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ABSTRACT
Uncorrected refractive error is the leading cause of 
vision impairment in children globally, and studies 
have demonstrated that spectacle correction addresses 
the large majority of childhood vision impairment. 
Furthermore, trial evidence illustrates the beneficial 
impact of spectacles on learning, with effect sizes 
exceeding that of other school health interventions. 
While it is established that good vision is important for 
learning and optimising childhood development and 
quality of life, many countries lack healthcare systems 
that provide vision screening or universal access to 
eyecare for all citizens. This review examined school 
vision screening across several regions/countries, 
focusing on conditions that should be targeted and the 
corresponding interventions. The range of international 
models, the status of global refractive service coverage 
and measures needed for improvement are discussed. 
Vision screening protocols need to effectively detect 
vision impairment, seamlessly connect with intervention 
services to deliver spectacles and signpost for future 
access to eyecare. Conditions which may not be treatable 
with spectacles alone, including amblyopia, strabismus 
and other ocular diseases, also warrant signposting for 
treatment. The vision community must unite to urge 
governments to invest in building service capacity; 
allocating the necessary resources and effectively 
developing public health systems to support vision 
screening and access to eyecare. Schools play a crucial 
role in enabling population- based vision screening and 
need to be supported with eyecare interventions and 
resources. This will ensure optimised approaches to 
correct avoidable vision loss and provide children with 
the educational and health outcomes they deserve.

INTRODUCTION: RATIONALE FOR SCHOOL-
BASED VISION SCREENING
As with any healthcare service, it is reasonable to 
ask: why should schools assume responsibility for 
vision screening? By 2020, nearly every country in 
the world offered some form of school- based or 
school- linked health service to improve the phys-
ical health and nutritional status of school- going 
students, including school meals, vaccines, inte-
grated health curriculum, oral screening, among 

other interventions.1 Pandemic- related school 
closures in early 2020 resulted in the greatest 
education crisis in history and simultaneously 
resulted in 370 million children going without food 
due to the loss of school meals alongside well- 
established delivery of simply public health services 
to schoolchildren. The recent COVID- 19 pandemic 
illustrated exactly how dependent the world has 
become on schools to deliver services beyond the 
academic realm.2

A recent review examining the role of schools 
and vision care summarised that ‘schools are not 
restaurants, but they must and do help to feed a 
substantial number of the world’s children. Schools 
are not hospitals, but they are increasingly and 
unavoidably pressed into the role of safeguarding 
children’s health’.3 However, while vaccination and 
nutritional support have the potential to prevent 
death, delivery of vision services does not, at least 
not directly. Is the growing trend of using schools4 
as a platform for vision care simply an instance of 
asking schools to be all things to all people?

There are several compelling reasons to believe 
that delivering vision care through schools benefits 
both the child and the learning environment. The 
first is the causal connection between vision and 
learning. Ample trial evidence consistently shows 
the beneficial impact of glasses on educational 
outcomes (table 1).5–11 Effect sizes of spectacle 
corrections have generally exceeded those of other 
school- based health interventions, illustrating that 
improved vision through provision of spectacles has 
a substantive impact on learning.5

Second, school screening and delivery of glasses 
is a cost- effective means of delivering on several 
of the United Nations Sustainable Development 
Goals (SDG): particularly SDG 3, improving health 
and well- being; SDG 4, which focuses on access to 
quality education; and SDG 10, which focuses on 
reducing inequalities, particularly in low- income 
and middle- income countries (LMICs) and margin-
alised communities. Lester et al12 reported the cost 
of eye examination per child was US$0.64, rising 
to US$12 with spectacle provision. Programmes 
employing screening and ready- made spectacles 
cost US$0.60 per child, thus affordable for scaling in 
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low- resource settings in both Africa and Asia.13 Studies in Africa, 
Latin America and Asia show that spectacle correction addresses 
the large majority of childhood vision impairment.14–17 For 
this reason, the World Bank’s Disease Control Priorities, Third 
Edition, included school- based vision screening and provision 
of spectacles as part of its essential package for school- age chil-
dren. This package was evaluated as (1) good value for money in 
multiple settings; (2) able to address a significant disease burden 
and (3) feasible to implement in a range of low- income and 
lower- middle- income countries, making it suitable for inclusion 
within an essential Universal Health Coverage package.18

The third argument for school- based vision services is the 
recent evidence linking children’s vision impairment to poor 
mental health, including depression and anxiety.19 The stron-
gest evidence is for the association between myopia and mental 
health. When myopia is managed, children learn better, not just 
because they see better, but because learner physiological well- 
being has been improved in concrete, measurable ways.

