants both from 
the Central Government and State Governments and are being 
encouraged to hold eye camps in various districts and rural 
areas. 

(v) About 20 per cent of all blindness is due to trachoma and asso
ciated infections.· The Government of India, after assessing the 
magnitude of the problem during 1956-63 through a pilot 
project, launched a National. Trachoma Control Programme in 
1963. The Scheme has already produced results reflecting in 
reduction of cases suffering from potentially blinding effects 
due to this disease and has also resulted in reduction rf preva
lence and incidence of lessions due to trachoma and bacterial 
infections. . Thi~ programme h'ls been able to demonstrate that 

without eradication of a disease, it is possible to control blind
ness due to complications and sequalee of the disease .. 

(vi) The Government of India has hmnched a smaU-Dox eradic<ltlon 
prog.ramme and has been able to achleve a !eTO kve\ in Ma-y, 
1976. Res'llt of rO'1trol of Smallpox is that blindness due to 
Smallpox in future is eliminated. 

(vii) The Govt. of India has al'so launched a scheme for distribution 
of Vitamin 'N as part of Maternity and Child Health Pr02I'am
meso About 100 million children are at risk, out of which only 
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3.75 m. would be ro\lered by the end of March, 1976. Undet 
the scheme 2,00,000 units of Vit"min 'A' are orally administer
ed twice a year. 

(viii) There are other supplementary feeding programme which have 
been launched for the children and the pregnant and nursini 
mothers. Since these programmes on mass scales have only re
cently been launched, it will be too early to assess their impact 
on prevention of visual impairment and control of blindness. It 
is, however, anticipated that it will give definite and favourable 
trend in uue course of time. 

(ix) In the field of blindness due to cataract, operations are being per
formed in 100 and odd medical colleges and other ophthalmic 
institutions and by a large number of eye hospitals in States run 
by voluntary, social and philanthropic bodies which are receiv
ing aid from the GovernmenJt under the voluntary agency 
scheme. 

1.31. International agencies like Royal Commonwealth Society the 
Prevention of Blindness, the Operation Eye Sight Universal of Canada and 
others. have also come in the field for surgical intervention for Cataract and 
are also financially supporting the campaign. Various National voluntary 
bodies like National Society for the Prevention of Blindness. Social Clubs 
like Rotary and Lions and Charitable Organisations sponsor eye camps 
mainly for cataract. Some State Governments have also launched the scheme 
of camps for cataract and other diseases through established hospitals and 
medea1 colleges. 

1.32. However, considering the magnitude of the problem of visual 
impairment and blindness in the 'country due to various identified major 
causes, the present efforts fall far short of requirements and need manifold 
augmentation. The efforts have to aim at not only reducing the number of 
blind persons as far as possible, but also to lay a permanent infra-structure 
so that blindness does not emerge again as a major public health probkm. 
The infrastructure should be able to deal with the problem and the various 
causative factors So that they are duly controlled and brought down to a 
level below the thresh-hold level. 

1.33. In the light of the guidelines issued by the Joint Meeting of the 
Central Council of Health and Family Planning and taking into considera
tion the various recommendations made by the international and National 
Forums, including these made by the National Society for the Prevention 
of Blindness, a draft of National Plan has been developed. Th~ Plan has 
since been cleared by the Expenditure Finance Committee and will be taken 
up for implementation from 1976-77. 
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1.34. It is well Imowa tIIat .... iB tile most precious gift of nature and 
~eprivatio.n of sipt is the wont of lite d8biIitiei tInrt a human being can 
.1IId[er froID. Human stdfering apart visual impairment and bliadness has 
.also serious I8Cial and economic implications. It has been rightly said that 
Dot the least importaJd among the human rights surely is the right or any 
man to see. As to the IlUIDber of persoDS in India who do not have this 
.right to see, the Committee note that no proper assessment has so far been 
made but a random sampUng survey has revealed it staggering estimate of 
about 9 million blind, needing either preventive or curative measures and 
in addition there were about 45 million, having visual impau:ment short 
of blindness. The Committee also note that the number of blind of India 
forms the highest proportion of the total blind population in the world. 
Even allowing for errors incidental ill sampling estimates, the Committee 
have no doubt that the problem of blindness in the countl'Y is serious both 
-on account of its magnitude and the inadequacy of remedial efforts made 
.so far. The implications of such a large number of blind and visually dis
abled interms of human suftering, social disability and economic wastage 
are serious and the imperativeness of undertaking preventive measures need 
hardly to be emphasised. It is evident that the problem poses a formidable 
-challenge and calls for well directed sustained and meaningful organisational 
efforts for carrying out preventive and curative measures on a commensu
rate scale so that Ught may be brought into the lives of millions of people 
and eye-health of the community is safeguarded from any further erosions 
of the dreadful disease of blindness and visual disability. 

1.35. From the chronology of the steps taken for preven!ion of hlind
ness in the country, the Committee regret to note that tbe efforts made, have 
been incommensurate compared to the magnitude of the problem. The 
first step stated to have been taken was in 1931 when proposal was made 
to form Advisory Committee consisting of persons actively engaged in tile 
work for the blind. The proposal failed because of inadequate appreciation 
of facts and lack of realisation by the tben provincial Governments of 
their respon!;ibiIities. The next step was taken in 1943 to appoint a Special 
Officer to investigate the extent of blindness in India and its cause~. As a 
sequel to the Report of the Special Officer, a Special Joint Committee 
consisting of 7 Members eacb from the Central Advisory Boards of Educa
tion and Health was constituted in 1944 which made s~veral recommenda
tions for prevention and control of blindness. Thl! Health Survey and 
Development Committee under Sir J. Bhore, constifufed in 1946, endors
ed the recommendations of the Joint Committee. The Committee re~ret to 
Dote tbat 'exhaustive reports and recommendations of the Committees 
remained practically shelved'. 

1.36. After Independcmce, it was only in 1954 fIIat Govemment ask~ 
'tile Indiaa COUIIriI of M~aI Researc1t to deftne the DlSgaitade of lite 
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problem of the blind. The ICMR coostituted a Conunittee which iden~d: 
. kachoma as the majOr problem in eye disease. As a result a Tracboma 
Coutrol PDot Project was set up in 1956. The Committee bave dealt in 
a subsequent chapter with the measures taken to reduce tbe incidence of 
tracboma. Tbe Committee cannot, bowever, belp in remarkiug that mucb 
valuable time was allowed to lapse from 1947 to 1954 without any con
crete action being taken on the recommendations of the Joint Committee 
of the Central Advisory Boards and the Health Survey and Development 
Committee (1946). 

1.37. Tbe Committee note tbat tbe next phase of tbe efforts against 
blindness was undertaken in 1959 when the Healtb Survey and Planning 
Committee under Dr. A. Laksbamanaswamy Mudaliar; which was' appoint
ed, made very exhaustive a:D.d practical recommendations on various aspects 
of eye diseases and blindness. In 1960, the Indian Council of Medical 
Research established a Working Group for Prevention of Blindness 
and researcb in Ophthalmic problems. The Committee feel that had ade
quate follow up action being taken to implement the recommendations of 
tbe Working Group -etc., tbe problem of blindness, particularly in tbe rural 
areas and tbe weaker section.. of society would not bave been as it is at 
present. 

1.38. The Committee note that tbe World Healtb Organisation inten-
sifted tbeir activities against blindness from 1972 onwarlls. In response to 
the World Health Assembly (1972) Resolution the Indian Council of Medi
cal Researcb initiated survey through centres in tbe coun1ry on tbe basis of 
wbicb it bas been intimated that there are about 9 million brnd ill tile 
country and in addition tbere are about 45 million per50ns who are esti
mated as having visual disability, short of blindness. A WHO consultant 
who visited India in 1975 gave bis recommendations for pre\'en(ion of 
blindness. Recommenllations were also made at a National Symposium 
organised in April, 1975 by the National Society for Prewntiol1 of Blind
ness. Tbe Ministry of Healtb set up a Working Group ttl recommend a 
plan of action for prevention and control of blindlless. The report of the 
Working Group was considered at tbe Joint meeting of Central Council of 
Healtb and Family Planning in April, 1975 who recommeudeil a strategy 
for the purpose of control and prevention of blindness known as the 
National Plan for Prevention of Blindness. 

1.39. Another National Symposium was beld in March, 1976 and a
South East Asia Regional Consultative Meeting was also convened by 
WHO in Marcb 1976 foDowed by Inter-Regional Meeting at Bagbdad (rom 
29th Marcb to lst April, 1976. In tbe 6gbt of the guidelines issued by the
Joint Meetiag of the Central Council of Healtla anlFimily Planning anlll 
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taking into consideratioD the various recommendations made at inter
.Dational and national forums, a draft of National Plan has been developed 
.and apprm'ed and is stated to have been taken up for implementation from 
1976-77 after clearance by the Expenditure Finance Committee, The 
Committee are glad to note that at least now there iOJ not only a growing 
awareness of the problem but the need for planned effort to combat the 
4isease has been recognised and action initiated to implement it. 

1.40. The Committee note that Trachoma and infections of tbe eye have 
been identified as the major preventable factor responsible for visual im
pairnnmt, followed by Xerophthalmia and ocular lesions due to smallpox. 
Cataract has also been identified as responsible for more than 50 per cent 
-of the visually impaired Wid the blind, and as curable by surgery. Some 
-of the important aspects of die campaign (or prevention of blindnes5 are 
del'elopment of community oriented basic eye health services including 
prevention) development of education on eye health etc. . The Committee 
have dealt with i.a subsequent chapters the adequacy of the steps taken or 
proposed to be taken in respect of prevention of blindness. 

1.4 J. The Committee are constrained to observe tI,at no concrete 
measures in real terms were taken for a long time for creating an infra
structure for the prevention and control of blindnes... The Committee 
1rust that now with the launchin~ of the National Plan on Blindness, 
vigorouf and sustained eftorts wiD be made to implement the plan within 
.a time bound programme. 

(b) Magnitude of the Problem 

(i) Magnitude of the problem in the World 

1.42. In 1969, the World Health Assembly requested the Director 
Deneral, vide its resolution No. WHA 22.29, "to undertake a study on the 
information which is at present available on the extent and, all the causes 
of preventable and curable blindness." In order to, collect the required 
information WHO sent a questionnaire on the prevalence and causes of 
blindness to the National Health authorities of all members states, and 
associate members of WHO in March, 1970. WHO received about 78 
replies of which 56 contained relevant data. 

1.43. The replies so received were analysed and submitted to the 25th 
World Health Assembly. According to the report submitted, the number' 
of blind persons in the whole world were estimat~d at 10 to 15 million. 
This figure was based on the fragmentary data and was believed to be an 
undercstinwtc. It has been stated that on screening through the data 
presented by the WHO it seems that most of the countries of the World 
~ave nol assessed the problem of blindness in the recent years. It has also 
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been revealed that many countries employ different definition for categori
zation of blind and the figures therefore cannot be taken as comparab1e.: 

1.44. The estimates of blinds in. some countries are based on surveys 
held as far back as 1931, and in one or two countries even in the beginning 
of the century. The information points out that blindness in Asian, Middle 
eastern, South eastern and South American regions range from 400 tq 
3,000 per 100,000 of population. The figures quoted by WHO are not 
adequate for any purpose. The data based on certain surveys and on the 
basis of 1970 questionnaire which gives the criteria of blindness adopted 
by different countries is not fully defined, and not standardised. 

1.45. While looking at the figures for India it is stated that in 1962, 
the blindness in India was 460 per hundred thousand 'of population. The 
ICMR figures for India in 1963 were 1000 per hundred thousand primarily 
because of different definitions used. The figures of 460 per hundred 
thousand Or population may be relaJted to the definition given by this 
country i.e. as "no preception of light," which has been considered to be 
of no use in modem surveys. 

1.46. In recent consultative meeting of the WHO South East Region 
in Delhi and Inter-Regional Meeting of Baghdad it seemed that the ,blind
ness figures in the world may be in the neighbourhood of 27-30 millions. 

(ii) Magnitude of the problem in India 

1.47. In assessing the disability caused by visual impairment and bqnd
ness, different parameters in which it occurs have to be considered. The 
loss of vision including the most severe stage or blindness may be congeni
tal, may occur in children and at other different ages. It may develop 
suddenly or there may be a gradual progressive loss of vision. It may 
affect one eye or both eyes. In short, it may be said that it may develop 
as a consequence of number of conditions and environments which if detect
ed and corrected in time may lead to prevention of blindness. The loss 
of vision may be curable or may not be curable. The disability caused 
h" loss of vision is also influenced by social, cultural, educational and 
economical factors, and by the capacities and the personality of the affected 
individuals. From the point of view of National Programme of Action, 
the basic information that was considered necessary iD decision making 
and setting of priorities i.n this field included the incidence and prevalence 
of persons affected as well distribution according to the causes of loss of 
vision and blindness. 

1.48. The definition of blindness taken is vision 6100 or less in the 
better eye with best possible spectacle correction from this criterion. The 
IRUDber of blinds in the country are about 9 million, out of which 5 S 
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million are curable if services can be lJ)ade /lvllilable to the people in time. 
The common causes for visual impairment and blindness in India are:-

"(i) Cataract (55 per cent), Trachoma (5 per cent), infection of 
the eye (15 per cent) Small Pox (3 p~r cent), Malnutrition 
(2 per cent), Injuri~ (1.25 per cent), Glaucoma (0.5 per 
cent), and others (which ,include cognital disorders, Uveitis, 
detachment, Tumors, Diabetes, Hypertension and nervous sys
tem diseases etc.) (18.25 per cent)." 

1.49. In a report of the working party of the Indian Council of Medical 
Research on pre-school children, it has now been estimated that 14,000 
of such children suffer from Vitamin 'A' deficiency eye problem at any 
one point. 

1.50. The number of people with visual impairment in the country ,is 
about 45 million which does not take into account all those who need 
prescription for glasses. The definition of visual impairment that has 
been employed is that the visi.on is 6/24 in the better eye with the best 
possible spectacle correction. 

1.51. It has been stated by the Ministry of Health that: 

"It is the considered view of the Govt. of India that prevention of 
blindness programmes should not be. diseases oriented, as seems 
to be implied in identification of 4 major causes of blindness 
that is onchocerciasis, trachoma and communicable diseases, 
cataract and Vitamin 'A' deficiency; but that blindness should be 
treated as a problem oriented programme and greater stress 
should be laid on creating a machinery which would take care 
of not only the so called identified dillease patterns in the 
developing countries but also to be able to simultaneously 
take care of the causes of blindness that have been identified 
for the developed countries. To us it looks that the strategy 
should be to develop three more important areas i.e., 

(i) Intensive health education and dissemination of information; 

(ii) Manpower development; 

(iii) To deliver eye health care immediately to the needy popu
lation through mobile units; efficacy of which have been 
amply demonstrated by a camp approach adopted by India 
and neighbouring countries, and simultaneously create a 
permanent infra-structure of eye health services at the peri
pheral, intermediate, and central levels." 
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J .52. In a number of memoranda submitted to the Committee on the 
question of the magnitude of blindness in India the following facts h~e 
been brought out: 

(i) .... It is said that one out of every three blind persons in the 
world is an Indian. According to one estimate, if the blind
ness is defined as visual acuity below 6160 the conclusion is 
that 2.5 per cent of the Indian population is blind and 1.7 per 
cent of the population suffers from treatable conditions requir
ing urgent ophthalmic care. Another estimate reveal,s that 
there are approximately 45 million !'f!opie suffering from "isuai 
impairment exclusive of 9 million totally blind people of whom 
5 million blind people can be cured of their blindness by 
surgery .... " 

(ii) According to the coordinated survey of the Indian Council of 
Medical Research .... it is estimated that there are 9 million 
bl;nd, out of which at least 5 million are curable by prop::r 
surgical intereference. Besides this hy using the multiplier 
derived from earlier study it is estimated that there are 45 
millions visually handicapped .... " 

(iii) ...... the magnitude of the problem of blindness in India is 
not only serious, but can be controlled by taking proper steps. 
Unfortunately the number of people becoming blind is on the 
increase due to several factors. . . ." 

(iv) .... magnitude of the problem of the blindness in our country 
is unimaginable, depending on which type of blind people we 
turn will be, at least 1 per cent of our population. Though the 
ICMR Survey Project during the year 1970-73 gives the figure 
of 1.4 per cent. But if we have, to think of one-eye blind 
persons as well, the figure will go upto 2 per cent of general 
population at least .... " 

1.53. De Committee note that the number of blind in the country is 
about 9 million out of which 5.5 million are curable if medical services can 
be made available to the people in time. The common causes for visual 
impairment and blindne.ss in India are--Cataract (55 per cent), Trachoma 
(5 per ccnt), infection of eye (15 per cent) and othcrs (25 per cent) which in
clude Small Pox, malnutrition, injuries, glaucoma, eon~ential disorders, 
diabetes etc. The Committee have been informed that the situation has 
developed as there is lack of ~eneral ophthalmic care due to paucity and 
maldistribution of ophthalmic personDel. Even in the trainiDg of basic 
doctors, the environmental and other conditions in India have been com
pletely ignored. Moreover there are not suftici6nt resonrces in finance. 
physical services and manpow«. The Committee note the strategy for 
dealing with the problem is not to have disease oriented programmes but to 
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develop intensive health education and dissemination of informations, 
manpower development, and to deliver eye :health care immediately to the 
aeedy population through mobile units and to create a permanent infra
structure of eye health services at the peripheral, intermediate and central 
levels. 

1.54. The Committee trust that expeditious efforts will be made to im
plement the strategy so that beneficial results accrue in the shortest possible. 
time. 

1.55. The Committee note that the figures of blindness in the world are 
apparently in the neigbbourlhood of 27-30 million and that 112 or 213 of 
the cases of blindness could have been prevented if they had been detected 
and prevented in time. It is noted that a common feature of the pro&.lem 
of countering blindness in aU countries is tlhe need for better ophthalmic 
serviccs and a large number of ophthalmic comultants. The Committee 
trust that the technical know-how and the organisational techniques of the 
various countries will be pooled and meaningful efforts made to achieve 
latis[actory results by a coordinated campaign against blindness. 

(c) Survey and data collection 

1.56. The random sample surveys carried out by the Trachoma Con
trol Project in 1956, under the Indian Council of Medical Research, in 
15 States, revealed that on an average 1000 people for 100.000 of popula
tion were economically blind. They used the definition of economic blind
ness as "any. persons who cannot count fingers beyond 2 metres with 
both eyes open". The validity of this definition of economic 
blindness is debatable. By and large, vision less than 6/60 in the better 
eye with best possible spectacle correction, is considered as economic blind
ness. On this basis, the average figure for the country is found to be 
1040 economically blind per 100,000 of population. The lowest preval
ence of 410 is seen ill Jammu & Kashmir and highest 2400 is seen in 
Mysore. There are no geophysical factors to account for this varied distri
bution of blindness' in the various States, and the cause must be found 
elsewhere in socio-economic factors. 

1.57. In 1965, the National Society for the prevention of Blindness 
conducted a limited sample survey for the "Early Detection of Visual 
Defects and its effect on the Rehabilitation of such persons." Very early 
in this programme, it was realised, that there does not exist any reliable 
data either on the prevalence or incidence of blindness in any cross section 
of the population. The investigations were carried out by an ophthalmic 
surgeon and other professional staff in Sinhi and Dayalpur villages near 
Delhi and it was revealed that more than 23.4 perl cent of the population 
were suffering from visual defects and 2.49 per cent of them were blind. 
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Out of this, curable b~s constituted about 1.66 per ceat and 0.83 per 
cent of the population were perman<mtly blind. Another 3.90 pee cdlt 
had one eye blindness, of whom 2.15 per cent were not curabIQ and 1.79 
per cent were curable. The problem as bighligbted by the above survey, 
led to the project being extended upto 31st December, 1969. It was reveal
ed by this survey that the prevalence of blindness in our country is one of 
the highest in the world. The most disturbing factor was that it was on 
the increase. 

1.58. Again the National Society for the Prevention of Blindness made 
special surveys to study the pattern of blindness in rural areas. The 
results indicated that there were 2500 economically blind individuals, with 
vision less than 6/60 in the better eye without glasses, per 1,00,000 of 
population, more than half (1930) of these individuals could be helped 
to regain useful vision by proper ophthalmic care. 

1.59. Dr. Madan Mohan of Dr. Rajendra Prasad Centre for Ophthalmic 
Sciences, New Delhi surveyed blind schools in Northern India and found 
conjunctival infections and trachoma responsible for 32 per cent of blind
ness in chidren. This was followed closely by small-pox. Congenital 
abnormalities were responsible fot' 8 per cent and Keratomalcia for 2 per 
cent of blindness in children in Northern India, though this figure was much 
higher in the South. Similar surveys carried out by Dr. Venkataswamy 
in Southern India revealed that nearly 40 per cent of blindne8S was due 
to Keratomalcia. Thus it is seen that conjunctival infections and Trachoma 
are the major causes of blindness in children in North, whereas !{erato
malcia takes the biggest toll in the Southern States and in West Bengal. 

1.60. Recently in 1972 ICMR had conducted a Coordinated survey 
which has revealed that about 9 million people in our country are blind, 
out of whom at least 5 million are curable with proper ophthalmic care 
and surgical interference. About 45 million were estimated to be visually 
handicapped, who need ophthalmic services. 

1.61. In different memoranda submitted to the Committee, it has been 
represented that: 

(i) "Unlike the developed countries, India does not have a system 
of recording the number of blind people or those suffering from 
severe impairment of vision. It is, therefore, difficult to give 
a very correct incidence of the. . . . . ' 

(ii) " .... there does not exist any reliable data on the prevalence 
or incidence of blindness in any cross section of the people. . . 
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One limited survey undertaken in 1969 however, revealed that 
Iprevalence in our country is one the bipest in the world. 
The most disturbing factor is that it is on the increase .... " 

(iii) " .... At present special surveys are conducted periodically 
for surveying the population on a long term basis covering a 
small percentage of population in a region or area. This 
method of survey and data collection leads to a very rough 
estimate of the prevalant situation and is highly inade
quate .... " 

(iv) " .... Surveys should be undertaken from time to time to 
determine the status of the incidence and prevalance of ocular 
morbidity and serious visual impairment. ... " 

(v) " .... Conducting survey i5 a gigantic task and requires 
detailed planning in advance, elaborate arrangements and a 
strict schedule of operations. A team consisting of an 
Ophthalmologist, Optometrist or a trained compounder includ
ing a statistician to work: as Supervisor, may be deputed for 
this purpose. This team, with the help of social workers, staff 
of Nagar Palikas, where they exist, Pradhans of Gram Pan
chayats, make door to door survey more or less on the pattern 
of census operations." 

1.62. Duril'lg their evidence, before the Committee the non-official 
witnesses gave their views as follows on the question of system of surveys 
and data collection for recording the numlier of blind people or those 
suffering from visual impairment: 

" .... There is no need of setting up a special and separate 
machinery for this pu.rpose. The normal revenue machinery, 
from village level upwards, Should be utilised for compulsory 
registration of blind people and of thOSe suffering from visual 
impairment. This machinery can be employed for maintain
ing statistical details. The bureaus of economics and statistics 
in all the States and the Cenral Bureau of Economics and 
Statistics located in Calcutta should be entrusted with the 
responsibility of collecting statistical data on scientific lines. 
These bureaus should prescribe forms and distribute them to 
the revenue machinery for collecting information. On receipt 
of which they should be tabulated." 

(ii) " .... the revenue machinery has been used for collecting 
vital statistics, but they are thoroughly unreliable. I do not 
think that will serve the purposes. You will have to envolve 
the Primary Health Centres and Basic Health Centres if we 
want correct information in this regard. . . ." 
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(iii) " .... The survey and data collection for recording the number 
of blind people can go hand in hand with rendering servh:es 
at the peripheral level. It may be possible to develop or 
establish centres for the registration of blind but this can only 
succeed if social benefit schemes are formulated at the same 
time which in the present financial- constraints it will not be 
possible. Even with the registration system the number of 
blind may not be correctly enumerated as has been the 
experience of the countries like UK and USA. Mass surveys 
without service are also difficult. Hence the two should be 
combined. Random surveys combined with good eye care 
services is the only me:hod which will yield reliable and 
accurate data at all levels of services .... In my view collection 
of data through untrained and laymen as through the agency of 
revenue machinery is not only unproductive but many a time 
counter productive. In such laborious and many a time 
monotonous task unless there is a social commitment and 
that too of a trained worker, results are unreliable as was 
evident in 1931 census operations so much sc that ir subse
quent census operations the effort was given up." 

(iv) " .... data collection is a gigantic task and probably random 
surveys are not to my mind to be taken as accurate data. 
But for this, I will suggest that we should consult some 
experienced statistician so that we may get a correct picture 
of the total number of blind people in our country .... 
Recently surveys were carried by the Indian Council of 
Medical Research in 6 places and I think it was a random 
survey. One was done in the North, one in the East and the 
others in other parts of the country may have given some 
figures and they are reliable. We can rely upon them." 

1.63. When asked as to what precise system of survey and data 
collection for recording the number of blind people or those suffering 
from visual impairment of vision the Government proposed to adopt on 
a nation wide basis, the Secretary, Ministry of Health and Family 
Planning stated during evidence:-

" .... we have done this survey in 7 States of the country in the 
various zones in order to arrive at a representative sample of 
the number of blinds in the country. In this task we did not 
like to waste resources. At the same time we have deployed 
mobile health units which will take care of the eye health of 
the people. Side by side they will do the survey work also 
so that as the plan progresses we will be able to get more 
reliable data. The second point that has been raised is with 
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regard to the revenue authorities trying to do the enumeration 
of the blinds. The revenue authorities are untrained people 
and usually they record the number of blinds according Jo 
what people tell them. When we had conducted this survey 
in 1931, a figure of two million was arrived at. But when 
this figure was judged against the scientific background, it was 
found to be more inadequate. So We did not find the 
revenue officials suitable for this job ..... the other solution 
we are now trying is to train all our Primary Health Centres 
in Ophthalmology or community eye care and are also trying 
to equip them with c~rtain equi;pment and train them so that 
they will be able to treat the eye patients and refer serious 
cases to medical colleges or district hospitals. It will take a 
little time but the programme has been prepared. . .. " 

1.64. In a written note furnished by the Ministry it has been stated 
that the figures of 9 million blind people, out of which 5 million blind' 
were curable by surgical interference, had been arrived at after surveying 
a population of 3.95 lakhs at 7 centres of the country both in rural and 
urban areas. The seven centres being Delhi, Cuttack, Varanasi, Madurai, 
Ahmedabad and Srinagar. These surveys were conducted under the 
auspices of the Indian Council of Medical Research and they represented 
a fair projection. It has been stated that in future, surveys would be 
conducted along with service through mobile units. 

1.65. In October, 1977 the Sub-Committee of the Estimates Com
mittee (1977-78) enquired whether any further survey and data collec
tion had been done regarding blindness and if so, what were the latest 
figures on blindness in the country. The Ministry in their written reply 
(November 1977) stated that rio further survey had been done but it was 
proposed to conduct surveys as the mobile units got into operation, and 
it might be in another five years that the impact of the programme as well 
as the magnitude of blindness existing wou~d be known. 

1.66. As regards the point raised whether voluntary efforts had been 
mobilised and coordinated and what machinery had been evolved for 
evaluation of the survey and data collection on blindness, the Ministry in 
reply further stated thus:-

"A Central Coordination Committee consisting of the represen
tatives of the Government of India, the representatives of the 
voluntary donor agencies, the Nati03al Association for the 
Blind, the National Society for Prevention of Blindness and as 
well as the representatives of the Indian Medical Association, 
and the Indian Ophthalmic Society have been formed. This 



committee meets regularly and data collection and survey of . 
blindness as weD as eye relief is being monitored in a coordina

ted manner in consultation with this committee." 

1.67. The Committee Dote that there is DO system of recording the 

Bumber of blind people, Or those softering from impairment of vision in the 

country and that there is no reliable data on (be prenlence or incidence of 

blindness in any cross section of the people. Some limited sample surveys 

whiclh have been made by the National Society for the Prevention of Blind

.BeSS and the Indian Council of Medical Research have revealed the preva

lance of blindness in our country as the highest in the world. The latest 

coordinated survey by the ICMR in 7 differeDt centres has led to an ever 

all estimate of 9 million blind and 45 million visually handicapped. The 
Committee have been informed during (,vidence that Government did not 

consider it necessary to waste resources in physical enumeration but had 

de.ployed mobile 'health units which will take care of the eye health of the 
people anel side by side will do the survey work. Emuneration 

by revenue officials was not considered suitable having regard to 

the technical nature of the work involved. The Ministry of 

Health in their latest submission before the Committee (Novem

ber 1977) have stated that it was proposed to conduct sur

~eys as the mobile units got jnto operation and it might be in ano.ther 

five years that the impact of the programme as well as the ma~nitude of 

blindness would be known. The Committee agree that data collection 

is a gigantic task. The Committee, however, feel that an overall survey 

regarding the prevalance of blindness in the country is basic for a coordinat

ed and meaningful campaign against the disease. They would, therefore., 

stress that the surveys should be undertakeu without any further loss of 

time and completed expeditiously so that the impact of the programme of 

A('tion on Blindness and precise magnitude of blindness are known and 

necessary timely remedial measures could be taken. The Committee fee) 

that random sampling tec!hnique may not be applied in collection of data in 

rural areas where due to the smallness of population it is possible to collect 

statistics about the .. mber of bind penons from Yin. panchayats, village 

ef6ctrs aad ather dlage iDstitutions. 
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(.4.) Dclinffiml (ff BUadDess 
Definition m recommended by the World Health Organisation 

1.68. According to WHO blindness and visual impairment may be 
da~sified as given in the following table:-

Visual aquity 
Category of visual 
impairment 

(with both eye using the best possible correction) 
-------------- - -

Minimum equal to Visual fields 
or better than 

I. 

3· 

5· 

6. 

Max. less th .. n 

6/18 
3/10(0' 3) 
20/70 

6/60 
1/100(0' I) 
20/100 

3/50 
1/20(0·5) 
20/400 

1/60 (Finger c(!)unting 
Light Preception at 
I meter) 

Not light preception 

6/60 
1/10(0' I) 
20/200 

3/60 
1/20(0'°5) 
20/400 

1/60 (Finger counting 
at 1 meter) 

1/50(0.02) 
5/300 
(20/1200) 

Undetermined or unspecified 

Not specified 

Not specified 

Less than 10 but 
. more than 5 
around central 
Fixation 

Less than 50 Cen
tral Fixation 

1.69. 'The WHO also recommended th3t near VISion should be taken 
into account while defining blindness but had not made any specific recom
mendations in this regard. The WHO recognised the need for an interna
tionally acceplted definition of blindess for the purpose of compiling interna
tional statistical data. It recommended that all nations should prepare 
statistics according to the categories defined in the table on prepage and that 
definition of blindness should include categories 3, 4 and 5. As 3. result 
of discussio~ for international strategy, study group set up by WHO sub
mitted a report which identified that there was a need for a universal defi
nition of visual impainnent and blindness. In its report, however, the group 
did not give any clear guidelines. It however stated:-

"While each country must define blindness in relation· to its own 
lMi>Cial and economic conditions (preferably using the standard 
categories given in this re'p'ort), there is need for an interna
tionally accepted ddinition of blindess for the purpose of com
piling international statistical data." 
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"It is hoped that eventually all nations will prepare statistics accOrd
ing to the categories defined in the table. Until this is done. 
countries using .different definitions might submit their national 
statistics for the level of vision laid down by their own autho
rities, with adjustments where possible to conform, to inter
national practice." 

1.70. The WHO recommended that this definition of blindness should 
include three categories: 

"1. 3/60 but not less than 1 [60 in the better eye with the best cor
rection. 

1160 but not less than perception of light in ,the better eye with the 
best correction. 

1.71. In the recommendation of the grou'P, it did not take into considera
tion, the minimum visual performance required by an individu:al in this 
highly industrialised and technological world. 

1.72. The WHO also had not given the parameters with regard to the 
field of vision but stated that if the extent of the visual fields was also to be 
considered, patient with a field of less than 10 but more than 5 around 
central fixation should be! placed in category I end the patients with a field 
less ,than 5 a!ound central fixation. in category II even if the central acuity 
of vision was not impaired. 

1.73. It has been stated by G'Overnment that the st~'tement of the WHO 
which was contained in its technical report series No. 518 published in 
1973 from Geneva, had given rather a broad definition of blindness and had 
left con'Siderable latitude to the nations to ,dopt a definition of their own. 
The recommendations of the WHO therefore, should be regarded as suitable 
for categorising a degree of visual impairment, rather than providing a 
definition of blindness. The WHO categorization also did not mention" any 
field reductions in categories 1 and 2. 

1.74. The Ministry have stated that in view of the various lacunae, the 
Health Ministry had devised its own definitions for the 'purposes of catego
rising blindness. These had been accepted by the Ministry of Social Wel
f)re and were being currently utilised for giving social assistance to the 
blind~, A person was considered to be blind if he was having: 

1. Vision 6/60 or less with the best possible spectacle correction; 

2. Diminution of field of vision to 20· or less in the better eye; 

3. One eve has vision of 6(60 or less with the be!'.t possible sre'Cta
des correction and other has a visual field of 20· or less. 
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1.75. It has been stated that the definition of visual impairment bad 
also been adopted by the Ministry of Health in as much ~ visual impair
ment was considered to be a visual acuity of 6/24 or less with the best 
spectacle correction in the better eye. According to the WHO this definition 
needs to be revised to a visual acuity of 6/18 or less in the better eye with 
the best possible spectacle correction. 

1.76. On the que'stion of devising and adopting a new definition for 
the purposes of categorising blindness i.e., a definition contrary to the inter
nationally accepted and standardi'Sed definition of blindness as recommend
ed by the WHO, the Secretary, Ministry of Health and Family Planning 
stated during evidence:-

" .... The Govt. of India has not adopted the definition from the 
WHO. The WHO has listed five categories of visual im-
pairment and they have c.sked various nations to prepare 
statistiC'S according to the defined categories. We have utilis
ed all the five grades for our own assessment." 

1.77. When asked as to whether it would not have been more appro
priate and advantageous to conform to the internationally accepted and 
standardised definition of blindness as recommended by W.H.O., the 
Ministry of Health in a written note (November, 1977) stated:--

"W.H.O. has not recommended any standardised definition of 
blindness but has only recommended categories of vision 
which we have also ~ dopted and th~refore the question does 
not arise. " 

1.78. The Committee note that the WHO has recognised the need for 
interaationaUy accepted definition of blindness for the purpose of compil
ing international statistical data. In its technical report series number 518 
published in 1973 from Geneva tthe WHO has given a definition of blind
ness which according to the Ministry is rather broad and leaves consider
able scope to the nations to adopt a definition of tbeir own. The Com
mittee are informed that the Ministry of Health bave devisNl their own 
definitions for the purpose of categorising blindness. It is also noticed that 
tbe definition of visual impairment adopted by the Ministry of Health needs 
to be revised according to tbe WHO. The Committee are definitely of the 
view that there is a need for adopting an internationally acceptable defini
tion of visual impairment and blindness for the purpose of collecting statisti
cal data as witbout such a standardised definition it would not be possible 
to have a meaningful comparison about the incidence of this a!t'Ii~tiOD in 
the country vis-a-vis other countries and '0 conduct a coordinated campaign 
against bUndness. The Committee, therefore, stres" that in order to avoid 
any difficulty at the international level in tht' fight against blindness the 

3175 LS--3 t 
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Government mould review "he definitions of blindness and visual impair
ment with a view to ensuring that the definition adopted by them should be 
as close to the internationally accepted definitions as possible. 

(e) Sodo Economic Cost 

1.79. As earlier stated apart from human suffering, visual impairmem 
and blindness has serious social and economic implications. A visuaUy 
impaired or blind person contributes less· to, and consumes more of, the 
national wealth and products that a comparable person with full eye sight. 
In terms of national value, the sum of this 'deficit' in prOduction and 
'excess' in consumption is the national cost which arises from the fact that 
the person is vis'ually impaired or blind. This problem is particularly more 
in the underdeveloped and developing countries which need all manpower 
to contribute in their national development and can ill-afford to either 
maintain the visually handicapped or suffer loss of productio.l on that 
account. 

1.80. Sir John Wilson, President International Agency for the Preven
tion of blindness in his speech delivered at the special working group on the 
Prevention of Visual Impairment and Blindness organised by the WHO 
Regional Office for South East Asia held in New Delhi from 24th to 26th 
March, 1976 observed this with regard to the Socio-economic cost of a 
blind person to the nation: 

"In economic terms, the problem is as destructive and as expensive, 
as a major war. A billion dollars is spent on rehabilitation 
of the blind. If you do another calculation, just imagine that 
it costs only one rupee a day to provide basic food and shelter 
for the curable blind people we are talking about this morning, 
the 8 million. That represents a cost of only something over 
300 million dollars a year, to say nothing of preventin£ the loss 
of production .... Behind the economic facts there are human 
facts; the blind Ghanaian farmer in one of those river-blind
ness villages, unaware that there are communities where sight 
and not blindness is normal; the Bedouin Arab blinded by 
trachoma for lack of a tube )f ointment in a. region with 
billions of petro-dollars; the infant I met last week in Southern 
India, one of thousands brought every year to the clinics and 
the temples, gaily dressed in ribbons and trinkets as though 
going to a Children's party, facing a lifetime of blindness for 
lack of a few pennyworth of vitamins. Mr. Chairman, 
blindness, needless blindness, on this scale, and with these con
sequences, is a grotesque anachronism, and it is not just as a 
formality that we have ventured to say that not the least im-
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portant among the human rights, surely, is the riibt of aD)' man 
to see. 

1.81. In a statement issued by lhe Ministry of Health and Family 
PlaBning at the time of the WHO meeting in New Delhi on the 22nd March, 
1976, on the aspect of the magnitude of blin,dness it was stated as follows:-

" .... The Government of India has contributed to the thought that 
one of the basic human rights is the right to see. We have to 
ensure that no citizen goes blind needlessly or, being blind. does 
not remain so if, by reasonable development of skill and 
resources, his sight can be prevented from deteriorating or, if 
already lost, can be restored. 

It is fully realised that blindness costs the. nation a huge sum of 
money in terms of capital wastage. Its economic drain is 
further aggravated by the social dependence of the blind per
sons On the community. The G()vemment, therefore, has 
noted with concern the magnitude cf the problem the inade
quacy of prevention and control of blindness. the extent of 
drain on the national economy and the social dependence of 
the blind on the community. To remedy the situation, the 
Central Health Council of India in April, 1975 adopted a 
resolution recommend;ng measures to prevent visual impair
ment and to control blindness." 

1.82. During evidence when asked whether any assessment of the socio
ec.onomic cost of a blind persons to the community had been attempted, 
the Advisor Ophthalmology, Ministry of He.llth and Flimly PIJnning 
stated:-

" .... Let us take 30 paise as the cut off point for people below 
the poverty line and let us give 30 paise to every blind per day. 
Even then we ne.ed about Rs. 9 per month and for 9 million 
blind we need Rs. 81 million or Rs. 8.1 crores to be distributed' 
to the blind without any productivity. . If we take them on a 
proper feeding basis, they will require Rs. 100 each per month 
in which case we require Rs. 90 crores per month. Besides 
that, they have to be dependent on other people to guide them 
therefore, the socio-economic costs are very heavy. 

1.83. In a subsequent note furnished to the Committee Government 
has worked out the socio-econ!)mic cost of a blind person to the community 
as follows:-

" .... A rough estimate has been on the basic of feeding an indivi
dual at the cost of Rs. 1001- per month. By this parameter, 
the socic-economic cost to the nation is Rs. 90 crores a mond
Loss of productivity is greater." 



1.84. On the question of taking this problem on an emergent basis the 
Ministry have stated:-

...... We are now taking this up on an emergent basis. We would 
like to accelerate the programme but there are financial, man
power and material constraints. If, however, higher outlays 
can be made, ac~leration of the pro&ramme is possible." 

1:85. It is a well known fact that blindness apart from human suftering 
costs the national a huge IHIDI of money in a capital wastage and tbat the 
economic lIrain is further- aggravated by the social dependence of tbe blind 
person on the community ... The Committee have been informed tbat a 
rough estimate of the socio-«onomic cost of blind population to tbe ccm
munity is Rs. 90 crores without counting the loss of producthity which is 
greater. The Committee need, therefore, hardly stress the urgency of 
measures to preTeDt visual impairment and to control blindness so as to 
reduce human sufteriog and to reduce the extent of drain on tbe national 
economy and the social depeDdeDce of the blind o~ the community. 



CHAPTER n 
CAUSES OF VISUAL IMPAIRMENT AND BLINDNES5 

2.1. The causes of visual impairment and blindness vary from. country 
to country, depending on topographic climatic, social, economic and cul
tural features. The common caUses for visual impairment and blindness 
in India are stated as under: 

"Cataract (55 per cent), Trachoma (5 per cent), InfectioB of the 
eyes (15 per cent), Smallpox (3 per cent), Malnutrition 
(2 per cent), Injuries (1.25 per cent). Glaucoma (0.5 per 
cent), and other (which include cogenital disorden, Uveitis, 
detachment, Tumors, Diabetes, Hypertension and nervous 
system diseases etc.) (18.25 per cent)." 

2.2. Some of the important diseases, Cataract, Trachoma and mal
nutrition are dealt with below. 

(I) Cataract 

2.3. Cataract is a common eye disease of old age. It may, however, 
affect young persons, children and even new barns. Eye is like a camera. 
Just as a camera has p::;werful lens that condenses the light coming from 
an external object and casts its image on a photosensitive plate, the eye 
has transparent powerful lens which helps to cast the image of an external 
object OB sensitive coat of the eye; the retina, from where the image js 

transmitted through the nerve of the eye (optic nerve) to the brain. This· 
is how we perceive the imaga of any object seen by the eyes. 

2.4. When this lens loses its transparency due to any cause, and 
becomes opaque, it· is known as cataract. Thei process by which the lens 
becomes opaque can be compared to the formation of curd from milk. 
Just as the process of conversion of milk into curd is irreversible, in the 
same way, once the cataract has started forming in the lens, it cannot be 
checked by any means whatsoever. Cataract is one of the few eye diseases, 
'which if treated properly in time. can be completely cured and a patient 
can have full· vision to see and read even the minutest prints. 

Causes of Cataract 

2.5. The exact cause of cataract is not fully known. Among the 
known factors may be counted old age, deficiency of different dietic factors 
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such as proteins, Vitamins A, B, C, sunrays and some toxic drugs. G~eral 
diseases like diabetes and congenital syphilis are other important contri
butory factors. Inflammation within the eye and injuries can also cause 
cataract at any age. 

Signs and Symptoms of Cataract. 

2.6. Gradually and progressively the eye sight is affected for distant 
objects though the near vision may improve in the beginning. There is 
no headache, pain or redness of the eyes. In the beginning an object 
such as lamp or light or moon appears more /than one and often the 
patient complains of some watering. In the course of years the eye sight 
is considerably affected and the patient finds it difficult to move out for 
his daily routine. Due to poor sight he often strikes against objects. A 
time comes when he can set( only the light of a lamp or torch. This condi
tion is known as mature cataract. If untreated the mature cataract may 
cause irritation and increase the pressure in the eye, or produce inflam
mation of the interior or both. 

2.7. It is very important to understand that deterioration of eye sight 
in old age is not always a cataract but may he one of the more serious 
diseases like glaucoma or atrophy of the nerve of eye. The eyes should 
always be got examined by a qualified doctor in the beginning and several 
times, subsequently, to detect the possibility of such diseases and to treat 
them, if present. Many patients do not consult an eye doctor but are 
satisfied with the advice of an old person who considers every loss of 
vision in old age as cataract. Patients are advised to wait till the cataract 
becomes mature. In a number of such patients, it is actually glaucoma 
or some other eye disease. The patient waits till he loses his sight co~ 
pletely and when he consults a specialist, he finds to his horror that he 
is incurably blind because of glaucoma. 

2.8. Following precautions should be followed to prevent: or at least 
delay the onset of cataract. 

(i) Take good and nourishing diet which is rich in proteins and 
vitamins. 

(ii) Protect the eyes from excessive exposure to sun rays, inten
sive heat, X-rays and injuries. 

(iii) Diseases such as diabetes and syphilis should be effectively 
treated. These diseases not only lead to cataract but also are 
responsible for many complications during the cataract 0pe

rations. 

(tv) Cataract cannot be cured by application of any medicine to 
the eye or by taking medicine orally. In the beginning eye
sight can be improved with glasses. Suitable glasses should 
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be obtained after getting the eyes tested. The power of 
glasses changes with the progress of cataract. These are re
qUired to be changed every six months or so till no glasses 
are found useful. 

l v) The only treatment of cataract known so far is operation. If 
there is marked deterioration of vision and disability in going 
about one should undergo such operation without waiting for 
maturity of cataract. 

2.9. Cataract operation means removal of cataractous lens from the 
eye. It ensures full vision after operation. Such operation is simple. 
Operation should be performed by a qualified eye specialist in eye hospital 
or eye camp organised by such agencies. It should never be got done 
by quacks, who go about in rural areas. 

2.10. The Inter-Regional meeting of the World Health Organisation 
held at Baghdad from 29 March to April, 1976 discussed the problems of 
blindness on global level and inter alia identified cataract as one of the 
causes responsible for visual impairment and blindness. Some of the 
various observations/recommendations were as follows: 

Observatioru 

(i) Cataract as a disease is widely prevalent in India and neigh
buoring countries, so much so that in India it constitutes 
about 55 percent of dl blindness and 5.5 million people 
need operations. The incidence of blindness is said to be 
much higher in these countries than in other parts of the 
world. Prices incidence rates have not been worked out 
but it is roughly estimated 8 eyes per 10,000 eyes. What 
precise· factors are responsible for tbi's high incidence are not 
known, pres:Jming th8t there is high incidence. Whether it 
is nutrition, heredity, senility or ultraviolet rays surveys 
conducted in different oreas of the region cannot 'Pinpoint 
anyone of the cause to be singly or jointly responsible. nJere 
is licope for epidemiological and biomedical research on this 
problem. 

(ii) Cataract as a disease cannot be prevented in the present state 
of our knowledge nor can it be medic~lly treated. It needs 
surgical intervention to restore sight. 

(iii) Yet another difficulty arises in trying to sort out cataract 
from glaucoma as both are occurring in the same age group. 
General physicians and lluxiliary personnel are not able to 
do this with accuracy. Simple parameters need to be devised 
for this distinction. 
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Recommendations 

(i) Statistical evaluation be conducted to determine if there is 
greater incidence of cataract in India, and -if the reason for 
this early onset i~ related to early seftility, hereditary ()£ 

nutritional factors; 

(ii) Since cataract cannot be 'p'revented, it is a problem more 
complex than control of preventable eye diseases hence an 
effective delivery of eye care needs to be developed; 

(iii) Mobile units including eye camps should be establishe'd for 
eye health education, medical treatment and surgfcal inter
vention in cataracts and other eye conditions. 

2.11. A leading opthalmologist in the country, in a Memorandum 
submitted to the Committee has stated: 

., .... Cataract in India essentially OCCurs at a comparatively early 
average (lge of 45 to 58 as again"'t at the age of 65 or 70 
years in the western countries. It is believed that out of the 
estimated number of nine million blind people, five million 
are suffering from curable cataract. To this number is added 
a considerably large number of cataract blinded people each; 
year. The hundred and odd medical colleges and the scores 
of eye camps held by the voluntary organisations only take 
care of about 5,00,000 c·taract dperations .... " 

2.12. During his evidence before the Committee, the witness stated: 

" .... cataract is nothing but the oDacity of lense in our eye, the 
lens ...... become opaque. What cautles- opacity, no one 
knows. Just as our hair gets grey, the lense in the eye also 
becomes opaque. One conjecture is th?t certain types of 
enzymes in the Indian race cause e'arly cataract. But no 
conclusive reasons have been found out. It, has, however, 
been definitely proved that we Indians are prone to cat,ract 
at an early working age. When it happens to a villager 
working as a farm labour :'t the age of 40 or 45 year'S, he 
loses his job and wages ...... there is. however, no preven-
tive action for cataract any where in the worid. . . . .. rf the 
entire nation is taken into account, 10% of the outdoor 
patients in hos'pit~ Is have cataract .... " 

2. t 3. Amplifying the point further. the witness in a written note 
furnished to the C---ommittee. explained the position as follows: 

''The genesi5: of cataract i's 5:tilJ unknown to medical science. It 
is essentiallv a dis~ase of-old a<?e. Probably due to biologic~l. 
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economic and nLtritoinal factors, cataract o:curs at much 
earlier age in the Indian community. As long a'S cataract 
occurs, measures will have to be devised to obviate it." 

2.14. On the question as to the number of cataract operations which 
could be undertaken by an Eye Surgeon in an Eye Camp, another non
official witness who appeared before the Committee gave his views as 
follows: 

., .... we should have mobile units and a 'pIlanned scheme of Eye 
Camps work every year. If we t3ke one million cases per 
year, it will mean doing a good job .... personally I think we 
have the capacity to do it and we can do it. In these .camps 
normally a surgeon can operate 60 cases per hour .... " 

2.15. To a point raised by the Committee as to what was the number 
of operations which an average' Eye Surgeon could attem'(1t, the witnes'S 
amplified I his views as under: 

" .. ' .He can do 100 cases a day. He should be able to do 200 
in every camp. If one Eye Surgeon can manage to attend 10 
camps per year or do 2000 operations, yo:!. can multiply this 
number by the number of 'Surgeons av~ilable in the country. 
If there are 4000 Eye Surgeons in the country, the figure of 
Eye operations would be 2000 multiplied by 4000 per year. 
2000 operations can be done 'pier year by one eye surgeon. 
There should be 200 per t:amp and ten camps. It IS n~Jt 

difficult at all .... most of the camps do 400 to 500 opera
tions. 200 in an eye c· mp is not difficult .... " 

2.16. To a point whether mass surgery of cataract cases say 200 
operations a day could be attempted by an Eye Surgeon, the ophthalmic 
Adviser stated during evidence thu'S:-

" .... 200dpler2tions a day, even if we work for all the 24 hours, 
it comes to 8 operations an hour and 7 minutes per opera
tion. It obviously looks fantastic." 

2.17. On the que'Stion of as to how the major backlog of 5.5 million 
cataract operations were proposed to be attempted, the Adviser in Oph
thalmology stated: 

...... the major hacklo,! C1.n be cleared in a decade.... for a 
proper and scientific 0per;J.tion to be done and at the same 
time guarding aJ!'~inst temporary blindness being converted 
into permanent hlindne<.'s, T would not hasten the programme 
in an attempt to do somethini! which would t.'0t stand on its 
own feet .... " 
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2.18. Elaborating his poiJlt further, Ihe witness stated that to this 
backlog of 5 million catar. ct operations. another 1 million every year 
were a.l5o to be added. At present 6 lakhs operatio.1S a year including 
the voluntary efforts were being attempted, and out of this, 2'70 of the 
attempted operations were unsuccessful 

2.19. To a point whether the Government w. s considering of having 
any crash programme for cataract operations for the prevention and cure 
CYf this di~ within a time bound programme so as to restore sight to 
a large number of people suffering from this dise se, the Ministry in a 
written note furnished to the Committee, have stated the position as 
follows: 

(i) Lack of res.ources and lack of manpower prevented the taking 
up of this programme on a crash programme basis. The 
trachoma & malnutrition programmes contributed about 22% 
of all blindness and did not require the same degree of skilled 
manpower for assessment and delivery of eye health care in 
this direction. Hence these 'programmes were immediately 
started. 

(li) Efforts are being made to launch a cat- ract programme com
patible with manpower availability and other resources through 
mobile units Facilities are being augmented at district hos- _ 
pitals and medical colleges. Voluntary agencies are also be
ing encouraged to increase their programme'S. If the pro
gramme is unduly pushed, many eye's may be lost as scientific 
care would not be possible. This will lead to increase in 
incurable blindness which woo Id be undesirable. It is, there
fore, proposed to proceed steadily and surely. The aim is 
maximum possible in the shortest possible time compatible 
with scientific requirements and at the same time create a 
permanent infrastructure so thet when temporary services are 
withdrawn gra9ually in a phased manner the infrastructure 
that is being created should be able to take care of the pro
blem on a perm"nent basis. The whole programme will take' 
20 years. At least this is the projection. It may possible 

to accelerate the mocess to 15 years provided financial re
sources can be made available." 

2.20. During evidence, the Secretarv, Ministry of He-lth admitted: 

" ...... the entire thinkinl! of the Government of India in the past 
had been that the Planning Commission was layinl! more em
phasis on the prevention of communicable diseases. Trachoma 
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is a communicable disease, that is it spreads from man to 
man. Therefore, the entire emphasis was on trachoma con
trol programme ~nfortunately, this important aspect, socio 
economic aspect, of prevention and cOlltrol of blindness was 
not given the attention that it deserved ...... " 

2.21. To a point rai'sed by the Committee that when Cataract account
ed for 55% of the eye disease in India, why this fact was not taken note 
of by the Government, the adviser in Ophthalmology in the Ministry of 
Health, stated the position as follows: 

" .•.. there was no proper definition of blindness that was evolved 
by the Government in the past. Cataract was not considered 
as part of blindness. Anything that was curable was not 
considered as part of blindne'ss, and cataract was supposed 
to be curable. Therefore, they did not take that into account. 
It was recently that we started thinking on the lines of curable 
blindness and that is how it was taken up .... when realisa
tion came that a large number of ca'ses of blindness were 
due to cataract lying unoperated, this crash programme Was 
started .... " 

2.22. Subsequently the Sub-Committee of the Estimates Committee 
(1977-78) enquired whether the incidence of Cataract was more in the 
desert areas of Rajasthan and Haryana and if so, what precise ste'ps had 
been taken to combat the challenge of Cataract in the desert areas. The 
Ministry of Health in a note' (November, 1977) stated:-

"In the surveys conducted by 7 centres under the Indian Council 
of Medical Research and al'So from the general impression 
th'at has been received in dis~Jssion at the National ImpJe. 
mention Committee Surgeons from Rajasthan, Haryana and 
Punjab, etc., no regional differences have been found in the 
incidence of Cataract. As far as care' of Cataract i~ concern-
ed, mobile units have been commissioned. One Mobile unit 
has already been sent to Rai~sthan, which is located in 
Bikaner division. Haryana has also accepted the programme 
and will shortly collect the mobile unit a!lotted to that State. 
n is proposed to locate this unit in Rohtak. In the' meantime; 
the Unit located at the Dr. Rajendra Prasad Centre for 
Ophthalmic Sciences will conduct camps in the district of 
Sonepat and Gurgaon." 

2.23. The Committee note that cataract is widely preventfd in the 
conntry and accounts for about 55 per cent. of an caS('oS of visual impair
ment. Out of the estimates 9 minion pel'som with visual impairment in the 
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country, over 5 million are slated to be suftcl'ing from cataract which 'is 
curable by surgical operation. The Committee regret to note that while 
a special programme for the control of trachoma which accounts (or about 
5 per ce·nt of the total cases of visual impairment was launched by Govern
ment in 1956 first on a pilot basis and later on as a r~guIar programme, no 
specific efforts were made to resto(t~ eye sight to the lurge number of persons 
suffering from cataract. According to. the representatives of the Ministry 
the emphasis on trachoma programme was placed because it was a com
municable disease and no perticular at:ention was given to cataract which 
being curable was originally "not considered as part of blindness". It is 
th~s obvious that the priorities accorded by the Mini~try in the matter of 
eye care were not well conceived in as much as jb<! gravity of the problem 
of cataract which is widely prevalent and is curab~e but has serious socio
economic consequem~es was not ginn the attention that it dC5Crved, result
ing in fhe continuance of the wide spread and avoidable misery among a 
very large section of the population suffering from this disease . 

. 2.24. The Committee note that there is a b!1cklog of about 5 million 
cataract operations to which another ODe million are added every year. 
Against this, only 0.6 million operations are statd '0 have bee. attempted 
annually in the country including the operations '''rough voluntary effort. 
The Committee are distressed to note that there h n:.l crash programme for 
conducting "esc operations on the plea of lack o~ . e'ources and lack of 
manpower, Government are planning to complete the backlog o( operatiOns 
in 20 years which could at best 00 accelerated to 15 years provided financial 
resources could be made available. The Committee are surprised at the 
manner in which this grave problem is being handled at present. Consider
ing the e:normity of the prevalen':e of this disease and the human misery 
caused by it, the COO1mitter. strongly feel that Government should find and 
allocate the necessary resources for this task. The Committee consider 
thllt with the c.xisting number of eye snrgeons which are stafed to be about 
3,500 ~n the country, it should be possible to conduct about 1 million opera
tions every year if detailed plans of undertakin~ such olleTafions thTOUgh 
hospitals, mobile units and eyr.-camps etc. are prepared in advance and 
implemented meticulously in the fie!d. The Committee have no doubt 
thllt with tlhe eXJlf'rtise available in the counfry and dedkatedof the cnncern
ed lmthorities. the backlo~ of cataract operations could be comoteted within 
It sborter period of say 7 to to years. The Committee would Iik~ Govern
ment to enlist the coopera'ion of voluntarv operclfion .. in fhis h'lmanitarian 
venture and prepare a crash timfl bound rrogramme of rataract operations 
to restore siJ!ht to aboot 5.5 million people suffering from this d:sease and 
!'nsore fhat the same is implemented in the field. The Committee would 
like to be informed in specific tenos within six monl'h.. Booutthe action 
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taken in pW'suance of these recommvndations to increase the facilities for
cataract operations on scientific lines including proper post operation care 
.and the results expected to be achieved. 

(ii) Trachoma 

2.25. TRACHOMA i!. an infectious eye disease. It is called Kukre 
in Punj~lb, Khed in Gujarat, Ku'haie and Roll;: in UEar Pradesh and some 
other parts of the country. The disease is passed on the healthy eyes, 
mostly through different types of contacts to the infected eyes. If not 
attended to in time, the infected persons may become blind. No age, sex 
or race seems to be immune to trachoma infection. Hence, every one is 
susceptible to this disease. In north India. it has been observed that 
children, whether they are toddlers or of school going age, are the worst 
victims of the disease. Trachoma has been found very early in life. 
Even children of two to three months of age suffer from it. Fern·lIes 
suffer for longer period of years with active infection than the males. 

Causes of Spread of Trachoma 

2.26. Trachoma spreads mostly by direct contact of healthy eyes of 
one person with the infected eyes of another person. It also spreads 
through the contact of the healthy eyes with the infected discharge from 
the eyes of a trachoma patient by the USe Gf a common towel in a family 
or the use of a common pillow which has been soiled by the discharge 
from a sore eye. Trachoma is also unconsciously contracted by children 
in various games, such as hide and seek where the fingers may get soiled 
with the discharge from the eyes of an infected child, when the eyes are 
closed in the play. 

2.27. In communities where the custom of applyiJOg Kajal or Surma 
to the eyes is prevalent, the disease may be transmitted througlt the use of 
a common applicator (salai or finger) by more than one person, without 
properly cleaning it. Flies also play an important role in carrying the 
infected discharge from a sore eye to a healthy one. The disease may 
also be transmitted to a healthy person who sleeps with a person having 
trachoma infection. Dust, dirt smoke and USe of dirty water from village 
ponds may predispose a person to trachoma infection or aggravate the 
Infection. 

Various Measures Taken 

2.28. The Ministry of Health and Family Planning have stated that 
Trachoma and infections have always been considered to constitute 
major public health problem in eye disea'le and one of the principal 
causes of visual impairment, even leading to total blindness in various 
under-developed and developing countries including India. The prob-
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lem did not attract attention of the Government of India till 1944 when 
the Jomt Committee appointed by the Central Advisory Board of Health 
and of Education delibe.rated upon it and submitted their report to the 
then Government of India. While defining the causes of visual impair
ment and blindness, the Joint Committee observed: 

"We also note that chief among the causes stand the complication 
of inflammatory disease of the conjective and cornea, includ
ing Trachoma, and that other prominent causes include small 
pox, veneral diseases, nutritional definciency, glaucoma and 
cataract. We are aware, too, that the specific causes vary 
from province to province influenced mainly by climate, diet 
and the living conditions of the people. Blindness reaches 
its peak: in the northern and northern-western plains where 
relentless sun, frequeRt dust storms and intensity of the dry 
"hot weather" heat put the greatest strain on the eye and its 
mechanism and where, too, there are innumerable flies to 
spread infection ...... " 

The Joint Committee further observed: 

"Trachoma has, from ancient times, been an important cause of 
blindness. In Egypt, where the des ease is particularly pre
valent, the treatment has passed into the hands of the public 
health worker, who had dealt with it by segregation with 
excellent results, in this disease, many eyes are lost by the 
application of the too irritant remedies. The comparison 
between the spread of rrachollu in Nepoleon's army in Egypt 
in the early part of the 19th Century and the absence of any 
out-break amongst the Briti.sh Expeditionary Force during 
the late war, is very remarkable and speaks for itself. 
Trachoma is rife in Northern India but in Bengal it is of 
interest to note, it is found almost entirely amongst the people 
from other provinces, and notably amongst the Marwaris 
from Rajputana, the Muslims from N.W. Frontier tribes and 
Sikhs from Punjab." 

2.29. Unfortunately this report remained shelved and no concrete steps 
were taken for control of the disease. The Bhore Committee which met 
in the year of 1946 also deliberated on the subject of diseases of eye and 
blindness and only reiterated the observations and recommendations made 
by the Joint Committee of Central Advisory Board of Health and of 
Education and recommended immediate action. Unfortunately, all these 
recommendations did not stimulate any action. In 1954, the Indian 
Council of Medical Research formed a Committee which met in Novem
ber, 1954. During the deliberations, the Committee observed "In many 



parts of India, and ~1icularly in North, Trachoma conMitutes the major 
problem in eye diseases and is the principal cauSe of total and partial 
blin,dness." Based on that Committee's recommendations, the Government 
of India established Trachoma Control Pilot Project in 1956 which con
tinued upto 1963. 

National Trachoma Control Programme 

2.30. On 30th March, 1963 the Government of India took over the 
Trachoma Control Pilot Project from the Indian Council of Medical Re
search, ~nd launched National Trachoma Control Programml! as a cen
trally sponsored project with cent 'per cent central assistaJIlce in the States 
of erstwhile Punjab, Rajasthan and Uttar Pradesh. In the States of Bihar, 
Madhya ,pradesh, Jammu and Kashmir and Gujarat, Ihowever, it was 
approved as centrally assisted project with 50 per cent central assistance. 
A total number of 53 field units were initially sanctioned for different 
States. By the end of March, 1976, the programme was in operation in 
26 States/U.Ts of Andhra Pradesh, Assam, Bihar, Gujarat, Haryana, 
Himachal Pradesh, Jammu and Kashmir, Karnataka, Kerala, Madhya 
Pradesh, Maharashtra, Manipur, Meghalaya, Punjab, Rajasthan, Uttar 
Pradesh, Andaman and Nicobar Islands, Chandigarh, Dadar and Nagar 
Haveli, Delhi, Goa, Daman and Diu, Mizoram, Arunachal Pradesh, 
Lakshadeep, Pondicherry and Tripura. 

Physical Targets and Achievements of the National Trachoma Central 
Project 

2.31. The physical targets and achievements of the National Trachoma 
Control Programme have been as follows:-

Plan Year 

---.--

1963-66 . 

1966-67 . 

1967-68 . 

1968-6g , 

IV Plan 

1969-74 • 

V Plan 

1974-79 . 

-----

Tarll'ets 
Blocks PHCs/ Population 

(in millions) 

Achievements 
B1ocks/PHCs Population 

(in millions) 
----- --"--

88 5" 54 88 6·81 

214 17'98 204 17'01 

378 31'70 221 18'24 

343 28'42 263 111'08 

1314 IIO' 66 1041 86'71 

3586 296 '63 2575 1115'43 
(Till March 

1976 only; ._- -----
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2.32. It is projected that by the end of Vth Plan period, the -total 
population at risk would be brought under the umberella of control scheme. 
1t has been stated quantitatively, the scheme has already made much strides 
bringing the total coverage within sight in very near future, even qualita
tively the activities have been rewarding. 

2.33. It has, however, been stated that no assessment or evaluation 
had been done in respect of the field activities of the National Trachoma 
Control Programme. 

Financial Budget Allocations and Actual Expenditure 

----------- -----------.-- ---_._- '-- ------------
Plan & Years 

-------_. __ . ---.-
nl Plan 

[966-67 

[g67-68 

[968-69 

IVth Plan 

1969-70 

[973-74 

Vth Plan. 

1974-75'1 

1975-76 

1976-77 

Provisions made Actual Exp, 
(Rs, in lakh) (Rs, in lakhs) 

88'00 61' 79 

32 ,94 29'24 

51' 36 38 '84 

5°'00 48 '70 

[95' 00 66'34 

3'64 3' 77 

5' 75 2'63 

[5'00 9'86 

39'00 34'35 

34'00 [5'73 

275'00 

20'00 [5' 2[ 

20'00 12'06 

40 '00 

-.----.-- --------

2.34. It has been stated that though the IVth Plan budget provision 
was for Rs. 19~.00 lakhs, only Rs. 66.34 lakhs was utilised. Initially the 
Plan provision was for Rs. 95.00 lakhs only. but when UNICEF withdrew 
their assistance in June, 1970, additional provision of Rs. 100.00 lakhs was 
made for procurement of material and equipment. The amount provided 
could not be utilised since yearly allocations made were not proportionate 
to the total plan provision. In the year 1973-74, though there was pro
vision of Rs. 34.00 lakhs but the utilisation was of Rs. 15.73 lakhs. This 
was on account of the fact that the control strategy was under review and 
it was being contemplated to integrate the same with the general health 
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services duxing the Vth Plan period anci DO app9iNmmts were maPe under 
this plan. as could have been done according to the oomrol strategy 
followed during the precedW& years. 

2.35. It has been statt¥i that the physical targets too, therefore, had to 
be contained within the financial resources made available cacl1 year, as per 
details explained below:-

(i) The Vth Plan provision for National Trachoma Control Pro
gramme was Rs. 275.00 lakhs but the yearly allocations are 
not in proportion to that. However, with integration of the 
programme for Prevention of Blindness with Trachoma Con
trol, Planning Commission has approved the total plan alloca
tion of Rs. 345.00 la}Qhs. The actual performance picture 
will emerge only at the end of the plan period. 

(ii) In the year 1963, when the scheme was initiated it was taken 
up as Centrally sponsored with 100 per cent Central assistance 
to the States of Punjab, Haryana, Rajasthan and Uttar Pta
desh. It was taken up as Centrally assisted with 50 per cent 
central assistance in the States of Bihar. Madhya Pradesh, 
Jammu and Kashmir, Karnatka and Oujarat. The case of 
Gujarat was reviewed and it was subsequently included under 
the centrally sponsored scheme with 100 per cent central 
assistance. 

(iii) In the year 1967, the pattern of assistance was reviewed and it 
was decided to have the scheme as centrally sponsored in all 
the States; but the central assistance limited to 75 per cent 
only; the remaining 25 per cent to be met by the State Gov
ernments concern~d. From the IVth Plan and onwards, the 
pattern of ,ce:ltral assistance was again reviewed and made 
centrally sponsored with 100 per cent central assistance. 

(iv) The pattern of central assistance was again reviewed and the 
Planning Commission decided to continue the scheme as cen
trally sponsored scheme with the centra! assistance limited to 
provision of material and necessary equipment in kind to the 
participating States. The operational cost, if any, was to be 
borne by the State Governments. This decision was faken in 
view of the revised control strateg'j .under wli!ch no separate 
staff was recommended in States/U.Ts and the scheme was 
integrated with the general health services. 

3175 LS-4 



(v) As for the international assistance, the necessary equipm~nts, 
antibiotic drugs alongwith the transport were available as 
part of UNICEF assistance till June, 1970; UNICEF with
drew from the programme from that date. 

(iv) With the decision of Government of India, to launch National 
Programme ·for Prevention of Blindness the Planning Commis
sion has revised Vth Plan allocation from Rs. 275.00 to 
Rs. 345.00 lakhs for the National Trachoma Control Pro
gramme and for the programme for Prevention of Blindness, 
since both these schemes will now be taken up as integrated 
National Programme during the remaining years of the current 
plan period; and has indicated Rs. 30.00 lakhs for prevention 
of blindness in purely central sector. 

2.36. Further elaborating the precise reasons for not utilisation of 
the allocated funds fully during the Third Plan, Fourth Plan and in the 
Fifth Plan periods (years 1974-75 and 1975-76) on the Trachoma Control 
Programme, the Ministry of Health in their note (November, 1977) ex
plained as follows-

1963-64 

1964-65 

1965-66 

"The scheme of National Trachoma Control Programme was 
taken up from March, 1963 during the 3rd Plan period. The 
Plan allocation was Rs. 88 lakhs but the yearly allocations and 
actual expenditure during the period 1963-66 were as fol
lows:-

Total 

Yearly allocation 

Not indicated 

Rs. 22' 50 lakhs 

Rs. 31' 31 lakhs 

Rs. 53' 81 lakhs 

Rs. 8.64 lakhs 

Rs. 23' 74lakhs 

Rs. 29' 4 I lakhs 

Rs. 61' 79 lakhs 

Thus it will be noted that the utilisation of the budget provi
sion was very much in proportion to the allocations made. 

During the 4th Plan the budget provision was of Rs. 195 lakhs. 
This included Rs. 100 lakhs for procurement of antibiotic 
ointment tubes on account of withdrawal of UNICEF assist
ance to the programme. The amount provided for the Plan 
period could not be utilised fully since yearly allocation made 
were not proportionate to the total plan provision. The 
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actual allocation were of Rs. 97.31 lakhs - for the period 
1969-74 and the expenditure was Rs. 66.34 lakhs i.e. 
roughly 66 per cent of the allocation. The main reason for 
non-utilisation was that the budget provisions made for pro
duction of health education material could not be utilised on 
account of decision taken that the concerned States should 
produce their own material. For the year 1973-74 the actual 
expenditure was only Rs. 15.73 lakhs against the budget 
provision of Rs. 34 lakhs. This under-utilisation was on ac
count of the fact that the control strategy was under review 
and it was being contemplated to integrate with general 
health services during the 5th Plan. As such no fresh ap
pointments were made of the staff which would otherwise 
have been appointed according to the control strategy fol
lowed in preceding years. 

In the 5th Plan during the period 1974-75 the actual provision 
was of Rs. 40 lakhs but only 27.27 lakhs (15.21+12.06) 
could be utilised in both these years. Provision of Rs. 10.00 
lakhs (1974-75 Rs. 4.00 lakhs and 1975-76 Rs. 6.00 lakhs) 
was made fal" health education material but this could not 
be utilised." 

i.37. A number of leading ophthalmologists in the country in their 
memoranda submitted to the Committee have put forth their views thus 
-on the National Trachoma Control Programme: 

(i) " ...... the National Trachoma Programme has not succeeded 
to the extent expected. Perhaps it was a mistake to take up 
a single disease, Trachoma Control, instead of launching a 
programme for fighting eye infections in general. Perhaps 
emphasis of full time employed personnel instead of mobilising 
voluntary effort, was responsible for the poor results ...... " 

Gi) "National Trachoma Control Pr'')gramme has b~en able 
to publicise ant:biotic cYI! infections to a certain extent Per
sonal hygiene e.g. washing face with so'}? ;]nd water before 
going to bed should be emphasised more .. _ . " 

(iii) "AI h h . t oug the occurrence of Trachoma has been greately rcduc~d 
SInce the Government of India launched the Trachoma Control 
Project in 1963, trachoma and allied infections stilI cause 
considerable blindness. Necessary steps should be taken to 
prevent this by a systematic all embracing rural areas ori
ented programmes .... " 
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(iv) '" .National Trachoma Control Project was launched by W: 
Government of India in 1963 with a view to control the 
disease in the area where it was prevalent. According to 
the information available, the population which was surveyed 
shall be covered by' the progr_e' by the end of V Plan and. 
that follow up will then be taken up by the States. Unfor
tunately, during the past 13 years, this programme has not 
been evaluated by any Committee of experts. The general 
impression, however, is that the blinding complications from 
Trachoma have been considerably lowered and that through 
this programme, it has been possible to demonstrate that in
cidence and prevalence of blindness from this cause can be 
effectively lowered without eradicating the disease. Vigilence, 
however, need to be kept up so that the country does not re
lapse into the situation which prevailed before 1963. It 
would, therefore, be desirable to survey the areas which have 
not been surveyed earlier and also to appoint an expert 
Committee to evaluate the impact of this programme for 
prevalence and incidence of disease, its blinding complica
tions and ocular infections which could have had beneficial 
effects due to this campaign." 

