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EXECUTIVE SUMMARY  

Since January 2012, the Low Vision programme has been running with funding from 

CBM in partnership with Sabatia Eye Hospital as cluster lead implementing the 
programme in collaboration with Kwale Eye Centre, PCEA Kikuyu Hospital Eye Unit, 
Tenwek Mission Hospital, and Diocese of Meru SPARK.  Being largely a child-focused 

programme, the team engages closely with the Ministry of Health and Ministry of 
Education. The design over the years was based on previous years of experience and 

lessons learnt with no baseline survey. Over the implementation period, the 
programme has been able to reach 34040 children aged 6-18 years and 9718 adults 
aged above 18 years with low vision services covering Vihiga, Kwale and 

Kiambu, Kisumu, Kakamega, Homa bay, Muranga, Meru, Nyeri, Kitui, Nairobi, Kilifi 
and Mombasa Counties.  

 
Other great milestones achieved through the programme over the years include: 
(a)more people getting low vision assessment; (b) more children now learning in 

print instead of Braille; (c) the project has grown and now embedded into national 
eye care; (d) the project is working as a unit and there are harmonized work plans 

and reporting; (e) service delivery has changed to an integrated, coordinated and 
centrally monitored approach to meeting beneficiary needs; (f) there is increased 
uptake of services low vision services since the services are closer to the people with 

a bigger geographical reach and increased awareness; (g) joint partnership has led 
to transfer of technical knowledge and institutional strengthening among the network 

members and, ease of mobilizing resources for the project.  
 

The objective of the situation analysis was to assess and analyse the current condition 

of low vision services in Kenya from a disability-inclusive and rights perspective. More 
specifically, the main aim of the exercise was to:  

 Map the current situation of low vision services throughout the country,  

 Identify the key challenges and critical success factors associated with 
coverage of low vision services,  

 Assess the barriers and enablers of women, men, girls and boys including 
women, men, boys and girls with additional disabilities across all categories of 
impairment groups,  

 Inform the government of Kenya in collaboration with CBM to provide priority 
areas to ensure comprehensive coverage and provide recommendations for 

planning for the next phase of CBM supported low vision project. 
 
A mix of qualitative and quantitative methodology was used. The stakeholders 

targeted were broadly classified as the policymakers, service providers and service 
users.  Data was collected through five main ways including desk review, filling a 

questionnaire, an online survey, focused group discussions and key informant 
interviews. A total of 149 people (82 F, 67M) participated in the assessment of which 
68.5% were adults and 31.5% were children. 
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Below are the findings of the situational analysis.  
 

LV services:  
 54% of the targeted low vision service providers are currently running low 

vision programs, out of which 29% are government health facilities and 71% 
are non-government facilities.  

 Government health facilities offer mainly clinical (55%). Non-government offer 

multidisciplinary low vision services including clinical, educational and 
rehabilitation services.  

 Geographically, the few available low vision programs are stretched to cover 
about 33 counties.  

 The target group for most low vision service providers are school going children 

aimed at reducing preventable childhood blindness.  
 Majority of the households (52.1%) are  rural poor,  44% with no formal 

employment while the remaining 54% have earn less than KES. 10,000 per 
month.  

 Government health facilities offer low vision services only once per week for 

between 2 and 5 hours while most private health facilities offer low vision 
services 5 days a week working between 5 and 8 hours.  

 Clients served at government health facilities were largely children. For 
example, between 2018 and 2020, 70% were children (54% males and 46% 

females) while 30% were adults (60% males and 40% females).  
 Albinism (16%), pseudophakia (12%), refractive error (8%), optic atrophy 

(8%), glaucoma (5%), R.O.P (4%) are the main causes of low vision 

cumulatively accounting for 53% of all cases of low vision 
 Low vision co-occurred with another disability at 25%. More children (22%) 

had co-occurrence compared to adults (3%).  More males had co-occurrence 
(14%) than females (12%). 

 The majority (64%) of the clients with low vision have moderate low vision, 

followed by severe low vision (24%), and 12% who have mild low vision.  
 It was established that 80% of the service users are prescribed with LV device.  

 The most used LV device is  spectacle mounted magnifiers (53%) followed by 
telescope (25%), hand held magnifier (5%) and the least used are stand 
magnifiers   

 LV devices come from donations and well-wishers and less than 20% of the 
facilities (all of them being private) import low vision devices with limited local 

production.  
 The distance spectacles with high power lenses (6D and higher) cost an 

average of Ksh. 1,500 (15 USD) in government health facility and an average 

of Ksh. 8,000 (80 USD) in private health facilities. Low vision devices such as 
telescope, stand magnifiers and handheld magnifiers cost Ksh. 1,600 (16 

USD). Most of Government health facilities do not have low vision devices.  
 Some low vision services providers ensure that clients from poor households’ 

access low vision devices through subsidy system. Others do not charge clients 

from poor households.   
 Most of the service users (68%) are aware of the availability of low vision 

services while 32% are not aware. Most clients become aware of LV services 
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through referrals when accessing health services (64%) and others by word of 
mouth (20%) at the community level. 

 In the last one year, the majority (72%) of the respondents sought LV services, 
while 28% did not seek LV services.  

 
Human resources  

 In Kenya, there are 31 Low Vision services professionals. This number is low 
compared to 693,500 people in need of low vision services. This translates to 

LV officer to client ratio of 1:22,370. 
 Most of the Government health facilities have Ophthalmic Clinical Officers 

(OCO) also doubling up to provide Low vision/Refraction services while very 

few private health facilities have OCO-LV/Refraction professionals.  
 More than half (52%) of staff are trained at certificate level, 12% at diploma 

level and 36% had higher national diploma (HND). 
 There are 5 training institutions (2 public and 3 private) that provide training 

for clinical low vision professionals offering short courses, in-service and pre-

service training.  
 

Networking and coordination  
 Majority (57%) of private low vision facilities run by NGOs and FBOs partner 

with government institutions in different ways such as development of policies, 

members of Low Vision National Working Group, outreach, referrals, training 
among other activities.  

 Only Nairobi and Kwale counties have county-level group that works on 
promoting low vision services.  

 There are weak referral mechanisms for the patients with low vision who 

mostly are from the needy background. This compromises the right to access 
to health for all.  

 Most low vision service providers use both manual and electronic databases, 
with no updated reliable data   on low vision in Kenya. Most low vision service 
providers do not have clear data desegregation, sharing and reporting 

framework.  
 84% of the respondents from both public and private facilities indicated that 

the low vision programs are not sustainable in their current state due to 
inadequate funding, lack of equipment and human resource.  

 
 
Barriers/challenges to accessing LV services 

 Policy and Systems Barriers: (a) Lack of policy guideline on the provision 
of LV service in Kenya; (b) limited low vision service providers; (c) few trained 

low vision service personnel; (d) lack of reliable data on low vision; (e) lack of 
integration between health and education; (f) high cost of low vision services; 
(g) outdated LV facilities and devices 

 Individual barriers: (a) low level of awareness among the users; (a) wrong 
educational placement; (b) low academic support; and (c) social limitations.  

 Societal barriers: (a) Social stigma; (b) social limitation and mental health 
issues.  
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 Physical barriers: (a) lack of communication support such as sign language 
interpreters and low vision devices ; (b) inaccessible physical facilities, among 

others.   
 

 
Recommendations 
 

Access to low vision services:  

 Promote integrated approach to the provision of LV services;  

 Increase resource allocation for LV services;  

 Fast-track the launch of the National Eye Health Strategic Plan 2020-2025;  

 Embed LV in the structure for coordination for eye health services between the 
national and county governments;  

 Holistically address and integrate the social determinants of health care;  

 Promote the approach of lay counselors or peer counseling to help address 

stigma; and adopt technology in the delivery of services. 

 Lobby to bridge the current gap in the low vision human resource to reach the 
global standards;  

 Promote local assembly and mass production of low vision devices; 

 Develop awareness programmes that target women and girls in the urban and 

rural community and school; 

 Target more people who have co-occurrence of low vision and another 

disability and report. 

Availability of human resources:  

 Develop a post basic training programme for low vision professionals;  

 Incorporate LV component in all eye health training curricula;  

 Increase the training opportunities available for training ophthalmologists, 

optometrists and OCOs;  

 Subsidize the trainings of LV professionals;  

 Design a national Trainer of Trainers (TOT) LV programme;  

 Develop succession plans for individual facilities; and 

 Create continuous capacity building programme for teachers and CHVs. 
 Train staff on electronic data entry, management and reporting;   
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Governance and Policy:  

 Develop and implement the clustering approach to delivery of LV services  

 Expand the coverage and improving the relevance, quality, and affordability of 

services  

 Embed LV services in the national and county eye care health structures;  

 Develop the national policy guidelines proposed in the National Eye Health 
Strategy 2020-2025;  

 Ministry of Education to fast-track the approval of the guidelines on education 

for learners with low vision;  

 MoH to integrate low vision into the community health strategy; 

 Increase awareness on low vision among the policy makers, policy 
implementers and the users of the service;  

 Include LV data into the Kenya Health Information System (KHIS); 

 Lobby for tax incentives on procurement of low vision devices and facilities  

 

 Participation of persons with disabilities: 
 

 Provide for support in LV and eye care facilities such as accessible physical 
facilities  

 Provide for alternative modes of communication such as sign language 
interpreters, among others.   
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1.0 INTRODUCTION 

1.1 Objective of the Situational Analysis  

The objective of the situation analysis 

is to assess and analyse the current 

condition  of low vision services in 

Kenya from a disability-inclusive and 

rights perspective, barriers, gaps and 

needs of women, men, girls and boys 

with visual impairment, and additional 

disabilities, including those from 

under-represented groups such as 

learning disabilities or psychosocial 

disability.  More specifically, the study 

helps to: 

• Map the current situation of low 

vision services throughout the country 

(What, where, who, and how services 

are delivered) 

• Identify the key challenges and 

critical success factors associated with 

coverage of low vision services (key 

attributes that ensure comprehensive 

low vision service coverage) 

• Assess the barriers and enablers of women, men, girls and boys including 

women, men, boys and girls with additional disabilities across all categories of 

impairment groups with particular focus on women and girls and 

underrepresented groups such as persons with learning disabilities.   

• Inform the government of Kenya in collaboration with CBM to provide priority 

areas to ensure comprehensive coverage and provide recommendations for 

planning for the next phase of CBM supported low vision project 

 

Photo 1: Agnes Ireri, LV coordinator Kikuyu PCEA Hospital 
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1.2 Expected Outcome 

 A report of the current situation of low vision services in selected areas in the 

country  

 Documentation of the challenges and critical success factors associated with 

the delivery of low vision services 

 An action plan for actors in the field including the low vision cluster project, 

the government of Kenya in collaboration with CBM and other eye health 

agencies to provide priority areas to ensure comprehensive coverage. 

 Recommendations for training need of low vision services human resources. 

 Provide recommendation for financing mechanisms of low vision services 

 Modalities to address gaps in service provision for persons with disabilities 

across all impairment groups 

 

1.3 The Rationale of the Situational Analysis 

Over the years, the Low Vision cluster programme has been developed based on 

previous years’ experiences but no study has been conducted on the current situation 

and the barriers women, men, girls and boys with low vision and visual impairment 

including women, men, girls and boys with disabilities with low vision or visual 

impairment are confronted with. There is no current data/evidence to highlight the 

gaps and needs of people with low vision face to access the programme.   

 

The study takes into consideration the needs of women, men, girls and boys with 

disabilities across all impairment groups including under-represented groups through 

a CRPD perspective. This consideration provides the foundation for disability-inclusive 

advocacy and programming.   

