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I am delighted to introduce this annual review 
which marks another successful year for the 
British Council for Prevention of Blindness and 
its work. Throughout the year we have continued 
our mission to promote blindness prevention 
through our support of high quality research, 
education and mentorship programmes.  
As a charity, we believe that, with limited funds 
at our disposal, these are highly effective ways 
of having the greatest impact on the prevention 
of blindness, as the knowledge so acquired is 
cascaded through many health professionals to 
the benefit of large and needy populations in  
low income countries throughout the world.  
I hope that you will agree with me that the  
reports in this review are testament to the 
efficacy of this philosophy.

As a small charity seeking to make a large  
impact, we are privileged to have the services 
of a highly dedicated team of staff and trustees 
whose support has been unwavering over the 
years. This year saw the retirement of two such 
exceptional individuals - Stephen Brooker who 
served as Honorary Treasurer for thirteen years 
and Professor Paul Foster who for nearly four 
years chaired the expert Advisory Panel.  

They will be missed as each has made an 
enormous contribution to our organisation, 
but we are fortunate that their roles have been 
filled by Afzal Ismail and Professor John Sparrow 
respectively both of whom are acknowledged 
experts in their fields. We are also grateful to  
Dr Clare O’Neill for her support as a trustee. 

We welcomed two new trustees, David Yorston 
and Anthony Blackman to the Board. I also wish 
to acknowledge the contributions of Justina 
Forristal, who provided some much needed 
work in fundraising development, and that of 
our Charity Manager, Diana Bramson, who has 
overseen a complete review of the operational 
and risk management of the organisation during 
the past year.

A report by the Vision Loss Expert Group 
published in the Lancet in 2017 estimates that 
there are 36 million blind people in the world 
with a further 217 million people with severe or 
moderate visual impairment. This is the size of 
the challenge that the world faces. In partnership 
with other charities, we believe that BCPB has a 
unique role in meeting this challenge through our 
support of ophthalmologists and other health 
professionals by specific targeting of high quality 
research, education and mentorship programmes. 
I invite you to read, admire and be inspired by 
the stories in this Annual Review. If you would like 
further information about our work, please visit 
our website www.bcpb.org.

Paul Hunter FRCP, FRCS, FRCOphth

 From the Chairman

“ the knowledge 
acquired is cascaded 
through many health 
professionals to  
the benefit of 
large and needy 
populations in low 
income countries ”
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 BCPB and VISION 2020:  
The Right To Sight
VISION 2020: The Right to Sight is the global 
initiative for the elimination of avoidable blindness 
- a joint programme of the World Health 
Organization (WHO) and the International 
Agency for the Prevention of Blindness (IAPB) 
set up to intensify and accelerate prevention of 
blindness activities. The initiative has subsequently 
been complemented and built upon by a series of 
additional plans and been reinforced by four World 
Health Assembly resolutions.  “Universal Eye Health: 
A global action plan 2014 – 2019“ (GAP) aims to 
reduce prevalence of avoidable visual impairment 
by 25% by 2019 - a more realistic global target for 
what can be achieved by the end of this decade, 
rather than the original target of global elimination 
by 2020. Some individual countries may achieve, or 
be close to, elimination by 2020.  The long-term  
goal of both GAP and VISION 2020 remain the 
same – to rid the world of avoidable blindness  
and visual impairment.  VISION 2020 is making a 
huge difference to global eye health creating a  
major focus in the countries and districts where 
action is needed.  

BCPB fully supports the aims of VISION 2020;  
The Right To Sight and we are committed to playing 
our part in eliminating avoidable and treatable 
blindness by funding:
•   Practical research into the causes of  

blindness, more effective treatments,  
and preventive methods 

•   The training of eye care professionals from  
the developing world to enable them to 
implement blindness prevention programmes  
in their home countries.

Make Vision Count; 
2017 World Sight Day
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Blindness Prevention in Action – www.bcpb.org

The British Council for Prevention of Blindness is a 
registered charity which funds innovative research 
and training work that seeds the development of 
local resources – skills, knowledge and expertise – 
to build programmes to save and restore sight in 
low income countries.  

Our Vision:
To be widely recognised as a significant contributor 
to the prevention of blindness worldwide, by 
funding training and medical research.
•    Somewhere in the world, a child goes blind  

every minute
•   80% of this blindness is avoidable with adequate 

funding it could be treated or prevented
•   Interventions to prevent blindness are amongst 

the most cost-effective: a blind person requires 
care and rehabilitation and cannot usually work, 
so saving sight makes economic sense as well as 
transforming lives

•   Training one person to be a leader, trainer and 
advocate creates a cascade effect when they pass 
on their knowledge and skills to others who can 
go on to build eye care programmes in

developing countries, to save the sight of many 
people and promote the development of new 
knowledge to help treat eye conditions.

Our key achievements:
•   Making ground-breaking discoveries that have led 

directly to a breakthrough in the eye medication 
Ivermectin. This is now widely used in Africa to 
prevent ‘river blindness’ (onchocerciasis) – a 
condition that once blinded millions of people

•   Validated the use of smartphones for the 
diagnosis of eye diseases in Kenya, meaning we 
have been able to save the sight of thousands  
of people in the region

•   We have supported over 160 eye care 
professionals from the world’s poorest countries 
to train and undertake research, developing their 
expertise in planning and managing blindness 
prevention programmes, as well as leadership  
and advocacy skills

•   Each of these new eye care leaders will save the 
sight of up to 40,000 people in the course of 
their career, and will on average train a further 
200 people to save sight.

Our belief and our aim  
is that no-one, anywhere 
in the world, should  
lose their sight if this  
can be prevented.

About BCPB
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A community visit  
to screen children
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 Research and Training
 Projects Currently Funded

Project
Total Cost  
of Project  

per Account

Research project - Mr Gus Gazzard, Institute of Ophthalmology:  
Health-Related Quality of Life in two treatment pathways for newly 
diagnosed open angle glaucoma and ocular hypertension in China: 
an unmasked, randomised controlled trial of initial selective laser 
trabeculoplasty versus conventional medical therapy.

£59,482

Professor Barrie Jones Fellowship – Dr William Dean, 
International Centre for Eye Health:  Ophthalmic surgery 
incubator training units in Sub-Saharan Africa: up-skilling  
ophthalmic surgeons for high quality and high volume cataract  
and glaucoma surgery.

£199,961

Research mentorship - Professor Tunde Peto, Queen’s University 
Belfast:  To create an advocacy package to enable Swaziland’s 
Ministry of Health to reliably plan for their Diabetic Retinopathy 
(DR) Vision 2020 priorities in their planning template.

£11,954

Research project - Dr Tobi Somerville, University of Liverpool:   
Microbial Keratitis in Malawi: A Microbiological Pilot Study. £16,484 

Research Mentorships - International Centre for Eye Health:  
To build research capacity to the Vision 2020 goal at Tumaini 
University/Kilimanjaro Christian Medical Centre in Tanzania, 
University of Mbarara/Ruharo Hospital in Uganda, and University  
of Nairobi/Kenyatta Hospital in Kenya.

£14,007 for each  
of the three centres

Total £42,021

Research project - Dr Ian Murdoch, Institute of Ophthalmology:  
Determination of the optimal treatment and management strategy 
for glaucoma control in Tanzania, Sub-Saharan Africa: an integrated 
clinical and health economics modelling perspective. 

£59,950

Boulter Fellowships, International Centre for Eye Health:  Part 
funding for four eye care professionals from developing countries to 
undertake MSc in Public Health for Eye Care.