2.38. During his evidence before the Committee, one of the non
official witnesses stated thus: 

" .... Trachma could be cured by glVlng a simple doze of ter
ramycin ointment .... while the Trachoma control Project 
sponsored by the Government of India has covered plains 
villages, which are easily accessible, in other places like the' 
HiplaJayan villages where it is difficult to go, we have not 
gone. We must see that such areas which are [lot covered 
due to one reason or another are covered, otherwise there 
is no problem in preventing trachoma. 

2.39. Amplifying the point further the witness in a written note furnish
ed to the Committee, explained the position as follows: 

"The Trachoma Control Project initiated by the Government of 
India, must concentrate its activities and also intensify the 
same in the areas where pockets of trachoma still exist. 
These areas are Rajasthan, Kutch, Uttar Pradesh, parts of 
Maharashtra and' some areas in the Eastern States of our 
co'untry. Trachoma is completely curable by timely action andi 
treatment which is inexpensive and. well known." 



45 

2.40. DUring evidence, the Adviser in Ophthalmology, Ministry of 
Health stated: 

"Trachoma. 

" .... Trachoma is very much . prevalent in areas where there is a 
dry, dusty, sandy climate. l1ierefore, its incidence is more in 
the north. In the South on the other hand, there is a greater 
prevalence of nutritional disorder because of their dietary 
habits, enough Vitamin A is not taken. The other things are 
largely dependent on the general hygenic conditions of the 
people and do not show any marked differential between the 
various regions." 

2.41. On the question of evaluation of the Trachoma Control Pro
:gramme the witness further stated: 

" .... Trachoma programme has been 20ing on for the last 13 years. 
In order to get the results at least 11) years period is necessary. 
The complications take;. 8 to 10 years to develop only then it 
can be said as to what is the result .... " 

2.42. Amplifying the point further, the Secretary Ministry of Health 
: stated during evidence: 

'; .... the entire thinking in the past of the Government of India, 
the Planning Commission has been to lay emphasis on the 
prevention of communi::able diseases. Tra::homa is a com
municable disease, that is it spreads from man to man. 
Therefore, the entire emphasis was on Trachoma Control 
Programme. Unfortunately, this important aspect, so::io
economic aspect of prevention and control of blindness . was 
not given the attention that is deserved." 

2.43. On the question of allocation and 
Trachoma Control Programme, the Joint 
Health and Family Planning observed thus: 

expenditure On the N ationa! 
Secretary in the Ministry ot 

" .... In the Third Plan allocation was Rs. 88 lakhs and the ex
penditure was Rs. 61.70 lakhs. In the Fourth Plan out of an 
allocation' ,of Its. 195 lakhs, the expenditure was Rs. 66.34 
lakhs. Out of the allocation of Rs. 4<' lakhs for the years 
1974-75 and 1975-76 the expenditure was Rs. 27.6 lakhs." 

2.44. Regarding the introduction of Trachoma Control Programme, 
:a non-official witness gave his views thus during evidence: 

...... I was associated with the programme in 1958 when WHO 
started it in Aligarh. They had one Czech doctor incharge 
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of it. They were interested in surveying the incidence ot 
trachoma in India. They were not interested in the local( 
methOd of treatment. . . . They arranged for the free distribu
tion of achromycin in the schools to start with. The idea 
was, once you distribute it, free, afterwards they will buy it. 
lt was more business oriented. They did not consider 
whether treatment with achromycin would prevent the disease 
for a long period. Washing the eyes with soap and water is 
the local solution of the problem .... The Trachoma control 
project has succeeded in focussing attention on the eye in
fection but beyond that it has not helped to solve the pro
below:-

2.45. On the question of use of tetracycline in the Trachoma Con
trol Programme, the Ministry have in their written nOie furnished to the 
Committee, stated as follows:-

"Before launching National Trachoma Control Programme, a 
Trachoma Control Pilot Project was estah1:shed by the Gov
ernment of India in 1956 which was placed under ICMR. This 
Pilot Project continued till 1963. During this period 3,33,000 
tetracycline eye ointment tubes w~re used. The} were gifted 
by the UNICEF as part of their assistance to the Programme. 
Accord;ng to the UNICEF voucher, the COSt of these tubes was 
Rs. 3,84,196.00. 

The National Trachoma Control Prog,amme Wil~ launched in 1963 
and the UNICEF assistance was available till June, 1970. 
During this period i.e. 3/63 to 6/70, UNICEF provided 
73,71,400 tetracycline eye ointment tubes which according to 
their voucher costs Rs. 37,29,000. This was also a gift from 
UNICEF as part of their assistance for the programme. From-
1971, till to-date, Government of India is procuring the tetra
cycline eye ointment tubes from indigenous sources. So far, 
82,28,900 tetracycline eye ointment tubes have been procured' 
by the end of March, 1976." 

2.46. As regards achieving of self sufficiency in the matter of avail
ability of tetracycline, the Ministry of Chemicals and Fertilisers have stated 
the position thus: 

"During the year 1974-75, Tetracycline was impG~ted by STC from 
Poland. USSR, Bulgaria and Hungary. Requirements for the
year 1975-76 were contracted in the year 1974-75 itself from 
the said sources. During 1976-77 50 tonnes of tetracyclin& 
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is expected to be imported from. Bulgaria. Details regarding 
production and units manufacturing this drug are indIcated. 
below:-

S. Name of the Name of the foreign collaborator 
if any (source of t'Xhnology) 

PRODuanON DURING 
Nc;). Unit '974 '975 1976 

(jiln. to 
Oct) 
lFignm; in tonnes) 

I. MIs. IDPL This public sector unit j., opera-
ting with technical collabora
tiol' from USSR. 

2. 'vI/s, Symbio.ic, . From Sr~uibb Sarabhai 
Chemic?!s. 

2'2'5 16' i5 

3, Mis, Pfizer, No ~pe<'ific agreemeT't or this 1'0 2'1 

-1-, \{/§, Cynamld 

prod1lct was approved. The 
Co. i; operating in co);a' ora
tion with Pfizer C.otp". of 
Panama. 

No specit.c agreement or thl' 
produce was appro"ed. The 
Co, is operating with colla· 
boration w th Cynamid of 
USA. 

TOTAL 

6'3 'l 0 16 67 

----
50 '3 91'3 113'34-

---

Immrts (Tonres) 1974--75 1975-76 1976-77 
---

65 78 50 

Mis. IDPL is the only public sector unit manufacturing this 
drug at present and they account for major portion of produc
tion in the country. In 1974, the public sector unit accounted 
for about 64 per cent of the production in the country and in 
1975 the share of public sector unit was about 74 per cent. 
In early 1976-77, indications were available that Mis. IDPL 
will be able to stabilise the strain and products adequate 
quantity with a view to eliminate imports. However, the 
efforts to expand capacity by stabilising strain and increasing 
strain potency are continuing in this unit and is expected that 
from the year 1977-78 imports of this drug may not bc neces
sary. In the meantime, the demand af the country for tctra
cycline is also increasing." 



2.47-. The Committee .ote that htddeace 01 tnebcuns accounts for 
aIJout 5 per cent of tile CIl8eS 01 1'isual impairment and bliDdness in the 
country. They further note that following the recommenclaticms made by a 
CommjU"e appointed by the IDdian Council of Me4kal ReseBKh, 1954, 
GoU!m.ment ~d a Trachoma Control Pilot Pruject which continu
ed till 1963. The Pilot pt'oject has &teeD exteaded to a National Trachoma 
Programme as a centrally sponsored project since 1963. Till the end of 
the 4th Plan against the projected coverage of 1314 Blocks/PHCs. covering 
8- pgpuIat.i9R- of 86.71 miUioB OBIy, 8l'e stated to have- been CMered. 'fbus 
there has beeD a shortfall in the coverage of 273 blocks comprising a 
population of 23 million. 

2.48. The Committee further note that there have been shortfalls iD 
~xpenditure on the National Trachoma Control Progtamme during the First 
and Fifth plan period and the Government failed due to various reasons. 
In the Fourth Plan (1969-74) against the actual allocation of Rs. 97.31 
lakhs, tbe expenditure was Rs. 66.34 lakbs which is roughly 66 per cent. 
During the years 1974·75 of the Fifth Plan, the actual provision was of 
Rs. 40 lakhs out of which only Rs. 27.27 lakhs i.e. about 67 per cent could 
be utilised. As against the allocation of Rs. 40 lakhs for 1974.75 and 
1975·76, the expenditure is no more than Rs. 27.6 lakhs_ The lack of 
utilisation of the allotted funds for fight against trachoma shows that the 
implementation of the various projects under the National Trachoma Con· 
trol Programme has to be taken more seriously than is being done at pre· 
sent. The Committee would therefore stress that Government should review 
the position in depth and take corrective measures to see that the allocated 
funds are fully used in the interest of relieving suffering of the people from 
Trachoma and to check the spread of this disease. 

2.49 •. The CoPJIQitt~ regret to note that no evaluation of National 
Trachoma CODtrol Programme, on which considerable expenditure has 
been incurred, has been undertaken so far. It is normally expected that an 
evaluation of a programme is undertaken periodically to identify short· 
comings 8IId take timely remedial measures. It is unfortunate that no evalu· 
ation of this programme has been taken up so far thoagh the programme 
has been in operation for over 20 years. According to a former Health 
Minister "perhaps it was a mistake to take up a single disease-Trachoma 
controL instead of _ Immdting a proOgJ;amme- for figbting eye infections in 
general". The Committee· are in fuU.&gI:eement with .tbis view. They feel 
that if aD evalution of. this' progralllllle had been undertaken in the early 
stages, this aspec:twould ba.n; come. to light -iRtlle begipging.alld corrective 
measures taklD. 11le Committee note that aUong last this programme will 
now be integrated in the National PI'ogpunme for Prevention of Blindness 
during tile remaining years of the current Plan period. 
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(iii) (a) Mldauttlfieu 
2.50. A population: Which is habitually lised to a diet which is sufficient 

in both quality and quantity will have a stoie ef genenll health and vitality, 
which will enable it. both to resist tbe ons~t of disease and successfully 
combat it, when it arises on the other hand, faulty nutrition is directly 
and indirectly respons!ble for a large amount of ill health in the commu
nity. A continued insufficiency of specific food factors in the diet is asso
ciated with special conditions known as deficiency diseases. In the case 
of eyes, diseases like Keratomalacia, xerophthalmia, vitamin A deficiency 
are common causes of blindness and are due to protein calorie malnutri
tion. In India there are both under nutrition and mal-nutrition existing 
widely. It has also been stated that mal-nutritional blindness is widely 
prevalent in various States of India. 

Nutrition for expectant and nursing mothers 

2.51. Child bearing imposes a great strain and it is important that the 
would be mothers lead a healthy life throughout pregnancy. One of the 
major factors that promotes health and well living, both of the mother 
and the baby is wholesome nourishing food. Similarly breast feed
ing is a greater strain on the mother than pregnancy, because the woman 
nourishes a "fully developed" and "rapidly growing" baby who');e food 
need increase day by day. If the mothers' diet is satisfactory during 
pregnancy she wiIl have accumulated a store of nutritions in readiness 
for satisfactory breast feeding. If the mother is known to have gone 
through pregnancy successfully on a faulty and insufficient diet, it means 
she has freely drawn upon her own reserves to build her baby and she 
will continue to do so as long as she nurses her child. In such cases it is 
imperative that the defects in maternal diet are rectified forthwith, in order 
that she and her baby may be saved from malnutrition and its consequen
ces. 

2.52. It is well known that the maintenance of health is greatly de
pendant on adequate nutrition. Extensive diet and nutrition 'Surveys 
carried out in different parts of the country have indicated the wide 
prevall;nce of malnutrition in mothers -and children specially of tht: poor 
socio-economic group. Ensuring adequate nutrition to expectant and 
nursing mothers and to infants and children is of utmost importance and 
should, therefore, receive the highest priority in any public health pro
gramme. The improvement of nutrition of our people call'S for a coordi
nated action in many fields. 

Nutrition Programmes 
2.53. In a note furnished to the Committee, the Ministry of Health 

and Family Welfare·· have stated-that the- health services play a unique 
role in thl! fight against malnutrition through the net work of medical and 
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health centres. State Nutrition Divisions were established in the Health 
Directorates of 18 States and 2 Union Territories, as per recommendation 
of the Ministry of Health. These Divisions assess the diet and nutritional 
status in various groups of population, conduct nutrition education cam
paigns, supervise supplementary feeding programmes, other nutritional 
ameliorative measures and also conduct baseline 'Surveys and evaluation 
of the Applied Nutrition Programme. These State Nutrition Divisions 
are also responsible for mon:toring the nutritional status of the popUlation 
in areas affected by natuTal calamities such as floods and drought. On the 
recommendation of the Central Co-ordination Committee for Nutrition 
Programmes, action is being taken to establish State Nutrition Divisions in 
the remaining 5 States and 7 Union Territories. 

2.54. The Nutrition Cell of the Directorate General of Health Se:vices 
coordinates the nutrition work carried out by the Nutrition Divisions in 
the different States and Union Territories. It compiles and publish the 
data on the work done by the State Nutrition Divisions. It is alSo respon
sibl~ to coordinate the health aspect'S of all nutrition programmes, nutrition 
education and orientation training to medical and para-medical staff 
engaged in nutrition programmes and provide technical guidance and 
liaison to different Government Departments/International Agencies im
plementing nutrition programmes. 

2.55. In ord.er to start any nutrition intervention programme, it is ne-
cessary to assess the nature, magnitude and areas where under-nutrition or 
mal-nutrition is prevalent while there have been several studies in the 
past aimed at determining the nutritional status and dietary intake of 
population groups, there has so far been no organised study to determine 
the effects of changing society on the nutritional status of peopl~. The 
Indian Council of Medical Research has, therefore, set up units of the 
National Nutrition Monitoring Bureaus in 9 States, namely, /\ndhra 
Pradesh, Gujarat, Kerala, Madhya Pradesh, Maharashtra, Mysore. Tamil 
Nauu, Uttar Pradesh and West Bengal. Each State unit is under the 
control of the State Nutrition Officer and is responsible for collection and 
.processing information on nutritional status and dietary habits of different 
segments of population in India, making use of standardised procedures 
and techniques. The data conected is being analysed and published by 
the National Institute of Nutrition, Hyderabad. In the year 1975, the, 
National Nutrition Monitoring Bureau carried out diet and nutrition sur
veys in these States. The pattern of food and nutrient intake in these 
States is given in Tables 1 and 2. The main observations with respect 
of calories and proteins are as follows:-

Calories: The average intake of calorie per consumption unit per 
day ranged from 1926 in Kerala to 2911 in Kamataka. 
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Excluding the States of Andhra Pradesh and Kamataka, which 
met their calorie requirements, the calorie deficit of less than 
10 per cent was observed in the States of Maharashtra, Guja
rat, West Bengal and Uttar Pradesh. However, a maximum 
deficit of 20 per cent was observed in the State of Kerala. 

Protein: The average daily intake of protein per consumption unit 
was found to be well above the recommended (ICMR, 1968) 
leve:'S of 55 g. in all the states except in Kerala, which showed 
an intake of 45 g. 

2.56. Nutritional status was assessed in a total of 16032 subjects. The 
most commonly observed nutritional disorders were protein calorie mal
nutrition (PCM) , Vitamin A and B complex deficiencies and deficiency of 
essential fatty acids. The signs of protein calorie malnutrition were seen 
more frequently in infants and pre-school children. 0.2 to 1.4 per cent 
prevalence of both types of PCM, namely, merasmus and kwashiorker 
were seen. 

Vitamin and other deficiency signs 

2.57. Per cent prevalence of ocular signs like Xerosis and Bitot's spot 
suggestive of Vitamin A deficiency among children ranged from 0.8 to 7.0 
while per cent prevalence of oral and lingual lesions of B Complex deficiency 
such as angular stomatatis, cheilosis, glossiti'), etc. ranged from 0.7 to 18.3. 

2.58. Vitamin A and B-Complex deficiency signs were seen in almost 
all the States. 

2.59. Prevalence of phrynoderma was observed in almost all the States. 
The peak prevalence of 9.4 per cent-of this deficiency sign was seen in 
Kerala among children between the ages of 5-12 years. 

2.60. Varying degree of dental mottling and carries were obs::rved in 
different States. 

2.61. In order to overcome the menace of malnutrition, a number of 
Departments of the Government of India are implementing nutrition pro
grammes, the details of which are given below:-

(i) Mid-day Meal Programme: This programme is implemented by 
the Ministry of Education and Social Welfare to meet the 
nutritional needs of primary school children. The programme 
i'S being implemented with free food and given by CARE. 
The cost of transport from the nearest port to the school is
borne by the Education Department. C.S.M. (Com Soya 
Mil) and Butter Oil or Salad Oil are invariably used. In 
some places, Balahar is also used and in other places, even 
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locally "available foods are prepared ,and distributed to the 
childreti. The children are fed for 200 days in a year. The 
meaiJ: is expected to proVide about 1/3 rd of their daily needs 
and approximately coIitams 400 calories and about 15 grams 
of protein. In the Fourth Five Year Plan, about 12 miliion 
children were covered in the progrnmme and in the Flith 
Five Year Plan, and additional 5 million are expected to be 
covered. It is a programme of the State Sector and the ;. :fth 
Plan outlay is Rs. 112 crores. 

(ii) Applied Nutritlon Programme: The programme is being im-
plemented by . the Community Development Department with 
assistance from UNICEF, WHO and FAO. The objective of 
the programme is to meet the nutritional needs, of the vulner
able segments, namely women and pre-school children 
through increased . production and consumption of protective 
foods like green vegetables, fruit, eggs, fish and poultry. 
School gardens, community gardens, kitchen gardens, poultry 
units and development of, fisheries are the main components of 
production. Training is provided for all workers implement
ing the programme. Nutrition education is imparted on a 
community basis. Demonstration feeding with the iocally 
produced foods is, implemented for the benefit of selected pre
school children, pregnant and lactating mothers. The pro
gramme involves coordinated effort of various Departments of 
Agriculture, Animal ,Husbandry, Health, Education, Social 
Welfare etc. In the Fourth Plan about 11 SO C.D. Blocks 
were covered under the programme. In the Fifth Five Year 
Plan, an additional 700 blocks are expected to be ~overed. It 
is centrally sponsored programme with an outlay of Rs. 20 
crores. The Directorate General of Health Services through 
the State Nutrition Divisions is responsibl-! for the h~a\th 
aspects of this programme, namely, baseline di.::t and nutritional 
surveys, selection of beneficiaries, nutrition education anl train
ing. 

(iii) SpeciaJ Nutrition Programme: The programme is implemented 
by the DeparttTlent of Social Welfare, as a Central Programme. 
The beneficiaries includes pre-school children, pregnant and 
lactating mothers in the city slums (over 1 lakh population) 
and tribal areas. In the city slums, invariably bread and milk 
are being supplied. In the tribal areas, locally available foods 
such as mixturps of cereals and pulses, Ba1char, etc. arc being 
distributed. The food supplement provides about 300 calories 
and: 15 grams of proteins. In the Fourth Plan about 4 million 
children were covered and in the Fifth Five Year Plan an 
additional 6 million are expected to be covered. 
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It is a programme of the State Sector with an outlay of Rs. 218 crores 
in the F~fth flan. The PGMS through the State Nutrition Divisions pro
vides technical advise and help in selection of. beneficiaries. 

(iv) Prophylaxis against blindness in Children caused by Vitamin A 
deficiency: The programme is being implemented by the Ministry of Health 
and Family Planning (Department of Family Planning). It covers the vul
nerable segments of pre-school children between 1 to 6 years of age. A mas
sive dose of 200.000 LU. of vitamin A solution is given orally to children 
once in every six months. In the Fourth Plan about 14 nilllion children 
were to be benefited by the programme. .In the Fifth Plan, it is expected 
to cover about 60 million children. The programme was initially started 
in areas where vitamin A deficiency was predominent like the States of 
Andhra ...pradesh, Bihar, Kerala, Mysore, Orissa, Tamil Nadu, West Bengal 
and L.M.A. and later it was extended to Haryana, Gujarat, Maharashtra, 
and Rajasthan, Madhya Pradesh and U.P. In the current year the pro-
gramme is being extended throughout the country. . 

(v) Prophylaxis against Nutritional Anaemia: It is being implemented 
by the Department of Family Planning, Ministry of Health and Famlly 
Planning for the benefit of pregnant and lactating mothers and children. 
[ron and Folic Acid tablets are being distributed through health agencies. 
The Fourth Plan target was to cover 180 lakh beneficiaries and in the Fifth 
Plan it is expected to cO'.'er about 500 h,khs. 

Both the above prophylaxis Programme are centrally Sector Pro
grammes and the Fifth Plan outlay is Rs. 5 crores. 

(vi) Feasibility Testing of Fortified Staples and. high Protein Foods: 
A field Testing Unit has been set up at the Nutrition Cell of the PGMS 
to conduct accertabil!ty trials and assess the impact of nutritional status 
of children supplemented with fortified staples or process~d foods prepared 
by Government or private agencies. A number of these food!! have been 
tried in the community. Currently, this unit i~ attached to the Paedicatric 
Department of Safdarjang Hospital t() evaluate vario.u,s types of locally 
available foods in the managemel1t. and prevention of protein calorie mal
nutrition. 

So far about ] 6190 children under 5 years of age have been screened 
for the prevalence of malnutriti<m, of which 67.25. per cent were found to 
be suffering from various grades. of malnutrition. These children were 
given 70 gms. of. wheat pulse mixture and a regular. record of. their height 
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.and weight was. kept. A preliminary analysis of this data has indicated 
that 77.4 'per cent of ~hildren showed an increase in weight, providing the 
e~ca~y of .locally ~~'aIlable resources. This scheme is also supplemented 
WIth mtensIVe nutntlOn education and it is envisaged to be extended to 
.field situation like urban. slums in Delhi. 

(vii) Integrated child development services: In the current year 
a scheme known Integrated Child Development Services (ICDS) 
has been introduced. Under this scheme a package of services 
such as supplementary nutrition, immunisation health care health 
and nutrition education, referral services and safe' drinking wat:r supply 
will be pro~ded to vulnerable groups in 33 selected blocks including urban, 
rural and tnbal areas. Though the Department of Social Welfare will be 
overall incharge of this programme, the major inputs are the health servi~es 
and this will be the responsibility of the State Health Dir~ctorate. 

(viii) India P(lTJuia';on Project: The World Bank is assisting the 
Ministry d Health and Family Planning in a programme known 
as the bd:~ PODulation Project. This is in operation in the States 
of Karnatab and Uttar Pradesh. Under this project, integrated family' 
planning and nutnt10n services are being implemented and due 
to the nutritional component which is the distribution of precooked 
high protein fooil p'lcket liS a take home method for, both pregnant and 
lactating mothers and pre-school children started with an idea of reduction 
of infant and maternal mortality has demonstrated a feasible system of 
nutrition delivery to the community through the Auxiliary Nurse Midwife 
which, ,in turn has improved the rapport of the preferral health worker and 
her effectiveness of implementing family planning services. 

(ix) Lathyrism: In certain parts of the country like Madhya Pradesh 
and parts of UP and Bihar, the occurrence of Lathyrism, a neurological 
disorder due to excessive consumption of lathyris sati (Kesari dal) is widely 
prevalent. The causation of the disease is due to the neuro toxin present 
in t'he rulse, Th~ National Institute of Nutri!ion, Hyderabad bas develop
ed a method of removing the toxin through simple means and both com
mercial and home processing methods are available. The Food Corporation 
of India is contemplating a large scale processing of the pulse for removal 
of the toxin. In addition, in the endemic areas, the health agencies are 
demonstrating the home processing method to the communities. 

(x) Flourosis: In certain p!arts of the country, like Andhra Pra-
~esh, Punjab, Rajasthan, etc. flurosis which affects the skeletal system 
'of the body is caused by excessive fluorine levels in the water. Defluro
'rition methods for the removal of the excessive' fluorine in the water are 
available botb on a commercial scale as well as on a household scale. 
These are being currently tested in Rajasthan and Andhra Pradesh. 
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(xi) Training Programme: The' Indian Council of Medical Research 
through the National Institute of Nutrition, Hyderabad is the principal 
organisation in India for nutrition research and training of nutrition 
workers. 

The National Institute of Nutrition, Hyderabad conducts two courses 
for giving high level training to health and other personnel connected 
with nutrition programmes as wen as teachers in the medical institutions. 
The candidates come from India as well as South East Asian countries. 
The UNICEF provides stipends of or the Indian National and the WHO 
provides facilities for foreign candidates. A certificate course in Nutri
tion for medical officers and a certificate course in Nutrition for gradu
ates of Agriculture, Veternary Science, Home Science, etc. are available. 
In addition, M.Sc. Degree CouTSe in Applied Nutrition is available for 
Medical personnel. The All India Institute of Hygiene and Public 
Health, Calcutta conducts the course of Diploma in Nutrition for Health 
jjersonnel. 

,Central Coordination Committee on Nutrition Programmes 
2.62. In the course of evidence, the representative of the Ministry of 

Realth informed the Committee that 

"Unfortunately nutrition programme is not in the Health Ministry; 
it is partially in the Ministry of Health; the Ministry of Edu
cation is doing it partly, the department of Sacial Welfare is 
also doing it; it is also being handled to a very considerable 
extent by the department of food. Therefore, when the difficul
ties of coordination arose, a meeting of secretaries was called 
by the Cabinet Secretary and it was decided that the Depart
ment of Food will coordinate this activity; but there is not much 
of coordination and there is a crying need that this programme 
which affects the health of the people should be entered in 
the Health Ministry. The view of the department of food is 
that since it involves handling of food, they should do it. But 
our view is, may be we are partial to ourselves, that the heal
th ministry is best equipped to do it because we have the 
staff in the primary health centres, we know whom to give, 
who are the people who are suffering. There are various types 
of nutrition programmes; we used to get food from CARE, 
American agency and we were getting, previously, food of 
various types to the extent of Rs. 50--60 crores per annum. 
That has been curtailed and my impression is that it is now 
of the order of Rs. 3Q-40 crores and it is going down every 
year; that is distributed through various social welfare agen
cies and schools and primary health centres. There is the 
midday meal programme that is done by the ministry of Edu-
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cati~ in ~ ~l!oo~ m~t1.y in the Soutil, aru:l in the North 
alSQ; but is gopul~r in the South. Then~ ifi· another programme 
which aims at 9i$tributing balahar and otMr nutritious food 
to children below the age of 5. But there are some difficulties. 
Women have to travel with their childre..u for about 5 miles. 
The food is ~ven for a week but if th~ D1Qther has 4 or 5 
children, naturally it is $a.rfld by all Qt tllem. The mother
cannot say to the other children, "it is not meant for you." 
So, it does not go to the target child. Feeding at the place for 
a week is also not possible. Y ~ cannot expect the woman to 
go every week to collect it. PrQbleIll,$ of transportation and 
storage are there. We made a study through the lnQian Insti
tute of Nutrition, Hyderabad. Our information'is 40 per cent 
of the expenditure is on procurement, transportation stornge 
and distribution. It is very large. So while it has served a use-· 
ful pur!,!os'? it is not wholly productive. 

Then there is the programme for distribution of Vitamin A through 
the maternity and child health organisations. It has been 
found that children below 5 years tend to lose their eye sight 
in stages through Vitamin A deficiency. Our advisers say, if 
heavy dose of Vitamin A are given once in 6 months, it is 
stored in the liver and released in stages as when required 
by the bcdy. Therefore, we have launched this programme. J 
do not say we are fully satisfied with it. The point is, it was 
introduced only 3 years ago and is yet to attain the full pace. 
Ever since the realisation of preventIon of blindn~.,s came, 
the realisation dawned on me and my colleagues that this 
is the basic programme. Therefore, we have issued strict 
instructions to the lower staff in primary health centres and 
sub-centres that the Ministry is very keen to see that this 
programme is given due importance. We are also distributing 
iron and folic acid tablets to expectant and lactative mothers 
and anemic children. We are getting the figures. We are 
not cent per cent satisfied. Once or twice I visited some pri-
mary health centres without notice. I found that if the dosage 
prescribed for iron and folic acid is 120 tablets for four 
months, the workers will give it for a month and when the 
patient starts improving. they switch it on to others. This is 
wrong. I noticed it in Srinagar. The intention is, it should 
be given with a view to cure the deficiency. These are dis
tributed through State agencies. We do our best. We hope 
that with the tightening of discipline things. will improve fer
ther. 
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2.63. Giving his reaction to a suggestion whethel these schemes should 
. ·not be under one Ministry, the representative of the Minit!try stated: 

,. 

.' -

"It is very difficult to give an answer. My impression is-I give 
it in my personal capacity-the best solution would be to com
bine together the Ministries of Health, Education and Social 
Welfare." 

2.64. Regarding coordination of the various nutrition programmes, the 
representatives of the Ministry of Health -;!,ned; 

. ) 

"Coordination is very important issue. The line of demarcation 
between what is treatment and what is not is very thin. Pre
vention of blindness and its cure is under Health Ministry, but 
the rehabilitation of the· blind is not with us; it is with the 
Department of Social Welfare. Leprosy is cured by us, but 
leprosy patients are trained for a job by the Department of 
Social Welfare. These problems of coordination are bound 
to occur, because one is linked with the other. Keeping this 
in mind, we have a coordination Committee with representa
tives of the Departments of Education and Social Welfare on 
it. This Committee meets once in six months. I have at
tended three or four meetings and useful decisions are taken 
there. The Department of Social Welfare has launched a 
programme called Ilntegrated Child Development Scheme-
ICDS. They have sanctioned 33 projects. In each State 
there may be 1 or 2. UP has 2. In other States, it is 1. 

This comes under two Ministries--one Ministry deals with the 

children and the other Ministry administers the services. 70 
per cent of the input is in the field of health and yet the 
entire administrative control is with the Ministry of Educa
tion and S.ocial Welfare." 

2.65. The Mini.stry of Health and Family Planning subsequently furni
shed a detailed note on the coordination achieved between the Ministries 
of Health and Family Planning and Education, and Social Welfare, they 
have stated that a Central Coordination Committee on Nutrition Program
-mes was set up by a Notification No. 34-4173- NS dated 6 August, 1973 
in order to maintain appropriate liaison with the State Governments and 
to provide a ferum for the purpose of coordination of nutrition program
mes being implemented in Fifth Plan by the State Governments and those 
being undertaken directly by the various Departments of the Central Gov
ernment. The functions of the Committee are (i) to ensure adequate and 
overall coordination among the concerned MinistriesiDepartments at the 
Centre and between the Centre and the States/UTs; (ii) to set up adequate· 
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moAitoring and evaluatiDn ma<:hinery tD watch progress 'Of the prDgrilIit
mes; (iii) tD resolve problems pertaining tD training and educatiDn in nutri
tiDn; (iv) tD consider matters cDnductive tD attainment 'Of adequate nutriti<Ja 
level 'Of the natiDns populatiDn etc. The CDmmittee consists 'Of 12, mem
bers representating the cDncerned Departments 'Of the Central GDvern
ment with Secretary, Dcpartmem 'Of SDcial Welfare as its Chairman. A 
copy OfnDtificati6n setting up the CDnimittee and a List 'Of members are 
enclosed. 

2.66. The Central Coordin'atiDn CDmmittee has held three meetings 
~ far. The first meeting was held 'On 11-9-1975. At this meeting the inain 
item 'On the agenda was to approve a NatiDnal PDlic.y 'On Nutrition. As 
decided at this meeting an inter-ministerial WDrking Group was set up to 
prepare a draft 'Of such policy. The draft 'Of policy was placed at the third 
meeting of the Committee and it is! being further revised as per directions 
given by the CDmmittee. The second meeting 'Of the Committee was hetci 
'On 6-2-1976. The CDmmittee here recDmmended inter alia that the Minis
tries etc. administering the programmes shDuld (i) write tD States for mak
ing use of services 'Of State NutritiDn Officers, (ii) tD set up State-level co
crdinatiDn Committee where such cDmmittees have nDt been set up and 
ShDUld set up at the Centre appropriate cells to monitDr their nutrition pro
grammes etc. The third meeting of the Committee was held 'On 10-6-1976. 
The CDmmittee reviewed the progress made in .regard to iinplementatiDn of 
its earlier recDmmendations and decided inter alia that the National Nutri
tion M'Onitcring Bureau under ICMR should undertake evaluation and to 
begin with evaluate the programmes in Karnataka and West Bengal. The 
CDmmittee als'O c'Onsidered a new scheme of giving a pr'Ospect of life to seve
rely malnourished children and decided that this may be implemented by 
the Ministry of Health and Family Planning. The functi'Ons 'Of the Com
mittee were als'O reviewed. 

2.67. As per practice followed at present the acti'On taken on the re
commendations of the Central Coordinati'On Committee on Nutrition Pro
gtammes by the Departments concerned is brought to the notice 'Of the 
CDmmittee at subsequent meetings. The following three important P'Oints 
were considered by the Committee at its third meeting held on 10-6-76. 

(i) It was decided to compile and keep upt'O date information in 
respect of each programme on nutriti'On. 

(ii) WIllie reviewing the functions 'Of the Committee, it was 
decided that the w'Ork of mDnitoring the evaluation functions 
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should be kept in the Department of Health i.e. National Moni
toring Bureau and that a machinery and guidelines may be 
prepared to achieve the goal of pooling resources for the 
programme. 

(iii) Preparation of the National Nutrition 'Policy. 

2.68. Asked to state the latest position in regard to the implementation 
of these recommendations, the Ministry of Health in their note (November, 
1977) have stated as follows:-

"The Coordination Committee for Nutrition Programme was set 
up by the Department of Social Welfare with representatives 
from other Ministries. The Coordination Committee meeting 
held on 10-6-76 decided to collect information in respect of 
each nutrition programme implemented by various departments 
of Government of India. As desired by the Department of 
Social Welfare, the information available on nutrition pro
grammes with the DGHS was forwarded to the Department 
of SoCial Welfare. The Coordination Committee has not 
met after June, 1976 to review the information so collected 
from various -sources. 

The third meeting of the Coordination Committee held on 10-6-76, 
partly reviewed the draft proposal on the National Nutrition 
Policy which was prepared by a Sub-group constituted for the 
above purpose, and as per the opinion expressed by the 
representatives of the Planning Commission, the draft was to 
be reviewed in consultation with the Planning Commission. 
The appropriate revision has not yet taken place and the draft 
on the ~"ational Nutrition Policy has not yet been discussed in 
any meeting of the Coordination Committee after 10-6-76." 

2.69. In recognition of the supreme importance of children as a national 
asset, the Government of India adopted the Resolution on August. 22, 
1974 on the National Policy for Children. This Resolution urges that the 
programmes for the development of children should be a prominent part 
of our national plans and that all children should receive equal opportuni-
1ies for their growth and development. Through such programme of action 
there will emerge in due course, generations of citizens endowed with 
mental and physical qualities to build and strengthen the country. Para 5 
of the said Resolution emphasises the need for a focus and a forum for 
planning, :review "and coordination of a multiplicity of services striving to 
_meet the needs of children and stipulates the constitution of a National 
'Children'!: Board to provide this focus and such a forum. 
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2.70. The National Children's Board has been constituted under the 
Presidentship of our Minister and consists of 31 members in all. The 
functions of the Board are given below: 

(i) to create and sustain public awareness of the needs of children,. 
in general; 

, i 

(ii) to coordinate and integrate the efforts made by different govern-
mental and private agencies engaged in implementing program
mes for the welfare of children; 

(iii) to review periodically the progress made in the different 
programmes; 

(iv) to locate gaps in the existing services and suggest measures of 
eliminating such gaps; and 

(v) to suggest from time to time any changes needed in the priorities 
accorded to the different programmes. 

2.71. The Board will normally meet once a year. It will have a Stand
ing Committee which will normally meet twice a year. The Board reviews 
to coordinates the various welfare programmes for children including 
nutntlOn. The meetings of the National Children's Board and Standing 
Committee were held on 15-9-75 and 25-10-76 respectively. 

2.72. The Committee note that the malnutrition and blindness are 
widespread in our country. The Committee would like to point out that at 
the core of malnutrition lies the problem of poverty, particularly the rural 
poverty and therefore, national etIorts should be oriented towards improv
ing the lot of rural massl\li tibrough effective rural develoFment strategy, i~ 
the formulation of which health and nutrition objective must receive due 
consideration. 

2.73. The Committee note that a number of nutritional programmes 
have been launched by Government and some with the cooperation and 
assistance of international agencie5. These programmes are being ad
ministered, depending upon the nature of the programme, by ditIerent 
Ministries like Health and Family WeHare, Education and Social Welfare 
and Agriclliture-(Departments of Food and Rural Development). The 
Committee learn that for coordiuation of these programmes a Central Coor
dination Committee consisting of 12 members representing the concerned 
Departments of the Central Government was set up in August, 1973. The 
Committee note that two of the important points considere4 by tIUs 
Coordinating Committee were: 

(i) to compile and keep upto date information in respect of each 
programme on nutrition. 

(ii) pt'eparation of the National Nutrition policy. 
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.2.74. 'j hi.! Committee regret to note that the Coordination Ccmuoitteo 
lor l ... utnhon Programme which was entrusted with the tasks of cOloDpiliog 

.and keeping upto date information in respect of various !'iutrition Program
mes on nutrition has not met after June 1976 to review the information 
collected from various sources. Also I!ile draft proposal on the National 
Nutrition Policy prepared by a Sub-Group of the Coordination ColllllDittee 
constilu~ed for the purpose, which was to be reviewed in consultation with 
the Planning Commission, has not yet been reviewed and the draft on the 
National Nutrition Policy has not even been discussed at any meeting of 
the Coordination Committee after 10th June, 1976. Considering the 
widespread malnutrition problem in our country with its concomitant 
.dcIiterious effect on general bealth and vision of tbe affected people, the 
Committee would stress tbat the meeting of the Coordination Committee 
for tbe I\'utrition Programme be convened early witbout any further loss of 
time and the data compiled and coUected in respect of various Nutrition 
Programmes reviewed expeditiously. De Committee would also emphasise 
tbe urgent need of rc.viewing and finalising the draft of the National Nutri
tion Policy, by tbe Coordination Committee. 

2.75. The Committee would also urge Government to examine whether 
the implementation of such a policy sbould not be brought under the control 
of a single Department so that the areas of coordinated effort are minimum 
necessary and tbe policy implemented smootbly and vigorously. Tbe Com
mittee would also recommend that as an important preventive measure 
against malnutrition blindness, greater resources sbould be allocated for 
nutrition programmes. Tbo Committee would also like Government that 
~reat efforts are made to enlist the active cooperation and assistance of 
international agencies sucb as UNICEF. 

(b) AVllilability and Population of Cheap Nutritious Foods like Satoo, 
Green Vegetables, Carrots, Peanuts and Jaggery etc. 

2.76. A population which is habitually use.d to a diet which is suffi
cient in both quality and quantity will have a store of general health and 
vitality, which will enabl~ it both to resist the onset of the diseasc and 
'Successfully to combat it, when it arises. The nutritional problems and 
deficiencies leading to blindness, can be effectively met by popularising 
the extensive use of leafy vegetables, carrots, drumsticks etc. among the 
pc)pulation in general and the children of mothers in particular. 

2.77. In a number of memoranda submitted to the Committee it has 
been reflresented that: 

...... In most part of the country diets can be devised which 
would be cheap enough for the pockets of even the poor and 
which would be from eatables available in the localities P.~. 
leafy vegetables. carrots, drumsticks, tomatoes and similar 



62 

cheap foods. The children can also be given potential 
foods containing protein in many parts of the country where 
malnutrition has posed a problem, mixed with the flour or rice, 

. and given to the children. They can also be given our mixed 
with groundnut cakes which would be relished by children. 
More than money, imagination and education is neces
sary .... " 

(ii) .... There is urgent need for launching intensive nutrition edu
cation programmes to make the people aware that leafy 
vegetables tomatoes, carrots, drumsticks, oranges are rich 
sources of Vitamin 'A', which is essential for the health of 
eyes. Sprouted grams, and groundnuts are rich sources of 
proteins and vitamins and should be used as nutrition supple
ments. Vitamin 'A' and proteins are both necessary for the 
health of eyes. Eyen the poorest persons can afford to take 
these inexpensive but nutritionally rich foods and in the inter
est of their general health and health of their eyes. What is 
required is an imaginative approach and education of the people 
so that they will produce these productive foods and ensure 
their utilisation by the vulnerable groups i.e. pre-school 
children and expectant and nursing mothers in order to pro
tect their eye sight, the groups that need most urgent attention 
and is most vulnerable to develop symptoms of mal
nutrition .... " 

2.78. On the question of cheaper foods and leafy vegetables, the repre
sentatives of Ministry of Health and Family Planning stated during evi
dence: 

" .... With regard to the use of cheap food and leafy vegetables, 
studies have been made and literature is there and we have 
been able to do not much in this regard; a lot has to be done 
to educate people with regard to the use of cheap vegetables 
that are already available in their own homeland. About 
satoo also some publicity has been done in the drought affect
ed areas, in Bihar and Maharashtra and people had been edu
cated about Vitamin A deficiency. Programme for Vitamin 
A had been launched in 1970-71 and it covered children in 
1-5 age group it covers all the states and union territories 
in the country .... " 

2.79. Subsequently in a written note furnished to the Committee, the 
Ministry· have explained the position as follows:-

" ..... Health education is being given through all mass media. 
through the mobile centres and through multipurpose health 
workers. Besides this, the education is being included in 

physicai and health education and life sciences courses. Inten-
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sive nutritional educational efforts are being made in the 
States through State Nutrition Divisions to popularise cheal' 
sources of Vitamin 'A' mainly green leafy vegetables and 
yellow fruits, Pamphlets and nutrition education material pre
pared by the National Institute of Nutrition, Hyderabad and 
the Directorate General of Health Services have been forward
ed to States which are being translated in regional languages 
and used through the nutrition education channels as well as. 
the Health Education Bureaus of the States. The Stale 
Nutrition Divisions are a150 making pamphlets, charts -and other 
audio-visual materials fO!' nutrition education purpose. Under 
Apttlied Nutrition Programme, Intensive nutrition education is 
being imparted to the rural communities through Mahila 
Mandals and Women's camps being organised at block leveL 
The Food and Nutrition Board, through their Mobile Ex
tensiOn Divisiom in all the States are also making efforts for 
popUlarisation of cheap sources of nutrient rich materials for 
inclusion in their diets. A film on eye care has been released 
on 7 April, 1976 which includes nutrition edocation. Several 
other films and posters have been prepared and exhibited 
particularly showing the balanced diet." 

2.80. In reply to another question whether any study had been made 
to make available cheap and inexpensive f.oods like satoo which was full 
()J Vitamin 'A' the Ministry have explained the position as foIlows:-

" .... Yes, at Bangalore Groundnut cakes after extraction of oil 
cannot be used generally for mixture with flour of rice to be 
given to children because of the danger of aflotoxin, a fungal 
toxin is prevalent in groundnut. So, groundnut cakes being used 
at the moment in food mixtures for children especially for Bala
bar and products that are used in India population Project etc. 
are cax:efully screened for the absence of aflotoxin. Mixture of 
gur, gr-oundnut flour and wheat flour is already being tri;'!d in 
V.P. under the India Population Project and it is well accepted 
to children. Various efforts in these directions use locally 
available cheap sources. of high protein and iron vitamin coo
tent foods are being made. Foods like satoo and foods which 
have graditional acceptance where there is a mixture of cereal 
and pul'Se protein is always encourged in the nutrition program
me. The question of introduction of these foods on mass scale 

for consumptIon in general public has 1110t been taken up by the 
f - Government because of various logistic problems but it ;5 en-
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couraged at the village level mainly for th~ consumption of the 
vulnerable group, pregnant and lactating mothers and pre
school children. 

2.Rl. To a question whether it was possible to introduce such as inex
pensive food like Satoo on 'a mass scale for general consumption, it has been 
stated that the matter was being studied with a view to popularising it. The 
programme was also likely to be extended to odier areas. 

2.82. The Committee note that leafy vegetables, carrots, drumsticks, 
tomatoes, oranges, ''papayas'' and similar cheap foods were rich sources of 
Vitamin 'A' and were essential for the health of eyes. These eatables aroe 
easily available in the country and are cheap. Sprouted grams and grou"
nuts are also equally rich so.urcesof supplements. In this connection the 
Committee were informed during evidence that" ...... with regard to tire 
use of cbeap food and leafy vegetables studies have been made and litera
ture is there and we have been able to do not much in this regard, a lot ba8 
to be done to educate people with regard to tbe use of cheap vegetables thal 
arc, already available in their own homeland .... about "satoo'~ also some 
pUblicity has been done in the drought affected areas in Bihar and Maha
rashtra .... " The Committee consider that since nutritional defficiencieS:, 
particularly among c.xpectant' mothers and children were to a great exteat 
adding to blindness in the country, urgent steps were called for on the part 
oi Government for launching an intensive nutritinnal education programmes 
in the country and popularising the c,xtensive use of leafy vegetables, carrots 
drumstikcs, tomatoes, oranges, papayas and similar cheap foods like 
"satoo" sprouted grams and groundnuts. 

2.83. The' Committee suggest that Government should take etfe.ctive 
action to include "satoo" and other nutritional foods like sprouted gramS, 
grollndnuts etc., in the programme for mid-day meals of children. Steps 
should also be taken to standardise the quality and quantity of ingredieats 
which should go into "satoo", improve its packing, arrange for its sale 
through Super Bazars and other Fair Price shops and m.e audio-visual 
means to bring the value of "satoo" and other cheap and readily availaltle· 
foods which are good for eye health to the notice of the people particularJr 
those with fixed incomes and hailing from weaker sections of society as they 
are particularly susceptible to ailments of the eyes. 



CHAPTER III 

EYE HEALTH DELIVERY SYSTEM 

(i) Eye Camps-Mobile Units 

3.1. The concept of delivering eye care by establishing eye cam'ps 
especially in countries like India and some of the other countries with 
excessive ocular morbidity, and cataract problems, had come to stay. 
Eye camps with community participation had wide popular acceptance. 
They brought the service almost to the doors of the people's homes. It 
had Peen stated that these camps were providing more comprehensive 
eye health care and seemed to be the best solution to the prOblem for 
the time being, until a permanent effective infra-structure could be deve
loped. It had been claimed that the results of operations conducted in 
the Eye Camps had shown to be as goad as those performed in large 
eye hospitals and that the eye camp approach was the only pOssible a'p
proach for reaching and serving the community and would have to stay 
for a number of years to come. The Eye Camps, it had been statecl, as 
planned now wiIl not only undertake cataract operations, but providing 
total eye care in the following spheres: 

(i) general surveys for early detection of visual defects; 

(ii) education of the masses; 

(iii) necessary treatment; 

(iv) help in rehabilitation of the blind in their own environments. 

-0 

3.2. In a number of memoranda furnished to the Committee, it has 
been represent~d: 

"More than 80 per cent of our people live in rural areas ami 
another 10 per cent in semi-urban areas. The people living 
in urban areas have access to some sort of ophthalmic ser
vice thought it is by no means of a uniformly high order. 
The people living in rural and semi-urban areas have hardly 
any facilities for the treatment of eye diseases. Some of the 
rural areas are far removed from civilisation and lack of 
communications and transport takes them still more remote. 
It may take a patient from a day to over a week to reach 
an ophthalmologist or an eye hospital. People living in such 
communities sutler from eye diseases and have no means of 
relief, except to resort to the services of the quacks. It is 

65 



6G 

for thi's reason that the rural areas account for the major 
portion of blind popUlation in India. Illiteracy and ignor
ance, poor personal hygiene, poverty and malnutriti,on, poor 
general sanitation, flies, lack of facilities for proper treat
ment and quackery, all are responsible for this sad state of 
affairs. It is not uncommon to come across a village wi~h 
every member suffering from Trachoma, many of whom have 
become economically blind. It has been reported tht there 
are villages where everyone is blind. Infants in such com
munities, acquire trachoma in the first few weeks of their 
life and tragic conseqLences. Besides trachoma many other 
disea&es, i.e. smaIl pox, cataract, glaucoma, eye infections 
resulting in mucopurulent and- purulent conjunctivities and 
corneal ulcers, account for a sizeable portion of blindness. 

In the past and even now, eye relief work in such areas is carried 
out by voluntary organisations in the fOrm of ~ye relief 
camps. In some areas substantial relief has been given by 
the eye camps to the needy population. But these efforts 
are usually sporadic, not always well planned and in many 
cases post operative care is short and follow-up inadequate. 
Some of the organisations are conducting eye camps hund
reds of miles away from the base hospital and may not be 
able to transport the cases with complications requiriag pro
longed care, to the base hospital. 

The most logical solution of such a gigantic problem would be 
the establishment of Mobile Eye Units in all parts of the 
-country. Mobile units 'should be attached to Medical Col
leges, ophthalmic institutes and eye hospitals and selected 
district hospitals. Each unit should confine its activities in 
a certain zone within 50 to 80 kms. radius, as far as possible 
and not encroach in to the territory of another unit, unless 
specially requested to do so." 

(ii) "For the mobile units to be successful, the surgical work 
must be of the highest order. There must be good arrange
ment for sterilisation and for carrying out operative procedu
res. The emphasi§ must be laid on the quality of work. The 
community must be involved in the organisation of the 
camps. 

We 'should be able to create at least one IllQbile unit for every 
5 districts. These mobile units should work in a coordinated 
and well organised manner ~onliag to standards laid down. 
Each unit should have a target of 20--30 eye camps and 3000' 
and 3500 operations in a year." 
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(ill) ''It has been fully demonstrated that it has been feasible to 
deliver specialised services in eye care to the peripheral 
areas through a camp approach utilising mobile ophthalmic 
units. TIiese camps and units for the time being are not 
being run in an organised manner though they are render
ing a useful service. These need to be augmented consider
ably for rendering good ophthalmic care in most peripheral 
areas and these need to be sUp'ported by a permanent infra
structure of eye care services at the peripheral, intermediate 
and central level. The concept of mobile units and eye 
camps also needs considerable revision so that they can play 
a vital role in the promotion of ocular health, prevention of 
eye diseases and cure of the curable blind including surgical 
intervention wherever necessary. 

It should be feasible to create at least one mobile ophthalmic 
unit for each revenue division catering for a population· of 
7.5 to 12.5 million of thickly 'POpulated or thinly populated. 
Besides this, theSe mobile units should form a coordinated 
network of activity rather than sporadic unorganised and 
unplanned method of work. Each mobile unit should give 
a target of holding 20-30 eye camps and perfonning 3000 
to 3500 operations per year. Thus it will help to cre-ate an 
additional ·capacity of 2.5 to 3 lakh operations every year. 
If they are adequately supported by the services at the inter
mediate and central level, it should be possible to augment 
the services to the level of requirements of the nation." 

(iv) "Eye camps must be encouraged. The Central Government 
must pay handsome- honorarium in !>uch camps· to Senior 
Ophthalmic Surgeons so that poor can get best surgery. 
Completely free service from senior surgeons is not good." 

(v) India is predominentIy an agriculture country and about 80 
per cent po'p'ulation lives in villages, Most of the population 
is poverty stricken. The village folk mostly illiterate. con
servative and ignorant do not realise the benefits of hospital 
treatment and care of their eyes. They do not like to leave 
their native vallages for the dread of known and untried. 
Due to ignorance and superstitions, they prefer to entrust 
their patients to local quacks and oJhas. The means of com
munication and transport are so poor in the rural areas that 
these people have to give u'i1 the idea of taking patients to 
the town for fear of worsening the patients', condition or afH-
liction in transit. As a result, they lose their sight and 
become blind'. 
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"In these conditions obtaining in India, there was no b~tter and 
appropriate method for providing eye relief to thousands of 
rural folk at their very doors except through the audio visual 
means and media of eye relief camps to be organised and 
conducted by Mobile Ophthalmic Units which provide treat
ment on 'scientific and u'Ptodate lines and give the rur.,} folk 
an insight, into the benefits of modern system of medicine 
and thus creating in them a desire to avail themselves of tb...: 
opportunities existing at eye hospitals. The Mobile Ophthal
mic Units of the eye relief camps play a very import"nt part 
towards the prevention, control and cure of blindness." 

3.3. A leading Ophthalmologist during his evidence before the Com
mittee when asked whether it would be advantageous for the Central! 
State Governments themselves to create mobile Ophthalmic Units ,md 
organise eye camps in the remote rural areas and areas which had not 
been covered already, gave his vieW's as follows: 

"The prevention of visual impairment and control of blindness 
should not be considered as a purely governmcnt programme 
as ot~erwise it is likely to fail becau·se people will not regard 
it as their own programme. People's particip:;tion is very 
essential in the development and im'plementation of the 
National Plan of Action for the magnitude of which we arc 
concerned. It is, therefore, sugge"sted that while the Centra! 
Government/State Governments will create mobil units and 
organise eye camps in the remote rural arcas and areas which 
have ,not so far been covered yet it will not be possible for 
the Government alone to create facilities for more than haF 
a million or SO operations every year which cannot meet the 
total requirement. The voluntary agencies and clubs like 
Rotary Clubs, Lions' Club, National Society for the Preven, 
tion of Blindness, Chakshudan Samitis, Sight Saving Societies 
and several other voluntary organisations should be encourage
ed to organise camps and should be given some grants for 
'such camps on performance basis. It will be desirable to 
encourage the assistance of some of the international agen
cies in this direction like R.C.S.B., Christotel Blindenmission. 
This will prove much cheaper to the Government than create 
all units by itself." 

3.4. It has been repr$sented to the Committee that: 

"Upto now the eye camps supported/aided by Government have 
not been effective, as the organisational se! lip is not geared 
for an effective approach. The eye camps· have to be plan-
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ned and executed with the same zeal as the family planning 
camps. The present facilities of eye camps are a hotch-potch. 
If p1ermitted to say so, some' have made it a money earning 
business in the name of charity (Netra Yagn'a) the accounts 
of thc eye camps in toto must be submitted to the Govern
ment for each eye camp separately, at district levels. All aid 
to the eye camps must be channeli'sed through the National 
Plan of Government of India." 

Another view has been expre'ssed that 'Eye Camps' and 'Mobile 
Ophthalmic Units' can effectively help in preventing and con
trol of blindness and the Central/State Governments should 
set aside adequate funds to emtble voluntary service clubs 
such as Rotary Clubs, Lion Clubs and other voluntary orga
nisation to organise such camps." 

3.5. The Committee enquired what views the Governm~nt held on the 
functioning of the Eye Camps and what precise measures had been taken 
by Government to make the functioning of (Eye Camps effective and pur
'poseful. The Ministry of Health in a written note furnished to the Com
mittee have explained the position as fonows: 

"The Government is aware of the difficulties and inadequacy of eye 
camps in our country which are being conducted at present. It 
has, therefore, devised guidelines for converting these eye 
camps into Mobile Eye Care Units. These guidelines are to 
be observed in full. These will be created by the Government 
in this Plan in addition to the efforts of the voluntary agencies. 

(ii) For any voluntary agency to get any grant for Mobile Health 
Units it will have to follow the pattern proposed for the gov-
ernmental unit. . . 

(iii) As a preliminary step, Mobile Ophthalmic Care Units will be 
established in areas which have not so far been covered. 

(iv) In general it is re-emphasised that all eye relief, including 
assistance for eye camps, will be channelised through coordi
nation committees set up at DistrLct/Taluka and Divisional 
levels involving the profession and the people as a cooperative/ 
enterprise. An accounts will be maintained and each division 
will be required to submit audited statement of accounts." 

3.6. Pointing out that under the national Plan of Action, Government 
propose to set up 30 mobile units upto the 5th Plan which WOuld be 
increased to 80 by the end of the Sixth Plan and the annual recurring 
expenditure per unit including the salaries of staff, TA/DA etc., had been 
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assessed as Rs. 1.5 lakhs and non-recurring expenditure for equipment, 
vehicles etc., at Rs. 4 lakhs per unit, the Committee enquired whether all 
the equipment for the mobile units will be indigenous or imported, if 
imported what would be the import content for each unit and whether any 
such unit hac been functioning at present and if so, what was the experien::::; 
about the working and expenditure of such unit. The Ministry of Health 
u a written note have indicated the position as folIows:--

(i) Most of the equipment for mobile units will be indigenous. 
Whatever imported components :.ue required. shaH be met from 
the external assistance that is being negotiated under the Plan. 
Roughly speaking 20-30 per cent of equipment will need to be 
imported for each mobile unit. 

(ii) An organised unit of this type has not been functioning at 
present but periodically camps on the lines suggested are held 
by the National Society for the Prevention of Blindness
India and Dr. Rajeridra Prasad Centre for Ophthalmic Sciences 
and based on this experience, it has been observed that the 
arrangements as suggested in the Plan are on the experience 
gained through these camps. 

(iii) Each mobile unit is expected to carryon about 3000 opera
tions every year. 

3.7. It has been stated in the preliminary material that 80 mobile units 
will be created all over the country and that their objectives will be broad
based. In a number of memoranda submitted to the Committee, it had, 
however, been stated that the number is too small and that at least each 
disb:ict should have a mobile unit. It had also been stated that in one 
of the memorandum that each eye surgeon in mobile units could perform 
200 operations in a day and that by this method all backlog could be 
cleared in 5 years. The Committee enquired as to what were the views of 
the Government regarding the increase in number of mobile units and whClt 
would be its financial implications. Whether the present eye camps were 
being held under 'Scientific conditions and if not, what steps were being 
envisaged to see that eye camps were scientifically organised and conducted 
and how the Government proposed to prevent quackery in the wake of 
massive eye relief campaigns. The Ministry have given their views as 
follows: 

"(i) The view expressed that in each mobile unlt on.:: surgeon may 
perform 200 operations in a day is not a correct assessment. 
It has been the experience of experts w0rking in the field that 
at an eye camp not more than a total of 200 cases should be 
operated, otherwise complications are more frequent. If these 
operations are not conducted under scientific conditions, infec-
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tioilsincr-ease with 1'be 'number of operations' in each camp. 
The quantum of operations should be 150 but should inDo 
case exceed 100. Besides, this mobile unit should not Ollly 
be concerned with the operations but Should also look after 
the total eye health care of the population during the p~riod of 
their stay in the area. 

(ii) It wHl 'be Unrealistic to create more than 80 mobile units as 
neither the manpower will be available nor the materials. The 
financial implications of mobile units working for about 3 to 
5 years period is nearabout 4 lakhs of nOTl-r~curring and 4-5 
lakhs recurring expenditure. Considering that We have nearly 
400 districts, the cost will be tremendous and the benefit will 
not be commensurate. Besides this, when lhe mobile units are 
withdrawn, the problem will arise again. The Government 
has, therefore, planned to provide only temporary services 
through mobile units and at t~e same time create a perman;:nt 
infrastructure. Though by this method, the relief will be 
slower, the benefit shall be of permanent nature. 

(iii) The Government is aware that the eye c::lmps that are being 
conducted are not under scientific conditions It has, there
fore, prepared certain guidelines to' be followed by agencies 
indulging in eye camp activities by converting them into mobile 
ophthalmic care units so that the eye camps are scientifically 
organised and conducted and at the same time other bene1its 
of eye health care are extended to the population. 

(iv) It is proposed to introduce a licencing system for eye relief 
camps in order to prevent quackery i.e. who hold eye camps 
without licence will be prosecuted." . 

3.8. When asked whether the Government had any precise information 
-on the iotal number of Eye Camps held every year aT'd the total number 
of eye operations performed per year, the Ministry have stated thus: 

"(i) The Government has no information on the total number of 
eye camps held per year but it is considering to ask the State 
Governments to issue liE.:..nces for holding camps as a token 
of their permission. The person who obtains a licence would 
be required to give the detailed information with regard to the 
camps held and whether they wue conducted according to 
the guidelines given to them, 

{ii) The tatal number of operations performed pet year is apPro
ximately6-7 lakbs but the exact figures are not known." 
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3.9. The Sub-Committee of Estimates Committee (1977-78) on ~Pre
vention and Control of Blindness' enquired as to how many mobile units 
bad since been established and where they were located. The Ministry 
of Health in their note (November 1977) explained the position as fol-
Iows:- ' 

Assam 

Orissa 

Delhi 

Gujarat 

"9 mobile units have been established so far and tl will be established 
within a month and a half. The units located so far are: 

2 (Gauhati a,·d Sikhar) 

2 (Cut tack and Rchrampur) 

I (Dr. Rajendra Pra,ad CClltre for Cpl.. 
Sc·"nt·e)l· 

I (Sural) 

Madhya Pradesh I (Bhopal) 

Himachal Pradesh 

Rajasthan T ~Bikaner) 

The unit, that are goinf!' to be eSlabli,hcd "cry -hurfly al'" . 

11ahara 'h tra I (Auranl"lhad) 

I (Rohtak) Haryana . 

Punjab 

Jlihar 

I (Amribar) or (Patia1a) 

I (Darbhanga) 

Uttar Pradesh . 

I (Jamm J) ('r (Srinagar l " 

3.10. As to the question of the precise' programme of setting up of 
'mobile units in subsequent years and the exact location of the mobile units, 
it has been further stated by the Ministry of Health: 

"In the next year, 15 units will be added. In the year 1979-80, 
another 15 units will be added and in 1980-81 there will be 
an addition of 15 more units. In 1981-82 the remaining 20 
units will be added. The mobile units are being distributed 
on the basis of 1 mobile unit for five districts. 

The exact locations of these units have not 'been decided but will 
be in a revenue divisional headquarters in con'sultation with 
the State Governments concerned." 

3.11. The Sub-Committee of the Estimates Committee (1977 -78) 
On 'Prevention and Control of Blindness' further enquired whether the 
Central Ministry of Health had taken any steps to collect and pool informa-
non regarding (i) total number of Eye Camps held per year; (ii) total 
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number of eye operations 'p'erformed per year; (iii) total number of cataract 
operations performed per year; (iv) total number of Glaucoma operations 
performed; (v) total number of eye beds per district; (vi) total number 
Of doctors, Eye' specialists available in each State. The Ministry of Health 
in their note (November 1977) indicated the position as follows: 

(i) Total Number of Eye CampS' held per yeIiIT. 

Government has no information on the total number of Eye Camp 
held per year but it has requested various State Governments 
to create District Coordination Committees who will allow 
holding of eye camps. In the absence of liuch committees, the 
organisers are to get permission to hold eye camps from the 
District Magistrate or the Civil Surgeon or the District Ophthal
mic Surgeon. 

-(ii) Total number uf eye operations performed per year: 

The total number of eye operations performed per year is approxi
mately 6-7 lakhs but the exact figure is not available. In this 
Plan, the Government proposes to collect this data and to 
create the Central Information system by obtaining informa
tion from variou'S agencies engaged in the work by asking them 
to fill up a proforma. 

(iii) Total number of cataract operations performed per year: 

The total number of cataract o'perations performed are in the neigh
bourhood of 5-6 lakh but the exact information is not availa
ble and will be collected as per reply in (ii) above. 

(iv) Total number of Glaucoma operations performed per year: 

The total number of Glaucoma operations tkr'formed is not availa
ble but the same will be collected as proposed in (ii) above. 

(v) Total number of eye-beds per di;tr~ct: 

The total number of eye-beds is about 12,'000. ': District-wise data 
is not available but is being collected through the State Gov-. 
emments. 

(vi) Total number of eye hospitals per district: 

The total number of eye hospitals per district is not known but the 
same is being collected through State Governments. . 

3175 LS-6 I 
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(vii) Total number of doctors, eye specialists in each State: 

As per rough information, there are about 3600-3700 eye doctor. 
in the country. Statewise information is not precisely availa· 
ble. The same is being collected through the State Govern· 
ments. 

3.12. The Committee note that Eye Camps have an important role to 
play not only in undertaking eye operations but also in providing total eye 
eare. Eye camps with community participation have found wide popular 
acceptance. Such camps have an undoubted value in bringing Ophthal
mological treatment to the doors of the people, 80 per cent of whom live 
in rural areas with 'hardly any ophthalmological services for the treatment 
of eye diseases. 

3.13. The Committee have. been informed that Government are aware 
of the difficulties and inadequacies of Eye Camps which are conducted at 
present and have, therefore, devised guidelines for converting these Eye 
Camps into MOOUe Eye Care Units. As a preliminary step MobUe 
Ophthalmic Units will be. established in areas which have not been covered. 
The Committee would like Government to implement the proposed 
measures under a time bound plan. 

3.14. The Committee would also urge Government to ensure that the 
voluntary agencies which are already doing useful work in the field receive 
proper encouragement and purposeful direction for augmenting and ac
celerating their etlorts. 

3.15. The Committee note that under the National Plan of Action, Go.,.· 
emment propose to set up 30 Mobile Units by the eud of 1978-79 whicla 
would be increased to 80 by the end of 1983-84. The Committee unders .... 
from knowledgeable non-ofticials that 1!be number is too small and that .t 
I.-t each district should have a Uobile Unit. They have been infonned " 
tile Government that it wiD be unrealistic to create more than 80 Mobile 
Uaits in relation to the availability of manpower and equi,ment aad • 
,iew of the financial constraints and Government have, therefore, planae4i 
to provide ouly temporary services through Mobile Units and at the , same 
time create a permanent infrastructure. Seeiog the magnitude of die 
problem, the Committee, however, feel that Govemment should find wBJI 
_d m~ns to set up not less than 120 Mobile Units by the end of the year 
1983-84 with particular emphasis in backward districts tribal and HiU areM 
faDing in arid zones in the country. The Committee stress the need for 
e8icient functioning of the Moblle Units which are being set np. They 
stress that these Moblle Units should be well ,equipped and adeqnately 
.umned to take care of post-operative complications and to undertake their 
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activities in a coordiDated manner and should avoid sporadic, unorganised 
and unplanned methods of work, as has often been the case in voluntary 
Eye CIUIIfI. 

3.16. The Committee. wouid also like the. Government to explore all 
possibilities of running more Eye Camps with the help and cooperatioD of 
private agencies wherever necessary. For this purpose it would be neces
sary to revise the concept of Mobile Units and Eye Camps to demarcate their 
roles and to organise their functioning on scientific lines so as to give 
optimum benefit to the large number of people within the re50Drces that 

: are available which could farther be dc.veloped under meaningful plans with 
precise time bound targets. 

3.17. The Committee would also urge Goverument to introduce some 
regul.atiollS for holding Eye Camps in order to prevent quackery and to ea
sore that these camps are run by qualified ophthalmologists and take due 
care of post-operative complications. The Committee note that at preseal 
GoverDment do not have reliable information about the total nomber of 
eye camps held, eye operations performed, eye hospitals and eye beds 
available in each district and the total number of eye specialisb in eacla 
State. 1bey feel fllat it is abSolutely necessary to have complete and upto-
date information in regard to all these matteI's in order to plan and execute 
tile campaign against blindness systematically throughout the length and 
breadtlt of the COWItry. The Committee, therefore, recommended that Gov
el'lUlleDt should establish a scientific iRformation system to coDect aD the 
reIevaDt information in reprd to the incidence of blindDess and the progre88 
of work done under the National Plan of Action for the Preventioa and 
Control of Blindness, analyse this iDfonnation critic:ally and take such 
measures as are considered necessary in the light of the infol'llUltioJl receiv
ed to ensure eftedive action against bliDdDess On aU froats in the country. 

(Iii) Primary Health Centres 

3.18. Eye diseases ate being attended to in various institutions of 
which some are specialised and in others as pan of the general health 
care. Ordinary eye diseases at the periphery are being attended to at 
the Primary Health Centre (PHe) and rural dispen~es, but so far 
specialised attention is not avallable. The patients needing specialist 
care are either referred to or attended at the nearest hospitals at the 
Taluka/Sub-Divisional or District Hospitals. Unfortunately, there too 
the specialists services for the eye are not available in a larger number of 
the Districts and Sub-Divisions. This results in the patients left without 
any specialised care in time. Those who can afford, attend the nearest 
eye hospital whether maintained by Government or by voluntary organisa
tions, or to go to the nearest Medical College or hospital or Ophthalmology. 
The percentage of such people is very small. 
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3.19. Under the National Plan of Action on Blindness it has been 
stated that at present there are hardly any facilities available in the rural 
and taluka and even distrkt hospitals for diagnostic and treatment purposes. 
It is proposed that all the Primary Health Centres in the country should 
be so equipped in phases so as to (a) provide a base for ophthalmic 
health education in the field of eye care; (b) screening the cases requiring 
specialised ophthalmic care; ( c ) render treatment for minor ailments of 
the eye; and (d) provide for ophthalmic health services, particularly to 
the pre..school and school going children. The Primary Health Celltl'es 
doctors will have to be given 4 to 6 weeks training in various medical 
colleges. Every PHC will have to be provided with an ophthalmoscope 
and other essential equipment costing about Rs. 3000 per centre. SuIi-
cient number of beds are already available at every PHC and the existing 
beds can be used in emergencies. It is estimated that the expenditure 
for equipment in the Primary Health Centres would come to . about 
Rs. 33.00 lakhs for 1100 units in V Plan and the remaining will be 
upgraded in VI Plan. 

3.20. In a number of memoranda submitted to the Committee it has 
been presented:-

"The adequate arrangements for examination of the eyes and eye 
diseases, at PHCs and Taluk Hospitals must be provided. 
Tonometer Ophthalmcscope and Trial Case must be in every 
P.H.C. and Taluk Hospitals." 

"A~ present, there is no arrangement for diagnosis and treatment of 
eye diseases in Taluk Hospitals and Primary Health Centres 
except minor external infections. A refresher course can be 
conducted for the doctors of Primary Health Centres and 
Taluk Hospitals. They should be able to diagnose early 
cases of glaucoma, they should be able to prevent and treat 
the malnutritional eye diseases and take care of the immediate 
treatment of eye injuries. 

Generally speaking, the Primary Health Centres and Taluk Hospitals 
do not have a full time ophthalmic surgeon attached to. them. 
The PHes in some cases have a referal service of ophthalmic 
surgeons who either visit the PHCs or to whom patients ole 
referred at a district hospital eye department. It would go a 
long way if the Taluka Hospitals and the PHCs have the 
services of Ophthalmic surgeons at least twice or thrice in:. a 
week if not full time." 

" .... Arrangements for care of eye and the problem of eye 
diseases at PHCs and Taluka Hospitals are highly inadequate. 
They are being carried out through basic doctors who are 

;. 
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incharge of these PHCs and Taluka Hospitals. These doctors 
are usually ill informed an4 need knowledge about eye care 
and the ,problem of eye diseases .... The situation can. how
ever, be remedied by proper refresher courses for the basic 
doctors at the PHCs .... " 

3.21. During evidence (on 16th November 1976). the Adviser In 
Ophthalmology, Ministry of Health, stated: 

" .... At the Primary Health Centre level there was no ophthalmic 
service available now except the general practitioners. By 
upgrading them we will be providing the essential services for 
diagnostic and minor treatment purposes and also provide a 
fully trained ophthalmic Assistant. We are going to do it in 
a planned manner." 