Global efforts by the UNESCO and governments to boost 
school attendance have increased the efficiency and coverage 
of school vision programmes, and universal primary education 
was one of the most significant achievements of the Millennium 
Development goals. However, there is a complex relationship 
between school attendance, school hours and vision as early 
and intensive schooling is a major driver of myopia, the leading 
cause of vision loss in children worldwide.20 Hence, as more 
children attend school, the incidence of vision impairment and 
the need for screening will rise.20 While schools are the most 
effective setting to identify and correct common vision prob-
lems, community- based vision screening initiatives are also 
necessary to reach children with complex issues that prevent 
school attendance.

This review examined various aspects of school- based vision 
screening, including relevance of current targeted conditions, 
current interventions and their shortfalls, a variety of interna-
tional models (online supplemental appendix 1), potential for 
combination with other conditions, status of global refractive 
service access and measures needed to improve the situation.

WHAT CONDITIONS SHOULD BE TARGETED IN SCHOOL 
VISION SCREENING?
Uncorrected refractive error (myopia, hyperopia and astig-
matism) is the leading cause of vision impairment in children 
globally.21 Spectacle correction is a readily available and inex-
pensive treatment. As summarised earlier, randomised trials have 
consistently shown that correcting refractive error with glasses 
improves children’s academic performance.5–10

Globally, myopia is increasing, and the burden is expected to 
grow in school- age populations.22 23 Evidence suggests that the 
recent COVID- 19 pandemic has further exacerbated this trend.24 
While glasses address the visual impairment from myopia, high 
myopia (beyond −6.00D) can be vision- threatening. There is 
growing interest in interventions to prevent or slow myopia 
progression.

Kulp et al25 demonstrated that hyperopia is associated with 
lower reading ability and educational achievement and that many 
children who could benefit from spectacle correction do not have 
glasses. A recent systematic review26 established a link between the 
correction of hyperopia and improved learning outcomes, though 
trial data are lacking. Vision screening programmes typically 
measure monocular distance visual acuity, but this alone is a poor 
predictor of hyperopic or astigmatic refractive errors.27 28

Table 1 Summary of findings (including RCT evidence) adapted from scoping review by Zhang et al11 demonstrating that improved vision for 
children improves educational performance, aligned to SDG 4

Outcomes Summary of findings Study Study aims relevant to SDG 4: quality education Participants (n)

Academic test 
scores (seven 
studies)

Six RCTs showed that provision of spectacles 
to children improved academic test scores, and 
this finding was also seen in prospective cohort 
studies; for example, a study in China showed 
that vision correction with spectacles reduced 
the odds of failing a class by 44% (p<0.01)

Glewwe et al,7

RCT
To estimate the size of the impact of spectacles on 
academic test scores in rural Western China

18 902

Glewwe et al,8

RCT
To quantify the impact of screening along with free eye 
exams and free spectacles in the USA on student test 
scores

4968

Hannum and Zhang,5

RCT
To quantify the impact of spectacles on class failure, 
literacy scores and maths scores, in Gansu province, China

19 185

Hark et al,114

prospective cohort study
To assess the impact of spectacles on standardised testing 
scores in children in the USA

4523

Joseph,115

prospective cohort study
To investigate the effect of refractive error correction on 
achievement scores in primary school children in Kerala, 
India

185

Ma et al,6

RCT
To assess the effect of provision of free spectacles on 
academic performance in Chinese children with myopia

3177

Ma et al,
RCT

To study the effect of early vs late referral for refraction on 
academic performance in Chinese children

1200

Neitzel et al,10

RCT
To assess the impact of a school- based vision programme 
in children in Baltimore, USA

2304

Reading ability (two 
studies)

Cohort studies found improved letter 
identification/reading scores with spectacle 
wear, and improved reading ability with 
attendance at specialised schools

Bruce et al,116 prospective 
cohort study

To investigate the impact of adherent vs non- adherent 
spectacle wear on letter identification scores

944

Fireison and
Moore,117

retrospective cohort study

To investigate the braille reading ability of legally blind 
adults in the USA who attended specialised schools for 
people with vision impairment compared with public 
schools

270

Slavin et al9 To investigate reading scores in disadvantaged grade 2 and 
3 children in Baltimore

317

RCT, randomised controlled trial; SDG, sustainable development goals.

