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InternatIonal VIsIon 
rehabIlItatIon standards

This document is the outcome of a 6 years long international consultative process 
to elaborate international standards on vision rehabilitation practices. The process, 
which began in 2014, was characterized by two milestones events. The first one, 
held in Rome from 9 to 12 December 2015, was followed by the publication of the 
Consensus Document “International Standards on Vision Rehabilitation”. The second 
event, conducted in virtual mode on 5 March 2020, made it possible to reach an 
agreement on the curricula for human resources engaged in vision rehabilitation. 
Following the international consensus expressed, two differentiated paths for 
rehabilitation have been designed for children and adults, both in terms of 
rehabilitation procedures and training of health human resources.
The work carried out in this years has allowed to give a professional connotation 
on its own to vision rehabilitation, recognizing it as an essential component of the 
ophthalmological care that begins with health promotion.
The aim of the entire process was to provide National governments with a guide to 
establish high quality vision rehabilitation services with dedicated and adequately 
trained personnel, so as to fill a global service gap, always placing the needs of 
each individual at the center of every action.
The development process was coordinated by the National Center for Services 
and Research for the Prevention of Blindness and Rehabilitation of the Visually 
Impaired, WHOCC ITA100 (Polo Nazionale Ricerca e Servizi); technical oversight was 
performed by dr. Simona Turco.

A sincere thanks to all those who contributed to the realization of this publication 
and a special thanks to dr. Silvio Paolo Mariotti, our precious guide for his advices 
and continuous support.
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Foreword

The World Health Organization (WHO) is a specialised agency of the United Nations, leading the 
health sector. Provides policy advice and technical assistance to its 194 Member States, using 
published and practical evidence as the basis for its informed advice to Ministry of Health. 
WHO leads a large number of global or regional initiatives for health, and has been in charge of 
framing the Sustainable Development Goals. 
WHO has initiated an innovative global approach to public health, called Universal Health 
Coverage and Access.
Universal Health Coverage (UHC) is the goal that all people obtain the health services they 
need without risking financial hardship from unaffordable out-of-pocket payments. It 
involves coverage with good health services, from health promotion to prevention, treatment, 
rehabilitation and palliation, as well as coverage with a form of financial risk protection. A third 
feature is universality since the coverage should be for everyone.
UHC is attained when people actually obtain the health service they need and benefit form 
financial risk protection.
Access is the opportunity or ability to do both these things. Hence, universal health coverage is 
not possible without universal access, but the two are not the same.
Access has three dimensions:
1. Physical accessibility: this requirement is fulfilled when the services are available, of good 

quality and located close to people.
2. Financial affordability: it takes into account not only the price of the health services, but also 

indirect and opportunity costs.
3. Acceptability: this captures people’s willingness to seek services. Acceptability is low when 

patients perceive services to be ineffective or when social and cultural factors such as 
language or the age, sex, ethnicity or religion of the health provider discourage them from 
seeking services.

Improving health service coverage and health outcomes depends on the availability, accessibility 
and capacity of health workers to deliver quality people-centered integrated care, which focuses 
on the patient’s needs rather than on building system and developing human resources only. A 
fundamental shift in service delivery is needed such that services are integrated and focused on 
the needs of people and communities. This includes reorienting health services to ensure that 
care is provided in the most appropriate setting, by well-trained and motivated health workers, 
with the right balance between out- and in-patient care and strengthening the coordination of 
care. This framework will lead the work in the health sector of the 194 Member States of WHO in 
the next 20 years, consistently improving the status of the general population in term of health.
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The above is part of the Sustainable Development Goals, set by the United Nations Members 
States as development objectives after the Millennium Development Goals. The 2030 Agenda 
for sustainable development includes 17 sustainable development objectives and objective 3 is 
intended to ensure healthy lives and promote well-being for all at all ages.
An estimated 2.2 billion people are living with a vision impairment, one billion of whom have a 
vision disability that could have been prevented or hasn’t yet been addressed. However, only 
a very small proportion of people with vision impairment have access to vision rehabilitation 
services.
The magnitude of eye diseases, eye conditions, and vision impairment is destined to greatly 
increase in the future, due to global health trends, demographic growth, population aging, 
urbanization and lifestyle changes. As a consequence, the current and projected global needs 
for eye care pose unprecedented challenges to already stretched health systems, especially in 
low- and middle-income countries. Insufficient or limited access to eye care services will only 
worsen the situation, leading to an ever-increasing number of visually impaired individuals, 
who could potentially benefit from vision rehabilitation services. A shortage of trained human 
resources is one of the greatest challenges to increasing the availability of eye care services and 
reducing the prevalence of vision impairment and blindness that could have been prevented or 
has yet to be addressed.
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Introduction

Why “International Standards on Vision rehabilitation?”
WHO coordinates the international efforts to reduce vision impairment.
It’s role is to:
• monitor the worldwide trends of vision impairment by country and by region;
• develop policies and strategies to prevent blindness appropriate for various development 

settings;
• give technical assistance to Member States and partners;
• plan, monitor and evaluate programmes;
• coordinate effective international partnerships in support of national efforts.
WHO works to strengthen national and country-level efforts to eliminate avoidable blindness, 
help national health care providers treat eye diseases, expand access to eye health services, 
and increase rehabilitation for people with residual vision impairment or who are blind. 
Building accessible and comprehensive health systems is the focus of this decade.
For long time the priority of action for WHO work in prevention of blindness was set by the 
Member States on infectious diseases prevention, in particular onchocerciasis and trachoma, 
and on cataract surgery. The action above has been used to build the backbone of eye 
care services in over 140 countries. However, currently, onchocerciasis and trachoma aren’t 
anymore priority diseases for the prevention of vision impairment, but chronic eye conditions 
have emerged as priorities for action, as crystallized in the WHA 66.4 resolution. For the first 
time in a WHA Resolution on prevention of blindness the reference to provide rehabilitation 
services was made. 
Until now vision rehabilitation has been neglected in this first two decades of work due to 
competing priorities and insufficient resources available. Also, vision rehabilitation was part 
of the rehabilitation area of work, largely dominated by the work on mobility and mental 
disorders, due to the high prevalence of the same and to the visibility gained through awareness 
campaigns supported by international organizations of patients and of care providers. With 
the revised approach to health, vision rehabilitation has become part of Eye Care/Eye Health 
and therefore has gained visibility in terms of the need to define the subject, clarify its 
relevance in terms of burden, frame the condition for the interventions, define the expected 
outcomes and costs. However, when informed Governments asked to WHO what should they 
do to develop a vision rehabilitation system, WHO did have no master plan or guide to use for 
the answer and the situation was the following: 
• there was no internationally agreed definition on what professional vision rehabilitation is, 

no verified model to support a substantive evidence of its effectiveness and efficiency in 
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different settings (high income countries, middle income countries, low income countries);
• even worst, there was no agreement on what are the core, fundamental, necessary standards 

of care to be offered which a government can use and known to have done the right for its 
citizens in need;

• no international variables to be used in evaluation, no definition of acceptable costs, no 
indicators to monitor progresses in achieving the universal access which Member States can 
use to verify to be on the right track;

• many approaches existed, mainly in rich countries, many models and systems, definitions and 
outcomes, but no understanding of pros and cons of the same, no evaluation systematically 
done to verify the appropriate use of resources;

• there was a lack of training curricula for dedicated personnel.
WHO has an all-round approach to the work in rehabilitation, including human rights, inclusive 
education and living, provision of assistive devices, etc.
To provide policy advice and technical assistance to its Member States, WHO needs to develop 
the normative and standard framework to be offered to the Ministry of Health of the different 
countries, to be used as reference for crafting national policies and plans, and evaluate the 
current situation to be used as baseline to measure progresses. In agreement to these premises, 
in 2013 WHO launched the process to reach an international consensus on the definition of 
vision rehabilitation and its various delivery levels and expected performances, linked to the 
development setting of the place where it is conducted.
The guidance needs to come from approaches which are based on scientific evidence, 
acceptability by the population and are feasible to implement for the professionals as well as 
sustainable for the national health system, making therefore accessible to the people in need. 
There must be a minimum standards of care, which are required to be made available to all 
those in needs in each and every member State of WHO, along the lines of universal access 
to health, the theme for the Sustainable Development Goals. In order to do this, a baseline 
for quality of care needs to be agreed, as well as a step-wise development of services to be 
provided in order for the person with vision impairment to be able to develop, produce, live 
satisfactorily in their own societies. “One fit all” is rarely a feasible approach for WHO Member 
States, resulting in neglecting intervention as perceived unrealistic for the development level 
of the population or of the health system. If standards are too demanding in terms of type of 
interventions to be offered to qualify the services provided, these can be replaced by other 
health interventions in the scale of priority.
At all level quality should not be compromised, but a careful selection of content of the 
rehabilitation offer can make it feasible and accessible to a wider number of people in need. 
A modular approach is likely to fit all WHO Member States, as they can modulate what is 
provided according to the development level and resources available in the community.
The step-wise approach is not only for rehabilitation, but all health interventions are modelled 
to be feasible in the largest number of Member States according to their development level. Is 
not trading quality, but a modulation of the approach to health service provision.
Eye conditions and vision impairment are widespread and far too often they still go untreated. 
Globally, at least 2.2 billion people have a vision impairment of varying severity (from low 
vision to blindness), of whom at least 1 billion have a vision impairment that could have been 
prevented or has yet to be addressed. 
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The burden of eye conditions and vision impairment is not borne equally since it is often 
greater in low- and middle-income countries, among older people and in women, and in rural 
and disadvantaged communities. In fact in 2010, 82% of those blind and 65% of those with 
moderate and severe blindness were older than 50 years of age and this age group comprises 
about 20% of the world’s population. About 90% of the world’s visually impaired live in low-
income settings.
Tens of millions have a severe vision impairment and could benefit from rehabilitation which 
they are not currently receiving.
An estimated 19 million children below age 15 are visually impaired. Of these, 12 million children 
are visually impaired due to refractive errors, a condition that could be easily diagnosed 
and corrected. 1.4 million are irreversibly blind for the rest of their lives and need vision 
rehabilitation interventions for a full psychological and personal development. 
Fortunately, thanks to concerted action over the past 30 years, progress has been made in 
many areas. Yet significant challenges remain. Chief among these are addressing inequalities 
in coverage; unmet needs; uneven quality of eye care services; workforce shortage; fragmented 
services that are poorly integrated into health systems; gaps in data, particularly related to 
monitoring trends and evaluating progress; and lack of research related to implementation, 
impact and health systems related to eye care.
In addition, in the next years it is estimated an increase of visually impaired for the following 
reasons:
• the increase in life expectancy and, consequently, of chronic-degenerative diseases;
• improved options’ treatment, therefore many eye diseases that led to blindness in the past, 

are currently responsible for low vision;
• the adoption of Western lifestyle in individual “genetically” not ready to face such change;
• the increased survival in premature correlates with development of multiple disabilities 

conditions. 
These challenges can be addressed by proposing integrated people-centered eye care (IPEC) 
as an approach to health system strengthening that builds the foundation for service delivery 
to address population needs. IPEC refers to eye care services that are managed and delivered 
to assure a continuum of promotive, preventive, treatment and rehabilitative interventions 
to address the spectrum of eye conditions, coordinated across the different levels and sites 
of care within and beyond the health sector, and according to needs throughout the life 
course. IPEC will also contribute to achieving Universal Health Coverage (UHC) and Sustainable 
Development Goal 3 (SDG3): “Ensure healthy lives and promote well-being for all at all ages”.
The 2030 Agenda for Sustainable Development, adopted by all United Nations Member States 
in 2015, provides a shared blueprint for peace and prosperity for people and planet, now and 
into the future. At the heart of the 2030 Agenda are the 17 Sustainable Development Goals 
(SDGs), which represent an urgent call for action by all countries - developed and developing 
– in a global partnership. They recognize that ending poverty and other deprivations must go 
hand-in-hand with strategies that improve health and education, reduce inequality, and spur 
economic growth.
One of the pillars of the 2030 Agenda for Sustainable Development and its SDGs is the pledge 
to leave no one behind.
Leaving no one behind is the central, transformative promise of the 2030 Agenda for SDGs. It 
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represents the unequivocal commitment of all UN Member States to eradicate poverty in all its 
forms, end discrimination and exclusion, and reduce the inequalities and vulnerabilities that 
leave people behind and undermine the potential of individuals and of humanity as a whole.

The magnitude of eye diseases, eye conditions, and vision impairment is destined to greatly 
increase in the future, due to global health trends, demographic growth, population aging, 
urbanization and lifestyle changes. As a consequence, the current and projected global needs 
for eye care pose unprecedented challenges to already stretched health systems, especially in 
low- and middle-income countries. Insufficient or limited access to eye care services will only 
worsen the situation, leading to an ever-increasing number of visually impaired individuals, 
who could potentially benefit from vision rehabilitation services. A shortage of trained human 
resources is one of the greatest challenges to increasing the availability of eye care services and 
reducing the prevalence of vision impairment and blindness that could have been prevented 
or has yet to be addressed.

Vision through life stages
Vision plays a critical role in every facet and stage of life. It is at the the foundation of 
interpersonal and social interactions and in face-to-face communication where information is 
conveyed through non-verbal cues such as gestures and facial expression.
From the moment of birth, vision is critical to child development. For infants, visually 
recognizing and responding to parents, family members, and caregivers facilitates cognitive 
and social development and the growth of motor skills, coordination and balance.
From early childhood to adolescence, vision enables ready access to educational materials 
and is pivotal to educational attainment. Vision supports the development of social skills to 
foster friendship, strengthen self-esteem and maintain well-being. It is also important for 
participation in sports and social activities that are essential to physical development, mental 
and physical health, personal identity and socialization.
In adulthood, vision facilities participation in the workforce, contributing to economic benefits 
and a sense of identity. It also contributes towards the enjoyment of many other areas of life 
(sports or cultural activities) that are often designed around the ability to see.
At older ages vision assists one to maintain independence, self-manage other health conditions, 
and maintain mental health and well-being.

Vision impairment and disability 
Disability refers to the impairments, limitations and restrictions that a person with an eye 
condition faces in the course of interacting with her/his environment – physical, social, or 
attitudinal.
In the International Classification of Function, Disability and Health (ICF) disability encompasses 
impairments, the difficulties a person may have in carrying out activities such as self-care, 
and the problems they experience in involvement in everyday life situations. According to the 
ICF, the disability experienced is determined not only by the eye condition, but also by the 
physical, social and attitudinal environment in which the person lives, and the possibility of 
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accessing quality eye care, assistive products and rehabilitation services.
A person with an eye condition experiencing vision impairment and facing environmental 
barriers, such as not having access to eye care services and assistive products, will likely 
experience far greater limitations in everyday functioning, and thus higher degrees of disability.
Addressing the eye care needs of people with vision impairment, including rehabilitation, is of 
utmost importance to ensure optimal everyday functioning.

Consequences for individuals 
Insufficient access to eye care, rehabilitation and other support services can substantially 
increase the burden of vision impairment and degree of disability at every stage of life.
Young children with early onset of severe impairment can experience delayed motor, language, 
emotional, social and cognitive development, with lifelong consequences. School-age children 
with vision impairment can also experience lower levels of educational achievement and self-
esteem than their normally-sighted peers.
Adults with vision impairment often have lower rates of workforce participation and productivity 
and higher rates of depression and anxiety than the general population.
In the case of older adults, vision impairment can contribute to social isolation, difficulty 
walking, a higher risk of falls and fractures and a greater likelihood of early entry into nursing 
or care homes. It may also compound other challenges such as limited mobility or cognitive 
decline.
In general terms, people with severe vision impairment experience higher rates of violence 
and abuse, including bullying and sexual violence; are more likely to be involved in a motor 
vehicle accident and can find it more difficult to manage other health conditions.

Impact on family members and carers 
Family members, friends and other caregivers are often responsible for providing physical, 
emotional and social support for those with severe vision impairment. This support has a 
positive influence on those with vision impairment and can lead to improved adaptation to 
vision impairment, greater life satisfaction, fewer depressive symptoms and improved uptake 
of rehabilitative services and assistive products. However, providing such support may have 
detrimental consequences on the caregiver and lead to an increased risk of physical and 
mental health conditions, such as anxiety and depression.

Rehabilitation 
The WHO Rehabilitation 2030 Call for Action defined rehabilitation more generally as a, “set of 
interventions designed to optimize functioning and reduce disability in individuals with health 
conditions in interaction with their environment” and also stated that “rehabilitation is a highly 
person-centred health strategy; treatment caters to the underlying health condition(s) as well 
as goals and preferences of the user.” This principle of providing rehabilitation services that 
are individualized and person-centred is key to any discussion of vision rehabilitation.
The rehabilitation involves the identification of a person’s problems and needs, relating the 
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problems to relevant factors of the persona and the environment, defining rehabilitation goals, 
planning and implementing measures and assessing the effects.

The rehabilitation objectives include:
• prevention of the loss of function;
• slowing the rate of loss of function;
• improvement or restoration of function;
• compensation for loss of function;
• maintenance of current function.
The rehabilitation outcomes are the benefit and 
changes in the functioning of an individual over time 
that are attributable to a single measure or a set of 
measures. They may include:
• increased independence;
• decreased burden of care;
• return to role/occupation that is age, gender and 

context relevant;
• improved quality of life.
As defined in the “WHO Right to Health” rehabilitation should rely on the following four 
principles:
1. Availability
 Functioning public health and health care facilities, goods and services, as well as programmes 

in sufficient quantity.
2. Accessibility
 Health facilities, goods and services accessible to everyone, within the jurisdiction of the 

State party.
 Accessibility has four overlapping dimension

• non-discrimination;
• physical accessibility;
• economical accessibility (affordability);
• information accessibility.

3. Acceptability
 All health facilities, goods and services must be respectful of medical ethics and culturally 

appropriate, as well as sensitive to gender and life-cycle requirements.
4. Quality
 Health facilities, goods and services must be scientifically and medically appropriate and of 

good quality.

Vision rehabilitation
Vision rehabilitation services aim to improve the lives of individuals around the world who live 
with irreversible and progressive vision impairment. As mentioned before, living with vision 
impairment can cause a range of challenges for the individual, many of which can be mitigated 
by vision rehabilitation. Visually impaired subjects may have difficulties reading, completing 
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many activities in their day to day life, ambulating independently and safely, and participating 
in the wider community through vocations and other valued activities. 
Vision rehabilitation utilizes a wide range of interventions and strategies to address the broad 
impact that individuals experience as a result of vision impairment. Services are often provided 
by teams comprised of individuals with different training and expertise.
Vision rehabilitation varies around the world and even within single countries due to many 
reasons. In addition, there is currently a lack of evidence-based clinical practice guidelines as 
it exists in other areas of rehabilitation.
The challenge, worldwide, is to both identify individuals who can benefit from vision 
rehabilitation and provide vision rehabilitation services by effective and efficient methods for 
specific groups of affected individuals. 
The candidates for vision rehabilitation vary in many aspects, including age, etiology of vision 
loss, goals, personal attributes and both severity and pattern of vision loss. Appreciation of this 
variation is key to both identification of individuals who will benefit from vision rehabilitation 
and also to creating efficient services, that are flexible and responsive to individual needs. 
When vision rehabilitation is evaluated, the variable of the impairment must be expanded 
to consider both the range of pattern of vision loss and also the extent of vision loss. Each of 
these elements define the individual patient’s vision impairment. Vision function will include 
not only the gold standard of measured visual acuity, but also other important factors such as 
peripheral visual field, central and paracentral visual field (the area of vision required for tasks 
such as reading), contrast perception, glare, color vision, motion detection, etc. In the case of 
vision loss, visual acuity may not always predict disability. Even patients with early visual loss 
as measured by loss of visual acuity can have great difficulty if visual requirements are great or 
if other aspects of visual function, such as visual field or contrast perception, are reduced. Two 
patients with the same measured loss of visual acuity may have different levels of disability.
As required by the ICF, personal factors must also be considered. Individuals’ goals, motivation, 
interests and personal attributes are key factors that need to be taken into account in the 
patient’s vision rehabilitation process. Simply assessing visual acuity, or the ability to read an 
eye chart, may not be sufficient to identify those who might benefit from vision rehabilitation. 
Strategies to identify and refer patients for vision rehabilitation need to consider personal 
variables and the wide range of types of vision loss. Patients with normal visual acuity and 
significant contrast sensitivity loss, for example, may experience difficulty with specific tasks 
that would not be anticipated if acuity alone was considered. More complex considerations 
of the range of factors that influence disability should be done when planning rehabilitation, 
so that the most effective and most efficient interventions are utilized. The multidimensional 
assessment contributes to providing the right rehabilitation for the right person at the right 
time.
Cross-cutting characteristics of people living with vision impairment need special consideration. 
Vision impairment impacts individuals of all ages, however, the greatest magnitude of vision 
impairment is borne by the elderly. It is estimated that 82% of those who are blind and 65% 
of those who are visually impaired are over the age of 50, yet this age group represents only 
20% of the world population. The elderly have unique needs in terms of service delivery, often 
having challenges dealing with multiple comorbidities, and unique goals given their stage of 
life. The needs of the children who are visually impaired are unique and complex, and the 
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challenges of the working-age individual living with vision loss are multifaceted. In addition, 
geography distinguishes patients with vision impairment, as those living in rural vs urban 
settings will face different challenges, have different access to service and often be limited to 
accessing different levels of intervention such as community rehabilitation. 
Resources that are targeted for particular groups of individuals will create efficiency in service 
delivery.

The vision rehabilitation process for children differs from the process for adults in that it must 
consider the evolving developmental needs of the child in addition to the degree and the 
pattern of vision loss. Children can have other impairments that must be considered within 
vision rehabilitation plans. Early detection and intervention are key for the child in order 
to offer both family support and rehabilitation services that allow early learning, effective 
communication, safe ambulation and social integration. Furthermore since vision impaired 
children often spend much of their time at home with their families or at community centres, 
training families and communities at different levels is going to be crucial for the children. 
In recent years, the pattern of vision impairment has changed as newborn nursery care and 
pediatric care improve. Lives are being saved at younger gestational ages, and those with genetic 
diseases, trauma, tumors, cerebral venous arterial malformations and infections are surviving, 
but with disability. By taking these cases into account, cortical vision impairment is gradually 
overtaking ocular blindness as a primary cause of childhood blindness. These children need 
a multidisciplinary approach, not just for rehabilitation of visual function, but also motor and 
cognitive. This shift from ocular blindness to brain-based blindness is significant.

Vision rehabilitation services have a key role to play in mitigating the negative consequences 
of low vision, and enabling people children and adults with vision impairment to meet their 
full potential. 
Despite the importance of vision rehabilitation for the performance of activities of daily 
living, accident prevention and general physical and psychological well-being, low vision 
rehabilitation services are only accessible to approximately 15% of people around the world 
who would benefit. Given the ageing of the global population, the need for these services is 
on the rise. 
People with vision impairment encounter a range of barriers when they attempt to access low 
vision rehabilitation services, including the following:
• limited availability of services;
• physical barriers;
• inadequate skills and knowledge of health workers;
• prohibitive costs.
Lack of access to low vision rehabilitation services can increase the effects and consequences 
of diseases, delay discharge, limit activities, restrict participation, cause deterioration in 
health, decrease quality of life and increase use of health and rehabilitation services.
Global data on the need for low vision rehabilitation, the type and quality of measures provided 
and estimates of unmet need does not exists. However, national-level data reveals large gaps 
in the provision of and access to low vision rehabilitation services in many low and middle-
income countries. In many countries low vision rehabilitation services are inadequate.



21

international vision rehabilitation standards

Children’s services are different than adult services. They often require more complex, multi-
disciplinary resources, and are family centred: in addition there are other unique populations:
1. Newborn to 3: development milestones are assessed in addition to traditional methods for 

ocular diseases and visual acuity
2. Deafblind: dual sensory impairment requires additional evaluations and interventions
3. Multiple additional disabilities: cognitive, motor, and other sensory impairments with vision 

impairment need more specialized care

The global eye health action plan of WHO is based on five principles and approaches 
1. Universal access and equity
2. Human rights
3. Evidence-based practice
4. A life course approach 
5. Empowerment of people with vision impairment

Lets reword these for the child:
1. Universal access and equity for all regardless of age or ability
 There must be a unique attention to the needs of children.
2. Human rights for the child 
 All children and adolescent should have the means and the opportunity to develop to 

their full potential. Life, survival, maximum development, access to health and access to 
health services are not just basic needs of children and adolescent, but fundamental human 
rights. The primary instrument for protecting and fulfilling these rights is the United Nations 
Convention on the Rights of the Child (CRC). The CRC reflects the international consensus on 
standards for ensuring the overall well-being of all children and young people up to the age 
of 18 years, and:
• recalls the basic principles of the United Nations and specific provisions to certain 

relevant human rights treaties and proclamations such as the Universal Declaration of 
Human Rights;

• reaffirms the fact that children, because of their vulnerability, need special care and 
protection;

• places special emphasis on the primary caring and protective responsibility of the family, 
the need for legal and other protection of the child, the importance of respect for the 
cultural values of the child’s community, and the vital role of international co-operation 
in achieving the realisation of children’s rights.

3. Evidence-based practice for early intervention and accessible education for all. Children can 
only learn from what they see and hear. If they do not see or hear as others do, they cannot 
learn. So all education and teaching must then be made accessible, if not, the individual 
(in this case the child) is not able to participate in society, to fulfil their rights as a human 
being. Most children can participate in the educational system except for those at the other 
end of the developmental spectrum, whether visually impaired, other sensory impaired, or 
physical or intellectual disabilities that limit access. Those with vision impairment warrant 
identification to ensure all education is perceivable, comprehensible, and learnable. This 
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means an individual approach matched to the abilities of each child (including vision, 
hearing, intellect and motor).

4. A life course approach (as children have long lives)
 The goal of interventions for children with vision impairment should be “to get it right 

for every child” (ref. GIRFEC – Getting It Right For Every Child, Scotland). All children with 
disabilities need to be identified, characterized, and attended to with the goal that they be 
successful learners, confident individuals, who are as independent as possible, and with 
good communication skills.

5. Empowerment of people (child and family) with vision impairment starting at the earliest 
age, so they gain social acceptance, access to life, and dignity as any other person, as well 
as support the development of advocacy skills for the child and the family.

Health system 
A health system consists of all organizations, people and actions, whose primary interest is to 
promote, restore or maintain health.
Its goals are improving health and health equity in ways that are responsive, financially fair, 
and make the best, or most efficient, use of available resources.
A good health system delivers quality services to all people, when and where they need them.
The exact configuration of services is different from country to country, but in all cases should 
reflect the WHO “Framework for Action” on health systems, who describes six clearly defined 
Health System Building Blocks that together constitute a complete system.

The building block alone do not constitute a system, but the multiple relationships and 
interactions among the blocks convert these blocks into a system. All systems are contained 
within larger systems; among all of these sub-systems are reactions, synergies and interactions 
to varying degrees with all of the health system’s other building blocks.
It is critical that the role of people is highlighted, at the centre of the system as actors in driving 
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the system itself. This includes their participation as individuals, civil society organizations, 
and stakeholders networks, and also as key actors influencing each of the building blocks, as 
health workers, managers and policy-makers.

Comprehensiveness
A comprehensive range of health services is provided, appropriate to needs of target population, 
including preventive, curative, palliative and rehabilitative services and health promotion 
activities.

Accessibility

Service are directly and permanently accessible with no undue barriers of cost, language, culture 
or geography. Health services are close to the people with a routine point of entry to the service 
network at primary care level. Services may be provided in the home, the community, the 
workplace, or health facilities as appropriate.

Coverage Service delivery is designed so that all people in a defined target population are covered, all 
income groups and all social groups.

Continuity Service delivery is organized to provide an individual with continuity of care across the network 
of services, health conditions, levels of care and over the life-cycle.

Quality Health services are of high quality, i.e. they are effective, safe, centred on the patient’s needs and 
given in a timely fashion.

Person-centeredness
Service are organized around the person, not the disease. Users perceive health services to be 
responsive and acceptable to them. There is participation from the target population in service 
delivery design and assessment. People are partners in their own health care.

Coordination Local area health service networks are actively coordinated. Coordination also take place with 
other sectors (e.g. social services) and partners (e.g. community organizations)

Accountability 
and efficiency

Health services are well managed so as to achieve the core elements described above with a 
minimum wastage of resources. Managers are allocated the necessary authority to achieved 
planned objectives and held accountable for overall performance and results.