3.22. Amplifying the point further the Adviser in Ophthalmology 
stated that there were at present 5314 P~mary Health Centres in tho 
country and all of them would be covered within a period of seven years, 
300 in 1976, 400 in 1977 and in each of the succeeding year and thus all 
the Primary Health Cenues would be coveroo within a peiiod of seven 
years. 

3.23. To a point raised by the Committee as to whether the number 
el Primary Health Centres would remain constant or would go on increas
~ the Secretary, Ministry of Health, elaborated the point thus during his 
evidence (on 16th November 1976): 

""'--"'.; 

" .... The intention is that every extension service block must 
have a Primary Health Centre, and in the country we have 
about 5700 or 5800 National Extension Service blocks. We 
have covered 5400 blocks and another 200 remain to be 
covered. We are requesting the State Governments to extend 
these services to them. At the same time, in' the backward 
areas, particularly tribal areas, the intention is to provide it 
Primary Health Centre for a population of not 80,000 to one 
lakh but a population of 25,000. We have requested the 
Planning Commission to agree to the provision of one lakb 
because of the spare population, the difficulties of communi
cation and the special problem of tribal areas, and they have 
promised to look into it sympathetically. That means, on an 
average for a population of one lakh, there should be about 
6000 Primary Health Centres. That means, on an average, 
there would be 6000 Primary RealtI-. Centres in course of 
time, and· some of the Primary Health Centres may COver a 
popUlation of more than a lakh and some less than a lakh .... t. 
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He further added: 

" .... there will be an ophthalmic assistant posted to each Primary 
Health Centre and this PHe will be given equipment of a 
minimum value of Rs. 1300 for treatment purposes and the 
general practitioners working in the Centre will be given 
training programme in Ophthalmology." 

3.24. To a point as to what linkages were envisaged to be established 
with the PHC and Taluka Hospitals, the Adviser stated: 

" .... In this seven year Plan we are envisaging that every district 
hospital will at least have an eye specialist and an ophthalmic 
assistant. At the same time we are having mobile units so 
that there may be regular visits to the District Hospitals and 
Taluk Hospitals. Then many of the camps We are proposing 
to hold will be held at the level of the Primary Health Centres 
so that all the ophthalmic problems can be attended to." 

3.25. In a written note furnished to the Committee, Ministry of 
Health stated thus on the working of Primary Health Centres: 

" .... the services at the periphery can be adequately covered by 
Ophthalmic Assistants and general practitioners oriented for 
the delivery of eye health care. These services will be 
supervised by the Eye Specialists at the District and Taluka 
level. .... " 

3.26. It had been represented to the Committee that some of the 
general hospitals were being run by personnel which were not fully qualified 
and the hospitals were not adequately equipped with technical skills in 
ophthalmology to run ophthalmic services. It had also been brought to 
the notice of the Committee that the Primary Health Centres and Taluka 
Hospitals did not have full time ophthalmic surgeons and that services of 
ophthalmic surgeons should be provided at least twice or thrice a week. 
In this regard, it had been suggested that the situation could be remedied 
through refresher courses in ophthalmic care for the basic doctors posted 
at PHes. The Committee enquired as to how the situation could be 
remedied to provide at least the basic ophthalmic care services at all 
hospitals, PHes and Taluka Hospitals. The Ministry of Health in a 
written note explained the position as follows: 

"During the present phase of development of eye health services 
to privide basic eye health care, ophthalmic assistants, are pro
posed to be posted in areas where eye specialists cannot be 
posted and where beds are not available or cannot be created 
IDr the reasons stated earlier. 
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Jt is also proposed to give continuing education in the form of 
refresher courses in' ophthalmic care units for the basic doctors 
posted at these levels. The areas are also proposed to be 
covered through the mobile units. It would be wise to proceed 
steadily and create service! at the medical colleges, district 
hospitals, PHCs and at the central level in this phase of seven 
and a half years and in the next phase the same extended to 
Taluka Hospitals--fully strengthen the district hospitals
upgrade a few more medical colleges and in the third and 
final phase to provide facilities to all areas. In the interim 
measure temporary yet effective coverage should be provided 
through mobile units and referrals." 

3.27. The Committe~ note that ordinary-eye-diseases at the periphery 
Me hein(r attended to at the Primary Health Cen'res and rural dispensaries 
where specialised attention for these diseases is not available. Patienfs 
meding specialist care are referred to the Taluka or District Hospitals. At 
present there are hardly all~' facilitbs in rural and Taluka and even dislrict 
hospitals for diagonistic and treatment purposes. 11he Committee note that 
it has been proposed fhat all Primary Health Centres in the cOllntr~' should 
be equipped in phases so as to provide 3 base for ophthalmic 'health educa
tion, to screen cases requiring specialised eye care and for proliding 
·ophthahnic health services, particularly to the pre-school and school going 
children. It is also proposed to give 4 to 6 weeks training to Primary 
Health Centres doctors in various medical coUeges. lbe Committee need 
hardly f,mphasise the importance of strengthening the Primary Health 
t::entres in the field of ophthalmic care so that the PHCs can playa mean
ingful role in attending to the op'hthalmic problems of the Community. 

3.28. The Committee considc.r that the institition of refresher courses 
lor tthe P'HC docfors is a step in the right direction. The Committee "ouid, 
therefore, like> Government to have the refresher courses so planned that 
the doctors gain requisite experience and are in a position ~o diagnose and 
1reat eye ailments in an effective manner. 

3.29. The Commit1ee need hardly stress the importance of providing the 
PHCs alld Taluka!District Hospitals with the necessary basic equipment 
and penonnel which would reliel'e the commODity of hardships of going 
'long distance to specialised institutions. lbe Committee note that every 
PHC wil'l be provided with an Ophthalmoscope and other essential equip
ment, (costing about Rs. 3000/- per centre). Ophthalmic Assistants are 
proposed to be posted in areas where eye-specialist cannot be posted and 
1IIat tIae areas are proposed to be covered by MobDe Units. 

3.30. The Committee also note that it is the intJ!ntion that every Block 
must han a Primary Health Centre and that 5400 Block have been con red. 
leaving 700 to be covered. At the same time in ·the backward areas parti-
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cularly tribal areas inteation M to provide a Primary lIeal1h Centre for a 
population of 25,000 as compared to 80,000 to one lakb ehewhcre. -It is 
also the intention to, strengthen the services at the Sub-Centres. The Com
mittee would like Government to work out the institutional and supporting 
managements in details in tJte light of expc,rience and take concerted 
measures to implement them in the field. 

(iii) Taloka/District Hospitals 

3.31. A large number of eye diseases are prevailing in the country, 
amongst them the most important ones are infections bacterial, funglil,. 
viral ker or glaucoma both cogenital and acquired; cataract; squint; 
refractive errors; corneal ulcers; nutritional disorders; lid deformities 
optic nerve inflamations and atrophy, tumours of the eye; involve
ment of the eye in general diseases like diabetes;' bl~d pressure; thyroid 
diseases and eye involvement in nervour diseases like brain tumours and 
inftamations of brain. It has been stated that unfortunately ,treatment 
facilities of eye diseases at district level hospitals and prima.ry health 
centres are very inadequate. These are being rendered by general prac
titioners and it has not been possible yet for the State Governments or 
Central Government to create specialised ophthalmic services at the dis
trict level or in the sub-divisions. Very recently some State Govern
ments have initiated steps to provide the.se services by appointment of 
specialists but the measures are only in the initial stages. Most of the 
time the services in the periphery and at the district level are being deli
vered through an eye-camp approach mostly by voluntary organisations. 

3.32. Operative facilitiei for ophthalmic operations at the district 
level are almost non existing. The Medical Officers Ilc of district hos
pitals, who are not trained in Ophthalmology, are, by force of circum
stances and pressure of demand, made to render medical and surgical 
treatment of ophthalmic patients with very (indifferent results. The 
immediate attention needs to be paid to these levels of services in order 
to lessen the incidence of blindness in the country. The unwary public 
not knowing that the district hospital doctors are not equipped to deal 
with medical or surgical treatment of ophthalmic patients in the field of 
eye care, often get themselves treated by these doctors and many a time 
end up with ocular morbidity. 

3.33. The Government of India, in its plan of action, is laying consi
derable stress on the development of serviC6& as a permanent infrastruc
ture 'at the primary health centres, TalukaISub-divisional!Tehsil hospitals 
and district hospitals where ordinary care of the ,eye with facilities in 
minor surgicaloperations will be. available at the primary health centres; 
and of general ophthalmic . care including operatiye interference in 1'on
complicated cases shall be available at TalukalTehsil[Sub-divisional hos~ 
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pitals and district hospitals. To achieve these objectives the development 
of services is being taken up in a phased manner spread over a period of 
20 years. In the next 8 years all district hospitals and all primary health 
~entres are expected to be fully equipped for the sen'ices mentioned 
above. In the remaining 12 years the attention shall be concentrated 
00. the development of TalukajTebslllSub-divisional hospitals and new 
primary health centres that may spring up as the medical and ,health 
services develop. For the present, in this plan of action as stated 
elsewhere as a temporary measure, specialised care of Ophthalmology 
shall be delivered to the most peripheral areas of the country by mobile 
units through an eye camp approach. In the next 8 years all the districts 
of the country will be covered by this method. 

3.34. At present ophthalmic services are available in all the medical 
eolleges, a few eye hospitals some institutes of ophthalmology and the 
national institute of ophthalmology at the apex. The technical expertise 
in the country is adequate but further development of manpower both in 
the: pre-medical field and in the specialised fields needs to be stepped up 
and the plan is taking care of these requirements. The country is likely 
to become self-sufficient if continued efforts are made. At the national 
and regional levels facilities for all types of ophthalmic work are avail
able though to a limited extent, and the plan envisages development of 
these services further to make the nation self-sufficient in this sphere. 

3.35. The Committee enquired as to what was the number of district 
hospitals in each State which had no eye specialists at present and what 
special efforts had been made by Government to ensure that eye specia
lists were posted in all the district hospitals at least and what had been 
the response of various State Governments in this regard. The Ministry 
of Health in a written note explained the position as follows: 

"Precise information with regard to the number of district hospi
tals in each State which have no eye specialists at present is 
not avaaable with the Ministry. The State Governments are 
being requested to post an eye-specialist in each district to 
begin with. Later on the plan envisages that such uistrict 
will have two eye specialists in each taluka hospital there will 
be one eye specialist. But all depends on the availability 
of finance and the general economic development of the 
nation. However. Bihar, Orissa, Rajasthan, Delhi, Punjab, 
Haryana, U.P.-all have inform<:\lly intimated to post at least 
one eye specialist in each district. Other States have also 
agreed in principle and they are likely to take similar actions. 
It is also hoped that by the end of 20 years the projected aim 
of an eye specialist at Taluka level will be achieved. 



3.36. Dwing evidence the Secretary, Ministry of Health informed the 
Committee on 15th November, 1976, that the treatment and medical &er-

vices were in the State Sector. Every now and then they had emphasised 
that the State Governments should provide ophthalmic departments in every 
-district hospital and there should be one trained Eye Specialist in every 
district hospital. There were 3500 Eye Speci-alists at present and there wero 
380 districts. He added that is was not a big problem if the will was there. 

3.37. The Ministry of Health stated that the total number of Eye Beds 
was about 12,000 beds. The ultimate aim was to provide one bed for 
10,000 to 15,000 of population. As the implementation of the pro
sramme progresses the imbalance, if any, will be corrected. 

3.38. The Ophthalmic Adviser in the Ministry of Health stated during 
evidence on 15th November, 1976, that at the end of 20 years period, 
about 60,000 eye beds would be needed. Present availability was 12,000 
beds and another 48,000 beds would be needed. 

3.39. On the question of provision of eye beds in district hospitals, 
the Ministry ha ... e stated the position thus:-

"In the phased programme each distriq will have about 175 beds 
which will be equitably distributed between the taluka and 
district hospitals depending upon the population to be cover:' 
ed. To begin with the equipment worth Rs. 50,000 will be 
sufficient as that is the level envisaged for taluka hospitals. 
For district hospitals, after evaluation of the scheme, the 
equipment is proposed to be augmented to double of the 
level envisaged during this phase, for district hospitals. If 
however more resources are available the equipment ulti-
mately desired to be provided to district hospitals will be 
provided immediately. All depends upon funds ...... " 

3.40. Referring to the Eight Year Service Plan, wherein it had been 
1;tated that the taluka hospitals would not be taken up for development, 
'but those would be considered subsequently, the Committee enquired 
what were the precise difficulties in. developing taluka hospitals in the 
llext eight years and what would be the financial olltlay involved if the 
development of ophthalmic services in the taluka hospitals was taken up. 
The Ministry of Health in a written note explained the position as fol
lows: 

"Difficulty in developing taluka hospitals in the next 8 years is 
essentially due to lack of material and manpower besides 
financial resources. Development of eye health services 
alone will not be conducive to. a balanced health care faci
lities. It is, therefore, proposed to take up taluka hospitals 
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at a later date. Since it would also mean provision of ade
quate beds and manpower in the absence of adequate general 
health services even if finances were available, it will not he 
possible to develop them immediately. Non-recurring expen .. 
diture per taluka hospital would approximately be 8 lakhs 
besides there shall be recurring expenses. The whole project 
will become extremely cos.tiy. It would also be out of tune 
of the general economic development. It may not be possible 
for the nation to bear this economic burden at the present 
state of its economy." '" 

3.41. 'I1Ie Committee regret to note .hat treatment facilities of eye 
ilseases at district level hospitals and primary 'health centres are very 

'inadegnate and that hardly any specialised Ophthalmic services have been 
created at the district level or in the sub-divisions. Most of fhe time the 
services in the periphery and at the district level are being de·livered through 
an eye camp approach, mostly by voluntary organisat;(1D"i, The Committee 
note that the Government in its Plan of Action have laid considl'rable st:e~s 

. on 'he development of the eye care senices 3t the Primary Health Centres~ 
TalukalSub-divisionaliTehsiis hospitals and disYct Ie.l'el hospital~ as a 
permanent infrastucture in a phased manner spread over a period of 20 
yean •. 

3.42. The Committee have also bee," informed during evidence 'ha i ~~e 

State Governments are being reques!ed to post e)'e specialists in ea~b dis
·triet to begin with and that later on the plan enl'isages that each distr;d 
hospital will bave 2 eye specialists and in each Taluka HospHal tbere wiD 
be one eye specialist. The Committee would like that conrerted efforfs 
should be made so that the Eye Specialists numbering 3500 are su;t1!bly 
deployed and fhat the hospitals at district and faluka level arl' well equipp-

-ed for proper eye care. 

3.43. The Committee also note that flhe fotal number of eye beds is 
about 1200 and that Itt the end of 20 years period about 60,000 beds would 
be neede~ which means an addition of about 40,000 beds in a pbased 
manner. The Committee would like the Government to implement tfto 
plan for increasing file number of beds according to well though' out pro
gramme so that the fight against ·the growing problem of blindness is carried 

-on to a ~cc:essful tonclosion. The Committee would stress that higher 
priority be given in areas before inridence is higher. 

(iv) Medical Colleges 

3.44. There are 106 Medical Colleges in the country and they are 
'all engage!d in teaching of ophthalmology at the undergraduate and many 
-of. them at the p<mt~aduate level. A list of the, colleges in the University 
-which are approved by the Indian Medical Council is at Ap'Pendix VII. 
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3.45. There are Institutes of Ophthalmology for more sophisticated eye 
care and super-specialisation. At present these In'stitutes are established 
at Aligarh and Sitapur (UP), Ahmedabad (Gujarat), Hyderabad (Andhra 
Pradesh), Bangalore (Karnataka), Calcutta (West Bengal). Recently 
Uttar Pradesh Government has established a State Institute of Ophthalmo
logy at Allahabad. Dr. Rajendra Pradesh Centre for Ophthalmic Sciences 
at All India Institute of Modical Sciences, New Delhi, is a national centre 
of excellence for ophthalmic services combining-preventive, promotive and 
curative ophthalmic science. In addition, it carries on research in the vari
ous aspects of ophthalmic sciences. 

3.46. In the States and Union Territories, the respetive Governments 
have provided eye care facilities at the Civil Hospjtals at a few places. 
In hospitals, where thi'S spe~iality is not in position, the patients are 
attended to as ptart of the general health care. 

3.47. The Medical Colleges, Institutes of Ophthalmology, Eye Hospitals 
and the Ophthalmic departments of the hospitals oat districtltaluka levels 
which a·re under the administrative control of their respective Governments 
are financed by the Governments. 

3.48. It has been stated that under the National Plan of Action on 
Blindness the Central level of services are proposed to be provided through 
upgraded medical collegc$, institutes, regional and national Institute of 
Ophthalmology. It is pro'po'Sed to set up 12 regional institutes-6 of which 
already exist and which will be upgraded during the first seven years. The 
cost of the regional institutes over the whole period shall be about Rs. 9 
crores including the setting up of 6 new institutes. Under the National 
Plan the State Government would be required to upgrade the Ophthalmic 
Department and staff and to convert them into Community Ophthalmic 
Care Units. 

3.49. It had been represented to the Committee that except the few 
groups of hospitals which may not exceed 100 to 175 in number, it would 
be correct to state that facilities for curing eye disease's in our country on 
a nation-wide basis were few and far between. Another view had been 
expressed that "there are some big, some medium sized and some ;small 
sized eye hospitals in the country but they are pooriy equipped and badly 
organised. Some of the hospitals were, bemg run by personnel without 
the requisite qualifications and skill in Ophthalmology. Many of them 
exist in name only and cannot be considered to be delivering eye health 
care ori any specific basis." The Committee enquired what precise plans 
the Government had in view for augmenting the existing eye care facilities 
and also devel<1Ping wen-integrated and weU organised ophthalmic care 
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services in the country. The Ministry of Health in a written note inform
,ed the Committee as follows: 

"It has been stated in the National Plan that the Government is 
creating facilities for eye health care at the peripheral (PHC 
and Mobile Units). Intermed.iate (Taluka and District Hos
pitals and Medical Colleges) and central level (regional anel 
National Institutes). It is proposed to create about 175 beds 
in each district in a phased manner over a period of twenty 
years. The deficiencies in exist~g hospitals are proposed to 
be removed and their effective functioning is the desirable 
end. Efforts will be made to do the same." 

3.50. There are 106 Medical Colleges in the conntry aD of which teach 
'Ophthalmology at the undergraduate level and many at Fost-graduate level. 
Tbel'e are 6 Institutions of Ophthalmology for more sophisticated eye care! 
at Aligarh, Sitapur, Ahmedabad, Hyderabad, Bangalore and Calcutta and 

. one more has heen established recently at Allahabad. Besides 
Dr. Rajendra Prasad Centre is a national centre of excellence for ophthalmic 
service. The Committee note that under the National Plan of Action, the 
central level of services are proposed to be provided through upgraded 
medical colleges, institotes, regional and national institlJt~ of Opbihl:llmoJ~'Y. 
It is proposed to set up 10 regional institutes, 6 of which already c.xist ad 
which wiD be upgraded. The Ophthalmic Department of the various 
medical colleges are to be upgraded by pro"iding equipment and staff for 
conversion into Community Ophthalmic Care Units. The Committee have 
no doubt flbat the ptans drawn D~ will be implemented effectively so that 
the !eve! of achievement in hiking the probl(m of blindne"s gets progressive .. 
Iy higher and higher. The Committee would stress tbe need for greater 
6nka~e of Medical Colleges/Regional Institutes to the various District! 
Taluka bospitals and primary Health Cenfres and would urge that greater 
emphasis should be laid on preventive and promotive a~pects. They also 
desire the Medical ColI~should act not as ivory towers in majestic: 
isolation but sbould take upon thermelves file re~nsibility for pro~idi~ 

. total eye health care in their respective regions. The Committee woulll' 
suggest the steps should be taken by tbe Medical College/Institutes to 
provide extension services in the regions to make aiTangements to moniter 
tbe progress concurrently so as to review and improve th(\ services provided 
by tbem for prevention and control of blindne-ss in the country. Tbe Com
mitte learn from the memoranda received from knowlede2eable non-officials 
that many hospitals where eye care facilitie~ are already provided are poorly 
equipped and badlV o~anised and ron by personnel wit'hOlJt the requisite 
qaalifications and professional skill in Ophthalmology. The Committee 
lJaV(' been infonned during evidence that in the National Plan f)( Action 
Government is creating facilities (or eye Health Care . at the peripheral, 
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intermooiate and central levels and that it is proposed to create, about i7S 
beds in each district in a specified manner over a period of 20 years. TIa.~ 
Committee feel that the period of 20 years to achieve the largest is rather 
long and needs to be reduced. 

3.51. The National Plan CommIttee would like Government to under.· 
take immediate improvements in regard to effective. functioning of the eye 
care facilities provided in the bospitals where they exist so that available 
facilities are put to best use. The Committee would also urge that the 
plans drawn up for upgrading and improvement of the various institions. 
may be implemented according to a phased programme so that the maxi
mum benefit is derived at every point of time for tackling the problem of 
visual impairment and blindness •. 

. I 

(v) Voluntary Organisations 

( a ) National 

3·.52. It has been stated by the Ministry that a large number of volun.,.· 
tary organisations, big and small are trying to do their best to develop eye 
care programmes but such efforts were sporadic, un-coordinated and lack
ed direction, though well motivated. Some organisations had also estab
lished eye hospitals which are doing useful service to the community. In 
~tion to having base hospitals, these voluntary organisations had also· 
developed their branches in remote areas and conducted Eye Camps.. 
through mobile units. The Gandhi Eye Hospital at Aligarh and lawahar
lal Nehru Institute of Ophthalmology at Sitapur were the results of volun
tary efforts. At the National level, the National Society for the Preven
tion of Blindness had taken up activities in a big way, (i) for education 
of the masses, (ii) provision of curative facilities through eye camps, (iii)
detection of early visual defects in school children and industrial workers; 
·and (iv) highlighting of various aspects and causes in the field of preven
tion of blindness by holding seminars and symposia. The society bac!i 
been able to persuade philanthropists to donate funds for establishment. 
of Eye Hospitals especially for the rural areas and for economically back
ward section of the community. 

3.53. It has been stated that hospitals put up by the voluntary organi
sations received grants-in-aid from the respective Governments. This aid' 
was only a part of their budget. The balance was to be provided for by
collecting donation from public and the fee from well-to-do patients. The 
Central Govemment also helped them by providing non-recurring grants. 
'This grant was available for purchase of essential hospital equipments and! 
instruments etc. Those insti~utions/organisations engaged in the treatment 
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of t:ye diseases and blindness were also entitled to 100 per cent grant-in
aid for additional construction of Operation theatre, X-ray and/or labora
tory blocks and wards for the poor. 

(b) International 

3.54. It has been stated that the State Governments or the Central 
Government at present were not carrying out any projects in collaboration 
with the International Organisations, nor at present were they taking any 
measures for the prevention and control of blindness. International or
ganisations like DANIDA, SIDA, WHO, UNDP and other had, however, 
shown keen interest in the plan of action for prevention of visual impair
ment and control of blindness and were likely to offer substantial assist
ance in terms of materials and supplies. Negotiations were being conduct
ed and nothing had yet been finalised. 

For international collaboration the whole scheme was being divided 
into five sections: 

I 

(i) Health education and dissemination of Information; 

(ii) Mobile units and primary health centres (peripheral sector); 

(iii) TalukalTehsillSub-division hospitals and Districts Hospital~ 
(Intermediate Sector); 

(iv) Medical colleges, Regional Institutes and State Institutes (Cen
tral Sector); and 

(v) National Institute of Ophthalmology (Appex sector). 

3.SS. The International agencies might collaborate in any of the sectors. 
and it was proposed to seek international assistance sector-wise. The-. 
apex sector and health education might not need any international assiit
ance as it might be funded by the Central Government itself. A few 
fellowships may be require.d for training in very highly specialised fielda. 
and then they will be developed both for service and training in India. 

3.56. International assistance that might be required in each sector ov~r 
a period of 20 years or so had been listed as under:-

I. Peripheral Sector 

Mobile units and Primary Health Centres 

(a) FOr materials and supplies, the requirement shall be Rs. 112' 
miJIion. 

(h) The recurring expenditure on these shall be borne by the State
and the Central Governments. 
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II. Intermediate Sector 

The total requirement for this sector will be:-

(a) Material and supplies-Rs. 120 million over 20 years will be 
required for equipping sub-divisional hospitals. 

(b) The expenditure on creation of beds and recurring expendi
ture shall be borne by the Central & State GovernmenlS. 

m. Central lev~l 

The total requirements for the Central level shall be:-

(a) Material and supplies-Rs. 117 millions will be required over 
a period of 20 years. . 

(b) The recurring expenditure and the expen,diture on strengthen
ing of services in terms of physical facilities, buildings and 
manpower shall be borne by the Central and State Govern
ments. 

3.57. At present several International voluntary agencies were render
ing assistance to individuals, voluntary organisations, hospitals and private 
institutions on mutual agreement basis. Some of the agencies involved 
were International Agency for the Prevention of Blindness, Royal Com
monwealth Society for tne Blind, Christoel Blinden Mission, Oxfam etc. 
which were rendering the assistance. It was proposed to dovetail these 
activities with the National Plan of Action. 

3.58. Noting that at present several international voluntary agencies 
were rendering assitance to individuals, voluntary organisations, missions, 
hospitals and private institutes on mutual agreement basis, the Committee 
enquired:-

(a) the name of international agencies which were at present 
rendering assistance. in the matter of prevention and control' 

.! 

of blindness and the conditions, if any, of such assistance; 

(b) the quantum of the assistance received from these agencies; and 

(c) how were these activities proposed to be dovetailed with the 
National Plan of Action which had recently been formulated.J 

3.59. The Ministry of Heafth in a written note furnished to the Com
mittee have explained the position as foIlows:-

(a) Several international agencies are at present rendering assist
ance in the matter of prevention and control of blindness 
particularly the Royal Commonwealth Society for the Blind, 
the Christofel Blinden Mission, Indo-German Social SoCiety 
etc. 
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(0) The Government is not fully posted with quantum of assi&t
ance received from these agencies. 

(c) Their activities will be dovetailed with the Plan of Action. 

3.60. It has been represented to the Committee mat the "Voluntary 
organisations like Royal Commonwealth Society for the Blind, Lions Club, 
Rotary Clubs, Red Cross and other social organisations were doing good 
work. They must be further encouraged. Another view had been ex
pressed that foreign funds coming by way of grants to the voluntary orga
nisations through Royal Commonwealth Society for the Blind and Inter
national Agency for Prevention fo Blindness, however, need to be care
fully disbursed and utilised. In yet another representation made to the 
Committee, it had been stated that "the i voluntary organisation could play 
a very significant and constructive role in Prevention and Control of Blind
ness, if they were given incentive and encouragement to work in collabo
ration with Eye Hospitals which were dedicated to the Prevention, Control 
and cure of Blindness:' The Committee enquired: (a) how far was the 
Government sati6fied with the role being played by these voluntary orga
nisations in the prevention and cure of blindness and whether an~{ assess
ment had been made in this regard; (b) what incentives and encourage
ments had been ~ given to the voluntary organisations to enable them to 
play an effective role in the prevention and cure of blindness; and (c) 
whether the Government had been exercising any control over the foreign 
funds commg by way of grants to the voluntary organisations through 
Royal Commonwealth Society for the Blind and International Agency for 
Prevention of Blindness and if not, whether such a control was desirable 
to ensure an effective functioning of these organisations. The Ministry 
of Health in a written note furnished to the Committee have explai.ned the 
position as follows:-

(a) The Government is not fuIly satisfied with role being played by 
the voluntary organisations in the field of prevention and control 
of blindness. They are doing some work till such time the 
arrangements were worked out. 

(b) The voluntary agencies are bei.ng given grants to enable them 
.. ~ to play an effective role in the control and cure of blindness. 

Their efforts are proposed to be coordinated through the set
ting up of coordination Committees. 

(c) The Government has not so far been exercising any control 
over the foreign funds coming by way of grants to the volun
tary organisations. While we agree that the foreign funds 
should be controlled and unecessary restriction., are Dot 
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durable. It is expected that the proVIslOns of Foreign Con
tribution Regulations Act of 1976 will ensure adequate safe
guards. 

3.60. The Committee pointed out that a large number of voluntary 
o!ganisations big and small were 1 trying to do their best to develop eye 
care programme but such efforts were sporadic, uncoordinated and lacked 
directions though well motivated and enquired ~ that steps Government 
proposed to take to achieve the greater degree of coordination between 
the various voluntary organisations working in the field of eye care. The 
Government in a written note furnished to the Committee have stated thus: 

"Government is considering the setting up of coordination com
mittees at various levels to achieve greater degree of coordi
nation between the voluntary organisaticns working in the 
field and the State and Central efforts for eye health care and 
help them wherever necessary. Duplication of efforts will be 
avoided." 

3.61. During evidence, the Secretary, Ministry of Health gave hi.!; views 
thus the role of voluntary organisations in the prevention and control 
m blindness:-

"Number of voluntary organisations are really doing good work. 
You know about the work of Dr. Mohan La1. You know 
about the work done by Dr. M. P. Mehra of Sitapur. They 
approached various State Governments, trade unions, various 
voluntary organisations for donations and subscriptions and 
so on. A number of voluntary organisations are doing very 
good work. They get assistance from the State Governments 
in the field of eye-care, leprosy and other health services and 
medical services. There is a scheme under which we have 
got Rs. 35 lakhs per annum. That is directly under the 
Central Government. This is for the whole country. I re
quested the Planning Commission and the Government to 
raise this amount to at least one crore. 

We have every year got to give a grant of Rs. 35 lakhs and some
times Rs. 40 lakhs. That is the maximum per year that is 
given to the voluntary organisations by the Govt'mment of 
India. And they are not only doing work in the field of eye
care but also in leprosy and in ario\ls other fields and the 
total amount of assistance that we gi.ve is Rs. 35 lakhs or so. 
It does not mean that we are not aware of the problem; it does 
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not mean that we are not sympathetic to the problem. But 
constraint is there and you are very right that we should do 
more." 

3.62. It had been stated by the Ministry of Health that the details of 
the voluntary organisations working for Eye diseases and the quantum of 
assistance received by them from various sources were not available with 
them. The Committee accordi.ngly enquired as to why no steps had been 
taken to maintain such statistics in the Central Ministry of Health and in 
the absence of this vital information, how coordination for effectively 
tackling the problem of prevention and control of blindness in the country 
was being maintained and whether the Gove~nt had any proposals to 
collect thifo information and coordinate the activities of these voluntary 
organisations. 

3.63. The Ministry of Health in a written note furnished to the Com
mittee have stated the position as follows:-

(i) So far as the eye relief work was being cordioated and the 
voluntary organisations were left free to render this social 
service in a manner they like and therefore it was not con
sidered necessary to maintain any statistics. In the present 
plan, however, all voluntary agencies will be required to take 
licence for holding mobile ophthalmic care camps and there
fore will be required to register themselves with local authori
ties so that such statistics will become automatically avail
able. 

(i~) This IS being done in view of the fact that the ready availability 
of such information with the Central Ministry of Health will 
be vital for short term and long term planning for tackling the 
problem of I prevention of visual impairment and control of 
blindness. " 

3.64. The Sub-Committee of the Estimates Committee (1977-78) on 
Prevention and Control of Blindness' desired to know the names of the 
International agencies, who had given assistance or had promised aisis
tance and also the stage of getting this assistance from the various volun
tary agencies. The Ministry of Health in their note (November, 1977) 
stated:-

"DANIDA has approved of an assistance of 60 million Danish 
Kroners spread over a period of next 7 years. Rs. 2.5 crores 
will be given during the period 1977-78 and the remaining 
Rs. 6.0 crores will be given in 1978-79 to 1983-84. Only a 
formal agreement remains to be signed. 
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For the development, of a computerized Centre, request is pro
posed to be Jpade to SDIA in view of the Fact that DANIDA 
is not interested in assisting the Central Sector of the Pro
gramme. 

W.H.O. has provided some consultancy and some fellowships. It 
is also thlnking of providing some material and supplies which 
is of a marginal nature. 

UNDP baa been requested to provide. for fellowships within the 
country for training of various types of persons. The appli.
cations are still being processed. 

The various voluntary agencies have already given substantial and 
assistance to the voluntary organisations in India which are 
organising eye camps. The Royal Commonwealth Society for 
the Blind has also shown interest in the establishment of small 
eye hospitals in the sub-divisional/Taluka levels. 

The whole assistance from the voluntary organisations i-s being c0-

ordinated through the Central Co-ordinating Committee." 

3.65. The CommiUee note that a large number of voluntary organisa
tions, both national and international, are rendering assistance in the' pre
vention and control of blindness. These organisations 'have not ooly 
established hospitals of eminence through their voluntary efforts but have 
also set up their branches in remote areas and conducted Eye Camps 
through mobile units. The Committee had been informed that through 
the efforts of these organisations were well motivated, 'hest! had been 
sporadic uncoordinated and lack direction. 

3.66. The Committee realised that voluntary agencies can and should 
play a vital role in the preventioll and control of blindness. The voluntary 
organisations are well-suited to stimulate community interest and mobilise 
community resources and efforts. They organise and hold Eye Camps for 
medical and surgical treatment of eye diseases and restoration of vision to 
curative blind. Since the problem of prevention and control of blindness 
is colossal, it is of the utmost importance that active MSistaDce of voluntary 
organisations is sought by Government in this humanitarian task. The 
Committee ~ that voluntary organisations should be enc.oonged and 
belped to play an increasing role not only curative work by concentrating 
on eye camps but should also be oriented to take up promotive and preven
tive work in regard to eye care and visual impairment. 

3.67~ The Committee need hardly stress that in order to achieve greater 
degree of coordination and cooperation as also to avoid duplication of efforts 
between the various volUlltary organisations, State and Central agencies in 
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the field of eye care, it is imperative that effective coordination committees 
are o~anised in each State. It would also be desirable if a system Is 
devised to appreciate the role and good work done by the voluntary organi
sations. 

3.68. The Committee note that the voluntary organisations are getting 
want-in-aid from Government. Besides, the international agencies are also 
rendering assistance to these organisations. It is a matter of regret that 
Government are not fully aware either of f!be particnlars of the voluntary 
organisations or of the quantum of a9Sistance received by tbem from the 
international a~encies. The Committee would stress Government should 
maintain comprehensive information abouf these voluntary organisations 
and the assistance received by each one of them from various sources and 
the work done bv them in the field. Thev consider that ready availability 
of such information with the Central Ministry of Health would be helpful 
for short-term and long-tenn planning for tacklin~ the problem of pr('oven
tion of visual impariment alld control of blindness. 

3.69. The Committee note that several internafional a~6ncies like Roval 
Commonwealth Society for the Blind. Christian Blindness Mission. Oxfam 
efc. were. rendering assistance to individuals. voluntary Ol'Jl8nisations, 
hosnitals and private insfifutions on mutual af,!l'eement basis. Assistance 
in terms of funds. material and supplies was also expected to be received 
fr()l!ll International O~nisatjons like DANIDA. SIDA. WHO and UNDP 
which had shown keen interest in the "Ian of action for prevention of vi~lUal 
impairment and control of blindness. TIte Committee are Informed that 
the assishmce from the volnntarv on!anisation" is beinp' corodinated throop" 
th(' Central Coordinatine Committee. The Comminee wonld stre!ls that 
n('!!otiations wit" them which were beinl!' conducted be broDt!ht to a fmifful 
("onclusion and f,!I'eater international assistance secured WI"fh a view to 
alll!lllentine the voluntary ('offorts in the crusade aJminst the prevention and 
control of blindness. 

Manpower 

J. Al'nilahilitv of O"hthalmolog;,ws!Eve Specialists. 

3.70. It has been stated hv the Ministrv of Health and Familv Pl:'lOninl! 
that no relrular studies or assessment of manoower reornrement with regard 
to ophthalmic l;ervices in the countrv have heen made. Some norms are, 
however. available from other cmmtries of the world. Tn USA there is 
()n~ nnhtha1mic surQeon for 8000 of papulation. Tn Tapan one ophth::tlmic 
SlIrl!eon for 15.000 of nopulation. the number of onhthalmolol!ist<; on 
nbnulation h~sis varies frnm 8 to 20 thom::tnd. Con'slderin'! Tndian condi
tion, however. where eve diseases are common. it <;eems that the nOrms of 
one eve 'surl!eon for 15.000 of nn"'nl~tion shonld he adequate. According: 
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to this norm the total requirement of eye surgeons on population basis 
shall be 57,000 when we approach the '(jopulation of India in 1995 as 
850-900 million. At the moment the country has about 350() eye 
surgeons. A minimum of 53,500 eye surgeons have to be trained in the 
next 20 years, while the training capacity at present is only 300 eye 
surgeons a year. It, therefore, seems that the training facilities will have 
to be increa'sed 8 to 10 folds in order to achieve our targets. It is for this 
purpose that in the twenty year perspective plan it has been suggested 
to upgrade medical colleges in a phased manner and setting up of the 
:regional and State Institutes of Ophthalmology and setting up of a National 
Institute of Ophthalmology. If we are to consider the Government em
ployment only, the requirement of eye surgeons in the next 8 years is as 
under: 

Mobile Units : 

ni~trict • 

H05T'itals • 

Sub-diflision hosPitals and taluka hospitals: 

To he t.akron in VII Plan onward- • 2000X 1=2000 

Medical c(Jlleges: 

(At the far.ulty level Sr. resident level' . 

E,;;sting Regionol Institutes a"J aUitional likely to he created as: 

~t* jrutituttr: 2 I X 30 at Senior .r~ident 
. and faculty level • 

National Institutes . =50 

3.71. The total requirement works out to 5018 ophthalmic lmrgeons 
to be employed under State and Central Government. The training poten
tial as exists today will not be able to meet the demand. This, therefore, 
needs to be augmented 

3.72. In a number of memoranda submitted to the Committee, it has 
been re'l*esented: 

"(i) .... there is great shortage of eye specialists Of ophthalmolo
gists .... the!Se shortages could be met by setting up an apex, 
state and regional ophthalmic institutes for training specialists 
improving ophthalmic teaching in medical colleges and organis
ing training and orientation courses for general practitioners 



(ii) .... The number of Eye specialists in India is estimated at 
3500 and they are mainly available in big cities. There must 
be an EYe doctor in district headquarters and in Taluka bead~ 
quarters. More institutions must be started for training the 
Eye Specialists. A'part from the teaching hospitals, other Eye 
hospitals with sufficient beds should be encouraged to start· 
post-graduate training programmes. 

(iii) .... Ophthalmologists are by and large adequate in large and 
small cities but in villages they lack the opportunities to practise 
as specialists and hence villages do not have eye specialists. 

(iv) .... The number of ophthalmologists/Eye Specialists needed in 
country on the basis of norms prevalent in the developed coun
tries is one ophthalmologist for 10,000 of population i.e., by 
the end of 1995 when the projected population of the country 
will be 850 million the requirement will be 85,000 s~ialists. 
In view of the fact that this be an unachievable target, it may 
be! better to plan for a more meagre target of 60,000 eye 
specialists. At present according to the rough estimates 
available, there are about 3500 eye specialists in the country. 
Need therefore is to train about 57000 more eye specialists. 
After proper phasing has been done the targets can be 
achieved in 20 years." 

3.73. The Committee enquired as to how far in the present stage of 
development of the country, it would be possible for a country like India 
to adopt the norms prevalent in developed countries, which are very liberal 
and how and in what way the targets of 57,000 more eye specialists were 
proposed to be achieved. The Ministry of Health in a written note furnish-
ed to the Committee, have explained the position as follows: 

"At present stage of development of the country, it would not be 
possible for India to adopt the 1I10rm~ prevaI~nt in developed 
countries, howsoever desirable they may be.. They are by no 
means liberal but it is hoped that under the 20-Point pr~ 
gramme of Prime Minister, our econo~ic d~elopment will 
lead to more demand for eye health care services. It is on 
the long term basis that these targets have been fixed. These 

. are .realistic targets and need to be achieved. However,every" 
thing will depend upon the financial resources available and 
the response of the doctors and the people in this regard. The 
matter will be reviewe~ from time to tip1~. 

TIle targets of 57,000 or otherwise more specialists are proposed 
to be achieved by training of specialists in all' metiical coUeges, 
rerional institute's 3nd the apex body. It is also proposed to 
utilise big eye hospitals for training of ophthalmic personnel." 



3.74. To another point raised by the Committee as to whether a:ny 
assessment of the requirements of ophthalmologic surgeons had been made 
by Government, to cater to the requirements of eye care in the count!)' 
and whether the Government had formulated any programme to meet 
these requirements within a specified time, the Ministry have stated thus: 

"The Government propose to augme:nt the availability of ophthal
mic surgeons.-one eye surgeon for 15 to 20 thousand popu
lation and in order to do so, intake of trainees at the apex 
body, at the regional Institutes and at medical colleges is 
proposed to be augmented. With better employment facilities 
available in the National Plan, it is hoped that these will be 
fully utilised." 

3.75. One of the non-official witnesses who appeared before the Com
mittee, gave his views thus on the best utilisation of available manpower of 
ophthalmic surgeons in the country to tackle the problem of blindness 
effectively: 

"It has been found that very often Distt. Medical Officers or senior 
surgeons who have qualified as ophthalmologists are posted 
in posts whom they cannot make use of their ophthalmic 
knowledge. Specialists should not be saddled with adminis
trative responsibilities where their specialists knowledge cannot 
be put to good use." 

3.76. To a point raised by the Committee as to what steps the Gov
ernment should take to increase the number of ophthalmic surgeons the 
witness stated: 

"Schools of Ophthalmology should be o'plened in smaller town's 
where a one year course in ophthalmology after MBBS should 
be instituted. Apart thirty medical men . should be trained 
at such schools to be opened at 10! 15 centres in the country 
which will give an additional number of 300/450 qualified 
ophthalmic surgeons." 

3.77. On the question of as to how the targets of 47.000 more Eye 
Specialists were proposed to be achieved, another non-official witness, who 
appeared before the Committee, gave his views thus: 

"In the first 3 years of Plan, it should be possible for us to set up 
the training programmes in a manner so as to be able to 
produce about 1100 eye specialists against the present rated 
capacity of 900. In VI Plan, the rated capacity can be raised 
to 100 per year atnd it should be possible to produce 3700 
eye surgeons. In the VII Plan, this capacity can be raised 
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further to 2000 and we should be able to produce 6000 eye 
specialists, by further augmenting the capacity in VIII Plan 
we should be able to produce 9000 in IX Plan, 15,000 and 
in X Plan the remaining. Annual requirement of eye surgeons 
due to attrition and migration, we will be near about 2500 a 
year and the capacity of training in various institutions can 
then be lowered to reduce the number of specialists to be 
trained. What is needed at present is ~n accelerated produc
tion of eye surgeons to serve OUT nation. The training pro
grammes can be stepped up at the National Institute of Oph
thalmology, the Regional Institutes and all the upgraded Medical 
Colleges. Since it is our desire to gradually upgrade all 106 
medical colleges by the end of 12 years of this programme, it 
should be possible to produce the number of eye specialists 
required." 

3.78. Pointing out to the fact that there were about 3500 qualified 
eye specialists in the country and most of them were clustered in the urban 
areas where only 20 per cent of the ryopulation lived, the Committee 
enquired wbether any consideration haa been given to the training of eye 
specialists in such a way as would serve the rural and semI-urban areas 
where the need for such surgeons was the greatest. 

3.79. The Ministry of Health in a written note have stated as follows: 

"The Government of India have. therefore, . included training of 
Ophthalmologists in rural areas as an important part of the 
training programmes. Two different levels of eye specialists are 
being trained-One would be able to do .I!eneral Ophthalmic 
care in the country and the other will be of specialised cadre 
looking after complicated eve problems. The traininl! capa
cities are being augmented in medical colIe~es, regional insti
tutes and apex body. The curricula has been finalised and 
guidelines have been issued to various organisations." 

3.80. The Sub-committee of the Estimate'S Committee (1977-78) on 
Prevention and Control of BHndness enauired as to how the Ministry of 
Health proposed to produce 57,000 eye sunreons in the countrv to meet 
the needs of the country's population. The Ministry, in their note (Nov
ember 1977) stated: 

"In the remaining term of this Plan it should be pos.<:ihle for the 
Government to set up training PTol!Tammes in a manner so as 
to be able to produce ahout 1100 eve soecia1i<;ts against the 
present rated capacity 900. In the Sixth Plan. the capacity
can be accordingly raised to 1500 SUr!!eons per year. In the 
Seventfi" Plan, this can be raised to 2000. Bv gradual aUj!-



menting the capacity in subsequent Plan, it should be possible 
to produce the number of required eye surgeons due to attri
tion and migration the requirement shall be about 2500 a· 
year and the capacity of training iIIl various institutions once 
the targets are achieved can be lowered to reduce the number 
of specialists to be trained. What is needed at present is an 
accelerated number of eye surgeons to serve the nation. This 
is exactly what this plan aims at." 

3.81. The Ministry further informed the Sub-Committee (November 
1977) that the precise number of eye surgeons available at present was 
not known. Roughly speaking, there would be available near about 
3600-3700 eye surgeons presuming that about 200 eye surgeons had been 
added since the time of last submission of the Health Ministry before the 
Estimates Committee. 

3.82. As regards the basis on which onc eye s'Jrgeon for 15,000 to 
20,000 of population had been considered to be ~deqU'ate in the caSe of 
Indian population; the Ministry have, in November 1977, stated: 

"From the targets suggested the norms prevalent in the European 
countries have not been adopted for the norms in this country 
in view of the inadequate economic support that will be avail
able to the large number of Ophthalmologists if they are pro
duced. Keeping this in view, 2/3rd of the targets of what is 
available in the developed countries have h::en suggested. The 
rate of development has to keep pace with the development of 
physical services and better economic conditiom of the people 
and the nation. The manpower is not to bc uti! ised in the 
Government Sector but also to be utilised by voluntary agencies, 
hospitals in the private sector and also as ~e1f-employment by 
the eye specialists. The requirement of the Government Sector 
can only be about 15 per cent of the total requirement. Unless 
a gradual development of manpower tak'C's place at the rate 
suggested by the Government, it will not he possible for the 
economy of the country to absorb the personnel produced and 
give them adequate employment in spite of prevalence of eye 
diseases." 

3.83. One of tbe important problems in tbe fi~t a~ainst blindness is 
stated to be the shortage of Eye Specialists or Ophthalmolo!!ists. As stated 
by ,tile Ministry, at tile moment the country 'has about 3600·3700 Eye 
Surgeons. The Committee, however, note that no re!!Ular studies Or assess· 
ment of manpower requirements for Ophthalmic services have been attempt· 
ed so fal'. In USA there is one OphthalmolOgist Surgeon for 8,000 of 
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population. In Japan there is one for 15000 of population. Considering 
Indian conditions, the norm of one Eye Surgeon for 15,000 to 20,000 of 
population has been considered to be adequate by Government. According 
to this nonn, total requirements in 1995 are estimated at 57,000. 

3.83. The Committee are informed that it should he possible for the 
Government to set up training programmes to be able to produce abont 
1100 eye specialists by the end of 11)78-79 as against the present rated 
capacity of 900. In the period 1979-84 the capacity could be raised to 
1500 surgeons per year and in the following 5 years this number could be 
raised to 2000. By gradually augmenting the capaci!y in subseqnent Plan 
periods it should be possible to produce the number of required eye sur· 
geons to meet the needs of the country's population. Tbe manpower so 
created were to be utDised IDOt only in the Government Sector, but also for 
voluntary agencies, hospitals in private sector and also as self-employment 
by the eye-specialists. 

3.84. The Committee would like the Government to carefully assess 
the total nllmber of eye surgeons required keelling in view the conditions 
prevailing in India and augment tbe training facilities in the medical inst;
tutions in a pbased manner as to ensure tbat tbe campaign against blind
ness does not suffer for lack of adequate number of oph1halmologists. 

3.85. The Committee further note that by and large the eye specialists! 
ophthalmologists are clustered in large and small cities. The people living 
in raral and semi-urban areas are thus denied the facilities of ophthalmic 
services. 

3.86. The Committee hope that by making the ophthalmologists to 
work in nual areas as an important part of their training programme, it 
may be possible tbat more ophthalmologists may opt for service in tbe 
rural and semi-urban· areas and thereby the needs for ophthalmic services 
of the people of these areas may be met in weater measure. The Com
mittee would, however, like Gov~rnme.lJt to review the position periodicaDy 
in the light of the Rural Health Plan formulated recently end bring about 
necessary changes in the cnrricula and take other suitable measures so a'S 
to ensure th~ availability of adequate number of ophthalmologists for service 
in seml-urban and mral areas, so that the needs of vulnerable sections of 
the population including the urban poor are increasingly met_ 

(ii)-Availability of Ophthalmlc AssistantslN~lrses Optometry Tech,,1cals 
and Orthoptic Technicians 

3.87. It has been stated that the requirement of para-medical personnel 
who are prC'posed to he trained as Ophthalmic A~~istants has been rou!!hly 
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estimated at the rate of one Ophthalmic Assistant for 10,000 of population. 
At the end of 20 years therefore, we would require near-about 85,000 op
thalmic assistants, both for private sector and public sector. The present· 
capacity is to train 100 optometrists in various optometric schools in the 
country. This number is highly inadequate and requires to be considerab
ly increased to fulfil the manpower requirement. It might be necessary 
to start this training programme in each of the medical colleges and the 
institutions of ophthalmology that are proposed to be upgraded under the 
Plan. The large eye hospitals even if they are in the private ~ector should be 
required to take up training of Ophthalmic Assistants so th t the training 
capacity of about 3,500 to 4,000 every year is created. The "efforts 
required are considerable and immediate action needs to be taken. Dr. 
Rajendra Prasad Centre for Ophthalmic Science has already decided to start 
a B.Sc. (Hons.) course in Ophthalmic Technology to tra;n Ophthalmic 
Assistants who in tum would be capable of taking up training positions in 
other schools and organisations. During t'he remaining period of this plan 
this training has to be immediately instituted in 13 upgraded medical colle
ges, 6 regional institutes besides some of the already upgraded departments 
of ophthalmology. With the ophthalmic manpower indicated for medical 
colleges and institutes of Ophthalmology, no additional input be provided 
for them and this training programme can almost be started at no cost 
basis except for the stipend that may be provided for the students. 

3.88. Till such time when all personnel can be trained as Ophthalmic 
Assistants, training of lower level workers as junior technician may be 
taken up b:,r exploiting the opportunities under the 10-+-2 scheme of edu
cation that has been launched by the Government of India. Such training 
can be given in primary health centres and district hospitals. 

3.89. The part of the cost of the training of ophthllmic assistants which 
should be required for working in various optical establishments, industries 
engaged in this field may be required to bear the cost of stipend and other 
contingencies that may be required. A phased programme on develop
ment of manpower bas been drawn up and is being scrutinised for tinal;sa
tion SO that the country becomes self-sufficient in ophthalmic manpower 
needs. 

3.90. In order to fulfil the needs of health educators in ophthalmic 
field, it is proposed to introduce short term training .)ourses for multipur
pose health workers already functioning in the field of general health pro
grammes and this should be sufficient for meeting the needs at the peri
phery. 
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Training of Workers to Provide Neces~Uf)l Ma/lpower 

3.91. With a view to provide the required manpower lOr ~e National 
Plan. it is necessary to organise the training of ophthalmic assistance as 
foUows:-

3.92. The objective of trainilg of the ophthalmic assistants is to provide 
intermediate technology for Clphthalmic relief with a view to post them in 
mobile units, Taluka/Tehsil/Sub-divisional hospitals, district hospitals as 
a support to the Chief Me,dical Practitioner and Ophthalmologists and 
gradually to the Primary He~th Centres wh~e in the beginning it is pro
posed to post already trained optometrists. These optometrists gradually 
will be afforded an opportuni~y to further qualify as Ophthalmic assistants. 
There are several schools of Optometry in the country where courses will 
be streamlined and upgra,ded. Fresh schools for the training of Ophthal
mic Assistants will be started in upgraded medical colleges with a view to 
evolve a uniform pattern of education whose admission criteria. duration 
of the course and detailed curriculum have been worked out. The course 
has the following objectives so that at the end of the training, the ophthal
mic assistants will have the following achievements: 

(i) Achieve understanding of the basic sciences as related to the 
chosen course (Physics, Chemistry, Zoology, Statistics and 
Electronics) ; 

(ii) Achieve basic understanding of the aspects of human biology 
(anatomy, physiology and biochemistry); 

(iii) To be able to assist the specialists and practice as an ancillary 
personnel in the field of optometry; 

(iv) To be able to practice as a high grade dispensing opticians; 

(v) To be able to render assistanCe to general practitioners in the 
community in Optometry with a view to help him in tackling 
day-to-day visual problems; 

(vi) To be able to carry out investigations as ordered by the specia
lists in the field of visual works; 

(vii) To be able to maintain the optometry in common use in the 
science of vision; 

(viii) To be able to render guidance in manufacture and mainte
nanCe of other optical instruments; 

(lx) To be able to treat minor 'eye diseases and refer other to Oph
thalmologists. 

3.93. To achieve these objectives intensive theoretical clinical and 
practical training will be given. 
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3.94. Pointing out to the Mudaliar Committee (1959) observations 
wherein it had been recommended that an Orthoptic Training Centre t9 
train the ancillary Ophthalmic personnel should be immediately started 
and Orthoptic sections should be instituted in all institutions, the Com'
mittee enquired whether such a centre and sections had been started and 
if not, what were the reasons therefor. The Committee also enquired 
what was the number of. training centres for the training of such persons 
in the country and what was their annual capacity. The Ministry of 
Health in a written note furnished to the Committee have explained the 
position as foll<>ws:-

" .... a comprehensive two-tier system of training of anciUary 
ophthalmic personnel has been drawn up by the Government. 
Instead of getting para-mediCal personnel training in optome
try and orthoptics separately, it is cons~dered desirable to 
have multipurpose eye health workers. Plus 2 stage of the 
vocational education is to be utilised for training the multi
purpose health workers. The training of senior technicians 
has already been started leading to B.Sc. (Hons). degree in 
Ophthalmic techniques. This has been introduced at Dr. 
Rajendra Prasad Centre for Ophthalmic Sciences where it 
will be pre-tested and if found successful will be extended to 
many more medical colleges and regional institutes. At pre
sent there are 10 training centre's for optimetry in the coun
try but the courses are not considered sufficient and theTefore 
the above revision." 

3.95. During the visit to the Gandhi Eye HOs'pital, Aligarh on 31 
October 1976, the Committee was informed that Gandhi Eye Hospital was 
conducting courses for para-medical personnel in Optometry and Orthop
tics, the Committee enquired the capacity of this hospital for trammg 
para-medical personnel in optometry annually and the number of stud.;:nts 
passing out of this hos'pital every year~ names of other hospitals and 
institutes in the country which were conducting such courses and how far 
the requirements of such personnel were being met from the existing faci
lities. The Ministry of Health in a written note furnished to the Com
mittee have stated the position as follows: 

"The capacity of Aligarh Eye Hospital tor training Optometry 
technicians annually is not fully utilised. Exact number of 
students passing out of this Hospital has not been supplied 
during the visit of the Estimates Committee to Aligarh. 
Several other institutions including Sitapur Eye Hos'¢tal, Dr. 
Rajendra Prasad Centre for Ophthalmic Sciences, New Delhi, 
Sarojini Devi Eye Hospital, Hyderabad, . Medical College, 
Trivendrum and some other are also running these conrses. 
The requirements of such personnel cannot be met from the 
existing facilities and that is why it is being augmented." 
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3.96. A leading uphthalmologist in a memorandum submitted to the 
Committee represented as follows: 

"The position with regard to ophthalmic assistants and ophthal
mic nurses is worse. For every eye surgeon at least one 
ophthalmic assistant and for every 3 beds at least one opthal
mic nurse is required. On these standards the need of the 
nation is to produce 60,000 ophthalmic assistants a category 
not existing at present. What we have in the country is a 
few hundred optometrists but they are not going to be suffi
cient for our requirement. Calculating on the basis of 60,000 
beds in opthalmology, the requirement for Ophthalmic Nurses 
will be 20,000. ConSidering that about half the number can 
be provided by general nurses, at least the other half will have 
to be given special ophthalmic training after the general nurs· 
ing training. This will also require considerable efforts if the 
targets are to be achieved in the next 20 years." 

3.97. The Committee enquired as to what were the views of Govern
ment for the development of training facilities for Ophthalmic Assistants 
and Ophthalmic Nurses 'So that the country's needs in this behalf ace 
adequately met. The Ministry have stated the position thus: 

"Adequate steps are being taken to augment the training pro
grammes. In order to remedy the deficiency of ophthalmic 
assistants as well as post-certificate and post-degree courses 
may have to be iatroduced for training of Ophthalmic nurses. 
The course to be introduced will be one year ~uration and de
tails are being worked out at Dr. Rajendra Prasad Centre for 
Ophthalmic Sciences where the course will be pre-tested ancl 
then introduced in the rest of the country." 

3.98. Referring to the requirements of Ophthalmic assistants within 
the next 20 years which had been assessed as 85,000 at the rate of one 
for 40,000 of population both for private and public sectors, the Sub
Committee of the Estimates Committee (1977-78) on Prevention and 
Co'ntrol of Blindness enquired as to how far in the Ministry's view, the 
above figures were realistic. The Ministry' of Health in their note 
(November 1977) stated: 

"The Government of India has circulated a proposal to the States 
for enactment of legislation whereby ~escription and dis
pensing of Ophthalmic lenses and glasses shall be regulated. 
In view of this no optician shop will be allowed to function 
without a trained ophthalmic assistant, as well as independent 
practice by Ophthalmic assistants will be regulated as it has to 
be under supervision of a competent practitioner. This is 
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essential in view of preserving the visual status of the indivi
duals and ,detect early curable defects of the patients going ill 
for prescription of glasses while the diseases may be more 
serious. Considering the above factors; the assessment of the 
requirement of the ophthalmic assistants is realistic." 

3-'9. The Committee note that para-medical personnel are now pro
posed to be trained as Ophthalmic Assistants who would provide inter
mediate service for ophthalmic relief and would work in mobile u.niis/ 
Taluka/l'ebsiljSub-DivisionjDistrict Hospitals as a support to the Chief 
Medical Practitioner and Ophthalmologists and gradually in the primary 
Health Centres. The Committee also note the proposal initiated by Gov
ernment to enact a legislation whereby prescription and dispensing of 
ophthalmic lenses and glasses would be regulated and under this legisla
tion, when enacted, DO optician shop wiD be allowed to function without a 
trained ophthalmic Assistant. Taking all these (actors into consideration, 
the requirements of Ophthalmic Assistants within the next 20 years are 
assessed as 85,000 at the rate of one (or 10,000 of population both for the 
private and public sectors. A phased programme for the training of this 
manpower is stated to have been drawn up and is being finalised so that the 
country becomes self-sufficient in Ophthalmic manpower needs. The Com
mittee would like that a realistic assessment of the requirements of Oph
thalmic Assistants, consistent with the financial resources available for this 
purpose, may be made, in the context of comprehensive medicare plan 
enuadated by Government recently and arrangements made to expand and 
streamline the existing facilities for trainmg of Ophthahnic Assistants in 
a phased manner so that the requirements are met within a time bound 
programme. 

3.100. In the case of Ophthalmic nurses, the Committee note that 
requirements have been estimated at 20,000 and that considerable efforts 
would be needed if the targets are to be achieved in the next 20 years. The 
Committee "'ould stress that urgent and adequate steps be taken to augment 
tH training programmes for ophthalmic nurses without any further loss of 
time. 

(iii) Role and Train~l'/,g of Multipurpose Health Workers 

3.101. The Government of IIndia have decided to utilise multipur
pose health workers for spreading eye health care in the periphery. The 
education about eye care has been included in the curriculum of these 
workers. They are being trained along with other general health care 
programmes. It has been stated that role of different level general 
health workers will be to dissemin~te information on eye health educa-
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tion at. the ~{iphery a.ud ·at tile same time to dete~ e~ly the visual 
defects and direct such patients at the primary health ceiltres for proper 
health care. 

3.102. Further it has been stated that the Government is considering 
the requirement of para:-medical workers to assist the eye specialists as 
well as to look after the despensing of glasses and it has come to the 
conclusion that at least one multi-purpose para-medical eye personnel wili 
be required for 10--15 thousands of population. The availabilty of 
~uch personnel in the country is highly inadequate. It has been further 
stated that it is proposed to train the required number of such personnel 
by utilisation of +2 general education system under vocational education 
and it is alio proposed that the medical colleges, regional institutes and 
the apex body will be utilised for training of such personnel. If necessary 
such personnel will be trained in big hospitals' and district hospitals in 
future. It has further been stated that the training of multipurpose 
workers is arranged at the various Health and Family Planning ~entres 

established in different States and at the Selected Primary Health Centres. 
There are 45 Health and Family Planninr; Centres functioning at pre
sent, and some are likely to be established during the current plan 
period. About 750 Primary Health Centres are selected every year to 
function as training centres. The training at the Health and Family 
Planning Centre is given to the multipurpose workers, both male and 
fem~e, belonging to the supervisory tier, while the training to the 
workers of the low level is given at the selected primary health centres. 
During the period 1974 to 30 June 1976 training has been imparted to 
2084 personnel of Health supervisory tier and 1956 workers of lower 
level. It is projected that by the end of the current plan, 7000 super
visors and 38,000 lower level workers. will get training. The course 
for the supervisors is of about 1()--18 weeks duration and that of the 
lower level workers is that of 10--12 weeks duration. 

3.103. The training cunicular for the multi-purpose workers incJudes 
the following component with regard to eye care: 

1. Identific~tion of. children suffering from Vitamin A' defici
ency scheme for prevention of ,blindness caused by Vitamin 
A deficiency 8iDd implementation of· the scheme; Referral 
of cases; Health· Educatio~-

2. SigIlS and symptoms. of Trachoma; Recognition of the diseases; 
General Principle&., of.contcpl; Health Education. 

3. Conjunctivitie&-Indentificafion of cases; Administrating pres
enDed treatment and referring c~es beyond. tken- compet
ence to PHCllbpit~ for treatment. 

".- .. :-. :.:~ .. ".;. ".;,"; ... ' .. 
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4. Foreign body in the eye and eye injury-identification; First 

hand treatment and Referral; Health Education. 

S. Early detection of visual defects and visual disturbances-
.Early Referral to PHC jHospital. 

3.104. The Committee de~ired to be furnished with the following 
infOrm.altiOD :-

(a) Comprehensive note glVlng the number of Multipurpose 
Health Workers trained so far for the Primary Health Cet!
tres and the District Hospitals etc. in the matter of Eye 
Health Care indicating the number of centres of training, 
duration of the training and the type of syllabus that had 
been prescribed and the extent of cooperation that waS 
being received in this matter from the State Governments. 

(b) Number of such centres in the country where training of 
the Multi-Health Workers was being imparted and their 
location; and 

(c) Whether the number of workers trained so far will be adequate 
enough to meet the further needs. 

3.105. TIle Ministry af Health in a written note furnished to the 
Committee, have explained the position as follows: 

"Multipurpose Health Workers included both male and female 
health workers. Male health workers are drawn from the 
unipurpose workers like Malaria Workers, F. P. Health 
Assistants, Trachoma Workers, and Small-pox vaccinators, 
Female Health Workers and the Auxillary Nurse Midwives 
(ANMs). 

These ANMs undergo two years basic training after 7th class pass. 
Their syllabus includes fundamentals for Nursing, MCH, 
Family Planning, Nutrition, personal and environmental 
hygiene, control of communicable diseases and Medical 
care including treatment· of minor ailments. Eye Health 
care is one of the units in these subjects. Beside~, during 
their training period, practical training also is given both 
in the hospitals and cogmlunity sitting in the care of eyes. 

Under the multipurpose workers scheme, both male and female 
health workers are ghren in service training. Main subjects 
included are, MCH, Family, Planning, nutrition, environ
mental sanitation control of communicable diseases, medi
cal care, includi~g treatment of' minor ailments and health 
education with proper emphasis to care of eyes. Opportuni-

- - - .- .... -: 
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ties are given to gain practical experience in terms of cura
tive, preventive and promotive aspects of health care. These 
health workers function at· the primary health centre and 
sub-centre levels and usually they are not posted at the dis
trict hospitals. However, in these hospitals, besides medi
cal officers, nursing staff provide eye health care to the pati
ents. They are fully trained in this area also. 

The inservice training to the health workers (M & F) is given at 
the PHC level. At present training is conducted at 618 
selected PHCs in all the States as per list at Appendix I. 
Besides another 750 PHCs will be selected for training the 
HW(M&F,.. during 1977-78. The; prescribed) duratiod of 
the training is twelve weeks for the male health workers and 
10 weeks for the female health workers. Basic training 
programme for the AMMS(Hw) is conducted in the 328 
existing ANM schools in the country. The total number 
of health workers (M&F) undergone in service trairung 

under the MPW Scheme upto June 1976 is 1958. The 
total number of ANMs/health workers (f) who have under
gone basic ANM training of two years duration and func
tioning at the sub-centres and PHCs is about 37200. Under 

the scheme, the States are extending their cooperation to im
plement the programme. 

(b) To provide orientation/inservice training to various categories 
of health personnel under MPW scheme, there are seven cen
tral training institutes, forty-six health and family planning 
training centres, eighteen rural health training centres and 
selected PRes (Appendix II). 

(c) The number of workers trained so far will not be adequate 
enough to meet the future need. But it is epvisaged that by 
the end of Vth Five Year Plan there will be at least one 
trained ANM/HW (0 for every 8000 rural population in 
most of" the States besides the W(M) for every 6,O()()'-
7,000. 

. 3.106. The Commi(tee note that Government are assessing th~ require
ments of para-medical workers to assist the eye specialists. According to 
them, at least one multipurpose para-medical person will be reqoired "fOl' 
IG-15 thonsand of population. The Committee note that it Is .proposed to 
train these personnel by ntilisadon of +2 general edocation system ODder 
vocational edocation and also to utilise medical coUeges, Regional Institaes 
'Bnd the apex body for training. _ 
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3.107. 'Ibe Committee Qeed hardly stress the ,importance of giving: 

tiain'ing to multipurpose workers both maie and female -in eye care. 'fliey 
wOl:ald like tb8t a time bound programme for giving training to these
workers may be formulated and implem<!nted so that the campaign against 
bHndness gets inomentnm with the help of trained workers. 

(iv) OphtJullmic Education 

3.108. It has been stated that there are 105 medical colleges in the 
country out of which 50· colleges 'p'rovide specialised courses in ophthal
mology and their outturn was about 300 students every year. According 
to the norms laid down by the Indian Medical- Council all recognised insti
tutions are pemiitted to take one post graduate . students per year per 
post graduate teacher. No reliable figures with regard to the number of 
ophthalmologists are available but on a rough estimate it seems that about 
300 eye surgeons are being trained every year from these medical colleges. 
in the eye colleges under the Central Government; Dr. Rajendra Prasad Cen
tre for Ophthalmic Sciences is training 12 post-graduates every .;ye'ar, the 
Maulana Azad Medical College, Delhi University-6 (including Lady Har
ding and Safdarjang, Willingdoh Hospitals). The Pondicherry Medical 
College and the Goa Medical College are also training candidates for 
post graduates qualification. The Committee enquired: 

(i) the reasons for this low out-tum of ophthalmologists by the 
50 colleges; 

(ti) the capacity of intake for the specialised course in Ophthalmo-
logy of these 50 colleges and the reasons why all the available 
seats in this course were not filled; and 

(iii) the reasons as to why specialised courses in Ophthalmology 
cannot be started in most of the existing medical colle_~es in 
the country to meet the requkemenb;. 

3.109. The Ministry in a written note have stated the position thus: 

-= 

"On an average not more than 6 students at degree level and not 
more than 10 students both at degree and diplOma levels can' 
be taken for training. taking into consideration the beds avail
able in medical colleges and stat! capacity of these colleg~. 
By upgrading of medical colleges,' arid increasing their becJt 
capacity, the situation is 'bemg' .. cOirktect. 

-----0 .. .,.... '--. _ . .. _ 
.,.he Ministry of Health in their written nore datt'dll.II.Ig.,., have statrdtl:at no",,

tbere:veS5,'Medieal eolleg«'s Ua'lndia where the speclalised courae in ophthalmology war 
beiog offered asa .eparate lubject (lee Apprndix, VIII) 
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So far there was lack of employment facilities, lack of ophthalmic 

equipment for practice and the equipment if .ay~bl~ ~.ere 
sO 'expensive for ophthalmic practice. Attempts are made to 
peri'iiade the Mirilstry of' Finance to e~ptthe essential e4tri~ 
ment from customs duty. It is also the intention of the Gov
ernment to encourage indigenous manufacturers to manu.!ac
ture iDstrum.ents--diagnostic and other. A large number. of 
surgical instruments in this field are now being manufactured 
in the country. Attempts are being made to lay down the 
standards for such surgical instruments. Indian Standard ~
titutiODS Collaboration has been sought for the purpose. . It 
is hoped that this will help in more and more dOCtors joiI}ing 
ophthalmic practice and also because of increased employ
ment opportunities that will be created in the N ationa! Pla~ 
the field of Community Ophthalmology. would beCome more 
attractive ... 

J.110. In a number of memoranda submitted to the Committee, it has 
d represented that: 

"1ft the field of undergraduate medical education in the past, oph
thalmology formed a separate discipline of training and exami
nation in many parts of the country while it was combined 
with ENT in some of the medical colleges and universities and 
was a minor part of surgery in a very few medical colleges or 
universities. Recently, however, a tendency has been noticed 
where the quantum of training in the discipline of ophthalmo
logy is having lesser attention and that its assessment is being 
merged with surgery. The thinking in the Indian Medical 
Council has also been in the same direction. On the contrary 
in many parts of the world, which are more developed the 
subject is attracting greater attention. The Mudaliar Com
mittee noted with concern this tendency and made strong re
cotnrlendations for correcting situation but inspite of this, it 
seems that adequate steps are not being taken to provide re
medial measures. If the National Plan of Action has to suc
ceed in pieventing visual impairment and controlling blindness 
it is imperative that ophthalmic education at the undergraduate 
level has to be tackled and that the skills and knowledge de
veloped by an undergraduate student during the period of train
ing is adequately assessed at the final examination." 

.. . . .. the facilities for ophthalmic education need to be expanded, 
improved and standardised at all levels. from the specialist to 
the ophthalmic assistant, as weIr as the orientation of basic 
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. f ':' . --- health workers, school teachers and volunteer emphasis on 
promotive and preventive aspects of eye care." 

J 

__ .~.a..-

.~.-

" .. " Ophthalmic education needs complete reorientation. Oph
thalmic education is necessary fO£ village level workers and 
multipurpose workers. They can prevent blindness due to 
trachoma, malnutritional eye diseases. and infection, deficiencies 
will need more stress in the south and east. The Mudaliar 
Committee have already expressed their concern on the down 

._-_ .... grading of the subject of ophthalmology as ·recommended by 
the Medical Council and have made strong recommendations 
for correcting situations." 

In addition to the training of. under-graduate, the training of post
graduates in ophthalmology also needs· due attention. The 
country does not require half baked specialists. They should 
have thorough grasp of the subject and of the needs of the 
country they serve. To achieve this, the professors and the 
teachers of the medical colleges will have to leave the precincta 
of the ivory towers of their departments in the medical colleges 
and mix with the community to identify the needs of the com
mon man and serve. Then only the trainees will follow their 
teacher, learn and prepare themselve6 for field services." 

3.111. One of the leading ophthalmologist who appeared before the 
o,mmittee, gave his views thus on the question of adequacy of ophthalmic 
education: 

"The training of undergraduates need to be reoriented. It is also 
necessary that the trainees assessed in ophthalmology as a sepa
rate discipline at the university level." 

