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Abstract 
Poverty and eye health, including vision disability from vision impairment and blindness, are be-
lieved to be interrelated. The relationship between poverty and eye health can be interpreted as 
being two-fold, in the sense that poverty may be a cause of poor eye health and poor eye health 
may lead to or deepen poverty. Evidence shows that the burden of vision impairment is high in 
poor people and vision impairment and poverty are linked to each other. However the empirical 
evidence to answer the questions—Does poverty perpetuate poor eye health? How and why? Does 
poor eye health deepen poverty?—is sparse globally; especially from low and middle income 
countries (LMICs). This article therefore aims to examine published information and other secon- 
dary data sources that provide insight on the relationship between poverty and eye health, in- 
cluding eye disability caused from vision impairment and blindness. The article provides a con- 
ceptual understanding of poverty related attributes that contribute to eye disability from vision 
impairment and blindness, using evidence sourced from poverty and eye health research studies. 
The article interrogates general theories and beliefs that have been conceptualised in relation to 
the impact that the vicious cycle of poverty has on eye health and the contribution of poor eye 
health on an individual’s poverty status. The major outcomes of this article include: 1) identifying 
gaps in linking poverty and eye health, 2) establishing key issues that will assist in the deve- 
lopment of a theoretical framework, and 3) preparing more appropriately for further investi- 
gation on the association between poverty and eye health. 
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1. Introduction 
Globally, more than three billion people (half of the world’s population) live on less than USD $2 a day [1]. The 
developing world carries a disproportionate measure of poverty with nine out of ten people living in poverty [2]. 
The majority of the world’s poor are located in Africa (50.9%), South Asia (40.4%), East Asia and Pacific 
(16.8%), and Latin America and the Caribbean (8.2%) [2]. Estimates suggest that almost 3.1 billion people (55% 
of the total population) live in rural areas and are therefore considered as living in poverty [3]. However, poverty 
is not confined to only rural areas; urban areas also suffer from concentrated pockets of under-serviced slums 
[4]. This means that people living in poverty may have little or no access to safe housing, clean water, basic 
toilet facilities, or health care, which can lead to infectious diseases of all types in rural and urban poor areas. A 
lack of access to health care services contributes to a wide range of health problems, including poor eye health 
[5].  

Poverty and eye health, including vision disability resulting from vision impairment and blindness are sug-
gested to be directly and often indirectly linked [6]. The majority of preventable eye health problems, such as 
cataracts, trachoma, conjunctivitis and others, which cause vision impairment and may lead to blindness in de-
veloping countries, are closely related to poverty mainly through a lack of sanitation, poor or inadequate water 
supply, malnutrition and the lack of education [5]—all of which persist in both rural areas and in the slums of 
some urban areas [7].  

Vision impairment remains a serious global health problem in developing countries despite estimates sug- 
gesting that 80% of vision impairment is reversible and curable [8]. Global estimates indicate that there are more 
than 285 million people who have impaired vision, of which 39 million are blind, and 246 million have low vi-
sion [9]. The main causes of vision impairment and blindness worldwide are cataract and uncorrected refractive 
errors [10]. Glaucoma is included as a third major cause of blindness. The current global distribution of blind-
ness is such that South East Asia leads at 28%, followed by the Western Pacific at 26% and Africa at 16.6% [11]. 
The lowest blindness prevalence rates are recorded in Eastern Mediterranean (10%), America (9.6%), and 
Europe (9.6%) [11]. These figures suggest that the prevalence of vision impairment is high in developing coun-
tries, with 90% residing in poverty stricken areas [8]—affecting mostly the poorest of the poor households. The 
high magnitude of vision impairment in developing countries, especially the rural areas where impoverishment 
is concentrated, could be due to socio-economic factors that restrict the population from acquiring adequate 
health services.  

The relationship between poverty and eye health can be interpreted as being two-fold, in the sense that pov-
erty may be a cause of poor eye health and poor eye health may lead to or deepen poverty [12]. The dire poverty 
confronting many developing countries has drastic implications for blindness, vision impairment and eye health 
services [5]. People from impoverished backgrounds and environments are more likely to experience conditions 
which contribute and lead to impaired vision [13]. For example, some eye diseases such as trachoma and cata-
ract are perceived as diseases affecting the poor disproportionately, due to their association with poor infra-
structure, such as clean water supply, overcrowding and lack of hygiene in poor communities. On the other hand, 
when individuals go blind or are severely vision impaired, their accessibility to education and other opportuni-
ties are affected—mainly due to a loss of income and lack of funds [13]. Severely vision impaired and blind in-
dividuals are also limited from accessing and utilising available public services which are often limited in poorer 
countries [13]. Therefore vision impairment and blindness is both the cause and consequence of poverty. The 
following section discusses poverty and eye health in the context of disability. 