 

1.4 Use of findings 

This situation analysis will inform the planning of a new phase of the Low Vision 

Programme. Recommendations shall be made to the Ministry of Health, Ministry of 

Education, County Governments, CBM, Inclusive Eye Health Implementing Partners, 

eye health stakeholders and Low Vision Therapy Network so as to inform decision 

making, resource allocation, and eye health programme design in Kenya. This 
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analysis will provide insights about the barriers and gaps and the needs of women, 

men, girls and boys with low vision and visual impairment including women, men, 

girls and boys with disabilities across all impairment groups in the Kenyan context.  
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2.0. BACKGROUND 

2.1. Definitions  

The World Health Organization (WHO, 2019) defines low vision as “visual acuity less 

than 6/18 and equal to or better than 3/60 in the better eye with best correction.” 

Further, WHO defines a person with low vision as one who “has impairment of visual 

functioning even after treatment and/or standard refractive correction, and has a 

visual acuity of less than 6/18 to light perception, or a visual field less than 10 

degrees from the point of fixation, but who uses, or is potentially able to use, vision 

for the planning and/or execution of a task for which vision is essential.” 

 

A person with low vision must learn to adjust to it. There are many ways to help so 

that people with low vision can continue to lead independent life and participate in 

social, economic and community life so as to enjoy their human rights and achieve 

their full potential. Losing vision does not mean giving up on activities of daily living, 

but it may mean learning new ways to do them. Vision rehabilitation helps to learn 

new strategies and find devices that can assist them. 

 

2.2. Global Situation of Eye Care 

The World Report on Vision of 20191 by WHO estimates that there are about 2.2 

billion people who have a vision impairment or blindness. This is accounted for by 

causes including near vision impairment due to presbyopia (1.8 billion), unaddressed 

refractive error (123.7 million), cataract (65.2 million), age-related macular 

degeneration (10.4 million), glaucoma (6.9 million), corneal opacities (4.2 million), 

diabetic retinopathy (3 million), trachoma (2 million), and other causes (37.1 million).  

 

The report further reveals that out of the 2.2 billion, at least 1 billion have a moderate 

or severe distance vision impairment or blindness that could have been prevented or 

is not yet addressed. This indicates that there remain unmet needs in eye care. Low 

and middle-income countries bear the biggest burden on those unmet eye care needs 

                                                           
1https://apps.who.int/iris/bitstream/handle/10665/328717/9789241516570-eng.pdf 

https://apps.who.int/iris/bitstream/handle/10665/328717/9789241516570-eng.pdf
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for their population. For example, a study by O’Conor et al. (2018)2 indicates that 

the rates of unaddressed near vision impairment in western, eastern and central sub-

Saharan Africa, are greater than 80% compared to about 10% in high-income regions 

of North America, Australasia, Western Europe, and of Asia-Pacific. The segment of 

this population includes the underserved communities, rural communities, people 

with disability, the ageing population, children among other vulnerable groups.  As 

people change their lifestyle along with urbanization, WHO hypothesizes that in the 

coming decades, there will be a drastic increase in the number of people with eye 

conditions, vision impairment and blindness.  

 

2.3. National Prevalence of Visual Impairments 

IAPB Vision Atlas (2015) estimates the prevalence of low vision to be 86% of visual 

impairment globally, 55% women and 45% males. Based on this prevalence it can 

be deduced that there are,693,500 people with low vision in Kenya which is lower 

that the currently reported figure of 840,000. However, based on 2019 Kenya 

Housing and Population Census (KNBS, 2019) and DI (2020)3, the number of people 

with difficulties in seeing were 333,520. Based on the IAPB Vision Atlas (2015), then 

there are 286,827 people with low vision; of which 157,755 are female and 129, 072 

are male.  

According to information from the Ministry of Health (MoH) website, there about 7.5 

million people who require eye-care intervention to prevent vision loss, restore vision 

or need to improve their performance through rehabilitation. About 75% of visual 

impairment cases are from preventable causes and most are treatable to restore 

sight. Out of the 7.5 million who need eye health services, only 21.3% (1.6 million) 

can access eye health from both public and private facilities4. Further, only a small 

proportion of the population can access LV services.  

                                                           
2https://pubmed.ncbi.nlm.nih.gov/27834286/ 
3 https://devinit.org/documents/727/Status_of_Disability_in_Kenya_-_Statistics_from_the_2019_census.pdf  
4https://www.health.go.ke/kenya-integrates-eye-care-within-primary-health-care-nairobi-kenya-october-9-2019/ 

https://pubmed.ncbi.nlm.nih.gov/27834286/
https://devinit.org/documents/727/Status_of_Disability_in_Kenya_-_Statistics_from_the_2019_census.pdf
https://www.health.go.ke/kenya-integrates-eye-care-within-primary-health-care-nairobi-kenya-october-9-2019/
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A six-year incidence study conducted in Kenya on visual impairment and blindness 

estimated 92,000 new cases of visual impairment in people aged 50 years and older 

annually, out of whom 11,600 were blind (Bastawrous et al., 2016). 

2.4. Kenya’s Policy Initiatives for Eye Health care Services 

Kenya is a signatory and a State Party to the Convention on the Rights of Persons 

with Disabilities (CRPD). Article 25 of the CRPD requires State Parties to “recognize 

that persons with disabilities have the right to the enjoyment of the highest attainable 

standard of health without discrimination on the basis of disability.” States Parties 

are further required to take “all appropriate measures to ensure access for persons 

with disabilities to health services that are gender-sensitive, including health-related 

rehabilitation.” As espoused in Article 25, Member States are urged to provide (a) 

quality and standard free or affordable health care (b) health services related to their 

disability; (c) health services as close as possible to people’s communities; (d) quality 

health with free and informed consent; (e) non-discrimination in health insurance 

and life insurance and (f) non-discrimination in the provision of health care or health 

services.  

The Constitution of Kenya under Article 43 1(a) recognizes that every person has the 

right to the highest attainable standard of health, which includes the right to health 

care services. Article 53 1(c) recognizes the right to every child to health care. To 

provide the right to health for everyone, article 56 requires the State to put in place 

affirmative action programmes, designed to ensure that minorities and marginalised 

groups have access to services including health. The Constitution in the Fourth 

Schedule provides health as a devolved function to the county governments to 

perform other functions including being in-charge of county health facilities and 

promotion of primary health care except for health policy.  

 

To implement the constitutional requirements, the Health Act (2017) was developed 

to formalize collaboration between national and county governments and obliges the 

State to address the health needs of vulnerable groups. It safeguards access to 

healthcare services for vulnerable groups and obliges the government to 
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provide health services to women, the aged, and persons with disabilities, children, 

youth, and members of minority or marginalized communities. 

 

In Kenya’s Vision 2030, the goal of the Health Sector as outlined in the Social Pillar 

is to provide equitable, affordable and quality healthcare to all citizens. This 

recognizes that the country needs a healthy population to accelerate development 

and contribute to poverty reduction.  

The health sector developed the Kenya Health Policy (KHP 2014 -2030) that aligned 

the Sector’s emerging issues towards the achievement of long-term health goal as 

outlined in Kenya’s Vision 2030 and the Kenyan Constitution 2010. Kenya has also 

developed the National Health Policy Strategy Plan 2014-2030. This Policy Strategy 

identifies universal health coverage (UHC) as the priority for 2018-22 and includes 

measures such as increased health insurance coverage, reduction of out of pocket 

household expenditure, increased access to an essential health services package and 

strengthened coordination among stakeholders5.  

The government, through MoH, has been promoting the approach of VISION 2020 

(Right to Sight global initiative launched on 18th February 1999 by WHO) The vision 

2020 advocates for integration of eye health into health system and development of 

new partnerships with wider health development initiatives.  

The Ministry of Health is finalizing the National Eye Health Strategic Plan 2020-2025. 

The strategic plan has infused some progressive strategies and plans that are aimed 

to improve the LV service delivery in the health sector. One of the strategies proposed 

is to improve vision related quality of life for people with functional low vision, using 

an integrated and people-centered approach, and use of innovations to enhance 

access to eye health services. This is a paradigm shift that puts people and 

communities and not diseases, at the centre of health care system, while at the same 

time empowering people to take charge of their own health rather than being passive 

recipients of services, in line with the proposal by the World Report on Vision.  The 

                                                           
5https://www.uhcpartnership.net/country-
profile/kenya/#:~:text=The%20National%20Health%20Policy%20Strategy,health%20services%20package%20and%
20strengthened 

https://www.uhcpartnership.net/country-profile/kenya/#:~:text=The%20National%20Health%20Policy%20Strategy,health%20services%20package%20and%20strengthened
https://www.uhcpartnership.net/country-profile/kenya/#:~:text=The%20National%20Health%20Policy%20Strategy,health%20services%20package%20and%20strengthened
https://www.uhcpartnership.net/country-profile/kenya/#:~:text=The%20National%20Health%20Policy%20Strategy,health%20services%20package%20and%20strengthened
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strategy proposes the provision of low vision health services based on the community 

needs and plans to establish five new functional centers. Another key plan is to 

establish counties’ referral systems to strengthen provision and access to low vision 

services. The plan formally defines LV and recognizes the need for the provision of 

affordable and accessible LV services.  

 

2.5. Ministry of Education Policy Initiatives - Education for Learners with 

Low Vision  

Learners with low vision are estimated to comprise about 80% of the total population 

of learners with visual impairment.  Despite the continued advocacy for inclusive 

education, learners with low vision are mostly integrated in special schools for 

learners with visual impairment and regular schools with support of low vision devices 

and environmental modification.  

The Ministry of Education developed the Sector Policy for Learners and Trainees with 

Disabilities in 2018. The policy recommends progressive implementation of inclusive 

education that will aid access to education for all learners with disabilities including 

those with visual impairments. The Policy promotes early assessment, early 

intervention, reduction of barriers, provision of assistive technology, adequate 

learning resources, adequate human resource among others, which will ensure that 

learners and trainees with disabilities have access to quality and inclusive education.  

The Ministry of Education in collaboration with CBM and the LV Network has 

developed (pending approval) school guidelines on low vision. The guidelines 

recognize that while some learners with low vision are able to read regular print, 

others may require the use of low vision devices to read regular print, use dual media 

(combinations of both print and braille to acquire literacy) or any other appropriate 

media. It recommends the need for accessibility to assistive technology that will 

provide equal opportunities in access to education for all learners with visual 

impairment. 

The guidelines note a few challenges related to the education of learners with low 

vision. The selection of literacy medium for learners with low vision is inclined to 

clinical information in absence of a multidisciplinary team approach. There is no 
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distinctive standardized learning medium assessment procedures and tools used to 

determine the appropriate literacy medium.  The guidelines recommend the need for 

assessment to be undertaken by a multidisciplinary team of professionals that will 

include four key steps:  

(i) vision screening and referral for ophthalmologic and optometric evaluation;  

(ii) clinical low vision evaluation if a child is confirmed to be visually impaired;  

(iii) functional vision assessment, and;  

(iv) learning media assessments to determine the appropriate literacy media.  

 

2.6. Coordination Framework of Eye Health Services in Kenya 

Low vision services are provided by different actors including government and non-

government service providers. The Ministry of Health provides low vision services 

through the Ophthalmic Service Unit (OSU), Department of National Health System 

Strengthening, which is under Directorate of Health Care Services of the Ministry of 

Health.  