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies. 
. 

b
y g

u
est

 
o

n
 A

u
g

u
st 6, 2025

 
h

ttp
://b

jo
.b

m
j.co

m
/

D
o

w
n

lo
ad

ed
 fro

m
 

25 Ju
n

e 2025. 
10.1136/b

jo
-2024-326726 o

n
 

B
r J O

p
h

th
alm

o
l: first p

u
b

lish
ed

 as 

https://dx.doi.org/10.1136/bjo-2024-326726
http://bjo.bmj.com/


3Little J- A, et al. Br J Ophthalmol 2025;0:1–8. doi:10.1136/bjo-2024-326726

Review

Amblyopia and strabismus are inter- related conditions that 
significantly affect visual function in infants and young children. 
In the USA, their combined prevalence ranges from 1% to 6%,29 30 
with amblyopia being the leading cause of uniocular vision impair-
ment at 2–3%.31 Amblyopia is often linked to anisometropia, high 
refractive error and strabismus. Globally, the pooled prevalence 
of strabismus is 1.93%.32 Early intervention is crucial due to its 
impact on vision- related quality of life.33

Consideration should be given to post- screening follow- up 
as well. Vision screening has a 10–20% false- positive rate,34 and 
over half of children who fail vision screening do not go on to 
receive follow- up.35 Barriers such as lack of insurance and poor 
referral pathways limit access to follow- up care.36 School- based 
programmes can help increase follow- up rates by partnering with 
community organisations to provide eye exams and affordable/
subsidised spectacle provision.37

MYOPIA PREVENTION AND CONTROL EFFORTS
While glasses and contact lenses improve vision, high myopia 
increases the risk of sight- threatening conditions like retinal detach-
ment, myopic macular degeneration and choroidal neovasculari-
sation.38 The rise in high myopia places a considerable economic 
burden on healthcare systems, with costs increasing with age.19 39 
Preventive measures are crucial. A two- pronged approach should 
be adopted: lifestyle modifications to prevent or delay myopia onset 
in non- myopic children and treatments to prevent progression to 
high myopia in those affected through retardation of progression. 
Interventions focusing on modifying lifestyle factors,40–43 including 
encouraging outdoor activities and avoiding excessive near work 
demands,44 can reduce the risk of myopia development.

Evidence- based interventions such as atropine eye drops and 
optical devices, such as peripheral defocus myopia control specta-
cles and contact lenses, can also help reduce myopia progression.45 
Myopia progresses faster in younger children and in the first few 
years after onset, so it is important to evaluate myopic young chil-
dren for high myopia risk later in life and manage them appropri-
ately. Some interventions have potential side effects.46 47 Atropine 
eye drops, especially at high dosages, can cause photophobia and 
reduced accommodation amplitude.48 49 Rebound effects after 
stopping atropine have also been reported.50 Orthokeratology 
lenses carry risks, including infectious keratitis.51 It is imperative 
to weigh potential benefits and risks to make informed decisions 
about suitable approaches.

Other emerging approaches include light therapy, with studies 
employing both blue and red light therapy to modify eye growth 
through exposure of the eyes to specific wavelengths of light.52 53 
However, light therapy for myopia control is still a developing 
area, and longer- term studies and trials are needed to determine 
optimal treatment parameters and better understand safety, bene-
fits and limitations.54

IMPLEMENTATION QUESTIONS IN SCHOOL VISION 
SCREENING
Table 2 provides a comparison of the different methods of imple-
mentation of school vision screening and evaluates the advan-
tages and disadvantages.

