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1. Executive Summary
Seeing is Believing (SiB) is a collaboration between Standard Chartered Bank (SCB) and the International Agency for the Prevention of Blindness (IAPB) committed to eliminate avoidable blindness by 2020 by raising US$100 million for projects in countries across 4 continents. SiB had supported adult cataract and comprehensive eye care projects in Nigeria from 2004.  From January 2013, SiB   supported specific children’s eye health projects in Kenya, Uganda and Tanzania in East Africa through two consortia of eye health nongovernmental agencies, led by Christoffelblindenmission (CBM) and Brien Holden Vision Institute (BHVI). Other members of the IAPB were also delivering the activities across East Africa e.g. Sightsavers, Fred Hollows Foundation, Operation Eyesight, alongside ministries of health, government and mission hospitals, ministries of education, schools etc.  SiB now aims to support a similar Child eye health US$5 million project in Nigeria starting in 2016.  
The purpose of the   situational analysis was firstly to review the East Africa experience and deduce lessons to be shared with Nigeria.  Secondly in Nigeria, it was to give an overview of existing and potential partners for a consortium approach, provide an overview of resources available to the health and education sectors in key states and make recommendations for priority areas for investment in the development of comprehensive child eye health services including relevant eye care services for within the education and disability sectors. 
The study was conducted in 2015 by a three-member team using mainly questionnaires, face to face meetings, review of documents, information on web sites   and email correspondence. Based on prior SiB and NGOs projects, presence of tertiary child eye health centres (TCEHC) and the SCB foot print, nine states were selected for field visits and in depth study.  Information was collected from key stakeholders- partners, service delivery and training institutions, ministries and international agencies; with a special focus on children, their eye health, education and disability.
Overview of Nigeria
Nigeria has an estimated population of 177.5 million distributed in 774 local government areas which make up the thirty-six states and the Federal Capital Territory (FCT). Children (0-15 years) who make up almost fifty percent of the population are supported by adults whose life expectancy is 53 years, whose minimum monthly   wage is US$ 90.00 and   70% of whom live below the poverty line.  In 2013, the infant mortality rate was   estimated at 74/1000 live births and the measles coverage rate was 59%. The compulsory free universal basic education has increased the primary school net enrolment rate to 70% but the free health services is just for children under 5 years and only at the primary and state public health facilities. Government allocation to health is 7.5% of GDP and out of pocket expenditure is 66% of total health expenditure. A community based insurance scheme is being piloted. 
Services e.g. for ophthalmic paediatric surgery at tertiary level are neither free nor included in the insurance package. Cost of services and indirect costs of the several visits inherent in child eye health services is a major challenge for uptake of such services. 
Various studies, mainly hospital based, show that over 70% of blindness in children is avoidable, the lead causes are lens related and glaucoma. Refractive error is the lead cause of visual impairment and ocular morbidity is mostly due to vernal conjunctivitis, infections and trauma. The prevalence of blindness in children in two studies is estimated at 0.09% and 0.2%, a wide range, indicating a need for validation.
Nigeria has a three tiered health administrative structure; federal, state and local government area (LGA). In addition, for health care needs, the private, traditional and spiritual sectors, community drug providers are all patronised by the population. Though a similar structure operates in the educational system, there is very limited linkage between health and education at all levels. 
KEY FINDINGS -East Africa
Within the SiB support to child eye health in East Africa (ChEH East Africa), and to create sustainable improvements to child eye health, CBM and its consortia members prioritised building health systems at secondary and tertiary levels, for enhanced service delivery; and BHVI and its consortia members concentrated on school eye health organisation and delivery plus education of the BSVI children. The highlights to date for this review are:
Health management information system(HMIS): The project achieved or is still working on:
· New tools   for the classification of surgical data, disaggregation of data, standardisation across programmes and countries and follow up of children for eye health, for LV and education services
· A customised management system for equipment and instruments 
· Monitoring system for post-operative visual outcomes. 
Education information management system(EMIS): Perkins helped put in place a child focused tagging and tracking system   as part of an   EMIS. 
The HMIS and EMIS provided information for advocacy and got integrated into the general health and education information systems.
Service delivery
The educational system was used extensively for screening using vision corridors, vision champions and teachers. As well as enabling services to be provided directly to children with URE, this approach yielded a high harvest of children with ophthalmic problems which posed a challenge for eye health services provision. Including ‘paediatric-orientated’ ophthalmologists in the overall team helped increase the cataract surgical output. The location of optical shops within hospitals improved access to glasses for adults and children. Low vision services   were not emphasised in all locations.
For human resources, a team approach was adopted at each service delivery level in the composition, training and coordination of members of the team.   At the TCEHC, the core staff were the eye health staff paediatric ophthalmologist, optometrist and ophthalmic nurse. They are assisted, as required, by the paediatric anaesthetist, oncologists and paediatricians, and other support staff – counsellor, low vision staff.
Infrastructure and equipment:   since facilities were at different levels of development, a baseline assessment was conducted, gaps identified and this advised procurement and distribution. Other strategies were the training of technicians and the engagement of the government to facilitate importation of equipment.
Leadership and governance:  Since this was a multi -faceted project involving three countries and multiple partners i.e.  training institutions, professional colleges, lead NGOs and their implementing partners, the Standard Chartered Bank branches, coordination and collaboration was key. The project successfully adopted strategies which provided synergy in policies, planning, monitoring, evaluation and advocacy.
Research: East Africa project implemented a baseline survey of disease burden and health systems assessment and a monitoring system for programming and quality assurance. Further research questions have now been agreed across each country and COECSA to help improve child eye health services further.
Geographical clusters and the child eye health 10 million population unit
The IAPB recommends a population coverage of 10 million by a (TCEHC) supported by a network of satellite/secondary facility based on a foundation of a robust primary health care and community system. East Africa adopted this strategy. The project tried to address problems of working across countries, health levels, administrative health structures, between facilities and between health and education within a single management and reporting system.
Standard Chartered Bank
Within East Africa SCB   expanded their role beyond fundraising for the project to include awareness raising, media targeting, profile raising and branding of the project, advocacy, lobbying government at the highest level and joint monitoring of progress.
Consortium approach This initially posed challenges of harmonising organisational systems of the lead NGOs and the operational systems of the several implementation partners but these were addressed fairly successfully during the project through their leadership and governance strategies. The consortium approach enabled the INGOs and government to provide more seamless services for children with specific needs. It facilitated key INGOs to deliver on their key strengths and link with others and with government services to provide the whole range of skills required for each child. 

KEY FINDINGS – Nigeria 
Health workforce
The general child health workforce at secondary and primary levels is fairly adequate in facilities but the public health interventions are weak as evidenced by the poor health indicators of a persistent high IMR and poor vaccination coverage. There is marked maldistribution of the health workforce between geopolitical zones, being highest in the south west and lowest in the north east. Even within states, there is a rural/ urban inequity. Orientation to child eye health is rudimentary except in the very few pockets where TCEHCs work with satellite centres and use key informants.
Specialised eye health workforce is small; 16 paediatric ophthalmologists across 10 centres; majority of whom are in Federal teaching hospitals in the SW and SS states. In TCEHCs, the team approach is adopted, made up of a paediatric ophthalmologist, a trainee ophthalmologist, a paediatric oriented optometrist and ophthalmic nurse, a counsellor, a low vision staff and sometimes a coordinator with links to a network of key informants. The team also draws on anaesthetists, and pathologists oriented to paediatric care.
The 550 general ophthalmologists and 1,500 optometrists plus the 170 ophthalmic nurses graduating per annum make up a potential pool for specialist training in child eye health. Similarly, while there is an adequate number of paediatricians, there is less so of  anaesthetists, pathologists and plastic surgeons to draw from for orientation to child eye health.
Training of paediatric ophthalmologists had until 2012 been undertaken in other countries. The Nigerian Paediatric and Strabismus Society (NIPOSS) in collaboration with the Ophthalmological Society of Nigeria (OSN) and the West African College of Surgeons (WACS) has set up a one-year modular fellowship programme to be undertaken after the 3-year membership residency in general ophthalmology. It has accredited six centres and trainers are from the existing pool of paediatric ophthalmologists. Six paediatric ophthalmologists have so far been produced in country with one in training. This effort has been supported by ICO, Vision 2020 Links, CEHC and in future by the Moorfields /WACS collaboration. A few faith based facilities complement the government facilities especially in providing high volume of patients. Short courses are also available for other members of the team. The modular approach in the fellowship allows for the training of paediatric oriented ophthalmologists. Fifteen general ophthalmology accredited centres have 150 doctors in training and graduate about 30 per annum.
The Nigerian College of optometry offers a 4-year fellowship programme in sub specialties including paediatric optometry but so far general optometrists have provided paediatric services in TCEHCs.
The five ophthalmic nursing schools produce about 170 ophthalmic nurses per annum. State governments run Colleges of Health Technology producing a wide variety of middle level and support staff including health information management workers, biomedical technologists, CHEWs.  Six of these   Colleges of Technology train dispensing opticians. There is no orthoptist course in Nigeria, optometrists are supposed to provide orthoptic services.
Service delivery
Only TCEHCs were assessed for service delivery and responses were received from 4 teaching hospitals and the one private TCEHC.  Commonest conditions seen are refractive errors, allergy and paediatric cataract and the commonest surgeries done were for paediatric cataract, glaucoma, squint, and two centres mentioned trauma and retinoblastoma.  In 2014, about 600 paediatric cataract surgeries were performed in 7 centres, over half of these in two centres- one private and one mission.  Three centres reported 6000 outpatient attendances. In 2011, at a sub Saharan Africa meeting on child eye health, Nigeria reported 2,500 paediatric surgeries. There has been no information on quality of outcome of surgery.
From the five centres which responded to questionnaires, most have been providing paediatric services for about 8 years and two for over 20 years. All conduct outreach, have optical shops, offer low vision service, have at least one school for the blind in close proximity and two of the five conduct school eye health activities.  Patients come from an average of 8 nearby states except in EFH, Lagos where they come from all over the country.  The centres, linked to state wide community programmes, satellite centres or periodic school screening exercises have a higher volume of patients. The volume and range of child eye health services at secondary and primary level is not known. Cost of service to the patient is often prohibitive; cost of cataract surgery ranged from $100 in the private sector to $300 in one of the TCEHCs and the cost of glasses from $15 to $50. 
The gaps in service delivery are in the quantity, the range and complexity of cases, the continuum of care especially in promotion, prevention, secondary care, particularly  low vision services outside the TCEHC and links into education and rehabilitation.
The major system weaknesses are in HMIS and quality assurance. All government TCEHC centres described the status of equipment as inadequate.
School health and school eye health
The global initiatives e.g. deworming, nutrition, Vitamin A supplementation, neglected tropical diseases are implemented in some schools but there is no comprehensive school health programme. School eye health is virtually synonymous with sporadic school screening mainly for refractive errors and prescription of glasses supported by NGOs including optometric associations. Lagos state government supports a state eye care programme which includes a fairly comprehensive school health/eye health programme providing proof that it is feasible in Nigeria.
Education and disability
There are about 20 special needs (pan-disability) schools of which some offer services for BSVI children. The public preference is for special needs schools for the primary level and integrated schools for the secondary level and a preference of boarding over day schools. There are no government systems for assessment, referral or linkages between the health and education and rehabilitation services. Support for the centres are mainly from the non-government sectors and individuals.
Access to low vision services is particularly low, routine assessment carried out only in 2 centres. BHVI has invested in training and strengthening of 40 service units for all ages with no systematic link to TCEHCs.
Research
The two professional groups, ophthalmologists and optometrists conduct research to meet training requirements and for career progression. The topics are mainly epidemiological, refractive error focused, in restricted geographical areas and in schools for the blind. ( detailed list in the addendum) The national survey on blindness and eye disease in 2005 was limited in scope as it only looked at children 10-15 years old. 
Funds
 Most of the paediatric ophthalmologists identified cost as a major barrier to service provision and uptake. Though basic care is free for children in state health facilities, it is not free in TCEHCs where almost all specialised care is available. Child care requires several repeat visits and since TCEHCs are usually located far from most patients, transport and associated costs for child and carer are prohibitive.
Policies environment, programmes and ministries at national and state level
Nigeria is signatory to almost all major global conventions which impact on children, education and disability e.g. the Convention on the Rights of the Child, MDGs and SDGs, Vision 2020. Programmes are supported mainly by international agencies. Interviews with national government officers   and focal persons in WHO and UNICEF highlighted the fact that though eye health and child eye health were not specifically addressed, there were opportunities for integration particularly where policies were being reviewed, e.g. PHC policy, manuals developed and programmes initiated e.g. Carter Centre and school health. The SDGs emphasise inclusion and could provide opportunities for the education of the BSVI children and neglected children e.g. children in nomadic and internally displaced people’s camps and Islamic primary schools.
Organisations of the disabled including the blind do exist in Nigeria but do not have any specific activity geared towards children.
The general consensus was that Nigeria had excellent policies but implementation and allocation of funds to match was limited. Stakeholders identified the need for advocacy, evidence to back and measure impact, a structure and strategy to implement. A unique example of the power of advocacy is the Kwara state Child Sight Protection Bill enacted as the result of NIPOSS advocacy.
The states have the responsibility for implementation of policies and programmes. Eye health and child eye health is low profile except where sponsored by NGOs. Particularly relevant to the child eye health 10 million population unit concept which needs collaboration by contiguous states, the team did not know of any examples of programmes which were  implemented in a cluster of contiguous states.
Partners
Sightsavers, CBM and BHVI are the NGOs which SIB has worked with in Nigeria. Each has worked with local partners to deliver on projects; Sightsavers on a comprehensive state eye care programme in Zamfara state, CBM coordinated a two site project in ECWA Kano and a group of Catholic hospitals in south west Nigeria and BHVI a school eye health focused project in Abuja. These NGOs and a few others were willing to go into a consortium and to provide the 20% counterpart funding. On the consortium approach however, each felt that they needed to have a planning, preparatory and bonding phase prior to the consortium proposal submission.
Standard chartered Bank in Nigeria has about 900 employees in 42 branches located in 13 cities with a preponderance in the south west zone. To date, they have adopted a fund raising approach raising $900,000 in the 9 consecutive events. 

DISCUSSION AND KEY RECOMMENDATIONS 
1. Learning strategy and objective - East Africa / Nigeria 
It would be advantageous to facilitate cross learning and shorten the learning curve in Nigeria by facilitating transcontinental exchanges by the consortium of NGOs, the local partners, the professional bodies, Standard Chartered Bank. This would lead directly into joint planning for smooth implementation.  Other sources of learning are the documents from previous child eye health meetings in Nigeria (organised by KCCO in 2010) and for sub Saharan Africa by Orbis in 2011. The new project could consider liaising with IAPB, ICO, ICEH and African child eye health interest groups to support the relevant aspects of the project e.g. ICO and training of paediatric ophthalmologists
2. A child focused/centred approach
A child eye health programme cuts across health, education and disability sectors and their social determinants, and this is why a consortia approach is required. It also needs to be implemented across all three levels of the health administrative structure, and needs a 10 million population base to feed patients into one TCEHC. To achieve this across all these components seamlessly and effectively, an approach which is centred on, tags and tracks the child is best. A child focused/centred approach should be the guiding principle in all decisions. The East Africa innovation by Perkins of tagging and tracking the child is recommended for adaptation in Nigeria.

