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Foreword

The majority of countries in sub-Saharan Africa are facing a severe crisis of skilled health workforce
shortages that could impede the realization of Universal Health Coverage, especially in specialized
fields such as eye health. This policy document is a step towards improvement of the quality of eye
health care. It describes the development of core competencies for the cadres that constitute the
professional eye health team.

In sub-Saharan Africa, an estimated 3.6 million persons are blind, 17.4 million have moderate and
severe visual impairment, and 100 million have near vision impairment. Visual impairment does not only
impact negatively a person’s quality of life but also the national and regional economy. The majority
of people who are visually impaired are over 50 years old and many live in rural areas. This places
a huge burden on the WHO African Region that already has a myriad of challenges compounding
this shortage of skilled eye health providers. What is worse, the distribution of available eye health
providers is skewed, with most of them deployed in the urban areas.

Given the shortage of human resources for eye health, and in line with the WHO approach to task
shifting or sharing, this policy document is a unique contribution to detailing the competencies required
of a range of eye health professionals. Countries can select and tailor these core competencies to meet
their specific country needs. The corps of eye health professionals may share some competencies, but
others are unique to some cadres. The selected competencies can then be included in educational
curricula, enhancing a transformation of task shifting or sharing from often informal delegation and
unstructured training to the production of competent eye health professionals who perform tasks that
are within their role and allowed under country and professional regulatory frameworks. Team-based
education is also in line with the WHO approach to inter-professional education and collaborative
practice.

WHO continues to call for high-quality eye health services that focus on integrated, people-centred
services. Integrated services ensure that there is a continuum of care that includes both promotive,
preventive, palliative and rehabilitative eye care, and diagnosis and management of eye disorders —
all coordinated among the different disciplines and providers. Person-centred eye care, for its part,
means that the person’s needs and preferences are taken into consideration and that the person
is an active participant in the provision of care. To this end, WHO urges that traditional teaching
and learning methods be transformed into competency-based education. It also calls for traditional
methods of education to shift towards an interdependence that harmonizes education with health
systems and supports networking and collaborative practice.

WHO and the International Agency for the Prevention of Blindness (IAPB) are working towards the
harmonization of tasks and roles in human resources for health (HRH) within a global framework, and
have worked closely together to develop the tasks and roles of the eye health team of professionals in
line with global standards. A rigorous process of engaging eye health experts and training institutions
in the WHO African Region followed, with the aim of developing core competencies for the team,
reaching consensus on them, and ensuring their ownership. The result of all these efforts was the
validation of the present core competencies for the eye health professional team for the African Region.

This policy document is a first step in the development of competency-based education for eye
health professionals that meets the needs of the African Region and its unique challenges. It is
largely a reference document that can be used when reviewing or developing curricula for eye health
professionals. Further, it can also be used in workforce planning, management, regulation, etc.

We envisage that use of the document will contribute to a higher quality of care that is harmonized
across the Region. Its use will also spur development of the capacities of training institutions, strengthen
health systems, and support eye health professional teams to apply the competencies acquired to the
provision of quality eye health care as a step towards Universal Health Coverage.

it

DR MATSHIDISO MOETI
WHO Regional Director for Africa
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Abbreviations and acronyms

AFCO African Council of Optometry

AOP Allied Ophthalmic Personnel

AFRO WHO Regional Office for Africa

IAPB-Africa International Agency for the Prevention of Blindness - Africa Region
HReH Human Resources for eye Health

ICO International Council of Ophthalmology

ISCO International Standard Classification of Occupations
(0]e(o) Ophthalmic Clinical Officers

SDGs Sustainable Development Goals

SSA Sub-Sahara Africa

SAG Standing Advisory Group

UHC Universal Health Coverage

wcCo World Council of Optometry

WHO World Health Organization
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Working definitions

Behaviour A way of conducting oneself in a specific environment.
Sufficient knowledge and psychomotor, communication and decision-making
Competency skills and attitudes to enable the performance of actions and specific tasks to

a defined level of proficiency.

Competency statement

Description of outcomes expected from the performance of professionally-
related functions.

Competent

Ability to perform specific tasks to a defined level of proficiency using
acquired knowledge, skills, and professional behaviour.

Core competency

Aspects of a discipline that are common to all students, and that should be
mastered in order to graduate and enable professional practice.