Vision Disability 
Worldwide, more than 10% of people (approximately 650 million people) have some form of disability that in-
evitably restricts them from performing certain tasks and functions [14], 70% of whom live in developing coun-
tries, while 82% live under the poverty line [15]-[17]. Those individuals, who have more recently incurred a 
disability, are more likely to find themselves under the poverty line in less than a year of the incident [18]. What 
is even more disconcerting to note is that 64% of people who are disabled were not trapped in a situation of 
poverty prior to their disability [12], suggesting that disability may have contributed to income loss, unem- 
ployment, low standard of living and high levels of poverty [1] [17] [19]. Thus households affected by disability 
may be less likely to be alleviated from poverty due to the increased costs and reduced earnings associated with 
disability [18].  
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Eye health problems and diseases, such as refractive errors, cataracts, glaucoma, diabetic retinopathy and tra-
choma, amongst others, that cause vision impairment and blindness, affecting millions of people worldwide, are 
included in the disability spectrum [10]. Thus vision impairment and blindness are significant eye health condi-
tions that add to the causes of disability. At present, nearly 25% of the population in developing countries are 
affected by eye diseases or are vision impaired [12].  

Poor eye health, causing vision disability, affects people’s income and livelihoods, access to basic services 
such as education and healthcare and also nutrition and development [12]. According to Popikver et al. (2010) 
vision disability and blindness are most likely to interfere with an individual’s life goals such as achieving mate-
rial wealth, social status, and planning for and raising families [20]. In addition, people with disabilities, such as 
blindness, may be further impacted upon by a disturbance of mental health, which will affect their life goals and 
thus perpetuate their poverty [20].  

Several dimensions of poverty have a significant impact on the disabled, especially on those individuals who 
have a vision disability. These dimensions of poverty include employment, material wealth, education, health, 
poverty alleviation and development assistance, social wellbeing, and public cost [12]. Many of these linked 
dimensions of poverty would be resolved if the vision of those who are disabled are corrected. For example, if 
vision was corrected in an individual with vision disability, access to employment would possibly improve, in-
come would improve and the individual would not be dependent on other family members and thus children 
would be able to attend school regularly instead of taking care of the individual [12]. This argument could be 
forwarded for each dimension of poverty that impact on eye health (Table 1). Vision problems that remain un- 
resolved will eventually force people to fall deeper into poverty as they will be unable to work and make provi-
sions for their families or conduct daily tasks and thus a heavy reliance will be placed on others for care [20].  
 
Table 1. Multiple dimensions of poverty and eye disability.                                                       

Dimensions Impacts 

Employment 

• Disability results in: loss of employment, reduced productivity, less rewarding jobs, unemployment 
especially for women, lower salaries 

• In addition disability limits employment for other household members as time is spent on 
care-giving 

• Restoring sight results in work resumption and enabling caregivers to find employment 

Material wealth 

• Households affected by disability, including vision impairment have: lower average incomes, more 
severe income loss, lower savings, higher debt and low asset and land ownership, and lower housing 
and amenity standards 

• Households also suffer from hunger and food insecurity 

Education 

• Disability impacts on: school participation, children’s entrance into schools, literacy levels and 
school completion and success 

• Girls and women are more affected in terms of school participation and literacy levels 
• In addition, disability indirectly impacts on education by disrupting of schooling of children who 

stay at home to take care of the disabled  

Health 
• Disabled have: numerous barriers to healthcare, limited access to rehabilitation services, greater risk 

of accidents, higher mortality rates, equal or higher risk of HIV exposure and limited HIV/Aids 
outreach and treatment services 

Poverty 
alleviation & development 

• Disabled (especially vision impaired) have: limited access to development assistance and poverty 
relief 

Social wellbeing 

• Disabled people are socially isolated and have reduced marriage prospects, less partner choices, and 
greater abandonment risk 