3. Comprehensive child eye health 10 million population demonstration   model
This is the WHO and IAPB recommended population unit with at least one TCEHC responsible for the 10 million population coverage. The TCEHC is supported by a network of secondary satellite centres. A strong base of integrated primary and community level health services which also link with education and disability services is key. It would provide a continuum of care across the child’s life span, the child’s locations in home, schools and play, across health, education and disability etc. and most importantly integrated into eye health, child health and general health services. This model achieves universal eye health coverage in alignment with the SDGs. Nigeria is a large country with a high population and a national programme cannot be achieved by SIB. A demonstration model with strategies for documenting lessons for replication is recommended. 

 
4. Suggested clusters of key states.
This is based on population size, location of TCEHCs and feasible population coverage responsibility, the Standard Chartered bank footprint, previous and current presence of major eye health NGOs, previous SIB projects, current support from other sources e.g. V 2020 links. Consideration was also given to security risks as in the north east states. Long distances and travel time between the furthest community and any TCEHC will need to be addressed during the design of the project. Details are in the Table1 and Map 1 below. 

Table 1
Clusters of key states, advantages and possible lead NGOs
	Contiguous key states, approximate population and their TCEHCs
	Key   advantages


	Possible NGOs

	Sokoto 3.7
Zamfara 2.8    6.5 
 National Eye Centre, Kaduna
	Comprehensive child eye health programme in Sokoto and Zamfara and an education of SVIC model in Zamfara supported by Sight savers. Children can be referred to Kaduna or Kano for tertiary services

	Sightsavers 

	       
Katsina -5.8       10.2m
Jigawa -4.4

ECWA Kano
	Kano state; build on previous SiB and V2020 Links support to ECWA Kano which is an established TCEHC and already has clear links with local community child education services developed.  In addition, there are retinoblastoma services supported by CBM 
Katsina and Jigawa states are now added in this cluster as there is already a history of working with ECWA, Kano, and to build on the previous good experiences in Kano State. 
	CBM
HANDS
	

	Oyo, Osun, Ogun -12.3m
UCH, Ibadan

	Build on SIBs support for comprehensive eye health but which will now require much support for school screening and primary level / community services.
UCH, plus model of network of secondary/satellite facilities of the Catholic hospitals 
	CBM


	Cross River, Akwa Ibom and Rivers -8.8m
UCTH, Calabar and 
UPTH, Port Harcourt
	Cross River – TCEHC in Calabar, State wide comprehensive child eye health, primary level by TCF, school health, HR (dispensing optician course) development and   low vision services by BHVI and school for the blind by Catholic mission
Akwa Ibom state- TCEHC satellite centre at Mercy Eye Hospital, Abak, NIPOSS resident in training from Uyo teaching hospital
TCEHC in Port Harcourt is a possible training resource, newly set up link to a rehabilitation centre for ages 3-20 years, the paediatric ophthalmologist is a member of the scientific bureau of the  World Society of Paediatric Ophthalmology and Strabismus.
	BHVI, TCF




	FCT, Plateau and Nassarawa -4.6 m

UJTH, Jos
	Build on SiB, urban child eye health model, school health link by BHVI, and education support, but still needs help for primary / community level services.
Need for strengthened tertiary centre at UJTH and new network of secondary/satellite facilities in FCT and nearby state of Nassarawa
	CBM
HANDS

	UBTH, Benin City
	UBTH as training asset for overview of curricula across primary, secondary and tertiary institutes for the different cadres of team members  
	No major eye health NGO





Map 1 showing cluster states, contiguity and their   TCEHCs
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5.Health systems- supporting and strengthening strategy
A health, education and disability systems assessment should be conducted as part of the baseline survey of the selected cluster(s). Based on the results, supporting and strengthening strategies should be designed and effected. Some of these strategies will need the involvement and commitment of all stakeholders for policy and funding at national level to accelerate the process. 
5.1 HMIS: In East Africa and in Nigeria, consistently, HMIS was found to be weak. It is recommended that the lessons learnt on standardisation, tools etc. be adapted in Nigeria and that a dedicated group is set up to do this at the start of the implementation of the project. In addition to disaggregation of data by gender, it would be beneficial to consider disaggregation aligned to the SDGs (Sustainable Development Goals) and the child’s right to health, prioritising equity, most disadvantaged communities, social determinants for child health, “no one left behind” and disability to fit in with national agenda and to have advocacy information for the disabled child.  This would contribute to data on universal health coverage.
 5.2 Team approach and Human resource development:  To date individual professional groups have driven the process in Nigeria and this needs to change to a team approach to achieve the best in a child centred paradigm. Some TCEHCs have adopted and used Key Informants(KI), a vertical approach which is not part of the health system and not sustainable. It is recommended that the project forms a child eye health focused HR sub group which will learn from the East Africa experience, agree on team composition, roles, competencies, task sharing as indicated, standardisation etc., selection of appropriate training centres depending on their strength, changes to preservice training, CPDs, courses etc. to fast track teams’ development. The KI function and competencies should be added to home focused staff e.g. maternal and child health, community health extension workers. The strategies could even be adopted by non-project states or TCEHCs. An example of a training resource    is University of Benin Teaching Hospital which could be further strengthened   for this purpose.  The child eye care teams will also need to work with the Education Ministry and teachers and school nurses, also with nurse training schools, disability centres, low vision staff etc. The team needs to embrace new members across all ministries involved health education and disability. 
5.3 Service delivery
The demonstration model will allow the development and implementation of services suitable at home/community, primary, secondary and tertiary levels. Ideally TCEHC should be at a quaternary level as the tertiary role should be performed by the general ophthalmology team wherever they work. Each team should not be providing services best provided at a lower level, e.g. TCEHC should not be overwhelmed with primary and secondary care but should focus on excellent surgical services, and senior staff training, research and appropriate curriculum development. Since the SiB grant is limited, the development of niche services, e.g. retinoblastoma services, collection of information on retinopathy of prematurity, research on rubella and paediatric cataract will not be possible. Based on the East African experience, setting of service targets e.g. total numbers of children to be screened at State level, paediatric cataract surgeries should be based on evidence and guided by actuals as the programme progresses.
Refractive errors and ocular morbidity and follow up services will form the bulk of services at the primary and secondary level satellite centres. It is expected provision of regular RE screening services will be most easily delivered at the school. 
The primary/community/home level will form the bedrock of the project. It is at this level that integration with child health and school health programmes, social determinants initiatives, to enable child eye health screening, leading to service provision and fishing out the BSVI child, must take place. Staff training, referral and feedback systems within health and across to / from education and disability will need to be set up. 
5.4 Infrastructure and technology:
 It is recommended that in the selected cluster(s), a preliminary detailed assessment of equipment is carried out, a gap filling strategy adopted matched to skills available, a procurement, standard list and maintenance system implemented and appropriate staff trained. Child friendly equipment e.g. vision testing innovations could be field tested in the demonstration model.
5.5 Health Financing Cost of services (direct and indirect) was pointed out by providers and NGOs as a major constraint. The project will need to budget initially to accommodate this while advocating for free services for children across all levels and all facilities. Revenue generation in a children’s programme can be quite problematic so sustainability will need to be addressed by other methods.
5.6 Leadership and governance Coordination and collaboration across countries, across clusters, institutions, the bank branches, professional bodies, NGOs was identified as major success factors in East Africa and should be adapted in Nigeria. Joint planning, advocacy, monitoring by the bank, the NGOs and particularly the responsible government agencies were identified as very useful strategies.   Because a cluster is across a number of states, coordination and collaboration will be crucial to overcome the administrative silos between and within states. 
At national level, though the National Eye Health Programme is the point of entry into the federal Ministry of health, it is low in the overall structure of the ministry. A national child eye health coalition/ steering/co-ordination group should be set up (as was proposed at the KCCO sponsored meeting on childhood cataract in Nigeria in September 2010)   at the level of the federal ministry of health to include ministries, international agencies, NGOs and other stakeholders. The main objectives would include advocacy, policy changes, monitoring the overall performance of the project and coordination between clusters. At cluster level, there should be a similar but smaller group to coordinate between states, monitor the implementation of the project and enable learning and sharing of best practice.

6 Education and Disability
6.1School health/eye health:  a comprehensive school eye health programme must be within a demonstration model.  Positioning it within the ministry of education is the preferred approach as recommended in East Africa and by BHVI in Nigeria. Screening services must be synchronised with the health services so that there is no waiting gap between screening and service and should be backed by a robust system for the supply of glasses.
6.2 Low vision services should receive priority attention and include both learning and low vision assessments. Quality LV services will enable more children to receive regular / mainstream education near to their families. Links with education sector and special needs teachers will be paramount to improve LV service uptake and school enrolment.
6.3 Inclusive Education of the BSVI and implementation of the community based rehabilitation(CBR) principles is the ideal. However, such concepts are so rudimentary in Nigeria that an achievement within the project period and in all recommended 10 million populations units may be difficult. Depending on the present services and previous experiences at State level, and with the NGOs, it will be attempted within specific States with appropriate infrastructure and staff.  In addition, advocacy is required at the national and state levels for policy enhancement for linkages across sectors. Perkins, CBM and Sightsavers would be major partners in all efforts in low vision, inclusive education and CBR and they could recruit the national disability organisations to take ownership.
6.4 Education management Information System (EMIS)
This is one of the innovations in East Africa which is child centred, tagging and tracking across health, education, low vision, and rehabilitation and could be introduced in at least one cluster. A combined EMIS and HMIS linked to the use of mobile phones would be an important contribution to the child centred approach.
7. Quality:
 In East Africa and even more so in Nigeria, quality assurance was neither set up nor measured. Particularly in children where growth and change are inherent, strategies to ensure and measure quality over the child’s growth period are essential.  Monitoring of outcomes in health (post cataract surgery visual outcome, paediatric glaucoma and post-trauma outcomes, all associated RE correction and LV support, monitoring of outcomes in education and any specific child tagging and tracking system should be part of a comprehensive quality assurance best practice 
8.Research
Baseline survey of each selected cluster on ocular morbidity, visual impairment and blindness, coupled with a health systems assessment would provide evidence for advocacy, information for planning, setting of accurate service delivery targets. This will enable progress to be monitored over the life of the new project.  In addition, for learning around both process and impact to be shared with other locations.  A repeat after a 5 to 10-year period could provide evidence for impact of interventions.  Monitoring throughout the project is recommended for informed adjustments of the project.   Innovative strategies and technology need to be based on research maybe in collaboration with other sites in Africa where similar interventions are being implemented.  Opportunities for transcontinental and North/South research collaboration supported by AVRI and research fellowships from e.g. CEHC should be considered. The IAPB HR sub group could take on research as well so that it could draw on researchers within the national professional groups, reorienting them and building capacity for child focused research. Publications should be matched to audiences and dissemination principles agreed at the beginning of the project.  
8.1 Further data collection. 
For each selected cluster, more baseline data will need to be collected on inventories, health systems, service delivery outputs and outcomes. In as much as the best practice is inclusive education; since the home is the hub, qualitative research should be done to understand the education system and Nigerian parents’ response and preferred strategy for education of the BSVI children.
9. Consortium approach
A multi cluster project for child eye health should ideally adopt a consortium approach; it was assessed to be advantageous in East Africa.  This attention to health, education and disability is the reason why SiB is willing to invest US$5million for child eye health, as without attention to all three sectors, the child may not benefit from only one intervention.   The lead NGDOs in Nigeria are virtually the same as those in East Africa and cross learning is recommended.  Each lead NGO will be working with a variety of implementation partners including state governments, institutions, local NGOs etc. The strength of the overall consortium will depend on the strength of the implementation partners and a shared vision. Sightsavers has developed a Due Diligence Tool (DDT) for assessment of capacity of new partners which could be useful. The onus will be on the consortium lead to build a coherent proposal across the various sites, bringing on-board other key NGDOs in other locations to provide geographic balance across Nigeria. Together they will select and build capacity of all the partners and include the related budget for the process.
Similarly, all partners would need to provide invest in the planning and “bonding” of the lead NGOs prior to project proposal submission and monitor the consortium approach using agreed indicators for the one project, one reporting, agreed attribution and one financial system approach.
10. Standard Chartered Bank
In addition to their fund raising strategy, it is recommended that the Nigeria SCB establishes a relationship with the East African SCB and adapt their strategies to assist with ideas for awareness raising, media targeting, profile raising for child eye health and for branding of the project, along with advocacy, lobbying government at the highest level, and joint monitoring of progress and impact.