£18,505 per student
Total £74,020

TOTAL £463,872

Most of these projects are funded across more than one Financial Year.
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Professor John Sparrow 
Chairman 
MBBCh DPhil DO FRCS FRCOphth  
Consultant Ophthalmologist 
Bristol Eye Hospital
Mr Peter Ackland  
Overseas Advisor 
Chief Executive Officer 
International Agency for 
the Prevention of Blindness
Professor Matthew Burton  
PhD MA MBBCh DTM&H  
MRCP FRCOphth 
Professor of International Eye Health 
International Centre for Eye Health 
London
Mr Andrew Cassels-Brown 
MBBS FRCS (Ophth)  
FRCOphth MScCEH 
Consultant Ophthalmologist and 
Consultant Community Eye Health  
Leeds Teaching Hospitals NHS Trust

Professor Nathan Congdon   
MD MPH 
Ulverscroft Chair of Global Eye Health 
Queen’s University Belfast
Professor John Dart   
MA DM FRCS FRCOphth 
Consultant Ophthalmologist 
Moorfields Eye Hospital, London
Miss Winifred Nolan  
MBChB FRCOphth MD 
Consultant Ophthalmologist  
Moorfields Eye Hospital, London 
Professor Tunde Peto   
MD MHealthEd PhD 
Professor of Clinical Ophthalmology 
Queen’s University Belfast
Mr John Salmon    
MD FRCS FRCOphth 
Consultant Ophthalmologist 
Oxford Eye Hospital

Professor Peter Scanlon  
MD DCH DRCOG DO PG Cert  
Med Ed FACP FRCOphth 
Consultant Ophthalmologist  
Cheltenham General Hospital
Dr Elena Schmidt 
BA MPH PhDc 
Head of Research 
Sightsavers International
Dr David Yorston  
MBChB 
Consultant Ophthalmologist 
Gartnavel General Hospital, Glasgow

Advisory Panel

Pritisha at school  
after eye surgery
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BCPB’s Boulter Fellowship 
programme was set up in 
1982 to enable eye care 
professionals from the 
developing world to train at 
the UK’s International Centre 
for Eye Health and achieve 
the specialist skills needed in 
their country of origin. 

The name Boulter refers to one of our most 
inspiring founders, Mr Eric Boulter (portrait 
above), whose background included the American 
Foundation for Overseas Blind (now The Helen 
Keller Foundation) and who was later Director 
General of the RNIB. Eric knew what it was 
like to be blind through his own experience of 
being without sight since World War ll. Each year, 
BCPB supports the training of a small number of 
applicants from low income countries who study  
for an MSc in Public Health for Eye Care in  
London.  This course equips them with the skills  
and knowledge they will need to plan and 
implement national and regional blindness 
prevention programmes. The MSc students learn 
how to effectively develop, manage, monitor and

evaluate programmes; become leaders, advocates 
and trainers in eye health; develop a relevant 
research agenda, and directly influence eye health 
policy at government level. The Master’s degree is 
awarded by the London School of Hygiene and 
Tropical Medicine, University of London. Since 2007, 
BCPB has co-funded 52 students from 22 different 
countries, granting over half a million pounds.

Composition of the course

The MSc course contains the following elements: 
Compulsory modules – all students take these:
•   Basic Epidemiology
•   Basic Statistics for Public Health and Policy
•   Epidemiology of Blinding Eye Diseases
•   Introduction to Health Economics
•   Public Health Programmes in Eye Care
•   Skills for Field Projects in Eye Care
•   Childhood Eye Disease and Ocular Infections
•  Non-Communicable Eye Disease
•   Implementing Eye Care: Skills and Resources
•   Global Disability & Health.

The Boulter Fellowship Programme

BCPB Chairman Paul Hunter 
with Dr Ciku Mathenge who 

both participated in the 2017 
ICEH Alumni workshops
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Optional modules – students choose one  
of the following:
•   Applying Public Health Principles in  

Developing Countries
•   Principles and Practice of Public Health
•   Proposal Development.

Project report – all students complete a research 
project on an appropriate topic. 

Teaching and assessment
The programme is taught through a variety  
of teaching methods including lectures, small group 
seminars, practicals, and group work with peers  
- all elements of the programme have specific 
learning objectives. Students are expected to learn 
through both directed and self-directed study.  

The programme is assessed through individual 
module assessments which may include essays, 
other written coursework, short written exams, 
practical exams, group work, presentations, formal 
exams, and a project report. All are designed to 
assess, via the most appropriate method, whether 
learning objectives have been met. By the end of 
the one-year programme students will be able 
to describe the basic epidemiology of the major 
blinding eye diseases, design and interpret studies to 
assess public health eye care needs 

using appropriate research methods, critically 
appraise and select appropriate public health 
intervention for the major blinding eye diseases, 
design a comprehensive eye care programme for 
appropriate preventative and therapeutic measures 
for a community, develop the skills necessary for 
resource mobilisation, management and evaluation 
of local comprehensive eye care programmes 
and integration into health systems, discuss the 
importance of disability in the global context,  
and appraise the epidemiology of visual and other 
impairments leading to disability and the impact  
of disability on people’s lives. 

Alumni and graduation
Six months after finishing the course, all students 
return to London a week before the official 
graduation ceremony for a week of lectures, 
seminars and presentations. This alumni workshop 
is an opportunity for the students to showcase 
their work since returning to their home countries, 
reconnect with their research supervisors, work 
on publications, acquire other practical skills and 
network with professionals in the field. At the 
2017 alumni workshops, BCPB Chairman Paul 
Hunter spoke about BCPB’s 40 years in blindness 
prevention. He is pictured on page 8 with Dr Ciku 
Mathenge, BCPB’s First Fellow, who also participated 
in the workshops.
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On this course I have learnt critical ways of 
thinking, and have a better understanding of 
blindness reduction. I have skills in planning, 
management and leadership and research and 
proposal writing. Kigoma regional hospital is the 
only public facility offering secondary eye care 
services including cataract surgery in a population 
of 2.3 million people. When I started working 
as an ophthalmologist in 2015 there were no 
surgical services – the majority of patients were 
referred to hospitals miles away from the region. 
Occasionally outreach services from un-coordinated 
organisations would come at random and operate 
within the region. We formed an eye team at the 
regional hospital and initiated proper eye care 
services after the eye unit building was renovated, 
and basic equipment was provided by Sightsavers 
and Lions Club. 

My future plan is to ensure:
•   training and allocation of more ophthalmologists 

and eye nurses to the Kigoma region to reduce 
the critical shortage of human resource for  
eye health

•    primary eye care is strengthened to  
increase coverage

•   eye care services are integrated with  
general services

•    collaborating with the health ministry, local 
authorities and international NGOs to make sure 
the productivity of ophthalmologists and cataract 
surgeons in the region is increased from the 
current CSR of 400/million/year to at least 1000/
million/year by 2019.

Edmund Mushumbusi: Kigoma, Tanzania

Our Boulter Fellows 2017 Edmund Mushumbusi 
conducting surgery

 From Students finishing the  
 Course in 2017
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Robert is an optometrist who has been working 
at the Eye Unit of Afadjato Specialist Hospital in 
Accra, Ghana. He treats and manages eye conditions 
in patients, provides refractive service and has set 
up outreach teams in his clinic to be able to reach 
patients who do not have access to eye care in 
the region. He reports that the MSc course has 
equipped him with the necessary knowledge 
and skills to be able to select appropriate public 
intervention for his work and also focus more on the 
public health aspect of health provision. He will now 

be able to appraise outreach programmes to make 
them more efficient, plan public health programmes, 
better manage the resources available, and find ways 
to generate income in clinic to reduce the cost 
of services to those who cannot afford them. On 
returning to Ghana he plans to take up employment 
in a new hospital and help implement public health 
interventions to help reduce avoidable blindness 
and visual impairment. He is considering applying 
for a PhD, and also plans to set up an eye clinic in a 
district where there are no eye care services.