The Ophthalmic Services Unit oversees the provision of public eye health service and 

the coordinating all the eye health players in Kenya. For smooth coordination, OSU 

is the secretariat to a multi-sectoral coordination mechanism referred to Inter-agency 

Coordination Committee for Eye Health (ICC-EH). The membership is drawn from 

government line Ministries, WHO Kenya Country Office, INGOs, Faith Based 

Organizations, professional associations, training institutions among other relevant 

stakeholders. The committee meets at least 3 times a year. Under the ICC-EH, there 

are four Technical Working Groups (TWGs) namely: (1) Health Information Systems 

TWG; (2) Research and Advocacy TWG; (3) Human Resource and infrastructure 

Development TWG and; (4) Disease Prevention and Control TWG. The Disease 

Prevention and Control TWG is further divided into (1) National Trachoma Task Force 

committee; (2) National Primary Eye Care committee; (3) National Childhood 

Prevention of Blindness committee and; (4) Clinical Ophthalmology committee. The 

Clinical Ophthalmology committee is supposed to handle all clinical issues and 

emerging issues including Diabetic retinopathy, Retinoblastoma, Glaucoma and 

Refractive Error and Low Vision. 
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At the county level, the County Executive Committee (CEC) is responsible for the 

provision of health services, including eye care. The Chief Officer for Health reports 

to the County Executive Committee member (CEC-M) for health. The MoH together 

with the counties have identified focal persons in each county to serve as the County 

Eye Care Coordinators normally drawn from the department of clinical services. 

The County Health Management Team (CHMT) headed by the County Director of 

Health oversees the implementation of the County Health Strategic Plan, that is 

cascaded into Annual Operational Plans. The County Director reports to the Chief 

Officer of Health who in turn reports to the CEC. The Health Facility Management 

Committee are under the CHMT based at the Sub-County and primary care level 

whose role is to plan, supervise, coordinate, and monitor service delivery in their 

respective administrative units. Despite this elaborate coordination structure for 

general health care, there exists no clear structure for coordination for eye health, 

except for counties implementing trachoma action plans which involved the setting 

up of County Trachoma Task Forces.  

At the County level, the partners including the non-government stakeholders and the 

Community Health Committees (CHC) are coordinated by the Health Stakeholder 

Forums.  For eye care there is no clear communication strategy between the ICC-EH 

and County Health Stakeholders’ Forums. During the establishment of county 

governments, there was no clear transition strategy that was drawn hence the gap.   

At the national level, eye health receives financial support from the national 

government. The Kenya’s eye-care plans are annexed to the national health sector 

strategic plan. The OSU develops annual operating plans and budgets based on the 

national eye-care plan which identifies the activities to be funded by MoH and other 

external sources of funds.  At the county level, eye care plans are integrated into the 

county health sector and annual work plans. The counties come up with different 

innovative approaches for mobilizing resources.   

2.7. Low Vision Services Providers in Kenya 

The private sector delivers up-to 48% 71% of low vision services in Kenya.. This 

assertion concurs with the Kenyan report by the MoH in conjunction with UKAid that 

majority of low vision services conducted in Kenya are by the faith-based organization 
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and other private institutions due to its cost (MoH-Kenya, UKaid, 2017). The Health 

Sector Partnership Framework 2018-2030 promotes Public-Private-Partnership (PPP) 

approach to the delivery of health services. For eye health, PPP has been applied for 

service delivery, infrastructure development and training.  

The major non-state eye health service providers include international NGOs, local 

NGOs, Private and Faith Based organizations. Some of the key ones are CBM, 

Sightsavers International, Operations Eyesight Universal, Fred Hollows Foundation, 

Amref Health Africa, LIONS International, Sight By Wings, Kenya Society for the 

Blind, College of Ophthalmology of Eastern Central and South Africa (COECSA), Salus 

Oculi Kenya and Rotarians among others in the private sector. 

Eye care is provided as part of the national health system and can be found at all 

levels, but not to the same extent in all counties. At the community level (Level 1) 

eye health services include primary eye care through eye health promotion, disease 

prevention and identification and referral of those found to have eye problems or are 

blind. This is done through Community Health Volunteers (CHVs) who have had prior 

training in primary eye care. The referrals are channeled through Community Health 

Extension Workers (CHEWs) that are the immediate supervisors of the CHVs. At level 

2 and 3 (Dispensaries and Health Centers), eye health services are provided by 

Primary Health Care Workers (PHCWs) trained in health disciplines such as Nursing 

and Clinical medicine. The services include treatment of minor eye conditions and 

appropriate referral of difficult cases to the next level of health care. Some of the 

PHCWs may have extra training in eye health such as the 3 months Ophthalmic Skills 

Up-grading Course (OSUC) that gives them extra skills in diagnosis, management 

and referral of major blinding and most common eye conditions. 

At level 4 and 5 facilities (Sub-county, County referral hospitals and Regional 

hospitals), services are provided by eye specialists that include Ophthalmologists, 

Ophthalmic Clinical Officer/Cataract Surgeons, Ophthalmic Clinical Officers and 

Ophthalmic Nurses. Some counties have currently engaged the services of 

Optometrists as their scheme of service is being worked on with advocacy for 

absorption into the government health system. Some level 5 hospitals also have Sub-

speciality Ophthalmologists. The services include; medical and surgical treatment of 
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eye conditions, refractive services, low vision services and rehabilitative services. 

More technical cases are handled at level 5 than level 4 based on the level of human 

resources and available equipment. 

At level 6 (National Teaching and referral hospitals), services are provided by Sub-

speciality Ophthalmologists, Ophthalmologists, OCO/Cataract Surgeons, Ophthalmic 

Clinical Officers and Ophthalmic Nurses. Some level 6 hospitals have engaged the 

services of Optometrists. Services at this level include all those offered at level 5 plus 

the most complex cases that require sub-specialist ophthalmologists. 

2.8. Barriers to Accessing Low Vision Services 

Secondary data from different countries indicates that barriers to low vision services 

provision can be grouped into three:  

 Health care systems barriers - The health system barriers include the financial 

barriers; limited service providers; eye care human resources that do not 

match the population; limited availability of refraction and low vision services; 

limited coordination of stakeholders and their interventions; inconsistent and 

poor data collection and reporting in health facilities and stakeholders among 

other barriers.  

 Persons’ barriers - The barriers related to persons include but not limited to 

low knowledge, attitudes and practices towards eye health (12.7 percent of 

sick Kenyans do not seek health care) and unaffordability of eye-care services 

accounting to for up to 21 percent of people who do not seek health care6. 

 Societal barriers - The societal barriers are those associated with the cultural 

perspectives that promote stigma and thereby discouraging health care service 

seeking. 

 Other barriers experienced by people with disabilities include but not limited 

to inaccessible health care, for example those using wheelchairs, 

communication barriers for people living with visual or hearing impairment 

                                                           
6https://www.health.go.ke/wp-content/uploads/2019/01/Healthcare-financing-Policy-Brief.pdf 

https://www.health.go.ke/wp-content/uploads/2019/01/Healthcare-financing-Policy-Brief.pdf
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among others. These barriers can be systemic, personal or societal, or 

probably all at the same time. 

2.9. Background of Low Vision Programme 

The Low Vision Cluster was started in January 2012 in partnership with CBM aimed 

at improving quality of life for persons with and those at risk of low vision in Kenya.  

Currently the project is implemented  by Sabatia Eye Hospital (which serves as the 

lead partner) PCEA Kikuyu Hospital – Eye Unit and Kwale Eye Centre covering  

Western, Central, Coast, and some parts of Eastern regions of Kenya. 
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3.0. METHODOLOGY/APPROACH 

3.1. Main Approach 

Both qualitative and quantitative methodologies of research were used. The study 

was highly participatory and consultative involving the active participation of the key 

stakeholders, both in government and private institutions. The stakeholders were 

broadly classified as the policymakers, service providers and service users.  

 

The study analyzed the socio-economic situation of users with low vision at national 

or local levels concerning the provision of services as per the human rights 

perspective envisioned by the CRPD. In addition, the impact of laws, policies and 

programmes, including national development plans and strategies, relating to visual 

impairment were analysed. Policy and programme recommendations have been 

made based on the findings.  

 

3.2. Data Collection Methods 

Five main methods were used for the data collection. Firstly, desk review was 

conducted which covered sector reports, plans and policies. Secondly, the sampled 

policy implementers were requested to fill a questionnaire which detailed service 

provision. Thirdly, the users responded to an online survey and fourthly, selected 

individuals participated in focused group discussions and key informant interviews.   

 

3.3. Sampling 

A total of 146 (82 F, 67M) respondents participated in the study of which 68.5% were 

adults and 31.5% were children. Samples were identified through stratified sampling 

of the eight key regions in Kenya including Nairobi, Central, Eastern, North Eastern, 

Coast, Rift Valley, Nyanza and Western regions. This was followed by purposive 

sampling of various groups in the respective counties. Purposive sampling was further 

informed by three key factors:  

(a) prevalence of visual impairment and other disabilities;  

(b) regional representation;  
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(c) areas of coverage of the current and planned interventions; and  

(d) resources available for this particular assignment.  

 

In addition to the selected counties, an online survey reached participants from all 

over the country.  

 

Figure 1: Participants in the online survey 

 

The main participants in the study were grouped into three main categories: eye 

health service providers, service users and policymakers. The service providers are 

the state and non-state actors that implement policies on low vision. The service 

users are people who benefit from low vision programmes while the policymakers are 

the top-level government officers who make policies for low vision in Kenya. The 

areas of interest for each group are tabulated in table 1.   
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Table 1: Areas of interest for service providers, service users and policymakers 

Service Providers Service users Policy makers 

1. Networking with other 

service providers 

2. Human resource 

capacity  

3. Training/capacity 

building  

4. Spectacles and low 

vision devices  

5. Financing of low vision 

services 

6. National coordination 

7. Operating space 

8. Community outreach 

programme  

1. Knowledge of their 

rights to access LV 

services 

2. Availability of LV 

services in their area 

3. Challenges faced while 

assessing LV services 

4. Barriers to accessing 

LV services 

5. Specific needs of males 

and females with low 

vision 

6. Participation of persons 

with disabilities  

1. Effectiveness of 

policies in place 

2. Policy and 

institutional 

challenges 

3. Coordination 

mechanisms  

4. Financing of low 

vision in Kenya  

5. Human resources 

capacity  

 

The groups who participated are listed in appendix 5, at the national, county, school 

and community level.  

 

3.4. Ethical Considerations 

During the study, data was collected in strict adherence to the ethical principles in 

conducting non-clinical assessments. Firstly, informed voluntary consent was sought 

from the participants by informing them the aim of the assessment and the kind of 

information they were to provide. The data collected was the only one that was 

relevant to the objectives of the assessment. It was made clear that there were no 

direct benefits that would accrue by their participation but the findings would be 

useful in developing or improving low vision services for the benefit of everyone who 

deserve them. The assessment was designed to avoid any form of harm, physical 

and/or psychological, (unintended or otherwise) to the participants. Lastly, the 

information collected was treated with the utmost confidentiality and the identity of 
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the participants did not feature in the report. Signed consent for use of individual 

photographs was sought.  

 

3.5. Limitations 

There are several limitations noted and beyond the consultants’ control. Firstly, owing 

to the COVID-19 pandemic, large gatherings were prohibited and thus the groups 

were comprised of limited participants who would otherwise have made the report 

richer. Efforts were made to compliment this with online survey.  