MAIN REPORT

Background and introduction 
Seeing is Believing www.Seeingisbelieving.org (SIB) was born in 2003, a collaboration between Standard Chartered Bank and International Agency for the Prevention of Blindness with a joint focus on eliminating avoidable blindness in developing countries. Over the next nine years, it raised over USD 37 million and benefitted over 25 million people through comprehensive eye care projects. - This very encouraging start encouraged the Bank in 2012 to commit to an extension of the collaboration to the year 2020 and to raise a further USD 63 million to reach a total of USD100 million with the bulk of the new funds allocated across 32 comprehensive eye care and five child eye health projects[footnoteRef:1].   In January 2013, SiB launched the first of five major child eye health projects to enhance children’s eye health in sub Saharan Africa, (http://www.seeingisbelieving.org/millions-children-benefit)   benefitting 4 million children in East Africa - Kenya, Uganda and Tanzania. The project was implemented through two consortia groups led by Christoffelblindenmission and Brien Holden Vision Institute working with 15 organizations, ministries of education and health. It was hoped that the project “could become a blueprint for other child eye health initiatives in Africa” K Naidoo Global Programme Director of BHVI and also it would be “the first time all NGOs will be working a coordinated way to deliver a single programme of child eye health in Africa” David McComiskey, President of CBM International. It could provide lessons for child eye health initiatives as well as the consortium approach. The last of the five major child eye health projects is to be launched in Nigeria in 2016.  [1:  Other SiB initiatives to be funded are ‘Locally developed projects’ and ‘Innovation funds’] 

SiB has previously worked in Nigeria supporting comprehensive eye care projects. From 2011, SiB had supported   in partnership with Sightsavers in Kwara state a comprehensive state wide eye care project, and with CBM a project supporting SICs training and provision of intraocular lenses. It had also 2012-15 supported both a CBM led multi-site project across Kano and the Southwest zone states of Ogun, Oyo and Osun states, and a two NGO consortium multi-site project with Sightsavers undertaking a comprehensive eye health project in Zamfara state and with Brien Holden Vision Institute a school health project in the Federal Capital Territory of Abuja. 
Building on this prior experience in Nigeria of comprehensive eye health projects and an attempt at consortium working across two INGOs, the proposed child eye health project would give specific attention to children: focused eye care plans, capacity building of paediatric eye health teams, emphasis on tertiary and primary service levels and encouragement and direct support to school eye and child health programmes, along with active support of education of visually impaired children and other disability support, plus research and active learning and sharing of results.
In East Africa, the child eye health project has developed in a variety of different directions. Consortium arrangements differed depending on the NGOs’ organizational culture, specific skills and geographical working areas and the characteristics of local implementing partners, their stage of development, availability, interests and restrictions.  The strengths and level of commitment of national ministries of health, education, and social welfare to universal child eye health coverage, school health, education and disability support of visually impaired children contributed to the differences in many directions. Since the NGO partners are virtually the same in East Africa and Nigeria and the project environments very similar, there would be opportunities for cross learning.
SiB thus commissioned this situational analysis to review the experiences in East Africa, examine the previous projects in Nigeria, previous and potential implementing partners, the Standard Chartered Bank foot print, the Nigerian child health environment in general, its policies environment and relevant inter-sectoral linkages with education and disability as well as the resources available. Based on its findings and plans of the National eye health programme and the Ministry of education (at Federal and state levels) where these exist, make recommendations for the new type 2 project.  
The period 2014 – 2015 was for Nigeria a difficult period; the Ebola crisis, Boko Haram insurgency, the national elections and installation of a new government delayed the conduct, the geographical coverage and scope of the situation analysis. The Minister of health was appointed in November, 2015 and major initiatives are slow in coming on stream. 
4 Purpose 
The purpose of the situation analysis was to provide a clear framework for future support and funds by the SIB initiative to key states in Nigeria for comprehensive child eye health services and guide IAPB and the Bank in decisions for the management of projects and the consortium approach.
5 Terms of Reference, summary
 In East Africa:
Review experiences in previous SIB projects in East Africa; lessons learnt; what were most successful, most problematic and what would be done differently by NGOs i.e. AVRI/ BHVI, CBM, Sightsavers in the management of projects and the consortium approach.   
In Nigeria: 
1. Review partners, current and potential
2. Review the consortium approach                              
3. Provide a clear overview of resources available to the health and education sectors for child eye health 
· Available Health workforce and training
· Service delivery
· Educational opportunities for low vision services and education of blind/severely visually impaired children
· Funds
4. Research; opportunities and dissemination of findings
5. Policies environment, programmes and plans of the ministries at federal and state levels
Make recommendations.
6 Dissemination of report
The report is to IAPB and Standard Chartered Bank and any other stakeholders they identify. As any planning needs to be aligned with and supportive of eye health related services and wider health systems for children in Nigeria, the report may also be available to all interested players in eye health. The report has been written to also benefit readers who may be new to child eye health services.
A detailed terms of reference, proposed and final programme of work, team composition  is in the addendum.
7 Methodology
The methods used responded to the terms of reference, the multi-location of the situation analysis team members and the vagaries of internet availability. The timeline however was protracted by the exigencies of the political, health and security situation in Nigeria and the personal and travel commitment of team members.
A three-member team approach was adopted to provide expertise in paediatric ophthalmology and optometry, health service, training, and research, child eye health and public health, inclusive education and disability, health systems and governance, the private sector, knowledge of NGOs and international NGO health agencies. Geographical factors which affected selection of sites included the large size of Nigeria, her geopolitical and health zones, location of previous SIB projects and partners, and other stakeholders, Standard Chartered Bank footprint and the concept of the child eye health programmes V2020 population units of 10 million.
The main methods were:
· Review of reports, literature reviews, information from web sites of NGOs, international and local, international health agencies e.g. WHO and email correspondence with SIB and other stakeholders.
· Use of purposeful introductory notes and open ended questionnaires (with some adaptation of the East African questionnaires) aimed at collecting quantitative and qualitative information.
· Collection of information by face to face meetings, telephone conversations with key stakeholders, existing and potential partners, personnel at some service delivery and training facilities, international agencies, government federal and state ministries, schools regular and for visually impaired children. Where this was not feasible, questionnaires were administered by email and followed up by correspondence if indicated.
· Analysis of the information from the questionnaires. Attempts were made but it was difficult to triangulate the information.
The process 
Selection and forming of the team through calls, correspondence 
Team meeting to agree modus operandi, allocation of work to match the expertise and a geographical coverage to match the team member’s location and work plan 
Three team meetings to review progress, agree preliminary recommendations
Constant interaction by emails, phone calls backed by aide memoirs and reports 
With SIB; Skype conference call at the onset to agree on the TOR and programme of work followed by aide memoires followed by a second call to discuss highlights of the situation analysis prior to submission of the preliminary report and emails.



8 Overview of Nigeria 
Fig.1 Population pyramid (www.indexmundi.com)
[image: ]
Nigeria has an estimated population of 177.5 million – World bank 2014[endnoteRef:1],  urbanized 50%, the 0-15 years make up 45% who need to be supported by adults whose life expectancy is 53 years (2013), minimum monthly wage is US$ 90.00 and 70% of whom   live below the poverty line. The child health related indicators show that an under 5 mortality rate of 352/1000 live births in 2013, infant mortality rate of 74/1000 live births (2013) and 36% of children have moderate to severe stunting.  Every minute 1 child <1-year-old dies in Nigeria from pneumonia, malaria and diarrhea and 37 per 1000 neonates die per annum.  (2013).  [1:  ] 

The fully immunized between 12-23 months old is 25%. The measles coverage rate was 59% in 2013 with a range of 17% - 75% depending on place of residence, education and wealth. Currently Nigeria is using a measles immunization campaign mode supported by International partners to target at home level, the unreached rural areas. The Vitamin A supplementation rate was 78% in 2012.
Unicef estimates that 70 million of the population have no access to water and 110 million need improved sanitation. A useful web site for health indicators by state and over time is http://vizhub.healthdata.org/health-map/nigeria of the Institute of Health Metrics and Evaluation, an independent global health research centre, Seattle, USA.
The health structure is at three levels; the federal government is responsible for policy guidance, planning and technical assistance, coordinating state level implementation of national programmes, establishing health management information systems, disease surveillance, drug regulation and national/global initiatives. It is also responsible for the training of health professionals. The Teaching Hospitals, national specialist hospitals- psychiatric, orthopaedic and the eye centre and some medical centres are run by the Federal government. The states are responsible mainly for the implementation of programmes, secondary health facilities, some state owned tertiary hospitals, the training of nurses, and other secondary level personnel and the provision of technical assistance to the government health facilities and health programmes. The 774 local government areas each of which has about 10 wards oversee the operation of the primary health care facilities in their geographical areas which provide basic health services, community health and sanitation. The PHC is regulated by the National PHC Development Agency which is at the Federal level.
For service delivery, each of the three levels are fairly autonomous and staff remuneration differ being highest at the federal institutions. This administrative structure makes it quite difficult to plan and offer services across levels, e.g. outreaches, arrange referral and feedback systems and introduce the concept of a population unit responsibility per TCEHC. Collaboration between states for joint programmes is also difficult as issues of financial allocation, monitoring and supervision are tied to the administrative structure. 
In addition to the public sector, health services are delivered in the private sector by for profit and a smaller not for profit especially mission based facilities. Dual practice by health professionals is common and accepted. The traditional health care system and the religious/spiritual health care are also major players in the health field. The community pharmacist and patent medicine vendors meet the needs of patients for self-medication particularly in the underserved rural and poor urban areas. 
The government spends 7.5% of GDP on health and the external support is 53% of total health expenditure while private health expenditure is 69% of total health expenditure.[endnoteRef:2] The household out of pocket expenditure is 66% of total health expenditure in 2012(WHO)[endnoteRef:3]. In most states, child health services are free at state facilities but not free at the federal tertiary facilities.  [2:  WHO Global Health Expenditure Database at
 http://apps.who.int/nha/database/ViewData/Indicators/en accessed24 November 2015]  [3:  WHO Country Cooperation Strategy 2014 -2019] 

The poor indicators have dictated the prioritization of mothers and children in health and education by government and international partners in their policies, programmes and expenditure and present opportunities for integration of eye health into such priority child health programmes.  The level of commitment per state is variable and since implementation is mainly at state level, the allocation of resources and the resultant health indicators   vary per state. 
There has been a Presidential summit on Universal Health Care which recommended mandatory health insurance and a standard benefit package of essential services for all Nigerians. States with poor health indices are having a pilot of community-based insurance schemes funded by both the public and private sectors. Advocacy will be required to ensure inclusion of child eye health in universal health care strategies.
  Most studies on child eye health were hospital based, from schools for the blind, or limited to local government areas. The population based Nigerian National Blindness and Visual Impairment Study[endnoteRef:4]  in 2005-2007 examined 5000 children aged 10-15 years and though not a representative sample, the prevalence rate of childhood blindness was estimated at 0.6%.  Key informant studies[endnoteRef:5]  in two states estimated -- 0.09% and 0.2%. Lens related causes usually topped the list for blindness and severe visual impairment, and refractive error for visual impairment.  and ocular morbidity;70% to 80% of the causes were avoidable. Vernal conjunctivitis, ocular infections and trauma lead on   demand for services.  [4:  Nigerian National Blindness and Visual Impairment Study Invest Ophthalmol Vis Sci 2009 50 (55):2033-2039]  [5:  Duke et al Journal of AAPOS Vil 17, number 4 August 2013] 

In education, pre-primary enrollment (2008 to 2012) is 14% and primary net enrollment is 70%. Unicef estimates that 6 million girls are out of school out of a total 10.5 million children out of school, 60 % of whom are in Northern Nigeria. This has been in spite of a Compulsory Free Universal Basic Education act passed in 2004 and a policy on inclusive education passed in 2008.  The recent rise in enrollment since 2004 has resulted in a drop in quality and there is no data on the degree of inclusion.

MAIN FINDINGS OF THE SITUATIONAL ANALYSIS.
Section A: EAST AFRICA
Review of experience of SIB project and lessons learnt
The review is based on information on web sites; Seeing is believing http://www.seeingisbelieving.org/millions-children-benefiting, NGOs- BHVI and   CBM http://www.cbmuk.org.uk/our-work/project/africa/seeing-believing-child-eye-health-east-africa-programme-uganda and the project reports from CBM and BHVI for January – June 2015 received in November, 2015.  Further clarification was provided by email from Sally Crook of SIB. The proposed    evaluation of the East African project and other global SIB child eye health projects will also be useful to the review.
Kenya, Tanzania and Uganda with a total population of 126 million[endnoteRef:6] of whom 57 million are aged 0-15 years benefitted from the SIB support for a major child eye health project starting in January 2014 through two consortia lead by CBM and BHVI. CBM prioritized building health systems and aimed to directly benefit 1 million children and BHVI school eye health and education of blind and severely visually impaired children to benefit 4 million children.  [6:  Atlas of African Health Statistics 2014] 

Highlights of the review
Health Management Information system (HMIS)
In developing the East African project proposal, the objectives focused on the health systems building blocks of service delivery, human resource development, infrastructure and technology, leadership and governance (the original V 2020 pillars) plus advocacy and research. The other two building blocks, i.e. HMIS and health financing, were not set as objectives. HMIS turned out to be the major challenge in the project. Outputs as numbers screened and clinically managed were rigorously collected, but indicators to measure “quality, child friendly and child centered eye health services” were not defined. 
The lessons learnt:
A robust HMIS is essential for advocacy and the raising of the profile of child eye health. The solutions developed in the design of tools, standardization especially across geographical clusters and countries), management, online system for data transfer, training of all staff involved and the provision of the infrastructure and equipment was essential for project management, advocacy, integration of child eye health into eye health and into general health HMIS system. 
Referrals are of two types- vertical and horizontal; vertical within the levels of the health system (community/primary, secondary and tertiary) and horizontal between health and education and disability services. The horizontal system was problematic since it is between health and education; two separate government administrative units and between the two consortia, CBM focusing on health and BHVI focusing mainly on school screening-education. Lessons on how referrals systems (vertical and horizontal) were addressed will be useful to Nigeria.

Tagging and tracking the child—Perkins’ child focused data tracking system from identification through to education to disability support is an innovation which should be replicated as it also links the HMIS and the EMIS (educational management information system) and can be further refined to link to other disability services.  It clearly puts the child at the centre.
Follow up
Child eye health services at the tertiary level is unique in the small volume of patients and the duration and tenacity of follow up required as was identified in this project for quality care because of the lifetime management usually required.  In East Africa, follow up was identified as an essential but often absent post-surgery activity, both to monitor quality and also for provision of appropriate refraction services to ensure best VA possible post-intervention. It was emphasized to providers, families and clients at every stage and funds allocated e.g. for transport.  The timing of disbursement of funds is also interesting – many families pay for initial surgical visit, so reallocation of funds for follow-up improves uptake of services post-surgery. 
But even for refraction services, children require new spectacles annually or even more frequently, and so annual costs for both service providers and families must be included in costings.  
Target setting
It was realized that the targets set at the beginning of the project were unachievable due to staff training needing to be completed first before the high volume service delivery could be delivered. What worked was to set targets during the life of the project based on performance.  On the other hand, the targets were also too low for the number of children being found at school and other screening events. So surgical teams have had more work than anticipated from the selected populations. 
Baseline Survey
This provided the much needed information for re-defining need, midterm evaluations, further planning and for sustainability. A repeat in 5-10 years will provide evidence for impact. 
 Classification of surgical data
To capture the true range and quantity of output, surgeries needed to be defined as major and minor and standardized across the three countries.  This is important to start to plan for future sustainability, and to enable more accurate costing.
Screening in schools and PHC facilities, received high priority in the East Africa project and is acknowledged as a major success of the project. Both nurses working in child health clinics and teachers in schools have accepted their enhanced roles and this has led to the high harvest rate of children with eye problems. Eye health screening was integrated into outpatients and MNH clinics which captured the preschool age group for those who attended these services. Within communities, screening was not formalized and data was not collected on it.  However, eye health was said to have two indicators in the community health workers’ system and it would be good to know what these are. It is also not clear whether there was any specific strategy to “find the blind child.
Referrals from screening
The project reports a huge backlog of referrals of children for tertiary services in some locations. So the initial unsustainable outreach strategy by health workers has been halted and new strategies put in place in secondary and tertiary centres to clear the backlog. 
Use of teachers in screening
The strategy of involving the ministry of education and using teachers is a major lesson from East Africa. The success factors were: the hand over to and acceptance by the education system   and directors at all levels to do the monitoring, supervision and reporting. At the level of the teachers, working in pairs, being screened for presbyopia and provided glasses, certificates of recognition and award for good performance were the success factors.
Low vision services
No specific target was set, so though the low vision need was identified from screening for refractive error, infrastructure changes made and assistive devices provided through government sources, the project report did not highlight low vision as a separate entity. 
Cataract surgical output: this increased through the training of Paediatric-Orientated ophthalmologists, a lesson to be considered by the Nigerian pediatric ophthalmologists society.
Health workforce
Adopting a team approach and widening the range of team members to include the paediatric anaesthetists, paediatric oncologists, equipment technician and management staff, using a variety of training courses, full courses, orientation courses, CPDs and the use of all the professional agencies in the training are   lessons. Another lesson was to coordinate the project training plan with the admission schedules of training institutions.  