School-based delivery of refractive services versus referral
Barriers like travel distance, lack of perceived need, financial 
constraints and lack of time often lead to non- adherence with 
referral services.55 56 While school- based delivery of refractive 
services requires skilled human resources and faces logistical 
challenges delivering healthcare in a non- clinical setting, it can 
significantly reduce non- adherence.57–59 Referral to local vision 

centres may also have drawbacks, such as limited access to cyclo-
plegic refraction.60 Even when refractive services are provided 
in schools, collaboration with local eyecare providers is essential 
for complex needs.60

Role of teachers and non-specialist cadres in screening
Non- health personnel can effectively deliver vision screening 
to school children. Teachers often participate because they 
are familiar with students and parents.61 Sensitivity of teacher 
screeners varies from 25 to 94%,62 but specificity is generally 
high, crucial for efficient screening.63 64 Teachers also promote 
consistent classroom glasses wear,65 as demonstrated in a trial 
in China.66

Free provision versus sale of glasses
A trial in Tanzania found children were more likely to wear 
glasses if provided free (31%) rather than if they had to purchase 
them (16%).67 While the facility for the purchase of spectacles 
can financially sustain programmes, this may not be permitted in 
some areas and can be logistically challenging. The PRICE trial 
in China showed that selling ‘upgrade’ glasses can succeed even 
when standard glasses are free.68

Alternatives like self-refraction and ready-made glasses
Ready- made glasses are widely used in low- resource settings. 
Modelling showed 51% of children could be corrected with 
ready- to- clip glasses using the International Agency for the 
Prevention of Blindness (IAPB) eligibility criteria.69 Trial 
evidence from India showed similar wear rates for ready- made 
(75.5%) and custom- made glasses (73.6%).70 Cost- minimisation 
analysis showed ready- made glasses have significant cost- saving 
potential.71 Studies of self- refraction show that vision of ≥6/7.5 
in the better- seeing eye can be achieved in >90% of eligible 
children (astigmatism<0.75D).72 73 Earlier designs were unpop-
ular,74 but recent studies suggest comparable wear rates between 
adjustable and standard glasses.75 Self- refraction can be accurate 
in children as young as 6 years old76 and is now used in non- 
governmental organisation (NGO) programmes in low- density 
areas like Mongolia.

OTHER ISSUES RELATED TO SCHOOL VISION SCREENING
Inclusive education and needs of children with multiple 
impairments
In many LMICs, few children with disabilities attend inclusive 
schools, and many do not attend school at all. Consequently, 
they miss school screenings and lack potentially beneficial 
support.77 Vision and hearing screening programmes must reach 
out to children with disabilities at home, in the community or in 
specialised schools. Conventional vision testing may not identify 
children with complex disabilities.78 To counter this, medical 
professionals and educators should receive training in accessible 
vision screening tools and strategies. If an initial vision screening 
is ineffective, a referral is needed for further skilled assessment.

There is a high prevalence of vision and hearing impairment 
in children with complex disabilities, often undetected.79 80 Chil-
dren with sensorineural hearing loss are more likely to have 
refractive errors and retinal abnormalities,81 with ophthalmic 
problems ranging from 40% to 60%.82 All children with disabil-
ities should receive appropriate vision and hearing screening to 
connect them and their families to necessary services. Screening 
programmes are not uniformly implemented83 84 as protocols 
and practices are inconsistent84 and few include both hearing 
and vision screening.85 In a recent WHO publication by the 
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Health Promoting Schools initiative, schools are recommended 
to provide more comprehensive health support to children and 
adolescents, including diet, physical activity, myopia and hearing 
screening, and lead exposure.86

Communication to improve uptake of school vision 
programmes
Communication strategies in LMICs generally target two main 
groups: children and the community. Studies show that few strat-
egies yield positive results. Zhang et al87 conducted a randomised 
controlled trial in rural China to determine whether an eye 

health information campaign improved spectacle adherence. 
There were three arms: a control group with screening but no 
health education, one receiving health education only (targeting 
children, teachers and parents) and one with health education 
and subsidised spectacles. The combination of an information 
campaign and subsidised glasses significantly improved vision 
knowledge, eyeglasses usage and spectacle adherence.

Yi et al66 in China incentivised teachers to remind children to 
wear their spectacles in class, significantly increasing spectacle 
wear by the end of the study (68.3% vs 23.9%) compared with 
the control group who received neither free glasses nor teacher 

Table 2 Comparison of the different methods of implementation of school vision screening with evaluation of advantages, disadvantages and 
opportunities

Teacher- led vision 
screening

Community (eye) health 
workers or school/
community nurse- led 
programmes

Skilled eye health experts- 
led model for eye care 
(optometrists, vision 
technicians, and other such 
cadres)

If child needs spectacles provided/further investigation

School- based eyecare 
services Referral- based service

Advantages  ► All children in school 
can be screened; high 
specificity yields efficient 
screening