 

Second limitation was related to challenges reaching the users. It was challenging to 

reach many children since the schools were closed. Efforts were made to reach the 

children through the schools that invited them and their parents for the FGDs and 

interviews. Other limitations related to the online responsiveness including illiteracy, 

lack of electronic devices and lack of internet connectivity. To address this, 

mobilization was done through organizations of people with disabilities, schools, 

social media (Facebook, WhatsApp groups), teachers’ professional networks among 

others. An option for support to fill in the questionnaire was availed. Multiple follow 

ups were made to inform the respondents on the importance of participating in the 

study. A call line was availed for those wished to seek clarity.  

 

Thirdly, from the preliminary studies, it was noted that unlike other medical reports 

that can be found from the Health Management Information System, the data for low 

vision was not comprehensively captured. 

 

3.6. Compliance with CBM Policies 

Prior to data collection, the consultants signed the Safeguarding and Code of Conduct. 

This was aimed to ensure adherence to ‘Do No Harm’ principle.   

 

3.7. Plan of Work  

The situational analysis was undertaken in six weeks, as per the work plan in table 5 

(annexed). It was carried out in the following key steps: 
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A. Inception phase: This involved reviewing the literature on low vision, 

development of tools and planning for the fieldwork. The output for this stage 

will be an inception report accompanied by the tools and an approved programme 

of work. 

B. Mobilization stage: Through consultation with the Client, the study participants 

were mapped and mobilized. This - included the piloting of data collection tools.  

C. Data collection: This involved collecting data from the identified participants in 

the identified study areas, using the approved tools. 

D. Compilation of study report: The report was prepared using the CBM template 

providing format for the final report: table of contents, executive summary, 

introduction/background, objectives, methodology/approach, limitations, team 

members/coordination, findings, discussion/recommendations, a conclusion as 

well as annexes. 

E. Review and finalization; The final report to be shared with key stakeholders to 

ensure implementation of the recommendations.  
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4.0. FINDINGS  

In this section, the situation of low vision services is highlighted and discussed. It 

includes the current situation in terms the service providers, users, LV devices, 

human resources, training and the barriers and challenges that hinder provision and 

access to LV services.  

4.1. Services 

4.1.1. LV service providers 

The earliest low vision program was started in Kenya in 1994 by development 

partners at PCEA Kikuyu hospital while the first public low vision program was started 

in 2008 at Nakuru Level 5 County Referral Hospital. Despite some targeted low vision 

service providers indicating they do not have current running low vision program, it 

was found out that, from figure 2, they offer some low vision services which were 

found to be mainly clinical (55%). Non-government low vision service facilities were 

the only centers that were found to offer multidisciplinary low vision services including 

clinical, educational and rehabilitation low vision services. Figure 2 below shows low 

vision services by type provided in the country. 

 

Figure 2: Type of LV service 

The study (figure 3) indicates that 54% of the targeted facilities actively run low 

vision programs, out of which 29% are public and 71% are non-government facilities 

run by NGOs, FBOs and other private entities. The rest, 46% are public facilities that 
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have no active low vision programmes. This agrees with the clients’ response (figure 

3) who reported that they receive LV services from the public facilities (30%), and 

70% from private and mission service providers. Therefore, it can be concluded that 

comprehensive LV services are mainly provided by non-government service 

providers.  

 

Figure 3: Category of LV service providers 
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4.1.2. Geographical Distribution of LV Services 

Geographically (figure 4), few 

available low vision programs 

are stretched to cover about 33 

counties such as Kwale, 

Mombasa, Kilifi, Kiambu, 

Nairobi, Murang'a, Kirinyaga, 

Embu, Tharaka Nithi, Meru, 

Kitui, Machakos, Bungoma, 

Vihiga, Busia, Kakamega, 

Kisumu, Migori, Nyamira, Kisii, 

Siaya, Homa Bay, Narok, 

Kericho, Bomet, Nandi, Uasin 

Gishu, Makueni, Baringo, 

Nakuru, Samburu, Turkana, and 

Taita Taveta. 

 

 

 

4.1.3. LV Service Users 

The target clients for Government health facilities were mainly children while private 

health facilities consider both children and adults. This is evidenced by the survey 

results (figure 5) indicating that the majority of the users with low vision are those 

aged between 0-20 years (39%). These are majorly children and students. This is 

followed by those aged between 20-40 years (31%) and those aged over 60 years 

are the least. The high number of those aged between 0-20 years includes children 

in and out of school. This could be attributed to the increased awareness and outreach 

activities that target the school. It can therefore be concluded that low vision seeking 

behavior is more among children and reduces as people get older probably.  

Figure 4: Geographical distribution of LV services 
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Figure 5: Age of service users 

Majority of the service users (figure 6) who participated in the study were females 

(54%) compared to 45% who are men.  

 

Figure 6: Gender of service users 
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rural poor households and 23.1% from urban poor households. However, these 

facilities do not discriminate the clients based on their economic background.  

 

Figure 7: Socio-economic status of clients 

Further, figure 8 below reveals that the majority of the clients remain unemployed 

(44%). In addition, from figure 9, the majority (54%) of the combined income for 

the families of users earn less than KES. 10,000 per month. This explains why 

affordability remains a key barrier to accessing low vision services.  

 

Figure 8: Source of livelihood for users 
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Figure 9: Level of income for the family of the users 
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4.1.7. Causes of Low Vision 

Data for the major causes/prevalence of low vision for between 2018 and 2020 was 

analysed. However, almost half of the facilities have no data on the same.  Out of 

the clients assessed within the three years, 80% were children (59% males and 41% 

females) while 20% were adults (64% males and 36% females).  

From figure 10, albinism (16%), pseudophakia (12%), refractive error (8%), optic 

atrophy (8%), glaucoma (5%), R.O.P (4%) came out as the main causes of low vision 

cumulatively accounting for 53% of all cases of low vision.   

 

Figure 10: Causes of Low Vision 
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Figure 11: Causes of LV among children and adults 

Figure 12 indicates the prevalence of low vision and co-occurrence with another 
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clients assessed between 2018 and 2020 among those assessed by LV Network. It 
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Figure 12: LV co-occurring with another disability 
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Figure 13: Nature of low vision 

According to figure 14, 80% of the service users are prescribed a LV device. From 

figure 15, the most used optical low device is the magnifying spectacle (53%) 

followed by telescope (25%), hand held magnifier (5%) and the least used are stand 

magnifiers (4%). A few others have contact lenses, reading stands and white canes. 
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Figure 14: Service users prescribed LV device 

 

Figure 15: Type of LV device being used 

20%

80%

Service user prescribed LV device

No

Yes

4%

5%

14%

25%

53%

0% 10% 20% 30% 40% 50% 60%

Others (contact lenses, etc)

Stand magnifier

Hand held magnifier

Telescope

Magnifying spectacles

Percentage

Ty
p

e
 o

f 
LV

 d
e

vi
ce

LV device prescribed



30 
 

4.1.9. Low Vision Devices 

  

Photo 2: LV devices used in the facilities 

The study sought to establish the level of availability, affordability and acquisition of 

low vision devices such as magnifiers and spectacles. Donations and well-wishers 

were ranked as the leading source of devices by both public and private low vision 

service providers. Less than 20% of the facilities (all of them being private) reported 

that they import low vision devices such as telescopes, spectacle magnifiers, stand 

magnifiers and hand held magnifiers mostly from Hong Kong Society for the Blind. 

None of public facilities reported importation of low vision devices. Local production 

was ranked last by both public and private service providers. Some of the devices 

that are produced in local workshops include mobility canes and reading stands. 

Some of the LV Network felt that the procurement of the LV devices are not based 

on the needs and that most of them end up being piled in their stores instead of 

benefiting the users.  

Concerning availability of low vision devices, distance spectacles with high power 

lenses (6D and higher) cost an average of Ksh. 1,500 (15 USD) in public facility and 

an average of Ksh. 8,000 (80 USD) in private. Spectacle frames for babies and young 

children were not available in public facilities and cost an average of Ksh.1, 000 (10 

USD) in private facility. High “plus” spectacles of up to 20 plus cost an average of 

Ksh. 3,000 (30 USD). Other devices that were available in private facilities include 

non-illuminated stand magnifiers, illuminated stand magnifiers, non-illuminated 

hand-held magnifiers, illuminated hand-held magnifiers, telescopes, and reading 
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stands cost Ksh. 1600 (16 USD). Most of Government health facilities did not have 

low vision devices.  

It was established that some low vision service providers ensure that clients from 

poor households’ access low vision devices through subsidy system such as waiver 

systems provided by some county governments, following guidelines stipulated by 

the Kenya Society for the Blind (KSB), and relying on donation. Other facilities 

reported that all their services for the low vision is free of charge especially for clients 

from poor households.  The study found that there in limited support from local well-

wishers supporting access to optical low vision devices. 

4.1.10. Awareness Levels 

According to Figure 16, most of the service users (68%) are aware of the availability 

of low vision services while 32% are not aware. Figure 17 indicates that the clients 

become aware of the services through referral by medical facilities (64%), word of 

mouth (20%), media (9%) and other sources such as school and outreach screening 

(4%). 

 

Figure 16: Awareness level of LV services 

32%

68%

Awareness of low vision services

No Yes
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Figure 17: Channels of awareness 

4.1.11. Low vision service seeking 

In the last one year, the majority (72%) of the respondents sought LV services, while 

28% did not seek LV services.  

 

Figure 18: Frequency of seeking LV services 
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that clients would require visiting more than thrice or on need basis to get a 

comprehensive service. It was of great to note that some Government health facilities 

would immediately refer clients to a private facility on their initial visit.  

4.1.13. Financing for Low Vision Services 

This study sought to establish the financing options considered by different low vision 

service providers in Kenya. It was found that 75% of the facilities require clients to 

pay a subsidized consultation fee averaging Ksh. 100 (1 USD) every time they visit, 

but some facilities charge a consultation fee of up to Ksh. 1000 (10 USD). However, 

low vision service providers consider 100% fee waiver for genuinely needy cases, 

which are in fact the majority. Furthermore, in case of medication and/or devices, 

the client is expected to meet their cost unless sponsored by a well-wisher. 

Additionally, while the Government health facilities staff are on government payroll, 

majority of the private health facilities staffing are supported by NGOs and random 

well-wishers. CBM was particularly noted to be the major NGO supporting low vision 

service delivery in three regions (Western, Rift Valley and Coast Region) across the 

country. One respondent said that, 

“CBM funds the project 100%. The program also collaborates with Lutheran 

World Federation and Humanity and Inclusion who are education partners to 

provide assistive devices to beneficiaries with low vision. The partners also 

support human resource at the EARC center.” 

It was noted that the County Government of Vihiga pays the salary for the low vision 

therapist who works in Sabatia Eye Hospital.  

4.1.14. Education Services for Learners with Low Vision  

Experience reveals that learners with low vision can learn in regular or inclusive 

primary schools with some level of educational support. However, more often, they 

end up being placed in schools for the visually impaired. This means that they are 

subjected to learning using braille as opposed to print. Others have been placed in 

secondary schools for the visually impaired even after learning in regular or inclusive 

schools. They end up being forced to learn braille. This makes some learners get 

frustrated and may end up dropping out of school.  
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The selection of literacy medium for learners with low vision is inclined to clinical 

information in absence of a multidisciplinary team approach. There is no distinctive 

standardized learning medium assessment procedures and tools used to determine 

the appropriate literacy medium. 