• Disabled people and their families experience low self-esteem and stigma 
• Disabled people, especially women experience higher rates of violence & less assistance with abuse 

and have limited decision-making power in and outside household 

Public cost • Direct costs: medical & related expenses 
• Indirect costs: missed income-earning opportunities & long term productive potential impact 

Source: Adapted from Gooding et al. (2006: 2-3) [12]. 
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2. Impact of Poor Eye Health 
Poor eye health is likely to have a detrimental effect on mortality [21], quality of life [22]-[24], a person’s eco-
nomic situation [25] and the economic status of regions [26]. Furthermore it causes considerably high economic 
losses [27], a significant loss of productivity [23] and social exclusion [28]. The onset of disability, from vision 
impairment, results in lower employment and low productivity [29] [30]. Furthermore, vision impairment im-
pacts negatively on an individual’s quality of life and their functionality [31]-[33] and hence has major impact 
on the global economy [34] [35]. The impact of vision impairment on socio-economic status and quality of life 
and functionality are discussed further:  

2.1. Socio-Economic 
There is a far greater risk of becoming blind for people in the lower and extreme lower socio-economic status 
than in people in other socio-economic income categories [30]. For example, in poor countries, disadvantaged 
communities and especially poor households within these communities in rural and poor regions are more likely 
to be affected by trachoma [36]. Ho and Schwab (2001) in their comparison of the socio-economic status of 
countries found an inverse relationship between economic development and blindness [26]. The possibility of 
blindness was also found to increase with decreasing monthly income according to the findings of the Andhra 
Pradesh Eye Disease Study [30].  

2.2. Functionality and Quality of Life (QoL) 
Vision loss severely impacts on multiple dimensions of people’s lives. Healthy eyes and good vision play a crit-
ical role in the development of an individual and how the person interacts with others in society, therefore, vi-
sion loss impacts negatively on an individual’s quality of life and their functionality, and has major impacts on 
the global economy [34] [35]. This is confirmed by numerous studies that show that vision impairment has a 
major impact on the quality of life of individuals [31]-[33]. QoL is dynamic and subjective to the individual’s 
social, cultural and health perception [33] [37]. For most patients, going blind or losing their vision means adap-
tation to new conditions and way of life. There are those who consciously adapt, so as to overcome unknown 
impairments, and learn to function at higher levels than when they first develop the disability [38]. However, for 
those who find it difficult to accept their condition of functional deficit, their levels of adaptation vary and their 
ability to cope often influences their functionality and quality of life [38].  

Lamouroux et al. (2009), contend that vision impairment/blindness threatens to restrict the individual from 
being able to conduct daily tasks and maintaining the dignity and respect which is earned by the ability of being 
independent [32]. Those who are already affected by the disease suffer from other health problems such as de-
pression, distress and sometimes dementia, in cases of older people [37]. Other factors that are affected by vi-
sion impairment include physical mobility, functionality, education or academic status and social interaction and 
overall functionality [33]. These disabling factors of blindness prevent affected individuals from finding em-
ployment and securing a good life for themselves, and thus they become more vulnerable to poverty [33].  

In addition, individuals who have impaired vision from eye diseases such as trachoma and conditions such as 
cataracts, often need assistance from their family members and other people to conduct daily tasks as it becomes 
increasingly difficult for them to move around [39] [40]. Without the ability to move around, including the abil-
ity to see where you going, affected individuals are forced to stay at home and furthermore they require the help 
of an extra able bodied person to assist them. Thus, Lee et al. argue that there is a significant association be-
tween vision impairment and a person’s functionality [39] [40]. If the person required to care for the blind per-
son is a family member, the affected household is forced to live without the income of the two individuals who 
have been pre-occupied by the needs of blindness [41]. The lack of income is likely to expose households to 
risks of becoming poor, and if finance is not acquired soon, the family often sinks deeper into poverty. Children 
serving the role of care givers may be deprived of an education and subsequently face a greater challenge in es-
caping poverty as an adult [41].  