Robert Ewusi-Wilson: Accra, Ghana

Kehinde is a consultant ophthalmologist and  
senior lecturer at Ahmadu Bello University Teaching 
Hospital in Shika-Zaria, Kaduna, Nigeria. He now feels 
he has a better understanding of the epidemiology  
of eye diseases in different parts of the world and 
the factors responsible for the variations. He has 
gained new skills and knowledge from the course 
and comments that “the teaching method in the 
school and humble professional attitude of the 
lecturers are good, worthy of emulation, and I 
intend to imbibe/teach the same to my students 
and colleagues”. Dr Oladigbolu has told us about 
one particular patient he has helped - a 34 year old 
pregnant woman with bilateral cataract blindness 
who presented at the rural health centre during 
screening for a cataract surgery eye camp. She had 
been blind for over three years and could not afford 
the cost of surgery because her husband was a 
small-scale farmer who cultivated just enough to 
feed the family. The pathetic part of this case was 
the fact that this lady was deaf and dumb from 
childhood and had a bad obstetric history. She had 
had two previous children, both girls, who died in 
infancy from illness. Her pregnancy was about six 
months at presentation.  It is unimaginable to think 
how a blind, deaf, and dumb mother could nurse 
and look after a child. She could neither see the 
child’s emotions and gestures, nor hear to interpret 
what might be going on. These challenges most likely 
contributed to the deaths of her other children.  
The survival of the unborn child was at risk if nothing 
was done to improve her sight and quality of life.

Some members of the team felt it was unsafe to 
operate on her because of the pregnancy. I had a 
contrary opinion and went ahead and performed 

cataract surgery on her right eye. My decision was 
informed by the numerous challenges faced by the 
woman, and the desire to give the unborn child a 
chance to survive under better care of a sighted 
mother. The surgery was successful and the woman 
had her vision restored. Her joy knew no bounds  
as she danced all over, hugging everyone around her. 
Her last visit to the health centre was six months 
after the surgery with her lovely baby boy. She 
looked more confident and composed, and was 
requesting an operation on her left eye.

Dr Oladigbolu’s plans once he returns to Nigeria are to: 
•   work on reduction of cataract blindness  

through awareness and increased uptake  
of eye care services;

•   discourage harmful traditional practices like 
couching, use of herbal preparations on the  
eyes and poor personal hygiene;

•   train teachers on visual screening and 
identification of refractive errors in schoolchildren 
for prompt referral/spectacle use;

•   create awareness on glaucoma using available 
media and encourage periodic eye checks.

He also plans to conduct training on eye care and 
develop eye care teams and committees in all the 
rural settlements of the local government areas in 
Kaduna State. This will enhance sustainability and 
expansion of the existing eye care programmes 
in the state. He intends to develop short diploma 
courses on public health for eye care for ophthalmic 
nurses, optometrists, community health officers and 
general practitioners. 

Kehinde Oladigbolu: Shika-Zaria, Kaduna, Nigeria
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Dr Aghaji finishes her fundraising run

Anne Orlina: Guyana

 Updates from Boulter Fellow Alumni

Anne graduated from ICEH in 2012, and 
has since attained a professional diploma in 
Vision Rehabilitation and a certificate in Ocular 
Therapeutics. She is now working as an optometrist 
in under-privileged communities in Guyana. She is 
also a research mentor to optometry students in

the Philippines, encouraging them to be involved 
in blindness prevention research focusing on 
underprivileged areas. She tells us that the ICEH 
Masters degree gave her the confidence to take 
a challenging role in improving eye care service 
delivery in developing countries.

Selben, who finished the MSc in 2014, explains that 
before she took the degree, her ophthalmology 
practice was centred on individual patient care 
as she had little practical knowledge of blindness 
prevention. She is now able to see patients in the 
clinic and relate their clinical conditions to their 
environment and educate them on preventative  
eye diseases. She is able to work more efficiently  
in a resource-poor setting.  

She will now be co-supervising the running of  
a new eye care centre in Nasarawa. She hopes  
that as services commence in the centre, more 
equipment and funding for drugs and community 
eye health education will be acquired, and that 
the centre will offer basic screening and referral 
of patients with glaucoma, cataract, and diabetic 
retinopathy as well as creating awareness for  
eye care in the immediate communities.

Selben Penzin: Nasarawa State, Nigeria

Mrs Paneshwari outside the Mission
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John finished the MSc in 2009, and now works 
with destitute and needy people at Khanjanpur 
Mission Health service at Joypurhat in Northern 
Bangladesh. One of the patients he has helped is 
Mrs Paneshwari from the Adibasi (aboriginal) tribe 
in Mashinda Guchoo village, where the indigenous 
people are very poor.  She and her family work the 
land and make objects from bamboo. She suffered 
physical and mental illness after her husband and 
daughter left the village, but she was not able to 

afford treatment and had to continue working as 
best she could. One day by accident a piece of 
bamboo injured her right cornea and blinded her  
in that eye. In 2016 an eye camp was held nearby 
and she was diagnosed with mature cataract in  
her left eye. She was brought to the Mission, and  
Dr Costa operated successfully. She was able to 
work again and attend the next eye camp for 
follow-up. She expressed her humble thanks for 
now being able to see with her left eye.

Ada was a Boulter Fellow in 2010/11. She is now 
a Paediatric & Community Ophthalmologist at the 
University of Nigeria Teaching Hospital, Enugu in 
South East Nigeria, and a lecturer at the College of 
Medicine, University of Nigeria. In addition, she is the 
zonal coordinator of the Ophthalmological Society 
of Nigeria, Southeast zone. After working for over 
ten years as a clinic-based ophthalmologist, which 
included seeing eye patients presenting too late to 
be helped, Dr Aghaji has been looking for creative 
ways to make eye care affordable and accessible in 
rural areas. She is passionate about access to eye 
health services especially for women and children 
living in rural and under-served regions in Nigeria. 
She has spearheaded a key informant survey to 
identify and treat childhood blindness in rural areas 
in Southeast Nigeria. She undertook a Sabbatical 
at the National Primary Health Care Development 
Agency in Nigeria and is working with colleagues  
to develop an eye care policy for Nigeria that will

increase access to eye care. During her sabbatical, 
she had the opportunity to influence policy for 
the adoption of the practice of the prophylactic 
instillation of antibiotic medication into the eyes of 
newborns to prevent neonatal conjunctivitis which 
could lead to childhood blindness. This policy is 
currently being implemented and has the potential 
to positively impact about 5 million neonates born 
in Nigeria each year. She is currently undertaking 
a research degree at ICEH and the aim of her 
research is to improve access to eye care through 
the development of Primary Eye Care in Nigeria.   
Also, Ada has helped to raise funds for BCPB by 
running in the Lee Valley Olympic Park 5k Run.  
She had the idea to get together a group of her 
fellow PhD students and run together. “I’ve never 
done this before,” she says, “so it was quite a big 
challenge. But challenges are relative. Compared to 
a blind child trying to navigate his or her way in a 
sighted world; that’s what I call a challenge.”

When a patient comes into the clinic with 
an eye problem, I now think, where is this 
patient coming from? How many more in  
his/her community have this problem?  
What made this patient come here today? 

How about the others who haven’t come, 
what prevents them from coming here? 
Combating blindness cannot be done 
at a clinical level. It has to be done at a 
community level. It will involve all cadres  
of workers, especially at primary level.  
The programme has given me the skills to 
design an eye care curriculum for primary 
care workers.

Dr Ada Aghaji

John Costa: Joypurhat, Northern Bangladesh

Dr Ada Aghaji: Enugu, South East Nigeria

The Skills Cascade

“ I was trained to be a clinical 
ophthalmologist, but this course has 
reoriented me into thinking like a 
community ophthalmologist ”
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Our Fellowships are fully funded by BCPB and lead 
to the award of PhDs and MDs. Sir John Wilson 
Fellowships are awarded to researchers based 
overseas who come to the UK for a part of their 
project, whilst Barrie Jones Fellowships are awarded 
to UK based researchers who travel to a developing 
country to carry out their research. 
 
The aims are:

•   to provide top level eye care personnel in low 
income countries, in order to build knowledge 
and skills in eye care where they are most 
needed. Fellows from developing counties are 
selected partly on their ability and ambition 
to disseminate knowledge and skills through 
teaching and training

•   to build the knowledge base about how best to 
prevent blindness in low income countries

•   to foster links between UK institutions and those 
in developing countries, to facilitate a mutually 
beneficial transfer of knowledge in eye care.