Kenya Certificate of Secondary Education (KCSE) subject cluster for learners with 

visual impairment is not flexible enough for specific needs of all learners with visual 

impairment. This results in limited subject options. Some are forced to take 

compulsory subjects, especially sciences where vision is required to carry out 

practical experiments. Learners end up performing poorly in such subjects and 

excellently in other non-science subjects. For example, a lady who is currently a 

lawyer scored B (plain) but scored very poorly in Chemistry and her grade was almost 

revoked by KNEC. Another particular challenge comes with form 3 and form 4 

Mathematics due to its nature of complex formulae and notations. As such secondary 

school students, despite taking the front seats in the classroom still copy from their 

peers whatever they miss from the chalkboard or from the teacher’s narration. This 

leads to poor performance.  

 

“Usually, I sit at the front of the classroom. I am used to missing what the teacher 

writes on the chalkboard so I depend of my peers to copy their work which is 

sometimes illegible and has mistakes.” Quote from a student with low vision in high 

school. 

 

4.1.15. Challenges to accessing LV services 

From figure 18, the LV service users reported that the key challenges to accessing 

LV services includes: limited service providers in Kenya (24%); few skilled LV 

specialists (19%); limited availability of refraction services (13%); limited availability 

of LV devices (12%); lack of awareness by the users (10%); stigma (9%) and other 

challenges such as lack of transport to the service providers (1%). The 

challenges/barriers will be analysed in three categories including health care barriers, 

individual barriers and societal barriers. 
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Figure 19: Challenges of accessing LV services 
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the Government institutions. 

 

Photo 4: An OCO in Sabatia Eye Hospital 

For other LV professionals, such low vision therapists are not recognized as LV cadre 

in Government institutions and are only found in private institutions. Nationally, there 

a total of 31 low vision professionals including 25 OCO- Low Vision/Refractionist and 

6 low vision therapists who are mainly in private institutions. This remains a 

significantly low number compared to the national population of people with low 

vision of 693,500 people with low vision. This translates to a Low Vision professional 

to client ratio of 1:22,370. The facilities run within the LV Network have an average 

of 3 staff most of them trained as counselors, ophthalmologists, optometrists, and 

low vision therapists. Less than 15% of low vision centers were found to have 

community-based workers, orientation and mobility specialists, visual rehabilitation 

specialists, and orthoptists. While staff in public were on fulltime basis, it was found 

that more than 50% of staff in private (NGO or FBO based low vision centers) worked 

on part-time basis. Most of the officers in charge of low vision in private facilities 

have additional roles in the facilities which make them not to concentrate in their 

work. More than half of the staff in low vision have less than 10 years to retire from 

service and no transition plan was in place to address this.  

Table 2 below indicates that 13% of public facilities have pediatric ophthalmologist 

compared to 60% private facilities. All the public facilities have OCO-Low 
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vision/Refraction and none in private facilities. The public LV service providers have 

no orthoptist, visual rehabilitation specialists, O&M specialists, counselors and 

support staff. The Special Needs Education teachers for the visually impaired were 

missing in both public and private facilities. However, some of the low vision 

therapists in the private facilities have background training in education.  

Table 2: Eye specialties in public and private LV service providers 

Staff specialty 
Publi

c 

Privat

e 

Av. 

Staffing 

Pediatric ophthalmologist 13% 60% 37% 

Ophthalmologist 38% 20% 29% 

Optometrist 25% 80% 53% 

Low vision therapist 0% 60% 30% 

OCO-Low vision/Refraction  100% 0% 50% 

Orthoptist 0% 20% 10% 

Special Needs Education teacher for the visually 

impaired  
0% 0% 

0% 

Visual rehabilitation specialist 0% 20% 10% 

Orientation & Mobility specialist 0% 20% 10% 

Counsellor 0% 40% 20% 

Support Staff 0% 40% 20% 

 

4.2.2. Training qualifications 

According to figure 20, more than half (52%) of staff were trained at certificate level, 

12% at diploma level and 36% had higher national diploma (HND). 
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Figure 20: Levels of training for LV staff 

From table 3, the qualifications are mainly certificate, diplomas and higher national 

higher diplomas which were earned after a maximum of 36 months of training. As 

shown in the table 3, it takes an average of 5 months to earn a certificate, 9 months 

to earn a diploma and 18 months to earn a higher national diploma. The variation in 

the duration of training was attributed to different institutions. For instance, 40% of 

staff were trained from outside the country while 60% were trained in Kenya. The 

variation in the duration in which an individual earned their certificate depends on 

the type of program and the institution. It was found that those who studied outside 

the country completed a program in much less time compared to those in Kenya in a 

similar program. Some of the staff with at certificates such as community-based 

workers had one-week or few days’ onsite training.  

Table 3: Level of qualification for staff 

Qualification level  

  

Number of Staff 

Duration Taken (Months) 

Average Minimum Maximum 

Certificate 13 5 2 12 

Diploma 3 9 3 12 

Higher National Diploma 9 18 12 36 

 

Only 23% of the facilities provide low vision training to other professional majority of 

who are the private facilities. Only one government health facility provides such 

52%

12%

36%

Certificate Diploma HND
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training in form of attachments to students for 3 months, a practical training to 

ophthalmic clinical officers and optometrists. 

4.2.3. Training institutions 

There are 5 institutions (2 public and 3 private) that provide training for clinical low 

vision professionals in Kenya. They include; PCEA Kikuyu hospital, Kenya Medical 

Training College (KMTC), Musinde Muliro University of Science and Technology 

(MMUST), Sabatia Eye Hospital, and Kwale District Eye Centre (KDEC).  

 Sabatia Eye Hospital is a charitable organization that runs short course training 

programme and skills development seminars relating to low vision.  

 Kwale Eye Centre conducts skills development seminars.  

 MMUST is a public university offering two training programs at degree and 

certificate level.  

 KMTC is a public institution offering two training programme in eye health that 

relates to low vision; higher diploma in ophthalmology (with specialty in low 

vision) and a diploma in optometry.  

 PCEA Kikuyu Hospital used to offer short courses in low vision. However, the 

program has developed a draft training curriculum for vision therapy which is 

intended to train low vision therapist.  

 In partnership with CBM; the Kenya Institute of Special Education (KISE) 

trained 36 teachers, out of which five are working with the LV service 

providers. 

4.2.4. Mode of Training 

Public institutions involved training of low vision professionals adopts three modes of 

training: (a) short courses, (b) in-service and (c) pre-service training. For instance, 

higher diploma in ophthalmology (with specialty in low vision and refraction) is 

offered as an 18-month in-service training and three years pre service diploma in 

optometry are offered at KMTC. Bachelor of Optometry is a pre-service course offered 

at MMUST together with a short-course in basic refraction (2 months). The mode of 
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training by private institutions is in-service and short courses only. Short courses 

offered in private institutions include skills development in low vision therapy, vision 

support teachers and basic refraction. In-service training courses offered by the 

private institutions include; ophthalmic assistant, degree in OCO, basic refraction and 

care giver training. It is important to note that over 50% of in-service trainings are 

offered to students on attachment.  

4.3. Networking, Coordination, Data and Sustainability  

4.3.1. Networking 

The study shows that 57% of private low vision facilities run by NGOs and FBOs 

partner with government institutions in different ways. Some of these ways in which 

they partner include; 

a) Developing of policy documents for example the Guidelines for Educating 

Learners with visual impairment together in partnership with the MOE, the 

development of National Eye Strategy 2020-2025 

b) Participating in OSU zonal meetings for Central region in Eye Care 

c) Participating at Low Vision National Working Group 

d) Participating at Interagency Coordinating Committee-Eye Health 

e) Collaborating with schools and Education Assessment and Resources Services 

(EARS) in assessment of children with visual impairments 

f) Referrals of visually impaired to the relevant special schools  

g) Booking and referrals of patients with visual impairments coordination with 

government hospitals. 

h) Sensitization of parents in collaboration with officers from the Ministry of 

Health.  

i) Conducting training of stakeholders on prevention of blindness in collaboration 

with the MoH and MoE. 

j) Organizing home visits to clients with Low Vision jointly with Ministry of Labor 

and Social Protection. 

Despite some low vision centers reporting that they do not have any running 

program, they reported collaboration with the government for provision of low vision 
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services in the such as referrals of visually impaired to the relevant 

institutions/sectors. 

4.3.2. Coordination of LV Services  

All the service providers agreed that the national Prevention of Blindness or VISION 

2020 plan includes the development of low vision services. However, only a few have 

cascaded the same to the county level. Only Nairobi and Kwale counties have county-

level group that works on promoting low vision services. It was found out in Nairobi 

that there exists the National Pretention of Blindness which also acts as Nairobi 

county level group. In Kwale the composition of the county-level group includes 

membership of the Director of Social Services, National Council for Persons with 

Disabilities, MoH, MoE, DPOs and other stakeholders working with persons with 

disabilities.  

There are weak referral mechanism for the patients with low vision who mostly are 

from the needy background. This compromises the right to access to health for all.  

4.3.3. Data Collection and Sharing 

Most low vision service providers use both manual and electronic databases. There is 

no updated and accurate data for low vision in Kenya. This is because eye indicators 

are not integrated with community-based tools and existing tools are not numbered 

or coded thus becomes challenging to enter data to the Kenya Health Information 

System (KHIS). The Ministry of Health is yet to undertake a national survey on eye 

health. The Kenya National Bureau of Statistics made efforts to include Washington 

Group Short Set of Disability Questions in the 2019 national census. It captured 

among other things visual functioning. The major gap is that LV was not captured 

and no related research has been conducted to establish the population of those with 

LV. the existing data is an estimation based on the 2009 Census. The Ministry of 

Health does not capture LV but reports it as general eye conditions under the Health 

Information System (HIS). The category of low vision is captured by Ophthalmic 

Service Unit (OSU) reporting template but inconsistently with chances of multiple 

counting due to referrals thus posing a challenge of data integrity.  

Most low vision service providers do not have clear data desegregation, sharing and 

reporting framework. However, among the LV network program their data is 
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desegregated by sex, age, diagnosis, and visual acuity (see appendix 2 for details) 

and shared with the donors (CBM). Since most of the low vision service providers 

were hosted within the hospital setting, the low vision data was reported monthly in 

general ophthalmic reports and shared through KHIS system. 

4.3.4. Sustainability  

Regarding sustainability of low vision programs, 84% of the respondents from both 

public and private facilities indicated that the low vision programs are not sustainable 

in their current state. The main issue pointed out as a cause of lack of sustainability 

of low vision programs relate to inadequate funding, lack of equipment and human 

resource. It is importance to note that over dependence on donor support, inadequate 

funding from the government and limited number of clients seeking services came 

out as the most significant drivers of unsustainable low vision programs in Kenya.  

There remains a sustainability challenge for the LV service, especially among the LV 

network. This is majorly due to lack of human resource due to low financial 

motivation, limited equipment and low financing of low vision services among other 

factors. It is positive to note that the three members of the LV network cover the 

cost of human resource, medical materials and renovations while the project has 

been covering the cost of outreach activities. The County Government County 

Government of Vihiga pays the salary for the low vision therapist who works in 

Sabatia Eye Hospital. The members have not been keen on developing sustainability 

plan for the programme at the institutional level. In case the donor withdraws there 

is likelihood the service will be significantly affected. The service providers will have 

to scale down their operations including the outreach activities, provision of 

subsidized LV devices and reduce the staff that have been seconded to the service.  

 

Some of the strategies that are being put in place by individual low vision service 

providers to enhance sustainability of their program include; 

1. Employment of more staff specialist in low vision and refraction 

2. Encouraging training on low vision 

3. Improvement on data capture 

4. Building capacity of health workers in public hospitals  
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5. Encouraging parents to join income generating activities groups 

6. Embracing networking with line ministries e.g. MoE, MoH 

7. Continuous fundraising by individual facilities  

8. Lobbying for county governments to equip low vision clinics within their 

jurisdiction 

9. Attending frequent refresher courses  

10.Integration of LV into other health services 

11.Anything on optical workshop – sale of devices? 