3. Barriers Preventing the Poor from Accessing and Utilising Eye Health Services 
The eye health state in developing countries is considerably alarming. The majority of the poor in developing 
countries are still burdened by treatable and preventable eye diseases, amongst other factors [42]. This suggests 
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that poor people are unable to access the health services that they require. An important question to ask then, is 
“what prevents poor people from accessing and using eye health services”? The evidence suggests that underuti-
lisation of eye health services is aggravated by a wide range of public health issues common to both poverty and 
blindness such as gender inequalities [43], low socio-economic status [44] [45] [30], low income [46], low em-
ployment, illiteracy [47] and cost barriers [48]. In addition gender issues in some cultural contexts become a 
barrier to the proper correction of vision [5] [49] [50]. Women are often prohibited from accessing eye care ser-
vices, while it is usually acceptable for men to seek treatment [12]. In some instances cultural beliefs regarding 
the concept of illness and utilisation of health care results in a sitaution where illness causation is interpreted as 
social and spiritual disfunction [51] [52]. Supernatural intervention is regarded as the main cause of serious ill-
ness in some communities, thus individuals and families seek relief from traditional healers instead of going to 
the local clinics and health care facilities [52]. 

3.1. Barriers to Consider When Developing Eye Health Interventions for the Poor 
Eye health problems and diseases is a pandemic in developing countries due to a lack of resources, inadequate 
facilities and the lack of knowledge and accessibility to affordable health facilities [5] [13] [53]. Simply ad-
dressing health conditions without exploring and dealing with the barriers preventing people from accessing and 
utilising eye health services effectively hinders societies ability to combat health issues in developing countries 
[30] [34] [54] [55].  

The following barriers need to be understood and considered when developing eye health interventions and 
implementing eye health strategies for the poor: clinical, knowledge, geographic, and financial barriers. These 
are discussed below: 

3.1.1. Clinical Barriers 
Clinical barriers that prevent the poor from accessing and utilising eye health services include lack of skilled 
public sector health practitioners, inadequate equipment and the lack of appropriate facilities to provide quality 
services [49]. The poor are also prevented from adequate eye health services because the clinical competencies 
of practitioners are difficult to maintain due to the rapid expansion of knowledge and technology [56]. In addi-
tion to these barriers, inadequate application or clinical and translational research results in the delivery of inva-
lidated eye health treatment options. According to Frazier et al. (2009), these barriers result in people, often the 
poor, not receiving quality care that is adequate and appropriate [56]. Therefore this situation is exacerbated in 
the developing world—where access to eye health services is already limited, especially for the poor.  

3.1.2. Knowledge Barriers 
Apart from the clinical barriers to accessing eye health services, the lack of eye health knowledge by the poor is 
another barrier [29]. The majority of people in developing countries, especially those from poor households are 
illiterate and uneducated when it comes to eye health [42]. Good quality information and advice concerning eye 
health have not been widely available to the public, especially in developing countries. According to Gilbert 
(2008), people from poor households lack eye health knowledge, are illiterate and they lack motivation for rea-
sons to correct eye conditions [29]. There are individuals who believe blindness is a natural part of ageing and 
therefore nothing should be done about it [57]. Gilbert (2008) affirms that for older people in developing coun-
tries, going blind is considered inevitable and they see no reason why it should be prevented or treated [29]. The 
lack of knowledge does not only prevent people from accessing services, but it also perpetuates the conditions 
which are detrimental to their well-being. As stated by Gooding (2006), households find themselves deeper into 
poverty after acquiring the disease than before the disease because they lack the knowledge needed to treat their 
condition [12]. In addition, illiterate people (often those who are poor) are usually left in the dark as some be-
lieve that treatment will make their vision worse [51]. In a recent, 2011, study conducted in KwaZulu-Natal by 
the Brien Holden Vision Institute [57], respondents reported that the fear of poor outcomes from eye correcting 
techniques prevents them from correcting their vision. Individuals from poor households believed that eye 
treatment may make their vision worse [57]. In accordance, Gooding (2006), points out that other studies have 
found that individuals in developing countries are exposed to conditions leading them to contracting eye condi-
tions, and since they lacked knowledge on how to treat them, their lives have changed from good to worse [12]. 
This situation does not help the poor elevate themselves from poverty, instead being limited from knowledge 



J. Jaggernath et al. 
 

 
1854 

causes them to remain in their poverty stricken situation [51]. Knowledge and education in eye health and the 
treatment options available as well as the facts and clarification of common misbeliefs are therefore critically 
important. Gooding (2006) affirms from research conducted that people who have been educated on eye health 
and the services available are more likely to undertake surgery or any type of vision correction as compared to 
those who do not receive education and remain illiterate [12]. However, the ability to read and write has been 
noted as a major challenge for most people in developing countries when being educated on eye health.  