From: “Systems thinking for health systems strengthening”. World Health Organization 2009

Network of service delivery - Key characteristics
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Teamwork: collaboration and enhanced communication
Vision rehabilitation services are often provided by teams of health professionals. Teamwork 
in health is defined as two or more people who interact interdependently with a common 
purpose, working toward measurable goals. Teams benefit from leadership, honest discussion 
and problem solving. Researchers have found that integrating services among many health 
providers is a key component to better treat underserved populations and communities with 
limited access to health care.
In health care, the most effective team from a patient’s perspective is multidisciplinary/
interdisciplinary. Patients are treated in a variety of environments – at home, in clinics, small 
hospitals and large teaching hospitals. In each of these places, the ways the team communicates 
with one another and with the patient will determine how effective the care and treatment is, 
as well as how the team members feel about their work.
Health care teams interact dynamically and have the common goal of delivering health services 
to patients. Regardless of their nature, teams share certain characteristics. These include the 
team members needing to:
• Possess specialized and complementary knowledge and skills;
• Know their role and the roles of others in the team(s) and interact with one another to 

achieve a common goal;
• Make decisions;
• Possess specialized knowledge and skills and often function under high-workload conditions;
• Act as a collective unit, as a result of the interdisciplinary of the tasks performed by team 

members.
Teamwork became an important health intervention for a number of reasons.
First, clinical care is becoming more complex and specialized, forcing medical staff to attempt 
complicated health services and quickly learn new methods. Aging populations, the increase 
of chronic diseases and the associated comorbidities have forced medical staff to take a 
multidisciplinary approach to health care. 
Secondly, working together reduces the number of medical errors and increases patient safety. 
Teamwork also reduces issues that lead to burnout. No longer is one person responsible for 
the patient’s health. Today an entire team of health workers comes together to coordinate a 
patient’s well-being. 
Third, because teamwork is centered on solid communication, patients and their families 
sometimes feel more at ease and report they accept treatments and feel more satisfied with 
their health care. 
Teamwork and team training is now seen as an essential part of preservice education. Because 
learning how to communicate effectively and work together can be time consuming, learning 
teamwork within the context of medical curricula will make students better prepared.
Learning the fundamentals of teamwork and collaborative care helps students better 
understand patient needs, especially in areas where social and health issues abound.

Barriers to vision rehabilitation 
Improving health service coverage and realizing the right to the enjoyment of the highest 
attainable standard of health is dependent on the availability, accessibility, acceptability and 
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quality of health services including trained health workers. 
Taking into consideration WHO’s statement that health services are only as effective as the 
persons responsible for delivering them, it is possible to adapt the availability, accessibility, 
acceptability and quality dimensions to the health workforce:
• availability – the sufficient supply and stock of health workers, with the relevant competencies 

and skill mix that correspond to the health needs of the population;
• accessibility – the equitable access to health workers, including in terms of travel time and 

transport, opening hours and corresponding workforce attendance, whether the infrastructure 
is disability-friendly, referral mechanisms and the direct and indirect cost of services, both 
formal and informal;

• acceptability – the characteristics and ability of the workforce to treat everyone with dignity, 
create trust and enable or promote demand for services; and

• quality – the competencies, skills, knowledge and behaviour of the health worker as assessed 
according to professional norms and as perceived by users.

The availability of health workers solely is not sufficient: only when they are equitably 
distributed and accessible by the population, when they possess the required competency, 
and are motivated and empowered to deliver quality care that is appropriate and acceptable 
to the sociocultural expectations of the population, and when they are adequately supported 
by the health system, theoretical coverage can translate into effective service coverage.
Overall, the methods to address the barriers for vision rehabilitation are similar to those for 
other forms of rehabilitation. “The barriers to rehabilitation service provision can be overcome 
through a series of actions, including: reforming policies, laws, and delivery systems, including 
development or revision of national rehabilitation plans; developing funding mechanisms 
to address barriers related to financing of rehabilitation; increasing human resources for 
rehabilitation, including training and retention of rehabilitation personnel; expanding and 
decentralizing service delivery; increasing the use and affordability of technology and assistive 
devices; expanding research programs, including improving information and access to good 
practice guidelines”.
Vision rehabilitation services are unequally distributed around the world with estimates that 
80% of countries have less than 10% coverage. In addition, the delivery of vision rehabilitation 
varies greatly around the world, within countries, and even within communities. Services 
range from individual practitioners dispensing devices, health care teams providing services 
in medical settings to multidisciplinary staff in nongovernmental agencies providing services. 
Services for children may intersect and overlap with educational services for children with 
special needs, services for children with disabilities, blind schools and pediatric eye care 
services. Furthermore poor vision rehabilitation coverage is not limited to low-income 
settings, but is also reported in more developed countries. It is estimated that only 5-10% of 
those who might benefit from vision rehabilitation around the world receive services. Barriers 
to rehabilitation include physical barriers such as lack of transportation or difficulty serving 
remote communities, lack of services or lack of awareness of the availability of services, 
lack of referral, affordability and inadequate skills and numbers of rehabilitation workers. 
Publications regarding barriers have come from high, middle and low-income countries and 
although differences exist across countries with different income levels, the parallels of 
barriers across local populations are notable. Losing vision impacts mobility and the inability of 
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patients to get to services, whether in an urban or a rural setting, is prominent. Several studies 
among eye health professionals have identified that a lack of awareness of rehabilitation, a 
lack of knowledge/education about vision rehabilitation and uncertainty regarding referral 
criteria are key reasons for non-referral. The lack of specialists trained in vision rehabilitation 
in low- and middle-income countries is a challenge, and where they do exist, few have formal 
qualifications. 
Health workforce is an important building block for health systems. Workforce training is a 
challenge in vision rehabilitation, with few existing personnel having received formal training 
and few opportunities to gain training.

Remote assistance and its potential
Methods to improve access to vision rehabilitation care are of great interest. Telemedicine 
signifies the use of Information and Communication Technologies (ICTs) to improve patient 
outcomes by increasing access to care and medical information. The WHO has adopted the 
following broad description: “The delivery of health care services, where distance is a critical 
factor, by all health care professionals using information and communication technologies 
for the exchange of valid information for diagnosis, treatment and prevention of disease and 
injuries, research and evaluation, and for the continuing education of health care providers, all 
in the interests of advancing the health of individuals and their communities”.
Four elements are germane to telemedicine:
1. Its purpose is to provide clinical support
2. It is intended to overcome geographical barriers, connecting users who are not in the same 

physical location
3. It involves the use of various types of ICT
4. Its goal is to improve health outcomes
In low-income countries and in regions with limited infrastructure, telemedicine applications 
are primarily used to link health care providers with specialists, referral hospitals, and tertiary 
care centres. Low-cost telemedicine applications have been proven to be feasible, clinically 
useful, sustainable, and scalable in such settings and in underserved communities.
The health technology needs at a village and provincial level in developing countries requires 
the design of appropriate technology and training packages to be satisfied, so that the majority 
of people have improved health care.
The right mix of effective and efficient health care delivery depends on the available health 
care technology. Such technologies must be carefully defined to achieve the widest application 
to the largest population. Technology needs are very country-specific, and are determined 
by the local disease burden, patient demographics, health service delivery models, clinical 
practice, etc.

Levels of care
The appropriate health care technology packages should be defined in accordance with WHO 
levels of health services of Primary, First referral, Secondary referral and Tertiary referral levels.
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Primary level of health service - This is the site of first contact level with a health centre (smaller 
health centers may be called dispensaries, health stations, health posts). These centres serve 
a defined community or area – normally several villages. A health centre carries out health 
promotion, protective, preventive, simple diagnostic, curative and rehabilitative activities for 
ambulant patients. In most instances, the Primary level health centre has no physician in the 
staff, but has a physician assistant or nurse assisted by community or auxiliary health workers. 
The provision of new generation, low technology equipment and training could lead to major 
enhancements at this level, building on the existing traditional medicine at the village level, 
and enhanced interaction with the secondary level.
It should provide rehabilitation services for 50.000-100.000 individuals and, therefore, it should 
provide the lower tier of the rehabilitation needs.

Primary referral level – This is normally a district hospital that is a recognized referral facility 
providing a 24-hour intramural medical care and it represents a higher level of competence 
than the source of referral, e.g. health centre. In most instances, these facilities have a very 
limited human resource capacity. A telemedicine facility is required to draw on secondary level 
expertise for consultation and training.

Secondary referral level – This is a more sophisticated hospital (it may be a provincial 
hospital) providing multi-specialist intra- and extramural care, and serving as a backstop for 
the first referral hospitals in the hierarchy of technical competence. It may also, on occasion, 
have special expertise in some particular medical diagnostic and treatment domain, which 
would qualify it as an institution of last referral for a specific subject. The technology should 
allow consultation with specialists at the tertiary level. Hence, each secondary level should 
more specialized services for the rehabilitation needs and reflect the following territorial 
distribution: 100.000-300.000 resident people.

Tertiary referral level – This is the most sophisticated hospital located in a national or provincial 
capital or other big city, typically a University Teaching Hospital, providing the highest level 
of medical care available in the country or a region. This level follows the western model of 
centralized expertise and high technology, and it is a resource for education, training and 
consultation. Specialists in attendance can monitor and communicate with lower level centers 
by telemedicine.
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WHO commitment to vision rehabilitation
Over the past 30 years, the WHO has been committed to enhancing eye care worldwide by 
improving the delivery of services, enhancing health information systems and strengthening 
the eye care workforce. 
This is also true for vision rehabilitation, which is now fully recognized as an integral part 
of the continuum of eye care services, which include promotion, prevention, treatment, and 
rehabilitative interventions.
Greater access to professional vision rehabilitation services is required to reach Goal 3 in the 
UN 2030 Agenda for Sustainable Development – “Ensure healthy lives and promote well-being 
for all at all ages” and Goal 4 – “Ensure inclusive and equitable quality education and promote 
lifelong learning opportunities for all”. In particular:
• Goal 3.8 “Achieve universal health coverage, including financial risk protection, access to 

quality essential health care services and access to safe, effective, quality and affordable 
essential medicines and vaccines for all.”

• Goal 4.5 “By 2030, eliminate gender disparities in education and ensure equal access to all 
levels of education and vocational training for vulnerable, including persons with disabilities, 
indigenous people and children in a vulnerable situation”.

In recognition of the need to support, establish and expand eye care services worldwide, the 
WHO has been committed to developing a set of international and standardized guidelines to 
assist member states in the implementation of professional, quality-based vision rehabilitation 
services at all levels of the health care system, and in countries or settings at all income levels. 
Addressing health workforce shortage, maldistribution and performance challenges is essential 
to progress towards all health-related goals, including universal health coverage. Furthermore, 
the health sector has the potential to be a driver of economic growth through the creation of 
qualified employment opportunities, in particular for women.
The education deployment of interprofessional primary care teams of health workers should 
reflect a diverse and sustainable skill mix; in some contexts this may entail harnessing the 
potential of community health workers (CHWs) as part of broader efforts to strengthen primary 
health care and the health workforce more generally. There is growing recognition that CHWs 
and other types of community-based health workers are effective in the delivering of a range 
of preventive, promotive and curative health services, and that they can contribute to reducing 
inequities in access to care.
Below are some WHO recommendations to improve the design, implementation, performance 
and evaluation of CHW programmes (adapted from: “WHO guideline on health policy and 
system support to optimize community health worker programmes”)
• Selection – Criteria for selecting CHWs for pre-service training

– Minimum educational level that is appropriate to the task(s) under consideration
– Membership of and acceptance by the target community
– Gender equity appropriate to the context
– Personal attributes, capacities, values, and life and professional experiences of the 

candidates (e.g. cognitive abilities, integrity, motivation, interpersonal skills, demonstrated 
commitment to community service, and a public service ethos)

• Competencies in curriculum for pre-service training – Competency domains for the curriculum 
for pre-service training of the CHWs
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Core
– Promotive and preventive services, identification of family health and social needs and risk
– Integration within the wider health care system in relation to the range of tasks to be 

performed in accordance with CHW role, including referral, collaborative relation with other 
health workers in primary care teams, patient tracing, community disease surveillance, 
monitoring, and data collection, analysis and use

– Social and environmental determinants of health
– Provide psychosocial support
– Interpersonal skills related to confidentiality, communication, community engagement and 

mobilization
– Personal safety
Additional
– Diagnostic, treatment and care in alignment with expected role(s) and applicable regulations 

on scope of practice
• Modalities of pre-service training – Modalities for delivering pre-service training to CHWs

– Balance of the theory-focused knowledge and practice-focused skills, with priority 
emphasis on supervised practical experience

– Balance of face-to-face and e-learning, with priority emphasis on face-to-face learning, 
supplemented by e-learning on aspects which are relevant

– Prioritization of training in or near the community wherever possible
– Delivery of training and provision of learning materials in language that can optimize the 

trainees’ acquisition of expertise and skills
– Ensuring a positive training environment
– Consideration of interprofessional training approaches where relevant and feasible

•	 Competency-based	certification
 Certification is defined as a formal recognition awarded by relevant authorities to health 

workers who have successfully completed pre-service education and who have demonstrated 
meeting predetermined competency standards

• Supportive supervision – Supportive supervision strategies in the context of CHW programs
– Appropriate supervisor-supervisee ratio allowing meaningful and regular support
– Ensuring supervisors receive adequate training
– Coaching and mentoring of CHWs
– Use of observation of service delivery, performance data and community feedback
– Prioritization of improving the quality of supervision

• Data collection and use
 WHO suggests that practicing CHWs document the services they are providing and that 

they collect, collate and use health data on routine activities, including through relevant 
mobile health solutions. Enablers for success include minimizing the reporting burden and 
harmonizing data requirements; ensuring data confidentiality and security; equipping CHWs 
with the required competencies through training; and providing them with feedback on 
performance based on data collected.
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Regional Perspectives

Africa
Vision rehabilitation service provision varies across the African Region, between and within 
countries. In some settings, only very elementary primary level services are available, which 
still struggle to provide the most basic eye care and lack the requisite vision assessment skills 
to meet the needs of children and adults. In others, however, advanced tertiary level centers 
have been established. Low vision rehabilitation is not a government priority, since it is often 
overshadowed by other urgent health issues that are prominent in the Region, such as malaria, 
HIV and the high prevalence of cataracts. Gaps in service provision are therefore arising when 
non-governmental organizations withdraw, having set up services, while government support 
is not being provided to enable those services to continue. Research and access to reference 
materials is also lacking. Efforts are therefore required to make low vision rehabilitation a 
more attractive prospect for governments in order to garner greater support. 

SWOT analysis

Internal

Strengths Weaknesses

• Experienced professionals are 
available, knowledgeable in the area 

of low vision and are passionate about 
their work

• Eye care services are constantly 
improving in the region

• Many of the services provided are only available in the private 
sector

• Knowledge of rehabilitation other than clinical low vision is 
lacking

• Services face financial constraints and time restrictions

• Information on education for children with visual impairments 
is lacking

External

Opportunities Threats

• NGOs and governments are aware 
of the need for vision rehabilitation 

services and some work 
is already being done

• NGOs tend to work in silos, in competition with each other and 
with governments

• Eye care professionals tend to work in competition with each 
other
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The Americas
Low vision rehabilitation service coverage varies across the Americas, with generally good 
coverage in Canada, unequal distribution of services in the United States, and low levels of 
coverage in Latin America, with no coverage in some Latin American countries. Access tends to 
be best in developed, urban settings, with rural and remote areas often remaining underserved. 
Access to assistive devices also varies. Some excellent models of care are available, one 
example being services provided by the United States Department for Veterans’ Affairs, 
which triage and match individuals to the intensity of multidisciplinary rehabilitation service 
required. Evidence shows that low vision rehabilitation is a valuable element in preventing 
falls, depression, dependence and the need for long-term care. 

SWOT analysis

Internal

Strengths Weaknesses

• There is a broad range of expertise in 
the Region

• Stakeholders are engaged

• Effective models of care exist

• There are many vision rehabilitation models

• Triage to intensive rehabilitation, when required, is often lacking

• There is a lack of funding for training in many settings

• There is a lack of consensus regarding outcomes and hence 
effectiveness

• Data collection is fragmented

External

Opportunities Threats

• New technologies are becoming more 
affordable

• Evidence supports the value of support 
groups and self-management programs 

and there can be offered efficiently

• There is an interest in efficiency 
in chronic disease management in 

health care which may support further 
development of efficient models of 

multidisciplinary vision rehabilitation

• The ageing population, increasing population and advances in 
medical treatments will lead to increasing numbers of individuals 

who will require vision rehabilitation

• Device coverage is insufficient and affordability threatens access 
to devices

• Inadequate funding for services in some areas

• Patients are unaware of the potential benefits of rehabilitation

• There are barriers to access, such as comorbidities and transport 
issues

• Cost effective services are required for lower income settings

• Referrals are lacking and there is a general lack of awareness 
of the need for vision rehabilitation services by health care 

professionals, health planners and administrators
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Eastern Mediterranean
Data on low vision rehabilitation in the Eastern Mediterranean Region is generally lacking, and 
many countries are not in a position to ensure monitoring or data collection owing to political 
instability. Low vision care services vary considerably from country to country. Meetings of 
experts at the regional level have concluded that regional guidelines on low vision should 
be elaborated. Countries that have no services at all should aim to establish a low vision 
clinic and those that already have services up to tertiary level should increase coverage at 
the district level as part of comprehensive eye care. There are large numbers of children with 
visual impairment in the Region, thus making early intervention in low vision care a priority.

SWOT analysis

Internal

Strengths Weaknesses

• Low vision services are well developed 
in some parts of the Region

• Excellent services for children are 
available in some areas

• Early intervention is a priority 

• Low vision services for adults are limited

• Coverage of low vision services is poor

• The curricula for training personnel require revision and 
standardization

External

Opportunities Threats

• Comprehensive eye care teams are 
being established

• A regional meeting has been held, and 
a task force established to follow up on 
the recommendations emanating from 

the meeting

• Countries with tertiary level services 
could extend those services at the 

district level

• Consultations could be held with 
consumer groups 

• There is a lack of interest in low vision rehabilitation among 
ophthalmologists

• There is a lack of information and awareness of the benefits of 
low vision rehabilitation

• Medical insurance coverage is low

• The cost of importing materials and devices is high

• Imported materials and devices can get delayed at customs
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Europe
There is a large number of societies and organizations working on low vision in the 
European Region, but the number of professionals and specialized centres remain extremely 
heterogeneous from a country to another. Challenges are, however, posed by the lack of a 
harmonized definition of low vision and vision rehabilitation, inconsistencies in the recognized 
threshold for legal blindness, and differing definitions of eligibility for vision rehabilitation, all 
of which can lead to people being denied access to vision rehabilitation services. 

SWOT analysis

Internal

Strengths Weaknesses

• There is a wide range of professional 
experience in vision rehabilitation across 

the Region

• Institutions are strong in some leading 
countries

• Networks are well developed in a number 
of regions

• Private sector corporations and NGOs are 
active in vision rehabilitation

• Associations of patients are strong 

• Categorization and definitions are nor harmonized

• Expertise, references and guidelines are not standardized

• Assessment is lacking

• There is insufficient coordination

• Training of personnel is inadequate

• There is a lack of government acknowledgment of the 
importance of vision rehabilitation

External

Opportunities Threats

• New treatments are becoming available 
for blinding diseases

• Post-treatment rehabilitation can be 
further developed 

• Economic crisis has put pressure on funding

• Transport issues can cause barriers to access
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South East Asia
The South East Asian Region has an extremely large, ageing population, which is increasing the 
demand for vision rehabilitation. While almost all countries in the Region have some Vision 
2020 initiatives in place, low vision rehabilitation has only been prioritized in one country. 
While Government funded services are available in the Region, coverage and accessibility 
are poor. The private sector and NGOs provide eye care, but at a cost, and very few people 
have health insurance coverage. An ideal model for the Region would be one of government 
ownership of eye care, led by a Government appointed focal person, with clearly defined roles 
for NGOs and the private sector.

SWOT analysis

Internal

Strengths Weaknesses

• Low vision services are available and costs are 
often absorbed by governments

• There are adequate human resources for care

• Low vision care is already included in some 
professional training courses

• Centres of excellence with rehabilitation 
facilities exist

• Primary rehabilitation services with links to 
ophthalmology services have been developed

• Social services departments are defining low 
vision as an area of interest

• The magnitude of the issue is not fully understood by 
ministries of health

• Low vision rehabilitation is not a healthy system 
priority

• The organization of low vision care is particularly 
complex

• Systems are not target driven

• Government, NGOs and private sector funding is not 
adequately coordinated

• The data collection system is poor, and data collection 
and monitoring are inadequate

• Collaboration between care providers is poor

External

Opportunities Threats

• The country with the largest population in the 
Region had adequate human resources

• Vision 2020 has been set up in all countries in 
the Region

• Countries are developing their own strategies for 
low vision care

• The rights of persons with disabilities are 
becoming better known

• NGOs in the Region are actively promoting low 
vision care

• Some eye diseases are gaining prominence over 
others, owing to better financial return for services

• Professional training for low vision care is not 
standard

• Vision rehabilitation is not an eye care priority

• Collaboration among sectors is lacking

• Funding allocations are insufficient

• Low vision care is not included in care management 
strategies

 



35

international vision rehabilitation standards

Western Pacific
In the majority of countries that responded to a survey in the Western Pacific Region, fewer 
than 10 per cent of people with low vision had access to low vision rehabilitation services. 
Many countries in the Region do not have any data on low vision services. Common diseases 
in the Region include diabetic retinopathy, glaucoma and age-related macular degeneration. 
Consideration must therefore be given to the long-term provision of care and services that 
would be accessed multiple times throughout the life course. In higher income countries in 
the Region, tertiary services are already available, while low income countries have no vision 
rehabilitation services at all. Some countries, such as Cambodia, have excellent examples of 
community-based care, while in the Pacific Island States care is only available in Fiji. On the 
whole, children with vision impairment remain in mainstream education, and social welfare 
and financial benefits are usual in the high and some mid resource countries. 

SWOT analysis

Internal

Strengths Weaknesses

• There are existing guidelines and standards in place

• Good data low vision prevalence is available for most 
countries

• A wide range of staff and resources are available

• Levels of stakeholder engagement are positive

• Large, sustainable organizations (NGOs) are present

• Health insurance coverage is lacking in 
many low resources countries

• Services tend to be located mainly in 
urban areas

• Access to service is poor

• Monitoring and evaluation are lacking

External

Opportunities Threats

• Vision 2020 partnerships can be used for advocacy

• National disability insurance schemes are being introduced

• Low vision is included in most countries in the training for 
optometrists and orthoptists

• Some research and planning is under way

• The number of older people requiring 
services is increasing

• There is a general lack of awareness of the 
need for services

• Barriers exist to the use of services
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International Standards 
on Vision Rehabilitation 
 
The International Consensus Conference on Vision Rehabilitation Standards was held in Rome, 
Italy from 9 to 12 December 2015, and was attended by some 39 technical experts from 25 
countries. Participants included representatives from all six WHO regions, encompassing a 
broad range of professional experience, not only in optometry and ophthalmology, but also 
in education, orientation and mobility, and pediatrics. During the Conference, participants 
shared their experiences in the field of vision rehabilitation from their various professional 
perspectives and worked together to revise and amend the draft standards on vision 
rehabilitation, specifying the services required at the primary, secondary and tertiary levels, 
how those services would be provided, by whom, and where. At the primary and secondary 
levels, two sets of standards were drawn up: essential services, and additional, optional services 
to broaden and strengthen vision rehabilitation at each level. The aim of the Conference 
was to finalize the standards, ensuring their global relevance and applicability, as a tool for 
achieving universal access to low vision rehabilitation, and to design a set of indicators, to use 
in assessing the impact of the applying the standards. 

Special considerations for the child
The brain collects a high percentage of information through visual inputs. Several brain areas 
are devoted to the processing of images in order to detect all the information that make 
us to move, learn and have a social life. When a visual deficit occurs at an adult age the 
individual can lose some competences and needs to compensate as possible. When a visual 
deficit occurs very early, children are at high risk to develop mental and motor delay and 
behavioural problems. Several studies evidenced that since the neonatal age a baby prefers to 
look at the face and can imitated the mimic movement. Visual interaction is fundamental for 
babies and parents to build a good relationship; the process of learning through vision starts 
since the neonatal age. Visual exploration of faces, objects and environment is crucial for the 
neurodevelopment of a typical toddler. 
These early information help to activate and organize the link between the primary visual 
cortex and the visual associative areas. If this link fail to activate it can influence visuo-cognitive 
abilities and learning competences at school age. This implies that an early detection and 
intervention is fundamental for the best development of a child with vision impairment. It 
is possible to learn without vision but it is crucial to have a clear profile of competences of 
a child in order to give the right support and use the best methods, according to the child’s 
needs, to make possible a good neurodevelopment and cognitive level. 
Early identification of sensory impairment is important because there are critical periods of 
development for senses, and the earlier interventions begun, the more they will be successful 
for the child. It is important that we identify children early from a number of community 
sources, eye care specialists, medical providers, community educators and health care workers.
The first year of life is especially important for the critical periods for vision, social interactions 
that may be limited by vision impairment, hearing may compound sensory input, and this may 
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affect intellectual and social development adversely.
Vision impairment and hearing impairment are often hidden disabilities. They are not obvious 
as cerebral palsy, or other physical challenges are. There are proven interventions for children 
with vision impairment.
The greatest difference between adults and children with visual impairment is related to 
development. Children are developing functions and concepts based on impaired vision whereas 
adult persons with vision impairment may have a background of normal visual experiences. The 
differences between adults and children should be mirrored in our structure of standards at 
the primary, secondary and tertiary level*. Identification and referral for diagnostic evaluation 
begin at the primary level. Children with vision impairment may be referred to secondary or 
tertiary level for diagnosis and habilitation planning but it is expected these services are to be 
provided in part at the primary or community level where the child lives.

The work has confirmed the following:
• the approach to the subject visually impaired who undertakes a rehabilitation program 

should be multidisciplinary and centered on the person and not clinic focused;
• the rehabilitative intervention should be tiered on the basis of the individual goals and 

individual risks;
• it is needed collaboration, cooperation and communication between all professionals roles 

involved in the process of vision rehabilitation and between workers at different levels of 
vision rehabilitation;

• the lack of epidemiological data on the causes of low vision and, more in general, on the 
vision rehabilitation require that the collection of data occurs from primary level; the tertiary 
level will collect the data and analyze them statistically;

• in children, the habilitative/rehabilitative intervention should be as early as possible.

The experts reached a consensus on the following:
• it is appropriate to revise the definition of a person with low vision as defined by the WHO 

in in following way: “May eligible to vision rehabilitation patients with low vision as defined 
by WHO/PBL/93.27, and generally patients with bilateral visual defects, of troubles of visual 
cognition interfering with daily life”;

• it seems appropriate to speak of vision rehabilitation and no more of visual rehabilitation, 
since the vision should be considered as a multiple function: a function of perception, 
exploration, cognition and regulation, and vision rehabilitation should therefore be addressed 
through a multidisciplinary approach, tailored to the specific needs of the individual;

• the overlapping of competencies makes it appropriate to speak of skills and not more of 
professional roles, especially at the primary level, regardless of the economic setting;

• it is opportune, therefore, to create curricula for operators of vision rehabilitation (eye care 
workers, health care workers and medical studies);

• it is agreed to recommend that for every patient, a supervisor is to be designed, to coordinate 
the multidisciplinary approach and to update patient’s records;

* See Summary tables of International Standards for Vision Rehabilitation contained in Annex 1
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• it is agreed to use the TARSS (Tool for Assessment of Rehabilitation and Support Services) as 
a tool that aims to provide the information needed to achieve the goals and the objectives of 
the WHO Action Plan for the Prevention of Avoidable Blindness and Visual Impairment 2014-
2019 and the WHO Global Disability Action Plan 2014-2021: Better Health for All People with 
Disability. The TARSS is an innovative approach to assess the accessibility, and somehow, 
the functionality of the services and systems for several eye condition management, among 
which vision rehabilitation. It is a tool based on a questionnaire to be administered to the 
national providers and users of rehabilitation 

 

Primary level services

Primary level services are the first point of contact between an individual and the health care 
system, usually based at the local community level and provided in a variety of settings. Primary 
level services provide a critical link to specialized care, through referrals to further services 
at the secondary and tertiary levels. Consideration must be given to ensuring open lines of 
communication among all three levels, to maintain patient follow-up, ensure that referrals 
are acted upon and that the results of referrals are communicated back to the primary level. 
Primary level services should be provided in a wide range of settings, in order to maximize 
coverage, with these settings including maternal and child facilities, eye care and health care 
facilities, schools, community-based rehabilitation facilities and other community settings. 
The following standards are considered essential for establishing primary level services for 
vision rehabilitation.