Best practices 

 PCEA Kikuyu Hospital supports patients with LV through the Poor Patients Fund 

(PPF). For every patient, 10% of the consultation fee is kept aside for Poor 

Patient Fund (PPF). The beneficiaries of this programme are vetted and home 

visit done to ascertain their financial need. 

 

 The County Government of Vihiga pays the salary for the low vision therapist 

who works in Sabatia Eye Hospital. 

 

4.4. Barriers/ Challenges associated with the delivery of low vision 

services 

The barriers and challenges and challenges are classified into three categories 

including the policy and system barriers, individual barriers and societal barriers. 

4.4.1. Policy and Systems Barriers 

 

A. Lack of policy guideline on the provision of LV service in Kenya 

As it stands, there is no clear policy guideline on provision of LV service in Kenya. 

There have been efforts to develop low vision guidelines for the Ministry of Health 

but this has not succeeded. This means LV remains not well recognized and prioritized 

by the government thus limiting the resources allocated to LV services. This is partly 

because LV over time has been seen a NGO-driven agenda. Moreover, both the 

government and non-government health facilities and the fraternity of the medical 
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practitioners perceive LV as not a priority. This is because it does not generate 

proportionate income compared to other services. Even among some members of LV 

network, LV service has not been fully appreciated and it is perceived as a condition 

that does not require urgent medical attention, thus fails to attract the attention of 

the policy makers and the private practitioners. 

 

B. Limited low vision service providers  

There are few government facilities that provide LV services. The ones that are 

providing have a background of donor-support in the earlier years and none provides 

comprehensive low vision service. Those available are providing services in a unit 

within level five hospitals. Of particular attention, the larger North Eastern and upper 

Eastern regions remain unserved. The rest of the regions have either a government 

providing a service or through non-government runs services. The units are poorly 

equipped, have no adequate specialists thus limiting service delivery. Clients are 

usually referred to non-government facilities for service. The comprehensive LV 

service providers are those mainly run under the LV network including Kwale Eye 

Centre, PCEA Kikuyu Hospital and Sabatia Eye Hospital. Others are Lions Eye Hospital 

and other private facilities.  

 

C. Few trained low vision service personnel  

There are very few trained personnel in the LV sub sector. Currently only OCO-Low 

Vision/Refractionist is recognized as a LV cadre in the Government institutions. For 

other LV professionals, such low vision therapists are not recognized as LV cadre in 

Government institutions and are only found in private institutions. Nationally, there 

a total of 31 low vision professionals including 25 OCO- Low Vision/Refractionist and 

6 low vision therapists who are mainly in private institutions. This remains a 

significantly low number compared to the national population of people with low 

vision of 693,500 people with low vision. This translates to a Low Vision professional 

to client ratio of 1:22,370. The major trainers are Kenya Medical Training Centre 

(KMTC) and Masinde Muliro University of Technology (MMUST). Despite the continued 

training, there are no standard qualifications developed for one to quality for the 

training thus presenting a challenge of quality.  
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D. Lack of reliable data on low vision 

There is no accurate and reliable data for low vision in Kenya. The Ministry of Health 

does not capture LV specific data but reports it as general eye conditions under the 

Kenya Health Information System (KHIS). However, different category of low vision 

is captured by Ophthalmic Service Unit (OSU) reporting template but inconsistently 

with chances of multiple counting due to referrals thus posing a challenge of data 

integrity. Besides, there is no national research that has been carried out on low 

vision and therefore, it becomes difficult to quantity the data for people accessing 

the LV services. 

E. Lack of integration between health and education  

For long, there have been limited integration between the health and education 

approach to LV in Kenya. Low vision takes more of a medical model of disability than 

educational compared to other integrated programmes ran by the Ministry of Health 

in partnership with the Ministry of Education, such as the deworming programme. 

This means that a lot of learners still remain underserved and only get services from 

well-wishers with limited attention.  

F. Cost of low vision services 

As reported earlier, most of the LV services are gotten from non-government 

facilities. The clients are required to pay registration fees and additional fees if they 

require to be attended by specialists. They are also required to pay for the low vision 

device. Since the majority of the clients are from poor background, they may not 

afford the fees. The cost becomes higher when the clients are required to return for 

follow up or to pick the prescribed low vision devices. Through a three-year project, 

the LV network have partnered with CBM to subsidize the cost of devices.  

 

G. LV facilities and devices 

It was realized that most of the equipment and materials being used are not up to 

date. This means that such equipment may lead to inaccurate assessments findings 

and may not capture the emerging low vision challenges.  
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4.4.2. Individual barriers 

 

H. Low level of awareness among the users 

At the individual level, 12% of the LV service users are not aware of where they can 

get low vision services. They feel that the service is not closer to them just like other 

services which can be found from the nearby local facilities. These services are not 

available in most of the local health facilities, and those available in the county level 

five hospitals are not comprehensive and thus patients have to be referred. Upon 

referral, mostly to non-government facilities, since the majority are from the rural 

poor background, they cannot afford the cost of the service and end up giving up. 

Furthermore, they feel that they can still stay with the condition since it does not 

require medical attention like other conditions. Due to the condition, people with low 

vision have limitations on their academic and social life.  

 

I. Wrong educational placement  

Experience reveals that learners with low vision can learn in regular or inclusive 

primary schools with some level of educational support. However, more often, they 

end up being placed in schools for learners with visual impairment. This means that 

they are subjected to learning using braille as opposed to print. Others have been 

placed in secondary schools for learners with visual impairments even after learning 

in regular or inclusive primary schools. This practice forces them to learn braille and 

makes some learners frustrated and may end up dropping out of school.  

 

J. Low academic support  

At the school level, learners with low vision who are in inclusive or regular schools 

still experience challenges regarding getting along with others academically. Due to 

KNEC subject clustering policies, some are forced to take subjects that pose 

challenges as a result of their visual impairments especially science subjects where 

vision is required to carry out practical experiments. This leads to poor performance 

in such subjects and excellently in other non-science subjects. There is lack of 

distinctive standardized learning medium assessment procedures and tools used to 

determine the appropriate literacy medium.  
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Most of learners with low vision lack the required LV devices to enable them function 

optimally in class work/ school work. While in school majority are not placed at the 

right sitting position because teachers do not understand their visual needs and due 

to lack of awareness.  

In terms of financial support, there is no specific budgetary allocation for learners 

with low vision but cuts across all learners with disabilities. The current allocation 

applies uniformly to all learners, all categories of disabilities at primary and secondary 

levels of learning. For primary school, the current capitation is KES 1, 420 and KES 

2300 SNE top up per learner. For secondary schools it is KES 22,244 (Free Day 

Secondary Education) and an addition of KES 35,730 SNE top up per student.  

K. Social limitations  

The majority of people with severe low vision depend on others and this limits their 

social life. They rely on their relatives or peers for mobility and economic support 

which sometimes compromise their privacy. Children in school and at home may not 

participate in recreation activities such as sports that requires one to have vision and 

end up being excluded from such activities despite some having talents. For example, 

the married women who have low vision and have no source of income rely on their 

husbands to provide for their upkeep and have to seek permission to visit any place.  

 

4.4.3. Societal barriers 

 

L. Social stigma  

Some users (9%) feel that the society plays a role in influencing how people with low 

vision seek services. The societal barriers are those associated with the cultural 

perspectives that promote stigma and thereby discouraging health care service 

seeking. Beside the community, the health practitioners contribute to stigma by 

referring clients as “cases” or “numbers”. For example, it was found out that since 

low vision is most cases is not easily discernible, people with low vision end up 

missing on opportunities that people with other disabilities enjoy. More often, people 
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may think that those with low vision are pretending to get preferential treatment 

making those with LV shy off from seeking such services (see the quote below).  

Research has shown that vision facilitates one to work, gain economic benefits and 

creates a sense of identity. It also plays a part in the enjoyment of many other areas 

of life that rely on the ability to see such as sports.7 Vision helps to sustain mental 

health and levels of well-being, meaning that both are lower for people with low 

vision. Due to these, coupled with stigma, people with low vision may end up having 

unstable mental health.  

“One day I went to a bank and I was trying to get preferential treatment and those 

manning the queue asked me to wait since I had no disability like the rest and that I 

was pretending. The next time I went to the bank I decided to carry a white cane and 

pretended that I was completely blind.” 

 

As a graduate teacher, I went to an interview for a TSC job within my county. After 

they saw my disability registration card, they doubted my low vision. They started 

asking me questions suggesting that I would faking my disability since from the look 

one cannot easily tell that I have low vision. I felt so discouraged that employers can 

discriminate me because of my low vision. From that point, any other interview I 

attend I have decided I will be pretending to be completely blind.” 

 

 

Other barriers experienced by people with disabilities include but not limited to 

inaccessible health care, for example those using wheelchairs, communication 

barriers for people living with visual or hearing impairment among others. These 

barriers can be systemic, personal or societal, or probably all at the same time. 

  

                                                           
7 WHO (2019). World report on vision. file:///C:/Users/ideapad%20330/Downloads/9789241516570-
eng%20(2).pdf 
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5.0. RECOMMENDATIONS 

This section presents the recommendations based on the findings made. They are 

classified into the major categories including training, financing, policy and other 

recommendations.  

5.1. Service delivery  

 

(i) Promote integrated approach to the provision of LV services. All eye 

health service providers should be compelled to include integrated 

operational plans and comprehensive Eye care services in their services. 

The comprehensive services should include promotion of low vision care, 

curative interventions and rehabilitation. This integrated approach to 

the provision of LV services will reduce the expectations of the LV unit 

to contribute to the income of the facility. 

 

(ii) Develop and strengthen the structure for coordination for eye health 

between the two levels of government. This should include having a LV 

coordinator. This will eventually lead to coordinated service delivery, 

clear communication protocol, financing and the general management 

of low vision and eye care by extension. 

 

(i) Lobby to bridge the current gap in the low vision human resource to 

reach the global standards.  

 

(ii) The government should promote local assembly and mass production of 

low vision devices. Mass local production of low vision devices should be 

made using the universal design principles. The assistive technology can 

be acquired from the open market through a centralized, large-scale 

collective purchasing, or consortium buying and marketed nationally 

and regionally. This will contribute to increased income for the LV service 

providers and also cut down the cost of materials and devices and 

subsequently becomes more affordable to the users. In addition to this, 
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the government needs to put in place mechanisms such as tax 

incentives that will promote mass imports and local production. Over 

and above this, the procurement of LV devices should be demand driven 

to avoid instances of underutilization.  

 

(iii) Improve data management. The partners need to lobby through the 

high-level policy makers to include LV data into the Kenya Health 

Information System (KHIS). The template for the data collection needs 

to be harmonized for all low vision services and include the sub 

categories of low vision.  There is need to differentiate and report on the 

outreach and follow up data since both words are used inter-changeably. 

The LV staff needs capacity building on electronic data entry, 

management and reporting.  

 

(iv) The Ministry of Health needs to fast-track the launch of the National Eye 

Health Strategic Plan 2020-2025. This will be an avenue for lobbying for 

commitment to budgeting of national resources towards the provision 

of LV services. Once the strategic plan is launched, partners need to 

support in its dissemination, implementation and monitoring to ensure 

that the indicators of LV services are achieved. In future, low vision 

should be more comprehensively anchored into the national eye health 

strategy. This will ensure that LV service is adequately respired and 

budgeted for by the Exchequer. 