To achieve these aims an Advisory Panel selects  
and monitors projects - see table on page 7.

BCPB is a member of the 
Association of Medical  
Research Charities (AMRC)  
and complies with its  
guidelines for best practice.

 BCPB Prevention of Blindness Fellowships

Kenyan patients  
awatiting eye examination
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Professor  
Paul Foster

©
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Eye clinic in DRC Congo
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Dr Ciku Mathenge  
operating with  

Dr Julio Baviera

Dr Mathenge continues to lead and innovate in 
the global ophthalmology community. At the 10th 
general assembly of the International Agency for 
Prevention and Blindness in 2016 she was one of 
those selected as an Eye Heath Hero.

Ciku was invited as the lead facilitator of the annual 
ICEH alumni workshop in 2017 held each year to 
coincide with the MSc graduation. While there she 
addressed a public lecture at the London School of 
Hygiene and Tropical Medicine on the collaboration 

and competition between Public health and Clinical 
Care in eye health in Africa.

In Rwanda, Ciku with her husband John have 
finished setting up a School of Ophthalmology that 
will offer a four year COECSA fellowship residency 
programme, the first Ophthalmology residency 
training in Rwanda. The school has started offering 
short skills upgrading courses for ophthalmologists  
in the region.

As an ophthalmologist working in Africa, I noticed 
that many of my glaucoma patients were not aware 
of the seriousness of their condition, and did not 
understand the rationale for continued adherence 
to medication. They had not been using their 
medication regularly, so it was not possible at

follow up to know whether uncontrolled intraocular 
pressure was due to medical treatment failure or 
simply poor adherence. To avoid this vicious cycle 
we often advise early surgery which patients usually 
refuse, as they do not understand why surgery is 
needed for a seeing eye and not for a blind eye

Dr Mohammad Abdull: Preventing Glaucoma in Nigeria

Dr Ciku Mathenge: BCPB’s first ever Fellow in 2006 

An Update from BCPB’s  
 Sir John Wilson Fellows



17

Blindness Prevention in Action – www.bcpb.org

Dr Abdull (left) 
conducting a 
motivational 

interview with  
a patient

(as with cataract). I wanted to find a solution to 
increase acceptance of early surgery and to improve 
adherence to medication and follow up to prevent 
needless blindness in patients, who are often in  
their prime. My reading of the literature suggested 
that this goal could be achieved by increasing 
treatment options and by improving patient 
awareness. This concern formed the basis of the 
study that I carried out which was funded by 
BCPB. Through the experience I gained talking to 
patients using motivational interviewing, it is now 
much easier for me to communicate with patients 
and have them make the right decision in how to 
manage their glaucoma. The decisions they make 
now help us to help them to prevent needless 
blindness from glaucoma.

Using laser to treat patients with 
glaucoma in Nigeria
In addition to our work on motivational 
interviewing, we introduced another treatment 
option for our glaucoma patients. For the past 
five years with the help of funding from BCPB, 
I have been engaged in treating patients with 
lasers to control eye pressure to prevent needless 
blindness from glaucoma. Transscleral diode laser 
cyclophotocoagulation has only been used in the 
management of refractory glaucoma until recently 

when its use has been extended to seeing eyes 
with glaucoma as primary treatment. Cyclodiode 
is effective for all types of glaucoma and can be 
carried out with few complications compared with 
traditional surgery. The effect can decline over time 
but it can be safely repeated. It is easy to teach 
and easy to learn. In facilities where cost is a major 
concern, it is a cost effective-option as the laser 
can also be used to treat other conditions such 
as diabetic retinopathy, sickle cell disease, central 
retinal vein occlusion and retinopathy of prematurity. 
The diode laser is small and portable, and can be 
transported with ease to treat patients even in 
outreach centres. 

Our study on the laser treatment has demonstrated 
the effectiveness of the laser in adequately 
controlling intraocular pressure and preserving 
vision in seeing patients. In patients with blind painful 
eyes from refractory glaucomas such as neovascular 
glaucoma, it is very effective in providing pain 
relief. As it is an extraocular procedure, the risk of 
complications that are inherent in other incisional 
surgical glaucoma treatments is very low, as such 
it is good in areas where patient follow up is poor. 
This has made a major impact in the prevention of 
blindness drive in our community in Nigeria.
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Training  
in progress

Ophthalmic surgery incubator training units 
in Sub-Saharan Africa: up-skilling ophthalmic 
surgeons for high quality and high volume  
cataract and glaucoma surgery. 

Dr Dean reports: There is a huge need to perform 
high volumes of surgery in sub-Saharan Africa, 
to tackle the backlog of avoidable blindness. 
Throughout the world, there is a great need to train 
many eye surgeons safely, efficiently, effectively, and 
to an acceptable level of competence. There is also 
a need to maintain and improve the quality and 
outcomes of surgery. 

Pilot studies have been conducted in Malawi, 
Uganda, South Africa and the UK to develop, test 
and refine aspects of modular simulation-based 
ophthalmic surgical training in cataract and glaucoma 
surgery. Subsequent to these pilot and validation 
studies, we are now able to test the efficacy of 

focused modular simulation-based ophthalmic 
surgical training in two separate parallel-group 
randomised controlled trials. 

We will conduct two independent trials of intense 
simulation-based ophthalmic surgical education 
for training ophthalmologists in the procedures 
for cataract, and separately for glaucoma - the 
two leading causes of blindness in sub-Saharan 
Africa. Trainee eye surgeons will be randomised 
to the ‘intervention’ of focused simulation-based 
surgical training, or to the ‘control’ group of current 
conventional training. The ‘control’ group participants 
will receive the same simulation training, only 
after a period of one year. Follow-up assessments 
will measure whether the trainees have gained in 
surgical competence, knowledge, their perceived 
confidence as a surgeon, and in terms of the benefit 
to their patients (the quality and quantity of  
surgery performed). 

Dr William Dean: International Centre For Eye Health, London 

 Barrie Jones Fellowship  
 awarded to Dr William Dean
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Simulation  
training unit

All the training within the ‘educational intervention’ 
of this study will be performed using simulation. 
There is no testing or surgical training on patients 
within the study educational-intervention of both 
training trials. 

A new surgery training unit has been established 
at the University of Cape Town. Trainee 
ophthalmologists from Kenya, Malawi, Tanzania, 
Uganda, and Zimbabwe will be invited for the 
simulation course. All participants will (by the end  
of the study) receive the educational intervention  
of ‘eight-days intense simulation-based training’ at 
the Surgical Training Unit, University of Cape Town. 
The intervention groups will receive this training 
at week one, and the matched controls after a 
period of one year. The ‘intervention training’ is an 
eight-day intense course of lectures, small-group 
teaching, practical surgical simulation training, videos, 
and assessments. This training is in addition to the 
trainees’ normal current standard training, and not 
designed to replace it.

This is very exciting project supported by BCPB, 
which will test and provide the evidence for 
simulation-based surgical education in  
sub-Saharan Africa, with implications for surgical 
training worldwide. Trialling surgical simulation



20

Consensus meeting 
participants at work

 Research, Training and Mentorship Updates

Research project: Determination of the optimal 
strategy for glaucomas in Tanzania, Sub-Saharan 
Africa: an integrated clinical and health  
economics model.

Blindness due to glaucomas in Sub-Saharan Africa 
(SSA) is among the highest recorded levels globally. 
Many factors account for this including: 

•   a lack of knowledge by the population
•   a lack of eye care resources and personnel
•   the ethnic groups involved.

There is currently little understanding, or consensus 
as to which glaucoma detection and treatment 
strategies are likely to result in sight years gained 
and be cost-effective. 