3.112. The Ministry of Health in a written note gave their views thus 
on the adequacy of ophthalmic education in the country:-

(i) The Ophthalmic education in the country in respect of all the 
categories is inadequate. The Government has been able to 
persuade the Indian Medical Council to include ophthalmology 
and E.N.T. as a separate subject at the undergraduate level. 
These recommendations have been circulated to various uni-
versities and it is hoped that all universities will now have 
ophthalmology and ENT as special subjects at the MBBS level. 
The Government has also devised a detailed curriculum of 
study at the undergraduate level, same has been sent to the 
Indian Medical Council for deliberations and finalisatioo. The 



(ii) 

lLl 

highlight of this course is the inclusion of community ophthal
mology and ~e diseases prevalent in the rural 8!e8S in the 
curriculum. 

The objectives of the training programme for the degree courses 
at postgraduate level have been finalised and are being circulat
ed to the varioWJ universities for adoption. In this programme 
also community ophthalmology and rural eye health care are 
special 8!eas of training. 

(iii) The training at diploma level is being reviewed and will be 
forwarded soon to the various universities for their considera
tion and adoption. 

(iv) For the training of auxiliary ophthalmic personnel it is proposed 
to utilise plus two level of vocational education for a junior 
level technician. The courses for which has been finalised 
and have been forwarded to the Central Board of Secondary 
Education Resarch and Training. 

(v) For the senior level of technician the courses have been evolved 
and started at Dr. Rajendra Prasad Centre for Ophthalmic 
Sciences. After pretesting these courses will be sent for adopt
ing to the various regional in"Stitutes and medical colleges for 
adoption. These steps are being taken to provide necessary 
manpower. 

The Government is awar:e of the requirements of the general Oph
thalmic care of the people and general medical practitioners 
who are properly trained in attending to minor ailments can 
provide ophthalmic care also. It' is with this in view that the 
syllabus has been revised and continuing education programmes 
for basic doctors have been drawn up." 

-,-. 

(vi) The contents of continuing ophthalmic education programme 
for various levels of workers have been devised. That for 
the specialists are already in operation at Dr. Rajendra Prasad 
Centre for Ophthalmic Sciences and institutions in Ahmedabad, 
Aligarh and several other places which are to function as re
gional institutes are also conducting such courses. They are 
being coordinated and rationalised." 

3.113. Pointing out to the observations of the Mudaliar Committee 
(1959) wherein it had been recommended that the students at undergraduate 
level should be adequately trained in the subject of ophthalmology and 
should be assessed separately with regard to their fitness in the subject, 
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the Committee enquired whether this recommendation had been full)"> un· 
plemerited. - If not, what were the reasons thereof. The Ministry of Health 
in a written note have explained the position as follows: 

"The medical council has been persuaded to accept the training 
standards of Ophthalmology in conjunction with £NT. At the 
undergraduate level, the whole course has been redrafted for 
the approval of the Medical Council, taking into consideration 
the changes that have taken place since Mudaliar Committee 
submitted its report in 1959. " 

3.114. The Committee note- that oot of lOS medical colleges in the 
country, only 5S colleges are offering specialised courses in Ophthalmology 
and their outtnrn is aboot 300 eye sorgeons every -year.' In addition, post
graduate course in Ophthalmology is availalJle at the All India Institute of 
Medical Sciences, the MaoJana Azad Medical College, Pondicherryo and 
Goa Medical Colleges etc. The oottom of ophthalmic surgeons has been 
attributed to lack of employment fadities and lack of oph ..... mic equip
ment which is very expensive. The Committee have in a paragraph of this 
Report urged the Government to UlDdertake a realistic assessment of the 
requirements of ophthalmic surgeons in the coontry to meet the growing 
need in this specialised field. It is evident that with the implementation 
of the l\iational Plan of Action there would be more employment opportu
nities in the field of ophthalmology and the requirements of eye surgeons 
would increase considerably. The Committee would like Government to 
take effective steps not only to suitably increase the capacity of the 50 
medical ('olleges which are offering specialised courses in / ophthalmology 
but also to provide these facilities in other medical colleges so as to meet 
in full the requirements of eye surgeons in the country. They further desire 
that arrangements may a:so be made to provide sdequate fa~ilities for 
training of post-graduates in ophthalmology to meet future requirements. 

3.115. The Committee further stress that facilities for ophthalmic 
education should be suitably expanded and improved and a complete re
orientation may be given to ophthalmic education by placing greater empha
sis on promotive, preven1ive, curative and rehabilitation aspects. 

3.116. The Committee note that ophthalmology which formed a separate 
discipline of traiuing and examination in the field of under-graduate medical 
educatiol1 in the past, is being given less attention and its assessment is 
being merged with surgery. The Committee find that Mudaliar Committee 
(1959) had recommended that stndents at onder-graduate level should be 
adequately ... ained in the subject of ophthalmology and should be assessed 
separately wilt regard to their fitness in the subject. The Committee are 
not aware of the considerations onder which ophthaimoloJ!Y has Dot been 
include as a separate subject in the syllabus for under-graduate course for 
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medkal education and why the recommendations of die' MadaIiar Com
mittee have not been implemented in letter and spirit so far. . TIley would 
like the Govenubent to critically review the positJon .. bring about neces
sary changes in the c:urrlculum of the 1IIlCIeI'-gradoate courses for medical 
edoation so as to include opbtbalmology as a separate subject, in consul-
tation l'ritb the Medic:al CoonclL .,' ., ,. 

3.117. It is pertinent to recall in this connection that the problem of eye 
aUments in our tropical country roDS into gigantic proportions and that 
as per estimates available, there are as many as 9 IJIiUion blind people in 
the COUDtry'. With Govemmenfs plans to extend health care to rural areas 
and for manning of prinuuy health centres by medical practitioners, it would 
-obviously be an asped if the ODder-graduates are imparted knowledge and 
practice in depth of OpbtbaImic discipline so that they may be able to detect 
and provide timely treatment to the people living in rural aod temote areas 
of our coUDtry. The Co.mmittee would like the preventive and promotive 
aspects of commODity eye health care to, be specially included in the curricula 
for under-graduates. . 

(V) ~ontinuinK Educatiorr 

3.118. It has been stated that the general pattern of training pro
grammes for continuing education of general practitioners and Primary 
Health Doctors in Ophthalmic cases are as detailed below: 

"In order to orient general practitioners and PHC doctors it is 
proposed to start training programme in the form of refresher 
courses of 2-4 weeks duration in various medi.caI colleges
Vocational exposure to ophthalmology during their under-gra
duate training. Like other branches of medical sciences, 
Ophthalmology has made great strides in the diagnosetic, and 
therapeutic techniques. Despite great advancement in the 
field of Ophthalmology the morbi.dity pattern and incidence of 
blindness has hardly shown any sigilificant change in this coun
try. To be able to diagnose eady and treat common ailments 
and diseases of the eye, it is essential that a programme of 
continuing education. i.e., reorientation of the doctors work
ing at the Primary Health Centres and General practitioners 
should be instituted with the following objectives: 

<Aims and Objectives 

(a) To improve the rural ophthalmic services in the villages. 

(b) To improve the ophthalmic first aid in ocular emergencies. 

(c) To coord~nate and involve the PHC in the' mobile comprehen-
sive eye care programme. 
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(d) To screen children for early detection of visual defect and eye 
diseases. 

(e) To screen all ophthalmic cases. and refer only those who re
quire specialist treatment. 

(f) To impart education and information to pror;note ocular health 
preventidn of blindness and rehabilitation of the blind. 

Metlwdology 

Each Eye. HospirtallDistrict Hospital, Teaching Institution shall provide 
training to 10 to 12 doctors in every course which will be conducted round 
the year. 

The duration of the course for the (1) PHe doctors shall be two weeks 
full time course. (2) For the local general practitioners half day (after
noon) for four weeks. (3) The course shall be organised and supervised: 
by the Ophthalmologists Incharge of their respective eye hospital section 
or department. 

The following curriculum has been recommended: 

( I) Didaetic teaching 20 hours. 

(2) Clinical demonstration 30 hours list OJ. clinical & 
practical. 

(3) Practicals 30 hours demonstration & 
practice. 

3.119. On the aspect of continuing educati.on in Ophthalmology it has 
been represented: 

"Continuing medical education programme need to be instituted 
for vocational training of the general practitioners who would 
be . supervising the work of their ophthalmic assistants at the 
peripheral level and would also be rendering medical ophthal- . 
mic care to the population in general practice. In order to 
orient general practitioners and PHe doctors, training for 
personnel should be started in the form of refresher course 
for 2--4 weeks of duration as vocational programme presum
ing that they had adequate exposure to ophthalmology during 
their under-graduate training. This can be conducted in vari
ous upgraded medical colleges. As part of continuing educa
tion programmes, refresher course should also be instituted 
for ancillary ophthalmic personnel so that their knowledge and 
skills are upgraded frequently and at regular intervals. This 
should be possible at the level of district hospi.ta1s when 
ophthalmic services develop there. Till such time as this hap
pens, this may be done in all the medical colleges of. the caun-
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try. As continuing medical education programme for the spe
ciralists and semi-specialists in Ophthalmology, it will be desire-
able that the regional and state institutes as well as National 
Institute hold regular workshops on various ophthalmic pro
blems facing the country 80 as to exchange information from 
their experiences, upgrade the knowledge of all those who have 
not read the ophthalmic literature and also to plan for the 
future strategies for the programme. These workshops should 
be able to create a billS in a large number specialist towards 
sub-specia.li.ties of Ophthalmology so as to provide future 
personnel or the regional, state and national institutes." 

3.120. One of the non-official witnesses, who appeared before the Com
mittee, observed: 

" ...... in the case of continuing education programme for all cate-
gories of ophthalmic personnel, the efforts are sporadic and 
unorganised. Need for taking up in an organised manner. 
Training courses could be started for General Practitioners and 
PRe doctors at many teaching centres in the country .... " 

3.121. The Committee note that Government propose to start training 
programme for general praditiooers aod PUC dodors by organising re
fresher courses of 2 to 4 weeks' duration in various medical colleges. The 
Committee coasider these refresher courses to be very important in the 
campaign for the prevention aDd control of visual impairment and blind
ness in the coootry. lbey woald like Government to prepare a detailed 
programme for these courses so as to cover all the PHe doctors within 
a time bound programme. 

3.122. The Committee are glad to note that these refresher courses 
are opeD to the general medical practitioners also. The Committee would 
like that wide pnblicity should be given to these refresher courses to enable 
the general medical practitioners to avail themselves of these courses in 
the interest of rendering comprehensive medical care to the community. 

3.123. The Committee would like that refresher courses should also be 
provided for ophthalmic surgeons to enable them to npdate and upgrade 
their knowledge and skills so as to keep abreast of the latest advancements 
in this field. ... u. _ 
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CHAPTER IV 

EYE HEALTH EDUCATION 

(i) Dissemination of information on Prevention of BHndness . 

4.1. Health Education of the community is of utmost importance for 
an effective planning of the National Programme for Prevention and Con
trol of Blindness. The Ministry of Health have stated that they have 
brought out the following material for dissemination of information on the 
subject of Prevention and Control of Blindness:-

,(i) Folders 

( a) "Hamari Ankhe" (in Hind~) 

(b) "Rohe" (in Hindi) 

(c) "You can prevent Trachoma" (English & Hindi) 

(d) "A Pictorial"-Beware of Trachoma-The Enemy of the Eye 
(in five regional languages). 

(ii) PoSters 

Three posteI'! were brought out which depicted (a) "Trachoma" if 
not treated in time, how it may lead to blindness; (b) Factors which help 
spread of Trachoma; (c) Factors which aggravate the condition. 

Another set of poster was prepared not only to educate the community 
on trachoma and infections, but it also included material for education on 
general eye health care and prevention of causes which if not taken precau
tion of, may lead to visual impairment and even loss of s~ght. 

(iii) Film 

A film titled "TRACHOMA" was made in collaboratidn with the Film 
Division, Government of India i.n 1959. A documentary entitled 'Out of 
Fog' was also released in the country in various Cinema Houses. The Film 
Division of Uttar Pradesh Government Department of Information prepared 
a film "NAIAN HAMARE" in Hindi. 

(iv) Filmstrip 

A filmstrip has been prepared in black white having caption "Tale of 
Trachoma". 

116 
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(v) Hand Bills 

A good number of hand bills in English and Hindi giving· much needed 
information about trachoma and infections were distributed throughout the 

t ' I ~ coun ry. -, _ , -iLl'~,., '" iAi 
(vi) Radio Spot 

A Radio spot educati.ng the people to consult the nearest Health Centre 
in case of trachoma of eye infections was on the air on five channels in 
1974-75. 2 fresh Radio Spots have been released from all the channels 
cf the country advising the people to contact 1he nearest Health Centres/ 
Dispensary at the first sign of the eye trouble; and -exhortirig' , the people 
above 40 years of age to get the eyes regularly chec~d up by eye specia
lists so as to exclude much dangerous diseases i.e., Glaucoma and others. 

(vii) Cinema Slides 

A set of three slides was prepared in all regional languages on eye care 
and released through D.A.V.P. in all Cinema Houses, throughout the 
country. 

(viii) Press Release and Publications 

(i) From time to time necessary educational information was re
leased through the press. It was published in the regional 
languages in various Newspapers. Useful articles to various 
health journals. 

A bulletin "NEWS AND VIEWS" was started in 1963 for circu
lation amongst the field staff engaged in National Trachoma 
Control Programme. This continued only upto 1976 and 
had to be stopped on account of the pressure of other works 
due to expansion of the Programme and difficulty in procur
ing necessary "apers etc. 

(iii) In the year 1975-76 with the propOsals for launcbiilg- National 
Programme for Prevention of Blindne&i,' simultaneous -action 
for Health Education has also been taken up_ Incidently, WHO 
had "FORESIGHT PREVENTS BLINDNESS" as the theme 
for observation of the World Heahh D!ty'dririitg the year 1976. 
This film prepared in collaboration with the Directorate of 
Adverti5iflg and Visual PublicitY is titled "OUR EYEs" and 
depicts the various factors respOnsible for visual impairment
and blindness,' A bUlletin:inEnglishandHindihas also been 
brought out for the care of the eyes. 

(iv) 30,000 metalic tables have been J"I"t'P'8red for display at the 
various' PHes in the country. 
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Recently the Govt. of India has produced one film on eye 
care. Copies of this film in 16 mm. are still not avail~ble 
for exhibition on a large scale .... Unfortunately, the film 
has deviated considerably froJ,D. the script that was prepared 
so much so that it has lost most of its maSS impact during 
production and editing. 

More films for T.V. and general information for public exhibition 
need to be 'produced with imaginative script written and 
equally imaginative production and editing is required. It 
will be better that the cell for community ophthalmology 
'(that is being created at the Ministry of Health) in associa
tion with the Central Health Education Bureau, takes up 
the task of procuring a large number of scripts for film pr<>
duction for screening in cinema houses as general informa
tion films, in schools and colleges as educative films and on 
T.V. and Satellite both for education and dissemination of 
information. 

The health education part also needs to be included as a part of 
school training in the primary and secondary stages on the 
subject of health and physical education. A book needs to· 
be introduced in the teachers' training programme for orient
ing the teachers in various methods of 'Promotion of oculru; 
health and prevention of blindness as also for giving ade.
quate information with regard to ocular health situation in 
the country. Parents and teachers, community leaders, social 
workers and Sociologists also needs to be educated in mea
sures of dissemination of information and in eye health care 
and for this purpose 2150 a small book needs to be written 
giving relevant data, information, advice and guidance. 

It ft suggested that many more suitable films should be prod1.liCed 
and shown on T.v. Films Division, using imaginative script.s 
on Prevention of Blindness, can produce fibns for univenal' 

exhibition in, schools, clulbs and in cinema halls. It will a:lso 
be useful if chapters on eye health care can be included in 
the school text books andheakh education for, eye care in-

corporated in. the tet!c~rs training. progr.amme . 

• . • . Bulk of blindness of preventatie type in our. country essel1-
tililly arisel> out df ignorance, use of so called, native remedies 
and neglect. Educational Programmes through audio visual . 
aids can go a long way· in disSeminating information on the . 
care of the eyes whi~b WOuld. ultim~tcly 'Pr~vent blindness. , 
The Blind Relief As~ociation,. and S.qJne oth~. organisatiOfts, 



121 

have effectively demonstrated the use of posters in this con
nection. Since the incidence of illiteracy· in our country is 
very high, a poster can convey the message more effectively 
by depicting the story pictorally. The cinema and the TV pro
grammes deemed especially for rural area should be supplied 
audio visual material for display. It is absolutely essential to 
launch a big campaign through mass media about ocular health 
of children both of pre-school and school going age, as also of 
other groups. 

4.3. On the question of bringing out books and 'pamphlets on the 
aspects of prevention and control of blindness, the Ophthalmic Adviser 
to the Central Ministry of Health stated during evidence: 

" .... Some of the pamphlets are in different languages. Some 
have been prepared in English ~nd Hindi and are being 
translated through the State Central Educational Bureaus. 
The National Society for the Prevention of Blindness has its 
branches in every State and it is also preparing translations. 
They have been translated into all languages and distributed 
to primary health centres. Beside'S, we have prepared pla
cards and metallic plates which are being fixed in every 
primary school." 

4.4. The Secretary, Ministry of Health amplifying the point stated:-

"We have gC?t what is known (;s the Central Health Education 
Bureau which prepares pamphlets not only on eye care but 
about malaria, small 'pbx etc. It is meant for doing this 
work and we have got it functioning in almost all the States." 

4.5. On the question of specific programmes of Health education or 
di~a1lion of information, the Ministry of Health in a written note 
furnished to the Committee have stated the position as follows:-

"It has been rightly surmised that the Government of India use
blindite'Ss programme as problem oriented and not as disease 
orieBted. All material with regard to health education or
dissemination of education through mass media and educa
tion media is prepared in consultation with the Ministry of 
Information and Broadcasting. State Governments have not 
been consulted in this regard and if necessary they will also· 
be consulted." 

4.6. The Sub-Committee of the Estimates Committee (1977-78) on 
'Prevention and Control of Blindness' enquired as to what preCise 9'tepS 

had been taken to en\!lDre that there was eXtensive and intensive publicity 
on Radio a'i\d TelevisioD and through Newtrapers, posters pamphlets. 
3175 LS-9 
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Recently the Govt. of India has produced one film on eye 
care. Copies of this film in 16 mm. are still not avail~ble 
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has deviated considerably from the script that was prepared 
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More films for T.V. and general information for public exhibition 
need to be p'roduced with imaginative script written and 
equally imaginative production and editing is required. It 
will be better that the cell for oommumty ophthalmology 
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tion films, in schools and colleges as educative films and on 
T.V. and Satellite both for education and dissemination of 
information. 
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school training in the primary and secondary stages on the 
subject of health and physical education. A book needs to 
be introduced in the teachers' training programme for orient
ing the teachers in various methods of 'Promotion of ocuIru: 
health and prevention of blindness as also for giving ade
quate information with regard to ocular health situation in 
the country. Parents and teachers, community leaders, social 
workers and l>ociologists also needs to be educated in mea-
sures of dissemination of information and in eye health care 
and for this purpose also a small book needs to be written 
giving relevant data, information, advice and guidance. 

It m -suggested that many more suitable films should be produc& 
and shown on T.v. Films Division, using imaginative scripf6 
on Prevention of Blindness, can produce films for Uiliven8l' 
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be useful if chapters on eye health care· can be included in 
the school text books and heakh· education for· eye care in-
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tially arise}; out df ignorance, use of so called. native remedies 
and neglect. Educational Programmes through audio vislUll . 
aids can go a long way' in d~ating information on the . 
care of the eyes whi~b WOuld. ultim&tciy 'I*'~vent blindn~ .. 
The Blind Relief As~ociation,. and sqme other or~sations. 
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have effectively demonstrated the use of posters in this con
nection. Since the incidence of illiteracy in our country is 
very high, a poster can convey the message more effectively 
by depicting the story pictorally. The cinema and the TV pro-
grammes deemed especially for rural area should be supplied 
audio visual material for display. It is absolutely essential to 
launch a big campaign through mass media about ocular health 
of children both of pre-school and school going age, as also of 
other groups. 

4.3. On the question of bringing out books and 'pamphlets on the 
aspects of prevention and control of blindness, the Ophthalmic Adviser 
to the Central Ministry of Health stated during evidence: 

" .... Some of the pamphlets are in different languages. Some 
have been prepared in English :-.nd Hindi and are being 
translated through the State Central Educational Bureaus. 
The National Society for the Prevention of Blindness has its 
branches in every State and it is also preparing translations. 
They haVe been translated into all languages and distributed 
to pritnary health centres. Beside's, we have pre'pared pla
cards and metallic plates which are being fixed in every 
primary school." 

4.4. The Secretary, Ministry of Health amplifying the point stated:-

"We have g<?t what is known (;S the Central Health Education 
Bureau which prepares pamphlets not only on eye care but 
about malaria, small 'pbx etc. It is meant for doing this 
work and we have got it functioning in almost all the States." 

4.5. On the question of specific programmes of Health education or 
diSl!leminatiion of information, the Ministry of Health in a written note 
furnished to the Committee have stated the position as follows:-

"It has been Dghtly surmised that the Government of India use' 
blinaDrss programme as problem oriented and not as disease 
orieated. All material with regard to health education 01" 

dissemination of education through mass media and educa
tion media is prepared in consultation with the Ministry of 
Information and Broadcasting, State Governments have not 
been consulted in thi's regard and if necessary they will also· 
be consulted." 

4.6. The Sub-Committee of the Estimates Committee (1977-78) on 
'PreYmtion IIiId Control of BlindM5s' enquired as to what precise 9tepS 
had been taken to erillure that there was extensive and intensive publicity 
on Radio aiid Televisiol1 anet through News*f1apers, posters pamphlets, 
3175 LS-9 
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hoardings etc. on the various aspects of prevention and control of blind
ness. The Ministry of Health in their note (November 1977) explained. 
the latest position in this regard as follows:-

"0) Letters have been addressed to the directors of All India 
Radio and various Television Centres who have assured to 
help. The local ophthalmologists and social workers in the 
field have promised to advise, contact the mass media for 
giving them adequate time to utilise the llame for broadcast
ing and telecasting. National Implementation Committee has 
urged the Chairman of the Committee to address letters to 
the Information and Broadcasting Ministry to direct the Radia 
& Television Centres to give tbi's programme atleast 10 
minutes every week from every station. Posters and pam
p'hlets have been produced in the large numbers in the vari
ous regional languages. Hoardings have' been erected at 
various places but it will take some time to evaluate their 
effectiveness. P<.mphlets exhorting public to adopt measures 
for prevention and control of blindness, and talking points on 
the causes of blindne"Ss have been prepared in various 
languages and sent to all the Primary Health Centres and the 
sub-primary he3lth centres. 

(ii) Meeting has also been held between CHEB :lnd DAVP 
along with the programme officer where the tprogramme for 
the whole year is chalked out, which includes pamphlets, 
booklets, cinema slides, flash cards folders etc. 

(iii) Private Sector and Public Sector concerns have been ap
proached for production of quickies and documentaries with 
a commentaries in different Indian languages and in English. 
Information and Broadcasting Ministry h~s also been re
quested to produce documentaries and exhibit them. 

(iv) Everj mobile unit is being supplied with adequate publicity 
mhlerial to be exhibited in the c~ and distributed. The 
mobile units are also being suoplied with quickies. films and 
slides to show in the areas of their activities. The'se units 
are provided with necessary projectors. 

(v) Compre"Ssed tave recorded speech will also be played to the 
auQ.enee at camps and various ~ocjal nnd other gatherings. 

4.7. As regards the amount of funds allocated for effective dissemina
tion of information on the problem of prevention and control of blindness. 
it has been stated tMt during the period 1977-79, a sum of Rs. 6.00 lacs 
per year had been allocated for the publicity. 
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4.8. The CommiUee note tbat the Ministry (if Health have been 
taking steps for the dissemination of information regarding the Preven
tion and Control of Blindness and bave brought out folders, posters, 
film scripts, cinema slides, radio talks etc., over the years. It is a matter 
of regret that in spite of the various steps taken in this regard, the problem 
of visual impairment and eye ailments has . been increasing and the 
number of blind people in the country has gone upto 9 million. It is 
tbus obvious that the dissemination of information on tbis vital subject 
has not been wide-spread and has been very inadequate compared to tbe 
requirements. There is much that needs to be done in tbis regard. It 
is well known tbat dissemination of information for eye care and simple 
inexpensive treatment of eyes is of the utmost importance for the preven
tion and control of blindness in tbe. country. 1 he Committee would, 
therefore, like Government to undertake a study in deptb of tbe inade
quacies of the steps taken in this behalf so far and undertake weD 
informed and effective measures so that tbe message of eye care reaches 
particularly the vulnerable sections of the society. 

4.9. In the Committee's view there is ar. urgent need for intensive and 
extensive publicity on radio and television and througb newspapers, perio
dicals magazines, posters, pamphlets and boardings in the class rooms of 
the school children, in ladies clubs and poor localities, slum areas, primary 
bealth centres and local Government offices regarding the promotion of 
bealth of eyes, common eye diseases prevalent among pre-scbool and 
school children, pregnant women and nursing mothers. with simple advice 
for tbeir early treatment and prevention of complications and blindness. 

4.10. The CommiUee hope. that tbe various measures recently taken 
and prop0!'led to be taken by the Ministry of Health for arranging intensive 
and extensive publicity to the various aspects of pre.vention and control 
of blindness over the All India Radio and Television Centres and through 
publication of posters in various regional languages, enction of hoardings 
-at various places, cinema slides, production of documentaries with com
mentaries in difterent languages, playing of compressed tape recorded 
speeches to the audience at Eye Camps, various social and other gather
ings etc., preparation and distribution of talking points on Clmses 
of blindness to PHC's and Sub-Primary Health Centres would bring the 
desired results in making the gravity and magnitude of the problem of 
blindness and the recommended measures for the prevention and control 
of blindness known to the. general public. The Committee would like 
that the Government should review the publicity measures from time to 
time with a view to ensuring that the. message for the prevention and 
control of blindness reaches all sections of people particularly the weaker 
sections and all part of the- country effectively Rnd produces the desired 
awak, ning against this disease. 
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4.11. The active cooperation of voluntary orpnisations workiBg ia 
the field of eye care health may be enlisted in a greater measure so lIS to 
reach the people in all walks of life. 

(ii) Participation of Teachers, Social Workers and Community Workers 

4.12. In a number of memoranda submitted to the Committee, it has 
been represented: 

(i) " .... the teachers, social workers, students, community leaders, 
sociologists and the population in general can be actively' 
made to participate in measures of prevention of blindness. 
Besides this, it should be possible to introduce chapters in the 
text books of primary and secondary 'level of studies in the 
subject of physical and health education so that they can be 
educated about common eye diseases, the methods of prevent
ing them and when to seek medical aid for their treatment .. " 

(ii) .... Teachers are in close touch with the school going children 
and if they can be associated with the programmes of preven
tion of blindness and actively participate in it, they can prove 
a great help. They can detect children with defective vision 
and advise them to consult qualified ophtlralmologists. They 
can also teach the children habits of cleanliness and give them 
and their parents nutrition education so that they take foods 
required for the health of their eyes. They can also be entrus
ted with a few sample medicines to treat minor eye ailments 
at an early stage. The teachers can also ensure proper follow 
up and full treatment in cases of Trachoma and other eye 
infections, not only for the children in school, but also for 
their families. They can also help in the organisation of 
eye camps and health education of the community. Social 
workers can be trained to help the feachers and make the 
adult population aware of common eye diseases effecting older 
age groups, such as Cataract, Glaucome, effects of ocular 
injuries etc. TIley can also impart to them health education 
regarding the care of their own eyes and the eyes of their 
children, proper nutrition and use of fruits and vegetables, 
milk and eggs etc., for the protection of eye sight, with regard 
to follow up in ca'Ses of eye infections and correction of errors 
of refraction. They can also help in arranging and conducting 
visual screening programmes for school children, colleget 
~tudents industrial workers and drivers of motor vehicles and 
general adult population in cities and villages .... 
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Students, teachers and social workers, can all be involved in assis
ting and orgamsmg eye camps in their own areas, and in 
educating the general public to give up superstitions and 
prejudices, leading to unhealthy practices. They can make 
them· visit the eye camps and eye clinics for eye check up 
treatment and necessary follow up. 

Publicity material can be and should be produced in various regio
nal languages for the use of teachers and social workers. The 
students can distribute leaflets with the "does and don'ts" for 
eye health care. 

4.13. On the question of association of teachers, social workers, com
munity leaders and sociologists and the population in general in the meJ
sures for prevention and control of blindness, some of the non-officials 
who appeared before the Committee observed thus during their evidence: 

"(i) .... Tbe best way in which these persons can play their role 
according to their capacity is to arouse in them the conscious
ness about the magnitude of the problem and how to promote 
ocular health, detect visual defects at any early date prevent 
ocular diseases by day to day inexpensive and small measures 
like knowledge about proper food, knowledge about prevent
ing infection and when to seek assistance of qualified people. 
They should also be encouraged to organise themselves into 
prevention of blindness clubs for raising local manpower and 
financial resources and holding eye camps. Eye camps held 
at the request of local population and their participation are 
most successful than Governmentally organised eye camps. 
Sociologists can also be instrumental in pointing out ill effects 
of consanguinous marriages i.e., marriage with first cuusin and 
other near rel-atives which . lead to congenital and hereditary 
ocular defects and blindness. With such marriage conselling 
Japan has been able to reduce blindness from this cause from 
0.6 t-o 0.3 per cent. ... " 

(ii) .... a lesson on the hygiene of the eye for students studying in 
standard IV and upwards will be very useful. The teacher 
training COUJ5es shoWd also contain inforrrration on the hygiene 
of the eye and the t6achers could be given elementary train
ing in det~ting det4;j(nt v,ision 9Y periodic use of the eye 
charts. If they ~t~t the yisual\mpairment in a particular 
~tuden~ he c€Juid then. be ,eJ~rr;d to :1 specialists. 
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4.14. In a written note furnished to the Committee the Ministry o~ 

Health and Family Planning have explained the position thus: • 

" .... The Government of India regards participation of teachers~ 
social workers and 'Students as most important and as an 
essential part of this programme. The suggestion for includ
ing a book on ocular health for the prevention of blindness, 
teachers' training Ip'rogramme has had appre'Ciative re~ponse. 

Instead of a book on ocular h!!alth, 20--30 page material has 
been devised which has overlap with course on life sciences etc. 
It will. therefore, not be a considerable burden on the teachers. 
The matter has been taken up with the Ministry of Education 
and is receiving their favourable consideration. 

The teachers and social workers and students, community leaders 
and sociologists and the population in· general would be acti
vely made aware to participate in the eye health care program
mes as well as in early detection of visual defects. They will 
become aware of the possibilities of early detection of defects 
in themselves and pass on this information to others' in 
general. Similarly, if they practice preventive measures them
selves and demonstrate their efficacy to others, they will 
follow them. This will be a mass movement in favour of good 
ocular health. This methodology is likely to have maximum im
pact on the population." 

4.15. The Committee coasider that prevention and control of blindness 
is a gigantic task. Government machinery alone cannot tackle ,'he problem 
of eradication of blindness in the country. The Committee, therefore. 
consider it imperative, that Govemment should solicit the active coopera
tion and help of the community leaders, sociolo,;sts, teachers and students 
who could be effectively trained in the fields of health education, particularly 
in promotive, preventive and curative aspects of eye care. This, in the 
Committee's view, would have a greater impact in promoting better vision 
and pre.venting blindness. The Committee in tlbis connection note that 
the teachers have close association with the school going children. They 
would thus be useful in detectinlt children with defective vision and advis
ing them and their parents to seek the advice of the qualified opthalmolo
gists. Similarly, the social workers and community leaders could make the 
adult population aware of the common eye diseases. They could impart 
health education to the population in general regarding the care of their 
own eyes, the eyes of their children and also propagate the nutritive value 
if ine~.,ensive food like Satoo, carrots, leafy vegetables, mDk, fruit and egg." 
for the protection of the eye sight. In this context the Committee welcome 
the assurance of Government that they reprd the participation of teachers, 
social workers and students as most important and an essential part of 
their programme of prevention and control of blbulness. They would, 



127 

therefore, stress the ur&ent need to orientate teachers, social-workers aDd 
e4IIIUDunity leaden on die problem of eye health care with a view to 
reBdering assistance as a first-aid measure and to taking promotive steps 
fer eye health care. 

4.16. The Committee would also urge (or an expeditious decision on 
the part of the Miaistry of Education for an early inclusion of suitable 
_terial OD ocular health ia the Primary ami Secondary schOOls level text 
beoks so that school going cbildren coold be educated about common eye 
diseases and methods 0.( preventing them. 

(iii) School Eye Health Services 

4.17. One of the basic strategies listed in the National Plan of Actio. 
envisages Eye Health Education of the people. The Committee enquired 
as to what steps had the Government taken in this direction to educate the 
people. The Ministry of Health in a written note furnished to the Com
mittee have explained the position as follows:-

(i) The National Plan envisages Eye Health Education to the 
people. The Ministry of Health and National Society for the 
Prevention of Blindness through its centres and State branches, 
Dr. Rajendra Prasad Centre for Ophthalmic Sciences have 
started to disseminate information with regard to the problems 
of eye health and their solution. It has resulted in creating an 
awareness in the public about the eye health, taking important 
steps to prevent blindness and to take care of eyes. 

(ii) Discussions have taken place with the Ministry of Education 
and the National Council of Educational Research and train
ing for inclusion of relevant material in the school text books 
at different stages and in the text books for the teachers train
ing programm~. The Ministry of Education and the National 
Research Council have taken keen interest in this proposal and 
are willing to include enough material in the curricula of vari
ous levels for the students and teachers. The material is being 
prepared and is being sent to the National Council of Educa
tional Research for further assessment. 

(iii) A book is being prepared for educating public with regard to 
the general problems of the eyes and the care of the eyes. The 
National Society for the Prevention of Blindn~s has already
issued leaflets prepared posters so as to educate the public. 
Ministry of Health through the National Trachoma Pro
gramme bas also made attempts to bring out posters, 
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pamphlets, booklets and information material for educa~ 
people. The results ()r such education material have been very 
good. 

(iv) A fully coordinated programme in the field of health education is 
being drawn up in consultation with the National Society fer 
the Prevention of Blindness and other national and interna
tional vOluntary agencies; the help of World Health OrgaBi
sation is also being sought in devising such material. 

4.18. The WHO in its report (May 1976) observed that there was 
lack 01 School Eye Health Services in many countries of South-East Asia 
region and suggested that such services should include the following eye 
care components for:- . 

(i) early detection of refractive errors; 

(ii) treatment of squ 'nt and amblyopia; and 

(iii) detce: ion and treatment of infections sueh as trachoma. 

4.] 9. It was further stated in the Report that school health programmes 
'Could subsequently liierve the popUlation by being gradually integrated 
into the permanent health delivery system. 

4.20. The WHO in its report lias riglltly pointed out that there is lack 
of School :Eye Healt.. Setvices in many areas of world and that there is aa 
urgent need for inclusion of eye care components such as (i) early detectien 
of reflective errors, treatment of squint and amblyopia aDd detection aad 
treatment of infections such as trachoma, ill the Sd¥lol Eye Health Educa
t~n,. The Committee are glad t~ note that ~ Na~al PI. for the pre
vention and control of blindness formulated by the Minisky 01 Health 
envisages Eye Health EdtKation for tlte people. The Comlilittee are als8 
gratified to note that the Central Miaistry of Health, Natiowd Society for 
Preventio~ of Blindness through its ceatres and state ~andles. Rajendra 
Prasad Centre for Ophthalmic Sciences and many other vohilltary agencies 
have started to disseminate ioformatioa with regard to tile problems of eye 
health and their solution. The Commi~ hope tIIesc effort.. will result ia 
creating an awareness in the general public about the eye health. 

4.21. The Committee note that the Ministry of Health ha"e held dis
cussion with the Ministry of E~c:atioD and the NadoIl8l Council of Ed.
cational Research and Training for mclasion of releYant material in tlte 
'School text books at ditlerent stages and in the text bookil1 for teachers' 
1raining programme and the material is under. preparatiea ia·. consultatioll 



with tbe National Council of Educatio..llal Research and Training. The 
Committee nrge tbat determined efforts should be made to process and 
finalise the material to be inclwled ill tbe text books expeditiously and it 
should be ensored tbat this material is made available to the state Govern
ments for inclusion in the text btPQks (If the schoo);; and ~I.'xt books for the 
teachers' traioiog programme at an early date. 



CHAPTER V 

RESEARCH 

5.1. It has been stated that a large number of medical colleges and 
ophthalmic Institufons are carrying out research in Ophthalmology. Re
search in Ophthalmology particularly in the field of nutrition has been car
ried out by Madurai Medical College, and Sarojini Devi Institute of 
o,hthalmology, Hyderabad in collaboration with the National Institute of 
Nutrition, Hyderabad. As a result of this study two important factors has 
emerged: 

(i) That administration of 200,000 units of Vit. 'A' once in 6 
months gives enough protection to children from developing 
keratomalacia; 

(ii) That Keratomalacia is not a single deficiency syndrome but a 
multiple deficiency diseases involving protein~ and Vito 'A' 
and that for curative measures the administration of both if 
necessary, it is now agreed that for prophylaxis administra
tion of Vit. 'A' is quite sufficient. 

5.2. The research on Trachoma has been carried out extensively by 
Dr. R.P. Centre for Ophthalmic Sciences and earlier at Agra Medical 
eellege, by the National Trachoma Control Programme and Trachoma 
Research Centre at Aligarh. These researches have indicated that:-

(i) Among all the therapautic measures sulphacetamide is the best 
drug available, though broad spectaum antibiotics are also 
effective against the TRTC agent. For mass control of tra
choma sulphacetamide is unsuitable because of side hazards and 
local application of tetracycline eye-ointment following a certain 
regimen is quite sufficient. 

(ii) That Trachoma by itself is not a blinding condition but it is the 
secondary infection. super adcled on Trachoma, which leads 
to sequelae and complications leading to blindness. The good 
hygiene of the eye and timely treatment can prevent the secon
dary infection and adequately control the blinding complica
tions. 

(iii) The use of 'Kajal' and 'Surma' by themselves are not harmful 
but the use of common sticks or fingers for application of 
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these for various members of the family or using the same 
container for these cosmetic agents for all members of the 
family spreads the infection and needs to be avoided. 

(iv) That to prevent blindness or trachoma it is not necessary to 
eradicate the disease. It is possible to control blindness 
by adequate therapeutic measures which may not result in. 
total cure but be able to prevent blindness complications. 

V) That trachoma vaccine as developed today is an inefficient tool 
for controlling the diseases. It also seems that the trachoma 
vaccine does not have a bright future unless a major break
through comes during research. 

(vi) That it has been possible to isolate the causative agent of tra
choma and conduct bilogival study. 

(vii) That trachoma is not limited to eye alone. 

(viii) Through the N.T.C.P. and earlier through T.C.P.P, the epide
miological pattern of the disease has been fully worked out 
as well as knowledge has been acquired with regard to its 
natural life history. 

5.3. Research has also been carried out at Dr. Rajendra Prasad Cen
tre for Ophthalmic Sciences fOr fungal diseases and ill effects of the abuses 
in the use of corticostcroides and anti-biotics which leads to aggravation of 
ccndition. Fundamental research on detachment of retina, galucoma. bio
chemical and pathological studies of various ocular diseases including 
cataract and trachoma neuro-ophthalmic disorders, uveits, corneal grafting 
,md manv other fields have made significant contribution to the develop
ment (If ~phthalmic sciences in the world as a whole. Investigating to'ols 
like f/uorescian angiography and ultrasonography has been also exploited 
tc the full in conducting research particularly at Maulana Azad Medical 
College. 

5.4. It has been stated that in the research field of Ophthalmology 
both experimental and clinical, India is far behind the Western World, 
yet in the fielei of community ophthalmology and operational research, 
India has provided leadership to the world. Attempts are being made in 
this plan to upgrade regional and national institutes with a view to step up 
the research potential so that they may be able to undertake fundamental 
nnd c1imical research and make significant contribution in the field of oph
thalmology. Among medical colleges Maulana Az~d Medical College, New 
Delhi, Moti Lal Nehru Medical College, Allahabad, S. N. Medical College, 
Agra, Medical College, Madurai, P.G.I. Chandigarh, have made significant 
contribution in the field of research. The Regional Institutes of Ophthalmo
logy and thc National Institute of OphthalmOlOgy (Dr. R.P. Centre for 
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Ophthalmic Sciences have provided -technical and research leadershjp. 
Dr. R.P. Centre for Ophthalmic Science has developed a good nucleus for 
experimental research set up and this needs to be created in the country 
so that outstanding contribution can be :nade. In oru~r to g:ve importance 
to such research activities a second look may have to be taken at the per
sonal policy which when formulated may help in augmenting the po.cntiaL 

5.5. On the question of effectiveness of research carr!cd out in Oph
thalmology in the country, a number of leading ophthalmologists in their 
non-official memoranda submitted to the Committee have stated thcir views 
as follows:-

(i) The research efforts by various hospitals, medical colleges and 
institutions has been sporadic. The original research has been 
very little and its effectiveness in the field has not been fully 
evaluated. 

Oi) There has not been a great -deal of original rcsearch in ophthal
mology and so far, though a fcw contributions of our specia
lists have been internationally recognised. What is urgently 
needed is applied research and wide spread application of 
research. A great deal of good can be done for the preservn
tion of sight and prevention of blindness, if what we know 
is put into practice. 

The emphasis should shift from the laboratory to field research 
and reduction of the gap between research findings and their 
utilisation. Community - ophthalmology is the crying need Of 

the day and there are many questions which can be nnswercd 
through field research only. . 

(iii) Whatever research is carried out in India is mostl~ a redupli· 
cation of work already done in the west and abort whic i l 

_ details are alre~y well-known. Moreover there is very little 
reward for genu1ne l'esearch workers. 

5.6. One of the leading non-official witness during his evidence befor-:: 
the Committee observed thus on the question of research in ophthalmo
logy:-

...... field research can be very valuable. but it is a complicated 
thing. It has not been properly planned. Preventive and 
Social Heahh De'p'artme'nt and the Deptt. of ophthalmology 
and" perhaps of nutrition will have to join together and m,ke 
common programmes of research, for this purpose we 
know what is necessary for preventive blindness. We do not 
need to carryon research, if it is not applied. It does not 
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reach the people. People are not aware. The gap bet
ween research and application must be bridged and this has to 
be done by intensive use of mass media .... 

5.7. One of the non-official witness in his post evidence replies have 
stated his views thus on the question of research in ophthalmology:-

"I think that we should pick up really good young doctors who are 
interested in research and want to make this as their career. 
The Government should look after their interest well, give 
them good pay scales and 'some other incentive like free 
house, free e,ducation to their children and medical facilities. 
etc., to them, so that they could devote their whole-hearted 
energies, time and interest for conducting real basic research 
and other biochemical techniques in carrying out such re
search. I also suggest that at present in regional institutions 
and later on in every Medical College and big eye centres, 
separate posts of Research Scientists or Associate Professor of 
Experimental Research in Ophthalmology should be created." 

5.8. With regard to the measures that had been taken by Government 
with a view to accelerate result oriented applied research in Ophthalmology 
in the country, the Ministry of Health have stated that the research that 
was envisaged by the Ministry of Health was of applied nature and relatecl 
to the problems of the country. Basic fundamental aspects of researcJa 
were not being ignored. 

5.9. When asked as to whether the Government had formulated any 
programme of research in the field of Ophthalmology in the indigenous 
system of medicines such as Ayurveda, Unani etc., the Ministry of Health 
in a written note has stated the position as foIlows:--

"No specific programme has been formulated for research in the 
field of ophthalmology to find out an effective remedy for 
eye diseases available in the indigenous system of medicine. 
However, the Ministry will consider the possibility of initiating 
such research." 

5.10. On the question of national priorities on medical Research 
specially on the subject of ophthalmology fixed b} the Indian Council of 
Medical Research, the Ministry of Health in a written note furnished to the 
Committee have stated the position as follows:-

(i) The ICMR has been carrying out research in the field of 
Ophthalmology from its very inception as and when 
concrete research proposals were submitted to it by sci
entists interested in this special!ty. Realising, however, the 
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great public health importance of trachoma as one of the 
major causes of blindness in the country, the Council was 
actively involved in this field. In 1954, the Counoil con
vened a meeting of leading Ophthalmologists of India 
to discuss this problem in its totality and formulate specific 
proposals for its control. Based on it rc'commcnJations, 
the Government of India initiated a Trachoma Control Pilot 
Project in 1956 at Aligarh under the administrative control 
of the Council. After initial survey, a Trachoma Research 
Centre was established in 1960 at the same place. The work 
on trachoma was later on transferred to the Government of 
India and was renamed as National Trachoma Control Pnr-
gramme. 

(ii) In 1961-62, the Council set up a sub-Committee on Blindness 
which later in 1964, was renamed as Expert Group on Oph-
thalmology for furtherance of research in several aspects of 
eye diseases. The main objective of this group has been to 
define priority areas of research in the field of ophthalmic 
sciemces and also to evaluate the on going research program
me. 

(iii) Realising the importance of the problem of blindness, and 
the lack of preciSe information on this, the Council initiat
ed a co-ordinated study* on the prevalence of blindness in 
1970 at the following seven centres located in different geo
graphical regions of the country: (i) M&J Institute of Oph
thalmology, Ahmedabad, (ii) M.G.M. Medical College, In
dore, (iii) College of Medical Sciences, Banaras Hindu Uni
versity, Varanasi, (iv) Madurai Medical College, Madurai, (v) 
Dr. R.P. Centre for Ophthalmic Sciences, All India Institute of 
Medical College, Cuttack, (vii) Government Medical College, 
Srinagar. 

(iv) Extensive date has been collected under this scheme which 
is under process. From the information available from the 
multi-centred study of blindness, the Council has also initiat
ed some new research schemes, based on the recommenda
tions of the Expert Group on Ophthalmology which met in 
November, 1975. 

(v) In all, the Council has so far undertaken 49 research scheme 
in Ophthalmology during the last five years. The main area~ 
of study have been blim;lness, corneal diseases, cataract, 
malnutrition and eye disease, glaucoma keratoplasty retino-

---:;:h;-'fini~t-;: of Health in their note dated [1-[ 1-77 have stated that the data ('0\-

'Jected after proces,in~ wa' under final publication by 'he ICMR. 
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pathies, visual disturbances, trachoma, ocular changes in 
Leprosy, Eales, disease, herpetic keratitis etc. A natiollal 
programme for the prevention of nutritional blindness aris
ing from deficiency of Vitamin A in children below five 
years, has been in operation based on studies carried out 
by the Council. Massive oral dose 2 lac i.e. unit of Vita
min A is given once in six months to prevent the sever form 
of Vitamin A deficiency. Besides this the Council is alio 
supporting a few fellowships devo!ed to r..:scarch in this 
speciality . 

5.11. During evidence the Adviser In Ophthalmology Ministry of 
iIealth stated thus:-

" This Expert Group meets every year and identifies the pro
blems. Last year they identified four areas of reseatch 
work Cataract, Glaucoma, Malnutrition and Trachoma, 
Every year we have a report from the Expert Group. It 
is reviewed and further directions are given .... to 

5.12. Subsequently in a written note furnished to the Committee the 
Ministry of Health have stated the position as follows:-

"The Expert Group in Ophthalmology meets every year and re
views programmes in areas of research in the field of Oph
thalmic Sciences. It has already allocated research projects 
in the field of Trachoma. Cataract, Glaucoma, Cornea, 
Nutritional Deficiencies. Last year for a three years period, 
the progress of research in this direction is considered to be 
satisfactory ood the final report will only be available at the 
end of 1979. In the meantime, more 'ueas arc being coo
sidered by the Expert Group." 

5.13. The Estimates Committee while examining the Estimates of 
- the AIIMS, in its 122 Report (5th Lok Sabha) had inter aUa reCOill
mended:-

"Considering the magnitude of the problem of the visual impair
ment and incidence of blindness in this country. it is ap"
parent that the work at Dr. R. P. Centre for Ophthalmology 
Sciences has to be stepped up consider:lbly to make a per"
ceptible impact on these problems. The Committee there:: 
fore, suggest that short term plans may be prepared in 
order to enable the centre to intensify research in preven
tive and curative ophthalmo'ogy and create facilities for 
training of more ophthalmiC personnel etc." 
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5.14. When asked as to what steps the Government had taken to 
implement this recommendation, the Ministry of Health stated:-

"The recommendations of the Estimates Committee with regard 
to training of ophthalmic personnel at Dr. R. P. Centre for 
Ophthalmic Sciences and stepping up of its activities to 
make a perceptible imp-J,ct on these problems is being con
sidered by the Ministry, and short and long term plans will 
be prepared to find out how the activities of the Centre can 
be stepped up. During the next 2 years about Rg. 30 lakhs 
is proposed to be allocated to the Centre for increasing its 
activities. This amount is being earmarked from the likely 
to be made available to the Cent.re from extemal resources." 

5.15. The Committee note that the Indian Cou~cH of Medical Research 
lias been carrying out research in the field of Opbthalmology from its very 
inception and dlat the Cooncil bad met up a Sob-Committee on Blindness 
ill 1961-62 which, in 1964, was renamed as an Expert (;roup on Ophthal
mology for furtherance of research on several aspects of eye diseases. This 
Group is stated to be responsible for identifying priority areas of research in 
tile field of ophthalmic scielKes and also evaluating the 'on go.ia~' research 
programmes. The CouncU also initiated a coordinated stltdy on the pteva~ 
lence of blindness in 1970 at seven different cearres. The data collected 
uDder this scheme after processing is stated to be under final publication by 
the ICMR. During the last 5 years, the CouncD has undertaken 4 .. research 
schemes in ophthalmology and tbe main areas of study arc trachoma, catar
ad, glaucoma, malnutrition etc. 

5.16. The Committee have been informed that research in ophthahuo
logy is carried out at the National Institute of Ophthalmology, Regional 
Institutes of Ophthalmology and various Medical Cone~es like Maulana 
Azad College, New Delhi, Motilal Nehru Medical College, Allahabad, 
S. ~. Colle~e,Agra, Medical College Madurai, P.G.T. Chandi,:-nrh etc. It 
lias been admitted by the Ministry that in the research field of ophtbaImo
I~-both experimental and clinical. India is far behind the Western 
ceDntries. A number of knowledgeable persons han also stated that re-, 
search efforts made by various hospitals, medical colleges and institutions 
IIad been sporadic and that original research in tbe country bas been very 
little and its effectiveness has not been fully evaluated. According to a 
_-official "whatever research is carried out in India, is mostly a redupli
dUon of work already done in the West and about which details are airt'ady 
weD-mown" • 

5.17. It is thus evident tbat tbe researcb condllded in ophthalmology 
Dr. the coDRtry has not heeD able to achieve _liMe results Of any practi
ol value. Tbe Committee consider that in view 01 the enormity of tile 
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proltlem of bliadness and eye-diseases prevalent in the COUDtry, it would 
not suftice if the various problems requiring research are identified. What 
is really required, is to ideDtify the institutions with the requisite expertise 
and facilities to undertake research in these problems and find solutions 
with the maximum possible expedition. De COlDDlittee would therefore 
like to stress that iJDDlediate steps should be taken to identify the areas 
requiriBg research on a priority basis and prepare time-bound programmes 
for conducting these researches so that the results of research are expedi
tiously available for being applied in the field and a meaningful impact 
is JUde in reducing the magnitude of the problem of blindness in the 
co.uatry. It is also important that in selecting research projects top priori
ty is given to those eye diseases which are widely prevalent among tbe 
poor and weaker sections of society. 

5.18. De Committee woiaId further like to stress th.lt detailed esti
mates for the completion of research projects in tenus of time and money 
should be prepared in the beginning itself so as to encourage cost-conscious
ness and purposeful utilisation of time and scarce resources in tbe research 
faculty. It is also, necessary that the progress of research projects is 
reviewed periodically at least once a year, so that in the light of progress 
made, decision could be taken to provide additional inputs 01 necessary, 
with a view to accelarate the progress or to give up unrewarding projects 
to obviate iafructoous expenditure. 

5.19. The Committee expect 8ae R.P. Centre of Ophthalmology to 
prol'ide the necessary lead by having a meaningful result oriented research 
programmes. 

5.Z0. The Committee need hardly stress that the research projects in 
ophthalmology shooId aim at devising and developing inexpensive and 
appropriate techniques fo.r eye-care, in keeping with the socio-economic 
coadition in the country. 

,.: S.ZI. The Committee regret to note that no specific programme has 
IJeen fo.rmulated for conducting research in the field of ophthalmology to 
fiad o,ut an etfedive remedy for eye diseases avaDable in the indigenous 
systems of medicine. The Committee would tike to stress that it is high 
time that the various remedies available in the ino.genoos systems of 
medicine are utilised for meaningful ad~·ance in the campaign against pre
vention and control of blindness. There are a largenomber 01 inexpensive 
and etfective local remedies which are utilised by villagers in all regions 
of the coontry t~ prevent and core eye-diseases. The Committee would 
like Government collect and collate all those common folk remedies from 
aD parts of the country and organise research in a systematic way in their 
ntiHty and effectiveness so as to assimilate the knowledge available therein 
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and provide inexpensive home remedies for eye health care to the vast 
majority of the people in the country. The Committee would like to 00 
informed of the concrete action taken in this regard within three months. 

5.22. The Committee also desire that full use should be made of the 
beneficial effects of yoga exercises on eye-care and wide publicity should 
be given to those exercise which are found useful in maintaining eye 
health and curing eye diseases. 



CHAPTER VI 

OPHTHALMIC EQUIPMENT 

6.1. A number of leading ophthalmologists in a memoranda submitted 
to the Committee have stated:-

(i) "A fairly expensive equipment will be needed for developing 
services in Ophthalmology and for continued improvement 
in available technology. If the country has to be self
sufficient immediate steps should be taIren to set up a Research 
and Development Wing for Ophthalmic instruments at the 
Apex Organisation with the following purposes:-

(a) Maintenance and repair of existing equipment; 

(b) for import substitution of parts; 

(c) for distribution' of knowledge about manufacture of in-
struments for commercial exploitation with a view to 
supply equipment at low cost and saving of foreign 
exchange; 

(d) improvements in known technology with a view to improve 
the quality of instruments; and 

(e) devising new equipment which may become foreign ex
change earner. 

(ii) " .... existing eye hospitals should be encouraged to do 
better work by giving them equipment and more physical 
facilities and by making it easy to import needed Eye equip
ments and special suture needles from abroad.. .. ·' 

{iii) " .... :there should be no undue restriction on import of 
ophthalmic surgical and diagnostic equipment. The per
centage rate of duty which is 75 per cent is very high. Any 
equipment which cost a certain sum in West is available for 
3-4 times its value in India. Further import of such items be 
liberalised. " 

6.2. One of the non-official witnesses, who appeared before the 
Committee when asked as to what t>'ercentage of imported ophthalmic 
equipment was being used in the country, stated during evidence:- ' 

" . . .. In price structure 80 per cent is heing imported. If we 
spend Rs. 3 crores on these goods, the import is to the extent 
of Rs. 2.4 crores .... " 

139 
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6.3. Cn the point whether India could develop its own technology for 
the indigenous manufacture of ophthalmic equipment the witness added:-

" .... I entered into dialogue with the Ministry of Health, NPC, 
CSIR, Central Scientific Industrial Organisation, III, in trying 
to co-ordinate our efforts to develop our technology. An 
equipment for cataract extractionis being manufactured. This 
is being done by NPL. The cost will be 10 times less thaa 
what we have been importing. If we can manufacture radar. 
if we can duplicate all defence equipments, I see no reason 
why we should not be able to fabricate these instmments. 
All that is required is the national spirit and the will to act." 

6.4. When asked as to what would be the approximate cost of setting 
up an organisation for production, the witness clarified the point thus:-

"I am thinking in terms of research and development and passing 
on technology to the private entrepreneurs to do the job. 
If at any time they do not do justice to the people by hiking 
the price we can enter into the market because the technology 
is ours. For R&D minimum inputs are necessary. We 
have laboratories." 

6.5. When asked as to what precise measures would be required so 
that the country becomes self-sufficient in ophthalmic equipment in not 
too distant a future, the non-official witness in his post evidence written 
note furnished to the Committee stated as follows-

"At the present moment I have not thought of precise steps. What 
is necessary is to accept in principle that this is our ultimate 
goal. At that stage, it may be possible to have dialogue with 
Indian industrialists interested in manufacturing or already 
- manufacturilng ophthalmic equipment, various ministries of 
the Govt. of India, international industrial houses willing to 
set up plants and factories in India, on thei.r own or in col
laboration with the local manufacturers or the government 
for the manufacture of ophthalmic equipment. Involvement 
of national laboratories like NPL, and the CSIR for the dev
elopment of technical expertise which can then be passed on 
the those interested in manufacturing equipment will be 
beneficial. Setting up of industry in the public sector as a 
market discipline procedure will be desirable. Involvement 
of TITs and Biomedical engineering departments of varioul 
institutions for the collaborative efforts shall also be helpful. 
Defence Science Laboratories which are engaged in fabricat
ing the electronic devices can also help. It may be possible 
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to have collaboration with the Department of Science and 
Technology for development of technical knowledge in the 
field of electronics and other projects." 

6.6. During evidence, the Adviser in Ophthalmology, Ministry of 
Health, explained the position thus on the question of availability or 
otherwise of the Ophthalmic Equipment in tbe country:-

"When we embark upon the international programme we have to 
have a large component of ophthalmic equipment which we 
will have to import. Therefore, in order to minimise the 
foreign exchange costs, negotiations are being conducted by 
us presently with various firms. That is we will purchase 
such and such a thing from you for a certain period of time. 
But, in the meantime, let us step up the production of these 
equipments indigenously as a collaborative enterprise with 
OD& firm. That is agreed in prinoiple. The second import
ant condition that we have laid down is that it is they who 
will have to put up the mamtenance workshop in this coun
try which shall be under the surveillance of Government of 
India so that we can send for their technicians bere. Any
way, if the equipment is out of order, -efforts are made pr~H
miJnary steps are taken by us at the same time to get certain 
things manufactured indigenously. These are being done by 
the firms like Baliwala in Bombay and Jaggi Singh of Allaha
bad. We axe triyng to negotiate with them and we do make 
them to go in for the production of the instruments. For 
that, collaboration comes up. If they agree, then we may 
be able to call these people for the collaboration talks across 
the table on how to step up their production as well as their 
collaboration. Production is thus being taken care of in 
the National Plan. But, certainly, if the public sector or 
other enterprises start their production, may be we may be 
better off." 

6.7. To a question whether the necessary raw material and technical 
know-how were available in the country, the witness stated thus:-

All the raw materials are available here ...... technical knowhow 
is not fully available, that is why collaboration is necessary 
especially in the preparation of optics .... Ultimately we may 
collaborate with the Japanese industries. I have asked them 
to give us their specific terms. I have to see that those 
terms are to our advantage and not to our disadvantage. May 
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be, import may be more advaJIltageous. 
know at this stage, what will be the 
might merge." 

It is very difficult to 
ultimate picture that 

6.S. When specially asked as to what were the ophthalmic equip
ments required for community ophthalmic activities, which were being in-
digenously produced and the Ophthalmic equipments on which the coun
try was dependent on imports, the Ministry have in a written note furnish
ed to the Committee, stated the position as follows:-

"For most of the diagnostic equipment .required for community 
ophthalmic activities, only eye testing equipment like charts 
and lenses are indigenously produced. The rest of the equip
ment is imported. Attempts are being made to encourage 
indigenous enterpreneurs to manufacture diagnostic ophthal
mic equipment so that the country becomes self-sufficient in 
this area as early as possible. Efforts are also being made to 
explore the possibility of manufacturing such equipment in the 
public sector." 

6.9. In another note, furnished to the Committee, it has been stated 
by t~ Ministry of Health that in the execution of the National Plan of 
Action, assistance had been sought from the various international agOllci
es. 

6.10. The WHO had been able to persuade some of the donor coun
tries and the latest position in this behalf was as follows:-

"Our National Plan and our requirements have been brought to 
the notice of several international agencies like SIDA, 

DANIDA, UNICEF and also of Federal Republic of Ger
many. All have shown keen interest in our programme and 
are expected to support us in all fields of our activities. It 
is quite assistance or more will be available in the next two 
years." 

6.11. Subsequently the Ministry of Health, in their written note 
(November, 1977) have stated thus on the question of speeding up the 
indigenous manufacture of Ophthalmic Instruments and Equipment:-

"Since the last submission it has been possible to get some of 
the ophthalmic equipment which would be required at the 
district and sub-divisional level manufactured in the country. 
One through a public sector undertaking and the other 
through the private sector und&taking. Technical know
how will be provided through the Dr. Rajendra Prasad Centre 
for Opthalmic Sciences for the manufacture of this equipment 
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where it will also be tested for quality and standard. In a 
meeting of the Indian and GDR Delegations, one of the 
items in the Agenda to be considered is the development of 
a public sector undertaking for the manufacture of optical 
equipment on a progressively Indianized basis reaching the 
cent per cent in 5 years. The outcome of this will be awaited 
with interest. This item is being included with the request 
from GDR:" 

6.12. As regards the plans for development, maintenance and repairs 
facilities so that the costly ophthalmic equipment and instruments are 
kept at all time in a proper state of efficiency, the Ministry have informed 
the Committee that no elaborate plan has been drawn up but service 
contracts have been arranged thcough suppliers for supply and main
tenance. The Government would however, look into the possibility of 
development, maintenance of these workshops in subsequent plans. 

As regards the total value of imports of ophthalmic equipments 
during the last 5 years, the Ministry of Health have stated that the exact 
figure of the imports year-wise or even in the last 5 years was not 
available, yet it was true that bulk of the opthalmic equipments were 
imported. The Ministry have further stated that they might put these 
figures as about Rs. 2 crores per year. 

6.13. The Committee have elsewhere in the Report identified the 
magnitnde of the problem of Blindness and eye disease and suggested 
emergent and long term me~re~ to be taken to alleviate the suftering 
of the people. It is evident that for undertaking such a far ranging pro
ramme ophthalmic instruments and other equipments would be required on 
a large scale. The Committee are concerned to find that at present only 
eye testing equipment like charts and lenses are indigenously produced, 
while most of the diagnostic instruments and equipment, roughtly 80 per 
ceat or more in value (Approximately Rs. 2 crores per year) are required 
to be impo.rted. The Committee would like Government to critically re
view the position in depth in consultation with the leading ophthalmic 
Research Institutions, Research Laboratories under the Ministries of 
Science & Technology and Defence as also the Department.. of Industry 
aad TerMical Development etc. with a view to formulate and implement 
the project for indigenous manufacture of ophthalmic instrument.. and 
equipment specially when all the raw materials required for manufacture 
are stated to be already available in the country. 

6.14. The Committee also stress the need for developing adequate 
maintenance and repair facilities preferably on de centralised basis, so that 

- the costly ophthalmic equipment and instruments are kept at aU times 
in a proper slide of efficiency. 
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Production and availability of Ophthalmic Glass in the Country 

6.15. In a written note furnished to the Committee, the Ministry of 
Industry (Department of Industrial Development) have stated that ophtha
lmic glass blanks are the raw material for production of spectacle lenses 
and sunglasses. Earlier the entire requirement of ophthalmic glass blanks 
was being met through imports" Messers. Bharat Ophthalmic Glass Limi
ted was set up in the Public Sector at Durgapur with Russian collaboration, 
and it started commercial production in November, 1968. At present, 
it is the only manufacturer of ophthalmic glass blanks in the country. TIIIC 
production of ophthalmic blanks achieved by the Company year-wise since 
commencement of commercial production is as follows:-

Year Proouction (In towu:&) _. __ ._.---
1 968-6g 1"49 

1969-70 3"08 

Note from Ministry 
Industry 

1970-71 15'93 

1971-72 26- 63 

1972-73 63- 00 

1973-74 28'98 

1974-75 48'97 

1975-76 112' 94 

1976-77 II.' 77 

6.16. Subsequently, the Ministry of Health in another note furnishetl 
to the Committee amplified the position as follows: 

The quantity and value of imports and indigenous production at the 
Bharat Ophthalmic Glass Limited, Durgapur, during the last five years 
are given below:-

Year 

1972-73 

1973-74 

1974-75 

1975-76 

1~76-77 

Indigenous production 

Quantity Value Rs. 
(in tonnes) (in lakru.) 

26·63 5-31 

63- 00 14- 20 

28'98 11-48 

48-97 22'46 

1I2-q4- 61" 50 

112-77 N.A_ 

Imports 

Quantity Value RI. 
(in tonnes) fir lrkbl) 

391" 23 51-22 

343-09 44"45 

161- 10 28'35 

196' 27 36'81 

300- 00 67'00 



145 

6.17. On the basis of the above figures, the requirement of ophthalmic 
Elass met out of indigenous production and also imports have been worked 
.out on percentage basis, which is as follows:-

Year 

1971-72 

1972-73 

1973-74 

1974-75 

1975-76 

Perc.:entage of reQuirement 
met from in~o.JS 
Supp y at BOGL 

Q.lantity Value 

6'37% 9'40% 

15·20% 24'!lO% 

15'25% 28·82% 

20'00% 37'go% 

27'35% 47'86% 

Percmtage of require-
mer,t! met out cor imports 

Quanfoty VlIlue 

93'63% go' 60% 

84' 50% 75. 80% 

84'75% 71' 18% 

80'00% 62'10% 

72 '65% 52'14% 

6.18. It will be seen from the above that with the increase in indigenous 
production over the years. the requirements of ophthalmic glass, in the 
terms of value, met out of imports has come down from 90 per cent in 
1971-72 to 52 per cent, in the year 1975-76. It is expected that approxi
mately 50 per cent of the requirement of ophthalmic glass will be met out 
of imports until BOGL are able to increase their production by developing 
the continuous process technology for manufacture of ophthalmic glass. 

6.19. In regard to the availability of ophthalmic glass in the country, 
the representative of the Ministry of Industrial Development during evi
dence in October, 1977 informed the Sub-Committee of the Estimates 
Committee (1977-78) on Prevention and Control of Blindness as follows: 

"We have conducted a survey for ophthalmic glasses and according 
to that, in the current year, in round figures, the country's 
requirements, would be of 800 tonnes. We oove one public 
sector company-Bharat Ophthalmic Glass Company at Durga
pur and they produce at the moment, a little over 100 tonnes. 
The balance of our requirement has to he imported. We are 
quite willing to do this. In fact, the Bharat Ophthalmic Glass 
Company is the canalising agency for importing ophthalmic 
glasses. But the real problem is that there is unhealthy 
competition from people who are illegally making ophthaimic 
glasses and ophthalmic lenses out of glass sheet. The sheet 
glass is just an ordinary glass. For eye glasses we require a 
glass which oUght to be homogeneous in character so that 
there are no reflections. Last year, in order to meet the 
country's ophthalmic requirement, we had imported 300 tonnes 
so that we have total 400 tonnes, thus meeting 50 per cent 
-of our requirement." 
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6.20. To a point raised by the Sub-Committee as to why full require
ments of ophthalmi<: glass were not imported, the witn~ss further stated: 

"What we imported last year that could not be sold. At the end 
on the year, 100 tonnes remained unsold. This is because of 
the unhealthy competition with the sheet glass manufacturers 
which is very cheap. The only answer to this is to ban the 
use of sheet glass and to make stringent provision to prosecute 
those who indulge in this. These glasses can easily be tested. 
We can find out whether the glass in the spectacle is sheet or 
ophthalmic glass: 

Ophthalmic dealers oUght to be licensed." 

6.21. \Vhen asked whether there was any coordination between the 
Ministries of Health and the Industrial Development in regard to the supply 
of ophthalmic glass, the Secretary, Ministry of Health informed the Sub
Committee that "in this matter there has been no coordination." 

6.22. Elaborating the point further the representative of the Dc. 
Rajendra Prasad Centre for Ophthalmic Sciences, New Delhi further stated 
thus during evidence: 

"We have already projected our demand to the Ministry of Industry 
and we have requested them to increase the licensing capacity 
either in the private sector or in the public sector or in both 
the sectors." 

"In five years, our demand will go up from 800 tonnes to 1,081 
tonnes. There is an increase of 5 per cent every year." 

"As a matter of fact, we have also advised them to see our installed 
and production capacity and import the rest of it. That is 
how we will be able to eliminate the sheet glass. The impor
ted blanks are not much more costly than the sheet glass. But 
the Durgapur blanks are very costly as compared to sheet 
glass. Therefore, we have advised them to import more glass 
till the time we have installed capacity to meet our needs. We 
have already sent this advice to the Ministry of Industry." 

6.23. Regarding the measures that have been taken to eliminate the 
use of sub-Standard glasses which are stated to be prepared from the sheet 
glass, the Ministry in their reply have further stated as follows:-

"The Government of India has finalised a legislative bill for using 
ophthalmic lenses with lSI specifications. This legislation 
aims at banning the use of any other lenses. The bill has been 
approved by the Law Ministry and is being circulated amongst 
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the States for concurrence as well. As soon as the concur
rence of the States is obtained, the same will be introduced 
in the Parliament. It is hoped that the concurrence will be 
obtained by the middle of November this year." 

'6.24. On the question of switching over to continuous process techno
logy, the representative of the Ministry of Industrial Development further 
informed the Sub-Committee of the Estimates Committee (1977-78) in 
October, 1977 during evidence as follows: 

"The real problem would be to switch over from the 1::ratch techno-
logy to the continuous process technology. We do not have 
this technology within India. Our effort to locate this and 
purchase from abroad has so far failed. Currently we are 
discussing this matter with a firm in GDR. During the recent 
discussion, the technical representatives of this firm from GDR 
came to India and they had promised a detailed report on this. 
This is now awaited. When we switch over to continuous 
process technology, our cost or production wil1 be comparable 
with international standard and we would be able then to 
supply more of this. But until then we assure the Ministry ot 
Health and yourself that we will co-operate with them in 
importing whatever is required because this is a health acces
sory and there should be no problem. The real problem is 
the competition from the sheet gla'Ss people. This has to be 
stopped. Our appreciation is different. In spite of importing 
300 tonnes, we are not able to sell them. If the price of that 
sheet glass is the same, then we should be able to sell. But 
the real problem is how to stop the manufacture from sheet 
glass and making this available to the people. That can only 
be done by banning the use of sheet glass and take stringent 
action against those who violate the law.'~ 

"It is not so much the problem of glass. As far as even our present. 
glass is concerned, there is no problem about its quality, but 
our output is very little. We have hardly 45 per cent reco
very from the raw materia1. Now it is this which make,> our 
cost of production more than 2+ times the international rrice. 
as you have pointed out." 

6.25. On the question of technology the witnes.> added:-

"We have come to a conclusion that the technology taken over by 
us from the Soviet Union is obsole~e. AIl the world over, 
there is another technology which is called the continuous 
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process technology. The difference between the two is that 
in the case of batch process technology, the recovery is only 
45 per cent whereas in the case of continuous process techno
logy, the recovery is about 90 per cent. It is this thing which 
explains the difference in the cost of production about which 
you remarked a little while ago. We have been trying to get 
continuous process technology. But we have not been able tG 

evolve it in~igenously." 

6.26. When asked as to what was the range of price of imported 
ophthalmic glass per tonne, the representative of the Ministry of Industry 
stated during evidence:-

"practically double of that. We produced 112 tonnes and that cost 
us Rs. 61.50 lakbs .... " 

6 27. Asked 'about the production cost of BOGL, the witness added: 

"Last year, we spent Rs. 66 lakhs for importing 300 tonnes. The 
price per tonne would be Rs. 22,300 per tonne." 