Competency domain

Umbrella term covering areas of learning.

Competency-based
approach

A disciplined approach that specifies the health problems to be addressed;
identifies the requisite competencies required of graduates for health system
performance; tailors the curriculum to achieve competencies; and assesses
achievements and shortfalls. It embraces a highly individualized learning
process rather than the traditional one-size-fits-all curriculum.

Eye health team

In the context of this document, the focus is on the three skilled eye health
professional groups (ophthalmologists, optometrists and allied ophthalmic
personnel). The eye health team is generally larger than this.

Health behaviour

Any activity undertaken by an individual, regardless of actual or perceived
health status, for the purpose of promoting, protecting or maintaining health,
whether or not such behaviour is objectively effective towards that end.

Health promotion

The process of enabling people to increase control over, and to improve their
health.

Health-seeking behavior

Personal actions to promote optimal wellness, recovery, and rehabilitation
(NOC 1603).

Integrated health services

The management and delivery of health services such that people receive a
continuum of health promotion, disease prevention, diagnosis, treatment,
disease management, rehabilitation and palliative care services through the
different levels, specialities and sites of care within the health system, and
according to their needs throughout the life course.

Knowledge

Understanding of a subject and ability to apply skills.

People-centred

An approach to care that is consciously organized around and responds to the
health needs, expectations, and preferences of the people or beneficiaries in
a holistic manner.

Skill

Ability to perform specific tasks to a specified level of measurable
performance.

Universal Health Coverage

Ensuring that all people have access to needed promotive, preventive,
curative and rehabilitative health services, of sufficient quality to be effective,
while also ensuring that the use of these services does not expose the user to
financial hardship.

Validation

Ascertain and confirm through a process that the competencies are suitable.

Vision rehabilitation

A continuum of activities from assessment of visual functions through to
provision of appropriate assistive devices and technologies, and social
inclusion, all geared to optimizing visual functioning and a sense of well-
being. (https://www.aoa.org/optometrists/membership/aoa-sections/vision-
rehabilitation-section/membership-benefits/definition-of-vision-rehabilitation

Vision therapy

Also known as vision training, is defined as using a series of procedures
carried out in home, school and office settings, sometimes with optical
or non-optical devices, to improve residual vision and vision skills such as
eye movement control and coordination. It is usually under professional
supervision.
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1.1 Introduction

Worldwide, 285 million persons are visually impaired. Among these, 39 million are blind and 246
million suffer from low vision. Visual impairment increases with age (13). Sixty-five percent (65%) of the
visually impaired and 82% of the blind are above 50 years of age (11). In Africa, there are 4.8 million
blind persons and 16.6 million visually impaired; yet, even with the huge burden of eye disorders in
Africa, less than 1% of the global number of ophthalmologists practise in Africa. Only 13 countries
in Africa meet the minimum requirement of one eye health professional to 55,000 people (14). Most
ophthalmologists and optometrists practise in urban areas while allied ophthalmic personnel (AOP)
tend to move out of the capital cities to smaller towns.

While the rate of growth among the cohort of people aged over 60 years is 2.9% worldwide, the rate
of growth of ophthalmologists is 1.2% (less than half) (15, 16). The shortage of human resources for
eye health (HReH) has further been compounded by the limited capacity of the eye health training
institutions in the African Region (Table 1). The eye health workforce crisis thus has an even greater
impact in the African Region. To make a significant impact on the cataract surgical rate and coverage
and correct refractive error, thus reducing vision impairment and blindness globally, sufficient skilled
human resources for eye health are required (17, 18). The quality, quantity and distribution of health
workers correlates with positive health outcomes (8). Health worker density is used as one of the
indicators of service capacity and access used to monitor progress towards Universal Health Coverage
(UHC) (2).