Assessment
Vision screening of adults and children at the basic primary level should include distance and 
near visual acuity and confrontation visual field. To provide this service, visual acuity charts 
(distance and near, adult and paediatric, culturally and ability appropriate) will be required, 
as well as a pen torch. The WHO low vision kit may be used. This screening will be done 
by primary eye- and health care workers, community workers, teachers or others trained to 
measure visual acuity and confrontational visual field as appropriate. 
The individual needs, goals and personal risks of children and adults with low vision should 
be considered, discussed and assessed, along with their current ability to complete tasks that 
require vision (functional vision). The WHO low vision kit may be used. 

Rehabilitation
Non-optical devices should be provided, with training in activities of daily living (such as 
cooking, shopping, managing personal affairs or playing), basic mobility and environment 
modifications. The devices provided may include equipment for activities of daily living such 
as bold pens, reading stands, lamps, high contrast items, filters, devices to listen to audio 
books, talking watches or toys that offer increased contrast. Instruction such as sighted guide 
technique or basic protection technique may be offered. These activities should be done by 
primary eye- and health care workers, community-based rehabilitation workers, teachers or 
others with the capacity to assess individual needs and the individual’s environment and to 
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provide basic habilitation and rehabilitation for children and adults with vision impairment.
Children and adults should be referred, when necessary, for further services, such as 
comprehensive eye examination, other levels of rehabilitation, health care, services for the 
elderly, early childhood services, social services and education services. Referrals can be 
made by primary eye- and health care workers, community workers, teachers or others with 
an understanding of the needs for referral to these various services.
If appropriate follow up should be conducted by primary service providers after an individual 
has received service at another level of rehabilitation or another type of service. 

Information and education to raise awareness about vision loss
Information on the benefit of vision rehabilitation should be provided for adults and children 
with low vision or blindness, and for the wider community, to raise awareness about vision loss 
and the benefits of early intervention. This should be achieved using promotional campaigns 
or routine communication that draw attention to vision rehabilitation and methods for referral 
to services. All individuals involved in community-based rehabilitation, primary health care 
and multidisciplinary rehabilitation can contribute to these efforts to raise awareness on the 
vision rehabilitation process. 

Data collection
Data should be collected about the number of individuals receiving services and the type 
of services received. Data should be collected by primary eye- and health care workers, 
community workers, teachers or others with a knowledge of data collection.
 

Primary “Plus” services

Additional, optional elements of care under both Assessment and Rehabilitation are 
recommended to enhance service provision at the primary level. As with essential primary 
services, these should also be provided in a wide range of communities and settings, in order 
to maximize coverage and availability.

Assessment
Refraction and reading evaluation can be carried out using refraction equipment and reading 
tests. These tests would be conducted by optometrists, orthoptists, vision technicians, 
ophthalmic technologists or other personnel trained in refraction. Self-test (try and pick 
for glasses) should always be discouraged as they might turn into inappropriate refractive 
correction which are particularly damaging for children.

Rehabilitation
Primary level support services for persons with vision impairment and their families can include 
offering information about community services and adjustment to vision loss, counselling 
and peer support options. These can be provided by primary eye- and health care workers, 
community workers, teachers or others with knowledge of those services.
Low vision devices can be prescribed and provided for adults and children, along with training 
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in how to use such devices. These could include low power distance and near low vision 
devices, filters, accessible mobile telephones, and devices for completing activities of daily 
living. These can be provided by eye care practitioners, including orthoptists, optometrists, 
ophthalmologists, vision technicians (refractionists), rehabilitation workers, teachers, 
community-based rehabilitation workers, and social welfare staff.
Recommendations can be offered on how to best manage daily activities, how to modify 
one’s environment (domestic, school and work environments) and how to use sighted guide 
technique. Basic rehabilitation services, including training in the use of optical low vision 
devices, should be matched to the needs of the individual. These rehabilitation services can 
be provided by primary eye- and health care workers, community workers and teachers. 
Telephone and internet communication could be used for consultations with individuals in 
remote areas, as a means of providing early intervention, education and rehabilitation advice. 
These remote services could be provided by any individual involved in vision rehabilitation at 
the primary level.
 

Secondary level services

Secondary level services are usually provided by medical specialists and other health 
professionals. They tend to be based at the district or regional levels and provided in a range 
of settings, typically hospitals and institutional settings. The standards for essential secondary 
level vision rehabilitation services are described below.

Assessment
Essential assessments at the secondary level include assessment of the individual’s history, 
individual goals, comorbidities, specific needs and living situation. This interview can be done 
by eye- and health care workers, ophthalmic nurses, teachers, social workers, rehabilitation 
staff or others with knowledge of the causes of vision loss and vision rehabilitation processes. 
Such assessments would be conducted in schools, community settings, secondary eye- and 
health care centres, district hospitals and rehabilitation facilities.
Visual functions must be assessed (including visual acuity, contrast sensitivity, depth 
perception, colour vision, light and dark adaptation, and central/peripheral visual fields as 
indicated) and refraction should be done. At this level, discussion and education with the 
individual concerned and his or her family are particularly important and should be repeated as 
necessary during follow up. Vision assessment equipment and ophthalmic equipment should 
be used to conduct these assessments. The evaluation should be done by eye care providers, 
such as ophthalmologists, optometrists, ophthalmic clinical officers, ophthalmic technicians 
or orthoptists and conducted in health settings that provide low vision rehabilitation services, 
schools, optometry clinics, orthoptic clinics, eye care or refraction centres, ophthalmology 
clinics or in people’s homes.
Assessment at secondary level should also assess how the individual uses their residual 
vision to perform tasks (functional vision) and the ability or inability to carry out activities of 
daily living requiring vision, such as reading, writing, using a computer or ambulation. These 
assessments could be conducted by eye health professionals, allied health professionals, 
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rehabilitation specialists, orientation and mobility specialists or education specialists, and 
could be carried out in schools, community settings, secondary eye and health centres, district 
hospitals, rehabilitation facilities or in people’s homes.

Rehabilitation
Low vision aids should be demonstrated with trial devices. Initial training should be provided 
and then devices prescribed and provided. The standard list of devices for secondary centres 
can be found in Annex 3. This should be done by eye care providers, including orthoptists, 
optometrists, ophthalmic clinical officers and ophthalmologists. Services in this regard should 
be provided in health settings that provide low vision rehabilitation services, optometry 
clinics, orthoptic clinics, eye care or refraction centres, ophthalmology clinics, or in schools or 
people’s homes.
Rehabilitation at the secondary level should also include additional training in the use of low 
vision devices as required, as well as training in conducting activities of daily living, and the 
use of alternate strategies and senses, and modifications to the environment. Orientation and 
mobility training to ensure safe ambulation should be provided if required. Training should 
be done using distance and near vision devices, activities of daily living and mobility devices, 
filters, and sighted guide techniques. Training should be provided by eye health professionals, 
allied health professionals, rehabilitation specialists, orientation and mobility instructors, 
and education specialists, and should be carried out in secondary eye and health facilities, 
district hospitals and rehabilitation centres, schools and community or home settings.
Training in the use of assistive technologies, such as computer accessibility, text to speech, 
cell phone accessibility and GPS technology, should also be provided using appropriate 
technologies matched to user goals. Devices may include mobile telephones, tablets and 
computers. Training in the use of assistive technologies should be provided by rehabilitation 
specialists, orientation and mobility specialists and education specialists, and, as with training 
in the use of low vision devices, should be conducted in secondary eye and health facilities, 
district hospitals and rehabilitation centres, schools and community or home settings. Braille 
instruction would also be offered at secondary level.
Psychosocial support, such as counselling and peer support groups for persons with vision 
impairment and their families, should be provided at the secondary level. These services 
should be provided by psychologists, counsellors, self-help organizations, social workers, 
teachers and rehabilitation staff, in schools and community settings, secondary eye- and 
health care facilities, district hospitals and rehabilitation centres.
Case management during ongoing care should be provided by monitoring of the rehabilitation 
process, clinical status and progress toward goals. This should be done by rehabilitation staff 
in settings such as secondary eye- and health care facilities, district hospitals, rehabilitation 
centres, schools, community centres and homes. 
Telephone and internet communication should be set up with adults and children in remote 
areas, or with distant consultants, for early intervention, education and rehabilitation advice. 
These services could be provided by any individual involved in vision rehabilitation, through 
education and rehabilitation resource facilities.
Where necessary, referrals should be made, by specific referral letter or process, to other 
levels of vision rehabilitation, eye care, health care, care for the elderly, paediatric care and 
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education services. This should be done by eye health professionals, allied health professionals, 
rehabilitation specialists, orientation and mobility instructors and education specialists, in 
secondary eye- and health care centres, district hospitals, rehabilitation facilities, schools, 
homes and community settings.

Awareness
Adults and children with low vision or blindness, and the wider community, should be offered 
information about vision loss, and the benefits of rehabilitation and early intervention. This 
may include a variety of communication methods and also promotional campaigns conducted 
at the secondary level of service. This information should be disseminated by eye- and health 
care workers, ophthalmic nurses, teachers, social workers, rehabilitation staff and others with 
knowledge of the causes of vision loss, vision rehabilitation processes and visual milestones, in 
a wide range of communities and settings in order to ensure broad coverage and accessibility. 
These should include schools, community settings, secondary eye- and health care facilities, 
district hospitals and rehabilitation centres.

Data collection
Questionnaires on quality of life and structured interviews should be administered by eye care 
and rehabilitation staff in eye care facilities, low vision clinics and rehabilitation centres. 

Secondary “Plus” services

The following additional, non-essential standards have also been elaborated, to build on and 
improve the essential services at secondary level. 

Assessment
Young children could be assessed to identify the need for early childhood intervention, using age 
appropriate visual function assessment. This would be done by paediatric ophthalmologists, 
optometrists, orthoptists and paediatric neurologists, in settings including schools, paediatric 
hospitals, secondary eye- and health care facilities, district hospitals, rehabilitations centres 
and homes.

Rehabilitation
Additional rehabilitation services at secondary level could include psychological support, 
such as counselling, conducted by psychologists or other trained personnel. Services may 
include clinical interviews and questionnaires. This support would be provided in secondary 
level eye- and health care facilities, district hospitals, rehabilitation centres, schools, homes 
and community settings.
Vocational counselling could also be provided by vocational counsellors, offering advice and 
information about employment and vocational retraining. This service could be offered in 
secondary eye- and health care facilities, district hospitals, rehabilitation, centres, schools, 
homes, workplaces and community settings. 
Leisure programmes could be organized for adults and children with low vision, such as 
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recreational camps, sports camps and community programmes. This would be done with the 
involvement of rehabilitation staff, technical experts and occupational therapists, and would 
be organized within communities and schools.
Rehabilitation could also include neurovisual interventions, using biofeedback stimulations 
and instruments that enhance residual visual functions, such as fixation stability, retinal 
sensitivity and saccadic movements. These interventions would be conducted by rehabilitation 
personnel, health care personnel, and would take place in health settings providing low vision 
rehabilitation services, such as optometry clinics, orthoptic clinics, ophthalmology clinics and 
eye care or refraction centres.
Home and environment evaluations and adaptations could also be provided at the secondary 
level led by members of a multidisciplinary team, including specialist teachers and eye- and 
health care professionals working in individuals’ homes and environments.

Data collection
Data should be collected, analysed and reported using assessment tools and checklists, by 
statisticians, researchers and epidemiologists. Such data collection should take place in 
settings such as secondary eye- and health care facilities, district hospitals, rehabilitation 
centres, schools, universities and research centres. 
 

Tertiary level services

The tertiary level comprises specialized consultative health care, which is usually based at 
the national level and provided in hospital settings. Tertiary level not only includes services 
that deal directly with individuals requiring vision rehabilitation, but also includes research, 
program development, staff training, professional development, advocacy, and data collection 
and analysis.

Assessment
The cause of vision loss should be assessed and eye examinations conducted, using complete 
range of ophthalmic assessment instruments (Annex 3). These examinations should be 
conducted by ophthalmologists and optometrists in clinics, hospital settings and low vision 
centres.
The individual’s history, goals, comorbidities, particular needs and living situation should be 
recorded, using interviews and questionnaires. These assessments and records would be made 
by eye- and health care workers, ophthalmic nurses, teachers, social workers, rehabilitation 
staff or others with knowledge of the causes of vision loss and vision rehabilitation processes, 
and would be conducted in eye and health centres, district hospitals, rehabilitation centres, 
schools or community settings.
Visual function in children and adults should be assessed as indicated (visual acuity, contrast 
sensitivity, fixation stability, retinal sensitivity, light and dark adaptation, depth perception, 
colour vision, central/peripheral visual field, refraction, and neurosensory evaluation), using 
distance and near visual acuity charts (for adults and children), contrast sensitivity tests, tests for 
light and dark adaptation, depth perception, colour vision, visual field assessment equipment, 
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refraction equipment, electrophysiological instruments and ophthalmic diagnostic equipment. 
Such assessments should be carried out by eye care professionals, ophthalmic nurses or others 
with the ability to perform ophthalmic examinations and neurosensory assessments. 
The ability of the individual to complete tasks using residual vision or functional vision, should 
also be assessed, including the ability to carry out activities of daily living, such as reading, 
writing, driving, using a computer, and ambulating. These assessments would be carried out 
by eye- and health care professionals, rehabilitation specialists, orientation and mobility 
specialists and education specialists, and would be conducted in eye care and rehabilitation 
facilities that provide low vision services through a multidisciplinary approach, and in schools 
and community settings.

Rehabilitation
Low vision devices should be demonstrated, tried, prescribed and supplied. See Appendix 3 for 
the list of devices for tertiary facilities. Devices should be prescribed and supplied by eye care 
providers, such as orthoptists, optometrists, ophthalmic clinical officers and ophthalmologists, 
in eye care and rehabilitation facilities that provide low vision rehabilitation services through 
a multidisciplinary approach, and in schools or community settings.
Rehabilitation at the tertiary level should also include training in visual skills, the use 
of simple and advanced low vision devices, assistive technologies such as text to speech, 
activities of daily living, orientation and mobility, GPS, sighted guide technique and methods 
to modify the environment. Braille training should be included at this level of rehabilitation. 
Training should be in line with individuals’ goals and specific needs. Training should include 
the use of distance and near vision devices, activities of daily living devices, mobility devices, 
filters, mobile telephones, tablets and computers, and should be conducted by eye health 
professionals, allied health professionals, rehabilitation specialists, orientation and mobility 
instructors and education specialists. It should be provided in eye care facilities that provide 
low vision rehabilitation services through a multidisciplinary approach, rehabilitation centres, 
schools, homes or community settings.
Psychological support for adults, children and families, should be provided through counselling 
sessions, self-help groups or peer support and conducted by psychologists or other trained 
personnel. This could take place in eye care facilities that provide low vision rehabilitation 
services through a multidisciplinary approach, or in schools or community settings.
Vocational counselling should also be available, offering advice and information about 
retraining and employment provided by vocational counsellors in tertiary eye- and health care 
centres, district hospitals, rehabilitation centres, schools, workplaces, homes or community 
settings.
Paediatric assessments and rehabilitation services for children with low vision are important at 
the tertiary level, including visual processing evaluation, learning media assessment, literacy 
instruction, assessment of neurodevelopment (cognitive, visual and spatial perception), 
social relations (with family and peers) and scholastic progress. These services should be 
provided by pediatric ophthalmologists, teachers, orthoptists, rehabilitation personnel and 
orientation and mobility specialists, in tertiary eye- and health care centres, district hospitals, 
rehabilitation centres, schools, homes and community settings.
Ongoing care and case management should be achieved by supervising the rehabilitation 
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process and monitoring the clinical status of the individual concerned. This should be done by 
rehabilitation staff in national tertiary-level centres.
There should be communication among, and referral to, other levels of vision rehabilitation, 
eye care and health care, using specific referral contacts and information. All eye care, 
rehabilitation and education staff should be involved in this, and it should take place in all 
eye care settings at primary, secondary and tertiary levels.

Training
Training in rehabilitation methods should be available for all cadres of rehabilitation teams, 
through staff training curricula, courses, fellowships and mentor programmes. Staff training 
should be conducted by educators and trainers experienced in low vision, blindness and vision 
rehabilitation and should be provided by national or regional tertiary level centres.

Awareness and advocacy
Networking with other subspecialties of ophthalmology and health care as well as regional, 
national and international stakeholders is particularly important, and efforts should be made 
to establish links and contacts in that regard. Such networks should be created by National eye 
care committees, low vision rehabilitation practitioners and trained national focal persons, 
with the involvement of researchers, administrators, people with low vision and their families; 
it should be based in national tertiary-level centres.
Awareness raising should be conducted and information disseminated for adults and children 
with low vision or blindness in the wider community. This should be done using evidence-
based messages, promotional campaigns, media, outreach and education materials, as well 
as by designing and producing materials in national centres. Such awareness raising and 
the dissemination of information should be conducted by eye- and health care workers, 
ophthalmic nurses, teachers, social workers, rehabilitation staff and others with a knowledge 
of the causes of vision loss, vision rehabilitation and visual milestones, and should take place 
in rehabilitation, academic and health care settings.
Advocacy with regard to the needs of individuals with irreversible vision loss and policies 
on the development and sustainability of vision rehabilitation services are also necessary 
and should be initiated in collaboration with all stakeholders including provincial and 
national government, with the involvement of national eye care leaders. Allied eye health and 
community groups can be involved as well. This should be co-ordinated by staff in national 
centres at tertiary level.

Data collection and research
Data collected from primary, secondary and tertiary services should be analysed and reported 
by the tertiary level. This may include data from questionnaires, quality of life tools, and 
structured interviews. Analysis should be conducted by epidemiologists and data scientists 
tertiary settings.
Research related to impacts of vision loss, new technologies, new treatments, outcomes 
of services, and universal design of materials and environments, should be conducted by 
establishing collaborative networks and conducting investigations. These types of research 
should be done by researchers, clinicians, engineers, epidemiologists and health services 
researchers, at national tertiary-level facilities. 
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 Indicators
Performance indicators can be used to assess the outcomes and impact of applying vision 
rehabilitation standards. These have been divided into essential and optional indicators, 
with the optional indicators providing more detailed and in-depth analysis of the impact of 
services provided.

Essential 
• Number of people served and the percentage of people with low vision having access to 

vision (re)habilitation services
• Number of equipped facilities established
• Number and type of personnel trained
• Number and type of devices prescribed, trained and dispensed
• Number of referrals received at all three levels
• Assessment of impact on quality of life in the areas of:

a. Education
b. Employment, leisure and ADL
c. Psychosocial well-being

Optional
• Number of people with low vision assessed:

a. New cases
b. Follow up cases
c. Disaggregated by demographics
d. Co-morbidities

• Number of follow up consultations per patient
• Number of trained staff retained
• Number and types of awareness-raising programs developed and executed
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 VISION REHABILITATION CURRICULA
Preamble
One of the key outcomes of the first part of the Vision Rehabilitation Standards development 
process was the need to identify the required competencies and training programs for health 
and health-associate professionals delivering rehabilitation services to the visually impaired 
at the Primary, Secondary and Tertiary level of care.
Vision rehabilitation utilizes a wide range of interventions and strategies to address the 
broad impact that individuals experience as a result of vision impairment. Interventions 
include selection of appropriate devices, training, psychological support and modifications 
in environmental, vocational and educational settings, all aiming to improve the lives of 
those who live with vision impairment. Services are often provided by teams composed of 
individuals with different training and expertise. Vision rehabilitation varies around the world 
and even within single countries. This is due to many factors including differences in resources, 
manpower, patterns of disease, priorities, patient needs, culture, and government policies. In 
addition, there is currently a lack of evidence-based clinical practice guidelines comparable to 
those that exist in other areas of rehabilitation.
These curricula provide an educational framework and modifications will be needed once 
implemented in different settings, taking into account local, regional and national issues and 
priorities.
From 2016, the WHO has been working on Curricula for Vision Rehabilitation personnel, as an 
essential and conclusive part to the International Standards for Vision Rehabilitation.
Defining specific guidelines for workforce training within the Standard Framework was deemed 
essential not only to guide the alignment of education and training to population needs and 
health systems, but also to ensure increased access to quality-based interventions to visually 
impaired individuals, as early as possible in life.
The curricula were drafted following three main principles:
• Adopt a skill-centered approach;
• Differentiate education and training according to levels of service within the health system;
• Separate curricula for personnel of pediatric age and adult age.

Overview of the process
From June 2016
• Collection of existing material on vision rehabilitation training courses
• Selection according to completeness of the documents
• Matching the competencies with the Summary Tables of the International Standards for 

Vision rehabilitation and integration when insufficient.

2017-2018
• Identification of additional experts in professional education
• Dissemination of the drafted curricula to the international experts for feedback and 

suggestions
• Reconciliation of received feedback and use of the prevailing opinion in the case of divergent 

opinions
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2018-2019
• Review of the whole material
• Update of the curricula and production of the documents to be used for the agreement 

meeting

Key outcomes from the Children’s Work Group Session
The Children’s Working Group agreed on the following points:
• Primary and Primary “plus” is the most important level of care for the delivery of vision 

rehabilitation services to children. 
• Family and community involvement must be emphasized; they need to be trained at different 

levels.
• The changing pattern of vision impairment in children (mainly from ocular blindness and 

some with cortical vision impairment) should be taken into account. 
• The use of Telemedicine and Mentoring should be encouraged, especially in low income 

settings.
• Specific curricula for Teachers and CBR’ need to be developed at the Primary and Secondary 

Level. The profile of the visiting/itinerant teacher has a lot of potential, since it may bridge 
the gap between the Primary and Secondary Level.

• It is crucial to identify the key elements leading to the delivery of services and keep the 
curricula content as essential as possible. The content of the curricula aimed for non-health 
care workers should be streamlined.

Key outcomes from the Adults’ Work Group Session
The Adults’ Working Group agreed on the following points:
• Optometrists, Refractionists/Vision Technicians and Teachers need to be added to the list 

of cadres involved in the provision of low vision services
• Knowledge of the ICF contextual factors should be a requirement
• Correction of refractive error, functional assessment of low vision, counseling and selection, 

provision and training of low vision devices need to be introduced in the Primary Level 
curricula. Functional vision assessment needs to be included also at the Secondary and 
Tertiary Level. Definition “functional” needs to be provided. 

• Add priority areas for research (i.e. needs and outcomes of services, what works). Encourage 
data collection at all three levels of care, particularly at the Primary Level. Highlight key 
issues that will make a difference in a national report.

• Vision rehabilitation specialists at the Secondary and Tertiary Level should provide 
mentoring to Primary Level service providers, such as CBRs, teachers, etc.

• Referral can be defined as any process in which health care providers at lower levels of the 
health system, who lack the skills, the facilities, or both to manage a given clinical condition, 
seek the assistance of providers who are better equipped or specially trained to guide them.

• Therefore referral and support are not incompatible, there is a two way transmission between 
them. While Primary Level operators provide referrals to higher levels of care for advanced 
diagnosis, specialists from the Secondary and Tertiary Levels provide support to Primary 
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Level operators to ensure that expected outcomes are met, and create opportunities for 
discussion.

• Common content of courses at Secondary and Tertiary level should be made into one joint 
course. Extra modules/additional content could be provided for Tertiary Level trainees.

• Update with more emphasis on technology. Encourage the use of advanced and available 
technologies. Ensure that the curricula are updated, not outdated. Heading of the module 
to be updated as follows: “Understanding optical, non-optical, adaptive and electronic low 
vision devices”

 

Conclusion
Professional vision rehabilitation methods, services and training vary widely across the globe. 
At the same time, vision rehabilitation services and qualified vision rehabilitation personnel 
do not exist in many low- and middle-income countries.
The challenges posed by the current and projected need for eye care services to already 
strained health care systems and workforce demand immediate action.
These standards include a comprehensive, multidisciplinary approach to eye care and 
rehabilitation. Efforts are placed not only on diagnosis, treatment and rehabilitation care, but 
also on the importance of advocacy, awareness raising among families and communities, and 
ensuring adequate training for all individuals working with people with vision impairment, 
whether at the clinical or rehabilitation areas or within the wider context. 
The provision of standardized guidelines, both for service delivery and the training of 
professional vision rehabilitation personnel, aims to equip WHO Member States with the 
essential information and guidance to implement or improve the delivery of professional 
vision rehabilitation services both at a national and sub-national level.
Offering visually impaired people the opportunity to maximize the use of their residual 
vision through quality vision rehabilitation is critical not only to fulfil the rights of individuals 
with long-term impairments (as required by the Convention on the Rights of Persons with 
Disabilities), but also to reduce the burden of vision impairment and blindness and of related 
comorbidities, such as depression, dependency, accidents and fall-related injuries on societies 
and health systems alike.
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Annex 1

Summary tables of International Standards for Vision Rehabilitation

Essential services at Primary level

PRIMARY

WHAT (Services) HOW (Equipment) WHO (Workforce) WHERE (Places where services 
are provided)

ASSESSMENT 

Vision screening for adults and 
children including distance 
and near visual acuity and 
confrontation visual field 
assuring that eye care is 

available

Simplified visual acuity charts 
(distance and near, adult and 

pediatric), pen torch. The WHO 
Low Vision Kit can be used

Primary eye and health care 
workers, community workers, 

teachers, or others trained 
to measure visual acuity and 

confrontation visual field

Community and other settings 
that provide services such as 
primary health centres, CBR 
centres, maternal and child 

centres, eye and health centres, 
schools and community centres

Assessment of individual needs 
of adults’ and children’s goals 

and personal risks. Assessment 
of functional vision (how the 
individual uses their vision)

Functional vision assessment 
such as doing daily tasks 
that are important to the 

individual or using WHO Low 
Vision Kit

Primary eye and health care 
workers, community workers, 
teachers, or others trained to 

assess personal needs and 
environment

Community and other settings 
that provide services such as 
primary health centres, CBR 
centres, maternal and child 

centres, eye and health centres, 
schools and community centres

REHABILITATION

Provision of non-optical 
devices, training in activities 
of daily living, basic mobility 

and modifications of the 
environment

Non-optical devices such as 
writing instruments, bold 

pens, activities of daily living 
equipment, reading stands, 
lamps, high contrast items, 

filters, increased contrast toys. 
Instruction such as sighted 
guide technique or basic 

protection technique

Primary eye and health care 
workers, community workers, 
teachers, or others with the 

capacity to provide basic 
rehabilitation methods for 

adults and children with visual 
impairment

Community and other settings 
that provide services such as 
primary health centres, CBR 
centres, maternal and child 

centres, eye and health centres, 
schools and community centres

Information and referrals for 
adults and children such as 
referrals for comprehensive 

eye examination, other levels 
of rehabilitation, general 

health care, aged care, early 
childhood services, social and 

education services

Specific referral contacts

Primary eye and health care 
workers, community workers, 

teachers, or others with an 
understanding of needs for 

referral to vision rehabilitation, 
eye care, general health care, 

aged care, early childhood 
services, social and education 

services

Community and other settings 
that provide services such as 
primary health centres, CBR 
centres, maternal and child 

centres, eye and health centres, 
schools and community centres

Follow up to use of 
rehabilitation services as 

needed
Evaluation/contact as required

Primary eye and health 
care workers, community 

workers, teachers, or others 
with knowledge of vision 

rehabilitation, eye care, health 
care, aged care, early childhood 
services, social and education 

services

Community and other settings 
that provide services such as 
primary health centres, CBR 
centres, maternal and child 

centres, eye and health centres, 
schools and community centres
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AWARENESS

Information for adults and 
children with low vision or 
blindness and the wider 

community to raise awareness 
of vision loss and the benefit 

or rehabilitation and early 
intervention

Through effective 
communication instruments 
and promotional campaign. 
With awareness and access 
to education/information 

material

CBR, volunteers, primary 
health care workers and vision 

technicians or others with 
knowledge of eye disease, 
knowledge of the vision 

rehabilitation process and 
visual milestones

Community and other settings 
that provide services such as 
primary health centres, CBR 
centres, maternal and child 

centres, eye and health centres, 
schools and community centres

DATA COLLECTION

Data collection
Indicators such as numbers 

and details regarding 
individuals served

Primary eye and health care 
workers, community workers, 

teachers or others with a 
knowledge of data collection

Settings that provide services 
such as primary health centres, 
CBR centres, maternal and child 
centres, eye and health centres, 
schools and community centres
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PRIMARY

WHAT (Services) HOW (Equipment) WHO (Workforce) WHERE (Places where services 
are provided)

ASSESSMENT

Refraction, reading evaluation Refraction equipment, reading 
tests

Ophthalmologists, 
optometrists, orthoptists, 

vision technicians, ophthalmic 
technologists or other 

personnel trained in refraction

Community and other settings 
that provide services such as 
primary health centres, CBR 
centres, maternal and child 

centres, eye and health centres, 
schools and community centres

REHABILITATION

Support for persons with visual 
impairment and families such 

as information, counselling and 
peer support groups

Access to information and 
services such as self-help 

organizations

Primary eye and health care 
workers, community workers, 

teachers, or others with 
knowledge of information and 

services

Community and other settings 
that provide services such as 
primary health centres, CBR 
centres, maternal and child 

centres, eye and health centres, 
schools and community centres

Prescription, provision and 
training with low vision devices 

for adults and children

Distance and near devices, 
adaptive devices, filters, 

accessible cell phones, audio 
book players, ADL devices * **

Eye care practitioners such 
as orthoptists, optometrists, 

ophthalmologists, vision 
technicians (refractionists), 

rehabilitation workers, 
itinerant or school-based 

teachers, CBR workers, social 
welfare staff

Eye care and rehabilitation 
centres and schools

Basic rehabilitation for adults 
and children including training 
in the use of optical low vision 

devices

Devices identified as most 
useful to satisfy the personal 

needs, recommendations 
on how to best manage 

daily activities and 
recommendations on how to 

best modify their environment 
(domestic, school and work) 
and conduct sighted guide

Primary eye and health care 
workers, community workers, 

teachers

Community and other settings 
aiming that provide services 

such as primary health centres, 
CBR locations, maternal 

and child centres, eye and 
health centres, schools and 

community centres

Telephone/internet 
communication for 

consultations with adults and 
children in remote areas or 

with distant consultant

Early intervention, education 
and rehabilitation advice

Any individual involved in 
vision rehabilitation

Primary, secondary or tertiary 
services
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*Refer to the WHO GATE list

**Standard list of devices for primary level (Annex 3)
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SECONDARY

WHAT (Services) HOW (Equipment) WHO (Workforce) WHERE (Places where services 
are provided)

ASSESSMENT

Record individual history, 
goals, comorbidities, needs, 

living situation, etc.
Interview

Eye and health care workers, 
ophthalmic nurses, teachers, 
social workers, rehabilitation 

staff or others with knowledge 
of causes of vision loss and 
vision rehabilitation process

Settings such as schools, 
community settings, secondary 
eye and health centres, district 

hospitals and rehabilitation 
centres

Assessment of residual visual 
functions (visual acuity, 

contrast sensitivity, depth 
perception, color vision, light 
and dark adaptation, central/

peripheral visual field as 
indicated) and refraction. 