6.28. Subsequently Ministry of Industry (Department of Industrial 
Development) in their note dated 29th November, 1977 have inter-alia sub
mitted as follows on the working of MIs. Bharat Opthalmic Glass Ltd., 
Durgapur:--

"MIs. Bharat Ophthalmic Glass Limited originally known as Oph
thalmic Glass Project, was set up in 1964 as a part of the 
Naticnal Instruments and Ophthalmic Glass Limited. The 
project was set up with technical and financial assistance from 
USSR under 500 million Roubles Credit Agreement to manu
facture the following products:-

1. Ophthalmic Glass Blanks ...................... 300 tonnes 

2. Ophthalmic Lenses .................... 10.3 million pieces 

The initial estimated cost of the project :i.n 1964 was Rs. 260 lakhs. 
Due to various reasons the erection and comm~sioning of the 
plant was delayep. Due to this delay, devaluation of rupee in 
1966 and additions of other equipments, not originally i.nelud
ed in the Project and Housing Colony, the cost of Project in
creased to Rs. 547.41 lakhs. It may be added that even in 
the initial stage of approving the Project based on the cost of 
Rs. 260 lakhs, Finance Ministry apprehended that the Project 
would be uneconomical. However, the Project was approved 
by the government with a view to provide Ophthalmic Blanks 
and the Lenses as an important public health measure. 
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A new.company, namely Mis, Bharat Ophthalmic Glass· Limited 
was incorporated on 1-4-1972 to take over the Plant; with a 
view to have a better administrative control. As the company 
was incurring loses since its inception, a Techno Economic 
Committee was appointed in 1972, to study the working of the 
company and to suggest the measures for making the company 
a viable unit, The Committee came to the conclusion that 
with the exist:i.ng equipment, maximum production achievable. 
would be only 200 tonnes of Ophthalmic Blanks and 4 mIn. 
pieces of Ophthalmic Lenses per annum, Commercial produc
tion of this plant was established at the end of 1968-in the 
Glass Department from 1-9-1968 and in the Lens Department 
f:·Olll 1-11-1968," 

t):29, Giving the production trends and production cost vis-a-vis im
port\~1 price, the Ministry have stated:-

Tnking 150 tonnes as the Operating capacity, the production trends are 
indicated below for the years 1974 to 1977 and for the current financial 
year, 

Production 
Year Weight A. per cent of VallIe 

capacity (Lakbs) 

J974-75 51'5 34'4- 28'511 

1975-76 J28'2 85'5 75'53 

]97&77 J30'7 87'0 68'34-

197778 43'34 57'8 30 '94-

(April to Sept, 1977) 

V Cost of production and seiling prices a. compared to cost of imported glass and their 
selling prices for different varieties:-
----- ---------------------------------

Item COIIt of Selling c.i,f, im- La'lded Selling 
production price in- ported per Dutvpaid prices 
per kg, digenOllS kg. priCe!! im- imported 

per kg. pled per per kg. 
kg. 

White Rough Blanks. R5. 38'00 19'00 33"73 35'75 

Blank Tinted· R5, 70'00 3°'00 53'25 56'45 

Flint Buttons. Rs, 120'00 98'00 173'95 184' 40 

--.C'OI't of production of White and Tintc-d Rough Blanks and Flint Buttom . is Dot cal
CIlIated ~plU'ate1y, However average COllt of production br. the year lQ75',s is calculatrd 
nd i. R., ~;;, 82 TJer kg. 
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6.30. As regards the reasons for low capacity utili6ation and peor eco-
3l0mic performance, the Ministry of Industry in their note stated that the 
main reasons for under-utilisation of capacity have been erratic thermal 
:behaviour of Ceramic Pots, erratic supply of coke oven gas, labour unrest, 
low productivi-ty and the present batch technology which is highly labour 
and capital intensive. Certain steps are stated to have been taken to make 
the unit economically viable, such as, capital restructure, improvements in 
:thermal stability of Ceramic Pots, diversification. 

6.31. The Mi,nistry have in their note added that:-

"As the present batch process technology for the manufacture of 
Ophthalmic Glass has proved to be out-moded and unecono
mical, it was recognised that BOGL ,should shift to the modem 
technology namely Continuous Process Technology. Since the 
efforts made to obtain overseas collaboration of this techno
logy haS' not been successful, the company has decided to 
develop this technology of its own in collaboration with CGCRl 
and with financial partkipation by the National Development 
Research Corporation on 50:50 basis. Government has ap
proved the company taking up the experimental project in
volving an investment of Rs.49/- lakhs for development of 
this technology and for production of 300 tonnes of Ophthal
mic Lenses by this process. The Technical Team went abroad 
in February, 1977 i,n search of suitable equipment for the 
development of this technology and also to try if some techni
cal collaboration is available, The company was able to get an 
offer from Mis Glas'swork Schott and Gen. Jena, a GDR firm 
for foreign collaboration. It was also possible for the techni
cal team to locate suitable electric furnace, feeder and press 
to develop this technology in case the prdplosed foreign col
laboration does not materialise. 

BOGL is now further in correspondence with G.D.R. authorities in 
regard to the details of the proposal for foreign collaboration." 

6.32. With. regard to the efforts made to boost domestic output of 
'Lenses Blank and discourage their imports in order to save foreign ex
change, the Minister of Industry stated in reply to Lok Sabha Starred 
Question No. 217, dated 30-11-1977 that BOGL was allowed to enhance 
its capacity from 300 M. Tonnes to 600 M. Tonnes per annum in 1976. 
The company was making efforts to import the latest continuous process 
technology, or, in the alternative, develop the technology indigenously in 
collaboration with Central Glass and Ceramic Research Institute to increase 
the domestic production. It was expected that after the adopticn of the 
-a>ntinuous process technology, BOGL would be able to meet the anticipa-
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ted demands of Ophthalmic Blanks in the country. Till, then the gap bet
ween demand and supply would be met through imports., During the last 
three years only one application from a foreign majority company was re
Geived in 1975, for the manufacture of Ophthalmic Blanks in the country. 
Since the item of manufacture was not included in Appendix, I of the 
Licensing Policy, 1973, and was, therefore, not open to foreign companies, 
the proposal of the company was not approved. 

6.33. The Committee note that the entire. requirements of ophthalmic 
glass blanks were met through imports till 1968-69 when Eharat Ophthal
mic GlaS'S Limited, a public sector company, started commercial prodection 
with Soviet collaboration. The indigenous production which constituted 
6.37 per cent of the total requirements in 1971-n'rose to 27.35 per cent 
in 1975-76. The Committee are informed that in absolute terms as against 
the country's requirement of 800 tonnes of ophthalmic glass during the 
current year (1977), the indigenous production accounts for only a little 
Over 100 tonnes. During 1976, in order to meet the country's require
ments, of ophthalmic glass, 300 tonnes of ophthalmic glass had been impor
ted but out of that quantity at the end of the year 100 tonnes remained 
unsold because of the unhealthy competition from sheet glass which is also 
at present being 'used for the production of eye glasses, The Committee 
~ve further been informed that to eliminate the use of sheet glass and _ 
other sub-standard glasses for production of ophthalmic lenses Govern
ment have finalised a bill providing for the use of ophthalmic lenses with 
lSI specifications and banning the use of any other glass for the purpose. 
The bill, it is stated, is being circulated amongst the States for their concur
rence and as soon as their concurrence is received, it will be introduced 
in Parliament. The Committee would stress that special efforts may be 
made to process the necessary legislation in ihis regard through various 
stages expeditiously 'So that the use of the sub-standard glass for tlie manu
facture of ophthalmic lenses is eradicated from the country at the earliest. 

6.34. The Committee are concerned to note the wide gap between the 
demand and availability of ophthalmic glass in the country. As against 
the installed cap!lcity of 300 tonnes in the Bharat Ophthalmic Glass Limi
ted (BOGL), the Committee find that the operating capacity of this under
taking is now taken to be only 150 tonnes and the production is 
even less than reduced capacity, it being of the order of 112 tonnes. 
The main reason for under-utilisation of the capacity of BOGL are stated 
to be inter alia erratic thermal behaviour of ceramic pots, erratic supply of 
coke oven gas, labour unrest and low productivity. The Committee are 
informed that certain steps have been taken hy the Govemment to improve 
the capacity utilisation to make this undertaking e.::onomically viable. In 
view of the heavy dependence of the country on imports for meeting its 
requirements of ophthalmic glass, the Committee cannot over emphasis ~ 
importance of maximising production of ophthalmic glass in this under-



152 

taking and. would stress that Government should earnestly look into tha 
various constraints on production and take concerted measures ter remove 
them at the earliest so as to raise its production to the maximum level. 

6.35. The Committee are informed that the present batch procesli tech
nology is another serious constraint on production of. this undertaking. This 
technology is admitted to be now "out moded and uneconomical" and it 
has been recognised by the Government that BOGL should switch over to 
modern technology, n'amely continuous process technology, for the manu
facture of ophthalmic glass. The Committee are informed that Govern
ment have already approved an experimental project for this undertaking. 
involving an investment of Rs. 49 lakhs for the development of the modern 
technology and for production of 300 tonnes of ophthalmic lenses by this 
process. A technical team, it is 'Stated, was -also sent abroad to negotiate 
for technical collaboration with foreign manufacturers for this purpose. 
The Committee. however, were informed during evidence in October, 1977 
by a representative of the Ministry of Industry that "we have not been able 
to evolve it (continuous process technology) indigenously." The Com
mittee also note that during the last three years one application received 
from -a foreign majority company in 1975 for the manufacture of ophthal
mic blanks in the country was not ~pproved as this item of manufacture 
according to the licencing policy, 1973. was not open to foreign companies. 
In view of the facts that the gap between demand and supply of ophthal
mic glass is steadily widening, the indigenous production capacity is woe
fully inadequ-ate and indigenously available technology is outmoded and 
llIleconomical, and that the country is heavily dependent on imports for 
meeting its requirements wbich resulted in an outgo of foreign exchange 
amounting to Rs. 37 lakhs in 1974-75 and Rs. 67 lakhs in 1975-76, the 
Committee would like Government to examine the various aspects of this 
matter cirtically and acquire the latest technology and to augment the
indigenous capacity without any further delay to produce adequate quan
tity of ophthalmic glass indigenously in the larger and long-term interests 
of the country. 

6.36. The Committee note that the selling prices of indigenously produ-· 
ced ophthalmic glass 'are higher than the prices of the corresponding quali
ties of imported glasses. They were informed during evidence that the
production cost of BOGL was nearly double that of the imported glass. 
The reason for this high production cost of BOGL also is stated to be, 
among other things, the obsolesent technolOgy being used by the under
taking. The Committee feel that pending switching over to the continuous 
process technology Government should make all pos'Sible efforts to bring 
down ~ cost of production of ophthalmic glass by BOGL. The high cost 
of production at BOGL makes it 'all the more necessary for the Government 
to arrange to have the latest technology for the production of ophthalmic 
glass by the undertaking at the earliest. 



CHAPTER vIi 

FUTURE PLANS FOR PREVENTION OF BLINDNESS 

(i) National Policy Statement on Blindness 

7.1. The Joint meeting of the Central Council of Health and Family 
Planning held in April 1975 resolved:-

"That the Government of India should adopt a National Policy 
and evolve a comprehensive pl[.Dt of actiOn and take pre
ventive and curative measures against visual impairment, 
blindness and for rehabilitation of persons afHicted thereby .. " 

7.2. Subsequently as a part of assistance to the country in the field 
of prevention of blindness, a WHO consultant Dr. B. Nizetioe visited 
India from 14 April, 1975 ta 22 May, 1975. In his reportsubIilitted to 
WHO, he also advocated for a National Policy on Blindness as 1HIder:"-

"Any action in the field of pUblic health, ophthalmology should! 
stem from a national pOlicy statement on the implementa
tion of the general welfare policy of the Government and: 
on the strengthening of professional expertise. The state
ment should be comprehensive, should have a long tenn 
plan approach, provide for a phased programme and intro
duce multi-discip1.inary action. It should be. endor:sed jointly 
by the health, soch.l welfare and educational authorities." 

7.3. The National Society for the Prevention of Blindness organised; 
a National Symposium on "community ophthalmology" on 8-9 March, 
1975, which was attended by members of the society, ophthalmolO8ists 
of repute, representatives of the Ministry of Health and Family Plann
ing, representatives from the Ministry of Education and Social Welfare, 
Director General of Health Services, World Health Organisation, Natio
nal Aisociation for the Blind and the Indian Council of Medical Research 
etc. The recommendation made at the symposium on National Policy 
on Blindness was as follows:-

"The' Government of India may be urged to adopt a comprehen
sive National Policy"" Resolution encomp~sing all aspects of 
Community Ophthalmology. The draft of the statement 
proposed by the Secretary General of the "National Society 
for the Prevention of Blindness, mentioned therein the 
actions designed was adopted." 

"3175 LS-ll 
153 , 
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7.5. One of the eminent ophthalmologist who appeared before the 
Committcc in 11$ evidence gave his views thus on the question of f0tIDu
lation of National Policy on Blindness:-

"It is for the first time that the Nation has drafted a clear plan of 
action and is attempting to make an organised effort within 
its limited resources. The efforts of local bodies, state gov
ernments, the central government. the international agencies 
aad the voluntary agencies need to be dovetailed in a 
manner that all resoUf'CCS are pooled and efforts are comple
mentary to each other. The Govt. needs to issue a nationa\ 
poJicystatement fully committing itself to the Prevention of 
Visual lmJpairment and Control of Blindness. It is in this 
COD.DeCtion that I mooted the suggestion of an autonomous 
National Board ... ." 

7.6. Wllen asked wDether the GQvernment had oy plans for brintillg 
_ a w1ti~ peper OIl the preveation and Control of blindness, the 
~, Ministty of Health and Family Planning dwing evidence 
stated:-

"The progamme Q.di plan of action is before us. Beyond that we 
do not propose to have any white papet. Our ~an of 
actK>n as envisa&ed, for which the funds exist, has already 
been .a. public a&d people know it. A number of ques
liens have also been answered in Parliament." 

7.7. 111 a ,"ubsequent written note furnished by the Ministry of-Health, 
Government views on the formulation of a National Policy have been 
stated as ull4er:-

"The National Pr.Qgl"am.me of Action as formulated by the Minis
try of Health rtWresents the National ,Policy. This National 
propamme bas not been formally placed before the Parlia
ment yet and there does not 'Seem to be any necessity of 
placing the same in the Parliament itself. However, through 
aJ).Swers to various questions on this subject, the Parliament 
is aware of this Programme." 

7.S. The Committee note that 1he qoestionof iormulating a National 
P06c.y 011 the CIOnfJQl and Prevention of Visual Impainnem and Blindness 
... J,een advocated at various forums Hom time to time. They bave. 
""w~ver, heen iDfermed that the Nation~ PIaB 01 Adion on Blindness 
formulated by the Ministry .of ~th, represents tbe National Policy. 
The Committee recommend that Na.tional Policy on Visual Impairment and 
Prevention of Blindness be formulated in depth and laid ontbe Table 
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bl th~ Ho~ ~ ~b~ t~ ~e~~s to expr~ "i" vi~,w~ on this matter 
of Natio~al ~~ ~ p'r~vh.fe a fi"m g~eJjD~ f1>1 p~rspeclivc pla-
ning an4 ~tioL ' 

, )." •. ' •. \ _\/1. 

(ii) N~q~ ~ for ~ Co~ol and Prev.n Of V .... Impairment 
and Blindaess 

1.9. The Ministry of Health has formulated a long term perspective 
plan for blindness, provision of adequate ophthalmic care, curative, 
preveQ.tive, promotive and rehabilitative services. Tpe Plan has been 
approved for imple~ntalion in phases, commencing from. the financial 
y~~ 1976-77. The 'ptogramme will be centrally sponsored to atart 
with. The salient and essential features of the National plan are as 
under:- -_,_ 

Provision of Diagnostic and Treatment Pac;litits. 

"At present there are hardly any facilities available in the rural 
a,nd tal1Jka and e.ven district hospitals for diagnostic and 
treatment ·purposes. It is proposed that all the Primary 
Health Centres in the country should be so equipped in 
phases so ,as to ( a) provide a bitSe for ophthalmic health 
education in the field of eye care; (b) screening the cases 
requiring s~ialised ophthalmic care; (c) render treatment 
for minor ailments of the eye; and: (d) provide for ophthal
mic health services, particularly to the pre-'scbool and school 
going children. 

The Primary Health Centres doctors wiD have to be given 4 to 6 
weeks .training in various medical colleges. Every PHC will 
have to be provided with an opthalmoscope and other essen
tial equipment costing about Rs. 3,000 per centre. Sufficient 
number of beds are already available at every PHC and the 
existing beds can be uc;,:,d in emergenci:c's. It is estimated 
that the expenditure for equipment! in the Primary Health 
Centre would come to about Rs. 33.00 lakhs tkr 1100 units 
in V Ph~n and! the remaining will be upgraded in VI plan." 

II STRENGTHENING OF DISTRICT/T ALUKA HOSPITALS 

The intermediate level of services 
"Every District and Taluka hospital in the country will have to 

be strengthened to provide ophthalmic care services. In 
course of time, at least one ophthalmic surgeon and one or 

two ophthalmic technician." will be permanently posted in 
such hospitals as do not have them already. . The Stl1tes will 
be 'f/ersuaded to open Eye Dep1rtments in all the hospitals 
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and no additional expenditure by the Government of India 
is likely to be incurred under this head except for providin& 
one time assistance for equipment at Rs. 50,0001 -per hos
pital i.e. a total of Rs. 75 lakh in this plan period (150 
units) the remaining will be taken up in subsequent plan 
period." 

Mobile Ophthalmic Units 

It is 'Proposed to establish 80 mobile ophthalmic unhs by' the 
end of. the 6th Plan of which 30 units will be established by 
the end of this Plan. Each mobile unit will cover about 5 
districts. The main purpose of these units would be:-

(i) to provide medical and surgical treatment for the preven
tion and control of eye disease; 

(li) . to detect early visual defects; 

(iii) to provide for general survey for prevalence for various eye 
diseases; 

(iv) to educate people in the method of prevention of eye dis
eases and proper care of the eyes in order to preserve eye
sight; and 

These mobile units will function under the control of the Regio
nal Director of Health of the division where they are located! 
and who will be responsible for holding eye relief camps in 
various places. Recurring and non-recurring cost on these 
mobile units is proposed to be met by the Central Govern-
ment during 5th Five Year Plan. These mobile units 
will also oversee the implementation of National 
Programme for Prevention of Blindness in the Primary 
Health Centre. It is expected that through the agel1cies, of 
these mobile units, it will be possible to perform about 
50,000 operations in the next three years. The cost on 
these mobile units during the 5th Five Year Plan period will 
be Rs. 120 lakhs-non-recurring and Rs. 75 lakh:s, recurr
ing i.e. a total of Rs. 195 lakhs 

The Central Level of Services 
(i) Medical Colleges 

The State Governments will be requested to ulp'grade the ophthal
mic Departments of various medical co!Ieges by providing 
proper equipment and staff and to convert them into Com
munity Ophthalmic Care Units. 50 per cent of the cost 
of equipment will be met by the Government of India. The 
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total expenditure is estimated to be of the order of about 
Rs. 2 crores (one crore for the Govt. of India) out ot 
which Rs. 65 lakhs will be required in this Plan. The 
operational costs will be met by the State Governments as 
non-plan exPenditure including staff and beds. 

(ii) Regional Institutes 

It is also proposed to strengthen and equip 6 Institutes for techni
cal and other services and to convert them into Regional Institutes. The 
main objectives of these Institutes would be:-

(i) to evolve and demonstrate the methods of rendering a high 
effectiVe community ophthalmic service through an integra
ted approach of promotive, preventive, curative and rehabi
litative measures with environmental and other local factors. 

(ii) to provide for refresher courses to practising ophthal-
Imologists and for the' training of ancillary ophthalmic per
sonnel in the field of community ophthalmology. 

(iii) to stimulate and provide facilities for research in opbthalmo. 
logy at a high level of competence. 

(iv) to train ophthalmic specialists; and 

(v) operate eye b13ru:s. 

The drJerational costs wi]] be met by the State Governments as 
non-plan expenditure. 

(iii) National Institute 

Tn order to privde technical leadership and undertake long term 
nlanning- and evaluation of the programme, l'ndertake oPhth?:lmological 
investigations and develop trainin!! n'lltterns in ophthalmology both in 
par~'..medical anci ddhthalmic ~meciatists and conducting research. it is 
nrOT)osed to strenl!'then Dr. Raiendra Prasad Centre for OPhthalmic 
Sciences at. A.I.I.M.S. It will act as an ape,x organisation for referral ser
vices for the whole country and orovid~ trainincr ,t a verv hi/!h level. It 
has alreadv 120 beds which will reouire to ~ aUcm1ented. The total 
f'xoenditure on stremrthening the Centre would he of the order of about 
Rs. 170 lakh's indndin .. equipment. out of which Rs. 40 lakhs will be 
nrovided during V Plan. 

Financial Assistance from abroad 

Various international agencie<; h:we evinced keeo interest in the 
programme for Prevention of Blindness. The World Health OrJ!;anis8-
liODS' theme for 1976 is "Foresight Prevents Blindness". In view of 
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tlJis, substantial international aid is likely to be availitb1e fer the imple
mentation of the programme. The International Agency for the Blind 
and Royal Commonwealtlt Society for the Blind have indicated in infor. 
ntal obsetvations that according to their present resources they may be 
able to give assistance of a higher order. The UNDP has also promised 
to help and as seed money ha~ offered an assistance of 15,000 dollars in 
this year and substantially larger sums about 1.5 million dollars in 
the next three years. W.H.O. is taking keen intere'st in the develop· 
ment of such programmes in the region and substantial assistance C1n tie 
expected from them. They have already indicated that assistance of 
2.8 lakhs dollars will be aV3'ilable in the year 1977-78 onwards. The 
International agencies like SIDA, DANIDA have also shown keen in
terest in the National Program1l'e f.:Jr Prevention of :ftlindness in India 
and are likely to extend financia f assistance in a big way. The Oxfam~ 
West Germay, Catholic Guild, Lions International aDd Rotary Internatio
nal etc. are also likely to help. 

It is estimated that Rs. 150 la1chs wilt be met from the existing alloca
tions of Trachome programme anri another Rs, 100 lakhs will be required 
as additional plan allocation. In Rddition the remaining amount of Rs. 250 
lakhs will be met from International assistance specially earmarked for 
the purpose. 

7.10. The rough Plan estima'e on the various activities are given in 
the table below:-

V Plan Period 

y~ (Rs, in lakM 

19']6-77 

Non-recurrillg 
ReC'lrting 
1977-78, 

Non-Recurring 
Recurring. 

1978-79 

Tot .. 1 

89'00 
18'0,\ 

"f.2 • OO 

3'3'15 

Non , recurring 162'00 

Recurring. 55'00 
-T-o-ta-l'Ol------------------' ----I 
Non· recurring 
Recurring. 

TOTAL • 

393'00~ 

107'00 

Rs·500• 00 
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VI Pl4n 

---------------_ .. --------
Year 

N "lIl-recurring 

Recurrif\g • 

Non-recurring 

Recurring • 

N 3Il-rec\ill'l'Ulg 

Recurring 

NCD-recurring 

-Recurring , 

J!)83-84 

Ncm nlOUrftng 

Recurring. 

(RI. in lakh.) 

106'00 

TOTAL • . Ra· II44'251akh!. 

"------- --- .. -_ .. ----_._---- -----------_.- ----

7.11. The broad details of the plan estimates activity-wise uc at 
Appendix IX and X. 

7.12. The National Plan rectrive.d the approval of tlle Miaistry of f1-
nanc~ (Dep~qt ~ ~xpeJ?di~~) in March 1974. 
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7.13. When asked during evidence whether the actual implementation 

of the National Plan had started the Secretary. Ministry of Health stated:-

"We will write to the State Governments. They will be requested 
to select the medical colleges for giving financial assistance 
and also the districts which they would like to be provided with 
equipments etc. so tl~t we know their reactions. While the 
plan for giving assistance to these district hospj'als and the 
medical colleges has been approved, we want to know' whether 
the State Governments are prepared to give the other extra' 
inputs required for them. We will go about setting up mobile 
teams in selected districts. The primary health centres 
would also be selected in consultation with the State Govern· 
ments. Now we have got the Plan approved, we will be able 
to implement at least a portion of it within the next six weeks 
to two months. That is the minimum time required for con· 
sultation with the State Governments." 

7.14. Asked how coordination at the National and Regional level wm 
be ensured, the Secretary, Minic;try of Health observed:-

"Actually, quite a few details are to be worked out after the im
plementation of the programme is taken up in hand. Then 
the difficulties come to you face to face and then you know 
what is to be done to overcome' II particular difficulty. For ins
tance, in the field of .leprosv, we have already got a National 
Advisory Committee, of which the Union Health Minister is 
the Chairman, with which the various Ministries, or~anisa

tions and experts are associat~d. That gives us an occasion to 
find out the difficulties in the field and find out solutions 
therefor. Similarlv, one idea could be that at. the National 
level we might have an Advisorv Committee for implement. 
ing the plans for prevention of bl;ndness. At the State level 
also we could advise the State Governments to have advisory 
councils. The Adviser on Ophthalmology has alreadv told 
you of our intention to have coordination committees at the 
district level with the di<;trict magistrate as the Chairman. He 
should coordinate the activities of the Government and the 
voluntary organisations at the district level so that there is no 
duplication of effort. 

7.15. Amplifying the point further the Secretary, Ministry of Health 
stated:-

"We have taken some sort of advancp. actinn. w~ wrofe a letter to 
the States asking them what they feel ahout the National 

'. ·'Pi;n." .... We have received favourable replies from a number 
of State Governments: •..... The s.ta~es w:hich have replied are 
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Assam, Gujarat, Maharashtra, Meghalaya, Sikkim, Nagaland, 
Mizoram, Tamil Nadu, V.P., Pondicherry, Chandigarh, Anda
man and Nicobar, Tripura, Delhi and Arunachal Pradesh. 
They all are in agreement." 

7.16. From the above details of the National Plan the Committee noted 
that for developing permanent three tier infrastructure for eye health care, 

. the State Governments were required to provide manpower for the ophthal
mic services at those levels which would have financial involvement to a 
great extent at the State level. The Committee enquired whether the State 
Governments had been sounded and their concurrence obtained and in 
case of these States which had expressed difficulties in finding budget allo
cations to implement the services as desired what action the Central Gov
ernment proposed to take. The Ministry of Health in a written note 
furnished to the Committee have explained the position as follows:-

"The State Governments are being sounded and some of them have 
conveyed their concurrenCe to play their role in developing the 
permanent three tier infrastructure for eye health care. As the 
approval of E. F. C. has been received for incurrinJ.! the ex
penditure on this plan, further negotiations will be done with 
the remaining State Governments to agree to these proposals; 

The Ministry of Health is not envisaging any difficultv i'l this regard 
in view of the fact that the central Health Council has already 
unanimously accepted the implementation of this phm and at 
that time the State Governments responsibilities wi11 he fully 
explained to them. Since the Council has Health Ministers 
of various State Govemments as i+s members, the M;nistrv is 
hopeful that there shall not be any bottleneck in the im'lle
mentation of this plan." 

7.17. The S'ob-Committee of the Estimates Commmittee on Prevention 
and Control of Blindness enQUired about the progress made in the imple
mentation of the Nantional Plan of action on the Prevention and Control 
of Blindness. The Ministry of Health in a note (November 1977) have 
explained the position thus:-

"Since the la<;t sittinj!s of the Estimates CO'llmittee the plan hllS re
C'{'ived the approval of th,. Plannin!! Commission and Finance 
Ministrv. During 1976-77. pren'lT1+nrv stene; mere taken to 
implement t'Je programmeAor 1977-n. 9 Mobile Vnits have 
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alrea,dy been released to the various recipients i.e. 

Orissa. two 

Assam two 

Gujarat one 

M.P. one 

Rajasthan one 

H.P. one 

Delhi one 

Material for supply to the Primary Health Centres, the district 
hospitals and the mobile units are being purchased and the 
process is likely to be completed by November. The 
DANISH National Agency has approved the graBt of Rs. 2.S 
crores and the formal agreement is likely to be signed shortly. 
The Danish National Agency has also a'PProved a further' 
sum of Rs. 6.00 crares in period 1979-80 to 1983-84." 

7 .18. When asked to name the States which had accepted the imple
mentation of the programme and those which had not concurred, the 
Ministry of Health have clarified (November, 1977) the position thus:-

"Except for Haryana, Puniab and Bihar, all other States have ac
cepted to implement the Plan. In these States the matter is 
being followed up and their concurrence is likely to be receiv
ed very soon. Further, officers and Ministers are contacting 
their counter-parts in these States and no difficulty i"8 envisaged. 
in getting this acceptance." 

7.19. On being asked about the poliey of the new Government towards 
the implement~tion of the National Plan of Action on Prevention and Con
trol of Blindneiis. the Ministrv have stated that "the new Government is 
very enthusiastic towards the implementation of this Plan." 

7.20. The Sub-Committee further enquired as to how the National Pro
l!Tamme on Blindness was likelv to be dovetailed with the Rural Health 
Service Prol!Tamme which had been enunciated by the new Government 
recently. The Ministry of Health in a note (November 1977) have ex
n1ained the position thus:- , 

"In the new programme. it is envisaged that there will be a com
muni'v health worker selected bv the communi tv for over 1000 
of population in villages. These community health workers will 

NOTR: Since the suhmis~ion of t1,i. note Haryan'l,Punjab ani Bilnr have communicated 
their accBptallce in principle." po, 
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be given in their kits two or three medicines which are ac
cepted for the common eye ailments. They will also be given 
training adequate enough for detection of visual difficulties at 
an early stage and for treating minor ailments. This has been 
included in their curriculum for training that is being impart
ed at the primary health centres. 

Second tier of the programme envisages the employment of 
multipurpose workers for the delivery of health care services 
to the population. In this also adequate training in eye dis
eases is being imparted. Multi-purpose workers will be able to 
help in the deIivery of Vitamin 'N to the vulnerable age grou'p 
to prevent blindness due to this deficiency, training minor ail
ments, detect at an early stage the visual disabilities, guide the 
rural health worker, help in the arrangement of eye camps 
and give eye health education to the public. They wi11 also 
be able to advise when a:nd where to send the referrals." 

7.21. In view of the proposed termination of the Fifth Plan in 1977-
78, the Sub-Committee of the Estimates Commitee (1977-78) further en
quired what proposals had been made or were being made in the proposed! 
Sixth Plan for prevention and control of blindness pnd whether any rolling 
plan was being prepared for the National Programme on Blindness. The 
Ministry of Health in their note (November, 1977) have stated:-

"The provision made fo.r the National Plan of Action for Pre
vention and Control of B1indness in the Fifth Plan i~ Rs. 
625.00 lakhs including Trachoma and not Rs. 500 lakhs 
because Rs. 500 lakhs represents a Mure excluding for tra
choma. 

A provision of Rs. 1144.25 lakhs was made in the Sixth Plan 
which has been revised to Rs. 1469.40 lakhs because it is 
prdposedl to meet the recumne cost of the 30 mobile units 
created during the oeriod of 1976-79 in the Sixth Plan, and 
also because Rs. 100.00 lakhs has been inc1uded for continu
ifi.!!: activities of Trachoma. 

It has been decided that the Fifth Plan wil] be terminated in 
1977-78. A Rolling Plan is being prepared for the National 
Plan on Blindness. Allocations required have not bt:en fin
alised. In the ori~jnal submission it was stated that the Plan 
will be reviewed at the end of Vth Plan i.e. t 977-78 but since 
the Plan is term!nated in 1977-78 the experience ,l!ained will 
be too little for any evaluation at the en.:t of the Fifth Plan. 
Since the concept of Rolling .Plan is evolved, there wi1l be an 
automatic review at the end of each year of the next Plan 
and, therefore the original decisions to review the Plan at the 
end of 1978-79 will still hold good." 



164 

7.22. As regards the point whether any long-term perspective ~ian 
had been drawn up to tackle the problem of Prevention and control of 
blindness on long-term basis, it has been stated as follows:-

"A long-term perspective plan is being drawn up to tackle the 
problem of prevention and control of blindness spread over' 
a period of 20 years. In this it is too early to say what 
will be the non-recurring requirements but the Plan has been 
divided into 3 sectors:-

(i) Peripheral Sector-It is estimated that for materials and 
supplies, the requirement will be in the neighbournood 
of Rs. 120.00 millions. 

(ii) Intermediate Sector-The requirements for materials and 
supplies in this Sector will be Rs. 120 millions for equip
ping district and sub--divisional hospitals. 

(iii) Centrai Sector-The requirement for material and sup-
plies for strengthening medical colleges, regional institutes 
and the national institute shall be another Rs. 120.00 mil
lions. The capital cost for the regional institutes shaH be 
near about Rs. 252.00 millions.' These provisions are 
proposed to be included in the Plan on Long-Term pers
pective basis." 

7.23. The Committee note that a National Plan for the Control and 
Prevention of visual impairment and blindness, formulated by the Ministry 
of Health. The National Plan envisages the Provision of diagnostic and 
treatment facilities at the peripheral level of services: strengthening of Dis
trict/Taluka Hospitals; establishment of Mobile Ophthalmic Units; the 
strengthening and provision of Central Level of Services viz., Medical 
Colleges, Regional Institutes and strengthening-of the Dr. Rajendra Prasad 
Centre for Ophthalmic Sciences at A.I.I.M.S. New Delhi. The Committee 
further note that for implementation of the National Plan, a provision of 
Rs. 625 lakhs had been proposed for the Fifth Five Year Phm (1974-79) 
and Rs. 1469.40 lakhs had been proposed for the Sixth Five Year Plan 
0979-84). The Committee have been informed that substantial inter
national assistance is also likely to be available for the implementation of 
the programme. Now that the National Plan on Blindness had received 
the approval of the Planning Commission and the Ministry of Finance and 
all the State Governments had communicated their acceptance of the 
National Plan the Committee desire that vigorous and sustained efforts 
should be made to implement the plan as per a time 'fx>und programme. 
and the various programmes undertaken as. part of the National' Pla~ at;l,d, 



the results evaluated at the end of each year with a '!iew to learning ies
sons and taking such remedial measures in the light of expcrience as may 
be found necessary. 

7.24. The Committee would recommend that an effective mechanism 
for regular monitoring and evaluation of the various programmes under 
the National Plan may be set up to keep a close watch over implementa
tion of the Plan and achievement of the desired goals and to effect timely 
improvements in the implementation of the programme in the field. 

7.25. The Committee note that a long term perspective plan is being 
drawn up to tackle the problem of prevention and control oi blindness 
spread over a period of 20 years. The p'lan has been divided into three 
sectors namely Peripheral Sector involving an outlay of Rs. 12 crores, 
~ntermediate Sector involving an expenditure of Rs. 12 crores for equip
ping district and sub-divisional hospitals and Central Seetl)[ involving an 
expenditure of Rs. 12 crores for strengthening ~edical colleges, regional 
institutes and the national centres. Besides, the capital cost for the regional 
institutes was estimated to be near about Rs. 25 crores. 

7,26. As already stated that elsewhere in the report, the Committee feel 
that a period of 20 years is too long for tackling the problem of prevention 
hnd control of blindness. They would like the Government to review the 
proposed long term perspective plan so as to reduce the period of the plan. 
The Committee would also like the Government to draw the detailed 
schemes for each of the three sectors of the plan and take necessary steps 
to ensure that the progress of each sector is well co-ordinated with the 
other sectors and optimum results are achieved most economically and 
speedily within the time frame of the' plan. 

(iii) Dr. Rajendra Prasad Centre for Ophthalmic Sciences, New Delhi 

Status and Administrative Powers 

7.27. Giving the status, administrative powers and the role of 
Dr. Rajendra Prasad Centre for Ophthalmic Sciences, New Delhi, the 
Ministry of Health in a written note have stated that the question of setting 
up of a National Institute of Ophthalmology was initiated by the profes
sional bodies like All India Ophthalmic Society, Expert Group of Ophthal
mology under the Indian Council of Medical Research and the National 
Society for the Prevention of Blindness in India and take up by the Gov
ernment of India for consideration as early as 1963. An informal Com
mittee was constituted at the suggestion of the Directo~ General of Health 
Services. The Committee decided that this Institute should be named as 
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Dr. Rajendra Prasad National Institute of Ophthalmology and should be 
autonomous body. The matter was considered by the Government of India 
and it was decided that the proposed Centre should be located in the campus 
or in close proximity of All India Institute of Medical Sciences. The 
following administrative and financial proposals emerged:-

(1) That the name for the proposed institutes will be Dr. Rajendra 
Prasad Centre for Ophthalmic Sciences which will be a con
stituent unit of All--Tndia Institute of Medical Sciences and 
that the department of Ophthalmology of AIIMS will merge 
with this Centre. 

(2) That the CenUe will be governed by the rules,. regulations 
and act of the AIIMS as a constituent Unit. 

(3) That a Standing Committee of the Institute body consisting 
of seven members will be created to look after the affairs of 
this Centre. 

( 4) An Officer Incharge, called the Coordinator will be appointed 
for the purpose. The Director, AIIMS will be the Chief 
Executive Officer. 

(5) That the Coordinator of the Centre will be invited to attend 
all the meetings of the Standing Committee for this Centre. 
He will also be invited to attend all the meetings of the 

. Selection, Building, Finance Committee, Governing Body and 
Institute Body when matters of this Centre are discussed. 

(6) That the budget of this Centre will be formed on the 
recommendation of the Standing Committee for this ~ntre 
as a separate item in the overall budget of the AIIMS. An 
account in respect of this Centre will be maintained by the 
Institute. 

(7) That in the matter of day-to-day administration the co
ordinator of the Centre will exercise power of the Director, 
AIIMS that can be delegated to him under the rules of AIIMS. 

(8) That the powers of all disciplinary actions under Director, 
CCS (CCA) Rules will be exercised by the Director, AIIMS 
and other competent authorities under the rules and regula

tions of the Institute. 

(9) That the basic sciences staff of the Centre for Ophthalmic 
Sciences and staff of other Branches of the Centre like Pre
ventive Ophthalmology, rehabilitation etc. will be under the 
control of the Coordinator of the Centre under the ovetall 
jurisdiction of the Director, AIIMS. 
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(10) Tbattbe othel" departments of the AIIMS will give as far as 
feasible facilities existing in those departments to the staff of 
the Centre for Ophthalmic Sciences for the performance of 
their work. If due to work load in these departments it is not 
possible to accommodate these workers, the Centre will be 
permitted to purchase such equipment, funds permitting. 

(11) That the Centre will have 200 beds to begin with to be ex
'panded to 300 by the end of the Fourth Plan besides private 
wards for its effective functioning. One of the professors of 
the Centre for Ophthaln1ic Sciences will be its Medical 
Superintendemt. 

(12) That the Centre for Ophthalmic Sciences will have advisory 
body appointed by the Director which will be constituted as 
under: 

(a) Director, AIIMS (Chairman). 

(b) Co-ordinator of the Centre. 

(c) One of the three Professors who are proposed to be 
appointed in the Centre by rotation (Secretary). 

(d) Dean, AIIMS. 

(e) One Professor or Associate Professor of the AIIMS in 
basic sciences by rotation interse. 

(f) One of the Professors or Associate Professor.s of the 
Pathological Sciences in AIIMS by roation interse'. 

(g) One representative of Pathologkal Sciences from the Staff 
of the Centre for Ophthalmic Sciences by rotation interse. 

(h) One Professor from clinical disciplines of the AIIMS, i.e., 
either Professor Medicine or Professor of Surgery by rotation. 

The Advisory Committee will be constituted every year. 

(13) The Co-ordinator of the Centre will be a permanent member 
of the staff-counciI of the AIIMS. 

_ Background to the issue of orders of President. AIIMS 

7.28. Giving the background of the orders of the President, AJIMS, 
dated 10 January, 1975 which was issued to facilitate it, working, the 
Ministry of Health in a written note have stated that the Chief Organiser 
and Professor Opbthalmolo~j of Dr. R. P. Centre had been representing 
that the Centre should have autonomy in administrative, financial and other 
matters. The Institute and its various committees had from time to time, 



'Considered various aspects of decentralisation of powers to facilitate day
to-day working of the various departments. It was fdt that all these 
matters should be reviewed afresh in a comprehensive manner preferably 
by a Sub-Committee of the Institute So as to lay down guidelines for the 
smooth functioning of the Departments including the Hospital and Centres 
like Dr. R. P. Centre consistent with the Rules and RegLilalions of the 
Institute with a view to make rapid progress and achieve objectives of the 
Institute. It was, however, emphasised that the Centre will continue to 
remain as integral part of the Institute, just like other Departments and 
specialised units, for the Institute and to progress as an organic whole and 
promote an inter-disciplinary course to the study of the problem. While in 
certain matters, the Centre may have to be given enough powers to dis
charge day-to-day functions in keeping with general policies of the Insti
tute and in achieving excellence in creating academic and scientitic endeav
our, at the same time, it should not be burdened with administrative and 
financial routine. It has also to be considered that in an Institution of this 
type, certain uniformity had to be observed for the implementation of the 
policies and therefore, there is to be a certain degree of centralised control 
in some of the administrative and financial matters. At its meeting held on 
the 29th May, 1974 , the Institute Body constituted a Group under the 
Chairmanship of Shri Kartar Singh to examine in depth the whole question 
of working relationship with the main Institute and Dr. R. P. Centre and 
suggest a suitable pattern. The status of Dr. R. P. Centre wa~ clarified and 
the legal opinion obtained from the Ministry of Law. According to the 
opinion given by the Ministry of Law, the All India Institute of Medical 
Sciences as a corpo~ate body is a single entity and the AIlMS as the Insti
tute is eugaged in teaching research and medical care. Dr. R. P. Centre is 
thus an integral part of the AIIMS. However, in view of the special 
status given to it Dr. R. P. Centre for Ophthalmic Sciencl! should be given 
reasonable autonomy within the overall provisions of the A IIMS Act, 1956, 
and rules and regulations thereunder so that it may function in an effective 
manner to achieve the objectives with which it has been set up. The Com
mittee recommended that Dr. R. P. Centre is a constituent unit of the 
corporate body of the AIIMS. It is a special unit of the corporate 
body for the overall development of high grade ophthalmic 
sciences at the National level which was the basic objectiv'! of the original 
proposal of National Institute of Ophthalmology. The Centre shall be 
governed by the Standing Committee of the Institute. For day to day 
working in respect of matters concerning general administration, stores, 
accounts, etc. the Centre will 'have staff of its own. 

7.29. The report of the study group was considered by the Institute. 
After considerable discussions, the Institute decided to authorise the Presi
dent of the Institute to finalise the working arrangements based on the 
recommendations of the study group and the comments thereon. In 
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accordance with the aforesaid decision of the Institute, the President of the 
Institute issued an order- dated the 10 January, 1975 (vide Appendix
XI) indicating the arrangements for thc functioning of Dr. R. P. Centre 
vis-a-vis AIIMS which stipulated as follows:-

"Whereas the Dr. Rajendra Prasad Centre for Ophthalmic Sciences 
has acquired an identity of its own, and with a view to facilitate 
and improve its working, it is necessary to ensure effective 
autonomy to the Centre within the overall provisions of the All 
India Institute of Medical Sciences Act, 1956 and rules and 
regulations framed thereunder; 

Now, therefore, the following arrangements are ordered for the 
functioning of the Rajendra Prasad Centre for Ophthalmic 
Sciences vis-a-vis the All India Institute of Medical Sciences:-

(1) The budget of the Institute shall be in two parts namely, 
(i) the budget of the main Institute and (ii) the budget of 

the Centre. The budget of the Centre shall be prepared and 
operated upon by the Head of the Centre. 

(2) The development plans of the Institute shall be prepared 
into two parts namely (i) the development plan of the 
main Institute and (ii) the development plan of the Centre 
and the allocation shall be so made that they shan not ad
versely affect each other. 

(3) The agenda items relating to the Centre shall be prepared 
by the Head of the Centre and sent to the Member-Secre
tary for inclusion in the agenda. The copies of the agenda 
papers and proceedings of the Standing Committee shalf 
also be supplied to the Head of the Centre who shall be 
specially invited to attend meetings of the Standing Com
mittees and Governing Bodies in respect of the items con
cerning the Centre. The draft minutes in respect of the 
items concerning the centre shall be prepared by the Head 
of the Centre and sent to the Chairman of the Stand
ing Committee concerned for approval through the Mem
ber-Secretary . 

( 4) The Centre shall continue to use to the maximum extent 
the common hospital facilities like the laundry, the animal 
house, the kitchen, the sterilisation room, blood-bank, cli
nical pathology, library etc. For the use of such facilities~ 
no debits shall be raj~d against the Centre. Where such 

3175 LS-12 
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facilities are required to be augmented for the Centre Or 
the Institute, the expenditure shall be shared by the two 
in proportion to the utilisation made by each. 

(5) For the day-to-day working of the Centre in matters relat
ing to administration, stores, accounts etc" the Centre may 
have separate staff of its own. 

{ 6) The Director of the Institute shall delegate to the Head of 
the Centre all financial and administrative powers which vest 
in the Director and are shown in the schedules of the Re
gulations of the Institute and those delegated by the Insti
tute and Institute Bodies to the Director from time to time 
so far as the Centre is concerned (as in Appendix attach
ed). 

(7) The Head of the Centre may address communications to 
the Ministries of the Government of India and International 
Organisations and send copies thereof for the information 
of the Director. In matters of policy, however, the Head of 
the Centre shall do so with the prior approval of the Direc
tor. 

(8) The Deputy Director and the Accounts Officer attached to 
the Director's office shall be available to the Head of the 
Centre for advice in matters concerning administration and 
accounts. 

Aims and Objectives 

7.30. The aims and objectives of the Centre are: 

(1) To develop patterns of teaching and training in postgraduate 
ophthalmic education and in all its branches. 

(2) To stipulate research in Ophthalmology as visual research; 
clinical research, experimental research, research in instrumen
t;ation, epidemological research and research in developing 
patterns of services of Ophthalmology at all levels including 
the community level to its highest level of efficiency. 

(3) To create facilities for the training of ophthalmologists and 
ancillary ophthalmic personnel like ophthalmic assistants. 

(4) To create facilities of training of health per'Sonnel in commu
nity ophthalmology and rehabilitation of the blind. 
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(5) To evolve patterns of rehabilitation of the blind at the national 
level and in the socio-economic and cultural milliu of the 
country. 

( 6) To evolve new instruments in the field of ophthalmology. 

(7) To provide facilities for refresher course in Ophthalmology to 
teachers and specialists in Ophthalmology and allied sciences. 

( 8) To undertake technical long term planning. 

(9) To undertake evaluation of programmes and services. 

(10) To plan and programme epidemological investigations. 

( 11 ) To develop training patterns in community ophthalmology for 
undergraduates and post-graduates and continuing medical 
education and allied personnel. 

7.31. When asked as to how far the Centre had been able to realise 
its aims and objectives, the representative of the Dr. Rajendra Prasad 
centre who a'pPeared before the Committee gave his views thus:-

"Unfortunately in the last nine years of its existence the Centre 
has made very slow progress primarily because it is tagged 
to a much bigger organisation like the All India Institute of 
Medical Sciences which is worked on a unitary concept and 
where its requirements become of minor importance and are 
not given the attention required for an apex organisation. The 
Centre suffers in allocation of fund, in its attempts to improve 
courses of study-an eminent example is the difficulties the 
Centre had in getting its B.Sc. (Hons.) course approved. It 
had difficulty and still has in (i) increasing the number of 
residents for training, (ii) increasing the beds, (iii) improv
ing hospital facilities, (iv) administration of hostels, (v) hold
ing refresher courses, etc. In the present set up I do not 
think that the Centre can achieve its objectives in the forsea
able future. 

The whQle project was conceived to be completed in 7 years, while 
it has taken nine years already and has not even achieved t /2 
of its conceived developments of status. Sections of Com
munity Ophthalmology rehabilitation and development of ins
truments have not even been started nor it seems likelv that 
this will happen in the neaT future. . Development of re~earch 
support laboratories are far below the level of what they 
were conceived and hospital beds have reached only 120 ins
tead of 325-350. 
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If the nation is really serious about developing eye caret services
this apex organisation should have much greater freedom in. 
its work and programmes. It must 00 developed as an auto
nomous statutory organisation. 

7.32. It has been represented to the Committee that: 

"In order to play an effective role the Dr. Rajendra Prasad Centre 
for Ophthalmic Sciences, New Delhi should be freed from 
obstructional role of All India Institute of Medical Sciences. 
It should also not be bogged down by the delays involved 
in Government procedures. If this Centre has to play a role 
of a leader in the National Plan of Action it should have 
complete autonomy with statutory power and fun:ctions
Most important of which are to undertake technical long term 
planning, evaluation of programmes and services, plan and 
programme for epidemological investigations and to make mid
course corrections. These functions cannot be performed un
less assigned to it statutorily." 

7.33. The Committee enquired the views of Government for strength
ening the Centre and making it autonomous with statutory powers and 
functions under an act of Parliament. The Ministry of Health in a written 
note furnished to the Committee explained the position thus: 

"The, Government of India feels that Dr. Rajendra Prasad Centre 
for Ophthalmic Sciences should function as a constituent unit 
of the All India Institute of Medical Sci.ences and that such 1 a 
situation helps in cross fertilization of ideas in the \ medic'at 
disciplines. Certain difficuIti.es have been brought to the notice' 
of the Ministry of Health in the functioning of the Centre. The 
Ministry is examining how to overcome these difficulties. Ins
t1tute has already agreed to give a fair degree ~ of autonomy to 
Dr. Rajendra Prasad Centre for Ophthalmic Sciences. Eye 
Centre has budget of its own; its development plan and its own 
administration, stores and accounts. If there are a few minor 
points that remain to be solved, it is hoped that they will be 
solved in the near future. The Government does not propose 
to make it an autonomous unit with statutory powers and func
twns under an Act of Parliament separate from the All India 
Institute of Medical Sciences. • 

The Government propose to complete the development of the Cen
tre by the end of the VIth Plan but this does not mean that the
Centre will not perform the task assigned to it under the 
National Plan for Prevention of Visual Impairment and Con-
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trol of Blindness till then. As a matter of fact, the Centre 
will be an apex organisation which 'will provide the technical 
leadership right from the initiation of the Plan." 

7.34. During the evidence the' Secretary, Ministry of Health gave his 
views thus On the question of strengthening the Centre and making it auto
nomous with statutory powers and functions under an Act of Parliament: 

"Permit me to be frank with you. The Rajendra Prasad Centre has 
a limited role to play. It is not our' intention that the imple
mentation of the entire programme should be done by them. 
The role of, that Centre is advisory and they will be entrusted 
with advice, evaluation, training facilities and such other things 
and of course in the matter of education also' they have to play 
an important part. So far as evaluation is concerned, apart 
from this Centre, . there are also bodies like the Indi.an Council 
of Medical Research and various other organisations which will 
also have to be entrusted with it. The. leadership of, the Indian 
Council of Medical Research in the field of research even i.n 
the' problem of blindness will have to be maintained because 
this is the apex organisation so far as research in the field of 
medicine and health is concerned." 

7.35. To a point rai.sed by the Committee that the Centre should be 
entrusted with the implementation of the National Programme of Action, 
the Secretary, Ministry of Health amplified the position a's under: 

"Every day planning cannot be left to an organisation. It has to 
be done in the Mini.stry and that is why we have created a' cell 
and we have an adviSer. For the time· being, Dr. Agarwal 
from the Rajendra Prasad Centre is the Adviser of Ophthal
mology in the Ministry. When the work develops. we may 
have a whole time Adviser to implement the plan. The role of 
an organisation like the Rajendra Prasad Centre is three fold. 
They will advise Government in the field of training, set pat
terns, improved the' training and supervise the training ill the 
field. We have a larger number of experts, the Director
General of Health Services and the Advisers are there, we 
inter-act with each other. So. the main policy is decided at 
the Ministry ·level." 

7.36. The Committee pointed out that when the A11 India Institute of 
Medical Sciences had been made autonomous, on the same grounds the Dr. 
Rajendra Prasad Centre should be given such autonomy to tackle the gi,gan
tic' problem of blindness. The Committee also pointed out that the order 
of the President of All India Medical In<;titute dated 10 July, 1975 had also 
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not been implemented. The Secretary, Ministry of· Health explaining the 
position duting evidence stated: 

"[ suppose'it is being implemented. If you have any doubt, we can 
further discuss the matter. 

I am placing before you the view· point of the Government. I am 
of the view that this is being implemented. This i6 what the 
Director of All· India Medical Institute says. Of course, there 
is some difference of opinion between him and the Chief 
Organiser. " 

7.3'7. The witness promised that a meeting of Director, All India Ins
titute of Medical Sciences, the Head of the Dr. Rajendra Prasad Centre for 
OphthCllmic Sciences and Secretary, Ministry of Health would be convened 
to evolve a plan of action to strengthen the~R.P. Centre and necessary mea
sures would be taken to make it autonomous with statutory power· and 
functions. 

7.38. Dur1ng the visit of the Committee to the Dr. Rajendra Prasad 
Centre. for Ophthalmic Sciences on the 8th December, 1976 the Committee 
was informed that ever since the creation of this Centre, the functioning of 
the Centre had been hampered by non-implementation; of the basic funda
mental decisions regarding Dr. Rajendra Prasad Centre for Ophthalmi.c 
Sciences having an; identity of its own as a special constituent unit of the 
ATIMS and to enjoy an effective autonomy in its functioning. Several 
attempts had been made to formalise these arrangements. Each time after 
certain decisions had been taken, they had not been implemented in letter 
and spirit. Last administrative l' arrangements contained in the orders of 
the President of the Institute dated 10 January, 1975 had also not been 
implemented. 

7.39. The Centre had an independent budget but accounts were com
mon. It was stressed that the Centre should be allowed to operate a 
separate bank account so that it could keep a careful watch on the progress 
of expenditure. The Centre should also be allowed to prepare its separate 
annual report so that it could project its activities before the Parliament 
and public in its true perspective. 

7.40. The Ministry of Health in their subsequent written reply furnish
ed to the Committee on 9-6-77 explained the position thus:-

"A meeting was convened by Secretary, Ministry of Health and 
Family Welfare on 2-6-77, as promised before the Estimates 
Committee, to discuss the difficulties in the implementation of 
the order of the President of the Institute dated January 10. 
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1975. In the course of discussions it was felt that the imple
mentation of the order of the~ President was by and large satis
factory and that the difficulties experienced are being resolved 

from time to time. In the meeting it was further decided that 
in future also the difficulties may be discussed and resolved as 
and when they arise." 

7.41. On the question of giving autonomous status to the Dr. Rajendra 
Prasad Centre for Ophthalmic Sciences, New Delhi, the Ministry of Health 
have stated as follows: 

"The question of giving autonomous status to Dr. R. P. Centre 
for effective implementation of the national programme for 
Prevention of Visual Impairments and Control of Blindness 
will be taken up for consideration by the Review Committee 
proposed to be "Set up in terms of the recommendations of 
the hundred and second (102) re'port of the Estimates Com
mittee (1975-76) on AHMS." 

7 .42. When asked as to what were the 'precise difficulties for the Gov
erllfllent in appointing an independent body of experts to give appropriate 
SUlillS and powers to the 'centre so that it could effectively implement the 
National Plan on blindness, the Ministry of Health in their note (Nov
e_ber 1977) informed the Sub-Committee of the Estimates Committee 
(1977-78) on Prevention and Control of Blindness, as follows:-

''Since Dr. Rajendra Prasad Centre for Ophthalmic Science is a 
Constituent Unit of the Institute and a Review Committee for 
the Institute is being appointed which will also be asked to 
look into the working of Dr. R P. Centre, the Government 
does not think it desirable to appoint two review committees 
in the same organisation. If necessary a working group of 
ophthalmologists will be appointed to go Over the functioning 
andl status the centre should be given and its view placed 
before the review committee." 

7.43. On the 6th October. 1977, the Sub-Committee of the Estimates 
Committee (1977-78) on Prevention and Control of Blindness further 
took the evidence of the Chief Organiser Dr. Rajendra Prasad Centre for 
Ophthalmic Sciences, New Delhi. In a note furnished to the Committee 
on October, 1977, the Chief Organiser has brought out the following 
pt);nts:-

''The discussion took place with regard to the status and position 
of the Dr. R P. Centre for Ophthalmic Sciences, particularly, 
on the following points:-

(i) whether the centre should remain 28 a constituent unit as 
at present; 
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(ii) whether it should become an autonomous college? If so, 
how; 

(iii) should its name be changed to Dr. R. P. National Institute 
of Ophthalmology'! 

Explaining briefly the status, administrative status, and administra
tive powers of Dr. R. P. Centre for Ophthalmic Sciences, 
1 had 'Pleaded that ever since the creation of the Centre, it 
had been hampered by non-implementation of the basic funda
mental decisions regarding the R. P. Centre baving an identity 
of its own as a special constituent unit of AIIMS and enjoy
ing an effective autonomy in its functioning. The word 
'constituent unit' was gro'Ssly mis-interpreted and the Centce 
had many difficulties in its functioning particularly with regard 
to service matters of Oass I and Class II officer'S and process
ing of papers for and recording o~ proceedings of various
committees including Governing Body and the In'stitute BOdy. 
A solution of this impasse lay in the fact that the Centre 
should become a constituent college under Section 14(F) (i) 
read with Section III (2) of AIIMS Act and the Head of the 
Centre could be assigned functions and 'powers to the same 
level as Dire(.ior AIIMS have for matters concerning the 
Centrc under section 1 1 ( 4) of the Act. In this connection 
minor amendments to the Act and some changes in rules 
would be nece'ssary so that the Head of the Centre becomes 
a Member of the Institute, ex-officio under Section 4 and 
could be the member Secretary of the Standing Committee 
and in matters relating to the Centre. He could also be the 
Member of all Standing Committees, ex~fficio. I would urge 
that the Centre should not be completely separated from the 
Institute as it was neither feasible nor de'sirable due to its 
location in the campus of AIlMS. I would also suggest that 
the R. P. Centre for Ophthalmic Sciences should be re-named 
a'S Dr. R. P. National Institute of Ophthalmology to reflect 
its real status as an apex organisation and project its clear 
image nationally and internationally particularly when the 6 
Regional Institutes were being created." 

7.44. Giving his views about the status and position of the R. P. 
Centre and conferring it a constituent status within the ambit of the 
AIlMS Act, the Secretary. Ministry of Health, who appeared before the 
Sub-Committee of the Estimates Committee (1977-78) on Prevention and 
Control of Blindness, on the 7th October, 1977, during evidence 'Stated:-

"The question of the relationship of the Centre with the AITMS 
which forms an inte~ral part has been occasionin~ considera-
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ble thought for some time and because of certain difference~ 
of opinion, the then President of the AIIMS, Dr. Karan Singh 
went into this question very carefully and in January 1975, 
passed a set of orders defining the functioning of the Centre, 
vis-a--vis the Institute. Certain difficulties were experienced 
and then this hon. Committee desired that I should hold a 
meeting with the Director of AIIMS and the Chief Organizer 
of the Centre. We had that meeting. There were certaill 
differences of opinion, but we feIt that even so, it would be 
possible to work this arrangement, but certain other issue. 
like separation of banking accounts etc., were decided upon. 
Certain differences of o'p'inion do continue and I would be 
the last person to say that everything is smooth sailing. But 
it is felt that within the existing framework, it should be 
possible to resolve the'se as and when they arise.' This came 
up before the meeting of the governing body on the 29th 
August and there was a lot of discussion as to whether the 
Centre should be altogether separated from the Institute, or 
if it is not separated, what should be the future relationship. 
The governing body authorised me that within 45 days, I 
should submit a serie's of recommendations to them as to 
whether the Centre should be separated or should continue 
as a part of the AIIMS. I am working on it and I would 
submit my recommendations within the next week or ten days 
and then the governing body will go into the whole matter. 
But the consensus of opinion seems to be that it would be 
a great pity if the Centre had to be se'parated from the 
AIIMS." 

The witnesses further added:-

"The principle is that there should be sufficient autonomy in its 
working so that it can wark unhampered by the intereference 
of the main Institute. The problem is that the Institute say's 
that sufficient autonomy has been given and the Chief Orga
ni~r feels that is not there. Dr. Karan Singh's suggestions 
were, I think, the best that could have been devised in those 
circumstances. hut in the working thereof. difficulties came 
up beca: se of the mutual lack of confidence." 

7.45. On the question of makinQ the R. P. Centre as a constituent 
college of AJIMS, the Secretary. Ministry of Health stated:-

"Since 1 have to submit my recommendations to the governing 
body. I will look into your valuable suggestion and whether 
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it would be possible to introduce this within the ambit of the • 
AIIMS Act ...... In the recommendations that I have to 
make, I have to say whether any amendment of the Act is 
required to give effect to my recommendations. The govern
ing body would consider those and take a deci"sion. So all 
these aspects I am examining and the very valuable sugges
tion Chairman has made in regard to the relationship between 
the University and the constituent colleges, we can see whe
ther it can be brought within the ambit of the Act... . .. I 
will put it before the governlng body. If they decide to addpt 
it, then the Act wiJI have to be amended. So far as the 
thinking of the AIlMS goes, it is that it is a body whose 
integrated nature should be kept up and it will be a pity if 
it is broken up." 

7 .46. The Secretary, Ministry of Health, promised to furni'sh a note 
to the Committee after the Governing Body had met and taken a decision 
on the status and powers of the R. P. Centre. The note is still awaited. 
On the question of nomenclature of the R. P. Centre, the Secretary, 
Ministry of Health, gave his views thus:-

"As I said, this question of nomenclature can be decided as soon 
as the relationship of the Centre with the Institute is decided 
upon. Then the question of nomenclature will also be auto
matically decided upon. As I have already submitted, I will 
bring the views expressed to the notice of the Governing 
Body. Once the relationshl'p of the Centre with the All India 
Institute of Medical Sciences is determined, this question of 
nomenclature will also be settled." 

7.47. The Committee enquired as to what were the precise points 
of differences subsisting between the Dr. R. P. Centre and the AIIMS. 
The Ministry of Health, however, in their written replies furnished on the 
11th November, 1977, have ke:>t silent over this point. As regards 
the measures which the Government had in view in putting an end to the 
unhappy state of affairs, the M'nis+ry of Health, in their subsequent note 
(November 1977) informed the Sub-Committee of the Estimates 
Committee (1977-78) as foIlows:-

"President's order by and large is being satisfactorily implement
ed. A separate bank account of the Centre's fund had been 
formed and suitable provisions for the administration of 
hostels by the centre have also been made. Any differences 
or problems that may arise from time to time will be set
tled by mutual cOD<;ultation." 



179 

7.48. In reply to the point raised by the Sub-Committee as to what 
wculd be the implications if the R.P. Centre was totally separate from the 
AlIMS, the Ministry of Health have further stated on 11th November, 
1977, as follows:-

"In the meeting of the Governing Body of the Institute held on 
29th August, 1977, the question of separation of the two 
organisations was discussed and Secretary, Ministry of Health 
and Family Welfare had been entrusted with the examina
tion of the issue. This is being done but no decisions have 
been arrived yet. Earlier a sub-committee of the Institute 
examined the question which found that a sum of Rs. 250 
lakhs would be required for this total separation. I did not 
consider this as desirable." 

7.49. As regard the naming the R. P. Centre as Rajendra Prasad 
National Institute of Ophthalmology the Ministry of Health have informed 
the Sub-Committee of the Estimates (1977-78) thus:-

"In view of its location in the campus of AIIMS and in view of 
its being a constituent unit of AIIMS which is governed by 
the All India Institute of Medical Sciences Act 1956, the 
Government does not contemplate to change its name and 
call it Dr. Rajendra Prasad National Institute of Ophthalmo

logy. If it is separated, such a change will be considered." 

7.50. The Committee note that Dr. Rajendra Prasad Centre for Ophthal
de Sciencc·s was set up in 1969 for developing exceUence in the field of 
Ophthalmic Sciences and providing the highest grade of op'hthalmic services 
al the national level. The Committee further note that the Committee 
llppointed by the Institute to go into the administrative and financial arrange
[,lents of the R. P. Ccntre vis-a-vis AnMS recommended that the Centre 
should enjoy an effective autonomy in its functioning and should be a 
c'Jnstituent unit of AIIMS. 

7.51. The President of the All India Institute of Medical Sciences 
(Dr. Karan Singh) in his order dated the 10t!b January, 1975 further forma
n~ed the status and administrative powers of the R. P. Centre and the 
A HMS to facilitate and improve the working of the Centre with a view to 
ensnring efi'ective autonomy to the Centre within the 8veraU provisions of 
(PIe .\11 India lnstitllte of Medical Sciences Act, 1956. Tile order inter-alia 
5;tipulated:-

li) "The budget of the Institute shall be in parts namely (i) the 
budget of the main Instifute and (ii) the budget of the Centre. 
The budget of the Centre shan be prepared and operated upon 

by the Head of die Centre. 
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(0) The developlDent plans of the Institute shall be prepared into 
two parts namely (i) the development plan or the main Institute 
and (ii) the development plan of tbe Centre and the allocations 
shall be so made that they shall not adYersely affect each olber. 

(iii) The Centre shall continue to use to. the maximum extent tbe 
common hospital facilities like the laundry, the animal house, 
the kitchen, the sterilisation room, blood b:ml<, cl;nical patho
logy, library, etc. For the use of such facilitie'\ etc. no dehits 
shall be raised against the Centre. Where such fadlities art: 
required to be augmented forth(' Centre or the Institute. the 
expenditure shall be shared by the two in proportioll to the 
utilisation made by each. 

(iv) The Director of the Institute shall dcle~ate to the Hl.'ad of the 
Centre all financial and administrative powers which \'I.'st ill 

the Director. . . . . . 

(v) For day to day working of the Centre in ma~~crs 

administration, stores, accounts cle., the Centro.: 
separate staff of its own." 

re,latin!! t~ 

r!~3~' ha'~ 

7.52. The Committee regret to note that in spite of the ,'arioll" measlll'c;; 
taken to formalise the status and administrative powers or th:: Raj~ndr~ 

Prasad Centre vis-a-vis AIIMS in such clear and unambiguous term~, 

considerable difficuitie,s were stated to have been experienced in the day 
to day functioning of the R. P. Centre and the actual impll.'ml.'nbtion of 
the orders of the President of the Institute. The Committee were informed 
during the evidence that though the Centre had been in c~i'itel1l:c for oyer 
nine ~'ears, it had made very slow progress primarily hcc:~usl~ if wa.; t3f!~cd 
to a much bigger organisation like the AIIMS which worked on a unitary 
~oncept and the requirements of the Centre were not ~ivcn the do:,e and 
prompt attention needed for an apex organisation. The Centre sulferl.'d in 
the matter of training, funds and had difficulties in the maHI~r of training' 
increasing tbe beds, improving tbe hospital facitities admin:strutioll f)f hos
tels and holding refresher courses, the result bein~ that aCl'l)rdin:? to the 
i!vidence tendered by the representative of the R. P. Cenfre in the pre,cnt 
set up there was hardly any possibility of the Centre achievjn~ its objective::> 
in the forceable future. During the visit of the Committee to Dr. Rajcmlr.l 
Prasad Centre, the Committee were further informed tbat tl1f~ function:a . .: 
Gf the Centre had been hampered by non-implementafion of th'.' bask ded
~ion regarding the Centre having an identity of its own as a special C(};1sli· 
tllent Unit of AIIMS and the denial of effective autonomv in it<, fllrJ':tioaing 

7.53. The Committee further note that durin~ a me~1i"!! COf!"cne<t 01' 
2 June, 1977 by the Hoolfh Secretary in pursllanee of the al'~uranl'e f,!h'en 
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by the representatives of the Ministry of HeaUh before the EstImates dur
ing the evidence, to discuss the implementation of the order of fhe President 
of the Institute dated 10 January, ·1975, it was felt that the implementation 
of the order of the President was by and large s&thfactory and thaa the 
difficulties experienced were being rcsolved from time to time and that in 
iuture also the difficulties might be discussed and resolvGd as and when 
they would arise. So far as the question of giving autonGIDOUS status to 
Or. R. p. Centre, the Committee are informed that tlUs aspect will be 
takcn up for consideration by the Review Committee proposed to be set 
up in terms of recommendations of the Estimates Committee contained i. 
its 102nd Report (1975-76) on AUMS. 

7.54. During evidence before the Sub-Committee of the Estimates 
Committee (1977-78) in October, 1977 the Chief Organiser of the R. P. 
Centre stated that a solution out of this impasse lay in the fact that the Centre 
!ihould become a Constituent College. under Section 14(F)(i) read with 
Section 111(2, of AIIMS Act and the Head of the Centre could be assigned 
functions and powers to the same Ie.vel as Director AIIMS have for matters 
concerning the Centre under Section 11(4) of the Act. In this connection, 
the Chief Organiser of the Centre suggested some amendments to the Act 
and changes in the roles. The Chief Organiser of Dr. Rajendra Prasad 
Centre for Ophthalmic Sciences further stated that he was of the view that 
the Centre should be renamed as Dr. Rajendra Prasad National Institute 
of Ophthalanology in order to reflect its real status as the apex organisation 
(0 project its clear image nationally and internationally particularly whe .. 
the 6 Re~ .. ional Institutes were being created. The Secretary of Ministry 
of Health informed the Sub-Committee (1977-78) during evidence that tbe
"consensus of opinion seems to be that it would be a great pity if the 
Ce.ntre bad to be separated from the AIIMS." In a written reply subse
quently the Ministry also stated that "earlier a sub-Committee of the Insti
tute examined the question which found that a sum of Rs. 250 lakhs 
would be rC(luired for its total separation. It did not consider this as desira
able." He further informed the Sub-Committee that the question whether 
tho Centre should be separated from the Institute and if not, ~''hat should 
be its futllre relationship with the Institute had come up before the Govern
ing Body of the Institute at its meeting held on 29 August, 1977 and bo 
had been asked to examine all the aspects of the matter and to submit his 
recommendations to the Governing Body on the stahls and powers of the 
Centre. He stated that during this examination he woultl also look into 
the suggestion to give the status of a Constituent College to the Centre, 
as proposed above and whether it could be brought within the amhit of 
AIIMS Act. As regards the nomenclature of the Centre the Ministry ia 
a note stated that once tlbe relationship of :the Centre with the" AIIMS is 
determined, the qllestion of nomenclature wiD also be settled." 
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7.55. The Committee are not happy over the persistent lack of harmo., 
ia the working relationship between Dr. Rajendra Prasad Centre of Oph. -
thalmology and AnMS. They are afraid that the existing state of relation
lihip between the two, if not improved immediately, might aff()ct the imple
mentation of the National Plan of Action adversely. They feel that it is 
Hsolutely nocessary in the interest of effective implementation of the Pia. 
that the question of giving suitable status and powers to Dr. Rajendra 
Prasad Centre vis-a-vis AIIMS is settled without any further loss of time. 

The Committee feel tIIat in order to enable Dr. Rajendra Prasad Centre 
to function as an apex organisation for the execution of the National Plan. 
in all the States and also for bringing about thl! desired coordination in the 
working of the, regional institutes set up as part of the National Plan, it 
is necessary to give the Centre a nomenclature befitting its national statlis 
and responsibilities. They would like the Government to consider namiag 
it as Dr. Rajendra Prasad National Centre of Ophfhalmolog~'. 

7.56. The Committee note that Dr. Rajendra Prasad Centre has come 
to acquire two distinct roles to play-(l) as a constituent unit of AIII\1S 
for the p~se of organising URder-gradaate and post-graduate education 
research etc., and (2) as an apex organisation to execute and coordinat2' 
the Natioaal Plan of Action. The Committee feel that in order to enable 
tile head of the Centre to discharge the responsibilities which tbe Nation:!1 
Plan IJtas placed on him, he should be invested with sufficient operational 
autonomy to plan aDd carry out his activities without an~' hinderance, whicb 
lie may consider necessary for the effl,-:ient execution of the National PI8i!l 
consistent with his duties to ensure, efficient functioning of the Centre as 
a constituent unit of the Institute for the purpose of education, research etc. 