Infrastructure and equipment
The preliminary assessment of targeted facilities at inception, strengthening of the procurement system, investing in training of equipment technicians were success factors. The upgrading of secondary centres closer to the patients shortened their travel distance and facilitated and increased follow up. 
Optical shops
 Establishment of optical shops was country specific, Kenya was with the Society for the Blind, Uganda had a central workshop, Tanzania had them within regional hospitals. The dual practice of the health staff in the public and private sectors and their reluctance to allow provision within the public sector was a challenge in the sale of glasses. The lesson was that optical shops should be accessible, glasses affordable and flexibility allowed in implementation. Getting low vision devices and assistive devices through government channels was quite successful.
 Perkins
The partnership with Perkins is a major success factor. The training of teachers of the BSVIC and children with multiple disabilities in functional assessment, learning media assessment, technology needs assessment, creating the successful strategies booklet by a group- CBM, SENSE, (an organization for people who are deaf blind and other sensory impairments), MOH, MOE, Rotary Club which allowed the strong positioning of visual disability within the disability framework are lessons.

Leadership and governance	
A major lesson from the East African project is the emphasis put on working with (aligning, integrating, advocating) the government at all levels from the clinics through to the directorates and ministries with the focus on joint planning, policies, coordination and monitoring. Though three separate countries, the boundaries are contiguous and under the proposed East African Federation, structures have been set up by the governments for close collaboration and co-ordination which have facilitated the implementation of the project across countries and clusters. 
Monitoring and evaluation
The use of government structures, the joint monitoring by NGOs and government, and the joint midterm evaluation by both consortia are key lessons. 
A challenge identified was the absence of support of the secondary level staff by the tertiary level staff and structure. This may also be a challenge in Nigeria as each centre is under a different governance structure- tertiary under federal and secondary under state level. There are no provisions for staff movement between the two levels in policy, practice or budget.
Geographical clusters
Implementation was done in three countries and in each country in geographical clusters. This allowed the implementation of a comprehensive child eye health programme for a 10 million population concept in each cluster. Challenges faced were overlaps in geographical areas as well as in strategy by the NGOS. 
Advocacy 
This received a major investment in effort and resources. Targets were regional, at the Africa regional workshop on inclusion and comprehensive School health programmes in support of learning for all, national governments and the communities through public awareness and an IEC strategy.  
Operational research
The project budgeted for prevalence studies, research of new service delivery needs e.g. retinopathy of prematurity and trauma. The connection between the research and the activities in terms of how research questions are raised, by whom and how they can be used as evidence for strategies, how   findings were   ploughed back into programmes was not clear. It would have been useful to get evidence for the strategies instituted by Perkins / BHVI, e.g.  the cost effectiveness of teachers as screeners, tagging children etc.  Unlike other aspects of the project, the emphasis on coordination with government in terms of research institutions and systems is not apparent. 
Standard Chartered Bank
Lessons learnt were the many and varied roles the Bank played which could be adopted by the Nigeria bank:
· Awareness raising, media targeting, profile raising and branding of the project
· Advocacy and lobbying government at the highest level
· Joint monitoring of progress.
· Co-ordination role between the two consortia
Health Financing
The reports covered the expenditure against budget and the variances. It would be useful to have information on experience with partner counterpart funding and contributions from implementing partners-government and others. It would be essential to share lessons from financing by carers since in Nigeria, cost can be a major barrier to uptake of services. 
Consortium arrangements 
Each lead NGO was to implement a comprehensive approach for each cluster. Each linked up with three groups of partners for implementation; group of major NGOs, group of smaller NGOs and local implementation partners and coordinated the work across partners and across geographical areas, across countries. Each did what they were best at where they were best at, (CBM for eye health and BHVI for refractive error and school screening) tapping into each other’s strengths and leaving no gaps. Joint meetings of all implementers allowed the focus to be on the project and the child and not on the NGO. Reporting and transfer of funds from lead to other partners were issues which needed to be addressed. During reviews, the partners identified the need for allocation of time and effort at inception to plan and to agree how the partners would work
One reporting system is the SiB preferred approach and has been known to work in SiB child eye health projects in China and now Indonesia. 
SECTION B: NIGERIA
RESOURCES AVAILABLE
This section of the report gives an overview of the resources available in Nigeria to the health and education sectors for child eye health in the key states.                              
 HEALTH
Health Workforce
The specialized paediatric ophthalmic health workforce is small; 16 paediatric ophthalmologists and support staff across 10 centres one of which is private and the other mission.  The location of the centres is skewed being mainly in the teaching hospitals and in the south.  The team concept is widely shared at these sub specialty units.
At the TCEHCs which are mainly the teaching hospitals, the workforce includes: paediatric ophthalmologists, general ophthalmologists, general optometrists / orthoptists, ophthalmic nurses, and opticians make up the core team and paediatric anaesthetists and pathologists are drawn from   other departments. The centres all have large and strong teams for general paediatric services.   
Nigeria has 550 general ophthalmologists, 1500 optometrists already in post, plus new graduates each year. In addition, about 170 ophthalmic nurses graduate each year. The distribution is skewed being lowest in the north east zone, rural underserved and poor urban areas. However, they provide a large pool to draw for child eye health training.
The workforce for general child health services at secondary and primary level is fairly adequate but orientation at the secondary level and especially at the primary and community level to child eye health is rudimentary except in a few pockets where it is driven by a nearby TCEHC or due to other initiatives.  In order to receive a high enough volume of patients at the tertiary specialized units, the NIPOSS included a new cadre of staff, the key informants into the tertiary team. The   research evidence was that the existing health structure, facilities and workforce, referral and uptake of service systems did not provide a high enough volume of patients nor an adequate return for follow up and that the use of key informants addressed the gap.[endnoteRef:7] Key informants are based in communities, provide public enlightenment and have the responsibility to find new cases in the community and refer them appropriately for health and for inclusive education.[endnoteRef:8] They are not a recognized cadre in the government health system and seem to be directly linked to the TCEHC. and this poses a problem for sustainability.  The previous SiB project with BHVI in Abuja demonstrated interest from the Education sector in screening children and linking with key eye care service providers for both optometry and ophthalmology services. This needs to be explored further in this project in new locations. Also in Kano the outreach put in place has also resulted in large numbers of children attending the tertiary services there from nearby States. [7:  Duke et al Journal of AAPOS Vil 17, number 4 August 2013]  [8:  Muhammed N. et al Middle East Afr. J ophthalmol 2010 Oct – Dec; 17 (4):330-334] 

Training Resources
Training in child eye health and provision of services was part of general ophthalmology for several years. A few paediatric ophthalmologists were trained   in other countries in programmes of variable duration and approach (observership or hands on); see table below.  On return, they were challenged by the volume of work and decided to come together under Nigerian Paediatric Ophthalmology and Strabismus Society (NIPOSS), an offshoot of the Ophthalmological Society of Nigeria to fashion out a local training program to increase the trained manpower within the shortest possible time. This was facilitated by the ICO (International Council of Ophthalmology). The one year programme started in 2012 and was accredited by the West African College of Surgeons.  Six centres in Federal Teaching Hospitals have been accredited and five ophthalmologists have completed their training and one is currently going through the training. The Nigerian Post graduate Medical College includes subspecialisation within its 4-year residency programme. The programme is modular to allow flexibility, a multi-site training and the training of paediatric oriented ophthalmologists. The NIPOSS program also offers short courses for   general doctors, nurses and other members of the team. 
Other training resources include the VISION 2020 links programme, the Commonwealth Eye Health Consortium (CEHC) fellowships (short and long), the International Council of Ophthalmology (ICO)fellowships. Moorfields Korle Bu Trust Regional centre in Accra Ghana has an agreement with the WACS for training in sub specialties, paediatric ophthalmology is yet to be started. 
Table 2 below lists the current pool of paediatric ophthalmologists/trainers, external training centres used so far which could continue to be used, internal NIPOSS accredited centres matched with the recommended cluster of key states.
Other doctors who make up the expanded team of paediatric ophthalmology service include Paediatricians, Paediatric Oncologists, Paediatric Anaesthetists, Oculoplastic Surgeons etc. Availability of these cadre of doctors depend on the institution. There is no facility for subspecialty training in paediatric pathology, (e.g. for an oncologist to train as a paediatric oncologist), anaesthesia etc. Most practitioners develop skills out of personal interest and long practice.
Though the sub specialty training in country is in a nascent stage, but with a rather large pool of general optometrists and a smaller but considerable pool of general ophthalmologists and ophthalmic nurses, the potential exists for training an adequate number of paediatric ophthalmic child eye health teams. The same applies to the support staff, specialized and general; i.e. anaesthetists, oncologists. 
Table 2 Training resources- Paediatric Ophthalmologists
	


	
Paed Ophth/training in paed Ophth.
	
Source/Place of training in Paed Ophthalmology
	
Location
	
NIPOSS accredit-ed training centre
	
Clusters of states

	1
	1
	Fellowship in India, Vision 2020 links
	ECWA Kano
	 no
	Kano, Jigawa and Kaduna states


	2
	1
	?
	ABUTH Zaria
	 no
	

	3
	1
	Fellowship at CCBRT, Dar es Salaam Tanzania
	NEC Kaduna
	 no
 
	

	4
	1
	Short Fellowship India
	
	
	

	5
	1
	Fellowship in Glasgow, 
	UCH Ibadan

	1


	Oyo, Ogun, Osun states

	6
	1
	Fellowship in Cape Town; - 
	
	
	

	
	1, now practising neuro-ophthalmology
	Fellowship in India, not practising paediatric ophthalmology, now in neuro-ophthalmology
	
	
	

	
	1
	Paediatric ophthalmology post residency fellowship, UCH, Ibadan
	
	
	

	7
	1
	 Fellowship in India
	OOUTH, Sagamu
	 
	

	8
	1
	Fellowship in Pakistan, 
	UJTH Jos
	 2
	FCT, Plateau


	9
	1
	Fellowship at Aravind India, 
	Abuja
	 
	

	10
	1
	Fellowship in Canada, 
	UBTH Benin City
UBTH Benin City
Irrua Specialist Teaching Hospital,
Irrua

	3


	Edo state

	11
	1
	 Paediatric Ophthalmology post residency Fellowship
	
	
	

	
	1
	Paediatric ophthalmology post residency fellowship, UBTH
	
	
	

	12
	1
	Fellowship at Eye Foundation Hospital Lagos   Vision 2020 links, CEHC  3-month fellowship
	UCTH, Calabar
	4 
	Cross River, Rivers, Akwa Ibom
 



	
	
	
	
	
	

	13
	1
	?
	Private sector
	 
	

	
	Paediatric fellowship residency
	Paediatric ophthalmology residency, UBTH
	University of Uyo, Akwa Ibom state
	 
	

	14
	1
	Fellowship at LV Prasad, India
	UPTH, Port Harcourt
	5
	

	15
	1
	Fellowship in Cape Town, 
	Eye Foundation Group, Lagos, Abuja and Ijebu, Private sector
	 6.
	Lagos state and Lagos metropolis


	16
	1
	Vision 2020 links, Commonwealth consortium 3 month observership
	LUTH, Lagos
	 
	





Paediatric optometry
There are five paediatric optometrists all in the private sector and 17 in training. They are not specified for inclusion in a tertiary child eye health team, a term used mainly in the public sector. Apart from paediatric optometrists, there are 3 subspecialists groups relevant to child eye health; orthoptists, no trained orthoptists are practicing in Nigeria presently) public health optometrists, low vision and rehabilitation optometrists.  Details on their numbers and location by state is in the addendum. 
Training institutions for Optometry
The Nigerian College of Optometry was established in 2003 to award subspecialty fellowships. The fellowship training duration is 4 years. Taken after the six year optometry training The scope of training in paediatric optometry includes an overview of development of vision and the distribution of refractive error among infants, common congenital disorders and clinical assessment procedures from infancy to childhood as well as management of binocular vision problems, contact lens fitting and low vision, identification of learning disorders, recommendation of remedial programmes, advanced School Eye health with respect to vision and school performance, vision screening and school/career counselling and advanced research methodology and thesis writing. The output on paediatric optometry is 2 per annum depending on the intake and the scope of training.  
General ophthalmologists 
Nigeria has about 550 general ophthalmologists mainly based at teaching hospitals in Nigeria, either owned by the Federal Government or State Government. The states which have had comprehensive state wide eye care programmes sponsored by NGOs and the faith based hospitals have ophthalmologists at secondary level.   
Training Institutions for General ophthalmologists
There are 19 accredited centres for the training of ophthalmologists, there are about 150 doctors in training and   about 30 graduate per annum. (2014)   Faith based institutions also participate to some extent training of resident doctors in ophthalmology and other ophthalmic personnel.
1.  ECWA (Ecclesiastical Churches of West Africa) Eye Hospital in Kano 
2. The group of hospitals in Oyo State owned by the Catholic Church.
3. Mercy Eye Hospital, Abak
 A few of the TCEHCs have established linkages with these centres   as training resources and to bring care closer to the population. 
Ophthalmic nurses
About 170 ophthalmic nurses graduate each year from the 5 schools of ophthalmic nursing.




Box 1 Case studies-  TCEHCs and satellite centres
CASE STUDY 
The Catholic Mission presents two types of hospitals as case studies for paediatric ophthalmology.
Case study A is the cluster of hospitals in rural parts of South West zone which was part of the SIB CBM project with ECWA hospital, Kano.  It is an example of a satellite cluster of facilities linked to a TCEHC,   at a rather long distance for the patient but very beneficial for capacity building. The hospitals are: 

1. St Mary’s Eye Hospital, Ago Iwoye- about 60 km from TCEHC at Ibadan. Eleta Eye institute, Ibadan-rural part of Ibadan
1. Akef Maghraby Eye Centre Eruwa-about 100km from Ibadan
1. Atupa Eye Clinic, Iseyin
1. St. Lucy-  Imole Eye Clinic Ilora-about 30km from Ibadan and 5 km from Oyo town (About to commence paediatric ophthalmology services.