Table 1: Needs analysis and capacity of eye health training institutions in the WHO African Region

Needs assessment Capacity of eye health training institutions in

the WHO African Region

Category

Recommended | Number | Total Existing qa Total number | Annual Number of years

ratios required | existing 993 | of institutions | intake to reach targets**
Ophthalmologists 1/250,000 4,000 2,075 1,925 (48%) 51 250 8
Optometrists' 1/250,000 4,000 8,900 90%* 27 500 7
Allied 1/100,000 10,000 6,390  3,610(36%) 30 763

ie
ophthalmic AOP (clinicians) 24 277 6
professionals
AOP (nurses) 6 486

Source: IAPB Vision Atlas and Training Institutions Database
* Estimates; ** figures not adjusted for attrition

1.2 The global call to action

The Lancet commission on education of health professionals for the 21st century, among many other
recommendations, proposes the

Adoption of competency-based curricula that are responsive to rapidly changing needs
rather than being dominated by static coursework. Competencies should be adapted
to local contexts and be determined by national stakeholders, while harnessing global
knowledge and experiences. Simultaneously, the present gaps should be filled in the
range of competencies that are required to deal with 21st century challenges common to
all countries... (1).

Efforts have also been made to emphasize patient- and population-centredness; inter-professional
team-based education; IT-empowered learning; policy, management and leadership skills as the
foundations for the future. This transformative change in teaching and learning methods in order
to develop person-centred competent service providers is hereby proposed (20). In response to the
needs of the WHO African Region, in 2011 the WHO Regional Office for Africa developed a roadmap

*+10,000 optometrists are in Nigeria and South Africa, and few other countries with a few hundred, 78% countries have less
than 50, while some have 0 like Namibia. Jennifer J Palmer FC, Alice Gilbert, Devan Pillay, Samantha Fox, Jyoti Jaggernath,
Kovin Naidoo, Ronnie Graham, Daksha Patel and Karl Blanchet.* Trends and implications for achieving Vision 2020: human
resources for eye health targets in 16 countries of sub-Saharan Africa by the year 2020. Human Resources for Health. 2014.
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(2012-2025) for scaling up the health workforce for improved access to services (9). The proposed
roadmap addresses all categories of the health workforce and analyses the challenges facing the
Region. Recognizing the importance of eye health, WHO issued a global call for achieving high quality
care that focuses on two particular dimensions: people-centeredness and integration (19). The WHO
global action plan for 2014-2019 (Towards Universal Eye Health) aims to reduce by 25% by 2019 the
burden of visual impairment from the 2010 baseline. It recommends strengthening eye care services
through integration into the health system, rather than following the vertical programmes approach.
The starting point for scaling up the quality, quantity and relevance of the eye health workforce is to
strengthen training institutions to produce more of the skilled professionals based on appropriate
standards, and ensure their integration into the health system. The development of eye health
competencies is a step in that direction.

Development of the core competencies for the eye health workforce will be the first course of
training in the competency-based approach (1). Competency-based training is a more responsive and
transformative method of education centred more on patient needs rather than the traditional way of
training. IAPB and WHO engaged in a collaborative and extensive consultative process to develop the
core competencies for the eye health team (Annex I). Eye health experts, trainers, policy makers and
service providers have been actively involved in the process since 2013. A sequence of activities took
place between that date and 2018. These are described below.

(a) Desk review: A broad range of reference documents were used including, the International
standard classifications of occupations (ISCO-08) (for identified occupational roles) and CanMEDS
(an existing competency framework for medical education).

(b) Expert consultations: Experts from English-, French- and Portuguese-speaking countries in sub-
Saharan Africa were engaged with the aim of building consensus and validating the competencies.
Two nominal meetings (Annexes Il and Ill), and several e-meetings and consultations took place.

(c) Delphi survey: Two rounds of Delphi surveys were conducted and findings therefrom used to
improve draft versions of the document.

(d) Validation: A validation workshop was held in Nairobi, Kenya, from 27 February to 01 March 2018
involving a wider group of experts and representatives of African Member States. The purpose
of the workshop was to analyse in detail, evaluate, and review both the whole process and the
document in order to definitively validate core competencies for the eye health workforce in the
WHO African Region.

The primary beneficiaries of these competencies are:

® Ophthalmologists
® Optometrists
e Allied ophthalmic personnel (AOP).

These core competencies can be used as a starting point in developing competency-based specific
training curricula for different cadres of the eye health team in the Region. This could help in
harmonizing eye health programmes, thus improving the standard of care in the Region. In addition,
the competencies will have several other uses. They can be used as a guide for self-directed learning, as
an advocacy tool, and for assessments. There will also be a broad range of users of the competencies.
They include:

(a) Educational institutions

(b) Learners of eye health

(c) Professional associations

(d) Licensing and regulatory bodies

(e) Policy makers, e.g., ministries for health and education.