 ► High acceptance /
familiarity to students 
and parents

 ► Can promote and 
monitor spectacle wear

 ► Low demand for external 
resources

 ► Highly sustainable as 
trained teachers can 
regularly screen

 ► Smaller number of people 
to train

 ► Better screening quality 
due to adequate training 
and absence of additional 
responsibilities

 ► Cost effective; cover 
multiple schools

 ► Consistent data collection 
across schools

 ► High specificity and sensitivity 
in identifying eye conditions

 ► Comprehensive eye 
examination is possible in 
schools

 ► Can offer refractive services 
in schools

 ► Good acceptance among 
students and parents due to 
clinical expertise

 ► Offers a provision for 
eyecare and refractive 
services in schools

 ► High- quality screening 
and refractive services 
possible as these can be 
offered by expert human 
resources

 ► Ready- made spectacles 
means immediate 
treatment

 ► Reduced re- visit/referral 
need

 ► Possible high false- 
positive screening 
and high referral rates 
depending on model

 ► Cost- effective compared 
with comprehensive 
school- based 
programmes

 ► Can cover more schools/
children within a short 
time frame

 ► More sustainable

Disadvantages  ► Varying levels of skillset; 
may negatively impact 
quality of screening

 ► High false positives
 ► May lead to low referral 

uptake
 ► Cannot offer refractive 

services in schools
 ► Training large number 

of teachers can be time 
consuming and costly

 ► May be unwilling to 
take up an additional 
responsibility

 ► Detracts from teachers 
educating students

 ► Lack of availability of 
community health workers 
and school nurses

 ► Cannot offer refractive 
services in schools

 ► May also have high false- 
positive rate

 ► Acceptance among key 
stakeholders may be an 
issue in many settings 
due to lack of awareness/
integration with schools

 ► Not sustainable due to 
increased costs for personnel

 ► Lack of availability of trained 
personnel

 ► Takes personnel away from 
delivering other eyecare 
services

 ► Cycloplegic refraction may not 
be possible in schools

 ► Time consuming to perform 
complete eye examinations in 
schools

 ► Costly and time 
consuming

 ► Lack of time/personnel 
means cannot offer 
eyecare services for all 
children

 ► Dispensing spectacles 
immediately is not 
always possible and may 
involve complex logistics 
in addition to incurring 
high cost

 ► Ready- made spectacles 
will not offer all ranges 
of refractive power and 
choice of frame may be 
limited

 ► Poor referral uptake due 
to difficulties in parents 
bringing child for referral 
follow- up

 ► Poor referral uptake due 
to perceived lack of need 
among children and/or 
parents

 ► Acceptance among key 
stakeholders may be a 
problem

 ► Lack of availability of 
personnel could mean 
long wait times

 ► No scope for refractive 
services in schools

Key 
opportunities 
for this 
approach

 ► Synergy of training in 
vision screening and 
health promotion to 
teachers, parents and 
students

 ► Opportunity for teachers 
to actively promote 
referral uptake

 ► Opportunity for 
incentives for school for 
health promotion/ vision 
screening/ spectacle 
adherence

 ► Government policy 
to identify, train and 
employ community health 
workers/ school nurses can 
be a solution

 ► These cadres can be 
educated to actively 
promote referral uptake

 ► Training and regular skill 
upgrade or refresher 
trainings could aid in 
minimising errors

 ► Opportunity for health 
promotion to school staff, 
parents and students

 ► Needs advocacy to 
governmental and non- 
governmental organisations to 
promote eye health screening 
and be aware of importance

 ► Need to create pathways to 
refer problems and provide 
spectacles where required

 ► Combination of expert and 
non- clinical personnel in tiered 
screening (screening+follow- 
up in schools of those who 
failed screening) could expand 
capacity

 ► Child will get eyecare 
issues investigated and 
spectacles if they need 
them

 ► Spectacle adherence can 
be monitored

 ► Health promotion to 
students, parents and 
teachers about the 
importance of spectacle 
correction is possible

 ► Social enterprises may 
help with the distribution 
of spectacles

 ► More efficient to have 
personnel in a clinical 
setting

 ► Better access to 
equipment and quality of 
service

 ► Needs advocacy to 
governmental and 
non- governmental 
organisations to promote 
and fund eye health 
screening and follow- up

 ► Stakeholder awareness 
sessions should include 
all the aspects of need 
for eye care, refractive 
correction and regular eye 
examination
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incentives. In Vietnam, a school- based eye health promotion 
intervention88 included presentations, posters, brochures and 
training of school staff by primary eyecare personnel. This led to 
increased eye examination uptake (from 63.3% to 84.7%) and 
higher spectacle wear rates (from 36.1% to 43.4%).