All the centers are high volume centers; they cater for an average of 150 t0 250 patients a day. They have 8 resident doctors and another one on a training posting to ECWA Eye Hospital, Kano. They also have resident doctors coming in from University College Hospital, Ibadan to help out with surgeries when they have large turnout of surgical patients.
The performance of this group of hospitals has attracted external funds. The group in conjunction with ECWA Eye hospital Kano, have benefited from a SiB/IAPB/CBM 4 year grant of $1.2 million, Lavelle fund of New York through ICO 3 year grant of $560,000. CBM has also assisted by employing an international ophthalmologist who rendered services in one of the hospitals and was paid by them for a period of 3 years.
CASE STUDY B
Mercy Eye Hospital a long standing eye hospital in rural Abak is a Catholic Mission hospital in Akwa Ibom state. It is a case study of a high volume satellite center linked to a government TCEHC- UCTH, Calabar through a Memorandum of Understanding to jointly provide service, training including paediatric ophthalmology and research. The distance is about 2 hours’ drive and practical for patient referral and follow up.
Both hospitals have had the support of FOCUS International, a USA NGO in cash and capacity building over three decades. The child eye health services led by Dr Duke has also attracted USAID funding which will benefit both institutions.


General optometrists and dispensing opticians
There are about 1,500 optometrists nationwide, about 1000 in 7 cities and the least number in the north east geopolitical zone. A third however are in the public sector. Optometry 6-year degree courses are offered in 5 schools and two year dispensing optician courses are offered in 6 Colleges of Technology, see map below.  The University of Benin has a school of optometry, a school of ophthalmic nursing and a NIPOSS accredited TCEHC. The other four schools of optometry listed below are in the south east zone which does not have any TCEHC.   
1. The University of Benin, Benin City, Edo state
2. Abia State University, Uturu, Abia State, 
3. Federal University of Technology, Owerri, Imo State.
4. Imo State University, Imo State
5. Madonna University, Okija, Anambra State.
Together, they graduate about 300 optometrists per annum. The general optometry curriculum does    include paediatric optometry, low vision, school and community health and orthoptics. There are 4 schools of dispensing optician, 
Map 1 Location of training institutions- optometry and dispensing opticians, 
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Training of other members of the child eye health team
There are no established customized courses in Nigeria for paediatric ophthalmic nurses, counsellors, equipment technicians. Upskilling is done on the job or more recently, the VISION 2020 links programme identified skills gaps and trained as necessary e.g. in ECWA Kano.  
The colleges of health technology most of which are run by state governments for the training of support staff and midlevel courses train some cadres relevant to child eye health i.e. community health extension workers, health information management workers and biomedical technologists.
Training programmes are essentially individual professions focused and not team based.
 Service delivery
At the Conference on Planning for Comprehensive Eye Care for Children in Sub Saharan Africa in Cape Town in May 2011, the Nigerian presentation stated that about 2,500 children are operated annually, two thirds of whom are at ECWA Kano and Eye Foundation Lagos.[endnoteRef:9] From this situation analysis, in 2014, about 600 paediatric cataract surgeries were performed in the 7 centres which provided data and over 50% were from the private (Eye Foundation Group) and mission centre (ECWA Kano).  Three centres saw about 6000 outpatients in the same year;commonest conditions seen are refractive errors, allergy and paediatric cataract and the commonest surgeries done were for paediatric cataract, glaucoma, squint, and two centres mentioned trauma and retinoblastoma.   From the five centres which responded to questionnaires, most have been providing paediatric services for about 8 years and two for over 20 years. All conduct outreach, have optical shops, offer low vision service, have at least one school for the blind in close proximity and two of the five conduct school eye health activities.  Patients come from an average of 8 nearby states except in EFH where they come from all over the country.  The centres, linked to state wide community programmes, satellite centres or periodic school screening exercises have a higher volume of patients. The volume and range of child eye health services at secondary and primary level is not known. Cost of service to the patient is prohibitive; cost of cataract surgery ranged from $100 in the private sector to $300 in one of the TCEHCs and the cost of glasses from $15 to $50.  [9:  ] 
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Outpatients in a TCHEC.. 
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The gaps in service delivery are in the quantity, the range and complexity of cases, the continuum of care especially in promotion, prevention, secondary care, especially low vision services outside the TCEHC and links into education and rehabilitation.
The major system weaknesses are in HMIS and quality assurance. All government TCEHC centres described the status of equipment as inadequate.
The range of specialised child eye health services is basic, focusing mainly on paediatric cataract. The numbers are of paediatric cataract surgeries are higher when linked to a community based active recruitment as was practiced in Kano and when linked to a secondary eye service as practiced in Mercy Eye Hospital Abak and Gusau eye unit in Zamfara state.  A deliberate community awareness activity helped in increasing the number of retinoblastoma cases seen   in ECWA Kano.  Paediatric refractive error services are more widespread offered at the TCEHC and general ophthalmology clinics.  It is augmented by active linking to a school screening programme – such as occurred in Abuja / FCT. 
In practice, it was not possible to determine the range or volume of child eye health services delivered at primary level. Data is not disaggregated for eye health though disaggregated for children. The proxy indicators as stated in the section on Overview of Nigeria from the maternal, newborn and child health, immunization, nutrition, NTDs programmes etc.  offered by government and the global initiatives provide an indication of the weakness of general child health services.  Similarly, at secondary level in state hospitals and health centres, it is difficult to get information on child eye health service delivery. 
Most of the service centres are government tertiary centres, ECWA is the only NGO supported centre, though two satellite/secondary centres or cluster of hospitals—Ago Iwoye and Abak are supported by the Catholic mission. (case studies in box above)
Two of the tertiary centres are within or close to comprehensive state eye care programmes, UCTH and Cross River state, ECWA and Kano and Zamfara states. Similarly, the private sector Eye Foundation group of hospitals is linked to its secondary and primary level services in Ogun state
Gaps in service delivery are in the range, complexity, long distances to TCEHC, and the weak supporting health systems. The TCEHC do not have secondary and primary level services oriented to paediatric eye services which would refer cases in to TCEHC.  Major gaps also exist in the full continuum of service for lifetime management, virtually no low vision services. Another major gap is in the HMIS, it was not possible to extract information on quantity and   less so on quality of services.  
Overview of general child health services which impact on child eye health.
Nigeria has an extensive primary health care maternal and child health service   but eye health integration is absent by policy and practice except in NGO supported and government accepted comprehensive eye care programme states.  
Vision screening in schools, correction of refractive errors and supply of spectacles could be another method of assessing volume of service delivery. It was not possible to get a national summary, the figures from BHVI in FCT (previous SiB funded project) is given below as an example.
Figure 2 BHVI FCT school eye health data
	BHVI in FCT- type 1 project
	Total

	Screened
	98,550

	Refracted 
	16,983

	Provided spectacles
	8341


SCHOOL HEALTH/SCHOOL EYE HEALTH
School health activities are linked to vertical global campaigns e.g. deworming, nutrition, NTDs, WASH. School eye health activities is mostly in the southern states sporadic and virtually synonymous with vision screening and the provision of spectacles by local NGOs especially from the Nigerian optometric associations. Teachers are the preferred implementers and strategies such as form master and school health masters are recent introductions by BHVI.  A few states (Map below, mostly in the south) have tried to implement the full range of school eye health activities; Lagos state by its State Universal Education Board, (SUBEB)- case study below, Cross River State and Akwa Ibom state by an NGO- Youthcare. 
Box 2 
[image: ]
BHVI conducted a school screening project in FCT. There was no official linkage between school eye health and school health nor with schools for the visually disabled, no national standard systems at the start of the project. There is still a wide gap between global best practice in policy and practice as detailed in publications e.g.   the IAPB Briefing Paper-School Health Programme Advocacy paper[endnoteRef:10], Guidelines for school eye health for the EMR 2009[endnoteRef:11], Sightsavers policy brief- Eye health in Children[endnoteRef:12], Components of school eye health- H Faal    addendum.      [10:  www.iapb.org/resources/school-health-programme-advocacy-paper visited January 4 2016]  [11:  www.iapb.org/resources/iapb-publications-and-papers-learning-development-advocacy-iapb-regions-emro/guidelines visited Jan 4 2016]  [12:  http://www.sightsavers.org/wp-content/uploads/2015/09/16970_Policy-Brief-School-health11.pdf visited January 4 2016] 

EDUCATION AND DISABILITY
It was not possible to arrange face to face interviews with officers in the Federal Ministry of education. The situation analysis team thus focused on the state level. Eight States in the six geopolitical zones of Nigeria with schools for the blind and children with special needs were visited. The map shows the locations of the known schools.
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Educational opportunities for BSVI children. 
 There about 20 schools for disabled children nationwide, some of which admit BSVI children, and a few integrated schools, map above. There are more males than females and the age range of pupils is from 7-30 years. The general pattern and preference is that at primary level, children attend special schools and at secondary level they are sent to integrated schools. Where these are located close to TCEHC, they have also been used for research studies.
The schools are run with government support mainly for salaries and educational materials; philanthropists and local NGOs provide much of the rest of the support- e.g. Edo state- NAPVD (Network Advocacy for persons with disabilities), in Kano- the Indian Cultural Association Kawo branch and the Golden Penny Flour Mills.  Transport and hostels for residential schools are major constraints. 
In 2008, the Universal Basic Education Act, free compulsory schooling, was revised to include disabled children but this is poorly implemented. In theory there is a referral system between the schools and the health system and an official linkage between education and health.   The main source of referral to the schools are parents, health service, community members and other schools and teachers.  
Box 3 
A case study: PACELLI SCHOOL FOR THE BLIND AND VISUALLY IMPAIRED.
This is a Catholic mission primary school for blind and partially sighted children with an annual intake of 13-15 children. It is a boarding school and has a rehabilitation centre. Skills taught are Braille, computer, craft, typing and use of mobility. The standard is high so many of the children proceed to elite and highly competitive normal schools. There are (135) one hundred and thirty-five children of whom 55 are girls and the age range is 7 to 17years. The main source of referral to the school is through the parents and health service.  There has been a school health screening activity but no low vision assessment of the children. There are 39 teachers and staff with training in eye health, first aid and special needs.
The environmental modification is excellent with lighting, contrast, tactile-bumps on the pathway. The study aids in the school are Braille writing equipment and Braille embosser. Mobility aids and educational materials are available.  Charity organisations provide fund, food stuff and educational materials. The mobility aids in the school are cane and walker. The partners supporting the school are religious bodies, organizations, companies, individuals. 
Because of the cost of tertiary care for children, tragically the school has children with cataracts whose surgical fees cannot be paid.

Access to low vision services 
Low vision services   in schools are virtually non-existent.  Low vision assessment was routinely carried out only in the FCT school for the blind and the special education school in Tudun Maliki in Kano. It was difficult to assess paediatric low vision services in health facilities, schools, homes, involvement of parents or links between these.  The BHVI has conducted low vision training and supported the setting up of 40 units but there does not seem to be a systematic link with paediatric ophthalmic services. The UCTH, Calabar- Dr Duke proposes to pilot/research a concept of a comprehensive approach which would capture a wider range of needs, the different environments a child fits into, the progressive pathology low vision child and modern technology. 
 Research
The paediatric ophthalmologists based in the teaching hospitals are all active in research and have attracted national and international research grants. Also, the Fellowship training program has a strong research component as the trainees are expected to carry out an original research work and submit the report in a dissertation prior to completion of their training.  Attempts were made to obtain the list of researches conducted. Though not all reports in the last 5 years were provided, the topics provided were variable; programme related including paediatric surgery visual outcome, ocular injuries, use of key informants etc. congenital conditions and one paper on retinopathy of prematurity. Annex 3 List of publications.
Information from paediatric and general optometrists   showed that much of the research is on refractive errors with a few on ocular morbidity e.g. an ongoing one on Epidemiology of ocular morbidities among school children aged 5-15 years in Uyo, Akwa Ibom state. Most research is for the purpose of publications as related to careers. Partners were willing to share   and allow publications in magazines and journals. 

Funds
The paragraph on overview on Nigeria has covered the poor general funding for health by government, the poverty of the population and the high percentage of out of pocket expenses. The government is to set up a Basic health care Provision Fund 50% of which is to go to the National Health Insurance(NHIS) scheme under which children <5 years old and the physically challenged are covered. The NHIS should will also fund the PHC and the Hard to Reach (HTR) Communities. The situation analysis did not find evidence of this coverage in practice. 
The policy for free services to children under 5years in most/all states presents the opportunity for primary level eye health coverage in states and LGAs. Where children of any age have to be referred to the tertiary level which is usually federal level, and for children above the age of 5, payment for services becomes a major constraint. This is compounded by the high number of follow up visits required by children who need tertiary level care. Funding for tertiary services for children was identified by all stakeholders as the most important challenge and the lead advocacy topic.
Policies Environment, programmes and Ministries at national and state level
The ministries contacted were Ministry of Health, Education, Womens Affairs and Social Development. Information was collected through questionnaires, interviews, web sites visits and opinions of the NGOs. The report cannot provide all nor the most recent information as many of the web sites were not populated e.g. Federal Ministry of Education, sometimes data was dated and some of the officers could not be contacted e.g. Ministry of Women’s Affairs and social development. However, the report does provide some indication on government policies and programmes.
Nigeria is signatory to almost all global conventions, notable among these are Convention on the Rights of the Child; its African Charter on the Rights and Welfare of the Child, Africa health Strategy and Maternal, New-born and child health Road map, the MDGs and now the SDGs.  Implementation is limited by inadequate allocation of funds. 
The policies environment and programmes of child eye health and general child health, school eye health and school health, disability and education of the visually impaired child within general education and general disability issues seemed low profile and any existing programmes were vertical.  However, child health and education are priorities.
Eye health
In the national eye health programme (NEHP), current activities which impact children are part of the neglected tropical diseases- trachoma and onchocerciasis programmes. The NEHP is in the process of finalising its next strategic plan and this presents an opportunity to have a child focused section in the plan.  The Carter Institute in Jos is linking its trachoma control programme support to school health; addressing deworming, water and sanitation, schistosomiasis, trachoma and onchocerciasis control. This expanded view of school health and trachoma control provides an opportunity for engagement with eye health.
Concentration has been on general child health, negligible engagement with eye health and apparently no forum to do so.  External partners who part fund major programmes do not engage with eye health. Eye health is a unit within Neglected Tropical Diseases(NTDs) department and not being at directorate level, it does not have a high enough representation and interaction. 
The departments for general child health are maternal and child health, expanded programme on immunisation, early childhood development and nutrition. All the officers interviewed recognised the need, opportunities and benefits for integration of child eye health into child health.   
 A practical example of an opportunity given by the new-born unit is the Essential New-born course (prioritising Kaduna, Katsina and Kano states- states with active eye health programmes) which could have an eye health module integrated to address e.g. ophthalmia neonatorum.  Examples of the consequence of lack of interaction between programmes abound. In September 2015, a government programme to eliminate neonatal tetanus resulted in blindness in children. Ignorant and illiterate parents applied an umbilical cord chlorhexidine 4% drops which were packaged in look-alike eye dropper bottles to the eyes of their new-borns and children, the result was total corneal scarring. Corneal scarring is still a major cause of childhood blindness; not unconnected to the low rates of measles immunisation coverage at 59% (2013) and Vitamin A supplementation – 73% in 2011. 
There is as yet no policy on rubella and rubella vaccination. 
As the challenge of high neonatal mortality is being addressed, prematurity and the complications of retinopathy of prematurity will increase for which Nigeria has no data as yet. 
 The Integrated management of childhood illnesses (IMCI) has no eye health component.
  The Child health Card presents an opportunity for inclusion of eye health and more importantly its monitoring by the UNICEF supported MNCH programme. The Integrated Community Case management of Childhood Illnesses (ICCM) takes care directly to communities, another opportunity for integration. Trachoma control includes a house to house strategy which provides an opportunity to interact with ICCM as well as to fish out the BSVI child.
The nutrition unit recognised the overlap of nutrition and eye health but did not appreciate that their work makes a major contribution to the prevention of avoidable blindness in children.  The strategy of inter-programme collaboration should aim not just at ensuring eye health activities are accepted by other sectors but that their contribution to elimination of avoidable blindness is recognised by them and applauded by the eye health programme.
Education and disability
Disability is in the portfolio of the Federal Ministry of Womens Affairs and Social Development and   it was difficult to identify or meet with officers. The provision of employment for a blind or visually impaired person in the ministry and the inclusion of disabled persons under programmes for the vulnerable e.g. orphans was the emphasised strategy. The relevant departments to engage with in future would be child development and rehabilitation.
The Convention on the Rights of Persons with disabilities and the recent signing of the sustainability Development Goals with emphasis of inclusion. “Leaving no-one behind provide materials for advocacy for inclusive programmes for the BSVI children.
International and Development Agencies support the major global initiatives financially, technically, in the formulation of policies and implementation. The government priorities mirror their priorities especially in maternal and child health and addressing MDGs/SDGs and inequities.