BCPB are funding a project to develop a 
population-based model to assess a range of 
specific strategies designed to reduce the burden 
of disease due to glaucomas. We have completed 
an extensive literature review of available evidence. 
We gathered key individuals involved in glaucoma 
care throughout Tanzania for a consensus meeting. 
In this meeting, as well as agreeing current and ideal 
management strategies for glaucomas, we refined 
a patient questionnaire. We are seeking ethical 
approval for the questionnaire before administering 
to patients to gain an understanding of their current 
and ideal expectations in management.  

All of the above will be combined with our detailed 
outcome data from our large trial of glaucoma 
surgery in Tanzania. The model will assist those 
planning prevention of blindness strategies in 
Tanzania and will be posted online enabling other 
countries to assess the likely impact of various  
policy options deployed in order to control 
glaucoma blindness. 

Dr Ian Murdoch: Institute of Ophthalmology, London
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Children Reading with Electronic Assistance to 
Educate – the CREATE pilot trial of iPads versus 
standard low vision devices.

For children and young people with low vision, it 
is not easy to keep up with their normal-sighted 
peers at the best of times. The classroom and access 
to learning materials pose particular challenges. 
Seeing the whiteboard or blackboard may require 
a monocular telescope, reading text in books 
may require a magnifier. Electronic aids which can 
magnify both at near and at distance range, such as 
closed circuit television systems, are cumbersome, 
take time to set up, and how do you lug them 
around from classroom to classroom?

One problem that all current optical and electronic 
low-vision-aids (LVA) have in common is that they 
make the child/young person stand out, and one 
thing that teenagers in particular loathe is to attract 
attention. It is not uncommon for young people 
not to use their LVA, simply because they do not 
wish to stand out. Parents of children with a sight 
impairment in the UK may have followed the rise 
of tablet computers, and especially Apple iPads. 
Children seem to access many functions intuitively. 
They use their devices to magnify text and to take 
pictures of what they wish to see, and enlarge 
them on the display. Additional capabilities include 
working on homework documents, spreadsheets 
and presentations and to e-mail them to teachers.  
An internet connection can be used to directly 
access information, often in a format enhanced by 
audio-information. 

Against this background, a team of clinicians and 
teachers for sight-impaired students at the National 
Institute of Health Research Biomedical Research 
Centre at Moorfields Eye Hospital and UCL 
Institute of Ophthalmology (UK), the Meera and LB 
Deshpande Centre for Sight Enhancement at the LV 
Prasad Eye Institute in Hyderabad (India), and at the 
Sensory and Communication support team based 
at the Child Development Centre in Bedford (UK) 
wondered whether tablet computers would stand 
the test of a rigorous scientific trial, comparing the 
impact of iPads and conventional LVA on learning 
and access to information.

Robust scientific methodology required a 
randomised controlled trial (RCT) – allocating 
devices at random, with each child having an equal 
chance to receive either a tablet computer or 
standard optical devices. As no RCT trial of LVA  
in children had ever been conducted anywhere,  
the researchers decided to first carry out a 
preliminary or pilot trial to test whether it would be 
feasible to carry out a full trial, and to gather initial 
information about accessibility and usage of iPads by 
children at school. 

BCPB generously supported this pilot trial, and 
Apple Inc provided the iPads allocated to children 
at the study site in India. Forty children took part in 
the trial, 20 in India and 20 in the UK. This number 
is too small to compare the performance of iPads 
with those of standard LVA – the main question 
for this trial was whether a full trial would be 
feasible. The researchers had no difficulties enrolling 
20 teenagers in India who had not used tablet 
computers at school before. In the UK, this proved 
a minor problem, as some schools have introduced 
virtual learning environments and students use 
computers, including tablet computers, at least 
part of the time. However, many schools do not 
offer these facilities yet and enrolment proceeded 
smoothly. Children had no problems accessing the 
different features of the tablet computers, and used 
them to their full advantage, both in the classroom 
and outside. Most completed the six-months follow-
up visit. 

Although the trial did not enrol enough children 
to give a verdict on how useful tablet computers 
are for children with low vision, it did give initial 
impressions. Students in India described how 
difficult it was to decipher writing on the blackboard 
through a telescope and copying notes into their 
books at the same time, and how taking a picture 
of the blackboard made the task so much easier. 
Students used their initiative to enable them to 
access the curriculum, such as recording a lesson as 
a video clip, to review at home later. Some used it 
to enrich their learning outside the classroom, such 
as by discovering cooking recipes. 

Annegret Dahlmann-Noor: Institute of Ophthalmology, London
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Some children in the UK had the additional 
advantage of being able to connect their devices 
to their school’s virtual learning environment, and 
were able to seamlessly exchange documents with 
teachers. However, wi-fi is not fully accessible in all 
the schools that the study participants attended. In 
some schools, teachers were so impressed by the 
advantages of tablet computers that they decided 
to provide a device to their sight-impaired students, 
outside the trial, to the delight of the students. 

Some of the challenges of the trial include the fact 
that students who were initially allocated an iPad 
had to return it after six months, so that those who 
had been allocated standard LVA could then have 
the opportunity to use an iPad. Some teachers did 
not welcome electronic devices in the classroom, 
and the security restrictions of school networks 
made connectivity of a mobile device which was 
not owned and managed by the educational setting 
sometimes challenging. Occasionally it was difficult 
to set up study assessments, particularly during 
exam periods. In the UK, involvement of the local 
teachers for sight-impaired students and having a 
dedicated teaching assistant to support participants 
during the trial made a huge difference to enrolling 
families into the trial and ensuring attendance at 
follow-up visits. Looking at the performance of 

tablet computers to support reading and learning, 
the researchers found there was no difference 
in reading speed and accuracy between the two 
groups, but children who had been allocated tablet 
computers tended to use their devices more than 
those who had received standard LVA. Amnaresh  
is a 16-year-old boy, studying in Year 11 at his school  
in Hyderabad, India. He studies hard, and has chosen 
physics, chemistry and biology for his further 
studies. He was diagnosed with an eye condition 
which permanently affects his vision. His eye doctor 
explained that there is no treatment, and arranged 
an appointment in the low-vision clinic. Dr Vijaya 
Gothwal first introduced Amnaresh to a monocular 
telescope, but he found it difficult to use. In 
particular, he could not use it for long periods  
of time, such as in the classroom. Dr Gothwal  
then gave him a portable video magnifier.  
Again, Amnaresh was struggling; he explains that  
he could only see a few words or letters at any  
one time, and that it was difficult to read at 
speed. Dr Gothwal then offered Amnaresh the 
opportunity to take part in our trial. Amnaresh was 
randomised to receive a tablet computer for six 
months. He found that this transformed his access 
to information within the classroom and beyond - 
he takes photos of the blackboard and of textbooks, 
and can then zoom into magnify the images. 

Using Ipad to enlarge text A Kenyan teacher using PEEK acuity
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Support from BCPB has been extremely valuable 
to us, helping us to tackle the huge problem of 
avoidable blindness by radically increasing access 
to eye care. We are creating solutions which 
break down many of the barriers to access and 
empower healthcare providers to deliver quality 
care to everyone.  BCPB funding supported work 
to test and validate Peek Acuity, our smartphone 
vision testing app.  This can be used easily by 
non-specialists in people’s homes, schools and 
communities, reaching many more people who 
could be helped to see better once a problem is 
identified. It was critical that Peek Acuity produced 
results which were as accurate and reliable as 
traditional testing techniques and we can now 
demonstrate this following the validation  
work and publication of two papers in peer-
reviewed journals. 

It is certified as a medical device and is now freely 
available on Android. Since being launched in 
October 2016 it has been used in 134 countries. 
The potential for large scale benefits for people 
living needlessly with vision loss was also reflected 
in the fact Peek Acuity was nominated by Google as 
best social impact app 2017.

As an organisation we use the app within Peek 
School Screening programmes, which are currently 
running in Kenya, India and Botswana. A new 
programme being led by Professor Ciku Mathenge 
(BCPB supported) in Rwanda using Peek is due 
to start. We work with partners on the ground 
to provide a full package of tools, knowhow and 
training so that community workers and teachers 
can use Peek to test schoolchildren’s eyesight. 