 

(v) As a result of COVID-19, the low vision service providers may think of 

adopting technology in the delivery of services. Some of them may 

include remote rehabilitation, follow ups, assessments, training etc., for 

example using mobile phones and internet. This will significantly reduce 

the costs and save time for both the client and the staff in the low vision 

facility.   

 

(vi) Reduce stigma associated with low vision. To address stigma, the 

Ministry of Health may consider promoting the approach of lay 
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counselors or peer counseling that would be used to heal false positives. 

These are the people who have lived with low vision, overcome stigma 

and are healed. They can be trained to complement the provision of 

health services as the local community level.  

 

(vii) Increased awareness on low vision among users. The service providers 

need to hold mass sensitization through mass media. This will be 

targeting the policy makers, policy implementers and the users of the 

service. It will be aimed to promote the supply (from the service 

providers) and demand (from the users).  

 

(viii) To sustain the provision of LV services, it is important for the future 

programme to holistically address and integrate the social determinants 

of health care. These will be aimed to promote the LV services seeking 

behavior including but not limited to the clients’ socioeconomic status, 

level of income, level of awareness, availability, acceptability and 

accessibility of LV services. 

 

5.2. Human resources for low vision services   

(iii) Develop a post basic training programme for low vision professionals 

that will incorporate both clinical and functional low vision. The most 

suitable cadre for the training should also be identified. This should also 

include an in-service training programme for LV staff in both public and 

private facilities on comprehensive low vision service provision.  

 

(iv) Design a national TOT LV programme that cascades from national, 

regional, county to sub county. The training may be divided into two 

modules: one for non-clinical and another one for clinical professionals. 

 

(v) Lobby for incorporation of LV component in all eye health training 

curricula     
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(vi) To cover the LV human resource gap in the country, the government 

should provide incentives that will attract more trainees into the low 

vision by for example increasing the training opportunities, training 

subsidy, recognition of other cadres, review renumeration scale, and 

promote secondment of LV staff by county governments 

 

(vii) Sensitize health workers on low vision in a more robust and continuous 

manner by incorporating core unit on low vision in all health training 

courses for all health workers.  

 

(viii) Teachers should be targeted for training or sensitization programme for 

both pre-service and in-service particularly on identification of learners 

with low vision and differentiate, appropriate interventions and need for 

referral for treatment and management of low vision. 

 

(ix) KISE as a main trainer for teachers of learners with disabilities should 

facilitate the training to teachers on functional low vision assessment 

 

(x) Train the CBR staff, community health workers volunteers and social 

workers on referral follow up and on provision of support and training 

at home. This will contribute in reduced cases that deteriorate.  

 

(xi) In partnership with MoE and TSC, build the capacity of EARC officers on 

functional assessment to ensure early identification and intervention of 

low vision with distinction from the broader group of learners with visual 

impairments. This will partly address the challenge of wrong educational 

placement  

 

(xii) Facilities should develop succession plan that will address the gap that 

may come as a result of retirement and natural attrition for the LV 

officers. 
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5.3. Governance and coordination of Low Vision Services 

 

(i) Develop and implement the clustering approach to delivery of LV 

services, with a clear referral structure. The cluster will be formulated 

to include the primary, secondary and tertiary levels of service 

provision. Tertiary institutions are those that have the highest level of 

eye health care available in the country, including national referral 

hospitals and some mission hospitals that have low vision services, 

subspecialty ophthalmologists and orthoptic services, paediatric 

refraction, access to other paediatric services (counselling, paediatrician 

etc.). The next level will be secondary institutions at the regional level 

that offer eye care services. Institutions at this level need to have an 

ophthalmologist or at least an ophthalmic clinical officer / low vision and 

refraction and thus availability of refractive services. The last level is 

primary which refers provision of low vision services at the county level, 

mainly within the general hospitals. 

 

(ii) The major focus of the low vision service providers should be on 

sustainability by expanding the coverage and improving the relevance, 

quality, and affordability of services. To ensure sustainability, the LV 

services need to be embedded in the national and county eye care health 

structures.  

 

(iii) Partners need to work with the MoH (OSU) to develop the national policy 

guideline proposed in the National Eye Health Strategy 2020-2025 on 

the provision of low vision services. This will help recognize and prioritize 

low vision and lead to increased allocation of resources towards low 

vision. In addition, the government needs to develop a manual for low 

vision. Alternatively, the manual for Low Vision Care in Africa that 

comprehensively proposes practical approaches to clinical services, 

educational engagement and planning in low vision can be customization 

to fit the context of Kenya.  
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(iv) The MoH needs to integrate low vision into the community health 

strategy that has worked well in general health. This approach 

recognizes the community as a critical level of health service delivery. 

If well implemented, it will lead to increased knowledge, skills and 

participation of the community members in the provision of LV services. 

The strategy may include providing level one services for all 

socioeconomic groups with low vision; building the capacity of 

community health workers to identify and refer people with low vision; 

strengthen the referral mechanism and health facility–community 

linkage; and strengthen the community to realize their rights to 

accessing low vision services. 

 

(v) Develop and/or strengthen coordination mechanism and participation of 

stakeholders at the county and national level.   

 

a. The current planning must include more relevant stakeholders in the 

delivery of the service.  

b. The county level working groups needs to be strengthened to 

coordinate service delivery at the county level with clear reporting 

mechanisms to the national working groups.  

c. Internally, the facility management and the LV units need to have a 

clear communication protocols to ensure that everyone is involved 

in planning, implementation and monitoring of the service.  

d. In addition to the current stakeholders, others to include relevant 

government ministries, agencies and departments (such as KISE, 

TSC, EARCs, etc.), the community health workers, organizations for 

disabled persons (DPOs), organizations such as those that champion 

for albinism, parent support groups (PSGs), school health clubs, and 

eye care specialists among other stakeholders.  

 

(vi) The Ministry of Education needs to fast-track the approval of the 

guidelines on educating learners with low vision. This guideline will 
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address the challenges faced by learners with low vision including wrong 

placement and the choice of learning media.  

 

5.4. Modalities to address gaps in gender service provision for persons with 

disabilities across all impairment groups  

 

Two interesting findings came up from the research: (1) there are more children are 

attended to in the low vision service than adults and; (2) more males than females 

have low vision.  

More children than adults, are attended to in the low vision service  

Majority of clients with low vision are children (80%) while 20% are adults. This could 

possibly be explained as follows:  

Out of the clients assessed within the three years, 80% were children (59% males 

and 41% females) while 20% were adults (64% males and 36% females). 

The first perspective is that majority of the programmes target children including 

outreaches in schools, sponsorship programs, and provision of low devices among 

others. It is assumed that children require more functional vision that adults due to 

the school work and that they are generally more active. 

Another perspective is that adults may be having poor low vision service seeking 

behaviour. Probably this is because their vision may have improved over time after 

interventions done at younger age. They could be thinking that the vision they have 

is sufficient for their daily work.  

More males than females have low vision  

More men (62%) than women (38%) have low vision. Among the children there are 

54% males and 46% females and among the adults account males account for 60% 

while females account for 40%. This could be explained due to several reasons: 

Since no evidence is found of gender differences in the prevalence of visual it can be 

speculated that the women often have less access to financial resources to pay for 

eye care or transportation to reach services, inability to travel to a LV facility since 
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they often have fewer options for travel than men. Others could be differences in the 

perceived value of LV service; lack of access to information and resources; lower 

literacy level for females; more stigma for women thus limiting their service seeking; 

riskier jobs/behaviors among men than women etc.  Since these factors are just 

speculations further research. Future research could verify these reasons behind 

gender disparity in provision of low vision services. 

Another perspective is that people with co-occurrence are less likely to seek service 

compared to those without. This is because sometimes the other disability is more 

prominent and thus given more attention thus low vision ends up being 

overshadowed. Additionally, those with co-occurrence have challenges accessing low 

vision facilities due to distance and they chose to stay without any intervention.  

To address the gaps in gender service provision for persons with disabilities across 

all impairment groups, the following interventions can be put in place: 

a) Develop awareness programmes that target women and girls in the urban and 

rural community and school. Structures such as women and youth groups; use 

of merchandise; and creating awareness in market places in afternoon hours, 

among other strategies can help achieve increase awareness among the 

marginalized groups; 

b) Pay more attention to capturing and reporting data on people with co-

occurrence of low vision and other disabilities; 

c) Target more people who have co-occurrence of low vision and another 

disability in the follow ups to ensure they receive comprehensive service and 

where possible facilitate referral.  
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6.0 ACTION PLAN FOR ACTORS IN LOW VISION 

 

This action plan informs the actors in the field including the low vision cluster project, the government of Kenya in 

collaboration with CBM and other eye health agencies to provide priority areas to ensure comprehensive coverage.  

 

Action/activity  How  Period  Responsible  

Governance and Coordination     

Develop and implement the clustering approach to 

delivery of LV services, with a clear referral structure. 

The cluster will be formulated to include the primary, 

secondary and tertiary levels of service provision  

Consultative meetings with 

the stakeholders  

2021 OSU/LV/LV 

Network  

Develop a national low vision policy guideline 

proposed in the National Eye Health Strategy 2020-

2025. This policy will embed provision of LV in the 

national and county structures while ensuring that all 

facilities provide comprehensive LV services.  

TWG,  

Consultant in consultation 

with stakeholders 

2022 OSU/LV/LV 

Network 

Integrate low vision into the community health 

strategy. This approach, if well implemented, will lead 

to increased knowledge, skills and participation of the 

community members in the provision of LV services.  

TWG,  

Consultant in consultation 

with stakeholders 

2023 OSU/LV/LV 

Network 

Develop and strengthen the structure for coordination 

for eye health between the two levels of government. 

Consultation with 

stakeholders 

2023 OSU/LV/LV 

Network 
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This will bridge the existing gap and promote 

coordination and management of LV services. 

Customize the manual on” Low Vision Care in Africa” 

that comprehensively proposes practical approaches 

to clinical services, educational engagement and 

planning in low vision 

Through a consultant in 

consultation with 

stakeholders  

2022 OSU/CBM/part

ners  

Design programmes that increase the clients’ health 

seeking behaviors by holistically addressing and 

integrating the social determinants of health care. 

Programme design  2021 OSU/CBM/part

ners 

Follow up the MoE to approve the guidelines on 

educating learners with low vision  

Meeting with senior MoE 

officers 

2021 CBM 

Develop and/or strengthen coordination mechanism 

and participation of stakeholders at the county and 

national level.   

Map stakeholders  

Form county coordination 

groups  

2021 OSU/LVN 

Human resources development     

Lobby for the government to provide incentives for 

the training in low vision by for example increasing 

the training opportunities, training subsidy, 

recognition of other cadres, review renumeration 

Lobbying through MoH, 

KMTC, Council of 

Governors 

Continuous  LV Network  



59 
 

scale, and promote secondment of LV staff by county 

governments 

Develop a post basic in-service training programme 

for low vision professionals that will incorporate both 

clinical and functional low vision.  

Development of curriculum 

and training materials 

2022 OSU/CBM/part

ners 

Design a national TOT LV programme that cascades 

from national, regional, county to sub county 

Development of curriculum 

and training materials 

2023 OSU/CBM/part

ners 

Lobby for incorporation of LV component in all eye 

health training curricula     

Lobby KMTC, medical 

unions 

20022 OSU/CBM/part

ners 

Develop succession plan for individual low vision 

facilities  

Consultations with the 

facility management  

2023 OSU/CBM/part

ners 

Continuously build the capacity of CBR staff, 

community health workers/volunteers, EARC officers, 

teachers and other relevant staff on assessment, 

outreach, follow ups and other critical components.  