World Health Organisation Country Office
Dr A Mbewe, Head of the reproductive, maternal, new-born and child (RMNCH) cluster opined that the “clear vision” lay at state level; the federal level gives policies and guidelines; the state conducts advocacy, does the assessment including epidemiological assessment, prioritises and ensures inter-sectoral collaboration.
He emphasised the importance and advantages of the INTEGRATED process at primary and health centre level and the definition and use of DANGER SIGNS in the SICK CHILD as opportunities for ear and eye health programmes. The community risk assessment process, ICCM and IMCI programmes   could also include eye health.
UNICEF
In Nigeria, UNICEF supports policies and strategies development, implementation and scale up in selected states. They are active in immunisation programme, maternal, new-born and child health, (MNCH) polio campaign, HIV/ AIDs, Nutrition, Water, Sanitation and Hygiene (WASH) but not school health.
Opportunities identified which would benefit eye health:
1.Campaigns which went into homes and defaulter tracing; routine immunisation and tracking of babies, post-natal visits. The package on home visits could include eye health, fishing out the BSVIC and tracking of children post treatment.
2. Use of the Community Own Resource Persons for home level work.
3. National health Sector strategy plan was due for review and renewal; an opportunity for eye health to engage with the department of planning to participate in the process.
4. The Mother and New Born Child Health Plan was expiring in 2015 and this provides an opportunity for participating in the next one in collaboration with department of family health
5. ICCM guidelines are already developed; advocacy to include eye health when it is being updated—with Department of child health
6. Hard to Reach (HTR) is a programme at state level targeting HTR settlements
7. Emergency Operations Centre based in UNICEF and WHO; important because of the increasing internally displaced persons including children whose eye health will become neglected in the list of priorities.
8. Use of the Child Rights Act which has been passed in 23 states for advocacy at the state level
9. WASH (Water, Sanitation and Hygiene) programme is comprehensive in 21 states. It addresses water access, elimination of open defaecation using a community strategy—Expanded WASH committee.   WASH engages schools using children as agents of change. This presents an opportunity to highlight how WASH contributes to the elimination of blindness (as in trachoma control and transmission of epidemic keratoconjunctivitis) and an opportunity for eye health activities to be included in the child to child strategy and the use of children as agents of change in health.

National Primary Health Care Development Agency (NPHCDA)
Established in 1992, the NPHCDA is the domestic agency for health focusing on states and especially LGAs to ensure equity and will be the prime agency for achieving universal health coverage in the SDGs. The Agency now has a public health ophthalmologist as staff, Dr Ada Aghaji which provides a major opportunity for integrating eye health into all activities in PHC.  
The National PHC policy is being revised and advocacy was done to include an eye health component of the PHC policy and a workshop held to that effect. Dr Aghaji is pursuing a PhD at the ICEH in primary eye/health care which provides an opportunity for doing her field work in a child eye health cluster.
NGOS statements on NATIONAL ISSUES
The situation analysis also sought to get the opinion of the NGOs on national policies environment.
Sightsavers
Free health coverage goes with the maternal and child health programmes and services provided at state level and advocacy should be done to have free services for children at all health service levels. School health policy does not currently include eye health and this should be advocated for.  Sightsavers supported the stakeholders workshop to advocate for inclusion of eye health component in the national PHC policy.
Inclusive education is patchy and takes different forms, e.g. Sokoto changed a school for the handicapped into a school for sighted as well as disabled children and Sightsavers supported the inclusive education in three LGAs in three states.
Education Support in Nigeria (ESSPIN) funded by DFiD promotes an integrated approach to school improvement from Federal to community level. Inclusive practice is one of the strategies promoted by the project. The disability document of the Ministry of Womens Affairs and Social development needs a review to reflect the CBR principles and the SDGs.
BHVI
On financing, the national health insurance coverage proposed to provide coverage to all pupils in primary schools-42 million, advocacy is required to actualise this. Child eye health should be incorporated into community national health insurance and the estimated 29,400 children requiring tertiary services should be covered by insurance.
Although school health screening within projects is usually supported by states, there is as yet no policy   to guide it. The Ministry of Education can absorb school health screening within its routine activities as shown by the BHVI supported successful strategy of using form teachers. The policy would emphasise identification and referral of cases and coordination between education, health and social welfare. 
Pulling in the Ministry of Womens affairs and social development would need to be facilitated by NGOs especially as the SDGs have prioritised disability. Women’s organisations and a woman to woman strategy could be used to deal with the stigmatisation of mothers of disabled children and going into homes to fish out the disabled child; successful mothers could act as ambassadors of the idea; community traditional leaders could sponsor.    
HANDS
HANDs pointed out the importance and need for ADVOCACY for policies, work relationships based on identification of gaps. Examples of changes were screening within a school health policy, the HMIS by private and faith based providers, a linkage of the traditional health system with the HMIS; financial coverage for the higher costs in educating the disabled child to parents and making schools inclusive, involvement of community based organisations. The national union of transport had helped bring children from villages for care at the tertiary centre in ECWA Kano.
Having a programme as a parastatal at the federal level but implemented at the primary level creates confrontations over funds, leadership and accountability, this has plagued the Universal Basic Education Programme which was meant to provide free compulsory basic education backed by UBE Act of 2004.  The pre-primary enrolment figure of 14% and the primary enrolment of 60% (2008- 2013) is low compared to the target of 100%.  
STATE LEVEL
The success of any population focused programme largely depends at what happens at state level so the situation analysis team tried to garner information in some states; selected based on accessibility to team members, had been part of supported eye health projects or had examples of school health/eye health programmes or facilities for education of the disabled.  
CROSS RIVER STATE (CRS) in SOUTH SOUTH zone.
The following elements made it an interesting state to study
· Comprehensive State-wide eye care programme which from 2004 to 2013 had been supported by Sightsavers and had had an evaluation done.
· School health programme supported by a local NGO Youth Care
· Free cataract surgeries and a high volume centre supported by Tulsi Chanrai Foundation.
· Primary Health care services and a drug revolving fund run by Tulsi Chanrai Foundation
· BHVI country office and projects for training dispensing opticians and training of community workers 
· A tertiary centre with an accredited paediatric ophthalmology unit and satellite centres which has received support from USAID, is a Vision 2020 links centre and had done research on key informants
· A School for the visually disabled[endnoteRef:13]-St Joseph’s Special Centre for the Visually Handicapped Obudu run by the Catholic Mission with subvention from state government. [13:  http://theleaderassumpta.com/2013/07/14/encounter-with-the-visually-impaired-at-obudu-fr-vincent-arisukwu/] 

· A School for special needs children in the state capital, Calabar.
Information was drawn from interviews with the state eye health coordinator, the ministry of education, community health services   and a review of the evaluation report.  
In summary, most of the components to support a comprehensive child eye health service from tertiary to LGA level are present but there is a dearth of policies for education and disability, ineffective coordination of stakeholders and weak inter-sectoral linkages. The presence of community health services under the Governor’s office, the presence of UNICEF and WASH emphasised the prioritisation of community and primary health care by government.
OGUN, OYO and LAGOS states in South west zone.	
Questionnaire, interviews and phone calls were used to obtain information from the ministries of education, health, social welfare in Ogun state, ministry of education Oyo state, ministry of education, youth and sports and health in Lagos state. Main findings are below.
OGUN STATE
Ogun state as with most states had no activity on visual disability in the home ministry of disability i.e. the ministry of social welfare. However, it did seem to be strong on education for the disabled with five schools for children with special needs, five integrated schools and one school for the blind and support from NGOs, religious organisations. Its school health programme was typical with global initiative supported programmes of water and sanitation, deworming and HIV/AIDS screening but no government school health budget, a sporadic and poor school vision screening. Linkages were said to be present between SUBEB and PHC and communities but these could not be confirmed.
OYO STATE
Again Oyo state also seemed strong in the education of the disabled; blind and SVI children with 2,478 children enrolled in 21 schools for children with disability, 5 Schools for the blind, 14 Schools for the disabled, 5 integrated schools for normal and disabled children but with no budget for assistive devices. There was a budget line for school health programmes but no school eye health services. Unlike Ogun state there were no NGOs, religious organizations or societies for V.I or similar working in the state to support eye health and education for children with visual disability.
Both states do have good eye health services provided by the non-government sector, by the network of Catholic hospitals which were part of the SiB CEC project and benefitted from a collaboration with ECWA hospital Kano and the community arm of the private sector group of Eye Foundation Hospitals. 
LAGOS STATE
Lagos state is atypical in that it contains the metropolis of Lagos with a predominantly urban population and a high concentration of health facilities and workforce, large urban slums and a foot print of the Standard Chartered Bank.
The Lagos state government is probably the most advanced in terms of government commitment in budget allocation and policies to a comprehensive state wide eye health programme, school health and eye health services, education of the disabled. For example, the school health programme includes Water and Sanitation (Hygiene), Deworming, Vitamin A Supplementation programme, Ear/Hearing care programme, Dental care program, Food and Nutrition programme, HIV/AIDS Screening programme, Eye Screening programme. The school eye health programme includes vision Screening, Eye examination, Prescribing Spectacles, Prescribing eye drops, Children cataract surgery, Eye health education/promotion. Teachers receive pre-service and in-serving training in school health/eye health and special needs. The Lagos State inclusive education policy was signed in May, 2015 with the eventual goal of having an? inclusive education school (uniquely exclusive i.e. only for disabled children) in each LGA.
The Pacelli School for the Blind which has already been described as a case study is the only school for the blind in the state.
PARTNERS 
Overview of previous SIB   partners and their projects
SIB has supported two waves of projects in Nigeria working with the major eye health NGOs i.e. Sightsavers, CBM and BHVI.
Sightsavers 
Sightsavers has been present in Nigeria since 1956 when it set up its first eye clinics, in late 1960s integrated blind children in local schools in Katsina and in 1994, established a country office in Kaduna and now has a satellite office in Abuja. 
Its aspiration is that: Governments will ensure that quality eye care is universally available to all people as an integral part of wider health systems[endnoteRef:14] and there is disability inclusion in eye health programmes. Its policy brief on Eye health in children states that It is critical that eye health is part of global initiatives which focus on children and health, that programmes are comprehensive and go beyond vision testing for refractive error, and school eye health is fully integrated into both wider school health and eye health programmes.[endnoteRef:15]  [14:  Sightsavers eye health strategy 2013-2018]  [15:  Sightsavers policy brief –Eye health in children. April 2011] 

Globally it has a presence in 37 countries and experience in eye health and disability inclusion, child eye health programmes, school health and education of visually impaired children. 
Map 4
[image: ]In Nigeria, Sightsavers currently and in 2016 will support projects in six states; Kaduna, Kebbi, Kogi, Kwara, Sokoto and Zamfara mainly in NTDs. It has devolved mature eye care projects which used a comprehensive state wide eye care strategy in four states; Kaduna, Kwara, Sokoto and Cross River. It has supported the strategy of inclusive education in one LGA in three states Kaduna, Kwara and Sokoto.