The programme also enables a coordinated text 
messaging and voicemail system to set up referrals 
and follow-up and includes PeekSim to demonstrate 
to parents how well their children can see without 
glasses or appropriate treatment. Poor eyesight 
is a major barrier to educational achievement so 
identifying and helping children who have problems 
as early as possible is a crucial way we can have a 
positive impact on health and development.

Peek Acuity is also being integrated into community 
screening and population survey tools. In April 2017 
we followed up the app by launching Peek Retina, 
our smartphone camera adapter for capturing 
images of the back of the eye, which is in use by 
medical professionals in 72 countries.

Everything we do is centred on the people and 
communities who need the most help and can 
benefit the most from our solutions to remove 
barriers to access. This is epitomised in the way 
we are structured - Peek is now established as a 
non-profit social impact organisation. We are owned 
by a charity, The Peek Vision Foundation, and any 
profits made by our company, Peek Vision Ltd, are 
channelled into the Foundation and reinvested in 
eye care.

He is delighted to be able to see clearly what the 
other students can see without help. He takes the 
tablet computer everywhere, taking photos to zoom 
in and magnify what he wants to see. In addition, the 
table computer gives him access to the internet, with 
its vast resources of information – and, important 
for teenagers, games and music. There is no doubt 
that the tablet computer opened up a world of 
information for Amnaresh.

Overall, the pilot trial was a huge success.  
Students, parents and teachers praised the  
increase in independent access to information. 
The next challenge for the researchers is to secure 
funding and set up a definitive trial that will formally 
assess the usefulness of tablet computers versus 
conventional LVA in a larger number of children.

Dr Andrew Bastawrous:  
Update on PEEK Acuity smartphone vision testing app 
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Health-Related Quality of Life in two treatment 
pathways for newly diagnosed open angle 
glaucoma and ocular hypertension in China: an 
unmasked, randomised controlled trial of initial 
selective laser trabeculoplasty versus conventional 
medical therapy.

It has been projected that, by the year 2020, there 
will be nearly 80 million glaucoma patients around 
the world, of which 74% will have Primary Open 
Angle Glaucoma (POAG). In China, there are at 
least 9 million POAG patients. Ocular hypertension 
(OHT), is a state of raised eye pressure without optic 
nerve damage which progresses to POAG in some 
patients. So far, eye pressure is the only modifiable 
risk factor to prevent the onset and deterioration 
of glaucoma. Selective Laser Trabeculoplasty (SLT) 
is a laser procedure which has been shown to be 
effective in the treatment of glaucoma by helping 
control eye pressure. 

The current clinical trial sponsored by BCPB aims to 
compare SLT and eye-drops as the initial treatment 
for newly diagnosed patients to determine whether, 
as the intial treatment, SLT is more beneficial in terms 
of health-related quality of life, cost-effectiveness 

and clinical outcomes. With BCPB’s financial support, 
detailed and intensive training has been provided 
to a team of highly reliable local researchers at 
Zhongshan Ophthalmic Center, China’s largest 
specialised eye hospital. Over 360 patients have been 
recruited into the trial and received either SLT or 
topical medications as their initial treatment. 

The recruitment rate has been lower than expected 
and numerous strategies have been used to improve 
this. At September 2017 recruitment is at over 500 
and steadily increasing – additional funding from 
China is enabling us to extend the recruitment 
timeframe. We are now over half-way into what 
will be the largest randomised controlled trial of 
primary laser treatment for glaucoma in the world.  
Monitoring visits to China confirm collection of high 
quality data with excellent retention of subjects 
in the study.  This will answer, once and for all, the 
question of whether we can safely and effectively 
treat all newly diagnosed patients suffering from 
glaucoma with laser instead of expensive and  
often troublesome eye-drops. It has also helped  
to form the basis of an ongoing collaboration 
between Moorfields Eye Hospital and Zhongshan 
Ophthalmic Center.

Gus Gazzard: Institute of Ophthalmology/ 
Moorfields Eye Hospital, London

Patient 
recruitment
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From 1949 until 2016 there has been civil war 
between the military dictatorship and many  
ethnic minorities in Myanmar, formerly Burma. 
Many Burmese people have fled to live in the nine 
refugee camps located in Thailand or as illegal or 
semi-legal migrants with no access to health care. 
In response, in 1989 Dr Cynthia Maung, herself a 
refugee, set up Mae Tao Clinic to provide affordable 
health care to this population. 

In rural areas the estimated level of blindness is 
around 8%, largely due to cataract. Much of the 
population is impoverished, living from hand to 
mouth, and there is a woeful lack of health service 
infrastructure and skilled personnel leading to an 
estimated backlog of 300,000 patients requiring 
eye surgery. The dedicated eye programme began 
in 1990 when Doctors Frank Green and Phillip 
Ambler, ophthalmologists from the UK, first  
visited the area. Until 2011 they made two or  
three visits per year during annual leave and from  
2011 onwards, after retirement from the NHS,  
Dr Frank Green has spent 35 weeks per year  
based at Mae Tao Clinic.

Mae Tao Clinic now provides eye care for at least 
10,000 patients per year, 80% of them crossing  
the border.  

They are assessed by trained staff who are able to 
provide simple treatment or ready-made glasses. 

About 3,000 patients require specialised assessment 
and treatment by the ophthalmologist. An average 
of 2,000 surgeries have been carried out annually 
for the past 6 years, 80% for cataract and 20% for 
other eye diseases such as glaucoma. In addition, 
the eye team makes yearly visits to the 150,000 
refugees in the nine remote camps. It was with 
the aid of a grant from BCPB in 2012 that the 
Eye Programme at Mae Tao Clinic was enabled 
to achieve this expansion in service and currently 
Doctors Green and Ambler are working with the 
UK Charity Karenaid seeking ways to meet the 
ongoing costs so that this level of activity can  
be sustained.

Ongoing training is provided for staff at the  
different locations in the assessment and treatment 
of simple eye diseases, the identification of those 
suitable for surgical treatment and the dispensing  
of simple eyeglasses. Training of one medical 
assistant in cataract surgery has been completed 
mainly through the regular visits of Prof John 
Forrester. He is now fully competent at small 
incision cataract surgery with intraocular lens 
implantation, having performed over 2,000 surgeries.

Dr Philip Ambler: Thailand-Myanmar Border Eye Care for refugees

Professor Frank Green scrubbing up before surgeryTransporting equipment
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In 2011, Frimley Park Hospital Eye Unit began 
work with the Kitwe Central Hospital Eye Unit 
in Northern Zambia as part of the International 
Centre for Eye Health’s Vision 2020 links 
programme. Over the last six years, the teams 
have visited each other’s hospitals, sharing good 
practice, delivering training and helping to develop 
ophthalmic services and research. The link has 
already brought huge benefits to the population 
of the Copperbelt region of Zambia, providing 
significant improvements in the management of 
diabetic retinopathy – this condition is a massive 
problem with 2.5 million people estimated to be 
affected worldwide. Without early diagnosis and 
treatment, diabetic retinopathy can ultimately result 
in loss of sight. 

BCPB awarded a Research Mentorship to Dr Geeta 
Menon of Frimley Park Hospital in 2014 to work 
with Kitwe Central Hospital to facilitate research 
and deliver a research governance framework there.

We have worked together to develop and 
implement a diabetic retinopathy screening 
programme in the Copperbelt province of 
Northern Zambia. Over 3,000 patients have 
subsequently been screened and 500 patients 
treated for diabetic retinopathy. 

The link programme has also provided essential 
training for staff in Kitwe in the latest technology 
and treatment techniques.

Regina has been diabetic for 12 years. About four 
years ago she started noticing failing eyesight but 
never related it to her diabetic condition. As a result 
of her poor sight she eventually lost her job. After 
health education, counselling and eye investigations, 
the Kitwe team were able to halt further damage 
to her right eye, and improve the vision of her left 
eye, through a series of laser treatments and eye 
injections, and she is now back at work. Regina is 
one of the many patients that have benefitted from 
the retinal programme. 

