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Abstract 
The aim The aim of this study is to The prevalence and pattern of visual impairment and 

blindness among primary and secondary schools pupils in Mogadishu, Somalia  

 In order to do that , the researcher focuses the major responsibilities of the people 

living in Mogadishu, Somalia. there are some particular the impact of dust from the 

blackboard causes the eye allergy. The study adopted a descriptive survey design. The 

target population was 80 from which a sample of 66 respondents was drawn. The 

sample The accessible population will be four secondary schools including 15 Doctors , 

10 minister of education , 10 minister of Health and 30 pupils with in the schools in  

Mogadishu, Somalia. the mainly used is to collect focus information questionnaire was 

suitable instrument. Major of findings there were: the study found that showed 

answers agree of the respondent that related The relation between blackboard dust 

and pupils eye allergy , that are consist of four part of that the prevalence and pattern 

of visual impairment and blindness among primary and secondary schools pupils on 

question of objective one ( 91.0%) which indicate good impact , the questions about 

objective two (55.4%) , while thirdly while the causes of visual impairment and 

blindness on average (88.6% %), and also factors associated with visual impairment and 

blindness among primary and secondary school pupils on averages (79.5%). my further 

suggest recommendation by study including: to make general awareness of sanitation 

of the pupils specially eye sanitation and prevention of the dust from the black board. 

to increase high sanitation of the primary and secondary schools .    
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1.0 BACKGROUND 

Globally, Vision is the ability to see with a clear 

perception of detail, colour and contrast and to 

distinguish objects visually. Like any other sense, 

vision tends to deteriorate naturally with age 

(Minto and Imran, 2004). In most cases, 

reduction in visual capability can be corrected 

with glasses, medicine and surgery. Many people 

around the world with permanent visual 

impairment (VI) have some residual vision which 

can be used with the help of low vision services, 

materials and devices (Minto and Imran, 2004). 

Children are said to have low vision or partial 

sight when they have a corrected visual acuity 

(VA) in the better eye of less than 6/18 to 

perception of light (PL) or a visual field of less 

than 10 degrees from the point of central 

fixation (Lynne, 1998).  

With regard to education, a visually impaired 

child is one who has a corrected visual acuity of 

6/18 or less in the better eye. Children with poor 

visual acuity who are unable to take advantage 

of ordinary educational methods are entered 

either in special schools for the blind where 

emphasis is upon learning by touch or preferably 

in integrated schools where facilities are 

available for special training but where the child 

is not deprived of all contact with normal 

persons within the same age group (Vaughan 

and Asbury, 1983). A blind child is an individual 

aged less than 16 years who has a visual acuity in 

the better eye of less than 3/60. This age bracket 

established by UNICEF has been used in other 

studies (Clare, 2001).  

Cues to using vision health services affect both 

clinically-measured and self-perceived vision. For 

example, persons with limited English language 

proficiency might have less contact with the 

health care system resulting in undiagnosed eye 

conditions, which would in turn provide these 

individuals with a false sense of having good vision 

and a perception that there is no need to seek eye 

care. Access to Care. Access to health care is 

problematic for the millions of Americans who 

lack medical insurance. Medicare Part B covers 

preventive services for glaucoma once every 12 

months; however, only those at high risk for 
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glaucoma, including people with diabetes or a history 

of glaucoma, can take advantage of this benefit.  

Many causes of childhood blindness and visual 

impairment are avoidable, being either 

preventable or treatable. Only three per cent of 

the world’s blind population is children. 

However, because children have a lifetime of 

blindness ahead of them, the number of blind 

years resulting from blindness starting in 

childhood is second only to cataract. Ideally, data 

on the causes of blindness should be obtained by 

examining children in the community not in 

schools for the blind (Parikshift and Clare, 2007). 

Children, who are blind or visually impaired need 

to be found as early as possible so they can be 

examined, treated, referred, or rehabilitated. 

This is crucial if they are to have the best possible 

chance of proper childhood development, 

education and participation in broader social life 

(Mohammad, 2007). At least eighty percent of 

the world’s visually impaired children live in low 

and middle-income countries, where less than 

ten percent of them have access to education. 

This sad fact almost guarantees that these 

children face a lifetime of poverty and illiteracy 

(Larry and Mani, 2007).  

The importance of providing care for children 

with low vision is recognized by many initiatives, 

such as VISION 2020, the 2004 Oslo workshop on 

low vision and the United Nations global 

campaign, Education for all. Care for children 

with low vision involves diverse groups, such as 

eye hospitals, schools and community 

programmes. It should be provided in a 

structured and integrated way, known as 

comprehensive care (Kavin, 2007). 
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LITERATURE REVIEW  

2.1 Overview of visual impairment and 

blindness  

The control of blindness in children is one of the 

main priorities of the World Health 

Organization’s VISION 2020 (The Right to Sight). 