Sightsavers was supported by SiB (January 2011 to December 2014) to implement a comprehensive eye care project in Zamfara state, a state with a population of 4.4 million. Using the CSR as an indicator of good performance, Zamfara CSR increased from 413 in 2011 to 950 in 2014. 
An end of programme evaluation states the strengths to be a strong community involvement in programme implementation, an embedding into some aspects of the government health system, especially at the three secondary level eye centres, a collaboration with other programmes- HIV/AIDs, NTDs and trachoma control and financing for all who need care. Not dissimilar to East Africa, weaknesses included the HMIS, a poor feedback system, stalled school eye health programme and a poor attitude of eye health para professional staff (optometrists and ophthalmic nurses). However, the major weaknesses remain the apparent absence or lack of ownership by government system evidenced by the poor financial allocation and supervision. 
Of relevance to child eye health is the strong community involvement and use of community workers-CDDs and CHEWs and the collaboration with programmes active at the community level, i.e. immunization, trachoma, HIVAIDs. The existing secondary centres can be used in future to provide paediatric eye services closer to the population for follow up care in between tertiary care appointments.
Building on the fairly successful eye health projects in Sokoto and Zamfara states, Sightsavers recommends a 10 million population child eye health cluster project covering Sokoto and Zamfara states. There will be need to establish a connection to a strengthened tertiary level service, referral and feedback systems and inter-sectoral programmes in school health, low vision services and education of visually impaired children none of which currently exist. The challenge will be the setting up of a nearby TCEHC for which they suggest University of Usman Danfodio Teaching Hospital and the establishment of more satellite secondary centres. The National Eye Centre Kaduna and Evangelical Churches of West Africa- ECWA Eye Hospital, Kano have such tertiary child eye health services but are a distance away from the cluster. 
In summary, Sightsavers has had a long standing and extensive experience in supporting comprehensive eye care service projects in seven states; devolved in four states with systems for sustainability in place, is currently working in six states supporting NTDs control. It has implemented a Type 1 project with moderate success in Zamfara state, had experience of a consortium approach with BHVI and is willing to go into another. Its total budget for 2014 was over GBP1.5million but not disaggregated for children nor gender. There is organizational capacity for inclusive education and community based rehabilitation.
Christoffelblindenmission
A long standing NGO based in Abuja, Nigeria, CBM works with 16 partners mostly faith based in 25 programmes focusing on disability including visual disability. The linkages between health, disability and education varies with programmes but CBM hopes to standardize and strategise.  CBM’s strength lies in their strong disability focus. It states (http://www.cbm.org/Education-250851.php)
· CBM supports partners to expand access to quality education for children with disabilities, and provides technical support through our network of education advisers.
· CBM works with like-minded organisation to promote inclusive education in national and international policies and programmes - see ICEVI and IDDC.
A national budget figure was not available, the percentage allocation was eye care- 15%, CBR orthopaedic- 12%, Mental health- 22% and NTD- 44%.
 CBM implemented a SiB CEC project based in ECWA Hospital, Kano in the North West Zone and St Mary’s Hospital Ago Iwoye and a group of Catholic hospitals in Eleta and Iseyin in the South West Zone. The strength of the project was the complementary support between the two locations. ECWA Kano was surgically capable with good quality outcomes and the ability to work through outreaches to communities in collaboration with community focused local NGOs for mobilization and case recruitment. ECWA had a good relationship with the Jigawa and Kano states and local government areas brokered by the indigenous NGO- HANDS.   A major component of the support was government coverage of costs of care for children. The South west zone cluster was run by the Catholic mission which has little willingness to work with government and had difficulty reaching its target on numbers. Its strength lies in being part of a network of Catholic eye service delivery centres. The collaboration between the two sites fostered by the CBM coordination ensured a reciprocal transfer of skills; from ECWA to St Mary’s cluster of hospitals, on working with communities, maximizing staff performance and lowering of costs, and from St Mary’s cluster to ECWA on information technology for basic data collection and entry. Both offered training programmes. The weakness observed by CBM was the partners’ inability to develop good project proposals, report on quality and an earlier reluctance to learn from each other. The CEC project provided CBM with learning experience as it was their first restricted fund programme in Nigeria.
Thus paediatric services was a major component of the CEC project with strategies to identify and recruit children, transport them to the ECWA hospital, ensure a financing for services. Low Vision   services are provided backed by monthly visits from a low vision therapist. 
 Dr Abuh, ECWA paediatric ophthalmologist and Director suggested that there could be a future for research in collaboration with their links partner. (Since the meeting with Dr Abuh, I understand that he has relocated to Abuja but this is yet to be confirmed.)
Retinoblastoma services
ECWA hospital has set up a retinoblastoma service with emphasis on early detection through community services, palliative care and chemotherapy. It benefitted from input from the Links programme, training of nine staff in Aravind and exposure of the paediatric ophthalmologist to the Kenya National Retinoblastoma Strategy Group.  
HANDS -Health and Development Support GroupThe HOME is the HUB. It determines whether children are sent out to beg or taken to school or the CBR worker--- Chris Ogoshi- Director HANDS.

An indigenous NGO based in Jos Plateau state, works closely with CBM on Vision 2020, with the Ministry of health on NTDs control, with a local NGO- Maana Foundation mainly on community participation in two states Jigawa and Kano both in the North west zone.
Through CBM, it participated in the CEC project which supported ECWA Hospital Kano. Its strength lies in work at the primary and community level through community mobilization and empowerment and work with local grassroots NGOs. It was able to train and use the Community Directed Distributors(CDDs) from the oncho/NTDs structure, the Community Health Extension workers and the Expanded Programme of Immunisation to target children in Jigawa and Kano states. With their advocacy, Jigawa state funded care costs for children and have recently approved a Health Act -A CHILD’S RIGHT TO SEE. Apart from Jigawa and Kano states, HANDS also works in Yobe and the Federal Capital Territory of Abuja. Innovative strategies include using mobile phones to enhance coverage, providing phone charging points at Front Line Health Facilities, linkage between child eye health and disability using a disability therapist. Referral to health services was usually from schools and the CBR services. 
[image: ]
Brien Holden Vision Institute-BHVI 
Map 5 Location of BHVI activities
Formerly named International Centre for Eye Care Education, BHVI is an Australian based NGO whose founder Brien Holden suddenly passed away in September, 2015 a huge loss to the eye world.  BHVI has extensive experience in facilitating child eye health programmes, in-house technical expertise   and experience in project development and management. In sub Saharan Africa, it has had child eye health projects in South Africa, and is a lead for one side of the SIB East Africa child eye health project.  
BHVI started work in Nigeria in January 2006 and has its Nigerian office in Calabar, Cross River state reporting to an Africa regional office in Durban. The map shows its activities in Nigeria in primary eye care, school eye health and low vision. For the future, BHVI foot print may exclude the North due to security considerations. 
CEC project
As detailed under Sightsavers section of this report, a consortium approach was adopted by the two NGOs to implement a two site comprehensive eye care project. BHVI collaborated with the FCT Health & Human services Secretariat (equivalent of ministry of health) and the Education and Area Council Secretariats (equivalent of state Local Government Areas) to implement an urban comprehensive eye care project. The strengths for BHVI have been their engagement with the Ministry of Education, use of form teachers and students and community health workers as screeners and cataract case finders. The challenges have been working across ministries, across health levels and across public health and curative health. Referral and feedback is especially weak being mainly reactive. Counterpart funding from government was difficult and largely delayed. On the other hand, relationship between BHVI and its implementation partner’s government and non-government was strong. BHVI can provide data disaggregated by children and by gender as in table below for 2014, a system which could be adapted in future.
Table 3 BHVI refractive error services for children FCT- 2014
	
	Total
	Children
	Female child

	Screened
	98,550
	63,498-64%
	31,713-50%

	Refracted 
	16,983
	4,188, 25%
	2652- 63%

	Provided spectacles
	8341
	396 – 5%
	266- 66%



Their other activities include:
· Support for Low vision unit’s x 40 in 30 government hospitals
· National resource depot for low vision aids in their office in Calabar
· Vision Centre/refraction unit within the Cross River state government hospital eye clinic
· Diploma training in optical dispensing at the College of Health technology, Calabar.
· Upskilling of health workers at primary level, community health extension workers and teachers
· Upskilling of health workers in low vision at tertiary level including paediatric low vision training.  
Budget
In 2014, the budget was $425,750 for projects excluding staff salaries, the budget is not disaggregated for children projects.
Standard Chartered Bank https://www.sc.com/ng/about-us/
Established in Nigeria in September 1999 as a subsidiary of Standard Chartered Bank Plc headquartered in the United Kingdom, Standard Chartered bank has 42 branches in 13 cities with a preponderance in the south west zone and has 900 employees. On its work in the community, it aims to link core business activities, expertise and resources with the key issues facing the communities. On the Seeing is Believing initiative, for example, the bank holds annual fund raiser charity events. In 2014, the bank organized a charity walk tagged, ‘’Walk for Sight’’ which attracted over 1,000 guests and raised over USD 70,000; enough funds to restore sight to over 2,000 people with cataract-induced blindness. To date, through 9 consecutive events, the bank has raised over USD 900,000. The East Africa project has lessons it could share with Nigeria. -Bank foot print by zone (may have changed) is -
NW zone= Kaduna and Kano
SW zone =Ota, Ibadan, Onne, Akure, Lagos
South south  zone = Onne, Calabar and Port Harcourt
FCT Abuja
SE zone Aba and Onitsha and NE zone - Maiduguri; these two zones are not in the suggested clusters.
OVERVIEW OF POTENTIAL PARTNERS/NGOS IN HEALTH and DISABILITY FOR PROPOSED PROJECT
VISION 2020 LINKS
The ECWA hospital, Kano had benefitted 2009 -2012 from a V2020 links programme with Altagelvin Hospital Western Trust paediatric eye department, United Kingdom. The main focus was on strengthening paediatric services and improving retinoblastoma services to ECWA’s large catchment population. Improving the hospital systems, equipment provision and maintenance were the other components of the Links programme. The Links programme contributed to the success of the subsequent SiB Type 1 project which focused on children.
Other links programmes are in the Department of Ophthalmology of the Lagos University Teaching Hospital with Bolton NHS trust and the University of Calabar Teaching Hospital with Wolverhampton Hospital. The latter link has benefitted from a Commonwealth Eye Health Consortium short term fellowship in paediatric ophthalmology.
PREVIOUS RELEVANT ACTIVITIES ON CHILD EYE HEALTH IN NIGERIA
In September 2010, KCCO sponsored a childhood cataract workshop in Abuja, Nigeria in which strategies and a 5-year plan were suggested. Netherlands Leprosy relief, Sightsavers, CBM decided to form a coalition for advancement of paediatric ophthalmology. There is no evidence that there was an implementation. However, a visit to the web site[endnoteRef:16] downloaded January 4th, 2016, shows striking similarities with the recommendation on clusters of key states. The Nigerian initiative was also presented in May 2011 at a meeting in Cape Town on Paediatric ophthalmology in Africa[endnoteRef:17]  and the report of the meeting and the contents provide useful material for the proposed SiB initiative. Orbis has also sponsored meetings on advocacy on child eye health in Africa, on research and programmes. Though Orbis has no presence in Nigeria, it has considerable foot print in child eye health in sub Saharan Africa and could be a major resource.   [16:   http://cybersight.org/data/1/rec_docs/2199_Musa_Goyol.pdf]  [17:  http://cybersight.org/bins/content_page.asp?cid=1-12581-12583] 

OTHER NGOs IN NIGERIA
In the course of the fieldwork, other NGOs with track records in community and eye work were identified in the potential geographical cluster areas and were added to the original list. It is envisaged that lead NGOs could identify other NGOs, local and international, who could be engaged either in a consortium or as secondary level implementation partners, 
Tulsi Chanrai Foundation (TCF)
This is an international NGO in health established in Nigeria in 1992 with a home base in India with missions for vision, water and Primary Health Care. They work in Cross River, Kebbi, Katsina, Yola and Oyo with a budget of about N750 million naira. TCF has had a reputation of a strong service delivery culture based on Indian expertise and not yet on development of local human resources. This will need to change as SIB does prefer local capacity building.
Of interest to the situation analysis are their following projects:
Cross River State (CRS) Primary Health Care Project with the following components
· Service delivery mainly focused on provision of high volume uncomplicated cataract surgical services to patients from Cross River and nearby states.
· Community mobilisation and IEC (information, education and communication)
· Improving access to maternal and child health services by increasing numbers of functional   PHC facilities 
· Improving access to general health services by posting a medical doctor at each LGA
· Training and development of community health workers.
· Strengthening the system of the drug revolving fund
Their strong cataract patient recruitment drive could be harnessed for finding the BSVI children. 
Challenges they identified were equipment maintenance (for which they propose the training and posting of an equipment maintenance technician in each LGA) and the communities preference for traditional birth attendants. 
Abuja Eye Hospital Project
In future, TCF plans to initiate a tertiary multispecialty including paediatric ophthalmology and low vision services hospital in Abuja which would be a referral centre for all and specifically for their project states of Katsina, Kebbi and Yola. Secondary level eye hospitals in the same states would provide follow up services. 
LOCAL NGOS
A child focused eye health programme will need a strong home and community based component to find the BSVI child and engage the commitment of carers and communities. Attempts were made to identify local NGOs involved with children, eye health, disability and community work, a few were identified but with little or no involvement. For the proposed project, local NGOs will probably need to be at the LGA or state level for implementation and at national level for advocacy for disability and education and can be engaged by the lead international NGOs.

PACIEH www.pacieh.com.
 Founded in 2012 by Prof Uche Amazigo renowned for establishing APOC’s community directed strategy, PACIEH is notable for its very child focused strategies; bringing together communities, corporate social responsibility of the private sector, technical expertise of professionals to provide a social safety net to children in selected poor communities through sustainable school feeding, good nutrition, affordable health care and effective education. The projects are in Anambra state in the south east zone which has no child eye health projects. Though a small NGO, it would provide an opportunity to integrate child eye health and test disability focused strategies within a community directed strategy.
Examples of other small NGOs who function at community level on a sporadic basis, some propelled by an individual’s drive or their ability to mobilise resources from government include:
Amen Healthcare and Empowerment Foundation; strength and relevance to child eye health is work at community level with communities and links to nearest tertiary centre, previous partnership experience with Sightsavers.
Project Charilove : focus on disability and their ability to mobilise grants from government, mainly in Edo state
Network Advocacy for persons with visual disability (NAPVD): interest in community level, fishing out the blind child for school enrolment
The Albino Foundation
Albinism is a major cause of poor vision in children and the team reached out to The Albino Foundation, a local well known NGO with strengths in advocacy to find out if they had any eye health programmes but they do not. They said they had no resources. It is estimated that there are 6 million albinos in Nigeria. 
Organisations of the Disabled
During the field work, no information was available on the direct involvement of organisations of the disabled with education of blind and severely visually impaired children and their rehabilitation. Perkins has worked with the National Association of the Blind but mainly on institutional development. Information was obtained from the web sites of the following organisations. Joint National Association of Persons with Disabilities(JONAPWD)(www.jonapwd.org) which is the umbrella body of which the National Association of the Blind (www.nigeriaassociationoftheblind.org) is a member organisation. There are state chapters. Their priorities and strengths are in advocacy for the rights, employment opportunities, political processes, and technology. The team was not able to ascertain their activity at community level nor in the education of Blind and SVIC.
Their 2013 strategic plan grouped children with women and targets for the blind included training for 20 teachers of blind children in northwest zone and provision of educational materials to 30 blind women and children. Another unique feature in Nigeria is the association of disabled women and mothers of disabled children which may be an alignment with the national ministry of Women’s affairs and social development including disability,
USAID in collaboration with the Educational Trust Fund has sponsored community resource centres, one per geopolitical zone equipped with computers, braille embossers and internet access. The team could not verify this nor the link to education of SVIC. 
CONSORTIUM APPROACH 
“We must form consortia because it makes sense and not because there is a pot of money if we work collaboratively” R Graham, Director Human resources IAPB Africa
Consortium- “a formal, time-bound arrangement, systematically linking diverse competencies of a group of actors to better reach shared objectives”[endnoteRef:18]- Alan Fowler [18:  R Graham Sightsavers The Consortium Approach: existing Opportunities and Best Practice ppt at www.cybersight.org] 

R Graham’s presentation at the Paediatric ophthalmology meeting in Cape Town in May 2011 on The Consortium approach: Existing opportunities and Best Practice is a good resource in the development of a consortium.  
The CEC project in Nigeria was based on a consortium approach between Sightsavers and Brien Holden Vision Institute in which Sightsavers took responsibility for the comprehensive eye care project in Zamfara state with   BHVI (formerly International Centre for Eye Care Education) providing support for refractive error and low vision services   in same state and BHVI took responsibility for an urban eye care project in Abuja the Federal Capital Territory.  Sightsavers was to lead on reporting and linkage with IAPB. Challenges faced included revision of project duration downwards without revising targets, absence of a pre consortium stage to assess capacities, expectations and culture and clarify organizational roles and responsibility.  
For the proposed new Child Eye Health project, Sightsavers is willing to go into a consortium, if necessary to lead if a proper pre consortium stage is implemented. “A situation where NGOS wish to submit a joint application; they must know each other and want to work with each other”—Sightsavers country director. 
Sightsavers does have a partnership assessment process in which a Due Diligence Tool (DDT) is used to assess partner capacity to implement or support implementation and this could be used for any new implementation partners they need to work with. 
BHVI
The consortium with Sightsavers was a first time experience for BHVI Nigeria and the challenges were managing differing operational systems e.g. reporting, attribution and funds management, different organization philosophy and work culture. Their recommendations are quite similar to Sightsavers’. 
· Pre project consortium relationship (as opposed to response to a call for submissions) which would cover individual partner’s strengths, preferences, organizational work culture and philosophy
· A long enough time for joint proposal development
· Joint agreed reporting system
· Agreed basis for allocation of funds e.g. components of the proposal or geographical coverage.
BHVI is one of the leads for the East Africa ChEH project and is now more aware of the strengths and pitfalls for consortia working.
CBM
CBM is willing and is already in discussion with HKI.  CBM is developing a proposal for Euros 100,000 for a Nigeria childhood blindness programme. Its experience as a lead NGO has been in the coordination of the CEC project across two sites and with two faith based implementation partners.
CBM is again one of the East Africa ChEH consortia leads, and admits it has learnt a lot in delivering a balanced service delivery project with other INGOs.
HANDS
Though a secondary level partner in the CBM led Type 1 project, it was useful to have their perspective on a consortium approach.  HANDS had experience from forming a consortium with CBM, HKI and Leprosy Netherlands on a childhood blindness proposal which did not get funded. The Director felt that there is already a consortium/coalition/coordination group culture in Nigeria e.g. many NGOs are members of both NTDS and Eye care co-ordination group and their national meetings are run back to back in Abuja. 