3.1.3. Financial Barriers  
Aside from inadequate or a lack of eye health knowledge, one of the most common barriers to accessing eye 
health services for the poor is finance [58] [59]. According to Kuper et al. (2010), the majority of individuals 
who are vision impaired in developing countries fail to meet direct and indirect costs of financing their health 
care needs [34]. Lack of funds play a huge role in the uptake of health services. Patients experience difficulties 
paying for treatments, transportation, and often they are unable to take time off from work to visit the health fa-
cilities—because they fear losing a day wage [59]. Ninety percent of those who have impaired vision reside in 
developing countries, most of whom live in conditions of poverty. Their priority is to acquire enough food for 
nourishment [60] and for most families in poor regions, acquiring food for sustenance is not a guarantee. Intrin-
sically, it is difficult for them to cater for their basic needs, let alone finance travelling to access health care [58]. 
People from lower income households are prone to suffer from uncorrected vision impairments [61]. According 
to He et al. (2007), patients in Nepal indicated that the lack of finances were responsible for their inability to 
correct their eye conditions, while in rural Nigeria, 61% of the un-operated patients could not afford eye treat-
ment [49].  

Financing eye health services and the uptake of eye correction is usually deciphered by the bread winners in 
the family or household [62]. In cases where the patient does not have personal savings, the main source of fi-
nancing their health-related costs are generally supported by other family members. Other common sources of 
financing health related expenses have been found to be derived from loans or sale of property [59]. Selling 
property is only an option for the affluent families, since the poor usually do not have property to sell and thus 
their options to financing their health care needs are very limited. 

In the absence of income and financial support from other family members, ill-health persons in developing 
countries tend to depend on self-made herbal remedies, most of which are self-medication and unsuitable for 
treating the conditions [51]. Such actions further perpetuate or complicate the condition and by the time they 
seek out qualified medical help, such as nurses and medical practitioners, their condition has escalated and large 
sums of funds are required for treatment [51]. In this case, vision impairment and possibly permanent eye dis-
ability or blindness pushes the individuals and families deeper into poverty. 

The lack of funds has been the most acceptable and convenient explanation for limited use of services avail-
able to the public, however, this hypothesis has not been challenged much until the findings by Lewallen (2008), 
who found that even though some people will claim finances to be the main barrier, when they are interviewed, 
they give other reasons as well, such as the lack of concern in correcting vision [62]. Poverty is therefore a lim-
iting factor but not the only factor influencing the uptake of services. Other interesting findings include the will-
ingness of the patients to finance their eye health needs [49]. In the study conducted by He et al. (2007), patients 
with low vision were prepared to pay less than those with good vision, for the correction of their condition [49]. 
This could be explained by the fact that people with low vision may be restricted further in gaining an income. 
Further the younger generation was also willing to pay more than the older; this could be explained by the fact 
that younger people place great value on clear vision and mobility. 

3.1.4. Geographical Barriers 
Accessing affordable services is a difficult task, even for those individuals who are aware of the need to correct 
their vision [13] [29] [34]. Health care access is not only influenced by socio-economic factors; however the pa-
tient’s geographical disposition is another determining factor [63]. People in urban areas have multiple health 
care service providers to choose from in comparison to the rural communities, who often depend on inade-
quately equipped health facilities [45]. In most instances, people in rural communities travel long distances to 
the health facilities. Melese et al. (2004) states that apart from financial challenges of paying for treatment, there 
are other indirect costs associated with travelling to health facilities, which poor people cannot afford [64]. Poor 
people residing in the remotest of areas have to be content with travelling a full day to the nearest health facility. 
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A poor person without sufficient financial resources for travelling will most likely find it difficult to travel to 
these far off facilities and thus will neglect their eye problem [58]. According to Hou and Chen (2003), blind-
ness, loss of employment, income and disability are associated with neglected eye conditions [58]. Thus when 
people are forced to neglect their eye problem/s, their quality of life is likely to deteriorate, and may lead them 
into poverty.  