Annex |V provides detailed options for their use.
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1.4 The competence framework

The ultimate purpose of these competencies is to improve the quality and relevance of the care
provided by the professional eye care health workforce. The allocation of specific competencies to
a specific cadre of eye health personnel is the remit of training institutions and regulatory bodies.
The document outlines a comprehensive set of core (minimum) competencies for the eye health
workforce as a step towards development of competency-based training. The framework is divided
into 10 domains comprising 4 clinical and 6 non-clinical domains. Each competence is further broken
down into associated relevant knowledge, skills, attitudes and behaviours.
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CHAPTER 2
Classitication of
the Eye Health
Workforce



2.1 Introduction

The Ouagadougou Declaration on primary health care and health systems influenced the choice of
CanMEDS - an existing competency framework for medical education and practice — as the appropriate
organizing framework. It was adapted and 10 domains created to organize the competencies. The
competencies associated with the domains, which are either unique or shared between the three
professional workforce groups, are outlined in Section 3.

The International standard classification of occupations (ISCO-08) is a detailed four-level hierarchically
structured classification system for occupations. It allows production of relatively detailed and
internationally comparable data. Globally, it is endorsed by labour organizations and is used by WHO
and the governments of many countries in Africa. ISCO-08 classifies, codes, and broadly outlines the
services that health care personnel provide, along with their levels of autonomy and supervision (21).

2.2 Classification system

Whilst the categorization and definition of ophthalmologists and optometrists is, to a large extent,
uncomplicated and uncontroversial, it is not so with the mid-level eye care workforce, as there is a wide
range of nomenclatures, education and roles associated with these persons. Allied ophthalmic personnel
(an alternative used in the literature to avoid the term ‘mid-level personnel’), are a heterogeneous
group of staff with specialist ophthalmic training. In contrast to ophthalmologists and optometrists,
AOPs often serve in rural areas (17). They work in interdisciplinary teams to receive patients with
eye disorders. The patients are sent to them directly or referred from primary and community health
workers.

AOPs diagnose and treat eye illnesses and refer patients with conditions beyond their scope of practice,
thereby providing a bridge between ophthalmologists and primary and community-level workers. They
also provide links to health and social services in the community and elsewhere that include education,
rehabilitation and low vision services (as illustrated in Figure 1 below) — all contributing to UHC.

The term ‘allied ophthalmic personnel’ is widely used for this group as a whole and can be used
instead of the term ‘mid-level’. Neither mid-level personnel in general nor AOPs specifically exist as
occupational groups in ISCO-08. Apart from ophthalmologists and optometrists, dedicated specialist
eye care cadres may be included in the ISCO-08 categories of paramedical practitioners, nursing
professionals, and medical assistants and technologists (Figure 1). The latter group, who have on-the-
job or short-term training to ‘perform basic clinical and administrative tasks to support patient care
under direct supervision’, is not very prevalent in sub-Saharan Africa, neither are optical dispensers
(3254) or orthoptists (2267). These groups have, therefore, not been included in this process.

The definition of competencies in this document thus pertains to the three main eye health professional
groups: ophthalmologists, optometrists and allied ophthalmic personnel (nursing professionals and
paramedical practitioners). The rationale for considering the nursing and paramedical practitioners as
a single group within AOPs is that allied ophthalmic personnel play varying roles in different countries.
Some of the competencies expected of these personnel can be identified as clinical or nursing
competencies. In countries without paramedical cadres, in particular, nurses perform many of the
tasks traditionally considered to be in the province of paramedics or ophthalmologists.

Countries can, therefore, define which cadres perform these roles and select competencies appropriate
to their human resource requirements and structures.
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Figure 1: AOPs are a bridge between the community and the ophthalmologist

Ophthalmologists and other specialists in eye or general health care

N

(3256) and others technologists, photographers, and imagers

(medical imaging assistants - 5329)

7

Primary and community health workers link to health and social services

(Figure by Renée du Toit on behalf of the IAPB Human resources for eye health AOP working group)

Thereafter, ISCO-08 referencing and coding for the major categories of eye health professionals was
used to assist with further categorization to ensure that these would be globally acceptable (Table 2).