Discussion and education with 
patient and family. Repeated as 

necessary at follow up visits

List of vision assessment 
equipment, ophthalmic 

equipment

Eye care providers such 
as ophthalmologists, 

optometrists, ophthalmic 
clinical officers, ophthalmic 
technicians or orthoptists

Health settings providing a low 
vision rehabilitation service, 
schools, optometry clinics, 

orthoptic clinics, eye care or 
refraction centres, homes, 

ophthalmology clinics, homes

Assessment of functional 
vision and ability to carry 

out activities of daily living 
requiring vision (such as 

reading, writing or using a 
computer), assessment of 

vision for mobility

Assess use of vision by adults 
and children to complete a 

range of tasks such as reading, 
using a computer, ambulating, 

etc.

Eye health professionals, 
allied health professionals, 
rehabilitation specialists, 
orientation and mobility 

specialists, education 
specialists

Settings such as schools, 
community settings, secondary 

eye and health centres, 
district hospitals, homes and 

rehabilitation centres

REHABILITATION

Prescription and provision of 
low vision aids

Trial devices for 
demonstration and 

prescription for use by people 
with low vision or blindness*

Eye care providers such as 
orthoptists, optometrists, 

ophthalmic clinical officers, 
ophthalmologists

Health settings providing a low 
vision rehabilitation service, 
schools, optometry clinics, 

orthoptic clinics, eye care or 
refraction centres, homes, 

ophthalmology clinics

Rehabilitation including 
training in the use of vision 
with and without low vision 
devices, activities of daily 

living, orientation and 
mobility, visual and alternative 
strategies and senses, Braille 

and modifications to the 
environment

Distance and near devices, 
activities of daily living and 

mobility devices, filters, 
resources regarding sighted 

guide techniques

Eye health professionals, 
allied health professionals, 
rehabilitation specialists, 
orientation and mobility 

instructors, education 
specialists

Settings such as secondary 
eye and health centres, district 

hospitals and rehabilitation 
centres, schools and 

community or home settings

Training with assistive 
technologies, audio, Braille, 

GPS, etc.

Appropriate technologies for 
patients goals e.g. cell phones, 

tablets, computers

Rehabilitation specialists, 
orientation and mobility 
specialists, educational 

specialists

Settings such as secondary 
eye and health centres, district 

hospitals, rehabilitation 
centres, schools, homes and 

community settings

ST
AN

DA
RD

Essential services at Secondary level



55

international vision rehabilitation standards

ST
AN

DA
RD

Psychosocial support such as 
counselling and peer support 
groups for persons with visual 
impairment and their families

Individual and group 
interaction

Psychologists, counsellors, 
self-help organizations, 
social workers, teachers, 

rehabilitation staff

Settings such as schools, 
community, secondary eye 
and health centres, district 
hospitals and rehabilitation 

centres

Case management and ongoing 
care

Supervision of vision 
rehabilitation process, 

monitoring clinical status
Rehabilitation staff

Settings such as secondary 
eye and health centres, district 

hospitals, rehabilitation 
centres, schools, community 

centres and homes

Telephone/internet 
communication with adults 

and children in remote areas or 
with distant consultants

Early intervention, education 
and rehabilitation advice

Any individual involved in 
vision rehabilitation

Educational and rehabilitation 
resource centres

Referral to other levels of 
vision rehabilitation, eye 

care, health care, aged care, 
pediatric and education 

services

Specific referral letter

Eye health professionals, 
allied health professionals, 
rehabilitation specialists, 
orientation and mobility 

instructors, education 
specialists

Settings such as secondary 
eye and health centres, district 

hospitals, rehabilitation 
centres, schools, homes and 

community settings

AWARENESS

Awareness of information 
for adults and children with 
low vision or blindness and 

the wider community to raise 
awareness of vision loss, 

benefit of rehabilitation and 
early intervention

Through effective 
communication instruments 
and promotional campaigns 
with awareness and access 
to education/information 

material

Eye and health care workers, 
ophthalmic nurses, teachers, 
social workers, rehabilitation 

staff or others with knowledge 
of causes of vision loss, vision 

rehabilitation process and 
visual milestones

Wide range of communities 
and settings aiming to 

provide broad coverage 
and accessibility in settings 
such as schools, community, 

secondary eye and health care 
centres, district hospitals and 

rehabilitation centres

DATA COLLECTION

Data collection
Questionnaires QoL, 

structured interviews for 
specific purposes

Eye care and rehabilitation 
staff

Eye care, low vision clinics and 
rehabilitation centres

*Standard list of devices for secondary level (Annex 3)
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SECONDARY

WHAT (Services) HOW (Equipment) WHO (Workforce) WHERE (Places where services 
are provided)

ASSESSMENT

Assessment of young 
children for early childhood 

intervention

Age appropriate visual 
function assessment

Pediatric ophthalmologists, 
optometrists, orthoptists, 

pediatric neurologists

Pediatric hospitals, schools, 
settings such as secondary 

eye and health centres, 
district hospitals, habilitation/

rehabilitation centres and 
homes

REHABILITATION

Psychological supports such as 
counselling

Clinical interviews, QoL 
questionnaires

Psychologists or trained 
personnel

Settings such as secondary 
eye and health care centres, 

district hospitals, rehabilitation 
centres, schools, homes and 

community settings

Vocational counselling
Interviews, advice and 

information about retraining 
and employment

Vocational counsellor

Settings such as secondary 
eye and health care centres, 

district hospitals, rehabilitation 
centres, schools, homes, work 

and community settings

Leisure programs for adults 
and children such as 

recreational camps and sport

Sports, summer camps, 
community programs 

Rehabilitation staff, technical 
experts, occupational 

therapists
Communities, schools

Rehabilitation through 
neurovisual interventions

Instruments for biofeedback 
stimulations, instruments 

aimed at enhancing 
residual visual functions 
such as fixation stability, 

retinal sensitivity, saccadic 
movements, etc.

Rehabilitation personnel, 
health care personnel, teachers

Health settings providing 
low vision rehabilitation 

services such as optometry 
clinics, orthoptic clinics, eye 

care or refraction centres, 
ophthalmology clinics

Home and work environment 
evaluation

Home and work environment 
assessment and adaptation

Multi-disciplinary team 
including specialist teachers, 

eye and health care 
professionals

Home and work environment

DATA COLLECTION

Data collection, analysis and 
reporting

Assessment tools and 
checklists

Statisticians, researchers, 
epidemiologists

Settings such as secondary 
eye health centres, district 

hospitals, rehabilitation 
centres, schools, university and 

research centres

Secondary “Plus” services
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TERTIARY

WHAT (Services) HOW (Equipment) WHO (Workforce) WHERE (Places where services 
are provided)

ASSESSMENT

Assessment of cause of vision 
loss/eye examination

Complete ophthalmic 
assessment instruments

Ophthalmologists and 
optometrists

Clinical and hospital settings, 
low vision centres

Record individual history, 
goals, comorbidities, needs, 

living situation, etc.

Interviews, QoL questionnaires 
for specific purposes

Eye and health care workers, 
ophthalmic nurses, teachers, 
social workers, rehabilitation 

staff or others with knowledge 
of causes of vision loss and 
vision rehabilitation process

Settings such as tertiary and 
secondary eye and health 
centres, district hospitals, 

rehabilitation settings, schools 
and community settings

Assessment of visual function 
in children and adults (visual 

acuity, contrast sensitivity, 
fixation stability, retinal 

sensitivity, light and dark 
adaptation, depth perception, 
color vision, central/peripheral 

visual field, refraction, and 
neurosensory evaluation)

Distance and near visual 
acuity charts (for adults and 
children), contrast sensitivity 
tests, tests for light and dark 

adaptation, depth perception, 
color vision, visual field 
assessment equipment, 
refraction equipment, 
electrophysiological 

instruments and ophthalmic 
diagnostic equipment

Eye care professionals, 
ophthalmic nurses or others 

with ability to perform 
ophthalmic examination and 

neurosensory assessment

Eye care settings providing a 
low vision rehabilitation service 

through a multi-disciplinary 
team, school or community

Assessment of functional 
vision and ability to carry 

out activities of daily living 
requiring vision (such as 

reading, writing, driving, using 
a computer) and assessment of 

mobility

Assess use of vision by adults 
and children to complete a 

range of tasks such as reading, 
using a computer, ambulating, 

etc.

Eye and health care 
professionals, allied health 
professionals, rehabilitation 

specialists, orientation 
and mobility specialists, 
educational specialists

Eye care settings providing a 
low vision rehabilitation service 

through a multi-disciplinary 
team, school or community

REHABILITATION

Prescription and provision of 
low vision devices

Trial devices for 
demonstration; devices 
for prescription and use 

by people with low vision 
or blind (list of devices for 

tertiary centres)

Eye care providers such as 
orthoptists, optometrists, 

ophthalmic clinical officers, 
ophthalmologists

Eye care settings providing a 
low vision rehabilitation service 

through a multi-disciplinary 
team, school or community

Rehabilitation including 
training in visual skills, the 

use of simple and advanced 
low vision devices, activities 

of daily living, orientation and 
mobility, and modifying the 

environment

Distance and near devices, 
activities of daily living and 

mobility devices, filters, 
resources for mobility and use 

of sighted guide technique

Eye health professionals, 
allied health professionals, 
rehabilitation specialists, 
orientation and mobility 

instructors, education 
specialists

Eye care settings providing a 
low vision rehabilitation service 

through a multi-disciplinary 
team, school or community

Training with assistive 
technologies, audio, Braille, 

GPS, etc.

Appropriate technologies for 
patients goals e.g. cell phones, 

tablets, computers

Rehabilitation specialists, 
orientation and mobility 
specialists, educational 

specialists

Settings such as tertiary and 
secondary eye and health 
centres, district hospitals, 

rehabilitation centres, schools, 
homes and community settings

Tertiary level services
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Psychological support such as 
counselling and peer support 

for adults, children and 
families

Counselling, self-help groups, 
clinical interviews, QoL 

questionnaires

Psychologists or trained 
personnel

Eye care settings providing a 
low vision rehabilitation service 

through a multi-disciplinary 
team, school or community

Vocational counselling
Interviews, advice and 

information about retraining 
and employment

Vocational counsellor 

Settings such as tertiary eye 
and health centres, district 

hospitals, rehabilitation 
centres, schools, work settings, 
homes and community settings

Childhood specific assessment 
and services

Visual processing 
evaluation, learning media 

assessment, literacy 
instruction, assessment of 
neurodevelopment area 

(cognitive, visual and spatial 
perception), social relations 

(with family and peers), 
scholastic programs

Pediatric ophthalmologists, 
teachers, orthoptists, 

rehabilitation personnel, 
orientation and mobility 

specialists

Settings such as tertiary eye 
and health centres, district 

hospitals, rehabilitation 
centres, schools, home and 

community settings

Case management/Ongoing 
care

Supervision of vision 
rehabilitation process, 

monitoring clinical status
Rehabilitation staff National tertiary centre

Communication with and 
referral to other levels of vision 
rehabilitation, eye care, health 
care, aged care, early childhood 
services, social and education 

services

Specific referral contacts and 
information

All eye care, rehabilitation and 
education staff

Eye care, primary, secondary or 
tertiary rehabilitation centres 

or schools

TRAINING

Training in rehabilitation for all 
cadres of rehabilitation teams

Curriculum, courses, 
fellowships, mentorships

Educators/trainers experienced 
in low vision, blindness and 

vision rehabilitation
National tertiary centre

AWARENESS AND ADVOCACY

Networking with national, 
international and regional 

stakeholders and sub-specialty 
health care

Establish linkages and 
contacts

Vision 2020 committees, 
practitioners in low vision 

centres and trained national 
focal person. Stakeholders, 
researchers, administrators, 
people with low vision and 

families

National tertiary centre

Awareness and information for 
adults and children with low 
vision or blindness and the 

wider community

Through effective 
communication materials, 
promotional campaigns, 

media, outreach and 
education/information 

material, design and 
production of materials in 

national centres

Eye and health care workers, 
ophthalmic nurses, teachers, 
social workers, rehabilitation 

staff or others with knowledge 
of causes of vision loss, vision 

rehabilitation process and 
visual milestones

Rehabilitation, academic or 
health care settings

Advocacy on needs of people 
with irreversible vision loss, 

policies on development and 
sustainability of services

Multimedia, collaboration with 
stakeholders and National Eye 

Care Committee

Allied eye health and civil 
society groups National tertiary centre
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DATA COLLECTION AND RESEARCH

Data collection, analysis and 
reporting

Questionnaires, QoL tools, 
structured interviews for 

specific purposes
Epidemiologists, data scientists Primary, secondary and tertiary 

centres

Research (new technologies, 
novel treatments, outcome and 
impact of services), universal 

design of materials and 
environments

Establishing collaborative 
networks, investigation, 

analysis of data collected from 
service delivery levels

Researchers, clinicians, 
engineers, epidemiologists, 
health services researchers

National tertiary centre
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Children’s’ template

Essential services at Primary level

PRIMARY

WHAT (Services) HOW (Equipment) WHO (Workforce) WHERE (Places where 
services are provided)

INDICATORS (What do 
we measure?) DATA

GENERAL: Child find: 
Identification and 

detection Community-
based screening of 

infants, toddlers, and 
children for visual 

impairment, or delayed 
development for any 

reason, parental concern

Posters and brochures 
of visual milestones, 

vision screening 
with emphasis on 

developmental 
milestones, 

education to nurses, 
doctors, teachers, 
family, community 
based workers, use 
developmental and 

medical history, 
milestones and visual 

behaviors

Who has the child?
Primary eye and health 

care workers, community 
workers, teachers, 

others trained to work 
with early childhood, 

parents

Where is the child?
Community and other 
settings that provide 

services such as primary 
health centers, CBR 

centers, maternal and 
child centers, eye and 
health centers, school 

and community centers

Number of children 
screened; proportion 
of children referred 

to secondary services. 
CBR gain knowledge 
to work with children 

with low vision

Birth-3 Years: Child Find 
Identification and 

detection, Community-
based screening of 

infants, toddlers, and 
children for visual 

impairment, or delayed 
development for any 

reason

Posters and brochures 
of visual milestones 
and developmental 

milestones, Eye contact/ 
Red reflex to detect 

ocular pathology, list 
of high risk diagnoses, 
observation of visual 

milestones and 
general developmental 
milestones including 
delayed use of vision 
for communication, 

education for parents in 
typical development of 
infant/toddler parental 

concerns

Trained health 
professionals, primary 

eye and health care 
workers, community 
workers, teachers, 

others trained to work 
with early childhood

Immunization clinics, 
maternal/child health 
clinics, CBR, pre/post 

natal clinics, local 
community health 
centers, day cares, 

preschools

Children referred for 
further assessment to 

level 2

> 3 years: Child Find

Identification and 
detection, Community-
based screening early 
school aged children 

with visual impairment, 
delayed development for 

any reason

Age-appropriate, 
culturally appropriate, 

near and distance 
charts, LEA symbols 
test; thorough visual 

assessment

Trained health 
professionals, primary 

eye and health care 
workers, community 
workers, teachers, 

others trained to work 
with early preschool and 

school aged children

Community and other 
settings that provide 

services such as primary 
health centers, CBR 

centers, maternal and 
child centers, eye and 
health centers, school 

and community centers

Children referred to 
level 2 services and 
back to community 
for rehabilitation
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Primary “Plus” services 

PRIMARY

WHAT (Services) HOW (Equipment) WHO (Workforce) WHERE (Places where 
services are provided)

INDICATORS (What do 
we measure?) DATA

Early intervention services 
birth to school age

Develop early 
intervention services 
at the primary level 

by training local 
persons, secondary 
and tertiary centers 

provide the instruction 
and resources to the 
local community in 

order to develop early 
intervention programs

Trained teachers or 
CBR workers with 
instruction from 

secondary or tertiary 
centers, implementing 
on community level, 

orientation and mobility 
specialists, early 

assessment by trained 
early interventions 

specialists, teachers 
trained to use families 

daily routine in the 
intervention process

Local community 
provides the 
interventions

Family and 
child quality of 
life indicator 

questionnaires, 
developmental 

outcomes, Number 
of children receiving 

early intervention 
services [annual 

growth]

Comprehensive eye exam 
including cycloplegic 

refraction

Optotype test age, 
ability, and culturally 

appropriate, 
confrontational 

visual fields, contrast 
sensitivity, stereopsis, 

cycloplegic agents 
available, funduscopic 

exam

Ophthalmologist or 
optometrist trained to 
work with children with 

low vision

Community health 
clinics, schools, local 

community

Referral to 2nd or 
tertiary level

ST
AN

DA
RD

 P
LU

S
ST

AN
DA

RD

Habilitation/Rehabilitation Infant/Toddler 

Promote childhood 
development and use 
of vision for learning, 

communication, mobility, 
access to information, 

and overall development

Education of parents 
and community based 

workers (nurses, 
teachers, other health 

care workers with 
training courses, 
brochures, online 

resources

Trainers in early 
childhood development 

and use of vision

Train trainers at the 
local, community level

Number of high risk 
infants/toddlers 

seen and referred 
to community 

based services and 
to secondary and 
tertiary services

Children in preschools 

Teach children in use 
of available vision for 

school, independence and 
safety

Education of teachers 
in the early education 

school, community 
based workers

Community based 
rehabilitation workers, 

parent and trained 
teachers, community 

based workers trained 
in visual impairment 
and training in use of 

available vision

Home, school and 
community

Enrolled in school, 
participation in 

community such as 
social, leisure
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Essential services at Secondary level

SECONDARY

WHAT HOW WHO WHERE INDICATORS

Access to diagnosis 
and further diagnostic 

evaluation
Professional readiness Low vision professionals

Eye clinics; pediatric 
hospitals; schools, 

schools for the blind

Number of 
evaluations 
conducted

Functional visual 
assessment

Age-appropriate, 
culturally appropriate 

near (standard 
increased crowding) and 

distance charts; color 
vision tests; contrast 
sensitivity test; visual 
field test, functional 

assessments of vision 
for learning, parent 
input, routine based 

assessment,

Low vision professionals; 
specialist teachers and/

or therapists

Eye clinics; pediatric 
hospitals; schools

Number of 
evaluations 
conducted

Refraction

Refraction equipment: 
retinoscopy, loose 

lenses or sciascopy, or 
phoropter, evaluation of 

dynamic retinoscopy

Trained refractionist; eye 
care professionals

Eye clinics; pediatric 
hospitals

Number of refractions 
conducted

Prescription and provision 
of corrective lenses

Corrective lenses 
prescribed and worn

Prescription and provision 
of low vision devices

Low vision devices 
prescribed and used

Orientation and mobility 
services

Evaluation of 
independence and 
safety in home and 

community settings and 
train families

Trained orientation and 
mobility specialists or 
the equivalent in other 

settings

Homes, community 
centers, schools

Ability to perform 
independently 

and safely in the 
environment

Tele-medicine and tele-
intervention

Use of cell phones 
or tablets to guide 

progress

Trained health and 
educational specialists

Homes, community 
centers, schools

Number of sessions 
per family; referral to 

tertiary services

ST
AN

DA
RD
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Secondary standard plus – Nice to have 

SECONDARY

WHAT HOW WHO WHERE INDICATORS

Participation in research Collecting and sharing 
data

Researchers, university 
personnel, ministry of 

health officials
Eye clinics or hospitals Number of 

publications

Early intervention 
assessment

Higher level assessment 
and intervention 

services for birth to 
school age with visual 

impairment

Multidisciplinary team 
including specialist 

teachers, eye and health 
care professionals

Pediatric hospitals; 
schools, centers for 

children with special 
needs

Number of families of 
children with vision 

impairment receiving 
services

Leisure/recreational 
programs for children 

with visual impairment

Sports, summer camps, 
community programs, 

integration into 
community programs

Health and education 
workers; specialist 

teachers

Community, schools, 
local settings

Number of children 
participating in 

community leisure 
and recreational 

programs

ST
AN

DA
RD

 P
LU

S
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Tertiary level services

SECONDARY

WHAT HOW WHO WHERE INDICATORS

Training for eye and 
health professionals

Workshops, courses, clinics, 
continuing education

Eye care professionals, 
interventionists and 
therapists who work 

with children

Eye clinics, hospitals, 
rehabilitation centers

Number of persons 
trained

Access to diagnosis 
and further diagnostic 

evaluation

Refraction equipment; age and 
culturally -appropriate near 

(standard increased crowding) 
and distance chart; colour 

vision tests, stereopsis, visual 
field testing, functional visual 

assessment

Multidisciplinary team 
trained specifically for 

children with visual 
impairment, which may 

include: 
Low vision professionals

Psychologist
Specialist teachers

Therapists
Trained O&M specialists’ 

Neuropsychologist
Paediatric 

Ophthalmologist
Speech Communication 

specialists
Early intervention 

specialists
Neurodevelopmental 
treatment specialists

Architects
Transportation Planners

Number of low vision 
aids including glasses 

prescribed
Number of referrals 
to early intervention 
and/or educational 

services

Comprehensive clinical 
low vision evaluation Clinical Low vision specialist

Visual processing 
evaluation

Assessment tools for visual 
processing

Inclusive and specialized 
schools

Functional visual 
assessment Functional visual assessment

Low vision devices 
prescribed and being 

used

Learning media 
assessment

Formal or informal learning 
media assessment to 

determine reading medium

Refraction

Refraction equipment 
and expertise including 
retinoscopy, cycloplegic 

refraction, dynamic 
retinoscopy

Prescription and provision 
of low vision devices Clinical low vision evaluation

Provision of orientation 
and mobility services

Orientation and mobility 
evaluation

Ability to move in the 
environment

Literacy instruction
Instruction in reading; 

provision of materials in large 
print, regular print, Braille

Inclusive and specialized 
schools

Child performance in 
schools; evidence of 

performance

Tele-medicine and tele-
intervention

Access technology to do 
teleconsultation and learning   

Professional development 
and training Train the trainers   

Universal design 
of materials and 

environments
  

Research Collecting and sharing data
Researchers, university 

personnel, ministry 
officials

Eye clinics or hospitals Number of 
publications
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Annex 2

ESSENTIAL AND BASIC (on orange background) LEVEL 
CURRICULUM FOR VISION REHABILITATION THERAPIST

Total length of course 35/70 hours (1/2weeks)

Module Module title Duration (hrs)

1 National and local policies 1

2 Anatomy and function of the eye 2

3 Causes and implications of vision impairment and prevention 2

4 Refractive error* 5

5 Normal visual development* 4

6 Testing distance vision, near vision, assessment of visual field, and other clinical 
assessment 5

7 Testing distance vision, near vision, assessment of visual field, and other clinical 
assessment* 10

8 Functional assessment of vision impairment* 8

9 Selection, prescription and training of low vision devices* 8

10 Adaptations to the home environment and non-optical devices 5

11 Accessibility 4

12 Orientation and Mobility (O&M) for people with vision impairment 5

13 Psychosocial impact of vision impairment 2

14 Counselling* 5

15 Communication skills and patient education 3

16 Community attitudes, advocacy and awareness 2

17 Data entry and maintenance of medical records 2

18 Medical ethics, regulatory and legal issues 2

*Basic level
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Outcome To have awareness of national and local policies and statutory benefits for people with vision impairment

Objectives
Describe major global programs and policies relevant to people with vision impairment

Describe local resources available to assist people with low vision or blindness

Outcome To know the basic anatomy of function of the normal eye and understand common vision defects

Objectives

Describe the importance of vision for learning and daily functioning

Describe basic anatomy and function of the eye

Describe common vision defects

Describe five signs of healthy and unhealthy eyes

Outcome To understand the causes, symptoms and implications of vision impairment and learn about prevention 
strategies

Objectives

Describe the major global and local causes of reversible and irreversible vision impairment in children and 
in adults

Describe signs and symptoms associated with the main causes of vision impairment

Outline prevention and interventions for common causes of vision impairment

Describe the need of rehabilitation programs

Outcome To know what a refractive error is and when to refer for correction of refractive error

Objectives
(includes 
1 hour of 
supervised 
practical)

Describe myopia and its correction

Describe hypermetropia and its correction

Describe astigmatism and its correction

Describe presbyopia and its correction 

Describe unilateral and bilateral amblyopia with its prevention and treatment

Describe the referral pathways for people with refractive errors

Practical exercise

Outcome To know how to recognize abnormal visual development 

Objectives

Describe normal visual developmental milestones 

Describe how visual development relates to functional vision assessment and visual perception

Describe the relationship between vision and motor development

National and local policies

Anatomy and function of the eye

Causes and implications of vision impairment and prevention

Refractive error

Normal visual development
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Outcome To have skills to test distance vision, near vision and visual fields, and understand the components of a 
low vision clinical assessment

Objectives
(includes 
2 hours of 
supervised 
practical)

Perform distance vision testing for children and adults

Perform near vision testing for children and adults

Conduct a confrontation visual field for children and adults

Describe the components of a clinical low vision assessment

Practical exercise

Outcome To have skills to test distance and near vision and visual fields, contrast sensitivity, color vision and 
understand of the components of a low vision clinical assessment

Objectives
(includes 
4 hours of 
supervised 
practical)

Perform distance vision testing for children and adults

Perform distance vision testing for children and adults

Perform contrast sensitivity testing for children and adults

Perform color vision testing for children and adults

Perform a visual field assessment for children and adults

Describe the components of a clinical low vision assessment

Practical exercise

Outcome To be able to assess how a person with vision impairment uses their vision and identify the individual’s 
need for a vision rehabilitation training program

Objectives
(includes 
3 hours of 
supervised 
practical)

Assess how the individual with vision loss uses their vision taking the nature of the eye problem into 
consideration

Assess the unique personal needs and abilities of the patient with vision impairment

Design an intervention program for the training of visual skills considering how the individual currently 
uses their vision

Write a functional vision assessment report describing how the person uses their vision

Practical exercise

Testing distance vision, near vision, assessment of visual field, and other clinical assessment

Testing distance vision, near vision, assessment of visual field, and other clinical assessment

Functional assessment of vision impairment
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Outcome To be able to select low vision devices and teach people with vision impairment to use them

Objectives
(includes 
2 hours of 
supervised 
practical)

Describe the range of optical, electronic and non-optical adaptive devices that are available for people 
with vision impairment and what they are used for 

Describe methods to select beneficial devices for an individual and involve the individual in considering 
the advantages and disadvantages for potential devices

Develop a training program for people with vision impairment to use optical and adaptive devices