7.57. The Committee would also like to suggest that in order to give 
the Centre a sense of participation in the deci'iions taken by "he Governilli!: 
Body of AIIMS, the head of Dr. Rajendra Prasad Centre should be invited 
to participate in discussions in the Governing Body and also in the Acade
mic or Finance Comtnittees of the Iostitute whenever any itClm concerning 
the Centre comes np for consideration before them. 

7.58. The Committee would stress that the Governing Body of the 
Institute should address itself to these questions of status and powers of 
Dr. Rajendra Prasad Centre and its head earnestly and find a suitable 
solution to these long standing issues most expeditiously in the larger inte
rest of the Institute and the Centre. 

(iv) Regional Institutes 

7.59. Under the National Plan of Action On Blindness it is proposd. 
to strengthen and equip the following six Institutes for technical and other 
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services to convert them into Regional Institutes: 

(i) Institute of Ophthalmology and Gandhi Eye Hospital, Aligarh 

(a) Director, Institute of Ophthalmology, Aligarh 

(b) Secretary, Gandhi Eye Hospital, Aligarh 

(ii) Nehru Institute of Ophthalmology and Research, Sitapur 

(iii) Institute of Ophthalmology New Civil Hospital, Ahmedabad 

(iv) Sarojini Naidu Institute of Ophthalmology, Hyderabad 

{v) Institute of Ophthalmology Minto Eye Hospital, Ba'lga.lore 

(vi) Institute of Ophthalmology, Eye Infirmary Medical, College, Calcutta 

7.60. As regards the Dr. Rajendra Prasad Centre for Ophthalmic 
Sciences at All India Institute of Medical Sciences, New Delhi, it has been 
stated that it is a National Centre of Exce\lence for ophthalmic services 
combining preventive, promotive and curative ophthalmic services. 

7.61. The Regional Institutes of Ophthalmology form part of central 
tier of ophthalmic services along with the upgraded medical colleges and 
'the National Institute. The main purpose of strengthening the post
graduate Institutes is to provide technical support in the zone of their 
activity. It is, therefore, intended to support one or more existing 
.ophthalmic institutes in the States to bring them up-to-date. Their main 
objectives shall be:-

(1) to evolve and demonstrate the methods of rendering a 
highly competent ophthalmic service to the community through 
an integrated approach of promotives, preventive. curative 
and rehabilitative concept with the full back-ground of socio.
economic environmental and other local factors. 

(2) to provide facilities for refresher course in ophthalmology f(}T 
the practicing ophthalmologists with a view to keep their 
knowledge up-to-date. 

(3) to disseminate widely, in coordination with the National 
Institute, information with regard to recent advances in 
ophthalmology which have an applied bias. 

( 4) to provide opportunities for training of health personnel . in 
the field of community ophthalmology. 

(5) to provide facilities for the training of personnel for the re;
habilitation of the blind. 

( 6) to provide facilities for training of Ophthalmologists and an
cillary ophthalmic personnel like ophthalmic assistance. 
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(7) to provide facilities for the trammg to demonstrate the or
ganisation and research in Eye Bank procedures including 
implantation of grafts. 

(8) to stimulate and provide facilities in research in Ophthalmology 
at a high level of. competence. 

(i) visual research; 

(ii) Clinical research; 

(iii) Experimental Ophthalmic research; 

, Each Regional Institute shall have: 

(a) A hospital with about 250 beds including Private Wards; 

(b) A community Ophthalmology Wing including the mobile units; 

(c) A rehabilitation Wing to act as demonstration centre and 
evaluation of pattern of zone; 

(d) A regional eye bank; and 

(e) A teaching and research centre including 

(i) Basic Science Laboratories 

(ii) Para-clinical laboratories 

(iii) Visual Science laboratories. 

7.62. The Expenditure on beds staff and other recurring expenditure is 
to be met by the respective administrative State Governments. Most of 
these centres have already got the required bed strength. The Central 
Government will assist them with the equipments to complete the defi
ciencies. Before such an assistance is offered, it must be ensured that all 
these institutions shall have only whole-time staff which would be non
practicing. These institutes should have sufficient latitude in functions and 
governed by the respective Governing Bodies created for the purpose. 

7.63. The Regional Institutes would develop several sub-specialities in 
their own Institutes to provide and demonstrate services to medical colleges 
and other institutes working in their zone. The Regional Institutes will be 
supplied with a model post-graduate training programme both at diploma 
and at degree level and they should adopt their carricula, syllabi and 
evaluation in the framework of the objectives provided. They should also 
hold continuing education programmes for all grades of workers from time 
to time for specialists working in their zone. They would also be required 
to depute two eye surgeons for each workshop being conducted by the· 
National Institute to develop specialisation in Ophthalmology. 
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7.64. During evidence giving his views on the proposed strengthenin& 
and equipping of the Resional Institutions, the Adviser in Ophthalmology 
during evidence stated: 

., ...... the number of the Regional Institutes which exist in the 
country today is six; they are at Aligarh, Sitapur, Ahmeda
bad, Bangalore, Hyderabad and Calcutta. These very insti
tutions are proposed tb be upgraded into Regional Institutes. 
After a preliminary experience of seven years, we will be able 
to come to a conclusion whether we need more than six and 
at t1\at time a ,proper decision. will be taken whether further 
strengthening of these Insti~tes is necessary or fresh one 
need to be created. In this plan period we are strengthen
ing them by equipment worth Rs. 10 lakhs each because 
they have the necessary beds and they have the necessary 
manpower." 

7.65. Amplifying the point fur1her, the Secretary, Ministry of Health 
stated thus: 

"The problems of eye care vary from region to region as yon 
have remarked yesterday and even taking into account 
nutrition in relation to blindness, this also varies from place 
10 place. The living habits of the people, their cultural and 
educational standards and the availability of certain facilities 
and the food they take so on and so forth all vary from place 
to place and, therefore, it is but natural that there will be 
some regional institutes to develop and impart training. " 

7.66. To a question whether any guideline for the Regional Institutes 
had been laid down the Opthalmic Adviser in the Ministry of Health 
further stated: 

l "As a matter of fact, we have already drawn up the guidelines as 
to how they will work in field training, in the field of re
search an,d in the field of community health care, zonal 

7 relationship, etc. They will now be sent to them for their 
comment and modification." 

7.67. In reply to a point whether the Regional Institutes had already 
~en form~d or whe~er these were in the process of fonnation, the 
Secretary, Ministry of Health stated: -"1 hey are already there. They are actually being strengthened to 

work as Regional Institutes. For instance, the Sitapur Eye 
Hospital is already there. The Sar6jini Naidu Eye Hospital 

:1!75 LS-13 
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in Hyderabad is doing very good work. These institutes 
are there and we want to make use of them. 

* * * * 
The Eye Infirmary in Calcutta is there. It has already got 200 

beds. All that we need to do is to strengthen it. If we 
start a new institute, it will involve a huge amount of 
money." 

(v) Visit of the Committee to AUgarb Complex 

7.68. On the 31st October, 1976, the Committee visited the Gandhi 
Eye Hospital and the Instifute of Ophthalmology, Aligarh for an on the 
spot study. During the visit the Committee was informed, that while the 
Gandhi! Eye Hospital was run by a trust the Institute of Ophthalmology. 
Aligarh was a unit under the Muslim University, Aligarh. Further while 
the Institute of Ophthalmology, Aligarh was conducting a diploma and 
a degree course for training practising ophthalmologists and specialists. 
thll! Gandhi Eye Hospital was conducting courses for paramedical person
nel in Optometry and Orthopties. These courses were proposed to be 
suitably modified when the National Plan of Action of Blindness was put 
in operation. 

7.69. It was also stated that for the funding of the Aligarh Complex, 
four agencies were involved: 

(i) University of Aligarh; 

(ii) Gandhi Eye Hospital Trust; 

(iii) Uttar Pradesh Government; and 

(iv) Central Government through the UGC and the Ministry of 
Health. 

7.70. It was st!ated that under the National Plan of Action one of the 
Regional Institutes envisaged was the Institute of Ophthalmology, Aligarh, 
with its associated Hospital i.e., part of Gandhi Eye Hospital governed 
by a trust. It was further stated that in the proposals currently under 
discussion it had been suggested that Gandhi Eye Hospital as a whole 
should become the associated Hospital of the Institute of Ophthalmology. 
It was represented to the Committee that now since it was being proposed 
to set up a Regional Institute of Ophth~mology at Aligarh, the following 
points might be kept in view: 

"(i) when the Regional Institution is established, the trust must 
retain its autonomy...... 
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tIi) the wishes and ideals of the Founder the late Dr. Mohan Lal 

be kept in view. 

(iii) The staff of the Gandhi Eye Hospital particularly senior 
medical staff. given adequate status in the Regional Institute. 
The Regional Institute should be headl!d by the Chief Medical 
Officer of the Hospital and the Director of the Institute in ro
tation for a year or couple of years to ensure complete colla
boration with utmost co-operation. This will be consistent with 
tbe scbemes and plan of University Grants Commission where 
the Professors used to be the head in rotation. The Hospi
tal should be upgraded and the required staff should be 
provided so as to bring it to the level of a teaching hospital. 
It should continue to render eye relief work in rural areas as 
here-to-fore. The Hospital will provide 250 beds for being 
utilised by the Institute for the purposes of teaching and 
research. This will ensure full technical collaboration of 
both the hospital and the Institute." 

7.71. During discussion'> with the representatives of the Gandhi Eye 
Hospital, Aligarh, the Tnstitute of Ophthalmology and the Adviser in 
Ophthalmology in the Central Ministry of Health the following points 
emerged: 

(i) It was stressed upon that Aligarh Complex could be develop
ed as the only good centre of Ophthalmology and that it 
should become a Centre of Excellence in the matter of Eye 
care. The Gandhi Eye Hospital and the Institute of 
Ophthalmology should play its rightful role and achieve 
commanding heights in this field. 

(ii) Under the National Plan the Institute of Ophthalmology, 
Aligarh, with Gandhi Eye Hospital as at present governed 
by the trust could become the regional Institute of, Ophthal
mology. 

(iii) To achieve all this, possibilities should be explored and ad
ministrative and financial arrangement be struct between 

.;: Central Governmentr U.P. Government, the Gandhi Eye 
Hospital Trust and the Aligarh Muslim University. 

.... ' 

(iv) It was the Committee's view that every possible endeavour 
should be made between the representatives of the Health 
Minisilry, the Institute of Ophthalmology and the representa
tives of Gandhi Eye Hospital to evolve a 'common approach 
whereby' the identity of the Institute and the Hospital is kept 
and also the Aligarh Complex becomes a Centre of Excel
lence in the matter of Ey~ care. 
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7.72. The Sub~ommittee of the Estimates Committee (1977-78) 
enquired what administrative machinery had been proposed for the Re.
gional Institute and wbat was the coordination proposed? Explaining 
the position the Ministry of Health in their note (Navember 1977) 
litated:-

"A Board of Management has been suggested. The cemposition 
of the Board of Management for the Institutes governed by 
various State Goveminents consists of three representatives 
of the State Governments, two representatives of the Uni
versity, two representatives of th,e Institute i.e., the Director 
and the Medical Suprintendent, and two representatives of 
the Central Government i.e., the Secretary, Health or his 
nominee and the Ophthalmic Adviser. 

For Aligarh Eye Hospital, three representatives of the Trust have 
been suggested i.e., the President of the Trust, the Secretary 
of the Trust and the Chief Medical Officer who should also 
act as Medical Superintendent for the Hospital. The plan 
envisages' no change in the identity, status or philan
thropic activities of the Trust which are being conducted, but 
it stresses on the improvement in the quality, as its quantitative 
work is likely to get limited because of the projected zonal eye 
camps i.e. 6 camps in each district, to be conducted by the 
Mobile Units sponsored by the Government for this Division, 
under the National Plan. 

For Sitapur Eye Hospital, only one representative of the Trust has 
been suggested as two representatives of the Institute are 
essentially the representatives of the Sitapur Eye Hospital 
Trust." 

7.73. As regards the point as to how far the question of converting 
these Institutes into the Regional Institutes had pr9gressed, it has been 
further explained by the Ministry of Health as follows:-

"The four State Governments who are governing the Institute of 
Ahmedabad, Calcutta, Hyderabad and BangalOl;e have given 
their concurrence to the establishment of these Regional In
stitutes and for the creation of the Board of Management, 
Sitapur Eye Hospital Trust in a meeting with the represen-
tatives of the Ministry of Health. Government of U.P .. on 
30th September, 1977, have agreed to pass necessary resolu
tion for the constitution of the Board of Management as well 
as to convert this hospital and its Institute into the Regional 
Institute of Ophthalmology. 
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As far as Aligarh is concerned, Shri Surendet Kumar, Secretary 
of the Gandhi Eye Hospital Trust, in a personal discussion 
1IaS, assured that ;Gandhi Eye HGspital Trust will pass the 
resointioll accepting the proposal; land the University is also 
taking _steps to' paSs the resolution accepting creation of the 
Rflional Institute and agreeifl8' to the formation of the Board 
of Mafiageblent.· It is haped tltat in a mouth ()r so machine
ry for tie creation of Regional Institutes by managing bodies 
of existiIlg Institutes will be oomplefed." 

7.74. As regards the question) raised by ~ Sub-Committee of the 
Estimates COD)Dlittee (1977-78) as to what were the considered views of 
the Central Government for combining the Gandhi Eye Hospital and 
the AIi,garh Institute of Ophthalmolog-j into a Regional Institute, the 
MiDistry of Health have further stated that negotiations with Gandhi Eye 
Hospital were still going on and it was hoped that they would agree to 
act as Regional Institute. 

7.75. The Committee note that under the National Plan of Action on 
Blindness it was proposed to strengthen and equip six Regional Institutes 
at ~Aligarh, Sitapur, Ahmedabad, Hyderabad, Bangalore and Calcutta. .It 
bas been ·stated that these institutions would develop several sub-specialities 
and provide and demonstrate services to the medical coDeges and other 
Institutes in their Zone. They would also be supplied witb model post 
graduate training programme both at the diploma and degree level and 
tbey would adopt their curricula, syllabi and evaluation in the framework 
of the objectives provided. 1be Insfitues would also hold continuing 
education programmes from time to. time for specialists in their zones and 
would also be required to depute two eye surgeons for each workshop at 
the National Institute to develop a specialisation in Ophthalmology. The 
Committee further note that under the National Plan of Action each of 
these Regional I'nstitutes is to be strengthened by providing them equipment 
worth Rs. 11 Iakhs. Considering the magnitude of the problem of visual 
impairment and the incidence of blindness in the country, the COIDIDittee 
"'ould stress that short term and long term plans in respect oi these Regional 
Institutes be formulated to enable them to intensify their activities to pro.
vide preventive, promotive and curative ophthalmic services to the millions 
of the blind in the country without any further loss of time. 

7.76. The Committee hope that the Board of Management for the six 
Regional Institutes with broad based composition ,;vin~ representation to 
the concerned interests would be constituted at the earliest. 

7.77. The Committee note that at AIi~arh, there are two Eye Hospitals 
at pre<;ent i.e. the Gandhi Eye Hospital, Aligarh aD~ tbe Institute of 
ODh'halmolo~y. Aligarh. The Gandhi Eye Hospital vatl founded by late 
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Dr. Moha La) an eminent Ophthalmologist and is at present being run by· 
a trust. Tbe l;nstitute of Opbthalmology is a unit under the Aligarh Muslim 
Unh'ersi'y. The Committee further note that under the National Plan of 
Action, the Gandhi Eye Hospital and the National Institnte of Ophthal
mology w'ere proposed to be combined and converted into a Regional 
Institute. During their visit to, the Aliprb complex, the Committee gather
ed the impressioa that the representatives of the Gandbi Eye Hospital had 
certain reservations about the proposed move. They felt as if the decision 
,,'as being thrnst on them by the Central Health Ministry. The Committee 
would, therefore, stress that before finally deciding to merge the two insti
tutvs to fo.rm a Regional Institute, the Central Ministry of Health, should 
discuss the matter with the representatives of Gandhi Eye Hospital, Aligarb, 
Institute o( Ophthalmology, Aligarh, Aligarh Muslim University and the 
U.P. (;ovemment with a view to evolving an arrangement under which the 
wisbes and ideals of tbe founding father of Gandhi Eye Hospital in regard 
to its autonomy and separate entity are respected and the Aligarh Comples 
is made a centre of excellence in the matter of eye care. 



CHAPTER VIII 

GENERAL 

(i) Rebabilitation of the BUnds 
J 

8.1. It has been stated by the Department of Social Welfare that ~he 
recent study carried out by the Indian Council for the Medical Research 
suggests that India has close to 9 million blind persons. All of these are 
not totally blind. Indeed, the great majority of them retain some vision 
though not of such economic value. In 1947, in implementation of the 
'Report on Blindness in India' the Ministry of Education set up a unit to 
deal with the education, training and rehabilitation of the blind. Since that 
time, the work has considerably expanded. The Ministry of Education 
(Department of Social Welfare, in their written note furnished to the Com
mittee have listed the following important programmes which are now in 
operation for the rehabilitation of the Blind. 

I-Braille 

Before the advent of independence, India had more than 8 blind codes. 
Today there is a single code called Bharati Braille for all major Indian 
languages. We have no estimates of the number of bJindpersons reading 
Braille. The National Library for the Blind has about 1200 members on 
its~ roll. Certain other Libraries also have blind persons on their roll that 
is Delhi Public Library. Today, apart from the Central Braille Press at 
Debra Dun, functioning as a part of National Centre. for the blind, there 
are 3 regional braille press~s at Madras, Bombay and Calcutta. The press 
at,Madras is run by the Government of Tamil Nadu. The presses in Bom
bay and Calcutta are managed by voluntary organisations and the Govern
ment of India pays 75 per cent of the eixpenditure. The Government is 
committed to pay this expenditure upto the end of the Fifth. Plan period. 
Machinery and equipment were supplied by UNICEF. 

U-Scholarships 

(i) Since 1952, the Government of India have been giving scholarships 
to blind students. The object is to encourage them to study in ordinary 
schools side by side with sighted children. The comparative figures given 

un 
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below show the steady rise in the number of beneficiaries:-

Sl. No. Period 

2. Se~on..t Plan 

3· Taira Plan 

4. 1966-67 to 1968-6g 

5· Fourth Plan . 
6. 1974-75 

7· 1975-76 

Number 

35 (Figures pertaining 

2759 

90 9 

1225 

to earlier yean 
are not readily 
available). 

eli) Cunen~y nearly 2,000 blind students are studymg in various parts 
of the country with scholarships from the Department of Social Welfare. 
At the sitting of the Estimates Committee held on 17-11-1976, the Depart
ment representative had indicated that the total number" of scholarship 
holders was around 6000. This figures includes scholarships awarded to 
other physically handicapped students like the deaf and the Orthopeadically 
'andicappcd. ~, ,.~: I - ~. 

(iii) In accordance with the Government's policy of givillg children 
more work orientation, the Depa~ent has since 197$ been allowing a 
stipend of Rs. lOOper m~lh for a period not exceeding one year to blind 
persons between 14 aDd 40 years of age" if they are placed as implant 
trainees in approved industrial or commercial establishments. The awards 
mad~ in the two years are as foUows:-

1975-76 25 

1976-77 . 10 

(upto 31-16-76) 

III--Grants * 
Work for the blind in the country was pioneered by the voluntary orga

nisations. Even today, about 80 per cent of the schools and training estab:. 
lishments in the country are functioning under voluntary auspicious. Since 
1961, the Government -of India were Qtreriitg upto 75 per 'cent -0f~theesti
matect expenditure on"' approved development projects' submitted :by" the 
voluntary organiSations for the blind. The scheme was liberalised in March, 
1975 and now upto 90 per cent of the estimates expenditure is offered as 
grant-in-aid. The following figures Witl show the uninterrupted growth of 
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this Pfogr~e:-

S.No. Periol Amount NQ. of iDilftutioDJ 

I. 1974-75 17>411,000 27 

2. 1975-']6 21,35,000 38 

3· 19'76-77 2,99.530 13 Frc:sll applirationJ; 
ate being receh-ed. 

IV-Training (II Teache,a 

To inwrove the qu~lity of education imparted to blind children, 4 
centres for the tralnirig of teachers of the blind have been sponsored - in 
Delhi, Bombay, Madras and Calcutta. Run by voluntary organisations in 
Delhi, Bomb~y and Calcutta and the Government of Tamil Nadu m Ma<fras, 
the Gove11lJ!lent of India pays the entire expenditure. A uniform syllabus 
has been prescnoed and a common examination is conducted. - The centres 
tum out about 50 teachers annually. Oeady they- are adequate to meet 
the requirements of the various schools for the blind. 

V-Imegrated Education 

(i.) It is evident from the study carned by the Indian Council of 
Medical Research that the number of -blind or partially seeing children iQ 
the country is quite substantial though the precise number is not known. 
The minimum number is likely to be of the order of 2 lakhs. On this basis 
Bot more than four to five per cent of blind children study in schools. 

(ii) The majority of schools for· the blind ill the country offer free 
bo¥d. lod~ clothes, tuition and even pocket ~oney. This means, 
ed~~ation of blind children in special sChools is very eXpellsive. More
over, blind c~dr¢n tettd to be isolated from the community permitting 
prejudice in the community to sr:ow stronger. 

(iii) The Government of India have, therefore; in the Fifth Plan, 
evolved _ a 'scheme for placing handicapped children iacluding blind 
children in ordinary schools. Apart from being leSs e~ve this form 
of educlilu.cw. offers very substantial social and psycbol~ca\ advantages 
to blind children. They continue to remain with the f~~y' and benefit 
from the affection and security that goes with livinglil the family. With 
other children they stand a better chance of being accepted when they 
grow up. 

(iv) The Government of India have been trying to persuade all the 
State Governments to take up projects to place handicapped childre·n 
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including blind children in ordinary schools. 
States have agreed to take up schemes:-

1. Maharashtra 

2. Orissa 

3. Kerala 

4. Delhi 

5. Himachal Pradesh 

6. Rajasthan 

So far the following 

(v) Efforts are underway to persuade others. Large scale expan
sion of educational opportunities for blind children appears possible 
only in ordinary schools. Indeed, even in United States over 61 per cent 
of blind children are believed to be studying in ordinary schools with 
some assistance of specialised teachers appointed to assist these children 
with special problems. Similar arrangements are proposed in the 
scheme of integrated education formulated by the Government of India. 

VI-Employment 

The most pressing problem before the blind at the present time is 
that they have a very serious difficulty in securing work consistent with 
their qualifications and experience. This is not particularly due to the 
nature of the limitations of blindness but largely to considerable pre
judice against the employment of the blind. The measures taken by the 
Government include:-

SI.No. 

I. 

(i) Social Employment Exchanges for the physically handicappec:l 
have been set up in different parts of the country. They 
register physically handicapped persons including the blind. 

(ii) The first Exchange was set up in Bombay in 1959. By 1965, 
7 more Exchanges were set up. The scheme was set up in 
the Fourth Plan. With its being converted into a Centrally 
liponsored scheme in the Fifth Plan, 8 more Exchan~s are 
come into being. Steps are being taken to set up more 
special Exchanges to serve the physically handicapped 
including the blind. 

(iii) The registration and placements of these Excbanges are as 
follows:-

Total number of 
registration 

Number of 
placements 

1,058 
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(iv) It is realised that as compared to the orthopaedically' handi
capped, the placements of the blind persons are far fewer. 
Towards the end of 1975-76, therefore, some organisations 
for the blind like the National Association for the Blind, 
Bombay; the National Federation of the Blind, Delhi, and 
the Blind Relief Association, Delhi have been given 
assistance to appoint their own placement officers to secare 
work for trained blind persons. Preliminary reports show 

. that these agencies have had reasonable amount of success. 

(v) The Department also encourages throu8h the Grant-in-aid 
programme voluntary organisations to set up workshops 
where all types of handicapped people including the blind are 
employed. About half a dozen organisations have been 
given substantial assistance for setting up workshops of this 
nature. Further assistance will be given after watching the 
results of the experiment. 

(vi) The Department have requested the State Governments to 
c9l1Sider placing orders for departmental supplies on work
shops for the physically handicapped including those for the 
blind. This is likely to keep the workshops functioning 
effectively. The State Governments have also been requested 
to allow upto 15 per cent price preference to workshops 
for the handicapped as is admissib!e to Small Scale Industries. 

(vii) To promote self-employment, the State Governments have 
been asked to instruct municipalities a.nd other local bodies 
to allot some shops or kisoks to physically handicapped 
persons including the blind or the partially sighted in various 
markets. This, combined with the loans advances by the 
nationalised banks at preferential rates of interest to physi
cally handicapped persons may enable some blind personS 
to take up work on their own account. 

(viii) Experience in the United States shows that it is possible for 
blind persons to operate kisoks or vending stands effectively. 
By law in the United States all vending stands in the federal 
buildings are expected to be allotted only to blind. 

(ix) The Government of India are also examining the possibility 
of reserving a percentage vacancies in the public services. 
Four States namely, Andhra Pradesh, Gujarat, Rajasthan 
a.d West Bengal have already reserved vacancies in the 
public services for the physically handicapped including the 
blind. The question of reservation for the handicapped in 
Central Services and Public Sector Organisations is under 
consideration. 
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National Centre for the ~lind 

8.2. The Government have already set up a National Centre for the 
Blind a1 Debra Dun. Some of the services it provides are:-:-

(1) It offer craft training to 150 adult blind men and 35 adult 
blind women. Since its establisJ:u:nent on 1st January, 1950. 
2,000 blind ~rsons have received training. 

(2) It manufactures simple braille appliances and sells them at 
subsidized prices both to i.I1Stitutionsand blind individuals. 
Before the establishments of this workshops, all the appliances 
had· to he imported. 

(3) A National braille library for the blind has been set up. It 
circulates braille li~erature to blind readers' throughout the 
country. Currently, over 1200 blind persons from various 
parts of the country are members of the library. 

( 4) The Central Braille Press produces braille literature chiefly in 
Hindi. It also publishes a monthly Journal entitled 'Nayn 
Rashmi'. A quarterly journal for children called 'Sishu Alok' 
is also published. 

(5) The Centre has a sheltered workshop employing 45 blind 
persons. 

(6) The school for Blind and Partially Sighted Children of the 
Centre is currently offering education to about 65 children. 

8.3. In the Fifth. Plan, it is proposed to convert this into a national 
institute for the physically handicapped. The main object of the institute 
will be to sponsor and carry out research designed to develop new techniques, 
technologies and strategies for dealing more effectively with the education, 
training and rehabilitation of the blind and the visually handicapped. It 
wiD alsO provide certain national level services like the production and 
distribution of braille appliances, talking books and braille literature. The 
teachers and other personnel required for operating services for the blind 
will be trained at the institute. 

Concession 

8.4. Some important concessions allowed to the blind have been listed 
by the Department of Social Welfare as follows:-

(1) A blind person travelling on the railways may pay only one
f()urth of the normal fare. If he is accompanied by a sighted 
eScOrt. both. of them may travel on a single ticket. 

(2) The Indian Airlines charge from a blind passenger half the 
ftOm]al fare. 
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(3) Braille Books are carried throughout India lJy post free of 
cost. 

(4) A blind person is allowed rebate on a sum of Rs. 5,~/- while 
computing his income tax. 

(5) Gifts received by institutions for the blind from abroad are 
allowed duty free entry. 

(6) Braille watches imported into the country are charged an im
'pOrt duty only of 10 per cen! ad valorem. To promote the 
indigenous martufacture of braille watches a sio;illar concession 

. L, 

ha"s been extended for the components of braille watches im
ported from abroad. 

(7) Blind persons are allowed relaxation by 5 years in the upper 
age limit for the purpose of entry into Group 'C' and '0' posts 
under the Central Government. They are also given priority 
No.3 by the National Employment Service for the 'Purpose of 
submi'Ssion against vacancies. 

(8) A number of States charge reduced fares on State roadways. 

8.5. Dr. A. Lakshmanaswami Mudaliar Committee in its Report (1959) 
observed:-

"A random sample "survey carried out in Delhi indicates that nearly 
4 per cent of the f"milies residing in Delhi had a handicapped 
member, blindness being the most common cause followed by 
orthopaedic handicaps. The Government of India run a 
National Centre for the Blind Children. A similar Centre for 
the adult blind is also being run where workshop facilities are 
also available for training in crafts. There are understood 
to be about 1 ()() schools for the blind in the country mostly run 
by the voluntary agencies. Out of the estimates 2 million 
blind persons, only about 50,000 can reld Braille." 

8.6. The symposium on Community ophthalmology-an integrated 
approach held on 8th-9th March 1975, organised by the Society for the 
Prevention and Control of Blindness, made the following observations:-

"The Society noted with concern that very little i"s being done to 
rehabilitate the blind and urges the Ministry of Social Welfare 
to mobilise its efforts and those of voluntary agencies to 
substantially augment the programme in this regard. The 
industrialists and pbilanthropists be requested to support 

- apprenticeship and placement programme of the blind." 
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8.7. On the rehabilitation services for the Blind the WHO in its Report 
of the Special Working Group on Prevention of Visual Impairment and· 
Blindness (May 1976) made the following observations:-

C' ••• In the development of rehabilitation programmes the abilities 
of the visually handicapped should be harnessed so as to pro-
vide the maximum services to society. The programmes pre
pared should be those which would best suit the conditions in 
the country concerned, cultural, religious etc. Community 
resource's should be mobilised for this purpose and as some 
seedmoney might come from the Governments, there should be 
well-developed! coordinating m2chinery to plan for the most 
effective use of the various inputs." 

8.8. It recommended as follows:-

"Programme for the education training and rehabilitation of the 
incurably blind lioould be established and existing programmes 
should be strengthened with the $bcific objective of fully 
integrating the incurably blind ~s dignified partners in so:iaJ, 
development in the countries of the region." 

8.9. The Committee pointed out that in the entire National Plan of 
Action on Blindness no mention had been made with regard to the rehabilita
tion of the incurable blind. When asked a'S to what schemes were being 
formulated by the Ministry of Health for the rehabilitation of the incurable 
blind and whether any coordination had been planned with the Ministry 
of Social Welfare for the rehabilitation of the blind. The Ministry of 
Health in a written note have stated thus:-

"As the Plan is for prevention of visual imp~irmentand control of 
blindness and· is not for rehabilitation of the Blind, dur:ng out 
preliminary discussions with the Ministry of Social Welfare, it 
was su~ested to them that they should draw up a comprehen
liive Plan for the rehabilitation of Blind." 

8.10. The Committee note that the following measures for ehe rehabilita-
Cion of hlind are being taken by Govemment.:

(i) training in BraiUe; 

(ii) provision of Scholarship to blind students; 

(iii) integrated education for blind or partially seeing children; 

(iv) provision of employment oppnrtunities. 

8.11. As regards the proviSion of scholarships, the Committee note that 
while in the Fourth Plan 2759 scholarships were offered. In the years 1974-
75 and 1975-76, 909 and 1225 sdlOlarships were offered to the blind stu'* 
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deats. Considering the number of bUnd childreD ia the country, it is evident 
that these scholarsbips are inadequate to meet the magnitude of the prob
lem. The Committee would like Government to fake concrete measures to 
increase number of scholarsbips for the education of the, blind. 

8.12. The Committee also note that Government have in the Fifth Plan 
evolved a scheme for placing handicapped children including blind children 
in ordinary schools. It has been stated that apart from being less ex'pen
sive, this form of education affords substantial social and psycholo!ica1 
advantages to blind children. The Committee would like the scheme t() 
be extended after watching its working. 

8.13. As regards the BraUle facUities, the Committee note that a single 
code called B .... rati Braille code for aD the major Indiaa Languages. lias 
beeD evolved. Altho. the National Library for the Blind had about 1206 
members on its roll, the Government bave no statistics of tbe number of 
blind persons reading Braille. Apart from collecting the statistics, training 
facilities imparting knowledge in Braille reading should be augmented and a 
perspective plan drawn np (Staie-wise) in this regard. Tbe Committee 
stress that adequate measures ~bould be taken to popularise the Braille 
Code and publicity given to the training facilities available for learning 
this code. 

8.14. The Committee urge that undertakings both in the private and 
the public sector should provide liberally gainful employment to the blind 
"'bo have acquired tbe necessary skills. The Committee would like the 
Directorate General of Employment to render assistance in this behalf. 

8.15. The Committee further note that the National Centre for the 
Blind has been set up at Debra Dun. The Centre besidf's offering craft 
training to adult .. blind men and women, manufactures simple 
braille appliances whicb were previously imported, and provides. 
braille literature in Hindi. Besides, this, the Centre bas a sheUered work
shop employing 65 blind Or partially sigbted children. The Committee would 
like to lay stress the crucial importance of effective functioning of this 
Centre on the right lines so as to broaden the facHities available for the 
rehabilitation of the blind. The Committee feel that Centres like the one 
at Debra Dun should also. be set up in Eastern, Western and Southern 
regions. 

8.16. The Committee would also stress tbat since the ~ational Plan of 
Action (If Blindness makes nornention of the rehabilitatioJl of incurable 
blind, tbe Ministry of Education (Department of Social Welfare) wbo are 
primarily concerned with tbe rehabilitation of the bliad may draw up a 
perspective plan for the rehabilitation of blind in consultation witb tbe 
Action of Blindness makes no mention of the rehabilitation of :ncurabl~ 
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(ii) Eye BItDks 

8.17. Millions of ~ople in our country are han,dicapped on accoudt 
of total or partial blindness. A major cause of this bliDdoess is corneal 
capacity. The latest surveys conduCted by the Indian Council of Medical 
Research indicate approximately 30 per cent of blindness is due to corneal 
diseases aDd opacities toll9wing infections of the cornea (TrachCHDa, 
acute' conjunctivities, small-pox), malnutrition, injuries, and. deaentrated 
diseases. According to rough estimates, over. a ntillion perSOllS 
can benefit by coI1leal graft~ operation. To be able to meet the RIGp1ile-
ments of these blind persons a net work of eye banks and many comeo
plasty units will have to be created. 

Objectives oj Eye Banks 

8.18. The objectives of Eye Banks are to proviae facilities for corneal 
transplantation operation at peripheral level for the beIle1it of the poor 
who cannot afford to come to big cities for their treatment. At p~nt 
there are 43 ~e banks (Appendix XII) functioning in the country. The 
activities of majority of these eye banks are limited to a collection and 
utilisation ofS-10 pairs of eyes per year. Extensive clinical keratop
lasty research in corneal preservation, search for corneal substitutes and 
improvements of operative techniques and training of specialists and tech
nicians is being carried out in very few centres. 

8.19 . .These eye banks are located at the capitals of the States and 
in major cities. Unfortunately there is no coordinating ageQcy to regu
late the publicity drive and channellising of the donated eyes for proper 
utilisation of the cornea and other components of the eye. Attempts are 
being made to develop this agency in the National Plan of Action. 

Corneal Grafting Act 

8.20. The Corneal Grafting Act has been passed in various States; 
Uttar Pradesh (19S4), Madhya Pradesh (1964), Punjab (1963), Delhi 
(1964), Karnataka (1965), Maharashtra (1957), Andhra Pradesh 
(1963), Gujarat (1957), Haryana (1963), Chandigarh (1 ~63), which 
makes it possible to collect th~ ~yes (1) of those eye donors who have 
pledged their eyes to the eye bank and whose next of kin do not object 
to such removal (2) whose next of kin agree to donate the eyes of the 
deceased to the eye banks for therapeutic purpose. 

8.21. The eyes from the unclaimed bodies under the ~xisting act 
(except the Karnataka Corneal Grafting Act) .... does not proVide for remo
val of such eyes till 48 hours have eiapsed since death. 11te eyes at tl1e 
end of 48 hours are not suitable for any therapeutic use for corneal gyaft
ing. The Anatomy Act and the Post Mortem Acts in various states to 
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not have any explicit provision for the removal of eyes. As a result of 
these limitations in the existing provision of the various Acts, the quan
tum of the eyes being received by the various eye banks is far below the 
local needs of the corneo-plasty units and Eye Banks. Their distribution, 
therefore, to the neighbouring eye hospitals is almost negligible. Many 
eye hospitals and institutions though equipped to perform corneal grafting 
operations are hampered in their activities largely because of inadequate 
supply of the donor eyes. In order to meet the problem, establishments 
of a well organised net work of eye banks is essential with the following 
objectives:-

(i) Eye Banks will be established at the eye departments of the 
district hospitals to collect the eyes from the entire district 
in this action programme. Corneoplasty units will gradually 
be created in upgraded medical colleges where facilities and: 
expertise will be made available. Attempts would be made 
to develop peripheral collection centres in all general hospitals, 
mortuaries and primary health centres of the district. The 
staff of these hospitals would be given training fOr purposes 
of removal of the eyes, preliminary treatment and temporary 
packing for transportation to the eye bank. Information re
garding eye donations and their utility will be the part d 
Dissemination of Infonnation and Health Education program
mes under this plan of action. 

(ii) Each district eye bank will be under the charge of Ophthal
mologist of the district HospitaJ, who shaJl be responsible for 
(i) organising local education programmes in regional language 

in addition to Hindi and English for popularising eye dona
tion. (ii) registering voluntary eye donors, i.e. those who 
wish to pledge their eyes to the eye banks. 

(iii) Train all new PHC doctors in technique of removing the eye 
from the deceased person and technique of preservation. 

(iv) Shall organise the collection of the eyes from all over the dis
trict through its various peripheral collection centres located 
at PHCs (PHC takes all the medico-legal cases). 

(v) Shall preserve eyes. 

(vi) Shall arrange proper transmission of the donor material to the 
centres where keratoplasty will be done. 

(vii) Shall supply the donor material to qualified trained Ophthalmo
logists of the district registered with the eye bank provided 
they are fully qualified to perform such operations. 

317!i LS-14 
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Regional/State Eye Bank~ 

8.22. It is proposed that each State will have a State level Eye Bank 
at the Medical College, at Regional Institute, preferably located at the 
capital with the following objectives.:-

(i) To act as a coordinator, for proper distribution of the donor 
material amongst the various eye banks in the State. 

(ii) To regulate the publicity drive to raise eye donations within 
the State. 

(iii) To organise training of Ophthalmologists and eye bank 
technicians in the State as part of the training programmes 
ron by Medical CollegelRegional Institute. 

(iv) To organise short-term training programme fOr general prac
titioners working in the collections centres in the art of collec
tion and short-term preservation for transportation of the 
eyes to the eye banks. 

(v) To conduct research in the preservation techniques and 
surgical application of cornea transplantation. 

(vi) To create facilities for proper supervision of collection centres, 
quick communication information and transportation of 
donor material to the eye banks. 

(vii) They shall coordinate their activities with the other State and 
Regional Eye banks through the National Eye Banks. 

8.23. In bigger States, regional Eye Banks should be started for a 
cluster of 30 districts to' regulate the distribution of the eyes of the 
neighbouring districts. They shall have the same responsibilities and 
objectives as of the State Eye Bank and shall maintain a direct liaison 
and coordination with the State eye Banks. 

National Eye Bank 

8.24. It has been stated that as at present, National Eye Bank should 
continue to form part and parcel of the apex organisation i.e. Dr. R. P. 
Centre for Ophthalmic Sciences. It will act as the organisation to coordi
nate the activities of all the eye banks in the country. It will, in addi
tion to the objectives laid for the State Eye Banks, organise and regulate 
the following through the State/Regional Eye Banks and other govern

ment agencies:-

(a) Publicity 
(b) Collect data on the progress of the ey~ bank movement and 

eye donation and number of operations performed. 
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.( c) Shall formulate policy f~ ethical implementation of the 
objectives of eye banks. 

(d) It shall conduct research on fundamental aspects of corneal 
preservation, corneal substitutes, transplantation techniques, 
pevelopment and trial of newer instruments used for kera
toplasty. 

(f) Shall coordinate the Eye bank movement in the country with 
the help of Ministry of Health, Civil Aviation, Railways, 
Social Welfare, Law and Information and Broadcasting. 

~.25. To achieve the targets, it has been stated : 

(a) The targets of establishment of eye banks need to be 
phased in a period of 20 years as an integral part of the 
development of the Ophthalmic Services. 

(b) Publicity at the National and State level will be intensified 
to raise voluntary eye donations. 

( c ) Collection centres will be opened at all district hospitals and 
these will be affiliated to the nearest established eye banks. 

8.26. The Act that is being proposed for the Union Territory of Delhi 
-can serve as the Model Corneal Grafting Act. It has the provision of 
-cullection qf eyes from the unclaimed bodies within 114 to 2 hours after 
<leath. Provision for collection of eyes in pathological and medico-legal 
postmortems has also been incorporated. 

8.27. The National Committee for implementation of plan will bring 
:about a coordination of the various existing eye banks in the country 
.and those to be created in the future. 

It shall -

(i) ensure ethical functioning of the eye banks. 

( ii ) layout standard minimum requirements for starting a collec
tion centre and district eye banks. 

'( iii) avoid competition amongst eye banks. 

(iv) ensure that each district established only one eye bank with 
many collection centres and comeo-plastry units where 
qualified ophthalomogists can perform keratoplastry opera
tions. 



204 

8.28. A number of leading Ophthalmologists in different memorand~ 
submitted to the Committee have state,d:-

"There are at least 4,00,000 blinds amongst those which can be 
cured by the corneal grafting operations but facilities for the 
same are totally inadequate. There are about 43 eye banks 
functioning in the country. While these are called eye. 
banks their main activity is to do corneal grafting iIlllhedia
tely after the receipt of the f!ye. To facilitate the removal 
of the eyes, corneal grafting act has been passed in various 
States like Madhya Pradesh, Uttar Pradesh, Punjab and Delhi,. 
Karnataka, Maharashtra, Andhra Pradesh, Gujarat, Haryana 
and Chandigarh. The eyes are removed .from the unclaim
ed bodies after death or from the bodies of those who have 
donated their eyes before death, provided next of kin do not 
object. There is a great paucity of donor material. At 
one time a suggestion was offered that any person who dies 
in the hospitals, his eyes should belong to the hospital, in view 
of the fact that these persons have already availed of consi
derable social benefits by free treatment. 

The Union Territory of Delhi, has prepared a draft legislation for 
corneal grafting for the removal of eye from the dead which 
is considerable improvement over the existing acts. Though 
it may ease the situation yet may not prove fully adequate ... 
The Indian Government should enact model legislation where' 
in it should be possible to get the eye from medico-legal 
postmortems, from pathological postmortems and from 
patients dying in the hospital!''' 

"(ii) It is estima:ed that nearly half a million blind persons iIl' 
India can be helped to regain vision through corneal grafting. 
Eye Banks, th~refore, have an important role to play. Un
fortunately, most of the eye banks in the country are ineffec
tive staffed as they are not well equipped or well staffed. 
Lack of Public education to donate eyes and lack of facilities 
to collect eyes, when donated soon after death before they 
begin to deteriorate and lack of prompt transportation 
and adequate storage of the eyes collected, add to the pro
blems of eye banks. Legislative measures are being taken 
in some of the St~tes, but a I!reat deal remains to be done if 
the eye banks in India are to fulfil the expectations realised by 
the success of corneal transplants." 

(iii) "So far eye banks in the countrY, have been able to eontri
hute only a very minute fraction in prevent'on of blindness. 
Keratoplasty is done in only a few centres and in a very 
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limited number of cases which does not exceed about a 1000 
cases for whole of India per year. There is no proper legis
lation for donation of eyes after ,death because of which there 
is shortage of donor eyes. Moreover keratoplasty will 
only solve a minor (corneal) aspect of the problem which 
will not amount to much for the immediate present as cause, 
of preventable blindness are many. However, keratoplasty 
operation should be done in every medical college Hospital 
and trained staff encouraged to do these operations." 

8,29. A number of non-official ophthalmic specialists who appeared 
before the Committee, gave their views thus on the functioning of Eye 
Banks in the country:·-

"(i) I am not fully aware as to how many eye banks are in our 
country but I think that effective and well-functioning eye 
oanks are very few. There is definite need for more, at least 
two in every State...... Their function should not merely 
be to collect donated material but also to conduct research 
on various corneal blinding diseases and for prolonged 
storage of donated material. I agree that enactment of 
model legislation is necessary. We need a little persuasion; 
we need to educate the people and a little modification is 
necessary. Somebody gives his will saying that his eye is 
donated. but after he dies, the body does not belong to him; 
it belongs to the immediate kith and kin. If the wife or son 
does not want to give it, she or he creates all sorts of pro
blems and you can't go to court for this thing. The imme
diate ki!h and kin may refuse or put obstacles in your way. 
As vou know eye after death. Some people fancy, they have 
donated the eye, but this is what happens. People die in 
hospitals and in such cases the eye can be removed and made 
lise of. In order that there may not be any hue and cry in 
having such model to create some sort of awareness among 
the persons." 

(ii) An eye bank cons:sts of a refrigerator, a thermos and a knife 
to remove the eyes of a dead man. The moment the Eye Bank 
!!ets a telephone call from the relatives of the dead man for 
ifonation of the eyes, they send their technicians to remove the 
eyes of that dead man. After that, these eyes are put in a 
flask and then that flask is put in the refri?erator. The next 
step is that these eyes have to be transplanted into the eye of 
the blindman. Our medical people here have failed in thi~ 

rel!ard. 
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(iii) H~f a lllilliQll poople can be made to see if eyes are available: 
aQd if storage facilities are available and if surgeons ate 
available to do the corneal grafting. There is so much
ignorance with regard to the eye donation. A very intensive 
effort is necessary to educa:e the public. 

Then, a workable legislation is necessary in this regard. Things are
delayed very much; you have to wait for the relatives, you 
have to wait for this and that. I personally am absolutely 
wi1ling to take out the eyes of anybody dying in a hospital 
and am prepared to commit the sin. if it i~ sinful to do that. 
But most people are not prepared to do that. You have to
give them protection legally for taking out the eyes and giving 
them to the eye banks. There is no reason why after death, 
the eyes should not be taken out when the same can give 
vision to somebody and the body is going to be cremated 
or buried. Legislation is, therefore, absolutely necessary to 
enable people to take out these eyes freely; secondly education 
of the public in this regard is important. Thirdly there should 
be facilities for taking out the eyes. These should be available 
readily, so that if 'X' telephones that his mother or father had' 
died and you can take out his eyes, I should have necessary 
facilities to take out the eyes withi.n six hours. Then some
body must be there who ~kes and properly preserves th.;:m 
and proper storage place should be available. Transportation
may be required, so that the eyes can be transported to the 
eye bank without delay, otherwise they would degenerate in 
our weather. 

(iv) Since 1961, we have started an eye bank in Hyderabad. Of 
course, it is very difficult to start with it in this country. It 
takes a lot of time. There were seven cases where we had 
failed. We were successful in the 8th case. There are more 
cases of Corneal grafting waiting for the operation. What r 
have suggested to the Government is that 24 hours must elapse' 
before a doctor touches a patient for removal of the eye ball 
in any Government institution. Now the eye ban has to be 
removed within six hours. That is coming in our way. We 
should study what other countries have done about it." 

8.30. During evidence, the Ophthalmic Adviser, to the Government of 
India, Mmistry of Health, gave his views thus on the question of Eye 
Banks:- ' 

''The problem of eye banks is the problem of donors. Even if we 
increased number of Eye Banks, the donors available are toO' 
small. The eye banks are functioning from hand to moutlr. 
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Whenever we get a donation of eyes, we have patients ready. 
So, they are bankrupt banks with nothing inside to offer to 
others. The need is very great. We Deed 4,00.000 eyes. We 
go on adding to it. We have mounted a propaganda for 
donation. The first person is to be enlisted after this propaganda 
was our Prime Minister herself who has willingly donated her 
eyes. Many Ministers and public leaden have now been 
enrolled as donors. Things are improving. When the body 
goes to the hospital for post mortem examination, we remove 
the eyes. Weare also having people who are willing to ask 
the relatives to allow the eyes to be taken out from the deceased. 

So, the position is satisfactory; we have continucusly to make 
efforts. The second thing is that once there is social awareness 
in the people, things will improve a lot. And with the addi
tion of one of the social duties in the Constitution, to help 
others may be I can get more eyes." 

8.31. On the question of enactment of model legislation the Adviser 
;n Ophthalmology, stated this: 

"After 48 hours of death, the eyes are not useful, therefore, we have 
drawn a model act for Delhi and it has been adopted by the 
Delhi Metropolitan Council in which it has been provided that 
if the body is not claimed within two hours, its eyes will be 
removed. Suppose a person dies in a hospital but his relatives 
do not allow the eyes of the deceased to be removed, in this 
case it has been provided in the Act that the authority of re
moval of eyes shall vest with the person who has the custody 
of the body at that time. 'fhftt means if he is in the hospital 
and we know for certain that reJoatives will have no objection. 
But the question of compulsory removal of eyes from medico
legal postmortem, pathological postmortems and from patients 
dying in the hospital is very important political question and 
I think this shOUld be decided at the political level rather than 
at the administrative level." 

8.32. As t() tIte adequacy of the Eye Banks in the country and bow far 
these were well equipped and well staffed, the Ministry of Health have in a 
written not(: stated the position as follows: 

(i) "The number of eye banks is not .adequate but with the plO¥i
sionof services at ,m.e<lical ~. aDd regional iDstitutes. the 
_BIber ef 6ye banks' wi he iacre~ 'to about 112 .fllr which 
no ,ewtCL ap~re, ,is . req-ifc4. Ead;i. medical COlloFf. 

regibnanm\.ate"'d:I~ .x,m~oak sappesea te lIfwe 
Iii ~ Blm£TW 11 ..... ' wiI~- quite a&equa&e. 
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(ii) Eye Banks are fairly equipped and the staffing position is 
satisfactory. There is no necessity to increase the equipme!\t 
and the staff in these areas as the upgradation of colleges, 
regional institutes and apex organisation will take care of 
them." 

8.33. On the question of a model legislation to get the eyes from 
mediccrlegal postmortem, pathological postmortems and patient dying in 
hospitals, the Ministry have stated that: 

"A model Legislation is being prepared by the Ministry of 
Health for Delhi, which will help in removal of eyes from un
claimed bodies and for those 'who have given consent for the re
moval of eyes after death. The time after which a body can be 
declared as unclaimed sO far is 48 hours-but at the end of 
this period, the eyes are not utilisable. 

In the new act the time after which a body can be &clared as 
unclaimed has been reduced to two hours-well within the 
utili sable period of 6 hours. The Government has taken no 
decision with regaxd to enactment of legislation for removal 
of eyes from medico-legal postmortem, pathological postmortem 
and from patients dying in the hospitals. The pros and cons 
for such a step are being studied and no formal ideas have yet 
been formulated in this connection. The Government of India 
is utilising all means of mass media for encouragement of 
donation of eyes by people after death." 

8!34. Tbe Committee nole that approximately 30 per cent of blindness 
is due to corneal diseases and opacities following infections of cornea and 
tbat roughly over a million persons can benefit by corneal grafting opera
tions. It is noticed that there are at present o.niy 43 Eye Banks function· 
ing in the country. The majority of the eye banks collect and utilise 5·10 
pairs of eyes per year. Considering that a million persons can benefit by 
corneal grafting operations, it is evident that the existing rate of collection 
and utilisation of eyes is woefuDy inadequate. The Committee consider 
that if any percepb"ble improvement is to be etlected in restoring eye sight 
by comeal grafting, intensive etlorts are called for, for organising and collec
tion of eyes of persons after death and for ellSuring etlective utilisation of 
the eyes so available. 

8.35. The Committee note that the problem of eye banks i'i the paucity 
of donors. TIle number of donon is very small. It h. heen stated that 
pubUdty laM been started fOr doaMIon of eyes and fllat Government is 
utIIiDg lIB meBIIS of mass media for ~ tIoIIaIioIl of eyes by 
people lifter .... The Co..ttRe IIeecI .....,. Cd, : ··be tile urgenev of 
coDtbntoas ad coaceded dorts duo. ena.tioa ... etfectWe publicity 
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to create social awareness in the community regarding the humanitarian 
aspects of the problem of blindness so as to encourage a large number of 
people to douate their eyes after death. 

8.36. The Committee understand from certain eminent non-official 
ophthalmologists ,,'110 gave evidence before the Committee thai most of the 
eye Banks in the country are ineffective as they are not weD equipped or 
well staffed. It need hardly be stressed that eiipecially when the number 
of eyes available for transplantation is very small, it is of the utmost im
portance that even the few which are available, sbould be utilised properly. 
The Committee would, therefore, like Government to review the working 
of the eye banks so as to enSUl'e that the Eye Banks ure run efficiently and 
laot a single eye donated, is wasted because of . ineffective storage and 
faulty utilisation. 

8.37. The Committee understand tbat there are lacunae in the legisla
tion IlertaJaing to corneal grafting wbich stand in the way flf prompt e.l'· 
lection and proper utilisation of unclaimed eyes of dead bodies. It bas been 
stated that after 48 hours of death, the eyes are not useful for grating and 
that a model a(', is being prepared for Delhi wbich will permit the removal 
of eyes from a dead body if it is not claimed within specified hours. The 
Committee need hardly observe that the legislation pertaining to corneal 
grafting in the various States should be reviewed in the light of the model 
legislation so as to bring about desired amendments in the Acts in the 
interest of utilisation of the eyes for the benefit of the blind. 

8.39. The Committee note that the National Plan for the prevention and 
control o~ tllin(jnl's'.l provides for estaIdis!1t't nit of a IIct ,~ork of rye Bank~ 
at the district level, regional level, state level as a1'1o, a National Eye Bank at 
the Dr. Rajendra Prasad Centre for Ophthalmic Science, New Delhi. ,The 
plan also provides for increased facilities for collection of eyes, training of 
doctors in the associated techniques and preservation of eyes. The State and 
National Eye Banks will be responsible for coordination and supervision 
UI fbe WOrk and also for research in the various techniques of preservation 
and transplantation of eyes. The Committee have no doubt that the Plan 
for the setting up of a 'lIet work of Eye Banks would be implemented, 
according to a time bound programme. 



CHAPTER IX 

ORGANISATIONAL SET UP 

9.1. The Joiut Committtee of the Central Advisory Board ot Health 
and Education in their report submitted to Government in 1943, recognis
ing blindness to be a major problem, made several recommendations for 
the control a.nd prevention of blindness which inter-alia included:-

(i) Appointment of special Adviser in Ophthalmology in India in 
the office of the Director General, Indian Medical Services and 
setting up an Indian Council of Blindness at the Centre, the 
Adviser also acting as the Secretary to that Council; 

(ii) Appointment of Adviser in Ophthalmology at Provincial and 
State levels and formation of Committees of Indian Council 
of Blindness. 

9.2. The Health Survey and Development Committee under Sir J. Bhore 
constituted in 1946 also commended the recommendations of the Joint 
Committee for earnest consideration of Government. Inspite of such strong 
recommendations of the two Committees no action was taken by the then 
alien Government of this country and exhaustive reports and recommenda
tion of the Committee remaind practically shelved. 

9.3. Subsequently the Central Council of Health and Family Planning 
at its meeting held in April 1975 had provided for taking steps to give 
technical and administrative support for Community Opbthahnology at 
Central and the States. As a first step towards the implemenmtion of this 
resolution, an apparatus for technical and administrative support in Central 
Government has been provided by appointing an Ophthalmic Adviser at 
the National level and by creating a Cell in the Directorate General of 
Health Services for implementation of the National Trachoma Control 
Programme and prevention of Blindness. This Cell has been entrusted 
with the responsibility of looking after all the problems of Commuriity 
Ophthalmology . 

9.4. It has further been stated by the Ministry of Health that to ex
pedite decisions within the Ministry of Health an Intra-ministerial group 
was also proposed to be set up. It has also been stated by the Health 
Ministry that at present there does not exist any organised machinery of 
cooperation with the State Governments for rendering Ophthalmic servicf'~ 
and fei[ any health programmes in the field of eye health care. The onl,. 
machinery of consultation with these governments is the Central Health . 

210 
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COWlCil in which if any time a problem regarding the eye health care 
needs to be discussed, the matter is put as an item for discussion and 
resolutions are adopted. The Central Government does not have any 
powers for ensuring the implementation of the recommendations or re
solution of the Council. This Council only acts as gen.:ral Advisory body 
spotlighting the problems of health where action is needed. 

9.5. Since health is a state subject, Central Government can only offer 
advice and guidance. In the National Plan of Action, coordination is 
proposed with the State Governments by consultation with their administra
tors and technical persomiel from time to time. In this connection 
the State Governments are being urged to appoint honorary ophthalmic 
advisers in their directorates or ministries, so that they can have direct 
link and dialogue with the honorary ophthalmic adviser in the Ministry 
of Health at the Central level. It is also proposed to hold periodic meet
ings of Health Secretaries, Directors and Ophthalm!c Advisers at appro
priate levels depending upon the requirement of the programme. 

9.6. The Secretary Ministry of Health, holds periodic meetings with 
the Secretaries of the Health of State Governments and in the~e meetings 
it is proposed to regularly raise issues with regard to prevention of blind
ness programme that are proposed and have to be implemented. The 
Government of India is also thinking of a better coordination between the 
apex organisation, i.e., Dr. Rajendra Prasad Centre for Opthalmic Scien
ces and the regional institutes in the technical and academic fields. It is 
also the intention of the Central Government to 'hold periodic seminars and 
symposia to spotlight the problems that spring up during the implementa
tion of these programmes and find their solutions. 

9.7. During evidence, the Secretary Ministry of Health stated that there 
was a coordination Committee with the Department of Social Welfare and 
it was proposed to set up National Advisory Committee on Ophthalmo
logy so that the expert Member of Parliament and also representatives 
of the Voluntary organisations and of the regional Committees could 
be associated with it. These interests represented on the National Advi
sory Committee will be able to tell us what was good and what was 
wrong in the programme. At the District level the District Magistrates 
would be Chairmen of these Conunittees. 

9.8. The Ministry of Health in a written note furnished to the Com
mittee have explained the position thus with regard to securing of coopera
tion. 

'''n'l! Govemment of India has appointed a National Committee 
for the implementation of the programme which will also 
serve as a coonfmatingagency. The Memher-Secretary of 
the National Committee is the Adviser in Ophtltalmology in 
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the Government of India who will hold regular consultation 
with the States. This consultation will lead to a coordinated 
approach in the matter of rendering ophth!llmic services.". 

9.9. The Composition and functions of the Central Council of Healtb 
are given below:-

1. Organisation of the Central Council of Health. 

(i) The Council consist of-

(a) The Union Minister for Health & Family Planning 

(b) The Deputy Ministers in the Ministry of Health and 
Family Planning . 

~c) The Ministers and incharge of the Ministries of Health in 
the States 

C~airman 

Members 

Members 

(ti) Expert and technical advisers to the Central Government 
and State Governments are not members of the Council and 
do not have any right to vote when any decision is taken 
by it but shall, if so required by the Council, be in atten
dance at its meetings. 

2. Nature of the duties performed by the Council. 

The Council is an advisory body and in the capacity performs the following 
duties namely:--

(a) to consider and recommend broad lines of policy in regard to 
matters concerned health in all its aspects, such as the provi
sion of remedial and preventive care, environmental hygiene, 
nutrition, health education and the promotion of facilities for 
training and research; 

(b) to' make proposals for legislation in fields of activity relating 
to medical and public health matters, laying down the pattern 
of development for the country as a whole; 

(c) to examine the whole field of possible cooperation on wide 
basis in regard to inter-state quarantine during times of festi
vals, outbreaks of epidemic diseases and serious calamities 
such as earthquakes and famines and to draw up a common 
programme of action; 

(d) to make recommendations to the Central Government regard
ing distribution of available grants-in-aid for health purposes 
to the States and to review periodically the work accomplished 
in different areas through the utilisation of these grants-in-aid: 
and 
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(e) to establish any organisation or organisations invested with 
appropriate functions for promoting and maintaining coopera
tion between the Central and State Health administrations. 

9.10. It has been stated that all policy decisions taken by this Council, 
with regard to rendering of Ophthalmic services are proposed to be ac
cepted for implementation. Special attention will be given to review the 
progress of the programme every year and outline the targets for the next 
year. Detailed discussions can also be held with State Health Secretaries 
before the meetings of the Central Council of Health and at frequent inter--

_ vals as and when necessary. 

9.11. It has further been stated that in 1977 a National Committee for' 
Blindness had been set up by the Ministry of Health and its composition 
was as follows:-

I. Minister of State in the Ministry of Health & Family 
Planning Chainnan 

2. Shri J. S. B~li, Vice-Chainnan 
Additional Secretary, Ministry of Health & Family Planning 
Deptt. of Health. 

3. Dr. P. P. Goel Member 
Director General of Health Services, D.G.H.S., New Delhi. 

4. Shri Shravan KU·'l1.r Do. 
Joint Secretary, Ministry of Health and Family Planning. 

5. Shri Prem Nath Do. 
Joint Se-retary, Ministry of Health and Family Planning. 

6. Director Do. 
Sarojini Devi Institute of Ophthalmology, Hyderabad. 

7 Director Do. 
Institute of Ophthalmology, Aligarh. 

8. Director Do. 
J awahar Lal Institute of Ophthalmology, Sitapur. 

9. Director Do. 
Institute of Ophthalmology, Ahmedabad. 

10. Chief of Minto Eye Hospital, Bmg~lor' Do. 

II. Director and Chief Eye Infirmary, Government Medical Col-
lege, Calcutta Do. 

12. Secretary Do. 
All India Ophthalmological Society, Bombay. 

13. President Do. 
National Society for the Prevention of Blindness, New Delh:. 

14. Executive Officer Do. 
Nati mal Association for the Blind, Bombay. 
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.I~. Shn Lal Adwani ~lember 
Officer on Special Duty, Department of Social Welfare 
Gavel'llDlCllt of India New Delhi. 

16. lie 17. Oile representative each from Department of Education 
and Department of Social Welfare Do. 

i8. Dr. L. P. Agarwal , 00. 
H~norary Adviser (Uphthalmology) Dte. G.H.S., New Delhi. 

9.12. Following are the broad functions of the Committee:

(i) assist in evolution of policy and long term Planning; 

(ii) recommend annual plans; 

(iii) recommend measures towards coordination in various zones; 

(iv) help in monitoring and evolution of programme; and 

( v ) review annual proposals. 

9.13. Pointing out to the fact that the Special Joint Committee on 
Blindness li 9.i-l) had recommended the appointment 0f special adviser in 
Ophthalmology at the Centre and adviser in Ophthalmology at Provincial 
.and State levels, the Committee enquired the reasons for not taking expedi
tious effective action on those recommendations even after 29 years of 
Independence. The Ministry of Health in a written note explained the 
position as follows:-

"The recommendations of the Special Joint Committee on Blind
Dess were not implemented because of lack of resources. Since 
there was no planned programme of action for prevention of 
blindness, the appointment of adviser at Centre and in States 
was not made and the recommendations were not taken into 
consideration. However, since the time the Government de
cided to launch the national programme for prevention of 
visual impairment and control of blindness, a Hon. adviser 
has been appointed at the Centre; and within this financial 
year (1977) the rest of the work is expected to be completed. 
As far as the Committee on blindness is concerned, a National 
Committee has been'set up instead of a Council." 

9.14. With regard to the ophthalmic set up in the States it has been 
stated that the Central Ministry of Health had advised the State Govern
ment to create Cells of Community Ophthalmolog:! lInd a!Jpoint Hon0rary 
'Ophthalmic Advisers so as to coordinate the activities at lh~ State and 
National level. The State Government had also been advised to appo;nt 
State Implementation Committees. Similarly in order to look into day to 
day matters, the State Governments had been requested to appoint an In
-ter-ministerial Groups on the lines of Central Group to expedite the de::i-
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mons. On the question of creation of cells in the States to look after the 
problems of Community Ophthalmology, the Ministry of Health have 
state:-

"It is understood that V.P. has created a Cell of Community Oph
thalmology. Rajasthan, Punjab and Haryana have accepted 
the idea in principle. Negotiations with other States are 
under way and they will be persuaded to do so as soon as the 
Plan is launched. No difficulty in this regard is anticipated." 

9.15. On the quesfon of appointment of Inter-ministceial Groups and 
'Constitution of Implementation Committees, the Ministry have stated 
thus:-

"The Government is of the view that the question of appointing 
Inter ministerial Group be considered after the plan is under 
implementation for sometime. The States are expected to 
constitute Implementation Committees When the:! Plan is taken 
up for implementation." 

9.16. The Sub-Committee of the Estimates Committee (1977-78) on 
Prevention and Control of Blindness enquired as to what was the co
ordinating machinery existing at present in the States for implementation 
of National Plan for Prevention and Control of Blindness and if no machi
nery had been set up so far, what should in their view be the ideal machi
nery at the level of the States for co-ordinating their activities with the Cen
tral Government for the effective implementation of the National Plan for 
the Prevention and Control of Blindness. The Ministry of Health, in a 
written note (November, 1977) stated the position as foIlows:-

"There is no machinery in an organised manner for implrmentation 
of this programme, but in some States district eye relief socie
ties exist and they try to render services through eye camps 
and through creation of small eye hospitals in the districts. 
The existing machinery of the Central Council of Health is 
being utilised for co-ordination with the States. The National 
Implementation Committee has been former! with a view to 
give direction for the implementation of the programme in 
which representatives of organisations work;ng at the national 
level and the Director of the Regional Institutes to be set up 
are represented. They should be able to· co-ordinate the acti
vities. It is also envisaged that the zonal implementation com
mittees will be formed with the I Regional Institutes as the base 
and they should be able to look after the co-ordination in their 
respective zones and I through them the cO-9rdination of the 
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States will be achieved. There also exists now a Central Co- • 
ordination Committee which looks after the co-ordination of 
the Governmental efforts with the voluntary organisations that 
are being done in an organised manner. 

9.17. As to whether any State Implementation Committees and Dis
trict Co-ordination Committees had been set up, as was originally envisaged, 
the ,Committee were informed thus:-

"No commit1ee as yet (November, 1977) has been formed but the 
States who have accepted the Plan have, already taken up the 
question of forming these States Implementation Commit
tees. 

The District Co-ordinating Committees are also being formed and 
efforts are being made through the I ~oluntary sectors and Gov
ernmental secton; to expedite the formation of these Commit
tees. It is hoped that in the 75 districts where this Plan will 
bo immediately implemented through 15 mobile units, these 
Committees will come into existence by the -end of November, 
1977". 

9.18. On a suggestion that the representatives of th~ Department of 
Health, Social Welfare, Labour, Industry (Small Scale Industry), Com
merce, Agriculture shOUld be repres"!nted on the National Board to give 
it a multi-centre approach to the problem. The Ministry of Health in a 
written note (November, 1977) gave their views as fo!lowl':-

"In this respect it is stated that a National Committee for the Pre
vention and Control of Blindness under the Chairmanship of 
Minister of State for Health and Family Welfare !s already in 
existence. We agree to co-opt members from the concerned 
Ministries on this Committee wherever the need arises." 

9.19. The Committee note that the JoInt Co,mmittee 01 thp Centrnl 
Board of Health ani Education in their Report submittetl to Government 
in t 943 had recommended the appointment of Special Adviser in Ophthal
mology at thl~ Centre and also at the State levds. These recommendations 
were also at the State levels. These recommendation~ were also comme1lded 
for earnest consideration of Government by the Bbore Committee consti
tuted in 1946. It is unfortunate that no action was taken by the then 
Government of the country on these recommendations which remained 
practically shelved. The Committee note that it was only in 1975 that an 
Ophthalmic Adviser at the Centre was appointed in pursuance of the resO
lution adopted by the Central Councn of Health and Familv Planning. As 
the Nati"llal Programme on Blindness has been ap,",ond nnd is bein?; 
taken lip for implementation the Committee would like Government to 
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<elisort! 1lIa't AdVbers in O'pfi~lQ~ogy of weD kIJowD shmdint and erpIIi-satio'" ability are appoiilted at the earliest at tbe State levels as wei l.er CD-

oraillatiotl and espectitious impiementation of the National Programme. 

9.10. The Cotnmittee regret to note that so far thert: did not exist aDy 
'organised macbinery fer. consultation with the State Governments for pro
viding Opbthabmc services and· for undertaking programmes in tbe field 
of eye beSdtb care. The omy machinery for consultation with the State 
GovernlDents was ftie Central Healtb Council wbkh acts as a general 
advisory body re~rding various health problems, and which was being 
utilised for coordination with the States. The Committee further note that 
Government of India bave recently appointed a National Committee on 
Blindness for the implementation of the programme for the prevention 
and control of Blindness. The National Committee will act as a coordinat
ing agency and will hold regular consultations with the States in the matter 
of rendering Opbthalmic: services. 

9.21. In view of the erucial importance of the National Programme of 
Action and the imperative need for concerted action for the implementa
tion of the programme, they would urge tbe National Committee to under
take expeditiously tbe implementation of the programme on sound lines 
and closely review tbe progress from time to time so as to remove bottl!>
necks in the effective and timely execution of the programme. They have 
no doubt that this Committee enlist the active cooperation of aU the States in 
the programme and would ensure effective monitoring so as to take imme
diate action wbere necessary. The Committee would also stress that the 
representatives of Departments of Social Welfare, Labour, Industry (SmaD 
Scale Industries), Commerce, Food, Defence Production etc., should be 
co-opted as Members of the National Committee for Blindness, to achieve 
a greater degree of coordination among the different agencies toncemed 
witb the various aspects of the implementation of the National Plan of 
Action for the Prevention and Control of Blindness. 

9.22. The Committee furtber note that the Zonal Implementation 
Committees and the Central Coordination Committees are proposed also 
to be formed to look after the coordination work in their respective zones 
and achieve coordination of Government efforts with the voluntary orga
nisations respectivelv. The Committee hope that these IJod>cs will play their 
rightful role in achieving the tasks set before them. 

9.23. The Committee are glad to note that later-ministerial Group is 
also proposed to be set within the Ministry of Health to expedite decisions. 
The Committee bope that similar Inter-ministerial groups ,,",oold also be 
set up a. the State levels in due course of time. 

3175 LS-15 
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9.24. The Committee further note that no State Implementation Com~ 
_bees had been formed tDI November, 1977 but the States who hail 
accepted the National Plan of Action on Blindness -had already taken up. 
Ihe question of forming these State Implementation Committees. Th~y 

.ope that the formation of these Committees in the various States would 
be expedited. The Committee also trust that the District Coordinating 
Committees in the 75 districts where the National Plan of Action on 
Blindness is to be implemented through the mobile units would have been 
formed at least by the close of the month of November, 1977, as promised. 
by the Ministry of Health and help in the speedy and systematic imple
lllentation of the National Plan of Action on Blindness. 

9.25. The Committee note that a Cell has been created in the Ministry 
with the responsibility of looking after all the probl~ms of Community 
Ophthalmology. The Committee stress that the working of the Cell should 
be reviewed from time to time so as to ensure that the Cell effectively 
fulfils the purpose for which it has been constituted. 

~.26. The Committee further note that cells of Community Ophthal
mology had been set up in the States of Rajasthan, Punjab and Haryana. 
The Committee hope that similar cells would soon be set up in all the' 
States as well and concerted measures taken to establish and develop' 
Community Ophthalmology services in the field. 

New Delhi; 

January 11, 1978 

Pausa 22, 1889 (S) 

SATYENDRA NARAYAN SINHA,.' 

Chairman._ 

Estimates Committee .. 



APPENDIX I 

(Vide llara 1.13) 

Obsrtlation8/r~;:ommendations made by the Health Survey and Planning 
Committee relating to Prevention and Control of Blindness. 