There are several reasons for this; first, the 

causes of blindness in children are very different 

from the causes in adults, and the strategies to 

combat blindness in adults will not result in the 

control of blindness in children. Secondly, unlike 

in adults, a delay in treatment can lead to 

amblyopia. There is therefore a level of urgency 

about managing eye diseases in children. Thirdly, 

children’s eyes are not like small adult eyes- They 

respond differently to treatment, and specific 

expertise, equipment and training is required. 

Finally, blind children have many years of 

blindness ahead of them- The number of “blind 

years” resulting from blindness in children is 

more than half the number of “blind years” 

caused by cataract in adults (Clare et al., 2003).  

2.2 Global prevalence of visual impairment and 

blindness  

The prevalence of blindness in children varies 

from approximately 0.3/1000 children in 

wealthy regions of the world to 1.2/1000 in the 

poorer countries or regions (Clare, 2001). 

Globally, there are approximately 1.5 million 

children who are blind and around three 

quarters live in developing countries (Clare, 

2001). Although the actual number of children 

who are blind is much smaller than the number 

of adults blind for instance due to cataract, the 

number of years lived with blindness is almost 

the same as the total number of blind years due 

to age related cataract. The high number of blind 

years resulting from blindness during childhood 

is one of the reasons why the control of 

childhood blindness is a priority of the 

WHO/IAPB Vision 2020 Programme (Clare, 

2001).  

 

Of the people who are blind in the world today, 

64% are female (Courtright and Lewallan, 2007)  
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An estimated 4/1000 children worldwide are 

visually impaired as a result of eye disease. Some 

of these children have nearly normal vision, 

some are totally blind, but the majority fall into 

a broad range in between these two points 

(Lynne, 1998). The global estimate of visual 

impairment by WHO regions in 2002 were 18 % 

for the African region, 7 % for the region of the 

Americas, 11 % for Eastern Mediterranean 

region,7 % for the European region, 32 % for the 

South-east Asia region and 25 % for the West 

Pacific region. In USA, the prevalence of visual 

impairment in children is estimated to be 5-10% 

(Murthy, 2000). In a hospital-based cross-

sectional study of all patients less than 16 years 

of age at the eye clinic of Obafemi Awolowo 

University teaching hospital complex, the 

prevalence of severe visual impairment and 

blindness was 2.0 % and 1.4 %, respectively 

(Adegbehingbe, 2007).  

 

2.3 Prevalence of VI and blindness in Kenya  

A survey to determine the magnitude and 

etiology of visual and ocular handicaps amongst 

Standard one primary school children in Nairobi, 

Kenya, found that 330 out of 3,206 children had 

visual impairment which accounted for 10% of 

the study respondents (Musa, 1998). No such 

study has been carried out in Kitale Municipality 

within Trans-Nzoia West District, Kenya. In 

another community-based survey on the 

magnitude and pattern of eye diseases in 

Korogocho slum, Nairobi, the prevalence of 

severe visual impairment and blindness was 1.8 

% and 0.7 % respectively (Nyaga et al., 2007). A 

cross-sectional school-based study in a rural 

district in Kenya found the prevalence of visual 

impairment was 5.6%. The main cause of visual 

impairment was refractive error, with a 

prevalence of 5.2 %. This accounted for 92.6 % of 

all cases of visual impairment. Hypermetropia, 

myopia and astigmatism were responsible for 

62.67%, 32.00% and 5.33% of all cases of 

refractive errors, respectively (Muma et al., 

2007). In another study, the prevalence of visual 

impairment and blindness in a Nairobi urban 
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population at Kibera was found to be 6.2% and 

0.6% respectively (Ndegwa et al., 2006).  

 

The focus of this study was to investigate the 

prevalence and pattern of VI and blindness 

among primary school pupils in Kitale 

municipality. This will fill the gap of knowledge 

that exists with regard to VI and blindness among 

primary school pupils. Other studies done on VI 

and blindness either focused on a particular 

class, whole populations or narrower age 

categories with limited or no documentation of 

patterns among age groups, gender, class 

category, zone or type of school.  

2.4 Ophthalmic Examination  

Ophthalmic examination of a child with visual 

loss aims to confirm the impairment, establish 

the diagnosis, identify the treatment required 

and describe the prognosis for the disorder(s) 

causing visual loss. The examination by 

ophthalmic professionals is an important 

component of the broader assessment of visual 

function and educational needs of the child, 

which forms the basis of the plan of 

management of that child and his/her family 

(Jugnoo, 1998). Identification of cases of visual 

impairment is carried out at eye clinics, school 

screening programmes, community-based 

rehabilitation (C.B.R) programmes or special 

schools for the visually impaired (Lynne, 1998). 

The single most  important measurement in 

ocular examination is visual acuity. An accurate 

visual acuity can be performed using standard 

figures or optotypes (Appendix V).  