Describe how a near vision optical device is used

Describe how a distance optical device is used

Describe how a range of non-optical assistive devices are used

Describe how basic electronic devices can be used by individuals with vision loss (audio book players, 
simple modifications of cell phones or computers, cell phone apps, etc) 

Practical exercise

Selection, prescription, provision and training of low vision devices

Outcome To know how to adapt the home environment to assist people with vision impairment and demonstrate 
the use of non-optical devices in daily tasks

Objectives
(includes 
2 hours of 
supervised 
practical)

Describe home adaptations to assist people with vision impairment (lighting, color contrast, glare 
management, etc) 

Describe a range of non-optical materials for people with vision impairment (labels, typoscopes, lights, 
high-contrast writing materials, large-format options for daily living products, etc) 

Practical exercise

Outcome To understand practical techniques for adapting an environment to promote independence

Objectives
(includes 
2 hours of 
supervised 
practical)

Describe the impact of vision impairment on accessibility in the wider environment 

Perform accessibility training (wayfinding with land marks, using techniques to cross streets safely, 
techniques to use public transit, etc) 

Describe modifications that can be made to the environment and building design to assist people with 
vision impairment (lighting, contrast, etc)

Adaptations to the home environment and non-optical devices

Accessibility
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Outcome To be able to assess the need for basic orientation and mobility training for a person with vision 
impairment and provide the basic training

Objectives
(includes 
2 hours of 
supervised 
practical)

List the problems a person with vision impairment may have in independent ambulation 

Describe how to assess O&M function and the need for training

Describe the important areas of O&M training for people with vision impairment (the options for white 
canes, white cane training, sighted guide training, wayfinding techniques, street crossing, GPS, strategies 
for using public transit, etc)

Teach basic O&M skills for people with vision impairment

Appropriately refer to an O&M instructor in the region for advanced skill training

Practical exercise

Outcome To understand the psychosocial impact of vision impairment and strategies to manage adapting to vision 
loss

Objectives

Describe potential psychosocial effects of vision impairment at developmental stages

Describe signs and symptoms of psychosocial difficulties adjusting to vision loss (lack of participation, 
anxiety, etc)

Describe the psychosocial impact for the family and community

Describe the appropriate interventions and referral strategies to promote healthy psychosocial coping and 
adjustment to vision loss

Outcome To understand communication strategies

Objectives 
(includes 
1 hour of 
supervised 
practical)

Describe skills to communicate effectively with individuals, families, caregivers, teachers, co-workers and 
the community

Describe how to identify and address needs of diverse populations (cultural, gender, age, etc)

Demonstrate effective interpersonal relationship skills

Practical exercise

Orientation and mobility (O&M) for people with vision impairment

Psychosocial impact of vision impairment

Communication skills and patient education

Outcome To be able to use basic counselling skills as part of rehabilitation strategy 

Objectives

List the characteristics of rehabilitation worker who can effectively use counselling skills

Articulate the benefits of using counselling skills

Describe the concepts of counselling and basic techniques (open-ended questions, reflective listening, 
empathy, etc)

Counselling
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Outcome To understand the role of advocacy to create community awareness and positive behavior change

Objectives

Describe the dynamics of community and culture

Describe basic advocacy techniques

Describe how community engagements foster positive change

Outcome To be able to perform data entry and maintain medical records

Objectives 
(includes 
1 hour of 
supervised 
practical)

Perform data entry

Maintain medical records

Use medical records to track needs and programs

Perform connection with advanced and specialized level databases

Practical exercise

Outcome To know basic medical ethics, regulatory and legal issues

Objectives

Specify procedures for ensuring the confidentiality on health information

Describe government and institutional rules and regulations for patients’ confidentiality, and safety

Describe law/policies for the control, use, and release of health information

Perform effective documentation skills

Identify professional consequences of performing unprofessionally

Community attitudes, advocacy and awareness

Data entry and maintenance of medical records

Medical ethics, regulatory and legal issues

References

1. IAPB Low Vision Work Group. Low Vision Curriculum – CBR Workers. November 2016 
2. International Core Curriculum for Ophthalmic Assistants. March 2009
3. International Core Curriculum for Refractive Error. January 2011
4. Principles and guidelines of a curriculum for para-ophthalmic vision specialist. Klinische 

Monatsblätter für Augenheilkunde. 2006. 223;S6
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ADVANCED AND ADVANCED “PLUS” (on orange background) LEVEL 
CURRICULUM FOR CLINICIAN-OPHTHALMOLOGIST/OPTOMETRIST

Total length of course 95-130 hours (3-4 weeks)

Module Module title Duration (hrs)

1 Epidemiology 5

2 Global, national and local policies 5

3 Causes and implications of vision impairment and prevention 6

4 Psychosocial impact of vision impairment 8

5 Co-morbidities that impact vision rehabilitation 6

6 Neurological vision loss * 24

7 Neuropsychology * 11

8 Clinical low vision assessment and vision rehabilitation recommendations 16

9 Understanding optical, electronic and non-optical low vision devices and training 
required to use them 16

10 Accessibility and environmental modifications 6

11 Communication skills and patient education 6

12 Community attitudes, advocacy and awareness 6

13 Models of low vision care 5

14 Data entry and maintenance of medical records 5

15 Medical ethics, regulatory and legal issues 5

*Advanced plus
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Outcome To be aware of global, national and local policies and statutory benefits for people with vision impairment

Objectives
Describe major global programs and policies relevant to people with vision impairment

Identify regional and local programs and their benefits for people with vision impairment

Outcome To understand the causes, symptoms and implications of vision impairment and learn about prevention 
strategies

Objectives

Describe the most common causes of vision impairment in the childhood

Describe the most common causes of vision impairment in adults

Describe signs and symptoms of common causes of vision impairment

Describe primary, secondary, and tertiary prevention strategies that are applicable to the leading causes 
of vision impairment and blindness

Outline strategies to include vision rehabilitation in a blindness prevention programs

Outcome To understand the psychosocial impact of vision impairment and strategies to manage adjustment to 
vision loss

Objectives

Describe potential psychosocial effects of vision impairment at developmental stages

Describe the psychosocial impact of vision impairment on the individual and challenges to secure access 
to health, education, economic and social inclusion

Outline signs and symptoms of psychosocial problems and disorders

Describe appropriate interventions and referral strategies to promote psychosocial well-being (resources, 
support groups, peer support, counselling, etc)

Global, national and local policies

Causes and implications of vision impairment and prevention

Psychosocial impact of vision impairment

Outcome To understand the WHO terminology related to vision impairment and the ICF classification, and to be 
aware of the prevalence and causes of vision impairment

Objectives
Describe vision impairment, low vision and blindness from the ICIDH to the biopsychosocial approach of 
the International Classification of Functioning, Disability and Health (ICF)

Outline the global, national and regional epidemiology of vision impairment

Epidemiology
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Outcome To be aware of the impact of co-morbidities on vision rehabilitation

Objectives

Describe the relationship between depression and vision impairment

Describe how vision impairment impacts safety, including risk of falls, errors in medication administration, 
and driving accidents

Discuss the needs of the diabetic patient with vision loss

List common comorbidities in adult and children with vision loss

Outline the features of Charles Bonnet syndrome hallucinations and the differential diagnosis of 
hallucinations

Co-morbidities that impact vision rehabilitation

Outcome To have knowledge about neurological vision loss and brain plasticity

Objectives

Describe neuroanatomy of the visual pathways

Discuss plasticity of the visual pathways

Describe the common neurological visual field defects (involving optic nerve, optic chiasm, optic radiation, 
occipital cortex)

Describe evaluation and management of inherited neuro-ophthalmic diseases including referral to genetic 
counseling

Describe the indications and interpretation of basic ocular electrophysiology

Describe the range of current interventions for neurological vision loss and the current evidence based 
(e.g. scanning training, biofeedback stimulation, electric stimulation)

Outcome To have knowledge of the main disorders of the higher nervous functions

Objectives
Define aphasia, apraxia, agnosia

Discuss disorders of the representation of the space – hemispatial neglect

Neurological vision loss

Neuropsychology
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Outcome To be able to complete a comprehensive assessment of visual functions and suggest the most appropriate 
solutions

Objectives
(includes 
8 hours of 
supervised 
practical)

Undertake a detailed history/interview including the impact of vision loss on the individual

Document observations of the patient and their function (difficulty finding their way, difficulty reading, 
poor self-care, etc)

Assess the residual visual function (acuity, contrast sensitivity, central, mid-peripheral and peripheral 
visual field, etc)

Recognize patterns of vision loss that direct rehabilitation (e.g. near total/total loss requiring sight 
substitutes and blind rehabilitation, encircling/foveal-sparing scotoma that limit reading span and use 
of magnification, field loss from glaucoma impacting ambulation and driving, acuity loss with preserved 
contrast perception and visual field, etc)

Collate the residual vision with the individual’s unique goals, needs and risk to safety

Involve the patient in consideration of the benefits and drawbacks of various possible rehabilitation 
interventions and devices

Understand the emerging evidence-base for a wide range of reading rehabilitation interventions

Refer the patient to other levels of vision rehabilitation and/or the appropriate service provider

Practical exercise

Clinical low vision assessment and vision rehabilitation recommendations

Outcome To know the wide range of low vision devices and device training programs

Objectives
(includes 
4 hours of 
supervised 
practical)

List the wide range of optical, electronic and non-optical devices available for people with vision 
impairment

Describe the principles of magnification, reading span and central visual field

Discuss the optics of low vision devices

Describe the wide range of technology options for individuals with vision loss (cell phone accessibility, 
tablet/computer accessibility, audio reading, applications for wayfinding, etc)

Describe how to develop a training program for people with vision impairment to use optical, electronic, 
non-optical and adaptive devices

Practical exercise

Understanding optical, electronic and non-optical low vision devices and training required for use them
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Outcome To understand the role of advocacy to create community awareness and positive behavior change

Objectives

Discuss the dynamics of community and culture

Describe basic advocacy techniques

Discuss the effectiveness of community engagement to foster positive change

Outcome To understand communication strategies

Objectives 
(includes 
3 hours of 
supervised 
practical)

Describe specific skills required to communicate effectively with individuals, families, caregivers, teachers, 
co-workers and the community

Discuss issues unique to providing care for diverse populations (cultural, gender, age, etc)

Practical exercise

Outcome To understand adaptive daily living skills and practical techniques for training people with vision impairment
To know how to adapt an environment to promote independence

Objectives
(includes 
2 hours of 
supervised 
practical)

Describe the impact of vision impairment on activities of daily living for individuals with a range of 
degrees of vision loss from impairment to blindness

Describe how to train a person with vision impairment in adaptive daily living skill techniques

List the modifications that can be made to the environment and building design to assist people with 
vision impairment

Practical exercise

Community attitudes, advocacy and awareness

Communication skills and patient education

Accessibility and environmental modifications
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Outcome To acquire knowledge on medical ethics, regulatory and legal issues

Objectives

List procedures for ensuring the confidentiality of health information

Discuss government and institutional rules and regulations for patient confidentiality and safety

Discuss laws/policies for the control, use, and release of health information

Describe effective documentation skills

Outline professional consequences of performing unprofessionally

Outcome To understand the different models of low vision care

Objectives

Describe the objectives of a vision rehabilitation program

Discuss resource and human resource strategies required to implement a vision rehabilitation service

Describe a model for vision rehabilitation services with short and long term goals that would be 
implemented

Describe the recommended cadres required at the essential/basic, advanced and specialized level for 
vision rehabilitation services

Describe the roles of each of the cadres that are recommended for the vision rehabilitation services

Describe the roles of all the partners and team members in the patient’s care and in vision rehabilitation

Describe models for device procurement for individuals with vision impairment considering costs, 
availability and conflicts of interest for providers

Describe the available training facilities for vision rehabilitation services

Outcome To acquire knowledge of data entry and maintenance of medical records

Objectives

Perform data entry

Maintain medical records

Analyze medical records

Perform connection with essential/basic and specialized level databases

Medical ethics, regulatory and legal issues

Models of low vision care

Data entry and maintenance of medical records
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SPECIALIZED LEVEL CURRICULUM FOR CLINICIAN-OPHTHALMOLOGIST/OPTOMETRIST
Total length of course 280 hours (8 weeks)

Module Module title Duration (hrs)

1 Epidemiology 8

2 Global, national and local policies 7

3 Causes and implications of vision impairment and prevention 16

4 Psychosocial impact of vision impairment 16

5 Co-morbidities that impact vision rehabilitation 12

6 Integration of vision rehabilitation into eye care 8

7 Neurological vision loss 24

8 Neuropsychology 11

9 Clinical low vision assessment and vision rehabilitation recommendations 32

10 Understanding optical, electronic and non-optical low vision devices and training to use 
them 24

11 Accessibility and environmental modifications 16

12 Communication skills and patient education 16

13 Training 10

14 Community attitudes, advocacy and awareness 16

15 Models of low vision care 16

16 Data entry and maintenance of medical records 10

17 Medical ethics, regulatory and legal issues 14

18 Research 24
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Outcome To understand the WHO terminology related to vision impairment and the ICF classification, and to be 
aware to the prevalence and causes of vision impairment

Objectives
Describe vision impairment, low vision and blindness from the ICIDH to the biopsychosocial approach of 
the International Classification of Functioning, Disability and Health (ICF)

Outline the global, national and regional epidemiology of vision impairment

Outcome To understand the psychosocial impact of vision impairment and strategies to manage adjustment to 
vision loss

Objectives

Describe potential psychosocial effects of vision impairment at developmental stages

Describe the psychosocial impact of vision impairment on the individual and challenges to secure access 
to health, education, economic and social inclusion

Outline signs and symptoms of psychosocial problems and disorders

Describe appropriate interventions and referral strategies to promote psychosocial well-being (resources, 
support groups, peer support, counselling, etc)

Outcome To understand the causes, symptoms and implications of vision impairment and learn about prevention 
strategies

Objectives

Describe the most common causes of vision impairment in the childhood

Describe the most common causes of vision impairment in adults

Describe signs and symptoms of common causes of vision impairment

Describe primary, secondary, and tertiary prevention strategies that are applicable to the leading causes 
of vision impairment and blindness

Outline strategies to include vision rehabilitation in a blindness prevention programs

Outcome To be aware of global, national and local policies and statutory benefits for people with vision impairment

Objectives
Describe major global programs and policies relevant to people with vision impairment

Identify regional and local programs and their benefits for people with vision impairment

Epidemiology

Psychosocial impact of vision impairment

Causes and implications of vision impairment and prevention

Global, national and local policies
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Outcome To have knowledge of the main disorders of the higher nervous functions

Objectives
Define aphasia, apraxia, agnosia

Discuss disorders of the representation of the space – hemispatial neglect

Outcome To have knowledge about neurological vision loss and brain plasticity

Objectives

Describe neuroanatomy of the visual pathways

Discuss plasticity of the visual pathways

Describe the common neurological visual field defects (involving optic nerve, optic chiasm, optic radiation, 
occipital cortex)

Describe evaluation and management of inherited neuro-ophthalmic diseases, including referral to 
genetic counseling

Describe the indications and interpretation of basic ocular electrophysiology

Describe the range of current interventions for neurological vision loss and the current evidence based 
(e.g. scanning training, biofeedback stimulation, electric stimulation)

Outcome To know how vision rehabilitation services can be integrated into eye care and the health system

Objectives

Outline the structure of the health service and eye care services, and how vision rehabilitation services are 
integrated into this structure

Outline services for individuals with sudden, complete loss of vision 

Outline the barriers to the uptake of vision rehabilitation services

Outcome To be aware of the impact of co-morbidities on vision rehabilitation

Objectives

Describe the relationship between depression and vision impairment

Describe how vision impairment impacts safety, including risk of falls, errors in medication administration, 
and driving accidents

Discuss the needs of the diabetic patient with vision loss

List common comorbidities in adults and children with vision loss

Outline the features of Charles Bonnet syndrome hallucinations and the differential diagnosis of 
hallucinations

Neuropsychology

Neurological vision loss

Integration of vision rehabilitation into eye care 

Co-morbidities that impact vision rehabilitation
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Outcome
To understand adaptive daily living skills and practical techniques for training people with vision 
impairment 
To know how to adapt an environment to promote independence

Objectives
(includes 
6 hours of 
supervised 
practice)

Describe the impact of vision impairment on activities of daily living for individuals with a range of 
degrees of vision loss from impairment to blindness

Describe how to train a person with vision impairment in adaptive daily living skill techniques

List the modifications that can be made to the environment and building design to assist people with 
vision impairment

Practical exercise

Outcome To know the wide range of low vision devices and device training programs

Objectives
(includes 
8 hours of 
supervised 
practice)

List the wide range of optical, electronic and non-optical devices available for people with vision 
impairment

Describe the principles of magnification, reading span and central visual field

Discuss the optics of low vision devices

Describe the wide range of technology options for individuals with vision loss (cell phone accessibility, 
tablet/computer accessibility, audio reading, applications for wayfinding, etc) 

Describe how to develop a training program for people with vision impairment to use optical, electronic, 
non-optical and adaptive devices

Practical exercise

Outcome To be able to complete a comprehensive assessment of visual functions and suggest the most appropriate 
solutions

Objectives
(includes 
8 hours of 
supervised 
practice)

Undertake a detailed history/interview including the impact of vision loss on the individual

Document observations of the patient and their function (difficulty finding their way, difficulty reading, 
poor self-care, etc) 

Assess the residual visual function (acuity, contrast sensitivity, central, mid-peripheral and peripheral 
visual field, etc) 

Recognize patterns of vision loss that direct rehabilitation (e.g. near total/total loss requiring sight 
substitutes and blind rehabilitation, encircling/foveal-sparing scotoma that limit reading span and use 
of magnification, field loss from glaucoma impacting ambulation and driving, acuity loss with preserved 
contrast perception and visual field, etc) 

Collate the residual vision with the individual’s unique goals, needs and risks to safety

Involve the patient in consideration of the benefits and drawbacks of various possible rehabilitation 
interventions and devices

Understand the emerging evidence-base for a wide range of reading rehabilitation interventions

Refer the patient to other levels of vision rehabilitation and/or the appropriate service provider

Practical exercise

Accessibility and environmental modifications

Understanding optical, electronic and non-optical low vision devices and training required to use them

Clinical low vision assessment and vision rehabilitation recommendations
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Outcome To understand the different models of low vision care

Objectives

Describe the objectives of a vision rehabilitation program

Discuss resource and human resource strategies required to implement a vision rehabilitation service

Describe a model for vision rehabilitation service with short and long- term goals that would be 
implemented

Describe the recommended cadres required at the essential/basic, advanced and specialized level for 
vision rehabilitation services

Describe the roles of each of the cadres that are recommended for the vision rehabilitation services

Describe the role of all the partners and team members in the patient’s care and in vision rehabilitation

Describe models for device procurement for individuals with vision impairment considering costs, 
availability and conflicts of interest for providers

Describe the available training facilities for vision rehabilitation services

Outcome To understand the role of advocacy to create community awareness and positive behavior change

Objectives

Discuss the dynamics of community and culture

Describe basic advocacy techniques

Discuss the effectiveness of community engagements to foster the positive change

Outcome To provide training for the different cadres in vision rehabilitation

Objectives Provide training in vision rehabilitation to different vision rehabilitation cadres

Outcome To understand communication strategies

Objectives
(includes 
6 hours of 
supervised 
practice)

Describe specific skills required to communicate effectively with individuals, families, caregivers, teachers, 
co-workers and the community

Discuss issues unique to providing care for diverse populations (cultural, gender, age, etc)

Practical exercise

Models of low vision care

Community attitudes, advocacy and awareness

Training

Communication skills and patient education
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Outcome To have knowledge of the tools for research and clinical monitoring of vision rehabilitation services.

Objectives

Describe the principles of epidemiology, as applicable to vision rehabilitation

Describe the principles of research methods, as applicable to vision rehabilitation

Describe the principles of biostatistics, as applicable to vision rehabilitation

Describe the principles of health economics, as applicable to vision rehabilitation

To describe principles of impact assessment, as applicable to vision rehabilitation

Describe the principles of health systems strengthening, as applicable to vision rehabilitation

Describe the principles of project and programs management, including monitoring, evaluation, 
accountability and learning, as applicable to vision rehabilitation

Outcome To acquire knowledge on medical ethics, regulatory and legal issues

Objectives

List procedures for ensuring the confidentiality of health information

Discuss government and institutional rules and regulations for patient confidentiality and safety

Discuss laws/policies for the control, use, and release of health information

Describe effective documentation skills

Outline professional consequences of performing unprofessionally

Outcome To acquire knowledge of data entry and maintenance of medical records

Objectives

Perform data entry

Maintain medical records

Analyze medical records

Perform connection with essential/basic and advanced level databases

Research

Medical ethics, regulatory and legal issues

Data entry and maintenance of medical records

References

1. IAPB Low Vision Work Group. Low Vision Curriculum – Ophthalmology. November 2016
2. IAPB Low Vision Work Group. Low Vision Curriculum – Optometrists. November 2016
3. International Council of Ophthalmology. ICO Residency Curriculum 2nd Edition and Updated 

Community Eye Health Section. 2016
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ADVANCED AND ADVANCED “PLUS” (on orange background) LEVEL 
CURRICULUM FOR PSYCHOLOGIST

Total length of course 140/175 hours (4/5 weeks)

Module Module title Duration (hrs)

1 Epidemiology 8

2 The International Classification of Diseases 4

3 Global, national and local policies 7

4 Anatomy and function of the eye 8

5 Normal visual development 4

6 Low vision devices and accessibility 10

7 Psychosocial impact of vision impairment 8

8 Co-morbidities that impact vision rehabilitation 6

9 Neurological vision loss* 11

10 Neuropsychology* 24

11 Analysis of the needs of the patient with vision impairment 5

12 Methods of designing rehabilitation interventions, rehabilitation protocols and socio-
educational interventions 10

13 Assessment of personality aspects that influence vision rehabilitation 24

14 Psychological support 6

15 Psychological support for the family system 8

16 Psychological support for vision rehabilitation team 16

17 Orientation and Mobility (O&M) for people with vision impairment 4

18 Social inclusion 4

19 Data entry and maintenance of psychological records 4

20 Medical ethics, regulatory and legal issues 4

1. Degree in psychology 
2. Training course for the psychologist (master)

*Advanced plus
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Outcome To recognize abnormal visual development

Objectives
Describe normal visual development (developmental milestones of vision)

Describe how visual development relates to functional vision assessment and visual perception

Outcome To know basic anatomy of function of the normal eye and understand common visual defects

Objectives

Describe the importance of vision for learning and functioning

Describe basic anatomy and function of the eye

Describe common visual defects

Outcome To understand global, national and local policies and statutory benefits for people with vision impairment

Objectives
Describe major global programs and policies relevant to people with vision impairment

Describe regional and local programs and their benefits for people with vision impairment

Outcome To know the international classification tools 

Objectives
(includes 
2 hours of 
supervised 
practical)

Describe ICIDH: International Classification of Impairments, Disabilities and Handicaps from the ICIDH to 
the biopsychosocial approach of the International Classification of Functioning, Disability and Health (ICF) 

Describe how to assess disability and support (eg IADL, DL, “Support Intensity Scale”)

Practical exercise

Outcome To understand of the WHO terminology related to vision impairment and to be aware of the prevalence 
and causes of vision impairment

Objectives

Define and classify vision impairment, low vision and blindness 

Describe the major global, national and regional causes of reversible and irreversible vision impairment in 
children and adults 

Describe signs and symptoms associated with the main causes of vision impairment

Normal visual development 

Anatomy and function of the eye 

Global, national and local policies 

The International Classification of Diseases 

Epidemiology
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Outcome To be aware of the impact of co-morbidities on vision rehabilitation

Objectives

Describe the relationship between depression and vision impairment

Discuss the needs of a person with diabetes and vision loss

List common comorbidities in the elderly patient with vision loss

Outline the features of the Charles Bonnet syndrome

Outcome To understand the psychosocial impact of vision impairment and strategies to manage adjustment to 
vision loss

Objectives

Describe the emotional reactions to diagnosis 

Describe functional and dysfunctional emotional and behavioral responses 

Describe the differences between adjustment to vision loss and depression

Describe psychosocial aspects of adaptation to acquired disabilities and chronic diseases

Outcome
To know the range of optical, electronic and non-optical low vision device, a range of adaptive daily 
living skills, practical techniques for training people with vision impairment and methods to adapt an 
environment to promote independence

Objectives

Describe a range of optical, non-optical and adaptive devices that are available for people with vision 
impairment and basic training techniques

Describe the impact of vision impairment on activities of daily living 

Perform training with adaptive daily living skill techniques 

Describe modifications that can be made to the environment and building design to assist people with 
vision impairment

Co-morbidities that impact vision rehabilitation 

Psychosocial impact of vision impairment 

Low vision devices and accessibility 

Outcome To have knowledge about neurological vision loss and brain plasticity

Objectives
Describe neuroanatomy of the visual pathways 

Discuss plasticity of the visual pathways

Outcome Have knowledge on the main disorders of the higher nervous functions

Objectives
Define aphasia, apraxia, agnosia

Describe the disorders of the representation of the space - hemispatial neglect

Neurological vision loss 

Neuropsychology
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Outcome To know, and be able to administer, psychological questionnaires

Objectives
(includes 
12 hours of 
supervised 
practical)

Describe questionnaires to assess the following:

Anxiety 

Depression 

Self-efficacy 

Coping strategies

Resilience

Self-esteem

Quality of life related to sight

Quality of life in general

Cognitive disorders

Personality disorders 

Practical exercise

Outcome To be able to plan interventions to improve the quality of life of the patient with vision impairment and 
discern functional and dysfunctional strategies for adaptation to the vision impairment

Objectives
(includes 
4 hours of 
supervised 
practical)

Describe the differences between the biopsychosocial model and the person centered model in vision 
rehabilitation

Describe theoretical models of rehabilitation applicable to the patient with vision impairment

Describe tools to assess daily task performance and autonomy 

Describe “smart life skills” in rehabilitation paths

Describe rehabilitative interventions for the development of a positive identity

Practical exercise

Outcome To be able to assess quality of life of a person with vision impairment, identify needs for vision training 
program and identify resources to support quality of life

Objectives
(includes 
2 hours of 
supervised 
practical)

Describe the role of continuing daily activities, independence, social participation, and psychological well-
being in the life of the individual with vision loss 

Describe local services that can respond to needs

Practical exercise

Assessment of personality aspects that influence vision rehabilitation 

Methods of designing rehabilitation interventions, rehabilitation protocols and socio-educational interventions 

Analysis of the needs of the patient with vision impairment
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Outcome To be able to support the patient-doctor relationship and the management of the clinical burn-out

Objectives
(includes 
8 hours of 
supervised 
practical)

Describe team work techniques 

Describe the management of team dynamics

Describe the range of interpersonal communication styles

Describe psychological supports for the multidisciplinary team

Practical exercise

Outcome To know the characteristics and family functioning and interventions to support the family system

Objectives
(includes 
4 hours of 
supervised 
practical)

Describe management of critical events in a family

Describe unique elements of a family such as parental resources, relational dynamics and interpersonal 
communication styles

Describe the range of psychological responses of parents/caregiver

Describe the range of psychological responses of siblings

Describe the techniques of “parent training”

Describe the techniques of “parent coaching”

Describe the techniques of “resilient training”

Practical exercise

Outcome To know cognitive, emotional and behavioral aspects of adapting to vision impairment and techniques to 
encourage well-being and quality of life

Objectives

Describe counseling techniques for psychological support for the individual with vision loss

Describe psychosocial support such as peer support for adapting to vision loss

Describe psychological clinical support such a professional assessment or psychotherapy

Psychological support for the vision rehabilitation team

Psychological support for the family system 

Psychological support
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Outcome To know basic psychological ethics, regulatory and legal issues 

Objectives

List procedures for ensuring the confidentiality of health information

Describe government and institutional rules and regulations for patient confidentiality and safety

Discuss laws/policies for the control, use, and release of health information

Describe effective documentation skills

Outline professional consequences of performing unprofessionally

Outcome To know methods for data entry and maintenance of psychological records

Objectives

Perform data entry

Maintain psychological records

Perform connection with essential/basic and specialized level databases

Outcome To know tools to assess school, work and social inclusion 

Objectives

Describe questionnaires for teachers, parents, classmates, colleagues to evaluate social inclusion

Perform evaluation of social skills

Describe tools and procedures to analyze professional problem solving

Outcome To be able to assess the need for basic orientation and mobility training for a person with vision 
impairment and provide the training

Objectives
(includes 
2 hours of 
supervised 
practical)

List the problems a person with vision impairment may have in O&M and DLS

Discuss how to assess O&M function and the need for training

Describe the important areas of O&M and DLS training for people with vision impairment