In Turkey, an eight- course- hour eye health promotion 
programme was delivered using a booklet and compact disc 
for children and solely a booklet for parents.89 The interven-
tion significantly improved spectacle- wearing, eye examination 
uptake and eye health- protection behaviours.

WHAT IS THE CURRENT LEVEL OF ACCESS TO REFRACTIVE 
SERVICES AMONG CHILDREN IN SCHOOLS GLOBALLY?
School programmes present a valuable opportunity to provide 
eye health services to over 700 million children worldwide. 
However, most programmes are narrow in scope and lack inte-
gration with the Ministries of Health and Education, which 
hinders their sustainability. Even in high- income countries like 
the USA, poor coordination leads to low uptake of school- based 
eyecare services.90 91 A recent study in the state of Michigan92 
found significant racial and ethnic disparities in eyecare utilisa-
tion in poorer communities. Among those examined, 60.8% had 
worn glasses, but only 24.1% still had them, and 74% needed 
new glasses. Similar prescription rates (67–84%) have been 
reported in poorer preschools and middle schools.93–96 Further-
more, only 20–50% of poorer children referred for advanced 
care receive it.90 97 98

In LMICs, school- based eyecare services are often led by NGOs 
with limited input from the Ministries of Health and Education,99 
causing inefficiency by pulling specialists away from their regular 
duties. Some African governments are adopting mobile health 
vision assessment tools, enabling teachers to conduct assess-
ments. This task shifting, with clear referral criteria, has been 
proven effective.100 101 Efforts are now focused on improving 
referral adherence to ensure that children identified at school 
receive advanced care. The most effective programmes integrate 
eye health services with existing school health and nutrition 
programmes.

In Zanzibar, a 63.7% referral adherence rate was achieved 
when eyecare services were integrated with a school food 
programme compared with 46% for standalone services. Spec-
tacle wear adherence at 6 months was 71% for the integrated 
model vs 13.3% for the vertical model.102

China, accounting for half of all children with refractive error 
globally,103 has prioritised eye health with a national myopia 
management plan announced in 2018.104 National policies now 
incorporate the effectiveness of myopia prevention among children 
and adolescents into governmental performance evaluations. These 
policies also require that primary and secondary school students 
receive at least one vision screening each semester, with prompt 
referrals as needed. The prevention and control of myopia in chil-
dren and adolescents are strategic focuses of China’s ‘14th Five- Year’ 
National Eye Health Plan (2021–2025), which outlines a clear aim 
to strengthen the eyecare service system, enhance workforce quan-
tity and quality, and expand quality eyecare services to community 
levels. Various public education initiatives have also been launched 
to raise awareness about eye disease prevention and management.105 
With government leadership and cross- sector collaboration, the 
overall myopia prevalence among Chinese children and adolescents 
fell in 2022 to 51.9%; a 0.7% decrease from 52.6% in 2021 and a 
1.7% decline from 53.6% in 2018.106 107

In India, school myopia is a growing concern, with refractive 
error prevalence at 10.8% in 2018.108 Another study indicated 

a fivefold prevalence increase over two decades, with an expec-
tation of a further 10% rise by 2030.109 Although school vision 
screening is part of the National Program for Control of Blind-
ness and Vision Impairment, achieving high referral uptake 
remains a major challenge.57 110

WHAT IS NEEDED TO IMPROVE THIS?
Substantial government investments, coordinated between the 
Ministries of Health and Education, can tip the global balance 
towards better vision and learning opportunities for children. 
The case for providing vision care in schools must be made 
clearly and forcefully to governments: strong evidence shows 
that vision care improves learning as effectively as any other 
school- based healthcare intervention5–10 and that good vision 
supports overall learner well- being. Recent research also high-
lights that good vision in children is linked with better mental 
health.19

Government action to treat and prevent myopia can only 
be effective when progress is measured with accurate, widely 
used tools. As a part of achieving Universal Health Coverage, 
the 2019 WHO Report on Vision called for the use of Effective 
Refractive Error Coverage (eREC) as a metric to assess progress 
toward delivering glasses to all children needing them. eREC 
assesses the proportion of children needing glasses (uncorrected 
vision<6/12 in the better- seeing eye) and who receive glasses 
improving vision to≥6/12. Governments and their partners 
must measure and report progress of their efforts to reduce chil-
dren’s burden of uncorrected refractive error using eREC, with 
stratification by gender and locality.