In-service training  Continuous  OSU/CBM/part

ners 

Financing      

Lobby for recognition and increased demand for low 

vision services.  

Develop a robust national 

low vision awareness 

creation programme  

2022 OSU/stakehold

ers 
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Promote local assembly and mass production of low 

vision devices to address the barrier of affordability, 

availability and access.  

Acquire assistive 

technology from the open 

market. Lobby for tax 

incentives for LV devices 

Continuous  Relevant 

Government 

agencies  

Lobby for increased funding to LV services  Through memo, monitoring 

implementation of eye 

health strategic plan.  

Continuous Stakeholder  

Data management and technology     

Lobby for inclusion of LV data into the Kenya Health 

Information System (KHIS) and harmonization of 

reporting tools among all public and private eye 

health facilities.  

Memorandum, policy brief 2021 CBM/LV 

Network  

Train of LV staff on electronic data entry, 

management and reporting. 

In-service training 

workshops  

2022 CBM/LV 

Network 

Develop a plan for adoption of technology in the 

delivery of LV services which will include remote 

rehabilitation, follow ups, assessments, training etc. 

Consultative meetings with 

stakeholders 

2022 OSU/stakehold

ers 
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7.0 APPENDICES 

 

Appendix 1: Causes of Low Vision 

Table 4: Causes of Low Vision from assessment data of 2018-2020 from LV network  

Cause Children Adults total  Total  

Mal

es 

% 

Fem

ales 

% 

Childre

n total 

% 

Mal

es 

% 

Fem

ales 

% 

Adult 

total 

% 

Mal

es 

% 

Fem

ales 

% 

%  

Albinism 8% 6% 14% 1% 1% 1% 9% 7% 16

% 

Pseudophaki
a 

7% 3% 10% 1% 1% 2% 8% 4% 12

% 

Refractive 

Error   

4% 3% 7% 1% 0% 1% 5% 3% 8

% 

Optic Atrophy 4% 2% 6% 2% 1% 3% 5% 3% 8

% 

Glaucoma 2% 1% 3% 2% 1% 2% 4% 2% 5

% 

R.O.P 3% 1% 4% 0% 0% 0% 3% 1% 4

% 

Corneal 
Opacities 

2% 1% 3% 0% 0% 1% 2% 1% 3

% 

Macular 
Scar/Dystrop

hy 

2% 1% 3% 0% 0% 1% 2% 1% 3

% 

Coloboma 1% 1% 3% 0% 0% 0% 1% 1% 3

% 

Retinitis 
Pigmentosa 

1% 1% 2% 1% 0% 1% 1% 1% 3

% 

Cataract 2% 1% 2% 0% 0% 0% 2% 1% 3

% 



62 
 

Retinal 
Degeneration 

1% 1% 2% 1% 0% 1% 2% 1% 3

% 

Keratoconus 1% 1% 2% 0% 0% 0% 1% 1% 3

% 

Microcornea/
Microphthalm

ia 

1% 1% 2% 0% 0% 0% 1% 1% 2

% 

Aphakia 1% 1% 2% 0% 0% 1% 2% 1% 2

% 

Cortical V.I 1% 1% 2% 0% 0% 0% 1% 1% 2

% 

Aniridia 1% 1% 2% 0% 0% 0% 1% 1% 2

% 

Diabetic 

Retinopathy 

0% 0% 0% 1% 1% 2% 1% 1% 2

% 

Idiopathic 
Nystagmus 

1% 0% 1% 0% 0% 0% 1% 0% 2

% 

Macular 
Degeneration

  

0% 0% 1% 0% 0% 0% 1% 0% 1

% 

Retinal 

Detachment 

0% 0% 0% 0% 0% 0% 0% 0% 1

% 

Uveitis 0% 0% 0% 0% 0% 0% 0% 0% 1

% 

Optic Nerve 

Hypoplasia 

0% 0% 0% 0% 0% 0% 0% 0% 0

% 

Trachoma  0% 0% 0% 0% 0% 0% 0% 0% 0

% 

Others 4% 5% 9% 2% 1% 2% 6% 6% 11

% 

Total  43

% 

28% 80% 11

% 

7% 20% 54

% 

34% 10

0

% 
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Table 5: Low Vision (vision worse than 6/18) by OSU total for 2018 and 2019 

Low Vision (vision worse than 6/18) by OSU combined data foe 2018 
and 2019 

    Total 
Children 
(<16 

yrs) 

Total 
Adults  

Total % by 
gender 

Total 
by 
cause 

Total 
% by 
cause 

    

Refractive 

errors 

Males 1837 4300 6137 9% 13787 21% 

  Females 2197 5453 7650 12%     

Presbyopia Males 0 1812 1812 3% 3732 6% 

  Females 0 1920 1920 3%     

Cataract Males 1190 15247 16437 25% 35265 54% 

  Females 1797 17031 18828 29%     

Macular 

degeneration 

Males 53 420 473 1% 883 1% 

  Females 47 363 410 1%     

Glaucoma Males 332 2186 2518 4% 4909 8% 

  Females 312 2079 2391 4%     

Corneal 
opacities 

Males 637 1030 1667 3% 2999 5% 

  Females 411 921 1332 2%     

Diabetic 

retinopathy 

Males 0 1167 1167 2% 2415 4% 

  Females 0 1248 1248 2%     

Trachoma Males 107 341 448 1% 1268 2% 

  Females 117 703 820 1%     

Total   9037 56221 65258 100% 65258 100% 
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Appendix 2: Data Desegregation form 
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Appendix 3: Research Permit 

 

Appendix 4: Work plan  

  Calendar timelines 

Key activities W1 W2 W3 W4 W5 W6 

Development of inception 

report  

19-24th 

June  

          

Review of the inception 

report  and application for 

NACOSTI Research 

Permit (may take 2 

weeks) 

25th June      

Development of data 

collection tools and 

approval  

  

25-27th June 

        

Data collection  29 June -16th -July   

Compilation of the report 

including data analysis, 

interpretation, conclusion 

and recommendations. 

      17-25th July   

Validation workshop            27th 

July  

Submission of the final 

report upon review from 

validation workshop  

          30th 

July  
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Appendix 5: List of key informants and sites visited 

 

Category  County  Number  

Policy makers    

Director MoH National  1M 

Director MoE National 1F 

Service Providers (public and 

private facilities) 

  

Sabatia Eye Hospital Vihiga  2( 1M, 1F) 

Kwale Eye Centre Kwale  4 (3M, 1F) 

PCEA Kikuyu Hospital  Kiambu 2( 1M, 4F) 

Tenwek Hospital  Bomet 2(1M, 1F) 

Nakuru Level 5 Hospital Nakuru 1F 

Mbagathi Hospital Nairobi 1F 

Vihiga County Referral Hospital Vihiga 1F 

Moi Teaching and Referral Hospital Eldoret  1F 

Taita Taveta County Referral Hospital Taita 

Taveta 

1F 

Makueni County Referral Hospital Makueni  1F 

Mama Lucy Hospital Nairobi 1F 

Mwingi Hospital  Kitui  1F 

Kangundo Hospital  Machakos 1F 

Schools    

Nairobi Integrated program (teachers) Nairobi 1F 

Mlimani Unit for the Visually Impaired 

(teachers)  

Nakuru 1F 

Training institutions    

Masinde Muliro University of Science and 

Technology  

Kakamega 2M 

Kenya Medical Training College  National  1F 

NGOs   
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CBM National  1M 

Kenya Society for the Blind National  1M 

Kenya Union for the Blind National 1M 

United Disabled Persons of Kenya National  1M 

Sight Savers National 1F 

Albinism Society of Kenya National  1M 

Albinism Empowerment Programme  CBO 1M 

Users    

Children/learners  Nairobi, 

Nakuru, 

Vihiga, 

Kwale 

Nairobi 4 (2 girls, 2boys) 

Nakuru 5 (3 Girls, 2 Boys) 

Kwale 2 boys 

Vihiga (2 boys) 

Adults with low vision  Nairobi, 

Nakuru, 

Vihiga, 

Kwale 

Nairobi (2M) 

Nakuru (2M, 2F) 

Kwale (1F) 

Parents  Nairobi, 

Nakuru, 

Vihiga, 

Kwale  

Nairobi (3F),  

Nakuru (3F) 

Kwale (1M, 1F) 

Online survey  Different 

counties  

85 (45F, 39M, 1 intersex) 

33 children, 52 adults 

TOTAL   149 (82 F, 67M) 

Adults: 68.5% 

Children: 31.5% 

   

Appendix 6: Terms of Reference for the evaluation 

Final TOR to conduct 

a situation analysis on low vision services in Kenya - updated.pdf
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Appendix 7: List of supporting documents reviewed 

1. Bastawrous et al. (2016).Six-Year Incidence of Blindness and Visual 

Impairment in Kenya: The Nakuru Eye Disease Cohort Study.  

2. Convention on the Rights of Persons with Disabilities (CRPD). 

https://www.un.org/disabilities/documents/convention/convoptprot-e.pdf  

3. Draft Kenya National Eye Health National Eye Health Strategy 2020-2025 

4. https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5102568/  

5. IAPB Vision Atlas (2015). Global Vision Impairment Data 2015 – an overview. 

Retrieved from: http://atlas.iapb.org/wp-content/uploads/GBVI-World-Data-

Infographic.pdf  

6. Ministry of Education (2018). Sector Policy for Learners and Trainees with 

Disabilities. Retrieved from: 

https://www.education.go.ke/index.php/downloads/file/510-sector-policy-

for-learners-and-trainees-with-disabilities  

7. Ministry of Health (2014). Kenya Health Policy 2014–2030. Retrieved from: 

http://publications.universalhealth2030.org/uploads/kenya_health_policy_20

14_to_2030.pdf 

8. Ministry of Health (2019). Kenya integrates eye care within Primary health 

care. https://www.health.go.ke/kenya-integrates-eye-care-within-primary-

health-care-nairobi-kenya-october-9-2019/ 

9. Ministry of Health, UKAid, Sight Savers (2017). Kenya Eye Health System 

Assessment. Retrieved from: https://research.sightsavers.org/wp-

content/uploads/sites/8/2018/05/Eye-health-system-assessment-Kenya-

2017.pdf 

10.The Constitution of Kenya 2010. Retrieved from: 

http://kenyalaw.org:8181/exist/kenyalex/actview.xql?actid=Const2010  

11.The Health Act No. 21 of 2017. Retrieved from: 

http://kenyalaw.org/kl/fileadmin/pdfdownloads/Acts/HealthActNo.21of2017.p

df 

12.The Kenya Vision 2030. Retrieved from: 

http://vision2030.go.ke/inc/uploads/2018/05/Vision-2030-Popular-

Version.pdf  
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Appendix 8: Information regarding the evaluators (summarised CVs) 

The assignment was undertaken by a team of two experts. Nathaniel Muthomi, the 

lead consultant is trained on Special Needs Education and has close to 10 years of 

experience on disability and programme management. He has key strengths in 

research, policy and strategy development for government and non-government 

organizations having led the national review of “Sector Policy for Learners and 

Trainees with Disabilities” and its implementation guidelines which was launched by 

the President of Kenya in May 2018. He has a Masters in Project Planning and 

Management from University of Nairobi and currently doing a PhD in Project Planning 
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