Teach basic O&M and DLS skills for people with vision impairment

Evaluation of psychological outfits aimed at sending the patient to the instructor of O&M and DLS

Practical exercise

Ethics, regulatory and legal issues 

Data entry and maintenance of psychological records 

Social inclusion

Orientation and Mobility (O&M) and Daily Living Skills (DLS) for people with vision impairment 
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SPECIALIZED LEVEL CURRICULUM FOR PSYCHOLOGIST 
Total length of course 210 hours (6 weeks)

Module Module title Duration (hrs)

1 Epidemiology 8

2 The International Classification of Diseases 4

3 Global, national and local policies 7

4 Anatomy and function of the eye 8

5 Normal visual development 4

6 Low vision devices and accessibility 10

7 Psychosocial impact of vision impairment 8

8 Co-morbidities that impact vision rehabilitation 6

9 Neurological vision loss 11

10 Neuropsychology 24

11 Cognitive and vision rehabilitation 11

12 Analysis of the needs of the patient with vision impairment 5

13 Methods of designing rehabilitation interventions, rehabilitation protocols 
and socio-educational interventions 10

14 Assessment of personality aspects that influence vision rehabilitation 24

15 Psychological support 6

16 Psychological support for the family system 8

17 Psychological support for vision rehabilitation team 16

18 Orientation and Mobility (O&M) for people with vision impairment 4

19 Social inclusion 4

20 Data entry and maintenance of psychological records 4

21 Research 24

22 Medical ethics, regulatory and legal issues 4

1. Degree in psychology 
2. Training course for the psychologist (master) 
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Outcome To recognize abnormal visual development 

Objectives
Describe normal visual development (developmental milestones of vision)

Describe how visual development relates to functional vision assessment and visual perception

Outcome To know basic anatomy of function of the normal eye and understand common visual defects

Objectives

Describe the importance of vision for learning and daily functioning

Describe basic anatomy and function of the eye 

Describe common visual defects

Outcome To understand global, national and local policies and statutory benefits for people with vision impairment

Objectives
Describe major global programs and policies relevant to people with vision impairment

Describe regional and local programs and their benefits for people with vision impairment

Outcome To know the International classification tools

Objectives
(includes 
2 hours of 
supervised 
practical)

Describe ICIDH: International Classification of Impairments, Disabilities and Handicaps from the ICIDH to 
the biopsychosocial approach of the International Classification of Functioning, Disability and Health (ICF)

Describe how to assess disability and supports (eg IADL, ADL, “Support Intensity Scale”)

Practical exercise

Outcome To understand the WHO terminology related to vision impairment and to be aware of the prevalence and 
causes of vision impairment

Objectives

Define and classify vision impairment, low vision and blindness

Describe the major global, national and regional causes of reversible and irreversible vision impairment in 
children and adults

Describe signs and symptoms associated with the main causes of vision impairment

Normal visual development

Anatomy and function of the eye

Global, national and local policies 

The International Classification of Diseases 

Epidemiology
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Outcome To have knowledge about neurological vision loss and brain plasticity

Objectives
Describe neuroanatomy of the visual pathways

Describe plasticity of the visual pathways

Outcome To be aware of the impact of co-morbidities on vision rehabilitation

Objectives

Describe the relationship between depression and vision impairment 

Describe the needs of a person with diabetes and vision loss 

List common comorbidities in the elderly patient with vision loss 

Outline the features of the Charles Bonnet syndrome 

Outcome To understand the psychosocial impact of vision impairment and strategies to manage adjustment to 
vision loss

Objectives

Describe the emotional reactions to diagnosis

Describe functional and dysfunctional emotional and behavioral responses 

Describe the differences between adjustment to vision loss and depression

Describe psychosocial aspects of adaptation to acquired disabilities and chronic diseases

Outcome
To know the range of optical, electronic and non-optical low vision devices, a range of adaptive daily 
living skills, practical techniques for training people with vision impairment and methods to adapt an 
environment to promote independence

Objectives

Describe a range of optical, electronic, non-optical and adaptive devices that are available for people with 
vision impairment and basic training techniques

Describe the impact of vision impairment on activities of daily living

Perform training with adaptive daily living skill techniques

Describe modifications that can be made to the environment and building design to assist people with 
vision impairment

Neurological vision loss

Co-morbidities that impact vision rehabilitation 

Psychosocial impact of low vision

Low vision devices and accessibility



92

international vision rehabilitation standards

Outcome To be able to plan interventions to improve the quality of life of the patient with vision impairment and 
discern functional and dysfunctional strategies for adapting to vision impairment

Objectives
(includes 
4 hours of 
supervised 
practical) 

Describe the differences between the biopsychosocial model and the person-centered model in vision 
rehabilitation

Describe theoretical models of rehabilitation applicable to the patient with vision impairment

Describe tools to assess daily task performance and autonomy

Describe “smart life skills” in rehabilitation paths

Describe rehabilitative interventions for the development of a positive identity

Practical exercise

Outcome To be able to assess quality of life of a person with vision impairment, identify need for training programs 
and identify resources to support quality of life

Objectives
Describe the role of continuing daily activities, independence, social participation, and psychological well-
being in the life of the individual with vision loss 

Describe local services that can respond to needs

Outcome To know techniques for cognitive rehabilitation 

Objectives
(includes 
6 hours of 
supervised 
practical)

Describe definitions and principles of cognitive rehabilitation

Describe the neuroscientific basis of cognitive rehabilitation and neuronal plasticity

Describe memory training

Describe recovery of impaired cognitive functions, using residual abilities and the maintenance of an alert 
and active cognitive state

Practical exercise

Outcome To know the main disorders of the higher neurological functions 
To have basic knowledge of cognitive tests and how to administer them

Objectives
(includes 
12 hours of 
supervised 
practical)

Define aphasia, apraxia, agnosia

Describe the disorders of the representation of the space – hemispatial neglect

Describe the basic cognitive tests for memory, thinking, intelligence, and language

Practical exercise

Methods of designing rehabilitation interventions, rehabilitation protocols and socio-educational interventions

Analysis of the needs of the patient with vision impairment

Cognitive and vision rehabilitation

Neuropsychology
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Outcome To know the characteristics and family functioning and interventions to support the family system

Objectives
(includes 
4 hours of 
supervised 
practical)

Describe management of critical events in a family

Describe unique elements of a family such as parental resources, relational dynamics and interpersonal 
communication styles

Describe the range of psychological responses of parents/caregiver

Describe the range of psychological responses of siblings 

Describe the techniques of “parent training”

Describe the techniques of “parent coaching”

Describe the techniques of “resilient training”

Practical exercise

Outcome To know cognitive, emotional and behavioral aspects of adapting to vision impairment and techniques to 
encourage well-being and quality of life

Objectives

Describe counseling techniques for psychological support for the individual with vision loss

Describe psychosocial support such as peer support for adapting to vision loss

Describe psychological clinical support such a professional assessment or psychotherapy

Outcome To know, and be able to administer, psychosocial questionnaires

Objectives
(includes 
12 hours of 
supervised 
practical)

Describe questionnaires to assess the following: 

Anxiety 

Depression

Self-efficacy

Coping strategies

Resilience

Self-esteem

Quality of life related to sight

Quality of life in general

Cognitive disorders

Personality disorders

Practical exercise

Psychological support for the family system

Psychological support

Assessment of personality aspects that influence vision rehabilitation 
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Outcome To be able to create new tools for the evaluation of the individual with visual impairment and the 
effectiveness of the vision rehabilitation

Objectives

Describe basic psychological research methods

Describe basic theories and techniques of psychological assessment and measurement for research

Perform research data analysis

Outcome To know methods for data entry and maintenance of psychological records

Objectives

Perform data entry 

Maintain psychological records 

Perform connection with essential/basic and advanced level databases

Outcome To know tools to assess school, work and social inclusion

Objectives

Describe questionnaires for teachers, parents, classmates and colleagues to evaluate social inclusion 

Perform evaluation of social skills 

Describe tools and procedures to analyze professional problem solving

Outcome To be able to assess the need for basic orientation and mobility training for a person with vision 
impairment and provide the training

Objectives
(includes 
2 hours of 
supervised 
practical)

List the problems a person with vision impairment may have in O&M and DLS

Discuss how to assess O&M function and the need for training

Describe the important areas of O&M and DLS training for people with vision impairment

Teach basic O&M and DLS skills for people with vision impairment

Evaluate psychological benefits of referring the patient to the instructor of O&M and DLS

Practical exercise

Outcome To be able to support the patient-doctor relationship and the management of the clinical burn-out

Objectives
(includes 
8 hours of 
supervised 
practical)

Describe team work techniques

Describe the management of team dynamics 

Describe the range of Interpersonal communication styles

Describe psychological supports for the multidisciplinary team

Practical exercise

Research

Data entry and maintenance of psychological records 

Social inclusion 

Orientation and Mobility (O&M) and Daily Living Skills (DLS) for people with vision impairment 

Psychological support for the vision rehabilitation team
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Outcome To know basic psychological ethics, regulatory and legal issues

Objectives

List procedures for ensuring the confidentiality of health information

Describe government and institutional rules and regulations for patient confidentiality and safety

Describe laws/policies for the control, use, and release of health information

Describe effective documentation skills

Outline professional consequences of performing unprofessionally

Ethics, regulatory and legal issues 
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ADVANCED AND ADVANCED “PLUS” (on orange background) LEVEL 
CURRICULUM FOR VISION REHABILITATION THERAPIST 
Total length of course 132 hours/147 hours (3/4 weeks)

Module Module title Duration (hrs)

1 Epidemiology 8

2 Global, national and local policies 1

3 Causes and implications of vision impairment and prevention 3

4 Psychosocial impact of vision impairment 8

5 Co-morbidities that impact vision rehabilitation 4

6 Neurological vision loss* 10

7 Neuropsychology* 5

8 Basic optics including optic of low vision devices 6

9 Interview 4

10 Residual visual function evaluation 12

11 Functional vision assessment 16

12 Understanding optical, electronic and non-optical low vision devices 16

13 Rehabilitation training 24

14 Autonomy and accessibility skills 4

15 School-age children 10

16 Communication skills and patient education 5

17 Community attitudes, advocacy and awareness 2

18 Data entry, maintenance of medical records and specific letter 5

19 Medical ethics, regulatory and legal issues 2

20 Counselling 2

*Advanced plus
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Outcome To understand the psychosocial impact of vision impairment and strategies to manage adjustment to 
vision loss

Objectives

Describe potential psychosocial effects of vision impairment at developmental stages 

Describe the psychosocial impact of vision impairment on the individual and the challenges to secure 
access to health, education, economic and social inclusion

Outline signs and symptoms of psychosocial problems and disorders 

Describe appropriate intervention and referral strategies to promote psychosocial well-being (resources, 
support groups, peer support, counselling, etc)

Outcome To understand the causes, symptoms and implications of vision impairment and learn about prevention 
strategies

Objectives

Describe the most common causes of vision impairment in the childhood

Describe the most common causes of vision impairments in adults

Describe signs and symptoms of common causes of vision impairment 

Describe primary, secondary, and tertiary prevention strategies that are applicable to the leading causes 
of vision impairments and blindness

Outline strategies to include vision rehabilitation in a blindness prevention program

Outcome To be aware of global, national and local policies and statutory benefits for people with vision impairment

Objectives
Describe major global programs and policies relevant to people with vision impairment

Identify regional and local programs and their benefits for people with vision impairment

Outcome To understand the WHO terminology of vision impairment and the ICF classification, and to be aware of 
the prevalence and causes of vision impairment

Objectives
Describe vision impairment, low vision and blindness from the ICIDH to the biopsychosocial approach of 
the International Classification of Functioning, Disability and Health (ICF)

Outline the global, national and regional epidemiology of vision impairment

Psychosocial impact of vision impairment 

Causes and implications of vision impairment and prevention 

Global, national and local policies 

Epidemiology
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Outcome To know the principles of optics 

Objectives

Describe the properties of light

Understand the electromagnetic spectrum and the visible portion of the spectrum

Understand how light travels and can be reflected, refracted, and absorbed

Describe the concept of the vergence of light

Discuss the change in vergence that occurs within optical systems including the eye

Understand the properties of a prism and its effects on light rays

Describe image displacement due to prisms and the prismatic effect of lenses

Understand the properties of a lens and the factors that determine its effect on the vergence of light rays

Define plano, concave, convex, and spherocylindrical lenses

Describe properties of medical filters

Outcome To be aware of the impact of co-morbidities on vision rehabilitation

Objectives

Describe the relationship between depression and vision impairment

Describe how vision impairment impacts safety, including risk of falls, errors in medication administration, 
and driving accidents

Discuss the needs of the diabetic patient with vision loss

List common co-morbidities in adult and children with vision loss

Outline the features of the Charles Bonnet syndrome hallucinations and the differential diagnosis of 
hallucinations

Basic optics including optic of low vision devices

Co-morbidities that impact vision rehabilitation 

Outcome To have knowledge on the main disorders of the higher nervous functions 

Objectives
Define aphasia, apraxia, agnosia 

Discuss disorders of the representation of the space – hemispatial neglect

Outcome To have knowledge on neurological vision loss and brain plasticity 

Objectives

Describe neuroanatomy of the visual pathways

Discuss plasticity of the visual pathways

Describe the common neurological visual field defects (involving optic nerve, optic chiasm, optic radiation, 
occipital cortex)

Describe the indications and interpretation of basic ocular electrophysiology

Describe the range of current interventions for neurological vision loss and the current evidence based 
(e.g. scanning training, biofeedback stimulation, electric stimulation)

Neuropsychology

Neurological vision loss
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Outcome Qualitative assessment of the residual visual function

Objectives
(includes 2 
hours practical 
exercise and 
4 hour of 
supervised 
practical)

Identify the areas of strengths and weaknesses in daily living activities (such as reading, writing, watching 
TV, using a PC, etc)

Observe the patient’s orientation and mobility in indoor environment

Test the eight areas of functional vision: accommodation; fixation; tracking; scanning; peripheral vision; 
contrast; vision for mobility; visual identification (object, faces, etc)

Write a functional vision assessment report

Outcome Assess residual visual function

Objectives
(includes 
4 hours of 
supervised 
practical)

Visual acuity evaluation for far distance with LogMAR charts, LVRC flip charts, Lea’s symbols, etc, natural 
and with corrected refractive errors

Visual acuity evaluation for near distance with LVRC near vision cards, MNRead charts, Lea’s symbols, etc, 
with refractive correction on the base of the patient’s age

Assessment of reading acuity using MNRead charts, different materials such as newspaper, telephone 
directory, price tags, etc

Assessment of reading speed using IReST test, MNRead charts, etc

Contrast sensitivity function using Bailey Lovie low contrast chart, Pelli-Robson contrast sensitivity charts, 
Lea low contrast flip cards, etc

Stereo acuity evaluation

Color vision tests (D-15 test, Ishihara test, functional colour vision assessment)

Light and dark adaptation

Central and Peripheral Visual field Detection (Disc perimetry, confrontation method, hand held perimetry, 
Amsler grid)

Illumination preferred

Glare

Outcome Record individual history 

Objectives

Know the personal needs

Know about patient’s general health and any co-morbidities

Brief history of previous treatments

Living situation

Evaluate the patient’s knowledge about their visual condition and vision rehabilitation process

Observations

Functional vision assessment

Residual visual function evaluation 

Interview
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Outcome Knowledge of accessibility and the modifications that can be made to the environment and devices

Objectives
(includes 
2 hours of 
supervised 
practical)

Able to improve strategies and activities of daily living

Able to select adaptive devices (lights, typoscope)

Able to modify the environment and building design

Knowledge the computer accessibility and cell phone accessibility 

Knowledge the basic techniques of orientation and mobility

Practical course and case study

Outcome Knowledge of low vision devices and ability to draw up a rehabilitation program

Objectives
(includes 
8 hours of 
supervised 
practical)

Aware of the different types of low vision aids and adaptive devices that are available for people with 
vision impairment and their uses

Development of visual skills training program

Able to select optical or electronic magnification and develop a training program for use it

Able to select medical filters

Able to prescribe low vision aids, adaptive devices and medical filters

Able to teach in reading and writing using Braille

Able to training in the use of assistive technologies (text to speech and GPS technology), use of software

Practical course and case study

Outcome To determine the need for and teach people with vision impairment how to use appropriate low vision 
devices

Objectives
(includes 
4 hours of 
supervised 
practical)

Classify the types of optical devices available for people with low vision

Understand the principles of and formulae for magnification

Comprehend the optics of low vision devices

Understand the advantages and disadvantages of these devices

Determine the required and the actual magnification and prescribe the appropriate devices

Autonomy and accessibility skills

Rehabilitation training

Understanding optical, electronic and non-optical low vision devices 
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Outcome To acquire knowledge of data entry, maintenance of medical records and specific referral letter

Objectives

Perform data entry

Maintain medical records

Perform connection with essential/basic and specialized level databases

To learn how to communicate the assessment finding and the plan for intervention to the client and other 
professional colleagues

To follow their assessment provides feedback to participants as a whole group 

Outcome To understand the role of advocacy to create community awareness and positive behavior change

Objectives

Discuss the dynamics of community and culture

Describe basic advocacy techniques

Discuss the effectiveness of community engagement to foster the positive change

Outcome To understand communication strategies

Objectives
(includes 1 
hour practical 
exercise, and 
1 hour of 
supervised 
practical)

Describe specific skills required to communicate effectively with individuals, families, caregivers, teachers, 
co-workers and the community

Discuss issues unique to providing care for diverse populations (cultural, gender, age, etc)

Practical exercise

Outcome Inclusive education guidelines for students who are blind, have vision impairment or additional 
disabilities

Objectives
(includes 
3 hours of 
supervised 
practice)

Knowledge of accessible materials, including tactile graphics and audio-described materials, assistive 
technology, and optical and non-optical devices 

Knowledge and use of alternative formats (audio, braille, electronic, and clear/large print, etc)

Knowledge of strategies (for example, appropriate posture during viewing) and types of lighting 

Able to interpret the clinical and functional findings of eye health and medical professionals, and 
determine the implications for student learning

Facilitate student understanding and acceptance of low vision, and provide the knowledge and skills 
needed by students to maximize their educational opportunities and independence

Demonstrate understanding of the need to provide informative reports and feedback to students who 
have low vision, their parents/carers, teachers and other agencies

Practical course and case study

Data entry, maintenance of medical records and specific referral letter

Community attitudes, advocacy and awareness 

Communication skills and patient education 

School-age children 
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Outcome To acquire knowledge on medical ethics, regulatory and legal issues

Objectives

List procedures for ensuring the confidentiality on health information

Discuss government and institutional rules and regulations for patient confidentiality and safety

Discuss law/policies for the control, use, and release of health information

Describe effective documentation skills

Outline professional consequences of performing unprofessionally

Medical ethics, regulatory and legal issues 

Outcome Ability to use basic counselling skills as part of rehabilitation strategy

Objectives

List the characteristics of rehabilitation worker who effectively use counselling skills

Articulate the benefits of using counselling skills

Understand the concepts of counselling and techniques 

Counselling
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SPECIALIZED LEVEL CURRICULUM FOR VISION REHABILITATION THERAPIST
Total length of course 166 hours (4 weeks)

Module Module title Duration (hrs)

1 Epidemiology 8

2 Global, national and local policies 1

3 Causes and implications of vision impairment and prevention 3

4 Psychosocial impact of vision impairment 8

5 Co-morbidities that impact vision rehabilitation 4

6 Neurological vision loss 10

7 Neuropsychology 5

8 Basic optics including optic of low vision devices 5

9 Interview 4

10 Residual visual function evaluation 12

11 Functional vision assessment 16

12 Understanding optical, electronic and non-optical low vision devices 16

13 Rehabilitation training 30

14 School-age children 10

15 Communication skills and patient education 5

16 Training 10

17 Community attitudes, advocacy and awareness 3

18 Data entry, maintenance of medical records and specific letter 5

19 Medical ethics, regulatory and legal issues 3

20 Counselling 2

21 Research 6
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Outcome To be aware of the impact of co-morbidities on vision rehabilitation

Objectives

Describe the relationship between depression and vision impairment

Describe how vision impairment impacts safety, including risk of falls, errors in medication administration, 
and driving incident

Discuss the needs of the diabetic patient with vision loss

List common comorbidities in the elderly patient with vision loss

Outline the features of the Charles Bonnet syndrome hallucinations and the differential diagnosis of 
hallucinations

Outcome To understand the psychosocial impact of vision impairment and strategies to manage adjustment to 
vision loss

Objectives

Describe potential psychosocial effects of vision impairment at developmental stages

Describe the impact of vision impairment on the individual and challenges to secure access to health, 
education, economic and social inclusion

Outline signs and symptoms of psychosocial problems and disorders

Describe appropriate intervention and referral strategies to promote psychosocial well-being (resources, 
support groups, peer support, counselling, etc)

Outcome To understand the causes, symptoms and implications of vision impairment and learn about prevention 
strategies

Objectives

Describe the most common causes of vision impairment in the childhood

Describe the most common causes of vision impairment in adults

Describe signs, symptoms and implications of common causes of vision impairment

Outline prevention strategies and interventions for common causes of vision impairment

Outcome To be aware of global, national and local policies and statutory benefits for people with vision impairment

Objectives
Describe major global programs and policies relevant to people with vision impairment

Identify regional and local programs and their benefits for people with vision impairment

Outcome To understand the WHO terminology related to vision impairment and the ICF classification, and to be 
aware of the prevalence and causes of vision impairment

Objectives
Describe vision impairment, low vision and blindness from the ICIDH to the biopsychosocial approach of 
the International Classification of Functioning, Disability and Health (ICF)

Outline the global, national and regional epidemiology of vision impairment

Co-morbidities that impact vision rehabilitation 

Psychosocial impact of vision impairment 

Causes and implications of vision impairments and prevention 

Global, national and local policies 

Epidemiology
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Outcome To be able to record individual history

Objectives
Outline the key elements of an individual history (eg goals, unique needs, risks to safety, general health, 
co-morbidities, living situation, current satisfaction with daily activities, mood, hallucinations etc)

Describe the vision rehabilitation process (assessment, training, referral etc)

Outcome To know the principles of optics

Objectives

Describe the properties of light

Understand the electromagnetic spectrum and the visible portion of the spectrum

Understand how light travels and can be reflected, refracted, and absorbed

Describe the concept of the vergence of light

Discuss the change in vergence that occurs within optical systems including the eye

Understand the properties of a prism and its effects on light rays

Describe image displacement due to prisms and the prismatic effect of lenses

Understand the properties of a lens and the factors that determine its effect on the vergence of light rays

Define plano, concave, convex, and spherocylindrical lenses

Describe properties of medical filters

Outcome To have knowledge of the main disorders of the higher nervous functions

Objectives
Define aphasia, apraxia, agnosia

Discuss disorders of the representation of the space - hemispatial neglect

Outcome To have knowledge about neurological vision loss and brain plasticity 

Objectives

Describe neuroanatomy of the visual pathways

Discuss plasticity of the visual pathways

Describe the common neurological visual field defects (involving optic nerve, optic chiasm, optic radiation, 
occipital cortex)

Describe the indications and interpretation of basic ocular electrophysiology

Describe the range of current interventions for neurological vision loss and the current evidence based 
(e.g. scanning training, biofeedback stimulation, electric stimulation)

Interview

Basic optics including optics of low vision devices 

Neuropsychology

Neurological vision loss
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Outcome To be able to assess qualitative residual visual function

Objectives
(includes 2 
hours practical 
exercise and 
4 hours of 
supervised 
practical)

Identify the unique individual strengths and weaknesses in daily living activities (such as reading, writing, 
watching TV, using a computer, etc)

Observe and document the patient’s orientation and mobility in the indoor environment

Test the eight areas of functional vision: accommodation, fixation, tracking, scanning, peripheral vision, 
contrast, vision for mobility, visual identification (objects, faces, etc)

Write a functional vision assessment report

Outcome To be able to assess residual visual function

Objectives
(includes 
4 hours of 
supervised 
practical)

Perform corrected and uncorrected visual acuity measurement for far distance with LogMAR charts, LVRC 
flip charts, Lea’s symbols, etc 

Perform near visual acuity evaluation with LVRC near vision cards, MNRead charts, Lea’s symbols, etc, with 
near reading add based of the patient’s age

Perform assessment of both spot reading ability (price tags, etc) and continuous print reading (eg different 
materials such as newspapers or books, etc)

Perform assessment of reading speed (IReST test, MNRead charts, etc)

Perform assessment of contrast sensitivity function (Bailey Lovie low contrast chart, Pelli-Robson contrast 
sensitivity charts, Lea low contrast flip cards, etc)

Perform stereo acuity evaluation

Perform color vision assessment (D-15 test, Ishihara test, functional colour vision assessment, etc)

Perform assessment of light and dark adaptation

Perform assessment of central and peripheral visual field (disc perimetry, confrontation field, hand held 
perimetry, Amsler grid)

Perform assessment of preferred illumination

Perform assessment of glare 

Functional vision assessment 

Residual visual function evaluation 

Addition of functional vision scores can be considered
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Outcome To determine beneficial optical, non-optical and electronic devices and the required training to use 
devices

Objectives
(includes 
4 hours of 
supervised 
practical)

Describe the types of optical devices available for people with vision impairment

Describe the principles of magnification and optics of low vision devices

Describe the wide range of technology options for individuals with vision loss (cell phone accessibility, 
tablet/computer accessibility, audio reading, applications for wayfinding, etc) 

Describe the types of non-optical devise available for people with vision impairment (eg filters, 
typoscopes, etc) 

Describe the advantages and disadvantages of these devices

Involve patients in considering benefits of magnification with optical devices and benefits of non-optical 
and electronic devices and make device recommendations

Understanding optical, electronic and non-optical low vision devices

Outcome Inclusive education guidelines for students who are blind, have vision impairment or additional 
disabilities

Objectives
(includes 
3 hours of 
supervised 
practical)

Knowledge of accessible materials, including tactile graphics and audio-described materials, assistive 
technology, and optical and non-optical devices

Knowledge and use of alternative formats (audio, braille, electronic, and clear/large print, etc)

Knowledge of strategies (for example, appropriate posture during viewing) and types of lighting

Able to interpret the clinical and functional findings of eye health and medical professionals, and 
determine the implications for student learning

Facilitate student understanding and acceptance of low vision, and provide the knowledge and skills 
needed by students to maximize their educational opportunities and independence

Demonstrate understanding of the need to provide informative reports and feedback to students who 
have low vision, their parents/carers, teachers and other agencies

Practical course and case study

Outcome Knowledge of rehabilitation training

Objectives
(includes 
12 hours of 
supervised 
practical)

Describe the range of visual skills training methods and corresponding evidence base for these methods 
(trained retinal locus, biofeedback fixation training, oculomotor training, eccentric viewing training, 
perceptual training, etc) 

Perform assessment of fixation location and stability (eg using microperimetry, patient observation or 
retinal observation)

Describe reading and writing training using Braille

Describe training to use optical, non-optical and assistive technologies (computer accessibility, text to 
speech, cell phone accessibility features, cell phone applications and GPS technology)

Describe methods to monitor outcomes of rehabilitation training 

Practical course and case study

School-age children 

Rehabilitation training
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Outcome To be able to perform data collection 

Objectives

Perform data entry

Maintain medical records

Perform connection with essential/basic and advanced level databases

Perform data analysis of primary, secondary and tertiary level data

Communicate assessment and plan for rehabilitation interventions to clients and other professional 
colleagues

Perform feedback to a group

Write referral letters to schools and other relevant departments

Outcome To understand the role of advocacy to create community awareness and positive behavior change

Objectives

Describe the dynamics of community and culture

Describe basic advocacy techniques

Describe the effectiveness of community engagements to foster the positive change

Outcome To be able to training rehabilitation therapists

Objectives Perform training of a vision rehabilitation therapist

Outcome To understand communication strategies

Objectives
(includes 1 
hour practical 
exercise, and 
2 hours of 
supervised 
practical)

Describe specific skills required to communicate effectively with individuals, families, caregivers, teachers, 
co-workers and the community

Describe issues unique to providing care needs of diverse populations (cultural, gender, age, etc)

Practical exercise

Data entry, maintenance of medical records and specific referral letter 

Community attitudes, advocacy and awareness 

Training

Communication skills and patient education
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Outcome To be able to conceptualize and conduct basic research

Objectives

Describe ethics in research

Conceptualize and conduct research related to new technologies or treatments, etc

Establish collaborative networks and/or multi-disciplinary team

Perform analysis of data collected

Present data on national and/or global epidemiology of visual impairment

Outcome To be able to use basic counselling skills as part of rehabilitation strategy

Objectives

Describe the characteristics of a rehabilitation worker who effectively uses counselling skills