The Committee observed ''The incidence of eye diseases in this country 
is considerably higher as compared to the incidence of similar diseases in 
foreign countries. In some areas, the incid-ence is as high as; ten percent 
of the total population. Besides this there is a dearth of ophthalmic speciaL 
ists who can take adequate care of these patients. This high incidr'lce of 
eye diseases has resulted in an appalling rate of blindness. On a rO'lgh 
estimate, the figures of blindness in India are 1.5 persons per thousand of 
population. This figure does not include the partially blind population. 
Thus about 1 million people are totally blind and at least double the number 
partially blind, and showing ocular morbidity. The figures exclude cases 
of Cataract which can be cured by an operation. Comparing these figures 
of 2,500 blind persons per million population to data in some of the countries 
in the We3t which are highly industrialised, the inadequacy of ophthalmic 
serdces in the country becomes evident. With the exception of Egypt, India 
has the highest proportion of blind population. This country has yet to be 
industrialised and with the development of heavy industries there is going 
to be an increase in ophthalmic hazards, which will further accentuate the 
problem of blindness. Some of the more important causes of blindness are 
simple glaucoma, couching, dense corneal leucoma, trachoma, ophthalmic 
necnatoram, nystagmus and smallpox. 

Prevention of Blindness is thus a problem of great magnitude in this 
country. This can be achieved in the following ways:-

Preventive and Social Medicine personnel should be properly instructed 
with regard to the incidence of these diseaseSi and the measures necessary 
for preventing them so that they .can carry out. mass propaganda regarding 
the incidence and the hygienic measures necessary for the prevention of the 
same. Smallpox, Trachoma, infectious diseases and accidents fall in this 
group. 

Art intensiVe opthalmic service should be developed throughout the 
country. At the }H"esent rate of development, it will not hE! possible to pro
vide enough semi-specialilrts in the ophthllmology in spi'e of our best efforts. 
Special ophthalmic servicE:S, at least in each district head-quarters and 
adequate number of the beds in the district hospitals for the treatment of 
ophthalmic diseases are necessary. The hospital should be given ad hoc 
grants to eqwp themselves for diagnosis and treatmeftt of ophthalmic 
diseases. 

In view of the fact that inspite of the best efforts of the country, it does 
not seem possible to provide the adequate number of specialists and semi-
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specialists .. the subject. the Committee viewed with great concern the 
tendency of some of the universities and Indian Medical Council to redufe 
the period of training at the under-graduate level in this course and in some 
others the tendency to completely abolish the assessment of the candidates. 
If this attitude is encouraged, the ophthalmic services even for minor aiL 
ments will become hopelessly in_adequate. This will adversely affect the 
ocuLaT mOTbidity and blindness, thereby increasing the size of the problem. 
The Committee, therefore, considers that at the under-graduate level, the 
students should be adequately trained in the subject of ophthalmology and 
should be assessed separately with regard to his fitness in this subject. The 
combination of this subject with surgery for assessment must be deprecated. 
It is felt that the students should be given at least 50 lectures-demonstrations 
and should be posted to the wards and Out-patients Department for a period 
of not less than 13 weeks. 

In order to encourage the students to take up ophthalmology as a career, 
a careful watch would be kept on the methods of teaching and the degrees 
and diploma to be awarded. Ophthalmic training suffers further from lack 
of facilities for the treatment of squint. The facilities for ophthalmic 
research are also limited and specialised sections like ocular pathology are 
wanting in most of the teaching institutions. We tried to find out if the 
deptts. of general pathology in these institutions can handle ophthalmic 
pathology efficiently and the general pathologists heading these departments 
made no secret of the fact that they could not do so. In these circumstances, 
the Committee feels that an orthoptic training centre to. train the ancillary 
ophthalmic personnels should be immediately started and orthoptic sections 
should be instituted in all teaching institutions. Similarly, a specialised 
section in ocular pathology should be established in various teaching institu
tions so that ophthalmic research does not suffer. The orthoptic centres and 
ophthalmic research will considerably help in the reduction of ocular morbi
dity figures. Drug research in ophthalmology is also in-adequate and efforts 
shOUld be made to give impetus to research in this direction. The preven
tion of blidness and reduction of ocular morbidity can only be achieved by 
the following measures:-

-Training of personnel for propaganda and mass therapy in rural 
India; 

-Starting mass campaigns against diseases like trachoma, smallpox, 
corneal ulcers etc; 

--Opening of Ophthalmic clinics and Hospitals at least at the district 
level; 

--Continuance and intensification at mobile ophthalmic units; but 
these units should be equitably distributed and become really 
effective rather than remain so in name only; 

-Inclusion of adequate training and adequate assessment of medical 
student in ophthalmology at the under-graduate level. A mini
mum of 50 lectures-demonstrations and 13 weeks training is 
desirable; 

-Ensuring uniformity of standard at the diploma level by the consti_ 
tution of a central examining. board so that the prac:tidllg ophthal_ 
mologists are trained to a satisfactory standard; 
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-Institution of a specialised school for the training and care of 
visually handicapped persons with regard, to vocation and rehabi.
litation. 

(a) Ophthalmic Hospitals 

Thel'li! should be one opbtilalmic hospitals for each State 300 to 500 
beds. Each district hospital should have 10-15 ophthalmic beds 
with a specialists to visit the hospitals in the districts and organise 
eye camps. Every regional hospital i.e., medical conege centre 
should have 50 to 100 ophthalmic beds. 

(b) Rehabilitation of tM bHRd: 

A random sample survey earned out in Delhi indicates that nearly 4 
per cent of the families residing in Delhi had a handicapped member, blind· 
ness being the most common' caUle followed by orthopaedic handlcaps. The 
Government of India run a National Centre for the Blind Children. A 
similar centre for the adult blind is also being run where workshop facilities 
are also available for training in crafts. There are understood to be about 
100 schools for the blind in the country mostly run by the voluntary agen
cies, Out of the estimated 2 million blind persons, only about 50,000 can 
read Braille". 

They further recommended:-

"27. In regard to blindnells those concerned with preventive cmd so~l 
medicine should be properlJ' instructed about the aetiology and 
incidence of eye dieeases and: the measures nec~ for prevent· 
ing them. Special surveyS and provisicm of adequate number of 
beds are necessary. At the under.graduate levels, the students 
should be adequately- trained in ophthalmology. This will 
encourage them to take up Ophthalmology as a career. 

28. Mass campe.igas allliDst diseue like trachoma, and other diseues 
causiDg blindness like Smallpox etc. should be conducted. 

29. There should be OIle Ophthalmic Hospital for each State with 300 
to 350 beds besides the. provision made in the District Hospitals. 

3ft Centres. for rehabilitatitm. of the adult blind should ,be estabUshed". 



,. ~ . APPENDIX D 
._, ._-.. . . . -!" ., .. ..:" 

(Vide para 1.19) 

Repo71 of W.H.o. Short Term COuulta,. visited t~ cOUntrll in 
Jl~l-J(cll, 1975 

1. National Policy: 

(i) Any action in the field of public health ophthalmology should 
stem from a national policy statement on the implementation of 
the general welfare policy of the Goyernment and on the 
strengthening of professional expertise. The .tatement should 
be comprehensive, should have a 10111 term pl"an approach, pro
vide for a phased programme and introdUCe multi-disciplinary 
action. It should be endorsed jointly by the health, soci'al welfare 
and educational authorities. 

(ii) The active implementation of such a National Policy could best 
be achieved through the establishment of unit for public health 
ophthalmology at the appropriate level in the Ministry of Health 
or by entrusting this function to another defined unit. The 
objective of the unit should be to deal with the legislative and 
administrative aspects of the national policy and eYe health 
programme, coordinate relevant "activities amongst different Min
istries, States of the Union and non-governmental organisations, 
and also be responsible for mobilisation of international assistance 
and the resoulrces at the national level. 

2. Technical Leadership, Establishment of II National Institute: 

The strengthening and promotion of national technical leadership, are 
usually achieved by establishing a centre of excellence in country in this 
C'Ilse by forming such a body as a national institute Of public health 
ophthalmology. It should be stated that Dr. Rajeftdra Pd. Centre for 
Ophthalmic Sciences, in New Delhi by virtue at the ra1lge of the activities 
which it undertakes, is at present acting in this capacity. By strengthening 
its present activities, this should be "able to provide technical leadership 
in the areas of service,. and research related to the national problem of 
visual impairment and blindness. More specially, its activities shou.ld 
cover:-

technical long term planning; 

evaluation of programme and services; 

the planning and programming of epidemiological investigations; 
and 

the development of training patterns in public health ophthalmo
logy for under-graduates, post-graduates and continuing medi
cal and allied health personnel. 

", -...-.;;... 222 
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As a specific proposal, a full time Epidemiologist and a Statistician 
.should be prov~ded at th~ above centre as a priority. 

3. Strengthening of Existing Institutions: 

As a medium term objective, existing ophthalmological institution in 
the country should be developed in a manner as Regional or State institu
tions of public health ophthalmology. 

4. At the communitll level: 

(i) as a long term programme, a comprehensive eye-health care unit 
should be developed at the district level. It.is understood that the 
detailed proposals' have already been submitted to the Govern
ment. Specialised service units should be established and should 
cater for all eye-health problems of the population referred from 
periphery. Further selected prImary health centres in each 
district should be up-graded to offer integrated eye-health care 
services within the existing public health delivery system . 

.(H) As a short-term m~.asure, the existing "eye-camps" should 
receive full support of expansion and development. The short
age of personnel and other resources could be temporarily over
come by these camps. The following measures might 'be con
sidered ill order to improve the efficiency at the periphery:-

(a) Increased USe of co.mmunitll resources through active particiPa
tion of voluntary service agencies; 

(b) Including the work of the mobile unit health educational activi
ties and programmes, school surveys and preliminary training 
of teachers in the education of the visual defects; 

"(c) Organisation and expansion of service through mobile units 
"(eye-camps)". Units for comprehensiVe eye-health care 
instead of unipurpose cateract eye camps should be opera
tionally considered. A multi-disciplinary team,. including a 
health educator and a rehabilitation worker, could substantially 
contribute to the collection of the data related to visual 
impairment and blindness; 

(i ii) The pos~i'bility of integrating eye-health care activities for the 
prevention and control of visual impairment and blindness 
(especially due to trachoma, nUitritional and corneal defects) and 
smallpox should be considered. Pending the availability of the 
necessary funds sufficient quantities of eye ointment and Vitamin 
'A' capsules, such a measure would enhance the over impact of 
such activities. 

5. Trachoma Control: 

The trachoma control programme need napPraisal and reactmation. In 
this context, reactivating the disease- progress would call for epidemio
logical studies supported by laboratory investigations; As it may not. be 
possible to organise such Gtudy /investigations on national scale, a pilot 
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study should be arranged, for which, as the res¥lts m.tght be of interDa
tional interest, the availability of resources and scientific perltonnel nom.. 
advanced centres interested in this -field should be explored. 

6. Prevention of Occupation Eye Haz;ards: 

(0 The pattern of injuries to the eye~ and measures for prevention 
need epidemiological study. 

(ii) Adequate measures should be taken to protect the eyes of 
workers. 

(iii) Agricultural workers should be educated to protect their eyes 
from trauma due to flying grains and husk during the harvest 
season. 

(iv) Eye-health education employing mass media should be given to 
prevent this kind of blindness. 

7. Research in Public Health Ophthalmology: 

The magnitude of the eye-health problem in the country necessitates 
the strengtheaing of applied research activities for the preven·tion and 
control of blinifness. Particular attention should be paid to the study of 
factors precipitating cataract, which appear in earlier age groups in Indian 
population, adding anllUaily substantial numbers to the already existing 
large number of patients awaiting surgical restoration of sight. 

On his subsequent visit in April-May, 1975, the Consultant made the 
following recommendations:-

A. Basic eye health Care services should be organized by stages in a 
phased manner, at the primary health centre level. Action may be initiat
ed from some pilot demonstration areas. The following aspects requires 
attention in this context: 

1. Establiahing a pattern of basic eye-health referral s~rviees inte
grated into the primary health care system. . , 

Z. TI'aining para-medica.ls in simpli' techniques for the euiy deten
. tion of potentially blinding conditiOIla and in simple ~on test

ing (10 to 15 dayS in service training). 

3. Setting up one demonstration area per college for the purposes 
. mentioneci UJ?~ 1 ~ Z ~V8. 

4. Planning the s~ply of bas~c:: facilities ~ equi~men:t for ti,le above 
. purpos~ 'aDd for each ~.~.aqr health centre. 

5. Parallel to (1). planning for integrating the school eye-health 
programme into. the general health programmes; ap.4 

6. Organising inservice training in bc8ic eve health care far medic~ 
om... 88 well aa intunted team traiDiDg with par,a-JMdieals. 

B. 'JIaferral Ophthalmic l8I"'9'lees at the Intermedi.ate level (Taluk~) 
and: ~ 1Iospitala. . . 
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Referral facilities for comprehensive ophthalmic services should be· 
organised at Taluk/Tehsil and district hospitals. The following aspects 
require consideration:-

1. Inservice training in the basic eye health care for medical officers 
and integrated team training with para-medicals should also be 
organised at this level. 

2. An eye-health care referral system should be developed and 
phYSical facilities (beds, supplies, equipment, 'staff) provided. 

This w0l!ld be the level at which it would be most appropriate to 
carry out integrated team teaching, training and research. 

3. Under-graduate and. post-graduate tt:aining in Public Health 
Ophthalmology in Medical Colleges. 

C. Training in Public Health Ophthalmology 13hould be organised with a 
view to: 

1. Broadening the emphasis in ophthalmology, tr01n purely clinj,,~al to 
including public health approach (Seminars at the state level). 

2. Including Ophthalmology in the undergraduate curriculum as a 
compulsory subject, with an examination. 

3. Inc1~ding the public health aspects of ophthalmology in the post
grad,uate c~riculQ. 

4. Or-ganization and Administration of Public Health Ophthalmology 
at the Centre level. 

D. To ensure adequate planning, management, establishment of services 
and evaluation of activities, the following measures should be ta)t.-e~: 

1. A permanent multi-disciplinary structure should be established at 
both state and national level' to ensure proper plann.ing, manage-
ment and eva1u.ati<m of activiti~. 

2. IWorts sh9uld be m!1d~ to stimulate the local produetion of 'as 

much technical equipment required for community ophthalmic 
activities in this field as possible. 

3. Efforts should be made to complete the invE!ntory of national 
resources (facilities, equipment, staff, progr8}Jmles. both present 
and poteAtialt) for na.tional programme. 

I!l order to draw world attention,. mobIlize resources al1-d. s~$te 
wor~;"'~ ~iftated aml eCltWeTted a.e'Uon., the WHO adQJ>.~ ~e 
th~ for ~lIld Health Day-l'976 as "Foresight ~events ~~~". 



APP£NDlX m 
(vide para 1.21) 

Recommendati<ms mode at the symposium "Community Ophthalmology" 
An IntegTated APPToach, 8th-9th MC11'ch, 1975. 

1. The Government of India may be urged to adopt a comprehensive 
National Policy Resolution encompassing all aspects of Community Ophthal
mology. The draft of the statement proposed by the Secretary General of 
the National Society for the Prevention of Blindness, mentioned therein the 
actions designed was adopted. 

2. The Government of India should establish a Cell for Public Health 
Ophthalmology (community ophthalmology) at an appropriate level in the 
Ministry of Health and that it should be headed by an Ophthalmologist. 

3. The Government of India should establish a National Institute of 
·Ophthalmology to provide technical leadership in all the aspects of the 
ophthalmic problems in the country. The Society took note of the observa
tions made by the World Health Organisation Experts that Dr. Rajendra Pd. 
Centre for Ophthalmic Sciences in view of Jts diverse activities is perform
ing such a function that its activities be strengthened to the originally con_ 
.ceived targets. To its objectives, the following be added:-

(i) Long term planning of technical service and Ophthalmic educa_ 
tion. 

(ii) ~aluation of National Programme 8. Service. 

(iii) Planning and programming of ophthalmological investigations. 

4. The Government of India and the State Government should develop 
existing ophthalmological Institutions and Eye Hospitals as Regional and 
State Institutes and Hospitals and establish new ones in the states where 
they do not exist. 

5. Concentrated attention be· given to vulnerable groups, the pregnant 
women, the nursing women and pre-school children. Nutritional program
me so as to provide fortified food, Protein and Vitamin 'A' should be launch
ed with the help of social welfare agencies as well as the authorities of 
Agricultural and Food supplies. The Government of States and the Govt. 
of India should utilise existing health services in National Programmes for 
distribution of Vitamin 'A' capsules and fortified foods. The meeting was 
of the view that the simple administration of Vitamin 'N alone is not likely 
to .lessen the incidence of Keratomalacia. 

6. The Society noted with concern the state of eye departments of medi
cal colleges which are ill equipped and undeT staffed; and impresses upon 
the authorities concered to take steps, in a phased manner to upgrade these 
departments into Eye Health Care Units. To begin with the at least one 
medical college in each state should be so upgraded and this medical college 

. ,""'"="" ... -.,. --'i' 
'--" ... 
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should demonstrate the delivery of eye health care system in the whole 
district where district hospitals and Taluka Hospitals aud Primary Health 
Centres may also need upgradatioD. 

7. It is mentioned that 50 lakhs of the blind eye can get back sight with 
surgical treatment. At present 3 lakhs operations are being done in the 
country every year. The meeting suggested that this number be raised to 
6 lakhs (additional 3 laiths) every year during the remainin8 part of the 
Vth Five Year Plan. 

8. The Government of India should urgently adopt measures to provide 
mobile units in this plan as comprehensive eYe care units. To begin with 
the Ministry of Health may attach mobile unib to 10 to 15 major ophthal
mological Institutions in the country during the current year. In order to 
involve other medical colleges as well as ophthalmic surgeons in District 
Hospitals or even in private practice, the Government should provide Hs. 30 
per operation to cover the cost fully or in part and Hs. 2/- for examination 
·of every patient in Eye Camps that may be organized in this context. This 
sum of money may not be sufficient and the local resources will have to be 
mobilised with the help of voluntary agencies to supplement them wherever 
possible. It will be useful if National Society for Prevention of Blindness 
which is an all India Organization, is asked to undertake, organize and 
activise such work in every state and district. 

The Government of India should launch short term, intermediate and 
long term programmes concerning prevention of blindness achieving the 
targets within a pe>riod of 20 years. 

10. The Government of India and the voluntary organisations should take 
steps to train teachers, social workers, para-medical personnels and com
munity leaders in the assessme7llt of visual defects and delivery; of eye 

.health care. 

11. For prevention aspects, the major emphasis may be laic:! on the eye 
examination for detection and correction of ophthalmic defects among school 
children. This should not only include first examination but follow up to 
ensure that correction of defects is carried out and glasses are provided 
wherever necessary. The training of school teachers for preliminary eye 
.examination was considered most important. 

12. The Society recommended that ~here shOUld be more tJervices oriented 
programme than surveys and data collection should be a part of the delivery 
of Eye Health care system. 

13. The Society noted with concern that very little is being done to 
rehabilitate the blind and urges the Ministry of Social Welfare to mobilise 
its efforts and those of voluntary agencies to substantially augment the pro
gramme in this regard. The industrialists and philanthropists be requested 
to support apprenticeship and placement programme of the blind. 

14. The Society urges the Government to adopt in a big way training of 
ophthalmic assistant as multi-purpose ophthalmic wor)c<>l's to lessen the 
burden of the Ophthalmologists. 
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15. The Society urges upon the Government local bodies and v~luntary 
organizations working in the field of social services and prevention of blind- • 
ness to widely disseminate information COftceming care of eye through all 
media of mass communication. A Chapter on structure of Eyeball. its 
care, prevention and detection of eye diseases be introduced iu school books, 
and train teachers in this field while undergoing teachers training program
mes." 



APPENDIX IV 
(Vide para; 1.25) 

StTategy Tecommended fOT the purpose of PTevention of Blindness by 
Joint Meeting of CentTal Council of Health and Family Planning 

(April, 19'15) 

H) Health Education: 

Steps should ,be taken to dissemi1late widely the information about eye 
caTe through all media of mass communication with particular emphasis on 
«ular health of children-both pre-school and school-going and all other 
vulnerable groups and orient teachers, social workers, community leaders on 
the problem of eye health care and proper nutrition. 

(2)StTategy: 

Steps be taken to augment ophthalmic services in a manner that relief 
can be given tlo the community in the shortest possible time and simultaneou-
sly establish a permanent infTastTuctuTe fOTcomprehensive community oTien-
ted eye-health caTe unit. 

(a) Provision of kit and equipment to the PHC and training of all PHC 
doctors in Eye-Health Care; 

(b) Provision of at least one Ophthalmologist at each district huspital 
and Tehsil/Taluk Hospitals having 100 or more beds and provid
ing minimum facilities for comprehensive ophthalmic services 
with adequate equipments and appTopriate number Of beeLs; 

(c) Establishing of full-fledged community ophthalmic eye care units 
in the medical colleges and involving post graduate students and 
college teachers in eye-health care programme; 

(d) Developing and Strengthening of Institutes and Deptts. of Oph
thalmology, one in each State or region to function as centres of 
community (Public Health) Ophthalmology and provide necessary 
training and other facilities; 

"(e) Setting up mol:ile units at district levels; 

(f) Augmenting resources Of voluntary organizations by giving incen
tives on performance basis for cataract operation through a camp 
approach and for establishing peripheral eye hospitals; 

(g) Utilisation of' existing health, social welfaTe and educational ser-
vices for distribution of Vitamin 'N in heaVy doses to cover all 
children below 6 yE!llrs of age in the economically vulnerable p0-

pulation and eye ointment tubes to the popul2tion affected; , 
-(h) Setting up of Eye Banks; 

"(i) To take steps to prevent occupational hatards. . ", 
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APPENDIX V 

(Vide Para 1.28) 

Recommendations of South East Asia RegiOnal Consultative Meeting On 
PTevention of Blindness at New Delhi (MaTch 1976) 

1. National programme for the visual impairment and blindness should 
be formulated and implemented in <;oordination with the different ministries 
and departments such as health, education, social welfare and labour, and 
related institutions, including voluntary and other non-governmental orga
nisations; 

2. Basic eye-health services should be provided at the peripheral level, 
integrating within the existing general health services with additional inputs 
in men and material, if necessary. These services should be linked with the 
comprehe'nsive ophthalmic referrel facilities available or to be, organised 
at the intermediate and central levels; 

3. A programme should be established (or improved) for the education, 
training and rehabilitation of the incurably blind with the specific objectives 
of integrating them fully as dignified partners in social development in the 
countries of the Region. 

4. Training facilities should be established (or improved) at the regional 
pnd national levels for the education and training of community; and health 
& allied personnels to meet the needs of community-oriented national pro
gramme for the prevention of visual impairment and blindness, and the exi
sting regional facilities should be fully utiliSed for this purpose; 

5. Research should be fostered to solVe problems, such as those related to
Vitamin 'A' deficiency, Cataract and eye infections, including trachoma. 
In this context, operational reBel1Tch into variOUs appToaches to the delivery 
of eye-health services through CQIIlp&, mobile eye-care units, domiciliary 
and instituti6nal care, and rehabilitation programme for the incurably 
blind, should receive priority; 

6. Nati{)ft.(ll aM regiOft.l1l illtformation 11I'.tem.s for the exchange of know
ledge and skills should be eatablished, based on international standards; 

7. The resources of the community. voluntary organisations, local and na
tional governments, international bilateral and non-governmental agencies 
should be mobilized and cO-OTdinated at the regional and national le11el far 
optimum use; :.(~ 

8. International assistance should be provided for supplies and equipment! 
man-power development, subaidies to local costs for prevention of blindness 
consultancy services and evaluation accordinng to priority determined by 
each member country; 

9. For enhancing the potential and speedy delivery 01. national program
mes 8 machine!'Y Jhould be established at the regional and national ofticial 
levels far co-ordinating activities. 
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APPENDIX VI 

(Vide Para 1.29) 

General Recommendations of the Inter-regional (WHO) meeting On 

Prevention Of blindness held at Baghdad (March/April, 1976) 

1. Trachoma & Acute OphthaLmia: 

Trachoma, the chronic ophthalmia, and bacterial conjunctivities, the acute 
.ophthalmia, together contribute the single but complex f::ntity that is still 
the dominant case of ocular morbidity and blindness in the Middle East 
and climaticall similar zones further east and in Africa and Australia. 

The division of trachoma into blinding and non-blinding trachoma on the 
basis of population-based surveys of rural areas now enables the location 
and magnitude of preventable blindness to be determined. 

To prevent this blindness, it is not necessary completely to eradicate these 
infections. Trachoma is a multicyc1e infection, the se,verity of diseases and, 
visual damage being determined by the pressure and duration of exposure 
to reinfection. The severity of disease and the incidence of blindne3s can 
be controlled by the delivery of topical chemotherapy to a community, 
with a tetracycline ointmen:, Alternative methods of chemotherapy re
quire evaluation. 

The eye-seeking flies have recently been shown, by fiourescein-trncing, to 
transport material from eye to eye with remarkable speed and precision, in 
the form of flyvomits, and to carry the agent of trachoma as well as the bac
teria. Abundance of these flies appears to provide the additional dimension 
to transmission of infection that converts non-blinding trachoma into blind
ing trachoma. Blinding trachoma is thus the result of living in a community' 
with open disposal of faeces and rub~, with poor per.JOnal cleanHness and 
clOSe inter.peI'SODal IIL·tanoo. Effective improvement in personal and com
munity sanitation should therefore prevent this blindness. There is an 
urgent need to evaluate the 'practicability and the effect of various methods 
of fly control on commlmicable ophthalmia. 

Government action should also provide' for continuing research through 
studies of animal models and thearapeutic trials, field I3tudies and operational 
research into the best methods of community educatIOn, penonal hygiimce' 
and fty Cl8Ilkol. 

P.ecommendation, 

It is recommended that countries with blindness from trachoma and acute' 
ophthalmia should undertake the following: 

(i) Maintain surveillance of the causes, Of eye diseases and of blind
ness in patients attending hospitals clinic; 

(ll) Carry oat popalaUou batIIed survey. 01 nual eomlD1Ulltles for the 
prevalence and caooes of blindness and for prevalence of blinding~ 
trachoma; 
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(ii) Implement preventive programmes of topical chemotherapy with 
provision of lid and oth~ eye survey to high risk communities 
identified in these surveys. These programmes should include 
evaluation of the act and the efficiency of the programmes, and 
identified in these surveys. These programmes should include 
as the first step in the introduction of primary rural eye health 
care. 

It is recommended that effective action be taken to evaluate the prac
ticability and the impact of fly control including improvement in personal 
and community situation, on trachoma and acute ophthalmia. 

It is recommended that operational research be supported to compare the 
efficacy of various methods of preventive chemotherapy, on the pilot-control 
programme scale. 

2. Xerophthalmia 

Xerophthalmia due to Vitamin 'N deficiency is the' commonest cause of 
blindne3S in young children. It is of high prevalence in rice-dependent 
regions of Asia and is also importance in parts of the Middle East, 
Africa and the Americans. The severest form, keratomalacia, carries a 
high mortality, and is invaribly associated with gene:ralized malnutrition 
and frequently with gastro-entertitis or measles. 

Provitamin A carotene in green leaves is often abundant but the3e fail 
to he inool"rpt.J1'ated into the diet of weanling. 

The early stages are difficult to recognise, medical intervention occurs too 
late and hospital statistiCs fail to reflect the extent of the problem. 

Recently, a coliuileniJable npsurge in worldwide concern has been achie
ved Vitamin cA' to meet a child's requirements costs only a few cents. The 
WHO's first technical report on Vitamin 'A' deficiency and Xerophthalmia 
published in 1976, details the nature and magnitude of the problem, introduc
es a Classification and Criteria for Community Diagnosis and diseases control 
methods. 

Recommendations: 

That in all techonologicalJy underdeveloped countries: 

(i) Case 'records in hospitals and clinics be maintained in accordance 
with the WHO Xerophthalmia Cassftcation; 

(ii) These records be analyzed ceDtrally and surveillance be instituted; 

(iii) Treatment and prophylaxis in hospitals and clinics be instituted 
according to the WHO (1976) Recommendations, and Vitamin 'A' 
ampoules and capsules be ptovidE:'d for those purposes; 

(iv) Where a public health problem is suspected, preliminary national 
data on child food and nutrition situation in relation to eye diseas
es be obtained; 

(v) If this investigation is positive a joint prevalence survey be car
ried out using WHO methodology and clinical and biochemical cri
teria: 
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(vi) If these criteria are met, a casual anal)sis in high endemicity 10-
cat10usbe made; 

(vii) Based on these results, an intervention or combination thereof be 
chosen, following guidelines of IV ACG (International Vitamin 'A' 
Consultative Group of USAID). These interventions include: 

-Intermittend massive dose programme 

-Nutritification of appropriate foodstuff (e.g. sugar) 

-Nutrification education (especially dark green leafy vegetables) 

(viii) Evaluation of intervention; 

(ix) Continuing Surveillance. 

3. Cataract 

Cataract as & dlsease is widely prevalent in India and neignbouring 
countries. SO much so that in India it constitutes about 55 per cent of all 
blindness, and 5.S million people need operations. The incidence of blind
ness is said to ~ lIluch higher in these countries than in other parts of the 
World. PreciGe incidence rates have not been worked out but it is roughly 
estimated to be 8 eyes per 10,000 eyes. What precise factors al·e responsible 
for this ~igh incidence are not known, presuming that there is high incidtmce. 
Whether it is nutrition, heredity, senelity or ultraviolet rays, surveys con
ducted in different areas of the Region cannot pinpoint anyone of the causes 
to be singly or jointly responsiblc. There is SCOPe for epidemiological and 
biomedical researCh on this problem. 

Cataract as a disease cannot be prevented in the present state of our 
knowledge nor can it be medically treated. It needs surgical intervention 
to restore sight. 

Yet another difficulty arises in trying to sort out cataract from glaucoma 
as both are occurring in the same age group. General physicians and auxil
Iary personnel are not able to do this with accuracy. Simple parameters 
need to be devisdd for this c1istiDetion. 

Surgical interference presents problems of delivery of eye health care; 
in this connection it has been possible to demonstrate the practicability of 
utilising mobile units both for health education and surgical intervention 
(eve camp approach). 

Three tiers of eye health care services are being developed for this 
deU.,ery of eye health care in India:-

(1) Peripheral aervices-
~community oriented 

_primary health centres. 

(Ii) Intermediate referral services for general ophthalmic care and 
surgical intervention. 

(ill) Higher and central levels for specialists care and technical leader
ahlp besides evaluation of programmes. 
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(tv) Biomedical research is continued at the basis level to find out the 
factprs responsible for production of eataract . 

. Re:ommendations: 

(i) sutisUcal evalUiation be conducted to det.ermine if there is a 
greater incidence of cataract in India, and if the reaSOn for its 
early onset is related to early senility, hereditary' or nutritional 
factors; 

(ii) SiDce cataract cannot be prevented, it is a problem more complex 
than control of preventable eye diseases hence an effective deli
very of eye care needs to be developed; 

(iii) Mobile units including eye camps be established for eye health 
education, medical treatment and surgical intervention in cata
racts and other eye conditions; 

(iv) Three levels of services be developed: 

-peripheral level for distinguishing between cataract and glau
coma which appear at the same age group in India, and to pro

vide post operative cares a support to mobile units; 

-intermediate level for surgical and medical intervention (sub. 
divisional and district hospitals) and first level of referral ser
vices; 

~entral level for technical leadership and biomedical researc!l in 
determining the best method of delivery of eye health care and 
developing technical excellence. 

(v) That inputs be provided in order of 2.5 million dollars a year for 
restoration sight to half a million eyes every year; 

(vi) That cost-benefit ratio be emphasized to the planners, adminis
trators and community for this programme; 

(vii) That biomedical research be conducted for factors (ausing 
cataract. 

Manpower requirements and development of eye health services 

In many couniries of the WOrld, the concept of eye ~ealth care is con
sistently associated with services of eye specialists or "eye-surgeons". 
As a consequence of this idea, we see only a minority of general practi
tioners trying to diagnose and treat at an early enough stage some of the 
more common eye ailments. Therefore, patients from distant and isolated 
areas are often required to travel far (in kilometers and days) to seek the 
appropriate advice and treatment. The Blindness rate in these cases is 
obviously rather high, inspite of the existing medical knowledge and pro
fessional expertise. 

In planning a national programme for the prevention of visual impair
ment and control of blindness, due consideration has to be given to the con
cept. of:-

~mprehemive eye health care, which inclUdes in a cOlltiBuOUS 
prevention, cure and rebabilitatiOll. 



~gradual integration of eye health care activities into the system 
of basic health s!niees in each country; 

-a flexible approach to planning, management and ~aluation of 
the lowest possible adm,inijtrative level, depending on the 
circumstances and priority problems in each. 

In providing eye health care for the population two different approaches 
are possible. The first is the 'horizontal approach', by which the over-all 
eye health problems are tackled on wide front and on a long-term basis 
through t~e creation of a system of permanent institutions and/or services 
(ophthalmological 'infrastructure). The second, or 'vertical approach' is 
that through .which the solution of a given eye health problem is sought 
through the application of specific measures by means of single-purpose 
machinery. These kinds of activities are well illuGtrated by effective S~p8 

taken against Hie excessive prevalence of certain endemo-epidemic eye 
diseases, such as trachoma and seasonal conjunctivitis whicn in many areas 
of the world still constitute a real burden on the population and hamper 
its el'onomic and social progrCSli. 

The two approaches 'vertical' and 'horizontal' are not mutually exclusive. 
In general; mass campaigns are based on a schedule of succes3ive stages 
(phases) each of them with well-defined operations and purposes. In the 
case of ' communicable eye diseases, the control programmes in their early 
stages have to be directed, supervised and executed, either w~ol1y or to a 
greater exte.ot, by a specialised service utilising health workers exclusive 
to the task. 

In the later stages, 'consolidation and maintenance' (phases) incorpora
tion into the general health services becomes increasingly imp.:>rtant in 
strengthening ('pidemiological 'surveillance'. 

The culmination of the process whereby a particular diseal3e ceases to ,be 
the '3Ubject of the vertical approach of a special programme of mass campaign 
and becomes incorporated in the horizontal aproach of the general health 
services and ophthalmological infrastructure and referral sYGtem, often goes 
under the term of 'integration of maS3 campaign into general health services'. 
This integration usually applies to the peripheral and region:!l levels of 
health Gervices, but likewise affects the structural arrangement at central 
level, at which the maintenance of an efficient though somewhat smaller, 
group of highly skilled specialized personnel is clearly warranted. 

While the short and medium-term measures lean basically on: 

(i) special ad hoc programmes, 

or (ii) efforts to bring highly specialized personnel and services closer to 
patients and vulnerable population groups, 

or (iii) Strengthening of (mostly urban based) specialized ophthfllmic 
Gervices, the planning,' organization and developme:1t of perma
nent eye health care infrastructure requires a long-term approach 
as well as an implicit assumption and acceptance from all those 
concerned of few basic concepts. 
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The first of which implies that eye health care does not require necrosarily 
the senices of a fully qualified ophtbalmologW. Medical officers (general 
practit.i()ollers) could and should be able, with an appropriate training, 10 
properly diagnose and treat a great deal of common ocular disorders and 
emergencie3. Equally auxilIary persoJl!lel should be increasingly trained for 
early ·d.'lf.ection of many binding conditions and for tUmple ocnlar and vision 
testinW and emergency measures. 

Finally, the proper education of the population should improve the most 
important component of the eye health care, the so_callde self-care. In other 
words, it is the appropriate knoWledge and corrflJp(I'Ilding skilb which have 
to be properly imparted and distributed in the long run at di1ferent profes
sioDa.l and para-professional levels in order: to ensure the smooth functioninc 
of such a referral sYstem. 

Eye HIMlth Education 

Health Education and involvement of the public are essential factors for 
the conI rol of blindness as for any other public health activity. Programmes 
can fail because of failure 01 individuals and communities to participate. 
Thia may be because they do not find the programme acceptable or becau~e 
of apathy, ignorance of a combination of these. These obstacles can be over
come by health education. People must be informed of the causes of blind
ness, of what can be done about it and what they can do for themselves. 

Too often the support given to health education turm out to be only "lip 
service" and this must be avoided in programmes to control blindness. When 
planning the programme, health education must be remembered and involved 
in the eurly planning stages. Provision should be made for health education 
manpoVl er and for the training of health workers in health education. 
Finally, when considering finance, funds should be budgeted specifically for 
health education activities. Development Support Communication (DSC) 
is a method of informing people which can be applied to the control of blind
ness. P or example, large numbers can be reached simultaneously by radio, 
and the message can be rf:-inforced by group discussions in listening groups 
organizbd in advance. 

RecOmmendati07l8 : 

(II That health education, including health information of the people, 
be given a high priority in blindness control programmes; 

(u I That provision be made in the programmes for health education 
manpower and for training of health, and health related workers 
in health education; 

(ih.) That when budgeting the programmes, funds be provided speci
fically for health education activities. 

CI~ liaison with 'information units' is essentiaL In glanning, resources 
and budgeting provision needs to be made for health education activities. A 
set 'of strategies has been evolved by UNESCO for illiteracy, by WHO for 
agricultural workers and in different fields, including health by UNICEF". 
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GuideZi1.es and Gene11l1 Recommendations 
The .participants noted that: 

1. The World Health Organization ia committed to the prevention of 
blindness; 

~ The World Health Organization through its intensive programmes 
against communicable eye diseases over many years has demon
strated that control of blinding ~uelac C8iIl be achieVed without 
total eradication of the 'diseaSe; 

3 The prevention of blindness on a continuing large scale demands the 
identification of underserved communitie:; which· require urgent 
attention, particularly those being by-passed by ~ial economic 
development. 

4. A large percentage of blindnec.'s is preventable and curable. 

5 Health education including dissemination of information can pro
duce impact at individual, family, village, community, administra
tive and planning levels; this requires official budgeting; 

6. Attention of deciGion-makers and planners should be drawn to the 
fact that services for prevention and cure of blindness are of 
economic advantage and highly productive cost-benefit ratio 
should be emphasized; 

7. Continuous efforts to improve technology are laudable but enou,h 
technical knowledge already exists for delivery of the eye-health 
eare; 

8. In many countries there is inadquacy of eye health services which 
requires correction. 

9. In many countries there is inadequacy of manpower at all levels 
which requires correction; 

10. Priority action is needed for community oriented basic eye health 
services. 

Two alternative models werE: discussed: 

(a) To create tiers of temporary and permanent services to deal with 
eye diseases; 

(b) To start temporary services for controlling the moot important 
preventable and curable diseases and using this structure as a 
base to build up a peripheral, intermediate and central Gtructure 
of services and manpower development. Whichever model is 
followed the peripheral services need to be integrated with gene
ral health care programmes and should be delivered through a 
multi-disciplinary approach. Determination of priorities for 
action is a national responsibility. 

11. Community involvement is essential in all stages of planning, pro
gramming and implementation of these activities; 

12. These programmes should include feedback systems for planned 
evaluation to determine continued financial supPOrt. 
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13. The value of mobile units (including eye camps) has been rulfy 
demonstrated; 

14. There is new for adequate referral servioes at infermediate and 
central levels; 

1'5. There is need for exploitation of residual vision through the delivery 
of low vision aid technology; 

16. In the field of research, collaboration and co-ordination at national 
and international levels is essential for an adequate So3sessment of 
priorities; 

17. Constraints of physical, manpower and financial resources require 
ways and means of mobilizing that at community levelG. In addi
tion, there is a nezd to supplement these resources from interna
tional, biolateral and non-governmental ·30urces; 

18. There is a need for drawing up detailed and specific projects in 
order to secure assistance from donors through voluntary agen
cies in association with the World Health Organization, the Inter
nationa~ Agency for the Prevention of Blindness, and from other 
philanthropic agencies. 

Besides the specific recommendations made under different problems iden
~ified which appear elsewhere, the group also recommended as follows:--

I. A national policy and a national plan of action should be formulat
ed by each GQvernment in coordination with various ministries 
and departments and other related institutions including voluntary, 
non-government organizations, to fulfil the requir3ments of the 
multi-diJ3Ciplinary approach. 

2. Eye health education including information should be widely dis
seminated through all media of communication including workers, 
community leaders, nutritionists, sociologists and social workers. 
ThL3 requires specific budgeting; 

3. Basic eyE:' health services should be delivered at the peripheral 
level, and be integrated with the existing general health services 
with additional inputs of manpower and material as required. 
Specialist services may require delivery through mobile unit3. 
These services should be linked with general and specialized 
ophthalmic referral facilities organized at intermediate and central 
levels; 

4. Training facilities should be establi,hed and strengthened at 
national, regional and international levels for the education and 
training of personnel at all levels. The training programme 
should make provision for the development of the intermediate 
technology appropriate to local needs; 

5. National, regional and international information sy"tem for ex
change of knowledge and skills, Ghould be established; 

6. Biomedical research for improvement of existing knowledge is 
required in the field of xerophthalmia onchocerciasis, trachoma 
and other communicable eye diseases, cataract, and low cost deli
very sy.;tem; 
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7. The resources of community, voluntary organizations, local and 
national governments, international agencies and bilateral agen
cies, non-governmental agencies affiliated with WHO and the other 
voluntary organizations, should be coordinated at various levels 
for optimal utilization. The coordinating role of the International 
agency for the Prevention of BlindneGs was noted in this connec
tion. 

8. Countries should be urged to give voluntary donations earmarked 
for a Special Fund for the Prevention of Blindness within the 
WHO Voluntary Fund for the Health Promotion. 

9. International assistance should be given for: 

--supplies and equipment 

-manpower development 

-subsidies for local costs 

--eonsultancy services 

-assessment and evaluation of the programmes. 

The priorities among these element3 should be determined at the national 
level. 

10. Machinery should be developed at regional levels for urgent action 
and coordination of programmes for the prevention of blindness." 



APPENDIX vn 

(Vide para 3.41) 

LIST OF MEDIOAL OOLLE~ IN INDIA 

1. ANDHRA PRADESH 

1. Andhra University, Waltair 

1. Andhra Medical College, Vishakapatnam. 

2. Guntur Medical College, Guntur. 

3. Rangaraya Medical College, Kakinada. 

2. Osmania University, Hyderabad. 

4. Osmania Medical College, Hyderabad. 

5. Gandhi Medical College, Hyderabad. 

6. Kakatiya Medical College, Warrangal. 

3. S. V. University, 'firupati 

7. Kurnool Medical College, Kurnool. 

8. S. V. Medical College, Tirupati. 

2. ASSAM 

4. Gauhati University, Gauhati 

9. Gauhati Medical College, Gauhati. 

10. Silchar Medical College, Silchar. 

11. Regional Medical College, Imphal. 

5. nlbruprb University, Dlbragal'h 

12. Assam Medical College, Dibrugarh. 
3. BIHAR 

6. Mitldla University, DartJhanp 

13. Darbhanga Medical College, Laherisarai. 

7. Patna UDl.versity, PatDa 
14. Patna Medical College, Patna. 

8. BaDebl Unive!ndty, RanlCbi 

15. Rajendra Medical College, Ranchi. 

16. M. G. M. Medical CoIlege, Jamshedpur. 

9. BhacaJpar University, Bhagalpur 

17. Medical College, Bhagalpur. 
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10. Blhu Univenlty 

18. Sri Krishna Medical College, Muzatfarpur. 

11. Magadh Univenity 
19. Nalanda Medical College, Patna. 

20. Patliputra Medical College, Patna. 

21. Magadh Medical College, Gaya. 

4. DELHI 

12. 22. All India Institute of Medical Sciences, New Delhi. 

13. DeDli Univer.lty, Delhi 

23. Lady Hardinge Medical College, New Delhi. 

24. Maulana Azad Medical College, New Delhi. 

25. College of Medical Sciences, University of Delhi., Delhi. 

5. GUJARAT 

14.Gujarat UDivel'l!llty, Ahmedabad. 

26. B. J. Medical College, Ahmedabad. 

27. Municipal Medical College, Ahmedabad. 

15. M. S. UOivenlty Of BarOda, Baroda. 

28. Medical College, Baroda. 

1&., Saaraabtza uatvenlty. &,jkot 
n. M. P. Shah MedicaL jCol\., JamnagaJ • 

17. South GajIu'at UniveltJity, Sural; 
30. Govt. Medical Collegt!!, Surat. 

6. JAMMU &. KASHMIR 

18. Kasbmir Univenity, SriIlapr 

31. Govt. Medical College, Srinagar. 

32. Medical College, Jammu. 

7. KERALA 

19. KeI'IIIa Univenlty, TrtVUlllnun 
33. Medical College, Trivandrum.. 

34. Medical College, Kottayam. 

35. T. P. Meldical College, AIleppey. 

20. CaUeat University, CaUeut 

36. Medical College, Calicut 



8. MADRAS & PONDICHERRY 

21. Madras University, Madras 
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37. Madras Medical College, Madras. 

38. Stanley Medical College, Madras. 

39. Christian Medical College, Vellore. 

40. Hilpauk Medical College, Vellore. 

41. Thanjavur Medical College, Thanjavur. 

42. Medicl9.l College, Chinglepur. 

43. Medical College, Coimbatore. 

44. Jawahar Lal Institute of Post-graduate Medical Education & 
Research, Pondicherry. ·('~i. 

22. Madura! Univer.ty. Ma.durai 
45. Madurai Medical College, Madurai. 

46. Tirunelveli Medical College, Tirunelveli. 

9. MADHYA PRADESH 

23. Jabalpur University, Jabalpur 

47. Medical College, Jabalpur. 

24 . .Jiwajt University. GwaUor 

48. G. R. Medical College, Gwalior. 

25. Indore university, Indore 

49. M. G. M. Medical College, Indore. 

26. Bhopal University, Bhopal 

50. Gandhi Medical College, Bhopal. 

27. RIIivi'hanker University, Raipur 

51. J. L. N. Medical College, Raipur. 

28. A. P. Sinch University, Rewa 

52. S. S. Medical College, Rewa. 

10. MAHARASHTRA 

29. Bombay University, Bombay 

53. Grant Medical College, Bombay. 

" 

54. Seth G. S. Medical College, Bombay. . ,. T 

55. T. N. Medical College, Bombay. 

56. L. T. M. Medical College, Sion, Bombay. 
57. Goa Medical College, Panaji. 

30. Poona University, Poona.. 

58. B. J. Medical College, Poona. 

'59. Armed Forces Medical College, Poona. 

; J.l 
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31. Shivaji UDivemity, Kolhapur 

60. Miraj' Medical College, Miraj. 

61. Dr. V. M. Medical College, Sholapur. 

32. Marathwada University, Aurangabad 

62. Government Medical College, Auranga,bad. 

33. Nagpur University, NlgpUr 

63. Medical College, Nagpur. 

64. Indira Gandhi Medical College, Nagpur. 

65. M. G. College of Medical Sciences Sewagram (Wardha). 

11. MY SORE 

34 .. Mysore UDliversity, Myoore 

66. Mysore Medical College, Myrore. 

67. Kasturba Medical College, Manipal. 

68. J. J. M. Medical College, Davangere. 

35. Bangalore University, Bangalore. 

69. Bangalore Medical College, Bangalore. 

70. st. John's Medical College, Bangalere. 

36. Karnataka University, Dharwar 

71. Karnataka Medical College, Hubli. 

72. J. L. N. Medical College, Belgaum. 

73. Mahadevappa Rampure Medical College, Gulbarga. 

74. Medical College, Bellary. 

12. ORISSA 

37. Utkal University, Bhubaneshwar 

75. S. C. B. Medical College, Cuttack. 

38. Sambalpur Univep,ity, Sambalpur 

76. V. S. S. Medical College, Burla. 

39. Berhampur University, Berhampur 

77. M. K. C. G. Medical College, Berhampur. 

13. PUNJAB & HARYANA 

40. ,PlUljabi University, Patiala 

78. Government Medical College, Patiala. 

79 Suru Gobind Singh Medical College, Faridkot. 
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41. Punjab University, Cbandiprb 

80. Christian Medical Colleg~, Ludhiana. 

81. Dayanand Medical College, Ludhiana. 

82. Government Medical College, Rohtak. 

42. Guru Nanak Univer lity, AmritSar 

83. Medical College, Amritsar. 

14. HIMACHAL PRADESH 

43. 84. H. P. Medical College, Simla. 

15. LUA&m:AN 

44. Rajasthan University, Jaipur 

85. S. M. S. Medical College, Jaipur. 

86. S. P. Medical College, Bikaner. 

87. H. N. T. Medical College, Udaipur. 

88. Dr. S. N. Medical College, Jodhpu,·. 

89. J. L. N. Medical College, Ajmer. 

16. UTTAR PRADESH 

45. Ava Univenity, AlTa 

90. S. N. Medical College, Agra. 

46. Allababad University, Allahabad 

91. M. L. N. Medical College, Allahabad. 

47. Ali«arh Muslim Univel·.jty, A.tigarb 

92. J. L. N. Medical College, Aligarh. 

48. Banana Hindu University, Varanasi 

93. Institute of Medical Sciences, Varana~i. 

49. KanPUr University, K.:w.PUr 

94. G. S. V. M. Medical College, Kanpur. 

95. M. L. B. M. Medical College, Jhansi. 

50. Lnelmow University, Lueimow 

86. K. G. Medical College, Lucknow. 

51. Meerut UDivenlty, Meerut 

97. L. L. R. M. Medical College, Meerut. 

52. Gorakhpar University, Gorakhpur 

98. B. R. D. Medical College, Gorakhpur. 

1'7. WEST BENGAL 
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53. Calcutta UDiversity, Calcutta 

99. Medical College, Calcutta. 

100. R. G. Kar Medical College, Calcutta. 

101. N. R. S. Medical College, Calcutta. 

102. Calcutta National Medical College, Calcutta. 

103. B.? Medical College, Bankura. 

5'. North BeDcal UDiversity 

104. North Bengal Medical College, Rajaram Mohunpur. 

55. Bunlwan University 

105. B. U. Medical College, Burdwan. 

N. B.: As in 1968: Fifty Colleges provided specialised courses in ophtha
lmology in different StateslU.Ts., Annual outterm is about 300 
as all seats are not fuU. 



APPENDIX vm 
LIST OF MEDICAL COLLEGES IN INDIA WHERE THE SPECIALISED 

COURSE IN OPHTHALMOLOGY IS BEING OFFERED AS A . 
SEPARATE SUBJECT 

ANDHRA PRADESH 

1. Andhra M~dical College, Visakhapatnam. 

2. Guntur Medical College, Guntur. 

3. KurnoOI Medical College, Kurnool. 

4. Institute of Medical Sciences, Osmania Medical College, Hyderabad. 

ASSAM 

5. Assam Medical College, Dibrugarh. 

6. Medical College, Gauhati. 

BIHAR 

7. Patna Medical College, Patna. 

8. Darbhanga Medical College, Laberia-sarai. 

9. Rajendra lIledical College, Ranchi. 

GUJARAT 

10. Medical College, Baroda. 

11. B. J. Medical College, Ahmedabad. 
12. K. M. School of Post-Graduate Medicine and Research, Ahmedabad. 

HARYANA 

13. Medical College, Rohtak. 

MADHYA PRADESH 

14. M. G. M. Medical College, Indore. 

15. G. R. Medical CollE:ge, Gwalior 

16. Gandhi Medical College, Bhopal. 

17. S. S. Medical College, Rewa. 
18. Medical College, Jabalpur. 

TAMIL NADU 

19. Madras Medical College, Madras. 
20. Madurai Medical College, Madurai. 
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MAHARASHTRA 

21. L. T. M. Medical College, Bombay. 

22. Grant' Medical College, Bombay. 

23. Seth G. S. Medical College, Parel Bombay. 

24. Topiwala National Medical College, Bombay. 

25. College of Physicians and Surgeons, Bombay. 

26. Medical College, Aura~abad. 

27. B. J. Medical College, Poona. 

28. Medical College, ·Nagpur. 

KARNATAKA 

29. Kasturba Medical College, Manipal. 

30. Govt. Medical College, MysOre. 
31. Bangalore Medical College, 'Ba(1galore 

32. Karnataka Medical College, Hubli. 

ORISSA 

33. S. C. B. Medical College, Cuttack. 

34. Burla Medical College, Burla. 

35. A. M. K. C. G. Medica~ College, Behrampur (Cuttack). 

PUNJAB 

36. Medical College, Amritsar. 

37. ,Christian Medical College, Luhdiana. 

38. Govt. Medical College, Patiala. 

RAJASTHAN 

39. S. M. S. Medical College, Jaipur. 

40. S. p. Medical College, Bikaner. 
41. Medical College, Udaipur. 

UTTAR PRADESH 

42. K. G. Medical College, Lucknow. 

43. G. S. V. M. Medical College, Kanpur. 

44. Institute of Ophthalmology, Aligarh. 

45. Banaras Hindu University, Varanasi. 
45(a). S. N. Medical College, Agra. 

WEST BENGAL 

48. University College of Medicine, Calcutta. 
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DELHI 

47. Lady Hardinge Medical College, New Delhi. 

48. All India Institute of Medical Sciences, New Delhi 

49. MBulana Azad Medical College, New Delhi. 
50. Willington Hospital, New Delhi. 

PONDICHERRY 

11. JawahBrlal Institute of Post-Graduate Medical Education. Research, 
Pondicherry. 

GOA 

52. Goa Medical College, Goa. 

CHANDIGARH 

53. P. G. Institute at Medical Education • Research, Chandigarh. 

KERALA 

54. Medical College, Calicut. 
55. Dental College, Trivandrum. 
56. Medical College, Trivandrum. 
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(Vide·para 7.21) 

ALL INDIA INSTITUTE OF MEDICAL SCIENCES 
,. ORDER 

WHEREAS the Dr. Rajendra Prasad Centre fbr Ophthalmic' Sciences has 
~d an identity of its own, 'and with a view .~ fa,cili~e and improve 
its working, it is necessary to :ensure effective autonomy to the Centre with
in the overallprovwont!, of the All-India Institute Of Medical Sciences Act, 
1956 and rules and regulatioIlG framed thereunder. 

NOW, therefore, the following arrangements are ordered for the function
jng of the Rajendra Prasad Centre for Ophthalmic Sciences vis-a-vis the AlI
India Institute, of .Medical Sciences:-

(1) The budget of the Institute shall be in two parts namely, (i) the 
budget of the main Institute and (ii) the budget Of the Centre. The 
budget of the Centre shall be prepared and operated uPon by the 
Head of the Centre. 

(2) The development plans of the Institute shall be prepared into 
two parts namely (i) the development plan of the main Institute 
and (ii) the development plan of the Centre and the allocations 
shall be so made that they shall not adversely affect each other. 

(3) The agenda items relating to the Centre shall be prepared by the 
Head of the Centre and sent to the Member-Secretary for inclu
sion in the agenda. The copies of the agenda papers and proceedingg 
of the Standing Committees shall also be supplied to the Head of 
the Centre who shall be specially invited to attend meeting Of the 

Standing Committees and Governing BOdies in respect of the items 
concerning the Centre. The draft minutes in respect of the items 
concerning the Centre shall be prepared by the Head of the Centre 
and sent to the Chairman of the Standing Committee concerned 
for approval through the Member-Secretary. 

'(4) The Centre shall continue to use to the maximum extent the com
mon hospital facilities like, the laundry, the animal house, tbe 
kitchen, the sterilisation room, blOod-bank, clinical pathology, li
brary etc. For the use of such facilities, no debits shall be rwed 
against the Centre. Where such facilities are required to be aug
mented for the Centre or the Institute, the expenditure shall be 
shared by the two in proportion to the utilisation made by each. 

(5) For the day-to-day working Of the Centre in matters relating to 
administration, stores, accounts etc., the Centre may have separate 
staff of its own. 

(6) The Director of the Institute shall delegate to the Head of the 
Centre all financial and administrative powers which vest in the 
Director and are shown in the schedules of the Regulations of the 
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Institute and those delegated by the Institute and Institute Bodi~ 
to the Director from time to time so far as the Centre is concerned, 
(as in Appendix attached). 

(7) The Head of the Centre may address communications to the Minis
tries of the Government of India and International organisations 
and send copies thereof for the information of the Director. In 
matters of policy, however, the Head of the Centre shall do so 
with the prior approval of the Director. 

(8) The Deputy Director and the ACcOunts Offi.c.er attached to the 
Director's ofIice shall be available to the Head of the Centre for 
advice in matters concerning administration and accounts. 

NEW DELm; 

January 10, 1975. 

Sd/

(KARAN SINGH 
President, AIIMS. 



State 

Andhra Pradesh 

Bihar 

Delhi I 

Gujarat . 

Haryana • 

Karnataka 

Maharashtra 

APPENDIX xu 
(Vide para 8.18) 

LIST OF EYE BANKS IN INDIA 

No. of 
Eye Banks 

2 

2 

2 

4 

3 

6 

Location of the Eye Banks 

3 

(a) Sarojini Devi Eye Hospital, Hyderabad. 
(b) S.V.R.R. Hospital, Eye Bank, Tirupati. 

(a) Assam Medical College, Dibrugarh. 

(b) State Eye Bank Gauhati Medical Col
lege, Gauhati. 

Medical College, Patna. 

(a) Delhi Adrnn. Eye Bank, Irwin Hos
pital, New Delhi. 

(b) National Eye Bank, A.I.I.M.S. New 
Delhi. 

(a) Central Eye Bank M & J Instt. of 
Opth. New Civil Hospital, 
Ahmedabad- 16. 

(b) Irwin Group of HOIIpitals, M. P. Shah 
Medical College, Jamnagar. 

(c) Shri C. N. Nagari Mini Eye HOIpital 
Ellis Bridge, Ahmedabad-6. 

(d) The Govt. Eye Bank Medical College 
and S.S.G. Hospital, Baroda. 

Rohtak Medical Collt>ge. Rohtak. 

(a) K. M. College, Hubli. 
(b) Kasturba Medical College, Manipal. 
(c) Minto Ophthalmic Hospital, Bangalore. 

(a) King Edward Vii Memorial Hospital, 
Pard, Bombay. 

(b) B.Y.L Nair Charitable Hospital, 
Bombay-B. 

(c) J.J. Group of HOIIpitals, Eye &nil 
Bycu1la, Bombay-S. 

(d) K.B. Haj Bachooalli Free Ophthalmic 
Hospital, Pibawadi, Parel, Bombay. 

(e) Medical College Hospital, Aurangabad. 
(f) L.T.M. Hospital, Bombay. 
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Madhya Pradesh 

OriJsa 

Punjab 

Rajasthan 

Tamil Nadu 

Uttar Pradesh . 

Union Territory of Chandigarh. 

West Bengal 

--- -------

2 

4 

2 

5 

2 

6 
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3 

(a) Regio~, Eye Bank M.Y. Hospital, 
Indore, M.P. 

(b) J.A. Group of Hospitals, Gwalior. 
(c) D. K. Hospital, Raipur. 
(d) Medical College Hospital, Jabalpur. 

Karnataka Medical College, Hospital,_ 
Hubli. 

(a) Ram Lal Eye Hospital, Majith Road, 
Amritaar. 

(b) Rajendra Hospital, Patiala. 

(a) Central Eye Bank S.M.S. Hospital, 
Jaipur. 

(b) R.N.T. Medical College, Udaipur. 
(c) J.L. Nehru Hospital, Ajmer, Udaipur. 

(d) S. Patel Medical College, Bikaner. 
(e) Medical College, Jodhpur. 

(a) Govt. Ophthalmic Hospital, Madras. 

(b) Govt. Erskin Hospital, Madurai. 

(a) Govt. M.D. Eye Hospital, Allahabad. 
(b) Kanpur Eye Hospital, G.T. Road, 

Kanpur. 

(c) Gandhi Eye Hospital, Aligarh. 
(d) Sitapur Eye Hospital, Sitapur. 

(e) S.N. Medical College, Agra. 

(f) K.G.'s Medical Coll~, Lucknow. 

P.G.I., Chandigarh. 

Eye Infirmary Medical College, 
Calcutta. 



APPENDIX xm 

(Vide Introduction para 8) 

Summary of Recommendation/Conclusions contained in the Report 

S. No. 

(1) 

1 

Reference to Para 
No .. of the Report 

Summary of Recommen
dations/conclusions 

(2) 

1.34 

(3) 

It is well lmown that sight is the most precious gift 
of nature and cMprivatioo' of sight is the worst of the 
disabilities that a human' being can suffer from Human 
suft'erin,g apart, visual impairment and 'blindness has 
alsQ serious social' and economic implications. It has 
been rightly said that not the least important among 
the human rights surely is the right of any man to 
see. As to the number ot 'persons in India who do not 
have this right ,to see, the Committee note lbat no pro
per aSsessment has so far be~ made but a random 
sampling survey has revealed a staggering estimate of 
about 9 million blind, needing either preventive or 
curative measures and,in addition there were about 45 
million, having, visual impairment short of bl~dness. 
The Committee also note that the number of bli"d of 
India forms the highest proportion of the total blind 
population in the world. Even allowing for errors in
cidental in sampling estimates, the Committee have no 
doubt that the problem of blindness in the country is 
serious both ~ account of its m:lgnitude and the in-
adeq'laCy of remedial efforts made so far. The impli
cations of such a large number of blind and visually 
disabled interms of human suffering, social disability 
and economic wastage are serious and the imperative
ness of undertaking preventive measures need' hardly 
to be emphasised. It is evident that the problem poses 
a formidable challenge and calls for well directed sus-
taftled and- meaningful organisational efforts for carry
ing out preventive and curatiVe measures on a com
mensurate scale so that light may be brought into the 
lives of millions of people and eye-health of the com
mUnity is safeguarded from any further erosions of the 
dreadful disease of blindness and visual disability. 
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--------- -- ----- -----------------
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From the chronology of the steps taken for preven
tion of blindness in the couhtry, the Committee regret 
to note that the efforts made, have been incomm8D8U
rate compared to the magnitude of the problem. The 
first step stated to have been taken was in 1931 when 
proposal was made to form Advisory Committee con
sisting of persons actively engaged in the work for the 
bImd. The proposal failed because of inadequate 
appreciation of facts and lack of realisation by the 
then provincial Governments of their responsibilities. 
The next step was taken in 1943 to appoint a Special 
Officer to investigate the extent of blindness in India 
a\1d its causes. As a sequel to the Report of the Spe
cial Officer. a Special Joint Committee cousistiDg of 7 
Members each from the Central Advisory Boards of 
Education and Health was constituted in 1944 whkh 
made several recommendations fOr prevention aDd con
trol of blindness. The Health Survey and Develop
ment Committee under Sir J. Bhore, constituted in 
1946, endorSed the recommendations of the Jeint Com
mittee. The Committee regret to note that 'exhaustive 
reports and recommendations of the Committee. re
mained practically shelved'. 

After Independence, it was only in 1954 that Gov
ernment asked the Indian Council of Medical Research 
to define the magnitude of the problem of the blind. 
The ICMR constituted a Committee which identified 
trachoma as the major problem in eye di8eUe. As a 
result a Trachoma ContrOl -Pilot Project was set up in 
1956. The Committee have dealt in a sublequent 
chapter with the measures taken to reduce the inci
dence of trachoma. The Committee canhot, however, 
help in remarking that much valuable time was allow
ed to lapSe from 1947 to 19541 without any concrete 
action being taken on the recommendations of the 
Joint Committee of the Central Advisory &aria and 
the Health Survey and DeVelopment Committee (lING). 

The Committee uote that the next phase of the efforts 
against blindness was undertaken in 1959 when the 
Health Survey and Planning Committee under Dr. A. 
Lakshamanaswamy Mudaliar, which was appointed, 
made very exhaustive and practical reCO!DlDl!tldations 
on various aspects of eye diseases and b11ndll.eu. In 
1960, the Indian Council of Medical Research establish
ed a Working Group for Prevention of Blindness and 
research in Ophthalmic problems. The Committee 
feel that had adequate follow up action been taken 
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to implement the recommendations of the Working 
Group etc., the problem of blindness, particularly in 
the rural areas and the weaker sections of society 
would not have been as it is at present. 

The Committee note that the World Health Organi
sation intensified their activities against blindness 
from 1972 onwards. In response to the World Health 
Assembly (1972) Resolution the Indian Council of 
Medical Research ini~iated survey through centres in 
the country on the basis of which it has been intimat
ed that there are about 9 milli® blind in the country 
and in addition there are about 45 million persons who 
are estimated as having visual disability, short of 
bli .. "ldness. A WHO consultant who visited India in 
1975 gave his recommendations for prevention of blind
ness. Recommendations were also made at a National 
Symposium organised in April, 1975 ,by the National 
Society for Prevention of Blindness. The Ministry of 
Health set up a Working Group to recommend 
a plan of action fOr prevention and control of 
blindbess. The report of the Working Group was con
sidered at the Joint meeting of Central Council of 
Health and Family Planning in April, 1975 WM re
commended a strategy for the purpose of control and 
prevention of blindness knoW'n as the National Plan 
for Prevention Of Blindness. 

Another National SymposiUm was held in March, 
1976 and a South East Asia Regional Consultative 
Meeting was also convened by WHO in March 1976 fol
lowed by Inter-Regional Meeting at Baghdad from 
29th March to 1st April, 1976. In the light of the 
guidelines issued by the Joint Meeting of the Central 
Council of Health and Family Planning and taking 
into consideration the various recommendaticms made 
at international and national forums, a draft of Na
tional Plan has been developed and approved and is 
stated to have been taken up for implementaticm from 
1976-77 after clearanCe by the Expenditure Finance 
Committee. The Committee are glad to note that at 
least now there is not only a growing awareness of 
the problem but the need for planned effort to combat 
the disease has been recoghised and action initiated to 
implement it. 

The Committee note that Trachoma and infecticms 
of the eye have been identified as the major prevent
able factor responsible far visUal impairment fol
lowed by Xerophthalmia and ocular lesions due to 
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smallpox. Cataract has also been identified as res
ponsible for more than 50 per cent of the visually im
paired and the blind, and as curable by surgery. 
Some of the important aspects of the campaigh for 
prevention of blindness are development of Community 
oriented basic eye health services inclUding preven
tion. development of educatiOn on eye health etc. The 
Committee have dealt with in subsequent chapters the 
adequacy of the steps taken or proposed to be taketa 
in respect of prevention of blindness. 

The Committee are constrained· to observe that no 
concrete measures in real terms were taken for a long 
time for creating an infrastructure for the prevention 
and control of blindness. The Committee trust that 
now with the launching of the National Plan on Blind
ness, vigorous and sustained efforts will be made to 
implement the plan within a time bound programme. 

The Committee note that the number of blind in the 
country is about 9 million out of which 5.5 million are 
curable if medical services can be made available to 
the people 'in time. The common causes for visual 
impairment and blindness in India are-Cataract 
(55%), Trachoma (5%), infection of eye 15% and 
others (25%) which include smallpox, malnutrition, 
injuries, glaucome, congenital disorders, diabetes etc. 
The Committee have been informed that the situation 
has developed as there is lack of general ophthalmic 
care due to paucity and maldistribution of opthalmic 
personnel. Even in the training of basic doctors, the 
environmental and other co'tlditions in India have 
been completely ignored. Moreover there are not 
sufficient resources in finance, physical services and 
manpower. The Committee note that the strategy for 
dealing with the problem is not to have disease orient
ed programmes but to develop inte'asive health edu
cation and dissemination of information manpower 
development, and to deliver eye health ~are immedi
ately to the needy population through mobile units 
and to create a permanent infrastructure of eye health 
services at the peripheral, intermediate a'nd central 
levels. 

The Committee trust that expeditious efforts will be 
made to implement the strategy so that beneficial re
sults accrue in. the sholtest possible time. 
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The Committee note that the figures of blindness in 
the world, are apparently in the neighbourhood of 27-
30 million and that 112 Or 2/3 of the cases of blind
ness could have been prevented if they had been de
tected and prevented in tim,e. It is noted that a com
mO'll feature of the problem of countering blindness ia 
all countries is the need for better opthalmic services 
and a larger number of opthalmic consultants. The 
Committee trust that the technical know-how and the 
organisational techniques of the various conutries will 
be pooled and meaningful efforts made to achieve 
satisfactory results by a coordinated campaign agaihst 
blindness. 

The Committee note that there is nO system of re
cording the number of blind people or those suffering 
from impairment of vision in the country and that 
there is no reliable data on the prevalence or inci
dence of bli\1dness in anv cross section of the people. 
Some limited sample su~veys which have been made 
by the National SOCiety for the Prevention of Blind
ness and the Indian Council of Medical Research have 
revealed the prevalance of blindness in our country 
as the highest in the world. The latest coordinated 
survey by the ICMR ih 7 different centres has led to 
an OVer all estimate of 9 million blind and 45 million 
visually handicapped. The Committee have been in
formed during evidence that Government did not con
sider it necessary to waste resources in physical enu
meration but had deployed mobile health uhits which 
will take care of the eye health of the people and side 
by side win do the survey work. Enumeration by 
revenue officials was not considered suitable having 
regard to the technical nature of the work involved. 
The Ministry of Health in their latest submission be
fore the Committee (November 197n have stated that 
it was proposed to conduct surveys as the mobile units 
got into operation ahd it might be in another five 
years that the impact of the programme as weI! as the 
magnitude of -blindness would be known. ThE' Com
mittee agree that data coll~tion is a gigantic task. 
The Committee, however, feel that an overall survey 
regarding the prevalance of blindness in the country is 
basic for a coordinated and meaningful campaign 
against the c.Ysease. They would, therefore, stress that 
the surveys should be undertaken without any further 
loss of time and completed expeditiously so that the 
impact of the programme of Action on Blindness and 
preciSe magnitude of blindness are known and heces-
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sary timely remedial measures could be taken. The 
Committee feel that random sampling technique may 
. not be applied in collectiOn Of data in rural areas 
where due to the smallness of population it is possible 
to collect statistics about the number of blind perSOhS 
from village panchayats, village officers and other 
village institutions. 

The Committee note that the WHO has recognised 
the need for internationally accepted definition of 
blindness for the purpoSe of compiling international 
statistical data. In its technical report series number 
518 published in 1973 from Geneva the WHO has given 
a definitiOh of blindness which according to the Minis-
try is rather broad and leaves considerable scope to 
the nations to adopt a definition of their own. The 
Committee are informed that the Ministry of Ht!!llth 
have devised their own definitions for the purpose of 
categorising blindness. It is also noticed that the defi
mtion of visual impairment adopted by the Ministry of 
Health needs to be revised according to the WHO. 
The Committee are definitely of the view that there 
is a need for adopting an internationally acceptable 
definition of visual impainnent and ,blindness for the 
purpose of collecting statistical data as without such 
a standardised definition it would not be p093ible to 
have a meaningful comparison about the incidenCe of 
this afBiction in the country vis-a-vis other countries 
and to conduct a coordinated campaign against blind
ness. The Co~ittee, therefore, stress that ih order 
to avoid any di1ll.culty at the international level in the 
fight against blindness the Government should review 
the definitions of blindness and visual impairment 
with a view to ensur~g that the definition adopted 
by them should be as cloSe to the internationally 
accepted definitions as possible. 