There are exciting future plans for the diabetic 
retinopathy programme. The two hospitals will 
continue to work together to strengthen the 
awareness of the screening programme, and  
ensure that staff continue to be trained.  
The screening programme has been launched  
in other Zambian provinces.

Professor Geeta Menon: Frimley Park Hospital  

Kitwe and Frimley  
Health team
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Paediatric ophthalmology in Ethiopia

Paediatric Ophthalmology

BCPB awarded a research mentorship to promote 
and make more effective research in ophthalmology, 
especially paediatric ophthalmology at Gondar 
University in Ethiopia by training a key member of 
the academic staff who is responsible for supervising 
the research of final year residents. 

It was a great pleasure being a mentor, with  
Dr Geoffrey Woodruff, to Dr Mulusew Asferaw  
who is a paediatric ophthalmologist in Gondar.  
He initiated this mentorship as he was very keen  
to undertake research in order to provide evidence 
on how he could improve services for children 
where he works. The first study he undertook  
was to determine the causes of blindness in children 
attending nine residential or integrated special 
education schools in Northwest Ethiopia. He used 
the World Health Organisation classification system, 
but as he wanted to undertake more detailed 
analysis than the software allows for, he created  
his own database. 

He learnt how to enter, clean and analyse data  
and how to develop graphics to present his findings.  
He wrote up the findings, which have been 
published in a peer-reviewed journal. 

Mulusew also wanted to analyse data on the 
outcomes of cataract surgery in children in  
his facility, and undertook a retrospective case  
series in the first instance, extracting data from 
176 eyes of 142 children. With support from a 
statistician colleague these findings have also  
been written up for publication. The next phase  
of research is to undertake a prospective study, 
having identified reasons for poor outcomes in  
the retrospective study.

During the mentorship Mulusew developed 
many research skills; in designing studies and 
understanding the limitations of some study designs, 
making databases with range and consistency 
checks, and how to enter, clean, analyse and present 
data. Undertaking research in a non-clinical setting 
enabled him to appreciate some of the challenges  
of field research in a low income setting.

Dr Geoffrey Woodruff, paediatric ophthalmologist at Leicester Royal  
Infirmary and Professor Clare Gilbert: International Centre for Eye Health    
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BCPB was proud to celebrate 40 years of 
blindness prevention in action during 2016/17 
and held a reception, which included spoken 
contributions from BCPB’s Chairman Paul Hunter, 
Professor Stephen Vernon, Vice-President of 
the Royal College of Ophthalmologists, Dr Ian 
Murdoch, a BCPB grant holder, and Noela Prasad, 
a Boulter Fellow who graduated in 2005.

Paul Hunter said: Forty years ago there were  
many UK charities dealing with the problems of 
blindness who were chiefly concerned with the 
alleviation of suffering. The research they were able 
to fund was mainly directed towards finding better 
methods of restoring or improving vision. This was 
highly valued work, but it was becoming evident  
that more prevention work needed to be done if 
the scourge of blindness in the world were ever  
to be overcome.  

In 1976 I was a young ophthalmologist working 
alongside Professor Barrie Jones at Moorfields in 
London. He was interested in the epidemiology 
and prevention of eye disease, and it was he who 
established the first preventive ophthalmology 
department in the UK. I spent an inspirational 
month with him in Southern Iran where his team 
was investigating trachoma which was endemic 
in the region. Trachoma is a devastating form of 
chronic conjunctivitis where repeated infections 
cause the development of painful scarring over 
years, and eventually leads to blindness. It is one of 
the leading causes of blindness in the world. Barrie 
Jones was one of only a handful of ophthalmologists 
who was prepared to work in the field of 
prevention in order to tackle the problems of 
blinding eye disease. However, funding for such work 
was difficult to come by as most research funding in 
those days was aimed at developing new treatments 
for eye disease.

40 Years of BCPB  
 Blindness Prevention in Action
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Fortunately, there were 
two men who were already 
working with blind charities 
who recognised this need – 
John (later Sir John) Wilson 
at the Royal Commonwealth 

Society for the Blind, and Eric Boulter at RNIB. 
These two remarkable men, both blind, saw 
the need to set up a body specifically to fund 
research into blindness prevention and thus 
the British Council for Prevention of Blindness 
came into being. They were supported in their 
endeavours by William Weissblatt who found 
them office space at St Dunstans (now Blind 
Veterans), where he subsequently served as 
Chief Executive. They also found an excellent 
fundraiser, David Chesterman, whose speciality 
was to organise fundraising concerts at prestigious 
London venues such as the Royal Albert Hall with 
highly productive results.

Thanks to them and our supporters over the  
last four decades, we have been able to help  
fund ground-breaking research in blindness 
prevention – notably the use of the drug 
Ivermectin to control Onchocerciasis (a parasitic 
disease affecting the eye) in Africa and, more 
recently, the development of the PEEK acuity 
smartphone vision testing app which can be used 
to identify eye disease quickly and easily in remote 
parts of the world where it would otherwise  
go undetected. 

Some of these inspiring people live on in the 
work we do today.  We fund a Barrie Jones 
Fellowship which enables a UK based researcher 
to carry out a three-year programme of research 
in a developing country; we fund a Sir John Wilson 
Fellowship which allows an ophthalmic researcher 
from a developing country to come to the UK as 
part of a three-year research programme.  And 
we fund the Boulter Fellowship programme which 
enables a number of ophthalmic professionals 
from low income countries to come to the 
International Centre for Eye Health (part of the 
London School of Hygiene & Tropical Medicine) 
to undertake a Master of Science Degree in 
Public Health for Eye Care. 

The course provides the knowledge and skills 
required to reduce blindness and visual disability in 
their own populations. They acquire skills to develop 
programmes for the control and management of 
blinding eye diseases. On their return home they 
are able to pass on these skills and cascade their 
knowledge and training so that others benefit.

This cascade effect is key to much of the work 
that we now do, as the funding that we provide 
eventually benefits many more people than  
the original recipient. We fund a mentorship  
programme which encourages UK ophthalmologists 
with particular expertise to mentor 
ophthalmologists carrying out research where  
this expertise may not be available in the  
developing world. We also fund peer reviewed 
research projects.  This work is all in the cause of 
blindness prevention.

This is what BCPB does, and what we will be 
continuing to do over the coming years. Although 
we are a small charity, we have a big ambition to 
make a difference to an enormous problem. And 
we will do this by choosing to focus our limited 
resources on long-term interventions through our 
backing of research, education and training in those 
parts of the world where resources are limited and 
the need is greatest.
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Unrestricted 
Funds

Restricted 
Funds

Total
2017

Total
2016

INCOME FROM £ £ £ £

Legacies and Donations    204,443            –      204,443 192,041
Investments 7,273 – 7,273 4,336
Other Income – – – 500

TOTAL 211,716 – 211,716 196,877

EXPENDITURE ON

Raising funds 40,043 – 40,043 31,970
Charitable activities 323,943 – 323,943 364,194

TOTAL 363,986 – 363,986 396,164

Unrealised (loss)/gain on investments 16,007 – 16,007 (3,155)

NET MOVEMENT  
IN FUNDS (136,263) – (136,263) (202,442)

FUND BALANCES  
BROUGHT FORWARD 680,982 – 680,982 883,424

FUND BALANCES  
CARRIED FORWARD 544,719 – 544,719 680,982

Income & Expenditure: 
Year ended 31st March 2017
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Group 2017 Group 2016

FIXED ASSETS £ £
Tangible Assets 45  –
Investments 150,369 129,405

150,414 129,405

CURRENT ASSETS
Debtors 162,534 137,808
Investment / Bank Deposits 402,753 490,436
Cash at bank and in hand 187,734 215,057

753,021 843,301

CREDITORS
Amounts falling due within one year:
Committed grants 225,246 67,562
Accruals 8,124 10,087