Articulate the benefits of using counselling skills

Describe counselling techniques (reflective listening, empathetic response, etc)

Outcome To understand medical ethics, regulatory and legal issues

Objectives

List procedures for ensuring the confidentiality of health information

Describe government and institutional rules and regulations for patient confidentiality and safety

Describe law/policies for the control, use, and release of health information

Describe effective documentation skills

Outline professional consequences of performing unprofessionally

Research

Counselling

Medical ethics, regulatory and legal issues 

References

1. IAPB Low Vision Work Group. Low Vision Curriculum – Optometrist. November 2016
2. IAPB Low Vision Work Group. Low Vision Curriculum – Teachers. November 2016
3. Il core competence dell’Ortottista Assistente in Oftalmologia. Associazione Italiana Ortottisti 

Assistenti in Oftalmologia. Maggio 2014
4. Master in vision rehabilitation - University of Gothenburg, Faculty of Health Sciences- 

Faculty of Education (curriculum academic year 2014-2018)
5. Principles and Guidelines of a Curriculum for Para-ophthalmic Vision Specialist Education 

- presented by International Task Force on Para-ophthalmic Vision Specialist Education on 
Behalf of The International Council of Ophthalmology (ICO) (Klin Monatsbl Augenheilkd 
2006; 223, Suppl. 6: S1-S41)
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ESSENTIAL AND BASIC LEVEL CURRICULUM for
COMMUNITY-BASED HEALTH PROFESSIONAL, PRIMARY EYE AND HEALTH CARE WORKER, 

COMMUNITY WORKER, OTHERS TRAINED TO WORK WITH EARLY CHILDHOOD
Total length of course 25 hours (1 week)

Module Module title Duration (hrs)

1 Local and regional policies 1

2 Anatomy and function of the eye 2

3 Causes and implications of vision impairment and prevention 2

4 Testing distance vision and near vision 5

5 Adaptations to the environment and non-optical devices 5

6 Emotional and social impact of vision impairment 3

7 Communication skills and counselling 3

8 Community attitudes, advocacy and awareness 2

9 Data entry and maintenance of rehabilitation records 2
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Outcome Gain the skills to test distance and near vision using age-appropriate tests, or color target with specific 
characteristics (eg colour and dimensions)

Objectives

To observe how children move and play and interaction with parents/caregivers 

To get stable eye contact and perform a red reflex (if tools available)

To interpret reaction to specific visual targets at different distance

Response to light and reflected light (accommodation)

Response to approaching objects (fixation)

Response to moving objects (track, saccade)

To use simple test for distance vision for children 

To use simple test for near vision for children

Outcome Identify symptoms and implications of vision impairment and learn about prevention strategies

Objectives
To know signs and symptoms associated with the main causes of vision impairment

Outline prevention and interventions/referral pathways

Testing distance and near vision

Causes and implications of vision impairment and prevention

Outcome Awareness of local and regional policies and statutory benefits for children with vision impairment

Objectives
To introduce major programs and policies relevant to children with vision impairment

Identify local or regional resources available to assist children with low vision or blindness for referral 
(ophthalmologist/optometris, O&M specialists, pediatrician, psychologist)

Outcome Knowledge on the main characteristics of the normal eye and understand common vision defects in 
childhood

Objectives

Understand what vision is and the importance of vision for learning and functioning

Understanding the main characteristics of the normal eye

Knowledge of vision development milestones

Knowledge of common eye and vision defects

Five signs of healthy and unhealthy eyes: eye position, asymmetry, eye center is not black, redness or 
tearing of the eyes, poor eye contact

Local and regional policies

Anatomy and function of the eye
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Outcome Understanding the emotional and social impact of vision impairment and strategies to manage these 
difficulties for children and families

Objectives

Able to identify potential emotional and social effects of vision impairment at developmental stages, from 
birth to school

Awareness of the signs and symptoms of emotional and social problems 

Awareness of the emotional social impact for a family and the community

Awareness of strategies to promote healthy emotional and social development in everyday life

Outcome Able to adapt the environment to assist children with vision impairment and demonstrate the use of non-
optical devices and provide parents training

Objectives

Understand how to adapt the environment to assist children with eye based or brain based vision 
impairment 

Assist in organizing daily living activities (habilitation) in order to improve developmental and visual skills

Awareness of basic practical exercise

Emotional and social impact of vision impairment

Adaptations to the environment and non-optical devices

Outcome Ability to use basic counselling skills with parents and caregivers

Objectives
Understand the concepts of counselling and techniques 

To develop basic skills to communicate effectively with individuals, families, caregivers, teachers, co-
workers and the community

Communication skills and Counselling

Outcome Understand the role of advocacy to create community awareness and positive change

Objectives

Understand the dynamics of a community and culture

Awareness of basic advocacy techniques

Recognition of the effectiveness of community interaction

Community attitudes, advocacy and awareness
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References
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Outcome To acquire basic knowledge of data entry and maintenance of medical records

Objectives

Data entry

Maintenance of medical records

Use of medical records to track needs and programs

Connection with secondary and tertiary level databases

Practical exercise

Data entry and maintenance of rehabilitation records
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ADVANCED AND ADVANCED “PLUS” (on orange background) LEVEL CURRICULUM 
FOR PEDIATRIC CLINICIAN - OPHTHALMOLOGIST/OPTOMETRIST

Total length of course 100-135 hours (3-4 weeks)

Module Module title Duration (hrs)

1 Epidemiology 5

2 Global, national and local policies 5

3 Causes and implications of vision impairment and prevention in infancy and childhood 8

4 Emotional and social impact of vision impairment in infancy and childhood 8

5 Co-morbidities that impact vision rehabilitation 6

6 Neurological vision loss* 35

7 Clinical low vision assessment and vision rehabilitation recommendations in infancy and 
childhood 14

8 Understanding optical, electronic and non-optical low vision devices and training 
required to use them 18

9 Accessibility and environmental modifications 6

10 Communication skills and community attitudes 10

11 Models of low vision care 5

12 Data entry and maintenance of medical records 5

13  Telemedicine e teleintervention 5

14 Medical ethics, regulatory and legal issues 5

*Advanced plus
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Outcome To understand the emotional and social impact of vision impairment and strategies to manage adjustment 
to vision loss in the infancy and childhood

Objectives

Describe potential emotional and social effects of vision impairment at developmental stages

Describe the impact of vision impairment on the individual and how it impacts their access to education 
and social inclusion

Describe additional challenges commonly encountered by children with vision impairment

Outline signs and symptoms of emotional and social challenges

Describe appropriate intervention and referral strategies to promote emotional and social development

Describe how vision impairment impacts safety and independence and social development

List the resources available for children with vision impairment (e.g. low-vision devices, vision 
rehabilitation training and access to wider opportunities in education, livelihoods, and social inclusion)

Outcome To understand the causes, symptoms and implications of vision impairment and learn about prevention 
strategies in infancy and childhood

Objectives

Describe the most common causes of vision impairment in the infancy and childhood

Present the sequelae of vision impairment on children neuro and cognitive development

Describe primary, secondary, and tertiary prevention strategies that are applicable to the leading causes 
of vision impairment and blindness in the infancy and childhood

Understand different approaches of rehabilitation according to child’s age and presence of other 
impairments

Outcome To be aware of global, national and local policies and statutory benefits for children with vision 
impairment

Objectives

Describe major global programs and policies relevant to children with vision impairment and their families

Identify regional and local programs and their benefits for children with vision impairment

Identify school programs for low vision patients

Emotional and social impact of vision impairment in infancy and childhood

Causes and implications of vision impairment and prevention in infancy and childhood

Global, national and local policies

Outcome To understand the WHO terminology related to vision impairment and the ICF classification, and to be 
aware of the prevalence and causes of vision impairment in the infancy and childhood

Objectives
Describe vision impairment, low vision and blindness from the ICIDH to the biopsychosocial approach of 
the International Classification of Functioning, Disability and Health (ICF)

Outline the global, national and regional epidemiology of vision impairment

Epidemiology
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Outcome To be aware of the impact of co-morbidities on vision rehabilitation

Objectives

Describe the relationship between children and families’ depression and vision impairment

Describe additional challenges for rehabilitation for a child with mental/motor delay, nutritional, 
behavioural and/or seizures disorders

List common genetic syndromes involving vision

Co-morbidities that impact vision rehabilitation

Outcome To be able to complete a comprehensive assessment of visual functions and suggest the most appropriate 
solutions in the infancy and childhood

Objectives
(includes 
8 hours of 
supervised 
practical)

Undertake a detailed history/interview

Document observations of the children and their function

Assess the residual visual function 

Match the residual vision with the child’s and the family’s needs

Suggest appropriate interventions

Assess refraction errors

Coordinate with other levels of vision rehabilitation and/or the appropriate service provider

Practical exercise

Outcome To have knowledge about neurological vision loss and brain plasticity
To understand the main disorders of the higher nervous functions

Objectives

Describe neuroanatomy of the visual pathways

Discuss plasticity of the visual pathways

Describe the visual field defects and understand their neurological correlation

Evaluation and management of inherited neuro-ophthalmic diseases

Describe, evaluate and referral to appropriate genetic counseling for inherited neuro-ophthalmic 
disorders

Describe the indications and interpret basic ocular electrophysiology

Understand the applications of current evidence based (early) interventions for neurological vision loss 

Awareness of the effect of mental and behavioural disorders on cooperation of the child

Recognize the effect of vision impairment on concept development the child’s understanding of space (ie.: 
abstract concepts, ability to draw, understand distance, quantity)

Clinical low vision assessment and vision rehabilitation recommendations in the infancy and childhood

Neurological vision loss
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Outcome To understand communication strategies
To understand the role of advocacy to create community awareness and positive behavior change

Objectives
(includes 
3 hours of 
supervised 
practical)

Describe specific skills required to communicate effectively with individuals, families, caregivers, teachers, 
co-workers, classmates and the community

Discuss issues unique to providing care for diverse populations (cultural, gender, age, etc.)

Discuss the dynamics of community and culture

Describe basic advocacy techniques and the effectiveness of community engagements to foster the 
positive change

Practical exercise

Outcome
To understand adaptive daily living skills and practical techniques for training children with vision 
impairment
Knowledge on how to adapt an environment to promote safety and independence

Objectives
(includes 
2 hours of 
supervised 
practical)

Describe the impact of vision impairment on activities of daily living for children with a range of degrees 
of vision loss from impairment to blindness

Describe how to train a children with vision impairment in adaptive daily living skill techniques

List the modifications that can be made to the environment and building design to assist children with 
vision impairment

Practical exercise

Outcome To know the wide range of low vision devices and device training program

Objectives
(includes 
4 hours of 
supervised 
practical)

List the wide range of optical, electronic and non-optical devices available for children with vision 
impairment

Describe the principles of magnification, reading span and central visual field

Discuss the optics of low vision devices

Describe the wide range of technology options for children with vision impairment and their uses

Describe how to select optical and adaptive devices for children with vision impairment and other 
disabilities

Describe how to develop a training program for children with vision impairment to use optical, electronic, 
non-optical and adaptive devices

Describe how to use of assistive devices and training in their use

Practical exercise

Communication skills and community attitudes

Accessibility and environmental modifications 

Understanding optical, electronic and non-optical low vision devices and training required to use them
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Outcome To understand the use of remote assessment and intervention for children with vision impairment, as well 
as teleconsultation with other providers

Objectives

Understand how telemedicine can be used for assessment and follow-up of interventions

Understand how to use tele consultation with essential/basic, advanced, and specialized levels

Understand the different platforms that may be used while protecting patient privacy

Outcome To acquire knowledge of data entry and maintenance of medical records

Objectives

Perform data entry

Maintain medical records

Analyze medical records

Perform connection with essential/basic and specialized level databases

Outcome To understand the different models of low vision care

Objectives

Describe the objectives of a vision rehabilitation program

Discuss resource and human resource strategies required to implement a children’s vision rehabilitation 
service

Describe a model for children’s vision rehabilitation services with short and long-term goals that would be 
implemented

Describe the recommended cadres required at the essential/basic, advanced and specialized level for 
children’s vision rehabilitation services

Describe the roles of each of the cadres that are recommended for the children’s vision rehabilitation 
services

Describe the roles of all the partners and team members in the children’s care and in vision rehabilitation

Describe models for device procurement for children with vision impairment considering costs, availability 
and conflicts of interest for providers

Describe the available training facilities for children’s vision rehabilitation services

Telemedicine and teleintervention

Data entry and maintenance of medical records

Models of low vision care
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Outcome To acquire knowledge on medical ethics, regulatory and legal issues

Objectives

List procedures for ensuring the confidentiality of health information

Discuss government and institutional rules and regulations for patient confidentiality and safety

Discuss laws/policies for the control, use, and release of health information

Describe effective documentation skills

Outline professional consequences of performing unprofessionally

Medical ethics, regulatory and legal issues

References

1. IAPB Low Vision Work Group. Low Vision Curriculum – Ophthalmology. November 2016
2. International Council of Ophthalmology. ICO Residency Curriculum 2nd Edition and Updated 

Community Eye Health Section. 2016
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SPECIALIZED LEVEL CURRICULUM FOR PEDIATRIC CLINICIAN
OPHTHALMOLOGIST/OPTOMETRIST

Total length of course 270 hours (8 weeks)

Module Module title Duration (hrs)

1 Epidemiology 8

2 Global, national and local policies 7

3 Causes and implications of vision impairment and prevention in infancy and childhood 16

4 Emotional and social impact of vision impairment in infancy and childhood 16

5 Co-morbidities that impact vision rehabilitation 12

6 Integration of vision rehabilitation into eye care 8

7 Neurological vision loss 35

8 Clinical low vision assessment and vision rehabilitation recommendations in infancy and 
childhood 32

9 Understanding optical, electronic and non-optical low vision devices and training to use 
them 24

10 Accessibility and environmental modifications 16

11 Communication skills and community attitudes 16

12 Training 10

13 Models of low vision care 16

14 Data entry and maintenance of medical records 10

15 Telemedicine and teleintervention 6

16 Medical ethics, regulatory and legal issues 14

17 Research 24
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Outcome To understand the emotional and social impact of vision impairment and strategies to manage adjustment 
to vision loss in the infancy and childhood

Objectives

Describe potential emotional and social effects of vision impairment at developmental stages

Describe the impact of vision impairment on the individual and how it impacts their access to education 
and social inclusion

Describe additional challenges commonly encountered by childrens with vision impairment

Outline signs and symptoms of emotional and social challenges

Describe appropriate intervention and referral strategies to promote emotional and social development

Describe how vision impairment impacts safety and independence and social development

List the resources available for children with vision impairment (e.g. low-vision devices, vision 
rehabilitation training and access to wider opportunities in education, livelihoods, and social inclusion)

Outcome To understand the causes, symptoms and implications of vision impairment and learn about prevention 
strategies in infancy and childhood

Objectives

Describe the most common causes of vision impairment in the infancy and childhood

Present the sequelae of vision impairment on children neuro and cognitive development 

Describe primary, secondary, and tertiary prevention strategies that are applicable to the leading causes 
of vision impairment and blindness in the infancy and childhood

Understand different approaches of rehabilitation according to child’s age and presence of other 
impairments

Outcome To be aware of global, national and local policies and statutory benefits for children with vision 
impairment

Objectives

Describe major global programs and policies relevant to children with vision impairment and their families

Identify regional and local programs and their benefits for children with vision impairment and their 
families

Identify school programs for low vision patients

Outcome To understand the WHO terminology related to vision impairment and the ICF classification, and to be 
aware of the prevalence and causes of vision impairment in the infancy and childhood

Objectives
Describe vision impairment, low vision and blindness from the ICIDH to the biopsychosocial approach of 
the International Classification of Functioning, Disability and Health (ICF)

Outline the global, national and regional epidemiology of vision impairment

Emotional and social impact of vision impairment in the infancy and childhood

Causes and implications of vision impairment and prevention in the infancy and childhood

Global, national and local policies

Epidemiology
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Outcome To have knowledge about neurological vision loss and brain plasticity
To understand the main disorders of the higher nervous functions

Objectives

Describe neuroanatomy of the visual pathways

Discuss plasticity of the visual pathways

Describe the visual field defects and understand their neurological correlation

Evaluation and management of inherited neuro-ophthalmic diseases

Describe, evaluate and referral to appropriate genetic counseling for inherited neuro-ophthalmic 
disorders

Describe the indications and interpret basic ocular electrophysiology

Understand the applications of current evidence based (early) interventions for neurological vision loss 

Awareness of the effect of mental and behavioural disorders on cooperation of the child

Recognize the effect of vision impairment on concept development the child’s understanding of space (ie.: 
abstract concepts, ability to draw, understand distance, quantity)

Outcome To know how vision rehabilitation services can be integrated into eye care and the health system

Objectives
Outline the structure of the health service and eye care services, and how vision rehabilitation services are 
integrated into this structure

Outline the barriers to the uptake of vision rehabilitation services

Outcome To be aware of the impact of co-morbidities on vision rehabilitation

Objectives

Describe the relationship between children and families’ depression and vision impairment

Describe additional challenges for rehabilitation for a child with mental/motor delay, deafness, 
nutritional, behavioural and/or seizure disorders

List genetic syndromes involving vision

Neurological vision loss

Integration of vision rehabilitation into eye care

Co-morbidities that impact vision rehabilitation
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Outcome
To understand adaptive daily living skills and practical techniques for training children with vision 
impairment
Knowledge on how to adapt an environment to promote safety and independence

Objectives
(includes 
6 hours of 
supervised 
practice)

Describe the impact of vision impairment on activities of daily living

Describe how to train a person with vision impairment in adaptive daily living skill techniques

List the modifications that can be made to the environment and building design to assist children with 
vision impairment

Practical exercise

Outcome To know the wide range of low vision devices and device training programs

Objectives
(includes 
8 hours of 
supervised 
practice)

List the wide range of optical, electronic and non-optical devices available for children with vision 
impairment

Describe the principles of magnification, reading span and central visual field

Discuss the optics of low vision devices

Describe the wide range of technology options for children with vision impairment and their uses

Describe how to select optical and adaptive devices for children with vision impairment and other 
disabilities

Describe how to develop a training program for children with vision impairment to use optical, electronic, 
non-optical and adaptive devices

Describe how to use of assistive devices and training in their use

Practical exercise

Outcome To be able to complete a comprehensive assessment of visual functions and suggest appropriate 
interventions in infancy and childhood

Objectives
(includes 
8 hours of 
supervised 
practice)

Undertake a detailed history/interview

Document observations of the children and their function

Assess the residual visual function

Match the residual vision with the child’s and the family’s needs

Suggest appropriate interventions

Assess refraction errors

Coordinate with other levels of vision rehabilitation and/or the appropriate service provider

Practical exercise

Accessibility and environmental modifications 

Understanding optical, electronic and non-optical low vision devices and training required to use them

Clinical low vision assessment and vision rehabilitation recommendations in the infancy and childhood
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Outcome To acquire knowledge of data entry and maintenance of medical records

Objectives

Perform data entry

Maintain medical records

Analyze medical records

Perform connection with essential/basic and advanced level databases

Outcome To understand the different models of low vision care

Objectives

Describe the objectives of a vision rehabilitation program for the children

Discuss resource and human resource strategies required to implement a children’s vision rehabilitation 
service

Describe a model for children’s vision rehabilitation service with short and long term goals that would be 
implemented

Describe the recommended teams required at the essential/basic, advanced and specialized level for 
children’s vision rehabilitation services

Describe the roles of all the partners and teams members in the children’s care and in vision rehabilitation

Describe models for device procurement for children with vision impairment considering costs, availability 
and conflicts of interest for providers

Describe the available training facilities for children’s vision rehabilitation services

Outcome To provide training for the different cadres in vision rehabilitation

Objectives
Provide training in vision rehabilitation to different vision rehabilitation organizations

Train teams and team members who work in vision rehabilitation

Outcome To understand communication strategies
To understand the role of advocacy to create community awareness and positive behavior change

Objectives
(includes 
3 hours of 
supervised 
practical)

Describe specific skills required to communicate effectively with individuals, families, caregivers, teachers, 
co-workers, classmates and the community

Discuss issues unique to providing care for diverse populations (cultural, gender, age, etc.)

Discuss the dynamics of community and culture

Describe basic advocacy techniques and the effectiveness of community engagements to foster the 
positive change

Practical exercise

Data entry and maintenance of medical records

Models of low vision care

Training

Communication skills and community attitudes
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Outcome To have knowledge of the tools for the research and clinical monitoring of vision rehabilitation services as 
it applies to children and families

Objectives

Describe the principles of epidemiology, as applicable to vision rehabilitation

Describe the principles of research methods, as applicable to vision rehabilitation

Describe the principles of biostatistics, as applicable to vision rehabilitation

Describe the principles of health economics, as applicable to vision rehabilitation

To be able to describe principles of impact assessment, as applicable to vision rehabilitation

Describe the principles of health systems strengthening, as applicable to vision rehabilitation

Describe the principles of project and programs management, including monitoring, evaluation, 
accountability and learning, as applicable to vision rehabilitation

Outcome To acquire knowledge on medical ethics, regulatory and legal issues

Objectives

List procedures for ensuring the confidentiality of health information

Discuss government and institutional rules and regulations for patient confidentiality and safety

Discuss laws/policies for the control, use, and release of health information

Describe effective documentation skills

Identify professional consequences of performing unprofessionally

Outcome To understand the use of remote assessment and intervention for children with vision impairment, as well 
as teleconsultation with other providers

Objectives

To be able to use telemedicine for assessment and follow-up of interventions

Consult with essential/basic, advanced and specialized levels

Understand the different platforms that may be used while protecting patient privacy

To be able to train others in the use of telemedicine

Research

Medical ethics, regulatory and legal issues

Telemedicine and teleintervention

References

1. IAPB Low Vision Work Group. Low Vision Curriculum – Ophthalmology. November 2016
2. International Council of Ophthalmology. ICO Residency Curriculum 2nd Edition and Updated 

Community Eye Health Section. 2016
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ADVANCED AND ADVANCED “PLUS” (on orange background) LEVEL 
CURRICULUM FOR PEDIATRIC VISION REHABILITATION THERAPIST 

Total length of course 139 hours/178 hours (3/4 weeks)

Module Module title Duration (hrs)

1 Epidemiology 8

2 Global, national and local policies 1

3 Causes and implications of vision impairment and prevention 8

4 Emotional and social impact of vision impairment in infancy and childhood 8

5 Co-morbidities that impact vision rehabilitation 4

6 Neurological vision loss* 35

7 Basic optics including optic of low vision devices 6

8 Interview 4

9 Residual visual function evaluation 12

10 Functional vision assessment 16

11 Understanding optical, electronic and non-optical low vision devices 16

12 Rehabilitation training from infancy to school age 40

13 Neurovisual interventions* 4

14 Communication skills and community attitudes 7

15 Counselling 2

16 Data entry, maintenance of medical records and specific letter 5

17 Medical ethics, regulatory and legal issues 2

*Advanced plus
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Outcome To understand the emotional and social impact of vision impairment and strategies to manage adjustment 
to vision loss in infancy and childhood

Objectives

Describe potential emotional and social effects of vision impairment at developmental stages on children 
and their families

Describe the impact of vision impairment on the child and how it impacts their access to education and 
social inclusion 

Describe additional challenges commonly encountered by children with vision impairment 

Outline signs and symptoms of emotional and social challenges

Describe appropriate intervention and referral strategies to promote emotional and social development 
according to child’s age and presence of other impairments

Describe how vision impairment impact safety, including risk of falls, autonomy and ability to play with 
peers

List the resources available for children with vision impairment (e.g. low vision devices, vision 
rehabilitation training and access to wider opportunities in education, livelihoods, and social inclusion)

Outcome To understand the causes, symptoms and implications of vision impairment and learn about prevention 
strategies

Objectives

Describe the most common causes of vision impairment in infancy and childhood

Describe the most common causes of vision impairments in adults with onset in childhood

Describe signs and symptoms of common causes of vision impairment in childhood and adolescence

Describe effect of vision impairment on neuro, cognitive and psycho-social development 

Outline primary, secondary and tertiary prevention strategies that are applicable to the leading causes of 
vision impairments and blindness in childhood and adolescence

Outline strategies to include vision rehabilitation in a blindness prevention program

Outcome To be aware of global, national and local policies and statutory benefits for children with vision 
impairment

Objectives
Describe major global programs and policies relevant to children with vision impairment and their families

Identify regional and local programs and their benefits for children with vision impairment and their 
families

Emotional and social impact of vision impairment in infancy and childhood

Causes and implications of vision impairment and prevention 

Global, national and local policies 

Outcome To understand the WHO terminology of vision impairment and the ICF classification, and to be aware of 
the prevalence and causes of vision impairment

Objectives
Describe vision impairment, low vision and blindness from the ICIDH to the biopsychosocial approach of 
the International Classification of Functioning, Disability and Health (ICF) 

Outline the global, national and regional epidemiology of vision impairment

Epidemiology
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Outcome To know the principles of optics

Objectives

Describe the properties of light 

Understand the electromagnetic spectrum and the visible portion of the spectrum 

Understand how light travels and can be reflected, refracted, and absorbed 

Describe the concept of the vergence of light 

Discuss the change in vergence that occurs within optical systems including the eye 

Understand the properties of a prism and its effects on light rays 

Describe image displacement due to prisms and the prismatic effect of lenses 

Understand the properties of a lens and the factors that determine its effect on the vergence of light rays 

Define plano, concave, convex, and spherocylindrical lenses 

Describe properties of medical filters 

Outcome To be aware of the impact of co-morbidities on vision rehabilitation

Objectives

Describe the relationship between children and families’ depression and vision impairment

Describe additional challenges for rehabilitation for a child with mental/motor delay, deafness, 
nutritional, behavioural and/or seizure disorders

List genetic syndromes involving vision

Basic optics including optic of low vision devices

Co-morbidities that impact vision rehabilitation 

Outcome To have knowledge about neurological vision loss and brain plasticity
To understand the main disorders of the higher nervous functions

Objectives

Describe neuroanatomy of the visual pathways

Discuss plasticity of the visual pathways

Describe the visual field defects and understand their neurological correlation

Evaluation and management of inherited neuro-ophthalmic diseases

Describe, evaluate and referral to appropriate genetic counseling for inherited neuro-ophthalmic 
disorders

Describe the indications and interpret basic ocular electrophysiology

Understand the applications of current evidence based (early) interventions for neurological vision loss 

Awareness of the effect of mental and behavioural disorders on cooperation of the child

Recognize the effect of vision impairment on concept development the child’s understanding of space (ie.: 
abstract concepts, ability to draw, understand distance, quantity)

Neurological vision loss
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Outcome Assess residual visual function

Objectives
(includes 
4 hours of 
supervised 
practice with 
a person 
with a vision 
impairment)

Position that allow the child’s best visual performance

Visual acuity evaluation for far distance with LogMAR charts, LVRC flip charts, Lea’s symbols, etc, natural 
and with corrected refractive errors 

Visual acuity evaluation for near distance with LVRC near vision cards, MNRead charts, Lea’s symbols, etc, 
with refractive correction on the base of the patient’s age 

Assessment of reading acuity using MNRead charts, different materials such as newspaper, telephone 
directory, price tags, etc 

Assessment of reading speed using IReST test, MNRead charts, etc 

Contrast sensitivity function using Bailey Lovie low contrast chart, Pelli-Robson contrast sensitivity charts, 
Lea low contrast flip cards, etc 

Stereo acuity evaluation 

Color vision tests (D-15 test, Ishihara test, functional colour vision assessment) 

Light and dark adaptation 

Central and peripheral visual field detection (disc perimetry, confrontation method, hand held perimetry, 
Amsler grid) 

Illumination preferred 

Glare

Outcome Record individual history

Objectives

Know about pregnancy and infancy

Know about child’s general health and any co-morbidities 

Know about the child’s and family’s needs 

Brief history of previous treatments 

Living situation 

Evaluate the parent’s knowledge about their child visual condition and vision rehabilitation process

Residual visual function evaluation 

Interview
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Outcome Qualitative assessment of the residual visual function 

Objectives
(includes 2 
hours practical 
exercise 
and 4 hours 
supervised 
practice with 
a person 
with a vision 
impairment)

Identify the areas of strengths and weaknesses in daily living activities (such as reading, writing, watching 
TV, using a PC, etc) 

Observe the patient’s orientation and mobility in indoor environment 

Test the eight areas of functional vision: accommodation; fixation; tracking; scanning; peripheral vision; 
contrast; vision for mobility; visual identification (object, faces, etc) 

Orientation and mobility 

Observations of the children while they are playing or interacting with parents or peers

Write a functional vision assessment report

Functional vision assessment 

Outcome Knowledge of low vision devices and ability to draw up a rehabilitation program

Objectives
(includes 
10 hours of 
supervised 
practice with 
a person 
with a vision 
impairment)

Able to organize an early training involving parents

Identify the best posture for visual training according to the child’s motor competences

Aware of the importance to organize training that promote the inclusion of tactile experience in infants 
with motor problems

Development of visual skills training program 

Aware and able to select the different types of low vision aids: optical or electronic magnification, medical 
filters, adaptive devices, tactile graphics and audio-described materials, clear/large print, etc

Knowledge of strategies (for example, appropriate posture during viewing) and types of lighting 

Able to interpret the clinical and functional findings of eye health and medical professionals, and 
determine the implications for student learning 

Able to develop a training program for use the different types of low vision aids 

Able to prescribe the different types of low vision aids

Able to teach in reading and writing using Braille (specific training) 

Able to training in the use of assistive technologies (computer accessibility, text to speech, cell phone 
accessibility and GPS technology), use of software 

Facilitate student understanding and acceptance of low vision, and provide the knowledge and skills 
needed by students to maximize their educational opportunities and independence 

Demonstrate understanding of the need to provide informative reports and feedback to students who 
have low vision, their parents/carers, teachers and other agencies

Outcome To determine the need for and teach people with vision impairment how to use appropriate low vision 
devices

Objectives
(includes 
4 hours of 
supervised 
practice with 
a person 
with a vision 
impairment)

Classify the types of optical devices available for people with low vision 

Understand the principles of and formulae for magnification 

Comprehend the optics of low vision devices 

Understand the advantages and disadvantages of these devices 

Determine the required and the actual magnification and prescribe the appropriate devices

Rehabilitation training from infancy to school age

Understanding optical, electronic and non-optical low vision devices 
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Outcome Understanding and do a rehabilitation through neurovisual interventions 

Objectives
(includes 
4 hours 
supervised 
practice with 
a person 
with vision 
impairment)

Knowledge of the Microperimetry to evaluate the location and stability of Preferred Retinal Locus (PRL) 
and the eventual positioning of Trained Retinal Locus (TRL) 

Able to using instruments for biofeedback stimulations 

Able to using instruments or software to improved residual visual functions such as fixation stability, 
saccadic movements, etc 

Practical course and case study

Neurovisual interventions

Outcome To acquire knowledge of data entry and maintenance of medical records and specific referral letter

Objectives

Data entry 

Maintenance of medical records 

Connection with essential/basic and specialized level databases 

To learn how to communicate the assessment finding and the plan for intervention to the client and other 
professional colleagues

To follow their assessment provides feedback to participants as a whole group

Outcome Ability to use basic counselling skills as part of rehabilitation strategy

Objectives

List the characteristics of rehabilitation worker who effectively use counselling skills 

Articulate the benefits of using counselling skills with parents and siblings

Understand the concepts of counselling and techniques

Outcome To understand communication strategies
To understand the role of advocacy to create community awareness and positive behavior change

Objectives
(includes 
3 hours of 
supervised 
practical)

Describe specific skills required to communicate effectively with individuals, families, caregivers, teachers, 
co-workers, classmates and the community

Discuss issues unique to providing care for diverse populations (cultural, gender, age, etc.)