Table 2: International standard classification of eye health professionals

General ISCO - Breeafisen
reference 08 code
An ophthalmologist is a medical practitioner who
has had specialized post-graduate training in
Ophthalmology. Ophthalmologists may further train
in subspecialties (not included in this document).
Specialist They are expected to diagnose, treat (medically
Ophthalmologists | medical 2212 and surgically), and prevent eye diseases, ailments
practitioners and injury, using specialized procedures and
techniques, applying principles of modern medicine
to deliver comprehensive eye care. They may also
diagnose general diseases of the body and treat
ocular manifestations of systemic diseases (21-23)
Optometrists and ophthalmic opticians provide
diagnosis, management and treatment services
Optometrists Other health 2267 for disorders of the eye and visual system. They
professionals . . .
counsel on eye care and prescribe optical aids or
other therapies for visual disturbance.?
Paramgdical 2240
Allied ophthalmic [prECHRICTE
| .
personne Nursmg pon
professionals

(Source: ILO (2008) International Standard Classification of Occupations (21))

2 The World Council of Optometry defines optometry as a °...health care profession that is autonomous, educated, and
regulated (licensed or registered), and optometrists are the primary health care practitioners of the eye and visual system
who provide comprehensive eye and vision care, which includes refraction and dispensing, detection or diagnosis and
management of disease in the eye, and the rehabilitation of conditions of the visual system.

An optometrist has as a minimum successfully completed a bachelor’s degree or equivalent education from a tertiary level
educational institution and is categorized minimally in the category of the Global competency-based model of scope of
practice in Optometry* which includes optical technology services, visual function services and investigation, examination and
evaluation of the eye and adnexa, and associated systemic factors, to detect, diagnose and manage disease. All other formal
or informal cadres that fall below this level (e.g., optometric technicians, optometric assistants, opticians, refractionists) are
not entitled to call themselves optometrists’.
https://worldcouncilofoptometry.info/wp-content/uploads/2017/03/wco_global_competency_model_2015.pdf
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2.3 Organization of the eye health team

The eye health team works in an interdependent manner, with each member strategically assigned
specific roles as illustrated in Figure 2. The three eye health professional groups considered in this
document: ophthalmologists, optometrists and allied ophthalmic personnel (nursing professionals and
paramedical practitioners) practice with a high level of autonomy, as designated by the International
Standard Classification of Occupations (ISCO-08) (21). Generalist health care providers at the primary
and community level are also a valuable addition to the eye team but are not included here.

Figure 2: Organization of the eye health team; categories and codes from the International Standard
Classification of Occupations (ISCO-08). Shaded blocks indicate the eye health professionals to
whom this document pertains.

Eye health team (ISCO-08 Classification)

Generalist health care

providers (eye health Specialist eye health personnel
competencies included (special or advanced eye health training)
in general training)
Community | Facility Facility based
based based Allied ophthalmic personnel
Communit Frﬁ:;l:e (Ophthalmic) | (Ophthalmic) (O%T:ii:rlc) Ophthalmologist
health ’ workers Assistants Nurses officers, etc. | Optometrists (Specialist
workers & primar (Medical M (Parame'dica.I p(2267) e el
(3253) he:)lth carye assistants | professionals ractitioners practitioners
. 3256) 2221) | P 2212)
providers 2240)

(Figure by Renée du Toit on behalf of the IAPB Human resources for eye health working group)
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3.1 Introduction

The IAPB human resources for eye health working groups identified CanMEDS, a medical education
and practice framework, as suitable for adaptation to produce the domains for organizing the eye
health competencies. By the end of the process, the 7 CanMEDS roles had been expanded to 10
domains.

The roles of the three eye health professional groups in the eye health team?® have been broadly
divided into (a) technical or clinical domains and (b) non-clinical domains. Normally, the different cadres
share the non-clinical domains (also called collaborative domains) (Figure 3). The overlap indicates
those aspects of the roles that are shared. For example, many of the aspects of ‘communicator’ are
relevant to both non-clinical and clinical roles (e.g., using clear, simple non-technical language to
explain treatment options to a patient (clinical) or when doing advocacy (non-clinical). Competent eye
health care providers integrate the competencies of all the roles into their practice (25).

Figure 3: Domains of the eye health team: clinical and common or shared non-clinical domains

Common non-clinical

collaborative domains
Technical/clinical domains

¢ Communicator

e Non-surgical care o Leader/Manager

o Surgical care o Health Advocate

e Preventive and promotive o Community Practitioner
care e Scholar/Researcher/

o Palliative and rehabilitative Teacher/Mentor/Lifelong
care Learner

¢ Professional

3.2 Common vs unique technical or clinical competencies

The eye health team can also share some clinical or technical competencies (common technical or
clinical competencies); however, the competencies may be unique to a group, thus differentiating the
work of one group from the work of the other (Figure 4).