233,370 77,649

NET CURRENT ASSETS 519,651 765,652

TOTAL ASSETS LESS  
CURRENT LIABILITIES 670,065 895,057

CREDITORS: AMOUNTS 
DUE AFTER ONE YEAR 125,346 214,075

NET ASSETS 544,719 680,982

Represented by:
RESTRICTED FUNDS  –  –
UNRESTRICTED FUNDS
Designated funds
Boulter Fellowship Award Fund 242,132 222,400
BCPB Fellowship Award Fund
Fundraising Development Reserve

200,000 
34,957

200,000
75,000

General Fund 67,629 183,582

544,719 680,982

Balance Sheet: 
Year ended 31st March 2017

Full financial details are available in our Annual Report & Accounts 2017.
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Board of Trustees 
The Officers and Trustees of BCPB as at September 2017 are:

Chairman
Mr Paul Hunter  
MA FRCP FRCS FRCOphth
Retired Ophthalmologist
Past President of Royal College  
of Ophthalmologists 

Vice-Chairman  
Mr David Hughes  
MB ChB FRCOphth
Consultant Ophthalmologist 
Royal Gwent Hospital, Newport

Treasurer  
Mr Afzal Ismail   
BSc (Hons) Msc ACA
Chief Internal Auditor Wholesale 
Banking, Nordea Bank, Sweden

Charity Manager
Diana Bramson 

Fundraising Manager 
Emma McGuigan 

Trustees
Miss Brenda Billington  
OBE MB ChB DO FRCS  
FRCOphth FEBO
Retired consultant ophthalmic 
surgeon. Past President of Royal 
College of Ophthalmologists 

Mr Anthony Blackman  
BSc(Hons) FBDO CL (Hons)SLD 
SMC(Tech) CertAcc(Open)
MRSB MRSPH FInstCPD
Dispensing Optician / Senior 
Lecturer, Canterbury  
Christ Church University

Professor John Sparrow 
MBBCh DO FRCE FRCOphth DPhil
Consultant Ophthalmologist, 
Bristol Eye Hospital and Professor 
of Ophthalmic Health Services 
Research and Applied Epidemiology, 
University of Bristol

Dr David Yorston   
MB ChB FRCOphth
Consultant Ophthalmologist

Principal Address 
British Council for  
Prevention of Blindness
4 Bloomsbury Square 
London WC1A 2RP

Telephone: 020 7404 7114
Email: info@bcpb.org
Website: www.bcpb.org

Registered Charity Number: 
270941

Member of the Association 
of Medical Research Charities 
(AMRC)
Member of the International 
Agency for the Prevention of 
Blindness (IAPB)
Member of  Vision UK
Member of the National 
Association of  Voluntary 
Organisations (NCVO)

Associated with: 
The International Agency
for Prevention of Blindness (IAPB)

Auditors 
Knox Cropper
8/9 Well Court
London EC4M 9DN 

Bankers 
HSBC Bank Plc
90 Baker Street
London W1M 2AX

Charities Aid Foundation/ 
Scottish Widows Bank 
67 Morrison Street 
Edinburgh EH3 8YJ
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Independent Auditors’ 
Statement to the Trustees 
of the British Council for 
Prevention of Blindness

Trustees’ 
Statement

We have examined the 
summarised financial statements 
of the British Council for 
Prevention of Blindness for the 
year ended 31st March 2017.
(Pages 30 and 31.)

This statement is made solely 
to the Trustees, as a body, in 
accordance with the terms of 
our engagement. Our audit work 
has been undertaken so that 
we might state to the Trustees 
those matters we have agreed to 
state to them in this statement 
and for no other purpose. To 
the fullest extent permitted by 
law, we do not accept or assume 
responsibility to anyone other than 
Trustees as a body, for our audit 
work, for this statement, or for the 
opinions we have formed.

Respective responsibilities 
of trustees and auditors 

The Trustees are responsible 
for preparing the summarised 
financial statements in accordance 
with recommendations of the 
charities SORP.

Our responsibility is to  
report to you our opinion  
on the consistency of the 
summarised financial statements 
with the full financial statements 
and Trustees’ Annual Report. 
We also read the other financial 
information contained in the 
summarised annual report and 
consider the implications for our 
report if we become aware of 
any apparent misstatements or 
material inconsistencies with the 
summarised financial statements.

Opinion

In our opinion the summarised 
financial statements are consistent 
with the full financial statements 
and the Trustees’ Annual Report  
of the British Council for 
Prevention of Blindness for the 
year ended 31st March 2017.

Knox Cropper
Registered auditors 

Date: 7th July 2017

The Trustees confirm that the 
financial statements on pages  
30 and 31 are taken from the 
full set of financial statements 
comprising the Trustees’ Report 
and Accounts which were 
approved on 7th July 2017.  
The summarised financial 
statements may not contain 
sufficient information to allow a 
full understanding of the financial 
affairs of the British Council for 
Prevention of Blindness.

For further information the 
Annual Report and Accounts 
should be consulted. A copy of 
this document, upon which the 
auditors have reported without 
qualification, has been delivered 
to the Charity Commission and 
is available on request from the 
British Council for Prevention of 
Blindness, 4 Bloomsbury Square, 
London, WC1A 2RP,  and on our 
website - www.bcpb.org

By order of the Trustees. 

Date: 7th July 2017
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Supporting BCPB 
Our work in preventing blindness cannot take place  
without the generosity of individuals, trusts and companies



Gift Aid  All gifts made to charity now qualify for tax relief. In effect this means that, simply by signing the declaration 
below, all your donations will increase in value, at no extra cost to you. For example, a donation of £25.00 in 2017-2018  
will become £31.25, or more if you pay tax at the higher rate.
Making a Will  Whether you have already made a Will or are thinking of doing so, please consider making a charitable 
bequest to BCPB. Legacies can make an enormous difference to our work and what we can achieve.
Regular Donations  By giving regularly, you can make it much easier for BCPB to plan important projects -  
providing income we know we can rely on.

You can also make donations on-line. Simply go to www.bcpb.org/donations.html  Its easy, fast and convenient.

   If you are a UK tax payer we could claim Gift Aid on your donation and receive  
   an extra 25p for every £1 you give. 

   YES I am a UK tax payer and I wish BCPB to claim Gift Aid on all donations I have made over the past four years and 
all future donations. I understand that if I pay less income tax and/or capital gains tax in the appropriate tax year than the 
amount of Gift Aid claimed on all my donations, it is my responsibility to pay any difference. You can cancel your declaration 
at any time, and you must inform us of changes to your name, address or tax status. If you pay Income Tax at the higher or 
additional rate and want to receive the additional tax relief due to you, you must include all your Gift Aid donations on your 
Self-Assessment tax return or ask HM Revenue and Customs to adjust your tax code.

Please accept my / our donation towards preventing blindness and restoring sight:  £     
   Cheque enclosed made payable to: British Council for Prevention of Blindness  

Name  Address 

 Postcode  Email 

To (Bank name)  Your Bank’s address 

  Postcode 
Please pay: The British Council for Prevention of Blindness, 4 Bloomsbury Square, London WC1A 2RP   
Bank Sort Code: 40 01 06, Account Number: 81168150

The sum of £  Amount in words 

Bank sort code  Your account no. 

Start date*   Account holder’s name   
(please allow at least one month from today’s date) And afterwards on the same day each month/quarter/year until further 
notice. * This cancels all previous orders. 

Name  Address  

  Postcode  Email  

Signature   Date   
   Please do not send me any further information on BCPB’s work.

Signature     Date   

SINGLE DONATION

GIFT AID

BANKERS FORM (For regular donations)

Please tick the appropriate box

Please tick the appropriate box
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British Council 
for Prevention of Blindness
4 Bloomsbury Square 
London, WC1A 2RP

Telephone: 020 7404 7114
Email: info@bcpb.org
Website: www.bcpb.org

Registered charity number: 270941