It is a well !mOWn fact that blindness apart from 
human suffering costs the national a huge sum 
of money in a capital wastage and that the economic 
drain is further aggravated by the social dependence 
of the blind person on the community. The Committee 
have been informed that a rough estimate of the socio
economic cost of blind population to the community is 
Rs. 90 crores without counting the loss of productivity 
which is greater. The Committee need., theretore, 
hardly stress the urgenCy of measures to prevent viSUal 
impairment and to control blindness so as to reduce 
human sufferklg and to :reduCe the extent of drain on 
the national economy and the social dependence of the 
blind on the community. 
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The Committee note that cataract is widely 9re
valent in the country and accounts for about 55 per 
cent. of all cases of visual impaiIment. Out of the 
estimates 9 millidh persons with visual impairment 
in the country, over 5 million are stated to be suf-
fering from cataract which is curable by surgical 
operation. The Committee regret to note that while 
a special programme for the control of trachoma 
which accounts fOr about 5 per cent of the total cases 
of visual impairment was launched by Government. 
in 1956 first on a pilot basis and later on as a regu
lar programme, no specific efforts were made to res
tore eye sight to the large humber of persons suf
fering from cataract. According to the representa
tives of the Ministry, the emphasis on trachoma pro
gramme was placed becauSe it was a communicable 
disease and no particular attention was given to
cataract which being curable was originally "not con
sidered as part of blindness". It is thus obvious that 
the priorities accorded by the Ministry in the mat
ter of eye care were not well conceived in as much 
as the gravity of the problem of cataract which is· 
widely prevalent and is curable but has serious socio
economic consequences was not given the attention 
that it deserved, resulting in the continuance of the 
wide spread and avoidable misery among a very large 
section of the population suffering from this disease. 

The Committee note that there is a 'backlog or 
about 5 million cataract operations to which another 
one million are added every year. Against this, only 
0.6 milliOn operations are stated to have been 
attempted annually in the country including the ope
rations through voluntary effort. The Committee are 
distressed to note that there is no crash programme 
for conducting these operations On the plea of lack 
of resources and lack of manpower, Government are 
planning to complete the backlog of operations in 20' 
years which could at best be accelerated to 15 years 
provided finmcial resources could be made available. 
The Committee are surprised at the manner in which 
this grave problem is being handled at present. Con
sidering the enormity of the prevalence of this dis
ease and the human misery caused by it, the Com
mittee strongly feel that Government should find and 
allocate the hecessary resources for this task. The 
COmmittee consider that with the existing number of 
eye surgeons which are stated to be about 3500 in the 
country, it should be possible to conduct about 1 mil-

--------
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lion operations every year if detailed p)~ of und~
taking such operations through hOSPltial'3, mobile 
Wlits and i!ye-camps etc_ are prepared in advance 
and impleme'Dted meticulously in the fiel~ The 
Committee have no doubt that with the expertise 
available in the country and dedication of the con
cerned authorities, the backlog of cataract operations 
could be completed within a sherter period of say 7 
to 10 years_ The Committee would like Government 
to enlist the cooperation of voluntary operations in 
tRis humanitariatD. venture and prepare a crash time 
bound programme of cataract operations to restore 
sight to about 5_5 million people suffering from this 
disease and ensUre that the same is implemented in 
the field. The Committee would like to he informed 
in specific terms within six months about the action 
taken in pursuance of these recommendations to in-

,crease the facilities for cataract operations on scienti
fic lines including proper post operation care and the 
results expected to be achieved. 

The Committee note that incidence of trachoma 
accoU'.1ts for about 5 per cent of the cases of visual 
impairment and blindness in the country. They fur
ther note that following the recommendations made 
by a Committee appointed ,by the Indian Council of 
Medical Research, 195/., Government established a 
Trachoma Control Pilot Project which continued till 
1963_ The Pilot project has been extended to a 
National Trachoma Programme as a centrally spon
sored project since 1963. Till the end of the 4th 
Plan against the projected coverage of 1314 Blocks/ 
PHCs, covering a population of 86.71 million only, 
are stated to have been covered_ Thus there has 
been a shortfall in the coverage of 273 blocks com
prisi'ilg a population of 23 million. 

The Committee further note that there have been 
shortfalls in expenditure on the National Trachoma 
Control Programme during the First & Fifth plan 
period and the Government failed due to various 
reasons. In the Fourth Plan (l96~74) against the 
actual allocation of Rs. 97.31 lakhs, the expenditure 
was Rs. 66.34 lakhs which is roughly 66 per cent. 
During the years 1974-76 of the Fifth Plab the 
actual provision was of R3. 40 lakhs out of v:rhich 
only Rs. 27:27 lakhs i.e. about 67 per cent. could be 
utilised - As against the ·allocation of Rs. 40 lakhs 
for 1974-75 and 1975-76, the expenditure is no more 
than Rs. 27.6 lakhs. The lack of utilisation of the 

---------
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'allotted funds for fight agaiDlt trachoma shows that 
the implementation of the various projects under the 
National Trachoma Control ,Pl'lDgramme has to be 
taken more seriously than ia~ng done at present. 
'The Committee would therefore stress that Govern
ment sbou:ld review the posJ,tion in depth and take 
corrective measures to see that the allocated funds 
are fully used in" the interest of relieving suffering 
of the people from. Trachoma and the check the spread 
of this disease. 

The Committee regret to note that no evaluation of 
National Trachoma Control Programme, On which 
considerable expenditure has been incurred, has 
bem undertaken So far. It is nonnally expected 
that an evaluation of a programme is undertaken 
periodically to identify short-comings and take timely 
remedial measures. It is unfortunate that nO evalu
ation of this programme has been taken up so far 
though the programme has been in operation for 
over 20 years. According to a former Health Minis-
ter "perhaps it was a mistake to take up a single 
disease-Thachoma control instead of launching a 
programme for fighting eye infections in general". 
The Committee are in full agreement with this view. 
The;,' feel that if an evaluation of this programme 
had been undertaken in the early stages, this aspect 
would haVe corne to light in the beginning and cor
rective measures taken. The Committee note that 
at long last this programme will now be integrated 
in the National Programme for Prevention of Blind
neSG during the remaining years of the current Plan 
period. 

The Committee note that the malnutrition and 
blindness are widespread in our country. The Com
mittee would like to point out that at the core of mal
nutrition lies the problem of poverty, particularly 
the rural poverty and therefore, national efforta 
should be oriented towards improving the lot of rural 
masses through effectiVe rural development strategy 
in the formulation of which health and nutrition ob~ 
jective must receive due consideration. 

The Committee note that a number of nutritional 
programmes have been launched by Government and 
some with the cooperation and assistanCe of interna
tional agencies. These programmes are being admi
nistered, dependi!lg upon t~ nature of the pro-
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gramme, by different Ministries like Health and 
Family Welfare,- Education and Social Welfare and 
Agrlculture-(Departments of Food and Rural Deve
lopment). The Committee learn that for coordinatioa 
of these programmes a Central Coordination Com
mittee consisting of 12 members repreaenting tile 
concerned Departments of the Central Government 
was set up in August, 1973. The Committee note that 
two of the important points considered by this Co
ordinating Committee were: 

(i) to compile and keep upto date information in 
respect of each programme On nutrition. 

(ii) preparation of the National Nutrition polfl:y. 

The Committee regret to note that the Coordination 
Cammittee for Nutrition Programme which was en
trusted with the task of compiling and keeping upto 
date information in respect of various Nutrition Pro
grammes on nutrition has not met after June 1Ir76: 
to review the information collected from various 
sources. Also the draft proposal on the National 
Nutrition Policy prepared by a Sub-Group of the Co
ordination Committee constituted for the purpose, 
which was to be reviewed in consultatiOn with the 
Planning Commission, has not yet been reviewed 
and the draft On the National Nutrition Policy has 
not even been discussed at any meeting of the Co
ordination Committee after 10th June, 1976. Com:l
dering the widespread malnutrition problem in our 
country with its concomitant deliterioua effect 01' 

general health and vision of the afret'ted people, the 
Committee would stress that the meeting of the Co
ordination Committee for the NutritiOn Programme 
be convened early without any further loss of time 
and the data compiled and collected in respect of 
various Nutrition Programmes reviewed expeditiously. 
The Committee would also emphasise the urgent need 
of reviewing and finalising the draft of the National 
Nutrition Policy, by the CoordinatiOn Committee. 

The Committee would also urge Government to 
examine whether the implementation of such a policy 
should not be brought under the control of a single 
Department so that the areas of coordinated effort are
minimum necessary and the policy implemented 
smoothly and vigorously. The Committee would also 
recommend that as an important preventive measure 
agaibst malnutrition blindness, greater resources 
should be allocated for nutritiOn programmes. The 



(1) (2) 

23 2.82 

- .'.,' 

24 2.83 

25 1.12 

3175 L.S.-I8 

265 

(3) 

Committee would also like Government that great 
efforts are mad-c! to enlist the active cooperation and 
assistanCe of international agencies such as UNICEF. 

The Committee note that leafy vegetables,. carrots, 
drumsticks, tomatoes, oranges, "papayas" and similar 
cheap foods were rich sources of Vitamin 'A' and 
were essential for the health of eyes. These eatables 
are easily available in the coubtry and are cheap. 
Sprouted grams and groundnuts are also equally rich 
sources of supplements. In this connection the Com
mittee were informed during evidence that " .... with 
regard to the use of cheap food and leafy vegetables 
studies have been made and literature is there and 
we have been able to do not much in this regard, a 
lot has to be done to educate people with regard to 
the use af cheap vegetables that are already available 
in their own homeland ...... about "sa too" also scme 
publicity has been done in the drought affected areas 
in Bihar and Maharashtra ... ," The Committee con
sider that since nutritional deficiencies particularly 
among expectant mothers abd children were to a 
great extent adding to blindness in the country, ur
gent steps wer., called for on the part of Government 
for launching an intensive nutritiO'nal education pro
grammes in the country and popularising the exten
sive USQ of Joat'y vegetables, carrots, drumsticks, 
tomatoes, oranges, papayas and s:milar cheap foods 
like "satoo" sprouted grams and groundnut3. 

The Committee suggest that Government should 
take effective action to include "satoo" a'nd other nU
tritional foods like sprouted grams, groundnuts etc" 
in the programme for mid-day meals of children. 
Steps. should also be taken to standardiSe the quality 
and quantity of ingredients which should go into 
"sa too" improve its packing, arrange for its sale 
through Super Bazars and other Fair Price shops and 
use audio-visual meabs to bring the value of "satoo" 
and other cheap and readily available foods which 
are good for eye health to the noti«:e of the people 
particularly thoSe with fixed incomes and hailing 
frOm weaker sections of society as they are particu
larly susceptible to ailments of the eyes. 

The Committee note that Eye Camps have an im
portant role to play not only in undertaking eye 
operations but also in providin(; total eye care. Eye 
camps with community participation have found wide 
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popular acceptance. Such camps have an undoubted 
value in bringing Ophthalmological treatment to the 
doors of the people, 80 per cent of whom live in 
rural areas with hardly any ophthalmological services 
for the treatment of eye diseases. 

The Committee have been informed that Govern
ment are aware of the difficulties and inadequancies 
of ~ye Camps which are c~mducted at present and 
have, therefore, devised guidelines for converting 
these EYe CainP3 into Mobile Eye Care Units. As a 
preliminary step Mobile Ophthalmic Units will be 
estal::ilished in areas whicb have 'not been covered. 
The Committee would like Government to implement 
the proposed measu'res under a time bound plan. 

The Committee would also urge Government to 
ensure that the voluntary agencies which are already 
doing useful work in the 'field receive proper en
couragement and purposeful direction for augment
ing and . accelerating their efforts. 

The Committee note that under the National Plan 
of Action" -Government propose to set up 30 Mobile 
Units by the end of 1978-79 which would be increased 
to 80 by the end of 1983-84. The Committee under
stand from knowledgeable non-officials that the 
number is too small and that at least each district 
should have a Mobile Unit. They have been inform
ed by the Government that it will be unrealistic to 
create more than 80 Mobile Units in relation to the 
availability of manpower and equipment and in view 
of the financial constraints and Government have, 
therefore, planned to provide only temporary services 
through Mobile Units and at the same time create a 
permanent infrastructure. Seeing the magnitude of 
the problem, the Committee, however, feel that Gov
ernment should find way's and means to set up not 
less than 120 Mobile Units by the end of the year 
1"983-84 with particular emphasis in backward districts, 
tribal and 'hill areas falling in arid zones in the 
country. ~he Committee stress the need for efficient 
functioning of the Mobile Units which are being set 
up. They stress that theSe Mobile Units should be 
well equipped and adequately manned to take care 
of post-operative complications and to undertake their 
activities in a coordinated manner and should avoid 
sporadic, unorganiSed and unplanned methods of work, 
as has often been the case in voluntary Eye Camps. 
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The Committee would also like the Government to 
explore all possibilities of running more Eye Camps 
with the help .and cooperation of private agencies 
wherever necessary. FOr this purpose it would Le 
necessary to revise the concept of Mobile Units and 
Eye Camps to demarcate their roles and to orga!liee 
their functioning on scientific lines so as to give 
optimum benefit to the large number of people within 
the resources that are available which could further 
be developed under meaningful plans . with precise 
time bOlmd targets. 

The Committee would also urge Government to 
introduce some regulations for holding Eye Camps 
in order to prevent quackery and to ensure that these 
camps are run by qualified ophthalmologists and take 
due care of post-operative complications. The Com
mittee note that at present Gcvernment do not have 
reliable information about the total number of ~ye 
camps held, eye operations performed, eye hospitals 
and eye beds available in each district and the total 
number of eye specialists in each State. They fe'el 
that it is absolutely necessary to have complete a:1d 
uptodate information in regard to all these matters 
in order to plan and execute the campaign against 
blindness systematically throughout the length and 
breadth of the country. The Committee, therefore, 
recommend that Government should establish a 
scientific information system to collect all the rele
vant information in regard to the incidence of blinJ
ness and the progress of work done under the National 
Plan of Action for the Prevention and Control of 
Blindness, anl;llyse this information critically and take 
such measures as are considered necessary in the 
light of the information received to ensure effective 
acticn against blindness on all fronts in the country. 

The Committee note that ordinary eye-diseases at 
the periphery are being attended to at the Primary 
Health Centres and rural dispensaries where specialis
ed attention for theSe diseases is not available 
Patients needing specialist care are referred to the 
Taluka or District Hospitals. At present there are 
hardly any facilities available in rural and Taluka and 
even district hospitals for diagnostic and treatment 
purposes. The Committee note that it has been pro
posed that all Primary Health Centres in the country 
should 'be equipped in phases so as to provide a base 
10r ophthalmic health education, to screen cases re
quiring specialised eye care and fOr providing 
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ophthalmic health services, ·particularly to the pre
school and school going children. It is also proposed to 
give 4 to 6 weeks training to Primary Health Centres 
doctors in variou.;; medical colleges. The Committee 
need hardly emphasise the importance of strengthening 
the Primary Health Centres in the field of ophthalmic 
care so that the PHCs can play a meaningful role in 
attending to the ophthalmic problems of the Com
munity. 

The Committee consider that the institution of 
refresher courses for the PHC doctors is a step in 
the right direction. The Committee would, therefore, 
like Government to have the refresher COUirses so 
planned that the doctors gain requisite experience 
and are in a position to diagnose and treat eye ail
ments in an effective manner. 

The Committee need hardly stress the importance 
of providing the PHCs and Taluka/District Hospitals 
with the necessary basic equipment and personnel 
which would relieve the community of hardships cf 
going long distance to specialised institutions. The 
Committee note that every PHC will be provided with 
an ophthalmoscope and other essential equipment, 
costing about Rs. 3,000 per centre. Ophthalmic Assist
ants are proposed to be posted in areas where eye
specialist cannot be posted and that the areas are pro
posed to be covered by Mdb'1e Units. 

The Committee also note that it is the intention 
that every Block must have a Primary Health Centre 
and that 5,400 Block have been covered. leaving 200 
to be covered. At the same time in the backward 
areas particularly tribal areas intention is to provide 
a Primary Health Centre for a population of 25,.000 
as compared to 80,000 to one lakh elsewhere. It is 
also the intention to strengthen the services at the 
Sub-Centres. The Committee would like Government 
to work out the institutional and supporting manage
ments in details in the light of experience and take 
concerted measures to implement them in the field. 

The Committee regret to note that treatment facili
ties of eye diseases at district level hospitals and 
primary health centres are very adequate and that 
hardly any specialised Ophthalmic services have been 
created at the district level or in the sub-divisions . 

. _---- -------------~---~ 
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Most of the time the services in the periphery and at 
the district level are beil!g delivered through an eye 
camp approach, mostly by voluntary organisations. 
The Committee· note that the Government in its Plan 
of Action have laid considerable stress on the develop
ment of eye care services at the Primary Health 
Centres; Taluka/Sub-divisional/Tehsils hospitals and 
district level hospitals as a permanent infrastructure 
in a phased manner spread over a period of 20 years. 

The Committee have also been informed during 
evidence that the State Governments are being re
quested to post eye specialists in each district to begin 
with and that later on the plan envisages that each 
district hospital will have 2 eye specialists and in 
each Taluka Hospital there will be one eye speciali.3t. 
The Committee would like that concerted efforts 
should be made so that the Eye Specialists number
ing 3,500 are suitably deployed and that the hospitals 
at district and taluka level art!- well equipped for pro
per eye care. 

The Committee also note that the total number of 
eye beds is about 1,200 and that at the end of 20 yeaTS 
period about 60,000 beds would be needed, whi.ch 
means an addition of about 40,000 beds in a phased 
manner. The Committee would like the Government 
to implement the plan for increasing the number of 
beds according to well thought out programme so that 
the fight against the growing problem of blindness is 
carried on to a successful conclusion. The Committee 
would stress that higher priority 'be given in areas 
before incidence is higher. 

There are 106 Medical Colleges in the country '111 
of whic::h teach Ophthalmology at the undergraduate 
level and many at post-graduate level. There are 
6 Institutions of Ophthalmolgy for more sophisticated 
eye care at Aligarh, Sitapur, Ahmedabad, Hyderabad, 
Bangalore and Calcutta and one more has been esta!l
Iished recently at Allahabad. Besides, Dr. Rajendra 
Prasad Centre is a national centre of excellence for 
ophthalmic service. The Committee note that under 
the National Plan of Action, the central level of ser
vices are proposed to be provided through upgraded 
medical colleges, institutes, regional and natiol1al 
institute of Ophthalmology. It is proposed to set up 
10 regional institutes, 6 of which already exist and 
which will be upgraded. The Ophthalmic Depart
ment of the varieus medical colleges are to be up-
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gr~ded 'by providing equipment and staff fOr conver
sion into Community Ophthalmic Care Units. The 
Committee have no deubt that the plans drawn up 
will be implemented effectively so that the level of 
achievement in tackling the problem of blindness gets 
progressively higher and higher. The Committee 
would stress the need for greater linkage of Medical 
Colleges/Regional Institutes to the various District! 
Taluka hospitals and primary Health Centres and 
would urge that greater emphasis should be laid on 
preventive and promotive aspects. They also desire 
the Medical Colleges shou1d act not as ivory towers 
in majestic isolation but should' take upon themselves 
the responsibility for providing total eye health care 
in their respective regions. The Committee would 
suggest that steps should be taken by the Medical 
Colleges/lnstitutes to provide extension services in th~ 
regions to make arrangements to monitor the pro
gress concurrently so as to review and improve the 
services provided by them for prevention and control 
of bIind:H:ss in the country. The Committee learn 
from the memoranda received from knowledgeable 
non-officials that many hospitals where eye care faci-
lities are already provided are poorly equipped and 
badly organised and run -by personnel without the 
requisite qualifications and professional skill in 
Ophthalmology. The Committee have been informed 
during evidence that in the National Plan of Action 
Government is creating facilities for eYe Health Care 
at the peripheral, intermedle.t~ and central levels and 
that it it )roposed to create about 175 beds in each 
district in a specified manner over a period of 20 years. 
The Committee feel that the period of ~O years to 
achieve the largest is rather long and need to be 
reduced. 

The National Plan Committee would like Govern
ment to underh.ke immediate improvements in regard 
to effective functioning of the eye care facilities pro
vided in the hospitais where they exist so that avail
able facilities are put to !best use. The Committee 
would also u.rge that the plans drawn up for upgrarJ.
ing 'and improvement of the various institutions may 
be implemented according to a phased programme so 
that the maximum benefit is derived at every point of 
t!me for tackling the problem of visual impairment 
and blindness. 

The Committee note that a large number of 
voluntary organisation, both national and international, 
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are rendering assistance in.tlle,~revention and control 
of btindness. . 'i'hese orgarusati,oIis have not only estab
lished hospitals of ~mipence through their voluntary 
efforts but haVe also set up their branches in remote 
areas and conducted Eye Camps through mobile units. 
The Committee. had been informed that. though the 
efforts of these organisations were well motivatej 
these had been sporadic, uncoordinated and lack direc~ 
tion. 

The Com~ttee realise that voluntary agencies '.:an 
and should play a vital role in the prevention and 
control of blindness. The voluntary organisations are 
well-suited to stimulate ~ommunity interest and ~o
bilise communUy resources and efforts. They orgar.ise 
and hold Eye Camps fQr medical and surgical trcat
mentof eYe diseases and restoration of vision to cura
tive blind.. Since the problem of prevention and con
trol of blindness is colossal. it is of the utmost iInpor
tance that active assilltance of voluntary organisations 
is . sought by Government in this humanitarill.n task. 
The Committee ~ress that voluntary organisations 
shQuld be enco~ed and helped to play an increasing 
role .not only curative work. by concentrating on eye 
camps but should also be oriented to take up promo
tive and preventive work in regard to eye care :md 
visual impairment. 

The Committee need hardly stress that In order to 
/li!hieve .greater degree of coordination and coopera
tion as also to avoid duplication of efforts between the 
vati012S volWltarY organisations, State and Central 
a.eneies in the field of eye care, it is imperative that 
~ective .coordiIuJtion committees are organised in 
eliCh.State. It would also be desirable if a system is 
Qevised to appreciate the role and gOOd work done by 
the voluntary organisations. 

The Committee note that the voluntary organisations 
are getting grant-in-aid .from" GoverlUI).elli. Besides, 
the international a~encies are also rendering assis
tance to these organisations.. It is a matter of regret 
that Goyernmer:tt are not fully aware either of the 
particulars. of ~he. voluntatir . organisations Or of the 
qUantum «)f. assistance receiyfTd J)y them from the in
ternational ag~ncies. The Conutl:ittee would stress Gov
ernment should maintain comprehensiVe information 
about tllese voluntary organisations and the assistance 
receiVi!d by each one of them from various sources 
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and the work done by them in the field. They consider 
that ready availability of such information with the 
Central Ministry of Health would be helpful for 
short-term and long-term planning fOr tacklin2 the 
problf'm of prevention of visual impairment and con
trol of blindness. 

The Committee note that several international 
agencies like Royal Commowealth Society for the 
Blind, Christian Blindness Mission. Oxfam etc. were 
rendering assistance to individuals, voluntary organi
sations, hospitals and private institutions on mutual 
agreement basis. Assistance in teI'!ll of fund, material 
and supplies was also expected to be received from 
International Organisations like DANIDA, SIDA, WHO 
and UNDP which had shown keen interest in the 
plan of action for prevention of visual impairment 
and control of blindness. The Committee are inform
ed that" the assistance from the voluntary organisa
tions is 'being coordinated through the Central Coordi
nating Committee. The Committee would stress that 
negotiations with them which were being conducted 
be brought to a fruitful conclusion and greater interna_ 
tional assistance secured with a view to augmenting 
the voluntary efforts in the crusade against the pre
vention and control of blindness. 

One of the important problems in the fight against 
blindness is stated to be the shortage of Eye Specialists 
or Ophthalmologists. As stated by the Ministry, at 
the moment the country has about 3600-3700 Eye 
Surgeons..- The Committee, however, note that nO 
regular studies or assessment of manpower require
ments for Ophthalmic services have been attempted 
so far. In USA there is one Ophthalmologist Surgeon 
for 8000 of population. In Japan there is one for 
15000 of population. Considering Indian conditions, 
th~ norm of one Eye SUrgeon for 15,000 to 20,000 of 
population has 'been considered to be adequate by 
Government. According to this norm, total require
ments ill 1995 are estimated at 57,000. 

The Committee are informed that it should ':le 
possilbe for the Government to set up training pro. 
grammes to be able to produce about 1100 eye special
ists by the end of 1978-79 as against the present rateJ 
capacity of 900. In the periOd 1979-84 the capacity 
could be raised to 1500 surgeons per year and in the 
following 5 years this number could be raised to 2000. 
By gradually augmenting the capacity in subsequent 
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Plan periods it should be possible to prodUce the 
number of required eye surgeons to meet the neeJs 
of the country's population. The manpower so created 
were to be utilised not only in the Government Sec
tor, but also for voluntary agencies, hospitals in 
private sector and also as self-employment by the 
eye-specialists. 

The Committee would like the Government to 
carefully assess the total number of eye surgeons re
quired keeping in view the conditions prevailini in 
India and augment the training facilities in the medi
cal institutions in a phased manner as to ensure that 
the campaign against blindness does not suffer for 
lack of adequate number of ophthalmologi.3ts. 

The Committee further note that by and large the 
eye specialists/ ophthalmologists are clustered in l-arge 
and small cities. The people living in rural and semi
urban areas are thus / denied the facilities of ophthal
mic services. 

The Committee hope that by making up ophthal
mologists to work in rural areas as an important part 
Of their training programme, it may be possible that 
more ophthalmologists may opt for -service in the 
rural and semi urban areas and thereby the needs for 
ophthalmic services of the people of these areas may 
be met in greater measure. The Committee woukl, 
however, like Government to review the position 
periodically in the light of the Rural Health Plan for
mulated recently and bring about necessary chant,es 
in the curricula and take other suitable measures so 
as to ensure the availability of adequate number of 
ophthalmologists for service in semi-urban and rural 
areas, so that the needs of vulnerable sections of the 
population including the urban poor are increasingly 
met. 

The Committee note that para-medical personnel 
are now pr()posed to be trained as Ophthalmic .~
tants who would provide intermediate service for 
ophthalmic relief and would work in mobile ur.itsl 
Taluka/Tehsil/Sub-Division/District Hospitals as a 
support to the Chief Medical Practitioner and Ophthal
mologists and gradually in the primary Health Centres. 
The Committee also note the proposal initiated by 
Government to enact a legislation whereby prescri
ption and dispensing of ophthalmic lenses and glasses 
would be regulated and under this legislation, "'hen 
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enacted,. no optician shop .will be allowed to function 
without a trained ophthalmic Assistant. Taking all 
these factors into consideration, the requirements ot: 
Ophthalmic Assistants within the' next 20 years arc 
assessed as 85,000 at the rate of one for 10,000 of 
population both for the private and public spctors. 
A phased programme for the training of this man
power is stated to have been drawn up and is being 
finalised so that the country becomes self-sufficient 
in Ophthalmic manpower n~s. The ComIl"lttee 
WQuld like that. a realistic assessment of the require
ments of Ophthalmic Assistants, consistent with the 
flnancial resources ayailable for this purpose" m'\y be 
made, in the. contex.t of comprehensive medicarp plan 
enunciated by Government recently and arrangements 
made to expand and Gtreamline the existing facilities 
fOl' training of Ophthalmic Assistants in a phased man
ner so that the requirements are met within a time 
bound programme. 

In the case of Ophthalmic nurses, the Committee 
note that requirements have been estiJDated at 20,000 
and that considerable efforts would be needPn if the 
targets. are to. be achieved, in the next 20 years. The 
Committee would stress that urgent and adequate steps 
be taken to augment the tx:aining programmes for 
ophthalmic nurses without any further loss of time. 

The Committee note that Government are assessing 
the requirements. of PBfa-medical workers to assist 
the eye sP~cialists. Accordi~g to them, at least one 
.."utipurposepara-medical person will be required 
tOl' 10-015 thousand of population. The Committee 
note ,that it is proposed to train these personnel by 
utiJ..isation of +2 .general education system under 
vQcjltional education and also to utilise medical 
colleg~s, Regional Institutes and the apex body for 
training. 

The Committee need hardly. stress the importance 
of giving training to multipUrpose workers both male 
and female in eye care. They would like that a 
time bound programme fOr giving training to these 
wOJ'kers may be formulated and implemented so that 
the campaign against blindness gets momentum with 
the help of trained workers. 

The Committee.oote that rout .cf 105 medical colleges 
ia :the ~ountry, only 55 coDeces are offering special
ised courses in Ophthalmology and their outturn is 
about 300 eye surgeons every year. In addition, 
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post-graduate course ill Op~ology is available at 
the All India Instit~te of Medical Sciences, the 
Maulana Azad Medical College, Pondichery and Goa 
Medical Colleges etc. The outturn of ophthalmic 
surgeon has been attributed to lack of employment 
facilities and lack of ophthalmic equipment which is 
very expensive. The Committee have in a paragraph 
of this Report urged the Government to under
take a realistic assessment of the requirements of 
ophthalmic surgeons in the ,country to meet the 
growing need in this specialised field. It is evident 
that with the implementation of the National Plan 
of Action there would be more employment opportu
nities in the field of ophthalmology and the require
ments of eye surgeon would increase considerably. 
The Committee would like Government to take effec
tive steps not only to suitably increase the capacity of 
the 50 medical colleges which are offering specialised 
courses in ophthalmology but also to provide these 
facilities in other medical colleges so as to meet 
in full the requirements of eYe surgeons in the 
country. They further desire that arrangements 
may also 'be made to provide adequate facilities for 
training of post-graduates in ophthalmology to meet 
further requirements. 

The Committee further stress that facilities for 
ophthalmic . education should be suitably expanded 
and improved and a complete reorientation may be 
given to ophthalmic education by placing greater 
emphasis on promotive, preventive, curative and 
rehabilitation aspects. 

The Committee note that ophthalmology which 
fonned a separate diGcipline of training- and examina_ 
tion iD. the field of under-graduate medical education 
in the past, is being given less attention and its assess
ment is being' merged with surgery. The Committee 
find that Mudaliar Committee (1959) had recommen
ded that students at under-graduate level shOuld be 
adequately trained in the subject of ophthalmology 
and should 'be a!isessed separately 'Yuh regard to 
their fitness in the subject. The Committee are 
not aware of the censiderations under which ophtha
lmology has not been included as a separate subject 
in the syllabus for under-graduate course for medi
cal education and why the recommendations of the 
Mudaliar Committee _ have not been imRlemented $n 
letter. andspjrit flO .tar. .They Ylould like the Gov-
ernment to critically review the position and bring 
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about necessary changes in the curriculum of the 
under-graduate courses for medical education so as 
to include ophthalmology as a separate subject, in 
consultation with the Medical Council. 

It is pertinent to recall in this connection that the 
problem of eye ailments in our tropical country runs 
into gigantic proportions and that as per estimates: 
available, there are as many as 9 million blind people 
in the country. With Government's plans to extend 
health care to rural areas and for manning of primary 
health centres by medical practitioners, it would 
obviously be an aspect if the under-graduates are 
imparted knowledge and practice in depth of Ophtha
lmic discipline so that they may be able to detect 
and provide timely treatment to the people living in 
rural and remote areas of our country. The Com
mittee would like the preventive and promotive 
aspects of community eYe health care to be specially 
included in the curricula for under graduates. 

The Committee note that Government propose to 
start training programmes for general practitioners 
and PHC doctors by organising refresher courses of 
2 to 4 weeks' duration in various medical colleges. 
The Committee consider these refresher courses to 
be very important in the compaign for the preven
tion and control of visual impairment and blindness: 
in the country. They would like Government to 
prepare a detailed programme for these courses so 
as to cover all the PHC doctors within a time b.:>und 
programme. 

The Committee are glad to note that these refresher 
courses are open to the general medical practitioners 
also. The Committee would like that wide publicity 
should be given to these refresher courses ot enable 
the general medical practitioners to avail themselves: 
of these courses in the interest of rendering com
prehensive medical care to the community. 

The Committee would like that refresher courses: 
should also be provided for ophthalmic surgeons to 
enable them to update and upgrade their konwledge 
and skills so as to keep abreast of the latest advance
ments in this field. 

The Committee note that the Ministry of Health 
have been taking steps for the dissemination of in
formation regarding the Prevention and Control of 
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Blindness and have brought out folders, posters, film 
scripts, cinema slides, radio talks etc. over the years. 
It is a matter of regret that in spite of the various 
steps taken in this regard, the problem of visual 
impairment and eye ailments has been increasing and 
the number of blind people in" the country has gone 
upto 9 million. It is thus obvious that the dissemi
nation of information On this vital subject has not 
been wide-spread and has been very inadequate 
compared to the requirements. There is much that 
needs to be done in this regard. It is well known 
that dissemination of information for eYe care and 
simple inexpensive treatment of eyes is of the utmost 
importance for the prevention and control of blind
ness in the country. The Committee WOUld. there
fore, like Government to undertake a study in depth 
of the inadequacies of the steps taken in this behalf 
so far and undertake well informed and effective 
measures so that the message of eYe care reaches 
particularly the vulnerable sections of the society. 

In the Committee's view there is an urgent need 
for intensive and extensive pUblicity on radio and 
television and through newspapers, periodicals 
magazines, posters, pamphlets and hoardings in the 
class rooms of the school children, in ladies clubs 
and poor localities, slum areas, primary health cen
tres and local Government offices regarding the pro
motion of health of eyes, common eye diseases pre
valent among pre-school and school children, preg
nant women and nursing mothers, with simple advice 
for their early treatment and prevention of compli
cations and blindness. 

The Committee hope that the various measures 
recently taken and proposed to be taken by the 
Ministry of Health for arranging intensive and 
extensive publicity to the various aspects of preven
tion and control of blindness over the All India 
Radio and Television Centres and through publica
tion of posters in various regional languages, erection 
of hoardin~3 at various places, cinema slides, pro
duction of documentaries with commentaries in 
different languages, playing of compressed tape re
corded speeches to the audience at Eye Camps, various 
social and other gatherings etc., preparation and dis
tribution -Clif talking' points on /Causes of blindness 
to PHC's and Sub-Primary Health Centres would 
bring the desired results in making the gravity and 
ma-gnitude of the problem of blindness and the recom
mended measures for the prevention and control of 
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blindness known to the general public. The Com
mittee would like that the Government should review 
the publicity measures from time to time with a view 
to ensuring that the message for the prevention and 
control of blindness reaches all sections of people 
particularly the weaker sections and all parts of the 
country effectively and produces the desired awaken
ing against this disease. 

The active cooperation of voluntary organisations 
working in the field of eye care health may be 
enlisted in a greater measure so as· to reach the 
peop~e in all walks of life. 

The Committee consider that prevention and con
trol of blindness is a gigantic task. Government 
machinery atone Can',10t tackle' the problem of eradi
cation of ,blindness in the country. The Committee, 
therefore, consider it imperative, that Government 
should solicit the active cooperation and help of the 
cClffilllunity leaders, sociologists, teachers and students 
who could be effectively trained in the fie'ds of 
health educatiO'n., particularly in promotive, preven
tive and curative aspects of eye care. This, in the 
Committee's view, would have a greater impact in 
prcmoting better vision and preventing blindnetls. 
The Committee in this connection note that the 
teachers have close association with the schOOl going 
children. They would thus be useful in det!:Cting 
children with defective vision and advising them and 
their parents to seek the advice of the qualified 
ophthalmologists. Similarly, the social workers and 
community leaders could make the adult population 
aware of the commOn eYe diseases. They could 
impart health educatiOn to the populatiOn in general 
regarding the care of their own eyes, the eyes of 
their chndren a'"d also propagate the nutritive value 
if inexpensiVe food like Satoo carrots leafv vege
tables, milk, fruit and eggs fo; the protection of the 
eYe sight. In th: s context the Committee welcome 
the assurance of Government that they regard the 
participation of teachers, social workers and stu
dents as most important and an essential part of 
their programme of preventiO'" and control of blind
ness. They would, therefore, stress the urgent need 
to orientate teachers. social-workers and community 
leaders on the problem Of eye health care with a 
view to rendering assistance as a first-aid mea
sure and to taking promotive steps for eye health 
care. 
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The Committee would also urge for an expeditious 
decision on the part of the Ministry of Education for 
ab early inclusion of suitable material on ocular 
health in the Primary and Secondary schools level 
text ·books GO that school going children could be 
educat~ about commOn eye diseases and methods 
of preve::.tir.g them. 

The WHO in its report has rightly pointed out 
that there is lack of sehool Eye Health Services in 
many areas of world and that there is an urgent need 
for inclusion of eye care components such as (0 
early detection Of refractive errors, treatment of 
equint and ambloyopia and detection and treatment 
of infections such as trachoma, in the School Eye 
Health Education. The Committee are glad to note 
that the National Plan for the preve'ntion and control 
elf blindness formulated by the Ministry of Health 
envisages Eye Health Education fOr the people. The 
Committee are also gratified to note that the Central 
Ministry of Health, National SOciety fOr the Preven
tion of Blindness through its centres and state 
branches, Raje'ndra Prasad Centre for Opthalmic 
Sciences and many other voluntary agencies have 
started to disseminate ipformation with regard to the 
problems of eYe health and their solution. The Com
mittee hope these efforts will result in creating an 
awareness in the general public about the eye health. 

The Committee note that the Ministry of Health 
have held discussion with the Mi'nistry of Education 
and the National Council of Medical Research and 
Training for indusion of relevant material in the 
school text books at different stages and in the text 
books for teachers' training programme and the 
material is under preparation in consultation with 
the National Council of Medical Research. The 
Committee urge that determined efforts should be 
made to 'process and finaliSe the material to be in
cluded in the text books expeditiOUSly and it should 
be ensured that this material is made available to 
the state Governments for inclusion in the text books 
of the schools and text books far the teachers' train
ing progrtmme at an early d'ate. 

The Committee note that the Indian Council of 
Medical Resear<:h has been carrying out research in 
the -field of Opthalmology from its very inception and 
that the Council -had 'met up a Sub-Committee on 
Blindness in 1961-82 which, in 1964, was re'fiamed 
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as an Expert Group on Opthalmology for further
ance of research on several aspects of eye diseases. 
This group is stated to be responsible for identifying 
priority areas of research in the field of opthalmic 
sciences and also evaluating the 'on going' research 
programmes. The Council also i'aitiated a coordi
nated study on the prevalence of blindness in 1970 
at seven different centres. The data collected under 
this scheme after processing is stated to be under 
final publication by the ICMR. During the last 
5 years, the Council has undertaken 49 research 
schemes in ophthalmology and the main areas of 
study are trachoma, cataract, glaucoma, malnutrition 
etc. 

The Committee have been informed that research 
in ophthalmology is .carried OUt at the National Ins
titute of Ophthalmology, Regional Institutes of 
Ophthalmology and various Medical Colleges like 
Maulana Azad Medical College New Delhi, MotHal 
Nehru Medical College Allahabad, S. N. Medical 
College, Agra, ,Medical College Madurai, P.G.T. 
Chandigarh etc. It has been admitted by the Minis
try that in the research field of ophthalmology-both 
experimc'iltal and clinical, India is far behind the 
Western Countries. A number of knowledgeable 
persons have also stated that research efforts made 
by various hospHal, medical colleges and institutions 
had been sporadic and that original research in the 
country has been verv little and its effectiveness has 
not been fully evaluated. Accord:'t1g to a non-official 
"whatever research is carried out in India, is mo~tly 
a reduplication of work alreadv done in the West 
and about which details are alr""eady well-known". 

It is thus evident that the research conducted in 
ophthalmologv in the country has not been able to 
achieve tangible results Of any practical value. The 
Committee consider that in view of the e'ilormity of 
the problem of blindness and eye-diseases prevalent 
in the country, it would not suffice if the various 
problem3 requiring research are identified. What is 
really required, is to identify the institutions with 
the requisite expertise and facilities to undertake 
research in theSe problems and £i'ad solutions with 
the maxim1:m possible expedition. The Committee 
would therefore like to stress that immediate steps 
should be taken to identify the areas requiring re
search on a nrioritv basis and prepare time-bound 
programmes fOr coitducting these researches so that 

---.---- ----------------------
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the results of research are expeditiously available 
for being applied in the -field and a meaningful impact 
is made in reducing the mag~itude of the problem 
flf blindness in the country. It is also important that 
in selecting research projects top priority is given 
to those eye diseases which are widely prevalent 
among the POOr and weaker sections of society. 

The Committee would further like to stress that 
detailed estimates for the completion of research pro
jects in terms of time and money should be prepared 
in the beginning itself So as to encourage cost-cons
ciousness and. purposeful utilisation of time and 
scarCe resources in the research faculty. It is also 
necessary that the progress of research projects is 
reviewed periodically at least once a year, so that in 
the light of progress made, decision could be taken 
to provide additional inputs of necessary, with a view 
to accelerate the progress Or to give up unreward
ing projects to obviate infructuous expenditure. 

The Committee expect the R.P. Centre of 
Ophthalmology to provide the necessary lead by 
hav~lg a meaningful result oriented research pro
grammes. 

The Committee need hardly stress that the research 
projects in ophthalmology should aim at devising and 
developing inexpensive and allpropriate techniques 
for eye-care, in keeping with the socio-economic 
conditions in the country. 

5.21 The Committee regret to note that no specific pro-

3175 LS-19 

gramme has beE.~ formulated for conducting research 
in the field of opthalmology to find out an effective 
remedy for eye diseases available in the indigenous 
system of medicine. The Committee would like to 
stress that it is high time that the various remedies 
available in the indigenous systems of medidne are 
utilised fOr meaningful advance in the campaign 
against preventio'il and control of blindness. There 
are a large number of inexpensiVe and effective local 
remedies which are utilised by villagers in all regions 
of the country to prevent and cure eye-diseases. The 
Committee would like Government. collect and collate 
all those common folk remedies frem all parts of 
the country a~d organise research in a systematic 
way in their utility and effectiveness so as to assimi
late the knowledge available therein and provide 
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inexpensive home remedies for eye health care to 
the vast majority of the people in the country. The 
Committee would like to be informed of the concrete 
action taken in this regard within three months. 

The Committee also desire that full use should be 
made of the be'ileficial effects of yoga exercises on 
eye-care and wide publicity should be given to those 
exercises which are found useful in maintaining eye 
health and curing eye diseases. 

The Committee have elsewhere in the Report identi
fied the magnitude of the problem of Blindness and 
eye disease and suggested emergent and long term 
measures to be taken to alleviate the suffering of the 
people. It is evident that for undertaking such a far 
ranging programme ophthalmic instruments and 
other equipments would be required on a large 
scale. The Committee are concerned to find that at 
present only eYe testing equipment like charts a~d 
lenses are indigenously produced while most of the 
diagnostic instruments and equipment, roughly 80 
!per cent or more in value, (Approximately Rs. 2 
crores per year) are required to be imported. The 
Committee would like Government to critically re
view the position in depth in consultation with the 
leading ophthalmic Research Institutions, Research 
Laboratories under the Ministries of Science & Tech
nology and Defence as also Departments of Industry 
and Technical Development etc. with a view to for
mulate and implement the project for itadigenous 
manufacture of ophthalmic instruments and equip
ment specially when all the raw materials required 
for manufacture are stated to be already available in 
the country. 

The Committee also stress the need fOr developing 
adequate maintenance and repair facilities preferably 
on decentralised basis. So that the costly ophthalmic 
equipment a'nd instruments are kept at all times in 
a proper state of efficiency. 

The Committee note that the entire requirements 
of ophthalmic glass blanks were met through imports 
till 1968-69 when Bharat Ophthalmic Glass Limited, 
a public sector company. started commercial produc
tion with Soviet collaboration. The indigenous pro
ductiOn which constituted 6.37 per cent of the total 
requirements in 1971-72 rOSe to 27.35 per cent in 
1975-76. The Committee are informed that in abso-
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lute terms as agai'L1st the country's requirement of 
800 tonnes of ophthalmic glass during the current 
year (1977). the indigenous production accounts for 
onlv a little over 100 tonnes. During 1976, in order 
to meet the country's requirements, of ophthalmic 
glass. 300 tonnes of o?hthalmic glass had been im
ported but out of that qUa'n.tity at the end of the 
year 100 tonnes remained unsold because of the un
healthy competition from sheet glass which is also 
at present being used fOr the production of eye 
glasses. The Committee have further been infoInled 
that to e:iminate the use of sheet glass and other 
sub-standard glasses for production of ophthalmic 
lenses Goverl1'lTIent have fi'11alised a bill providing for 
the USe of o:;Jhthalmic lenses with lSI specifications 
and banning the use of any other glass for the pur
pose. The bill. it is stated. is being circulated 
amongst the States for their concurrence and as soon 
as their concurrence is received, it will be i~troduced 
in Parliament. The Committee would stress that 
special efforts may be made to process the necessary 
legislation in this regard through various stages 
expeditiously So that the use of the sub-standard glass 
fOr the manufacture of ophthalmic lenses is eradicat
ed from the country at the earliest. 

The Committee are concerned to note that wide 
gap between the demand and availa,bility of ophthal
mic glass in the country. As against the installed capa
city of 300 tonnes in the Bharat Ophthalmic Glass Li-
mited (BOGL), the Committee find that the operating 
capacity of this undertaking is nOW taken to be only 
150 tonnes and the production is even less than the re
duced capacity, it being of the order of 112 tonnes. 
The main reason for under-utilisation of the capacity 
of BOGL are stated to be inter alia erratic thermal be
haviour of ceramic pots, erratic supply of coke oven 
gas, labour unrest and low productivity. The Commit
tee are informed that certain steps have been taken 
'by the Government to improve the capacity utiHSation 
to make this undertaking economically viable. In view 
of the heavy dependenCe of the country on imports for 
meeting its requirements of ophthalmic glass, Commit
tee cannot over emphasise the importance of maximis
ing production of ophthalmic glass in this undertaking 
and would stress that Government should earnestly 
look into the various constraints on production and 
take concreted measures to remove them at the earliest 
so as to raiSe its production to the maximum level. 
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The Committee are informed that the present batch 
process technology is another serious constraint on pro
duction of this undertaking. This technology is admit
ted to be now "out moded and uneconomical' and it 
has been recognised by the Government that BOGL 
should switch over to modern technology, namely, con
tinuous proces3 technology, for the manufacture of 
ophthalmic glass. The Committee are informed that 
Government have already approved an experimental 
project for this undertaking involving an investment 
of Rs. 49 lakhs for the development of the modern tech
nology and for productiOn of 300 tonnes of ophthalmic 
lenses by this process. A technical team, it is stated, 
was also sent abroad to negotiate for technical colla
,borlltion with foreign manufacturers for this purpose. 
The Committee, however, were informed during evi
dence in October, 1977 by a representative of the Mi
nistry of Industry that "we have not bee:1 able to evol
ve it (continuous process technology) indigenously." 
The Committee also note that during the last three 
years one application received from a foreign majority 
company in 1975 for the manufacture of ophthalmic 
blanks in the country was not approved as this item 
of manufacture according to the licencing policy, 1973, 
was not open to foreign companies. In view of the facts 
that the gap between demand and supply of ophthal
mic glass is steadily widening, the indigenous produc
tion capacity is woefully inadequate and in
digenously available technology is outmoded and un_ 
economical, and t1-jat the country is heavily dependent 
on imports for meeting its reqUirements which result
ed in an outgo of foreign exchange amounting to Rs. 
37 lakhs in 1974-75 and Rs. 67 lakhs in 1975-76 the 
Committee would like Government to examine the va
rious aspects of this matter critically and acquire the 
latest technology and to augment the indigenous ca
pacity without any further delay to produce adequate 
quantity of ophthalmic glass indigenously in the larger 
and long-term interest of the country. 

The Committee note that the selling prices of indi
genously produced ophthalmic glass are higher than 
the prices of the corresponding qualities of imported 
glasses. They were informed during evidence that the 
production cost of BOGL was nearly double that of 
the imported glass. The reasOn for this high productiOn 
cost of BOGL also is stated to be, among other things, 
the obsolesent technology being used by the undertak
ing. The Committee feel that pending switching over to 
the continuous process technology Governmen~ should 
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make all possible efforts to bring down the cost of 
production of ophthalmic glass by BOGL~ The high cost 
of production at BOGL makes it all the more neces
sary for the Government to arrange to have the latest 
technology for the production of ophthalmic glass by 
the undertaking at the earliest. 

The Committee note that the question of formulat
ing a National Policy on the control and Prevention 
of Visual Impairment and Blindness has been advocat
ed at various forums from time to time. They have, 
however, been informed that the National Plan of 
Action on Blindness formulated by the Ministry of 
Health, represents the National Policy. The Com
mittee recommend that National Policy on Visual 
Impairment and Preventiwa of Blindness be formulat
ed in depth and laid 0:1 the Table of the House to 
enable the Members to express their views on this 
matter of National importance and provide a firm 
guideline for perspective planning and action. 

The Committee note that a National Plan for the 
Control and Prevention of visual impairment and 
blindness, formulated by the Ministry of Health. The 
National Plan envisages the Provision of diagnostic 
and treatment facilities at the peripheral level of 
services; strengthening of Distt./Taluka Hospitals; 
establishment of Mobile Ophthalmic Units; the 
strengthenLlg and provi'ion of Central Level of 
Services viz., Medical Colleges, Regional Institutes and 
strengthening of the Dr. Rajendra Prasad Centre for 
Ophthalmic Sciences at A.I.I.M.S. New Delhi. The 
Committee further note that for implementation of 
the National Plan,. a provision of Rs. 625 lakhs had 
been proposed for the Fifth Five Year Plan (1974-79) 
and Rs. 1469.40 lakhs had been proposed for the Sixth 
Five Y'ear Plan (1979-84). The Committee have 
been informed that substantial international assistance 
is also likely to be available for the implementation 
oj' the programme. Now that the National Plan on 
Blindness had received the approval of the Planning 
Commission and the Ministry of Finance and all the 
State Governments had communicated their accept
ance of the National Plan, the Committee desire that 
vigOl'oUS and sustained efforts should be made to 
implement the plan as per a time bound programme, 
and the various programmes undertaken as part of 
the National Plan and the results evaluated at the end 
of eaeh year with a view to learning lessons and 
taking such remedial measures in the light of experi
ence as may be found necessary. 
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The Committee would recommend that an effective
mechanism for regular monitoring and evaluation 01 
the various programmes under the National Plan may 
be set up to keep a close watch over implementation 
of the Plan and achievement of the desired goals and 
to effect timely inprovements in the implementation 
of the programme in the field. 

The Committee note that a long term perspective 
plan is being drawn up to tackle the problem of 
prevention and control of blindness spread over a 
period of 20 years. The plan has been divided into 
three sectors namely Peripheral Sector involving an 
outlay of Rs. 12 crores, intermediate Sector involving 
an expenditure of Rs. 12 crores for equipping district 
and sub-divisional hospitals and Central Sector involv
ing an expenditure of Rs. 12 crores for strengthening 
medical colleges, regional institutes and the national 
centre. Besides, the capital cost for the regional insti
tutes was estimated to be near about Rs. 25 crores. 

As already stated that elsewhere in the report, the
Committee feel that a period of 20 years is too long 
for tackling the problem of prevention and control of 
blindness. They would like the Government to review 
the proposed long term perspective plan so as to 
reduce the period of the plan. The Committee would 
also like the Government to draw the detailed schemes 
for each of the three sectors of the plan and take 
necessary steps to ensure that the progress of each 
sector is well co-ordinated with the other sectors and 
optimum results are achieved most economically and 
speedily within the time frame of the plan. 

The Committee note that Dr. Rajendra Prasad 
Centre for Ophthalmic Sciences was set up in 1969 
for developing excellence in the field of Ophthalmic 
Sciences and providing the highest grade of ophthal
mic services at the national level. The Committee 
further note that the Committee appointed by the 
Institute to go into the administrative and financial 
arrangements of the R. P. Centre vis-a-vis AIIMS 
recommended that the Centre should enjoy an effec
tive autonomy in its functioning and should be a 
constituent unit of AIIMS. 

7.51 The President of the All India Institute of Medical 
Sciences (Dr. Karan Singh) in his order dated the 10th 
January, 1975 further formalised the status and 
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administrative powers of the R. P. Centre and the 
AIIMS to facilitate and improve the working of the 
Centre with a view to ensuring effective autonomy to 
the Centre within the overall provisions of the All 
India Institute of Medical Sciences Act, 1956. The 
order inter-a.lia stipulated:-

(i) "The budget of the Institute shall be in parts 
namely (i) the budget of the main Institute 
and (il) the budget of the Centre. The budget 
at the Centre t3hall be prepared and operated 
upon by the Head of the Centre. 

(ii) The development plans of the Institute shall 
be prepared into two parts namely (i) the 
development plan of the main Institute and (il) 
the development plan of the Centre and the 
allocations shall be so made that they shall 
not adversely affect each other. 

(iii) The Centre shall continue to use to the maxi
mum extent the common h03pital facilities 
like the laundry, the animal house, the kitchen, 
the Gterilisation room, blood bank, clillical 
pathology, library, etc. For the use of such 
facilities etc. no debits shall be raised against 
the Centre. Where such facilities are requir_ 
ed to be augmented for the Centre or the 
Institute, the expenditure shall be shared by 
the two in proportion to the utilisation made 
by each. 

(iv) The Director of the Institute shall delegate to 
the Head of the Centre all financial and ad
ministrative powers which vest in the Direc
tor ... 

(v) For day to day working at the Centre in 
matters relating to administration, stores, 
accounts etc., the Centre may have separate 
staff of its own." 

The Committee regret to note that in spite of the 
various measures taken to formalise the status and 
administrative powers of the Rajendra Prasad centre 
vis-a.-vis AIIMS in such clear and unambiguous termse 
conSiderable difficulties were stated to have been ex~ 
perienced in the day to day functioning of the R. P. 
Centre and the actual implementation of the orders Gf 
the President of the Institute. The Committee were 
informed during the evidence that though the Centre 
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had 1Deen in ~!;lce for over nine years, it had made 
very $low ~rogress primarily becaU'3e it was tagged to 
a much ,bigger organisatiQn like the AIIMS which 
wo;r~d on a \l.Ilitary concept and the requirements of 
the. Centre were not giVeR the clOSe and prompt atten
tion needed for an apex organisation. The Centre 
suffered in the matter of training, funds and had diffi
culties in the matter of training, increasing the beds, 
improving the h03pital facilities administration of 
hostels and holding refresher courses, the result being 
that according to the evidence tendered by the repre
sentative of the R. P. Centre in the pres~nt set up there 
was hardly any possibility of the Centre achieving it>3 
objectives in the foreseeable future. During the visit 
of the Committee to Dr. Rajendra Prasad Centre, the 
Committee were further informed that the functioning 
of the Centre had been hampered by non-implementa
tion of the basic decision regarding the Centre having 
an identity of its own as a special Comtituent Unit 
of AIIMS and the denial of effective autonomy in its 
functioning. 

The Committee further note that during a meeting 
convened on 2 June, 1977 by the Health Secretary in 
pursuance of the assurance given by the representa
tives of the Ministry of Health before the Estimates 
during the evidence, to dhcuss the implementation of 
the order of the President of the Institute dated 10 
January, 1975, it was felt that the implementation of 
the order of the President was by and large satisfac
tory and that the difficulties experienced were ,being 
resolved from time to time and that in future also the 
difficulties might be discU'3sed and resolved as and 
when they would arise. So far as the question of 
giving autonomous status to Dr. R. P. Centre, the 
Committee are informed that this aspect will be 
taken up for consideration by the Review Committee 
proposed to be '3et up in terms of recommendations 
of the Estimates Committee contained in its 102nd 
Report (1975-76) on AIIMS. 

During evidence before the Sub-Committee of the 

Estimates Committee (1977-78) in October, 1977 the 
Chief Organiier of the R. P. Centre stated that a 
solution out of this impasse lay in the fact that the 
Centre should become a Constituent College under 
Section 14{F) (i) read with Section III(2) of AIIMS 
Ac~ and the Head of the centre could be assigned 
function and POWlel's to the same level as Director 
AlIl4S have 'fO!' mat4lers concerning the Centre under 
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Section 11 (4) of the Act. In this connection, the Chief 
Organiser of the Centre sugg-ested some amendments 
to the Act and changeG in the rules. The Chief Orga
niser of Dr. Rajendra Prasad Centre for Ophthalmic 
Scien::es further stated that he was of the view that 
the Centre should be renamed as Dr. Rajen,dra Prasad 
National Institute of Ophthalmology in order to reflect 
its real status a'3 the apex organisation to project its 
clear image nationally and internationally particularly 
when the 6 Regional Institutes were being created. 
The Secretary of Ministry of Health informed the 
Sub-Committee (1977-78) during evidence that the 
"consensUo3 of opinion seems to be that it would be a 
great pity if the Centre had to be separated from the 
AIIMS". In a written reply subsequently the Min
istry also stated that "earlier a sub-Committee of the 
Institute examined the question which found that a 
sum of R3. 250 lakhs would be required for its total 
separation. It did not con3ider this as desirable." He 
further informed the Sub-Committee that the question 
whether the Centre should be separated from the 
Institute and if not, what should be its future rela
tiomhip with the Institute had come up before the 
Governing Body' of th.e Institute at its meeting held on 
29 August, 1977 and he had been asked to examine 
all the aspects of the matter and to submit his recom
mendations to the Governing Body on the status and 
powers of the Centre. He '3tated that during this 
examination he would also look into the suggestion to 
give the status of a Constituent College to the Centre, 
as proposed above and whether it could be brought 
within the ambit of AIIMS Act. As regards the 
nomenclature of the Centr·e the Ministry in a note 
Gtated that once the relationship of the Centre with 
the AllMS L3 determined the question of nomencla
tUrE will also be settled." 

The Committee are not happy over the persistent 
lack of harmony in the working relatJ.onship between 
Dr. Rajendra Prasad Centre of Ophthalmology and 
AIIMS. They are afraid that the existing state of 
relationship between the two, if not improved imme
diately, might a1fect the implementation of the 
National Plan of Action adversely. They feel that it 
is absolutely necessary in the inte;-est of effective im
plementation of the Plan that the question of giving 
suitable status and powers to Dr. Rajendra Prasad 
~tre vis-a·vis ~]:u.(S is settled without any further 
103s of time. 

-.- .. - -----_.- ---------------
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The Committee feel that in order to enable Dr. 
Rajendra Prasad Centre to function as an apex orga· 
nisation for the execution of the National Plan in all 
the States and also for bringing about the desired co· 
ordination in the working of the regional institutes set 
up as part of the National Plan, it is necessary to give 
the Centre a nomenclature befitting it3 national status 
and responsibilities. They would like the Govern
ment to consider naming it as Dr. Rajendra Prasad 
National Centre of ophthalmology. 

7.56 "The Committee note that Dr. Rajendra Prasad 

7.57 

7.58 

7.75 

Centre has come to acquire two distinct' roles to play
(1) as a constituent unit of AIIMS for the purpose of 
organ~3ing under-graduate and post-graduate educa
tion research etc., and (2) as an apex organisation t() 
execute and coordinate the National Plan of Action. 
The Committee feel that in order to enable the head 
of the Centre to discharge the responsibilities which 
the National Plan has placed on him, he should be 
invested with sufficient operational autonomy to plan 
and carry out his activitiel3 without any hinderance. 
which he may consider necessary for the efficient exe
cution of the National Plan consistent with his duties
to ensure efficient functioning of the Centre as a 
constituent unit of the Institute for the purp03e of 
education, research etc. 

The Committee would also like to suggest that in 
order to give the Centre a sense of participation in 
the decisions taken by the Governing Body of AIIMS, 
the head of Dr. Rajendra Prasad Centre shOUld be 
invited to participate in discussion3 in the Governing 
Body and also in the Academic or Finance Committees 
of the institute whenever any item concerning the 
Centre comes up for consideration before them. 

The Committee would stress that the Governing 
Body of the Institute should address itBelf to these 
questions of status and powers of Dr. Rajendra Prasad 
Centre and its head earnestly and find a l3Uitable 
solution to these long standing issues most expeditious
ly in the larger interest of the Institute and the Centre. 

The Committee note that under the National Plan 
of Action on Blindne3S it was proposed to strengthen 
and equip six Regional Institutes at Aligarh, Sitapur, 
Ahmedabad, Hyderabad, Bangalore and Calcutta. It 
has been stated that the~e institutions would develop 
several sub-specialities and provide and demoMtrate 

----- -----------------------------------------
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services to the medical colleges and other Institutes in 
their Zone. They would also be supplied with a model 
prot-graduate training programme both at the dip
loma and degree level and they would adopt their . 
curricula, !3yllabi and evaluation in the framework 
of the objectives provided. The Institutes would also
hold continuing education programm~ from time to 
time for specialists in their zones and would also be 
required to d~pute two eye surgeons for each work
!3hop at the National Institute to develop a specialisa
tion in Ophthalmology. The Committee further note 
that under the National Plan of Action each of these 
Regional Institutes is to be strengthened by providing 
them equipment worth Rs. 11 lakhs. Considering the 
magnitude of the p~oblem of visual impairment and 
the incidence of blindness in the country, the Com
mittee would stre3S that short term and long term, 
plans in respect' of these Regional Institutes be formu
lated to enable them to intensify their activities to, 
provide preventive, promotive and curative ophthalmic 
services to the m,illions of the blind in the country 
without any further 1053 of time. 

The Committee hope that the Board of Managament 
for the six Regional Institutes with broad based com
position giving representation to the concerned inter-
ests would be constituted at the earliest. 

The Committee note that at Aligarh, there are two
Eye Hospitals at present i.e. the Gandhi Eye Hospital, 
AIigarh and the Institute of Ophthalmology, Aligarh. 
The Gandhi Eye Hospital was founded by late Dr •. 
Mohan Lal an eminent Ophthalmologist and is at 
present being run by a trust. The Institute of Oph
thalmology is a unit under the Aligarh Muslim Uni
vernity.· The Committee further note that under the 
National Plan of Action, the Gandhi EYe Hospital and' 
the National Institute of Ophthalmology were propos
ed to be combined and converted into a Regional 
Institute. During their visit to the Aligarh complex, 
the Committee gathered the impresston that the repre
sentatives of the Gandhi Eye Hospital had certain 
reservations about the proposed move. They felt as
if the decision was being thrust On them by the Cen
tral Health Ministry. The Committee would, there
fore stress that before finally deciding to merge the
two institutes to form a Regional Institute, the Cen
tral Ministry of Health, should discuss the matter 
with the representatives of Gandhi Eye Hospital, 
Aligarh, Imtitute of Ophthalmology, Aligarh, Aligarh-
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Muslim University and the U. P. G<>vernmen~ with a 
view to evolving an arrangement under Whl~h t~ 
wishes and ideals of the founding father of Gandhi 
Eye Hospital in regard to its ~utonomy and separate 
entity are respected and the Ahgarh Complex IS made 
a centre of excellence in the matter of eye car'~. 

The Committee note that the following measures 
for the rehabilitation of bUnd are being taken by 
Government: 

(i) training in Braille; 

(ii) provision of scholarships to 'blind students; 

(iii) integrated education fOr blind or partially 
seeing children; 

(iv) provision of employment opportunities. 

As regard the provision of scholarships. the Com
mittee note that while in the Fourth Plan 2759 scho
larships were offered, in the year 1974-75 and 
1975-76, 809 and 1225 schlorships were offended to 
the blind students. Considering the number of blind 
children in the country,. it is evident that these 
scholarships are inadequate to meet the magnitude 
of the problem. The Committee would like Govern
ment to take concrete measures to increase number of 
scholarships for the educatinn of the blind. 

The Committee also note that Government have 
in the Fifth Plan evolved a scheme for placing handi
capped children including blind children in ordinary 
schools. It has been stated that apart from being 
less expensive, this form of education affords subs
tantial social and psychological advantages to blind 
children. The Committee would like the scheme to 
be extended after watching its working. 

As regards the Braille facilities, the Committee note 
that a "ingle code called Bharati Braille code for all 
the major Indian Languages has been evolved. Al
though the National Library for the Blind had about 
1200 members on its roll, the Government have no 
statistics of the number of blind persons reading 
Braille. Apart from collecting the statistics, training 
fadlitie3 imparting knowledge in Braille reading 
IIhould be augmented and a perspective plan drawn 
up (State-wise) in this regard. The Committee stress 
that adequate measures should be take~ to popularise 
the Braille Code and publicity given to the training 
facilities available for learning thil3 code. 
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The Committee urge that undertakings both in the· 
private and the public sector should provide liberally 
gainful employment to the blind who have acquired the 
necessary [kills. The Committee would like the 
Directorate General of Employment to render assis
tance in this behalf. 

The Committee further note that the National Centre 
for the Blind has been '3et up at Dehra Dun. The 
Centre besides offering craft training to adult blind 
men and women, manufactUres simple braille appli
ances which were previously imported, and provides 
braille literature in Hindi. Besides, this, the Centre 
has a '3heltered workshop employing 65 blind or 
partially sighted children. The Committee would like 
to lay stress the crucial importance of effective func
tioning of this Centre on the right lines so as to 
broaden the facilities available for the rehabilitation 
of the blind. The Committee fe~l that Centres like 
the one at Dehra Dun should a130 be set up in Eastern, 
Western and Southern regions. 

The Committee would also stress that since the 
National Plan of Action of Blindness makes no men
tion of the rehabilitation of incurable blind, the Min
istry of Education (Department of Social Welfare) 
who are primarily concerned with the rehabilitation 
of the blind may draw up a perspective plan for the
rehabilitation of blind in consultation with the State 
Government and other authorities and bodies concern
ed. 

The Committee note that approximately 30 per cent 
of blindne;:s is due to corneal diseases and opacities 
following infections of cornea and that roughly over 
a million persons can ·benefit by corneal grafting 
operations. It is noticed tlJat there are at present only 
43 Eye Banks functioning L1 the country. The majo
rity of the eye banks collect and utilise 5-10 pairs of 
eyes per year. COIl:3idering that a million persons can 
benefit by cornea grafting operations, it is evident 
that the existing rate af collection and utilisation of 
eyes is woefully inadequate. The C.:>mmittee consider 
that if any perceptible improvement is to be effected 
iz} restoring eye sight by corneal grafting, intensive 
effort:; are called for, for organising and collection of 
eyes of perso~ after death and for ensuring effective 
utilisation of the eyes so available. 

The Committee note that ,the problem of eye banks' 
is the paUcity of donors. The number af donors is 
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very small. It h8G been stated that publicity has been 
started for donation of eyes and that G<>vernment is 
utilising all means of maEs media for encouraging 
donations of eyes by people after death. The Com
mittee need hardly emphasise the urgency of continu
ous and concerted efforts through education and 
effective publicity to create social awareness in the 
community regarding the humanitarian aspe::ts of 
the problem of blindness so as to encourage a large 
number of people to donate their eye3 after death. 

The Committee understand from certain eminent 
non-official ophthalmologists who g'ave evidence 
before the Committee that most of the Eye Banks in 
the country are ineffective as the;r are not well equip
ped or well staffed. It need hardly be stressed that 
especially when the number of eyes available for 
transplantation is very small, it is of the utmost im
portance that even the few which are available, 'mould 
be utilised properly. The Committee would, there
fore, like Government to review the working of the 
Eye Banks so as to ensure that the Eye Banks are run 
efficiently and not a single eye donated, is wasted 
because of ineffective storage and faulty utilisation. 

That Committee underl3tand that there are lacunae 
in the legislation pertaining to corneal grafting which 
stand in the way of prompt collection and proper 
utilisation of unclaimed eyes of dead bodies. It has 
been stated that after 48 hours of death, the eyes 
are not useful for grafting and that a model act is 
being prepared for Delhi which will permit the 
removal of eyes from a dead body if it is not claimed 
within specified hours. The Committee need hardly 
ob3erve that the legislation pertaining to corneal 
grafting in the various States should be reviewed 
in the light of the model legislation so as to bring 
about amendments in the Acts in the interest of 
utilisation of the eyes for the ·benefit of the blind. 

The Committee note that the National Plan for the 
prevention and control of blindness provides Ior 
establishment of a net work of Eye Banks at the 
district level, regional level. state level as also a 
National Eye Bank at the Dr. Rajendra Prasad Centre 
for Ophthalmic Sciences, New Delhi. The plan 
also provides for increased facilities for collection of 
eyes, training of doctors in the associated techniques 
and preservation of eyes. The State and National Eye 
Banks will be responsible for coordination and super
vision of the work and also for research in the various 
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techniques of presercation and transplantation of eyes. 
The Committee have no doubt that the Plan for the 
setting up of a net work of Eye Banks would be 
implemented, according to a time bound programme. 

The Committee note that the Joint Committee of the 
Central Board of Health and Education in their Report 
submitted to Government in 1943 had recommended 
the appointment of Special Adviser in Ophthalmology 
at the Centre and also at the State levels. These 
recommendations were also commended for earnest 
consideration of Government by the Bhore Committee 
constituted in 1946. It is unfortunate that no action 
was taken by the then Government of the country on 
these recommendations which remained practically 
shelved. The Committee note that it was only in 
1975 that an Ophthalmic Adviser at the Centre was 
appointed in pursuance of the resolution adopted by 
the Central Council of Health and Family Planning. 
As the National Programme On Blindness has been 
approved and is being taken up for implementation 
the Committee would like Government to ensure that 
Advisers in QphthalIrl010gy of well known stantling 
and organisational ability are appointed at the earliest 
at the State levels as well for coordination and expedi
tious implementation of the National Programme. 

The Committee regret to note that so far there did 
not exist any organised machinery for consultation 
with the State Governments for providing Ophthalmic 
services anB for undertaking programmes in the field 
af eye health care. The only machinery for conSUlta
tion with the State Governments was the Central 
Health Council which acts as a general advisory body 
regarding various health problems, and which was 
being utilised for coordination with the States. The 
Committee further note that Government of India 
have recently appointed a National Committee on 
Blindness for the implementation of the programme 
for the prevention and control of Blindness. The 
National Committee will act as a coordinating agency 
and will hold regular consultations with the States in 
the matter of rendering Ophthalmic services. 

In view of the crucial importance of the National 
Programme of Action and the imperative need for 
concerted action for the implementation of the pro
gramme, they would urge the National Committee to 
undertake expeditiously the implementation of the 
programme on sound lines and closely review the 

... --- ----- _._------
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progress from time to time so as to remove bottle
necks in the effective and timely execution of the 
programme. They have no doubt that this Committee 
would enlist the active cooperation of all the States in 
the programme and would ensure effective monitoring 
so as to take immediate action, where necessary. 

The Committee would also stress that the representa
tives of Departments of Social Welfare, Labour, 
Industry (Small Scale Industries), Commerce, Food, 
Defence Production etc., should be coopted as Mem
bers of the National Committee for ,Blindness, t() 
achieve a greater degree of coordination among the 
different agencies concerned with the various aspects 
of the implementation of the National Plan of Action 
for the Prevention and Control of Blindness. 

The Committee further note that the Zonal Imple
mentation Committees and the Central Coordination 
Committees are proposed also to be formed to look 
after the coordination work in their respective zones 
and achieve coordination of Government efforts with 
the voluntary 'organisations respectively. The Com
mittee hope that these bodies will play their rightful 
role in achieving the tasks set before them. 

The Committee ar,~ glad to note that Inter-mini3terial 
Group is a \;0 proposed to be set up within the Ministry 
of Health to expedite decisions. The Committee hope 
that similar Inter-ministerial groups would also be 
set up at the State levels in due course of time. 

The Committee further note that no State Implemen_ 
tation Committees had been formed till November, 
1977 but the States who had accepted the National 
Plan of Action on Blindness had already taken up the 
question of forming these State Implementation Com
mittees. They hope that the f()rmation of these Com
mittees in the various States would be expedited. 
The Committee also trust th'lt the District Coordinat
ing Committees in the 75 districts where the National 
Plan of Action on Blindness is to be implemented 
through the mobile units would have been formed 
at least by the close of the month of November, 1977, 
as promised by the Ministry of Health and help in 
the speedy and systematic implementation of the 
National Plan of Action on BliDdness. 

The Committee note that a Cell has been created 
in the Ministry with the responsibility of looking 
after aU the problems of Community Ophthalmology. 
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The Committee stress that the working of the Cell 
should be reviewed from time to time so as to ensure 
that the Cell effectively fulftls the purpose for which 
it has been constituted. 

The Committee further note that cells of Commo
nity Ophthalmology had been set up in the States of 
Rajasthan, Punjab and Haryana. The Committee 
hope that similar cells would SOOn 'be set up in all the 
States as well and concerted measures taken to estab-' 
!ish and develop Community Ophthalmology services 
in the field. 
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