3.2.1 'Common’ technical or clinical competencies

‘Common’ or shared technical or clinical competencies are those expected of all eye health professionals
in the eye team, e.g., taking a history. These can also be seen as competencies that are common or
overlapping more than one eye health profession but not necessarily all eye health professions.

In the United Kingdom, overlaps in competencies have been used as a strategy to make the most
effective use of professional (but non-medical) members of the eye health team such as optometrists,
orthoptists, and ophthalmic nurses. Shared or common competencies of the non-medical eye team are
listed at three levels of autonomy:

¢ Ability to perform clinical work that assists medical decision-making
¢ Ability to follow a protocol with clearly defined delegated decision-making
¢ Ability to make decisions independently with appropriate support and back up.

This enables non-medical members of the eye care team, based on their level of competence, to take
on expanded roles to help manage demand and to provide safe and efficient care for patients. This is
the rationale for task shifting or sharing (26, 27).

3 In the development of roles and competencies, this document focuses on the largest three eye health professional groups
in the eye health team and whose work is largely autonomous: ophthalmologists, optometrists and AOP - the ISCO-08
categories of paramedical practitioners and professional nurses.
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3.3.2 Unique, ‘complementary’ and technical or clinical competencies

Unique, ‘complementary’ and clinical competencies distinguish one profession from another and
complement the competencies of other professions. These individual professional competencies
are based on the unique aspects of a professional’s practice, and the profession’s unique body of
knowledge, skills, attitudes, and judgments. Ophthalmologists and optometrists, for example, have
unique expertise in surgical and refractive care competencies respectively. Likewise, the advanced
surgical skills of ophthalmologists enable them to manage complex cases and complement the basic
surgical skills of a cataract surgeon. These unique clinical competencies differentiate one profession
from the other.

Figure 4: Common non-clinical competencies and clinical competencies that are either common or
unique to eye health professional groups

Common
non-clinical
competencies
Clinical
Clinical competencies
competencies unique to
unique to allied

optometrists ophthalmic

personnel

Clinical competencies
unique to
ophthalmologists

3.3 Technical or clinical domains

The technical or clinical role of the eye health team is to provide comprehensive eye health care that
encompasses curative care (assessment and treatment), rehabilitative and palliative care, preventive
care, health promotion that is continuous, and high-quality, safe and person-centred care.

3.3.1. Non-surgical care

As curative care providers, the eye health team elicit a history, perform an examination, select
appropriate investigations, synthesize and interpret results to inform diagnosis; then, advise on
management in collaboration with patients and their families as well as with other health providers,
depending on the context.

3.3.2 Surgical care

The eye team works to provide information and counselling about eye surgery and assists patients
to access screening, high-quality and safe surgery, and follow-up care. The team obtains consent for
invasive procedures, ensures appropriate care and takes measures for infection control in the pre-,
peri-, and post-operative phases.

3.3.3 Preventive and promotive care

The eye team counsels patients and their families and provides information to support people to
contribute and adhere to management plans, promote eye health, utilize health and social services,
support healthy behaviours, and prevent or reduce damage from eye disorders.
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3.3.4 Palliative and rehabilitative care

The eye health team helps to provide links to an inclusive, supportive environment. It also facilitates
access to rehabilitation and low vision care, including optical and non-optical assistive products to
optimize use of the remaining vision. Finally, the eye health team helps provide links to services for
those who are irreversibly visually impaired. In addition to this, it provides an inter-professional and
multidisciplinary approach to resolving the problems of persons with life-limiting illnesses in order to
improve quality of life for both the patient and their family.

3.4 Other common non-clinical collaborative domains

The common or collaborative domains of the eye care team are those that are shared by all the three
groups and support teamwork, implementation of technical or clinical roles, and inter-professional or
collaborative practice. These include the roles played in Sections 3.4.1 to 3.4.6.