When implementing eye health programmes, it is important to target groups in a population who are most 
in need. Easy access to eye care should not be determined by socio-economic and geographical factors and 
even the poorest individuals from the most disadvantaged backgrounds need easy access to health care services 
[45]. Therefore, services should be implemented in rural areas, since the majority of poor people reside in these 
areas.  

4. Future Research 
The issues discussed in this article suggest that reducing or alleviating vision impairment among the poor may 
have a direct impact on poverty alleviation, which is also the first goal of the MDGs. The elimination of vision 
impairment in those who are poor and the achievement of the goals of MDGs are thus interlinked. In accordance, 
measures to alleviate vision impairment globally and especially from the developing countries are already in 
place. These measures include 1) the VISION 2020, the Right to Sight initiative to eliminate avoidable blindness 
by the year 2020 [65], 2) adopted resolutions and endorsed actions plans at the World Health Assembly (WHA) 
which have created greater opportunities to merge eye health strategies of national governments within a broader 
MDG strategy, and 3) an action plan endorsed at the WHA for the Elimination of Avoidable Blindness and Vis-
ual Impairment [66].  

These measures are aimed at restoring sight and are anticipated to assist in alleviating most of the dimensions 
related to poverty and disability, however comprehensive quantifiable data is needed to show 1) whether poverty 
perpetuates poor eye health, 2) does poor eye health deepen poverty?, and 3) do eye health interventions assist in 
alleviating poverty? The following section focuses on the research questions identified in this article. Research 
questions that need investigation are listed in Table 2. 
 
Table 2. Emerging research themes and questions.                                                              

Theme Research questions 

Deprived basic needs 
• What difficulties do people with poor eye health experience when accessing specific needs, such as the 

need to go to the latrine or restroom or be able to access safe drinking water, compared to those who do not 
have an eye problem or condition? 

Changes due to 
deprived capacities 

• What detrimental changes (related to economic deprivation) occurred in households where there is a person 
with impaired vision or is blind?  

• Does the person with impaired vision or blindness need assistance from other family members?  
• If yes, does it contribute to a loss in family income?  
• In such circumstances, what are the detrimental financial and non-financial consequences of such 

households? 
• What is the socio-demographic profile of households with persons with an impaired vision or are blind?  
• Is extra expenditure due to the cost of eye health treatments for diabetic related changes or vision 

impairment due to cataract or refractive errors lead to increased debt and deepen poverty?  

Social and economic 
prejudice 

• Does prejudice towards disabled persons due to blindness influence social exclusion and access to social 
interaction and financial or non-financial assistance?  

• What is the distribution of income and expenditures among the vision impaired and those with good vision 
within households? 

• Are vision impaired and blind persons deprived of economic resources compared to those who are not 
disabled? 

• Does the discrimination of blind people lead to deprivation of basic needs such as access to a balanced diet 
or quality health care? 

Work related 
changes and costs 

• What changes are there for people with vision impairment in terms of work productivity, loss of 
employment or change in employment role? 

• Do these changes impact on household income and expenses?  
• What is the economic burden of vision impairment and blindness as a disability? 
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The following themes are identified in connection with eye health and poverty—anticipated to assist re-
searchers fill in the gaps with regard to poverty and vision impairment or blindness. 

4.1. Deprived Basic Needs  
An important research question is the quantification of the level of difficulty that people with poor eye health 
have to access specific needs, such as the need to go to the latrine or restroom or be able to access safe drinking 
water, compared to those who do not have an eye problem or condition. 

4.2. Changes Due to Deprived Capacities 
While the relationship between poverty and eye health was presented in this review, further research is needed 
to understand why and how changes in the lives of people with vision impairment or blindness restrict their op-
timal function.  

Information is needed on levels of employment loss or lack of opportunities, external credit and the use of 
poverty alleviation services. The information should be correlated to the demographic characteristics (such as 
age, gender, education) of households. This will help inform appropriate efforts in the alleviation of poverty. 

4.3. Social and Economic Prejudice 
There is a need to determine whether prejudice towards disabled members due to blindness has any role in social 
exclusion and access to social interaction and financial or non-financial assistance. An in-depth understanding of 
the distribution of income and expenditures among the vision impaired and those with good vision within 
household is also needed. The usual assumption in some studies related to inequality and poverty and disability 
is that disabled persons are deprived of economic resources to that of those not disabled [67] [68]. Whether the 
same is true in the case of households with blind people needs research. Further, whether the discrimination of 
blind people leads to deprivation of basic needs such as access to a balanced diet or quality health care also re-
quires investigation.  