To support the achievement of the Seventy- fourth World Health 
Assembly endorsed 2030 target on eREC, the WHO SPECS 2030 
initiative was launched on 14 May 2024.111 The target is to achieve 
a 40 percentage point increase in eREC by 2030. This initiative 
intends to address long- standing challenges to increase both the 
quantity and quality of refractive services by calling for coordi-
nated action across five pillars aligned with the letters of the SPECS 
acronym:

S—improve access to refractive Services.
P—build capacity of Personnel to provide refractive services.
E —improve population Education.
C—reduce the Cost of refractive error services.
S—strengthen Surveillance and research.

Currently, the Global SPECS Network membership consists 
of 31 inaugural member organisations that represent intergov-
ernmental or NGOs, academic institutions and philanthropic 
foundations.

A key area requiring government action is enhanced support for 
refraction training, as called for in the WHO SPECS 2030 initia-
tive.111 In many countries with substantial burdens of uncorrected 
children’s refractive error, such as Vietnam, optometrists have only 
recently been recognised as an independent discipline and specialised 
training institutions have been established. However, there remains 
a shortfall in the number of trained professionals required.112 In 
other countries, refractive services are delivered by ophthalmolo-
gists, nurses or other healthcare workers, without a specialised cadre 
of refractionists. In many settings, government regulation of refrac-
tive services is either non- existent or minimal, with practitioners 
regulated on the same level as beauticians or hairdressers. A suffi-
cient cadre of well- trained and well- regulated eyecare workforce is 
an absolute requirement to deliver adequate refractive services in 
schools and beyond.

In tandem with building service capacity, enhancing demand for 
refractive services also requires government action.111 School- based 
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screening and awareness programmes require coordinated 
support of various government bodies, as evidenced by China’s 
national programme,104 spearheaded by the Ministry of Educa-
tion and supported by a variety of ministries, including Health and 
Commerce. China’s programme also features strong emphasis on 
myopia prevention, setting maximum allowed homework burdens 
and concrete local targets for reduction in prevalence.

School vision programmes must also coordinate with the 
healthcare community locally, so that children identified with 
less common problems not treatable by glasses, such as stra-
bismus, amblyopia and paediatric cataract and glaucoma, can be 
referred and treated. Access to rehabilitation services will also be 
needed for those children whose vision impairments cannot be 
treated to maximise their functioning in the classroom and other 
environments.

The government support required to achieve these ambitious 
goals is substantial, and collective advocacy across the vision sector 
is needed to unlock these investments. This has been and will be 
delivered through bodies such as the WHO and IAPB, as expressed 
in the SDGs and the World Report on Vision, as well as regional 
and national Eye Health Programs. The World Bank and other 
multilaterals have played an important role in supporting the testing 
and delivery of novel models for the delivery of school vision 
services. Furthermore, the Research Consortium for School Health 
and Nutrition, which is the evidence- generating arm of the global 
School Meals Coalition, can assemble and distil existing evidence to 
guide priority setting and decision- making in this area.

The vision research community also has an important role to 
play in catalysing government action to support school vision 
programmes. Existing trial data demonstrating the educational 
benefits of glasses are largely limited to China and the USA. Addi-
tional trials are needed in regions and countries such as Africa and 
India as the potential for glasses to improve learning depends on 
local epidemiology and existing capacity of education systems. 
More data on the cost- effectiveness of school vision screening, 
addressing a wider variety of models, are needed.113 Further-
more, no trials to date have addressed the fundamental question of 
whether school vision screening interacts synergistically with inter-
ventions to improve education outcomes through teacher training. 
Finally, relatively little is known about the potential of combining 
vision screening with other programmes such as hearing assessment 
to increase impact and improve efficiency.85

The resources exist to eliminate uncorrected myopia as a 
major cause of vision impairment in children, and schools will 
play a crucial role in achieving this aim. Harnessing government 
resources will be essential for action, and the vision community 
can only unlock these investments by speaking with a unified 
voice about the need for action, the best approaches to use, and 
the concrete educational benefits of a world without needless 
child vision loss.
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