3.4.1 Communicator

The eye health team member uses the most effective communication methods to obtain, discuss and
share information with patients, their families and everyone involved in the patient’s care. This enables
individuals, families and communities to make healthy decisions and become partners in their own
health. The aim is also to understand the patients’ situation and expectations, meet their eye health
needs, and share with them information for decision-making and goal-setting.

3.4.2 Leader and manager

The team members work effectively with others, including patients and everyone involved in their
management such as health care workers, other service providers, community partners, and others in
the health system. The aim is to develop relationships based on trust, respect and shared decision-
making among and within multidisciplinary teams, and thus, provide broader leadership in the context
of health and social development. As a manager, the team member guides the work of colleagues
working with him and assists and motivates them to create a healthy and professional work environment.
The absolute goal of management is the achievement of high performance by all members of the
team. Moreover, the team member plans and works efficiently to deliver eye health using available
human and financial resources.

3.4.3 Health advocate

The eye health team members are expected to advocate, in partnership with the community, for
increased resources, including workforce allocation for eye health at different levels.

3.4.4 Community practitioner

Members of the eye health team are expected to work with the community to ascertain and understand
the determinants of health in the physical and social environment, the needs of the community and
the potential mechanisms needed to address these. The aim here is to foster good health practices,
discourage harmful practices and empower members to harness their own resources and access other
available resources.

3.4.5 Scholar-researcher-teacher-mentor-lifelong-learner

A team member is expected to demonstrate a lifelong commitment to excellence in practice by
gathering information, evaluating and using evidence, continually evaluating the processes and
outcomes of his or her own work and that of the teams in which he or she works, sharing and comparing
his or her work with that of others, and actively seeking feedback. There is also the expectation that
the team member will help patients and families to self-manage their health by providing training
and supportive supervision to other health workers. To improve performance, the team member will
be expected to engage in continuing personal development. The overall aim here is to use multiple
ways of continuous learning to continuously improve the quality of service, increase responsiveness to
patient needs, and ultimately achieve universal access to health.

3.4.6 Professional

The eye health team member is expected to demonstrate accountability to individual patients
and society, to the profession and to self through ethical practice, respect for others’ rights, and
high personal standards of behaviour. All this indicates the need for dedication to the profession,
commitment to the public good, adherence to ethical standards and values such as integrity, honesty,
altruism, respect for diversity, and transparency with respect to potential conflicts of interest. The aim
is the improved health and well-being of individuals and patient populations.

12 | Core Competencies for the Eye Health Workforce in the WHO African Region



CHAPTER 4

Competencies
for

Ophthalmologists



Table 3: Core competencies for an ophthalmologist

CORE COMPETENCIES FOR AN OPHTHALMOLOGIST

Domain Competency statement | Competency

1. | Obtains patient history accurately

Conducts patient

evaluations 2 Conducts comprehensive patient

evaluations

Synthesizes the
information to determine
the diagnosis

Makes a clinical diagnosis based on the
3. | information gathered from the patient

Plans management together with patient or
guardian and other health professionals with
the available information

Formulates and Identifies and manages ophthalmic

implements appropriate emergencies and trauma
management plans

Non-surgical care 4

6. | Refers patients as appropriate

Manages health information accurately and
safely

8. | Performs safe and high-quality surgery

Surgical care Performs safe surgery Maintains proficiency in standard surgical
9.
procedures (Refer to Annex Vi(a))
Counsels patients & families on aspects of
10. .
their eye health
Provides health 11 Educates patients and the public on good
Preventive and promotion to preserve " | health practices
promotive care and optimize eye health Provides advice & educates employers and
12 employees on eye health and protective
" | measures at work and in different social
environments
Facilitates access to vision rehabilitation,
. 13 rehabilitation of the blind, social and
Palliative and Fauhtatﬁs access to d " | educational resources, and periodic re-
s comprehensive care an .
rehabilitative care pr oV evaluations
social inclusion — — -
14 Facilitates access to palliative care following

a multidisciplinary team approach
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Table 4: Components of the competencies for an ophthalmologist and related knowledge, skills

and behaviours

DOMAIN 1. NON-SURGICAL CARE: Clinical evaluation, diagnosis and treatment

Competency

Knowledge, skills and behaviours

Obtains patient history
accurately

Knowledge: General information, including clinical manifestations and
epidemiology of all eye diseases, and ocular manifestations of other
systemic diseases; basic concepts and communication skills

Skills: Obtains relevant information to identify the patient’s clinical
prob