Discuss the dynamics of community and culture

Describe basic advocacy techniques and the effectiveness of community engagements to foster the 
positive change

Practical exercise

Data entry, maintenance of medical records and specific referral letter 

Counselling

Communication skills and community attitudes
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Outcome To acquire knowledge on medical ethics, regulatory and legal issues

Objectives

List procedures for ensuring the confidentiality on health information 

Discuss government and institutional rules and regulations for patients confidentiality and safety 

Discuss law/policies for the control, use, and release of health information 

Describe effective documentation skills 

Outline professional consequences of performing unprofessionally

Medical ethics, regulatory and legal issues 

References

1. IAPB Low Vision Work Group. Low Vision Curriculum – Optometrist. November 2016
2. IAPB Low Vision Work Group. Low Vision Curriculum – Teachers. November 2016
3. Il core competence dell’Ortottista Assistente in Oftalmologia. Associazione Italiana Ortottisti 

Assistenti in Oftalmologia. Maggio 2014
4. Master in vision rehabilitation - University of Gothenburg, Faculty of Health Sciences- 

Faculty of Education (curriculum academic year 2014-2018)
5. Principles and Guidelines of a Curriculum for Para-ophthalmic Vision Specialist Education 

- presented by International Task Force on Para-ophthalmic Vision Specialist Education on 
Behalf of The International Council of Ophthalmology (ICO) (Klin Monatsbl Augenheilkd 
2006; 223, Suppl. 6: S1-S41)
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PRIMARY LEVEL – CURRICULUM
TEACHER AND EARLY CHILDHOOD CARE AND EDUCATION PROVIDER

Total length of course 20 hours

Module Module title Duration (hrs)

1 Local policies 1

2 Anatomy and function of the eye 2

3 Vision’s role in childhood development 4

4 Identify possible vision defects from behavioral observation 2

5 Adaptations to the environment and low tech materials 5

6 Social impact of vision impairment 2

7 Communication skills 2

8 Community attitudes, advocacy and awareness 2
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Outcome Understand how vision impairment affects development

Objectives
Education of essential developmental milestones (generalize movements, fine movements, speech and 
language, vision and learning)

Main signs and symptoms of the main causes of vision impairment in children (school age)

Outcome Knowledge on the main characteristics of the normal eye and understand common vision defects in 
childhood

Objectives

Understand what vision is and the importance of vision for learning and functioning

Knowledge of common eye and vision defects in children

Five signs of unhealthy eyes: eye position, asymmetry, eye center is not black, redness or tearing of the 
eyes, poor eye contact

Outcome Awareness of local policies and resources statutory benefits for children with vision impairment

Objectives Identify local resources available to assist children with low vision or blindness for referral (PEC, PHC staff)

Vision’s role in childhood development

Anatomy and function of the eye 

Local policies

Outcome Ability to adapt the environment at home and school and select non-optical materials to meet childrens’ 
visual needs

Objectives
(includes 
1 hour of 
supervised 
practice)

Understand how to adapt the environment to assist children with vision impairment (lighting, contrast, 
print) 

Implement daily living activities at school as recommended to help improving developmental and visual 
skills

Practical exercise

Outcome Recognize signs of difficulties in distance and near vision using age-appropriate screening

Objectives
Observe how children move and play and interaction with parents/caregivers 

Obtain eye contact

Adaptations to the environment and low tech materials

Identify possible vision defects from behavioral observation



135

international vision rehabilitation standards

Outcome Advocate for community awareness of children with vision impairment

Objectives
Understand basic advocacy techniques

Understand the dynamics of local community and culture

Outcome Ability to communicate with parents and caregivers

Objectives
(includes 
1 hour of 
supervised 
practice)

Assist parents to enhance the developmental potential for their children 

Respect the confidentiality of the child and family (educational and medical) 

Communicate the effectiveness of vision rehabilitation for children with vision impairment to contribute 
to their families

Practical exercise

Outcome Understand the emotional and social impact of vision impairment

Objectives Use appropriate referral processes to promote healthy emotional and social development for child and 
family

Community attitudes, advocacy and awareness

Communication skills 

Social impact of vision impairment
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PRIMARY LEVEL

O&M AND DLS SPECIALIST FOR THE VISUALLY IMPAIRED 

Module Module title Duration (hrs)

1 Planning of the individualized educational and/or rehabilitative intervention for 
Orientation and Mobility, and Daily Living Skills 315

2
Implementation of the planned educational and rehabilitative intervention (e.g. O&M 
and DLS training, through educational, rehabilitative, multi-functional and cognitive 
actions)

525
With co-teacher 
(one teacher for 
three students)

3
MODIFICATION OF THE ENVIRONMENTAL AND SOCIAL CONTEXTS
Promotion of personal motivation and potential for adaptation of visually impaired 
individuals

220
With co-teacher 
(one teacher for 
three students)

Course length
- Theory 315 hours
- Work placement 525 hours
- Internship 220 hours
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Planning of the individualized educational and/or rehabilitative intervention 
for Orientation and Mobility, and Daily Living Skills 

Knowledge Skills/Abilities

O&M and DLS basic tools, methods, techniques and content

Tools, methods, strategies, techniques and content relating 
to the observation and assessment of O&M and DLS abilities 
and performance

Socio-physiological, physiological and functional 
implications of blindness and vision impairment

National and international laws for the protection of the 
visually impaired

Assessing a consumer’s present level of functioning as 
related to O&M and DLS

Interpreting and using evaluation reports, and linking them 
to healthcare and educational settings

Defining O&M and DLS targets, times and methods to 
achieve and consolidate specific skills and performance 
levels through individual training

Planning individual O&M and DLS training programs

Implementing individual O&M and DLS training programs

Implementation of the planned educational and rehabilitative intervention (e.g. O&M and DLS training, through educational, 
rehabilitative, multi-functional and cognitive actions) 

Knowledge Skills/Abilities

Primary mobility techniques and strategies in urban 
environments with and without a sighted guide, and daily 
living skills

O&M- and DLS-specific methodologies, strategies, didactics, 
and rehabilitation, training and educational techniques

Appropriate language system, typhlologic methodologies 
and techniques, and tools for O&M and DLS 

Types of vision impairment and functional applicability of 
relevant rehabilitation techniques and strategies

Assistive devices and technologies in O&M and DLS 
instruction. Main technical features of materials and 
resources

Techniques and strategies for the production of tactile 
media, and the adaptation of O&M and DLS aids and 
instruments

Psychological, neurophysiological, and perceptive 
implications of blindness and vision impairment, as well as 
psychological implications of the helping relationship and 
the relationship with aids

Pedagogy and psychology of relationships, motivation, 
behaviour and group management

Key aspects of teaching strategies for people with vision 
impairment

Establishing a relationship which is specifically oriented 
towards the consumer’s autonomy and independence

Scaling and maintaining an appropriate physical and 
psychological distance, so as to strengthen a consumer’s 
awareness and competency

Implementing O&M and DLS training paths, through 
educational, training, rehabilitation, multi-functional and 
cognitive actions

Locating and highlighting a consumer’s motivation and 
potential for adaptation
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MODIFICATION OF THE ENVIRONMENTAL AND SOCIAL CONTEXTS
Promotion of personal motivation and potential for adaptation of visually impaired individuals

Knowledge Skills/Abilities

Basic concepts of teaching to the blind and visually 
impaired, typhlology, typhlo-informatics (information 
technologies for the blind and visually impaired) and 
relevant legislation

Social protection laws, documents and rights of people with 
disabilities as recognised by the UN and the EU

Main criteria of accessibility and usability of goods and 
services related to vision impairment

Promoting the recovery and optimal use of functions aimed 
at the rehabilitation, adaptation and integration of the 
individual into their daily life

Promoting O&M and DLS educational actions aimed at the 
consumer, their families and communities

Taking part in the process of devising and selecting specific 
aids, tools, technologies and facilitators for O&M and DLS 
instruction

Suggesting changes in the living environment (barrier-free) 
for O&M and DLS

Promoting the use of O&M and DLS aids to facilitate the 
inclusion of people with vision disabilities
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SECONDARY LEVEL

O&M AND DLS SPECIALIST FOR THE VISUALLY IMPAIRED 

Module Module title Duration (hrs)

1 Functional evaluation of skill levels and knowledge in Orientation and Mobility, and Daily 
Living Skills of people with vision impairment 30

2 Planning of the individualized educational and/or rehabilitative intervention for 
Orientation and Mobility, and Daily Living Skills 315

3

IMPLEMENTATION OF REHABILITATION TRAINING PROGRAMS
Implementation of the planned educational and rehabilitative intervention (e.g. O&M 
and DLS training, through educational, rehabilitative, multi-functional and cognitive 
actions)

525
With co-teacher 
(one teacher for 
three students)

4
MODIFICATION OF THE ENVIRONMENTAL AND SOCIAL CONTEXTS
Promotion of personal motivation and potential for adaptation of visually impaired 
individuals

220 
With co-teacher 
(one teacher for 
three students)

Course length:
• Theory 315 hours
• Work placement 525 hours
• Internship 320 hours
• Annual refresher course - 30 hours
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Functional evaluation of skill levels and knowledge in Orientation and Mobility, 
and Daily Living Skills of people with vision impairment

Knowledge Skills/Abilities

Tools, methods, strategies, techniques and content of the 
observation of O&M and DLS abilities and performance of 
people with vision impairment

ICF tool, with particular attention to the Activity and 
Participation categories.

Assessing a consumer’s abilities and performance in terms 
of safety, responsibility and autonomy

Synthesizing the assessment findings in a written report, 
which can be shared with the consumer, their families and 
other professionals of the individualized rehabilitation team

Planning of the individualized educational and/or rehabilitative intervention 
for Orientation and Mobility, and Daily Living Skills 

Knowledge Skills/Abilities

O&M and DLS tools, methods, techniques and content

Tools, methods, strategies, techniques and content relating 
to the observation and assessment of O&M and DLS abilities 
and performance

Socio-physiological, physiological and functional 
implications of blindness and vision impairment

National and international laws for the protection of the 
visually impaired

Assessing a consumer’s present level of functioning as 
related to O&M and DLS

Interpreting and using evaluation reports, and linking them 
to healthcare and educational settings

Defining O&M and DLS targets, times and methods to 
achieve and consolidate specific skills and performance 
levels through individual training

Planning individual O&M and DLS training programs
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IMPLEMENTATION OF REHABILITATION TRAINING PROGRAMS
Implementation of the planned educational and rehabilitative intervention (e.g. O&M and DLS training, through educational, 

rehabilitative, multi-functional and cognitive actions) 

Knowledge Skills/Abilities

Primary and secondary mobility methods, techniques and 
strategies in indoor, urban and daily life environments

O&M- and DLS-specific methodologies, strategies, didactics, 
and rehabilitation, training and educational techniques 

Appropriate language system, typhlologic methodologies 
and techniques, and tools for O&M and DLS 

Types of vision impairment and functional applicability of 
relevant rehabilitation techniques and strategies.

Assistive devices and technologies in O&M and DLS 
instruction. Main technical features of materials and 
resources

Techniques and strategies for the production of tactile 
media, and the adaptation of O&M and DLS aids and 
instruments

Psychological, neurophysiological, and perceptive 
implications of blindness and vision impairment, as well as 
psychological implications of the helping relationship and 
the relationship with aids

Pedagogy and psychology of relationships, motivation, 
behavior and group management

Key aspects of teaching strategies for people with vision 
impairment

Establishing a relationship which is specifically oriented 
towards a consumer’s autonomy and independence

Scaling and maintaining an appropriate physical and 
psychological distance, so as to strengthen a consumer’s 
awareness and competency

Implementing O&M and DLS training paths, through 
educational, training, rehabilitation, multi-functional and 
cognitive actions

Locating and highlighting a consumer’s motivation and 
potential for adaptation

Educating and rehabilitating visually impaired people 
to orientation, mobility and personal autonomy through 
the correct and appropriate implementation of the 
individualized rehabilitation intervention

Conducting ongoing assessment of the O&M and DLS skill 
and awareness level of visually impaired people throughout 
every phase of the rehabilitation intervention
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MODIFICATION OF THE ENVIRONMENTAL AND SOCIAL CONTEXTS
Promotion of personal motivation and potential for adaptation of visually impaired individuals 

Knowledge Skills/Abilities

Basic concepts of teaching to the blind and visually 
impaired, typhlology, typhlo-informatics (information 
technologies for the blind and visually impaired) and 
relevant legislation

Teaching techniques and methodologies for group 
management, communication and information

Social protection laws, documents and rights of people with 
disabilities as recognised by the UN and the EU

Main criteria of accessibility and usability of goods and 
services related to vision impairment

Promoting the recovery and optimal use of functions aimed 
at the rehabilitation, adaptation and integration of the 
individual into their daily life

Promoting O&M and DLS educational actions aimed at the 
consumer, their families and communities

Taking part in the process of devising and selecting specific 
aids, tools, technologies and facilitators for O&M and DLS 
instruction

Assessing the usability and accessibility of specific 
environments with regard to structural, functional and 
perceptual barriers, suggesting integrated solutions

Suggesting changes in the living environment (barrier-free) 
for O&M and DLS

Promoting the use of O&M and DLS aids to facilitate the 
inclusion of people with vision disabilities

Contributing to the O&M and DLS training and upgrading of 
school educational staff, as well as welfare and healthcare 
professionals



143

international vision rehabilitation standards

TERTIARY LEVEL

O&M AND DLS SPECIALIST FOR THE VISUALLY IMPAIRED

Module Module title Duration (hrs)

1 Functional evaluation of skill levels and knowledge in Orientation and Mobility, and Daily 
Living Skills of people with vision impairment 30

2 Planning of the individualized educational and/or rehabilitative intervention for 
Orientation and Mobility, and Daily Living Skills 315

3

IMPLEMENTATION OF REHABILITATION TRAINING PROGRAMS
Implementation of the planned educational and rehabilitative intervention (e.g. O&M 
and DLS training, through educational, rehabilitative, multi-functional and cognitive 
actions)

525 
With co-teacher 
(one teacher for 
three students)

4
MODIFICATION OF THE ENVIRONMENTAL AND SOCIAL CONTEXTS
Promotion of personal motivation and potential for adaptation of visually impaired 
individuals

220
With co-teacher 
(one teacher for 
three students)

5 Research, dissemination, information and training activities 5 years

Course length:
• Theory 315 hours
• Work placement 525 hours
• Internship 220 hours
• Annual refresher course - 30 hours
• Expertise 5 years experience
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Planning of the individualized educational and/or rehabilitative intervention for Orientation and Mobility, and Daily Living 
Skills 

Knowledge Skills/Abilities

O&M and DLS tools, methods, techniques and content

Tools, methods, strategies, techniques and content relating 
to the observation and assessment of O&M and DLS abilities 
and performance

Socio-physiological, physiological and functional 
implications of blindness and vision impairment

National and international laws for the protection of the 
visually impaired

Assessing a consumer’s present level of functioning as 
related to O&M and DLS

Interpreting and using evaluation reports, and linking them 
to healthcare and educational settings

Defining O&M and DLS targets, times and methods to 
achieve and consolidate specific skills and performance 
levels through individual training 

Planning individual O&M and DLS training programs

Functional evaluation of skill levels and knowledge in Orientation and Mobility, 
and Daily Living Skills of people with vision impairment 

Knowledge Skills/Abilities

Tools, methods, strategies, techniques and content of the 
observation of O&M and DLS abilities and performance of 
people with vision impairment

ICF tool, with particular attention to the Activity and 
Participation categories

Assessing a consumer’s abilities and performance in terms 
of safety, responsibility and autonomy

Synthesizing the assessment findings in a written report, 
which can be shared with the consumer, their families and 
other professionals of the individualized rehabilitation team

Verify the compliance of the implemented rehabilitation 
methodology with the O&M and DLS functional and 
psychosocial recovery objectives
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IMPLEMENTATION OF REHABILITATION TRAINING PROGRAMS
Implementation of the planned educational and rehabilitative intervention 

(e.g. O&M and DLS training, through educational, rehabilitative, multifunctional and cognitive actions)

Knowledge Skills/Abilities

Primary and secondary mobility methods, techniques and 
strategies in indoor, urban, and daily life environments and 
transportation

O&M- and DLS-specific methodologies, strategies, didactics, 
and rehabilitation, training and educational techniques 

Appropriate language system, typhlologic methodologies 
and techniques, and tools for O&M and DLS 

Types of vision impairment and functional applicability of 
relevant rehabilitation techniques and strategies

Assistive devices and technologies in O&M and DLS 
instruction. Main technical features of materials and 
resources

Techniques and strategies for the production of tactile 
media, and the adaptation of O&M and DLS aids and 
instruments

Psychological, neurophysiological, and perceptive 
implications of blindness and vision impairment, as well as 
psychological implications of the helping relationship and 
the relationship with aids

Pedagogy and psychology of relationships, motivation, 
behavior and group management

Key aspects of teaching strategies for people with vision 
impairment

Establishing a relationship which is specifically oriented 
towards a consumer’s autonomy and independence

Scaling and maintaining an appropriate physical and 
psychological distance, so as to strengthen a consumer’s 
awareness and competency

Implementing O&M and DLS training paths, through 
educational, training, rehabilitation, multi-functional and 
cognitive actions

Locating and highlighting a consumer’s motivation and 
potential for adaptation

Educating and rehabilitating visually impaired people 
to orientation, mobility and personal autonomy through 
the correct and appropriate implementation of the 
individualized rehabilitation intervention

Conducting ongoing assessment of the O&M and DLS skill 
and awareness level of visually impaired people throughout 
every phase of the rehabilitation intervention
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Research, dissemination, information and training activities 

Knowledge Skills/Abilities

Relationship building techniques, methods and strategies, 
with the aid of network tools

Techniques and methods for data collection, synthesis and 
processing and statistical studies

National labour legislation, the ICF, rights and obligations of 
O&M and DLS professionals and relevant ethical code

Innovative development strategies, procedures and methods 
in O&M and DLS related areas of interest

Specific language of O&M and DLS related areas

Working in multidisciplinary teams, provided by territorial 
service networks and made up of professionals from across 
different sectors, such as health and social care, education 
and welfare

Rising awareness and promoting all levels of O&M and DLS 
rehabilitation programs for the visually impaired through 
collaboration with key professional figures from the 
rehabilitation, health and social sectors

Using communication and sharing tools, as well as other 
resources made available by the Internet

Adapting communication styles to different audiences and 
contexts

MODIFICATION OF THE ENVIRONMENTAL AND SOCIAL CONTEXTS
Promotion of personal motivation and potential for adaptation of visually impaired individuals 

Knowledge Skills/Abilities

Basic concepts of teaching to the blind and visually 
impaired, typhlology, typhlo-informatics (information 
technologies for the blind and visually impaired) and 
relevant legislation

Teaching techniques and methodologies for group 
management, communication and information

Social protection laws, documents and rights of people with 
disabilities as recognised by the UN and the EU

Main criteria of accessibility and usability of goods and 
services related to vision impairment

Promoting the recovery and optimal use of functions aimed 
at the rehabilitation, adaptation and integration of the 
individual into their daily life

Promoting O&M and DLS educational actions aimed at the 
consumer, their families and communities

Taking part in the process of devising and selecting specific 
aids, tools, technologies and facilitators for O&M and DLS 
instruction

Assessing the usability and accessibility of specific 
environments with regard to structural, functional and 
perceptual barriers, suggesting integrated solutions

Suggesting changes in the living environment (barrier-free) 
for O&M and DLS

Promoting the use of O&M and DLS aids to facilitate the 
inclusion of people with vision disabilities

Contributing to the O&M and DLS training and upgrading of 
school educational staff, as well as welfare and healthcare 
professionals
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Annex 3
Lists of devices required at primary, secondary and tertiary levels

GATE list of assistive devices and technology essential at primary level
1. Braille writer
2. Refreshable Braille display
3. White canes (folding, non-folding)
4. Screen readers
5. Talking/touching watches
6. Handheld digital magnifiers
7. Playback device for Daisy format content
8. Spectacle for low vision (short/long distance, filters, protection)
9. Optical magnification (readers, handhelds, telescopes)

Others
• Text to speech software
• Magnifying glasses
• Portable Braille note takers
• PC magnifiers
• Braille printers
• Automatic Speech Recognition software
• Talking calculator
• Braille translation software
• Bifocal spectacles/glasses
• GPS based devices
• Electronic magnifiers
• Character reading machines
• Sport equipment for the blind
• MP3/audio player
• Progressive spectacles/glasses
• Tactile drawing boards
• Wearable Obstacle Detection Systems
• Electronically augmented canes
• Optical scanner
• Assistive products for acoustic navigation
• Tactographs
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Annex 4
Teacher’s level curricula ratio

The ability to see is our dominant sense and our primary source for gathering information 
in learning. Vision problems can have a profound effect on how we learn from birth to old 
age. An individual who develops a vision impairment in the adult age is forced to completely 
change their lifestyle in order to maintain a certain degree of autonomy or to accept support 
from others to perform a number of activities. On the contrary, children who are born with 
a vision impairment or who develop it early in life, haven’t yet developed or are still in the 
process of developing their skills, not just visual, but also cognitive and higher-level brain 
functions. Therefore visually impaired children who have no mental representation of their 
surrounding world may have problems with understanding space-related concepts and with 
developing abstract concepts. There is increasing evidence regarding the correlation between 
vision impairment and a reduced possibility to attain the social and work achievements that 
these children have the potential to access. It is therefore important to recognize early signs 
of vision impairment. Vision impairment can be present from birth but can also be developed 
later in childhood or adolescence, therefore there is a need to have trained individuals who 
can identify early signs of vision impairment at any school level, including post-secondary. 
Teachers need to appreciate how vision impacts the ability to move, understand social 
situations, read, draw, write, or use fine motor skills. It is also important that people assisting 
children with vision impairment are aware of the importance of appropriate learning methods 
and materials to achieve educational milestones, at any age and at any school level.
The different levels of teachers’ curricula need to address a progressive ability to identify 
students with vision loss, support the children and their families, and organize learning 
programs beyond those in the regular school setting. This is even more important due to the 
fact that children with additional disabilities are the fastest-growing group in many countries. 
Vision impairment is included in this category. The teacher’s ability to identify and understand 
the problem often has a significant influence on the quality of life for the child and their 
family. A teacher at nursery or primary school needs to be aware of the correlation between 
vision and the development of motor and cognitive skills, but also of the possible support, 
materials and learning methods that are available locally.
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Annex 5
Level vs Service vs HR

• Level refers to the administrative segment of the health system
• It is a highly dis-homogeneous classification
• It is extremely variable in term of availability of services
• It a poor predictor of HR capacity found in different countries

• It was used as a starting point approach in vision rehabilitation but has proven complex to 
relate to HS

• LIC and LMIC can profit the most from this work but are not in line with “HSLevel” stratification
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Vision Rehabilitation Curricula – Authors and Contributors

Coordinated by dr. Simona Turco, Research Coordinator at the National Center for Services and 
Research for the Prevention of Blindness and Rehabilitation of the Visually Impaired, WHOCC 
ITA100

- Filippo Amore – Ophthalmologist, National Center for Services and Research for the Prevention 
of Blindness and Rehabilitation of the Visually Impaired, WHOCC ITA100, Italy

- Vanessa Bosch – Ophthalmologist, Universidad Nacional Autónoma de México, Ciudad de 
México, México

- Paola Cataneo – Orientation and Mobility Instructor - ANIOMAP, Italy
- Emiliana Di Nardo – Orthoptist, Fondazione Policlinico Universitario A. Gemelli IRCCS, Roma, 

Italy
- Boshra El Bayoumi – Ophthalmologist, Helwan University Cairo-Egypt
- Kay Alicyn Ferrell – Professor Emerita University of Northen Colorado, USA
- Stefania Fortini – Psychologist, psychotherapist, National Center for Services and Research 

for the Prevention of Blindness and Rehabilitation of the Visually Impaired, WHOCC ITA100, 
Italy

- Margherita Guidobaldi – Orthoptist, National Center for Services and Research for the 
Prevention of Blindness and Rehabilitation of the Visually Impaired, WHOCC ITA100, Italy 

- Mary Lou Jackson – Ophthalmologist, University of British Columbia, Vancouver, Canada
- Sumrana Yasmin – Senior Global Technical Lead Sightsavers, Pakistan
- Jill Keeffe – LV Prasad Eye Institute, India
- Linda Lawrence – Pediatric Ophthalmologist, Member of the International Council of 

Ophthalmology and of the American Academy of Ophthalmology, Private Practice, Salina, 
Kansas, USA

- Maria Teresa Rebecchi – Orthoptist, Fondazione Policlinico Universitario A. Gemelli IRCCS, 
Roma, Italy

- Emanuela Rellini – Psychologist, psychotherapist, National Center for Services and Research 
for the Prevention of Blindness and Rehabilitation of the Visually Impaired, WHOCC ITA100, 
Italy

- Daniela Ricci – Pediatric neurologist, National Center for Services and Research for the 
Prevention of Blindness and Rehabilitation of the Visually Impaired, WHOCC ITA100, Italy

- Marco Sulfaro – Orthoptist, National Center for Services and Research for the Prevention of 
Blindness and Rehabilitation of the Visually Impaired, WHOCC ITA100, Italy

- Simona Turco – Ophthalmologist, National Center for Services and Research for the Prevention 
of Blindness and Rehabilitation of the Visually Impaired, WHOCC ITA100, Italy

- Giovanni Bosco Vitiello – Orientation and Mobility Instructor - ANIOMAP, Italy
- Zahra Aly Rashid – Optometrist and Low Vision Specialist, Nairobi, Kenya
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Cindy Tromans (UK) for peer review of the manuscript.
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