4.4. Work Related Changes and Costs 
Work and cost issues are closely interlinked and complicated when compounded with disability. However, their 
relationship with eye health has been limitedly studied. Due to extra costs of disability, households containing 
persons with impaired vision or blindness are less likely to save, the chance of them becoming vulnerable when 
external financial shocks occur and the role of money lenders and how is the money channelled should be re-
searched as these may compound the risk of poverty. As work opportunity has an important role in the allevia-
tion of poverty, the changes for people with vision impairment in terms of work productivity (working hours; 
earning capacity; income), loss of employment or change in employment role, assets and debt, has to be studied 
as these will impact on earning and costs of households. 

Results from comparative studies on the extent that blindness affects the ability of households to meet basic 
needs, costs of medical care, expenditures, economic satisfaction for the households with disabled members to 
that of households without disabled persons can also give important insights on the economic burden of vision 
impairment and blindness as a disability, and additionally help to advocate for blindness prevention interven-
tions. 

5. Conclusions 
The literature reviewed in this article presents theoretical evidence that poverty and poor eye health in develop-
ing countries is closely related. The evidence from this review indicates:  
- Poor people are subjected to limited access to employment opportunities and basic services such as educa-

tion, water and sanitation, and health—all of which affect eye health and vision restoration or treatment.  
- The state of eye health in developing countries is still alarming despite the various interventions that have 

been subsidised to address the condition.  
- Poor people face significant barriers in accessing eye health services such as poor clinical services, financial, 

limited eye health knowledge and geographical barriers.  
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- Vision impairment and blindness is likely to impact on social and economic opportunities for affected indi-
viduals and can contribute to plunging individuals further into poverty. The association between poverty and 
eye health will impact on the achievement of the MDGs.  

- In poverty struck environments, the poor and elderly are the most likely to be vulnerable to eye diseases.  
- People experiencing at least one marker of poverty are more likely to develop certain eye diseases, less 

likely to seek care for those diseases and are more likely to have a poor outcome after treatment. 
In consideration to the review findings, it can be assumed that the cycle of poverty starts and will not end 

unless strong interventions and programmes are implemented. Much realignment in policy needs to occur, par-
ticularly at the local community level. The planning of services by authorities needs to be multi-dimensional 
with all critical sectors being concurrently addressed. Eye health and health in general should be located within 
the broader efforts in society to improve the socio-economic conditions of communities. Limited gains will be 
achieved by addressing clinical and service delivery challenges without creating an enabling environment that 
improves access to food, water, good infrastructure and ultimately jobs. The value of current national eye care 
plans needs to be reviewed as they are often focused on eye care outcomes and do not sufficiently integrate both 
financially and managerially with other government departments which are integral to poverty alleviation.  

The limited literature available indicates that there is a need to invest considerably in research to quantify the 
impact of poverty on eye health and vice versa. At best, the current literature serves as a possible indicator of the 
link between poverty and eye health. These investments will need to be central to government’s anti-poverty and 
eye health strategies. A point in example is the War on Poverty Campaign (WOPC) of the South African gov-
ernment which encompasses efforts to provide services and support for the poorest of the poor families in the 
country [69]. The first step in this campaign has been a research project that quantifies the key issues. 

Finally, in addressing eye health, it is imperative to consider the various inter and intra-regional dimensions of 
poverty as well as the varying degrees of the burden of poverty that influence vision impairment. Good health is 
a cornerstone of growth, development and poverty alleviation; and blindness is a major barrier to achieving 
these development goals in countries with a large population existing under the poverty line. Vision impairment 
and blindness will continue to be a serious problem in developing countries if appropriate attention is not placed 
on the development of serious interventions and measures that tackle poverty and provide the necessary services 
needed by the poor. 

Does poverty lead to blindness or vice versa is the question to be answered in further studies. The causal links 
between disability and poverty also requires further investigation. In addition, more empirical data is required to 
prove that measures to reduce blindness also alleviate poverty. Hence, while further research studies are essen-
tial to determine factors leading to blindness or vision impairment, an equally important strategy to investigate 
their links to poverty is essential. 
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