Consortium approach and TCF
TCF is interested in being part of a consortium focusing on state level primary health care, child eye health service delivery and tertiary paediatric ophthalmology care at the proposed Abuja Eye Hospital with a catchment population of the four project states of Katsina, Kebbi, Yola and Cross River where it could also be involved in school eye health.
In Nigeria, the consortium may need to follow the East African pattern with a lead consortium in which the lead NGO is an international NGO with partnerships of different types and at different levels with implementing partners – local NGOs e.g. of CBM and HANDS, Catholic Mission and cluster of hospitals.   
All the NGOs interviewed were willing to be part of a consortium and to contribute the mandated 20% of allocated budget.
 
CONCLUSIONS AND RECOMMENDATIONS
QUOTES
Some quotes which influenced the recommendations:
· HANDS -Dr Chris Ogoshi- “HOME is the hub and should be the target as it determines whether children are   sent out to beg for the blind adults or taken to school and or taken to the CBR worker if blind.”
· PACIEH- Dr Uche Amazigo- “…providing safety nets for children is an investment in human capital”
· Gabriela Mistral
.. many of the things we need can wait
The child cannot wait
Right now is the time
The bones are being formed
His blood is being made
His senses are being developed
To him we cannot answer “Tomorrow”
His name is “TODAY”
1. Best practice is a child eye health programme which is child centred, child focused. 
2. The programme responds to the uniqueness of children (they are not small adults);
A continuum of care across a time span from conception to the age of 15 or 18 years, 
Children do not self-report, they need screening PLUS case finding sometimes fishing out a blind child
Parents/carers are responsible for and make decisions for children and are prime target for interventions
The child’ name is today—urgency of decision making for interventions
3. Environments are varied; the home, the school and others- care must be multi environment and cover all especially the marginalized, displaced children, slums, the almajiri (koranic schools) and the nomadic communities

 Comprehensive eye health demonstration model with all the elements from prevention, screening, fishing out of cases especially BSVI children through to tertiary care, across all health levels from community to TCEHC, school eye health –all components and within school health, from early childhood through to age 15 years, and education from sighted to low vision services to education of the visually disabled and access to disability services. A universal health coverage in terms of geographical coverage is the selling point which aligns with the SDGs. 
Population unit of about 10 million
Adoption of the IAPB/WHO recommended comprehensive service for a population unit of 10 million which would have all the elements of services from home/community through to a TCEHC   In practice this means a cluster of states with contiguous borders supported by at least one tertiary paediatric ophthalmic centre.  The table below suggests the clusters of key states, the advantages and possible NGOs.

Table 1 repeat.
Clusters of key states, advantages and possible lead NGOs
	Contiguous key states, approximate population and their TCEHCs
	Key   advantages


	Possible NGOs

	Sokoto 3.7
Zamfara 2.8    6.5 
 National Eye Centre, Kaduna
	Comprehensive child eye health programme in Sokoto and Zamfara and an education of SVIC model in Zamfara supported by Sight savers. Children can be referred to Kaduna or Kano for tertiary services

	Sightsavers 

	       
Katsina -5.8       10.2m
Jigawa -4.4

ECWA Kano
	Kano state; build on previous SiB and V2020 Links support to ECWA Kano which is an established TCEHC and already has clear links with local community child education services developed.  In addition, there are retinoblastoma services supported by CBM 
Katsina and Jigawa states are now added in this cluster as there is already a history of working with ECWA, Kano, and to build on the previous good experiences in Kano State. 
	CBM
HANDS
	

	Oyo, Osun, Ogun -12.3m
UCH, Ibadan

	Build on SIBs support for comprehensive eye health but which will now require much support for school screening and primary level / community services.
UCH, plus model of network of secondary/satellite facilities of the Catholic hospitals 
	CBM


	Cross River, Akwa Ibom and Rivers -8.8m
UCTH, Calabar and UPTH, Port Harcourt
	Cross River – TCEHC in Calabar, State wide comprehensive child eye health, primary level by TCF, school health, HR (dispensing optician course) development and   low vision services by BHVI and school for the blind by Catholic mission
Akwa Ibom state- TCEHC satellite centre at Mercy Eye Hospital, Abak, NIPOSS resident in training from Uyo teaching hospital
TCEHC in Port Harcourt is a possible training resource, newly set up link to a rehabilitation centre for ages 3-20 years, link to World Society of Paediatric Ophthalmology and Strabismus - scientific bureau.
	BHVI, TCF




	FCT, Plateau and Nassarawa -4.6 m

UJTH, Jos
	Build on SiB, urban child eye health model, school health link by BHVI, and education support, but still needs help for primary / community level services.
Need for strengthened tertiary centre at UJTH and new network of secondary/satellite facilities in FCT and nearby state of Nassarawa
	CBM
HANDS

	UBTH, Benin City
	UBTH as training asset for overview of curricula across primary, secondary and tertiary institutes for the different cadres of team members  
	No major eye health NGO








Map 1(repeat) showing cluster states contiguity and their   TCEHCs
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Cross learning.
The East Africa project presents lessons as detailed in this report. The Nigeria project should have   a cross learning between East Africa and Nigeria with an objective, strategy and activities at the planning stage and where indicated, during the lifetime of the project. This list below is not exhaustive.
a. Standard Chartered Bank
 The Nigeria banks have a fund raising mind set; East Africa banks have expanded the role to include awareness raising, media targeting, profile raising and branding of the project, advocacy and lobbying government at the highest level and joint monitoring of progress.
b. Umbrella professional organisations; for ophthalmology- COECSA and the WACS and NPGMC, their faculty of ophthalmology plus the NIPOSS; the equivalent in optometry, AFCO
c. the lead NGOs e.g. CBM, BHVI 
d. the research institutions in East Africa and any identified in Nigeria, AVRI
e. The East Africa regional representatives who were active in the project and those who would be identified in the Nigeria project, e.g. the eye health coordinator, the director of the maternal and child eye health programme, the PHC eye health lead officer
f. At project level i.e. East Africa cluster lead person and equivalent in Nigeria.
g. Education—at project level a lead person and Perkins.
 Advocacy
This should be of the highest priority with an objective, plan and targets.  Possible objectives are health financing of child eye health; i.e. beyond state level and beyond the age of 5 years e.g. within the health insurance initiatives. Suggested targets are 
· Inclusion of eye health within all child health plans, initiatives and programmes e.g. essential care of newborn, maternal and child health, child survival, nutrition in policies, training material, joint meetings, 
· Inclusion of eye health in monitoring materials and activities in health and education e.g. inclusion of Child eye health on Child health cards, eye health on HMIS forms and monthly returns
· Inclusive education as a preferred strategy
· Care across the administrative health and education levels; LGAs, state, federal
Health systems building blocks- supporting and strengthening across all blocks. In addition, building active links with Education sector.
 Health Management Information system- learning from East Africa- (not to reinvent the wheel), the tools, systems and the human resource in all aspects addressing the weakness of referral and feedback systems, the dichotomy between public and private sectors.  The innovation of a child based tracking tool across health, education and disability is absolutely crucial to making this a model intervention, inclusion of eye screening in child growth monitoring card, disaggregation of data for children and gender in all mass health and education programmes. It would be beneficial to consider disaggregation aligned to the SDGs (Sustainable Development Goals) and the child’s right to health, prioritising equity, most disadvantaged communities, social determinants for child health, “no one left behind” and disability to fit in with national agenda and to have advocacy information for the disadvantaged and disabled child.  This would contribute to data on universal health coverage.
 Educational Management Information System- learning from East Africa especially the linkage between health and education systems, between special and mainstream schools and teachers and between Low Vision services and special and mainstream schools.  
 Infrastructure, technology and consumables standard lists per level adopted. A pre project assessment of the tertiary paediatric child eye health centres and their identified satellite centres to identify gaps and only fill gaps as indicated, the location of optical shops for special glasses and low vision devices and outlets for common glasses. The establishment and use of a procurement and maintenance system.
Health Financing
Apart from payment for children’s service fees including gaps in surgery and also for children’s glasses which if advocacy succeeds may be free, there will be added costs such as transport from home to facility and return, glasses and low vision aids and education services such as braille. These will have to be sought from other sources. If advocacy on the basis of investment in human capital succeeds, these could be met from other partners or direct from government.  Transport costs for the family can also be substantially reduced by providing services closer to the child, including removing the requirement to always return to the tertiary facility.  
Leadership and Governance
There are lessons on this from East Africa for planning, monitoring and coordination which should be adapted. The concepts of working groups e.g. human resource, research, a national coordination group and some SiB consortium guidelines will be necessary.
Team Approach- Human resource for child eye health
The team approach and standard teams per level at the specialist tertiary and satellite centres should be adopted. The work of an HR group could include allocation of tasks, the customization of training programmes, task sharing, policies, curriculum development for customized courses of allied health personnel and support staff e.g. paediatric ophthalmic nurses, orthoptists, counsellors.  The concept of the “team “needs to extend out from the Tertiary centre to Secondary centres to enable children to be seen locally as staffing allows. The training will need to tap on all the resources available in the country. Choosing and investing in a tertiary centre accredited by OSN-NIPOSS, an optometry paediatric fellowship centre, e.g. UBTH which is a NIPOSS centre, is the oldest school of optometry, has an ophthalmic nursing school, other centres with VISION links, good demonstration programmes   as factories for the production of the team members may be the way to go. The same or other centres could be used to train paediatric-oriented staff e.g.  general ophthalmologists, paediatric anaesthetists, oncologists, orthoptists, paediatric ophthalmic nurses etc.
Priority will be to the staff of the project area but it is envisaged that other centres will benefit. 
As the programme seeks to establish a child focused and responsive service, the unique needs of the pre-verbal child will be a challenge and will need to be addressed in task sharing and training of the staff.
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Quality 
The project should have a specific objective on quality; ensuring, measuring and reporting over the period of care of the child in health, education and disability. This applies particularly to visual outcomes by surgical and other treatment, the provision of glasses  and other aspects of service provision.
Research
Research should be a specific objective, interventions especially innovations should be linked to a research activity to document the evidence base.   
East Africa had a baseline assessment of burden of disease, causes as well as assessment of systems which though expensive will help to more accurately define gaps and with a repeat at the end of the project show impact. Monitoring as a research method to define trends and as process indicators should be used. Research on ocular trauma, and congenital rubella are important for recommendations on policy. 
Retinopathy of prematurity is apparently not yet a problem but there is no information on it. Though the geographical areas of greatest need are in underserved areas, but the rapid urbanization in Nigeria which is stated to be almost 50%, demands a separate urban project which includes ROP and inclusion of a research component. 
Qualitative research especially on parents and community aspects, the social determinants of child eye health, education of the visually impaired child.
The large pool of researchers in the teaching hospitals, the VISION 2020 links, the CEHC research awards and AVRI all present opportunities to conduct research and strengthen capacity. Since much of the work will be new in Nigeria, the project presents the opportunity   to make each new intervention evidence based and to build in research principles and objectives from the beginning.
Formation of a Child focused research committee which would have the responsibility of raising research questions, instituting research, translation of findings into policies and back into the programme; agreement between the NGOs and implementation partners on commissioning research, sharing and dissemination.
8.Consortium
The table on clusters attempts to tie the concept of a cluster to the selection of NGOs.
The process of forming and using a consortium is the foundation of the project.  What is essential is that the structure, composition and modus operandi must respond to the comprehensive child eye health demonstration model for a 10 million population. It could be one lead with several complementing NGOs and each NGO relating to implementing NGOs and partners.
SiB will need to provide guidelines and invest in the planning stage to build a strong consortium prior to the onset of implementation.
9.Further specific data collection
The information on education of the visually impaired child and the actors in government and civil society was very thin. In the selected cluster, more baseline data will need to be collected on inventories, health systems, service delivery outputs and outcomes. In as much as the best practice is inclusive education; since the home is the hub, qualitative research needs to be done to delve further into the Nigerian parents’ response and preferred strategy. 

In conclusion, a Child Eye Health project is feasible in Nigeria. Experiences gained from the East Africa project and the previous SiB Comprehensive Eye Care projects in Nigeria are major strengths. The presence of TCEHCs and an in- country sub specialty training programme in paediatric ophthalmology present opportunities for implementing demonstration models and instituting strategies for scaling up. The difficulties may be in working across administrative boundaries of states and ministries and introducing inclusive education of the BSVI child. This project does allow the pursuit of the ideal of a consortium approach because it makes sense and the 10 million population unit because it is child centred.  The child’s name is today. 
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Case study : Lagos State Universal Basic Education Board (SUBEB) as a model for school eye
health

Lagos state is one of two states in Nigeria (the other is Cross River state) which have state
eye care programmes at a directorate level. State Universal Basic Education Board (SUBEB)
is the arm of the Lagos state ministry of education in charge of primary school education in
Lagos state. Teachers were trained by Save a Sight foundation and given a training kit
consisting of VA charts — distant and near, occluders, penlight, posters, vision screening
manual, test distance ropes for distance and near. Parental consent for screening is
obtained at the beginning of each session. The teachers screen the pupils and send data to
the desk officer at SUBEB and the officer collates the data and sends them to ministry of
health’s school eye health officer. In 2014, school eye health activities were conducted in all
the public primary schools in the state. However, the school admission form does not
capture any information on eye health.
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