 

The Snellen’s chart consists of letters or numbers 

in decreasing sizes according to the international 

standards. The notations on the Snellen’s VA 

chart may be in metres or feet. To measure VA, 

the patient is positioned 6 metres (20feet) from 

the Snellen’s chart. The patient reads the lines of 

the smallest numbers or letters which he/she 

can see clearly while closing one eye with the 

palm of his hand at a time. This is recorded with 

the distance number (6m) first, and the smallest 

figures read second, separated by slash (/) e.g. 

6/18 or 20/60. Where vision is so poor that 
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figures in the chart cannot be read at six meters, 

the chart is moved closer to the patient and the 

vision recorded for example, as 3/60. If the 

patient cannot see the figures on the chart at 

close range of half a meter,  

The examiner waves his hand before the 

patient’s eye to determine if the patient can see 

hand movement and thus recorded HM. If the 

patient cannot see hand movement, then it is 

determined if focal light from a torch may be 

projected by each of the four retinal quadrants 

and recorded as Perception of Light (PL) with 

accurate or inaccurate projection if projected in 

all four quadrants, or if projected in some or 

none respectively. If light from the torch cannot 

be seen, then VA is recorded as No Perception of 

Light (NPL). The interpretation for VA of 6/18 

means that, a person standing at 6 metres from 

the chart is able to see what a normal person 

with normal sight should see at 18 metres 

(Schwab, 1987).   

2.5 Classification of visual impairment and 

blindness.  

Each country has its own definition of blindness 

for legal and social purposes. Because there are 

wide variations in the requirements, a WHO 

study group in 1972 recommended a 

standardized method of testing and uniform 

definition of blindness and VI so that global 

comparisons could be made (Gordon et al., 

2003). This has now been incorporated  

into the International Statistical Classification of 

Diseases and Related Health Problems, 10th 

revision (ICD-10). For the purposes of this 

research the following classification of VI and 

blindness will be used (Table 2.1)  

Table 2.1: Classification of VI and 

blindness (WHO, 2003)  

Visual acuity  

 

 

Classification  

6/6 – 6/18  Normal vision  

<6/18 – 6/60  Visual Impairment  
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<6/60 – 3/60  Severe Visual Impairment  

<3/60  Blind  

   This will be based on presenting VA since it has 

been realized that a large number of people in 

some countries had never been refracted or 

received correction for refractive errors, and 

were visually impaired or even blind as a result 

(Gordon et al., 2003). The WHO standard of best 

corrected VA excluded refractive errors by 

definition as a cause of VI, and information 

important for service planning was lost (Gordon 

et al., 2003). The presenting VA should be taken 

into consideration when assessing the 

magnitude of visual disability in the community 

(Taylor, 2000).  

2.6 Causes of visual impairment and blindness  

The major causes of blindness and visual 

impairment vary from region to region, although 

accurate data is difficult to obtain. In 

industrialized countries, blind registers are one 

possible source although these records often 

lack detail and do not necessarily include all 

eligible children. In developing countries where 

blind registers are not kept, an indication of the 

major causes of blindness in children can be 

obtained by examining children in schools for the 

blind (Clare, 1993).    

 2.6 Causes of visual impairment and blindness  

The major causes of blindness and visual 

impairment vary from region to region, although 

accurate data is difficult to obtain. In 

industrialized countries, blind registers are one 

possible source although these records often 

lack detail and do not necessarily include all 

eligible children. In developing countries where 

blind registers are not kept, an indication of the 

major causes of blindness in children can be 

obtained by examining children in schools for the 

blind (Clare, 1993). There are two different ways 

of classifying the causes of visual loss (VI and 

blindness). The first is a descriptive classification 

and the second classification depends on the 
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time of onset of the condition leading to visual 

impairment or blindness.  

2.6.1 Descriptive classification  

This classification is based on the part of the eye 

that is affected e.g. whole eye, cornea, lens, 

uvea, retina or optic nerve. Information on 

descriptive classification can be collected from 

every child on the basis of visual function test 

and clinical examination. Lesions of the whole 

eye, for example microphthalmos (small eye) or 

anophthalmos (absence of eye), will lead to 

blindness due to lack of refractive powers. 

Corneal disease like corneal scarring prevents 

light entry into the eye. Diseases of the lens such 

as cataract also prevent light entry into the eye, 

thus causing blindness. Uveal conditions, 

including aniridia (absence of the iris), leads to 

too much entry of light into the eye, thus causing 

glare. Retinal dystrophies affect vision by 

interfering with transmission of light messages 

into the brain. Optic nerve disease, for example 

optic atrophy, prevents transmission of light 

impulses into the brain. Glaucoma (increased 

intra-ocular pressure) destroys the retinal tissue 

while Meningococcal or TB meningitis causes 

cortical blindness (Gordon et al., 2003).  

2.6.2 Classification according to the time of 

onset  

This group categorizes causes of visual 

impairment and blindness according to the time 

of onset. This may be at conception, during 

pregnancy, peri-natal period or during 

childhood. Factors operating at conception, for 

instance, hereditary diseases and chromosomal 

abnormalities result in such diseases as 

retinoblastoma and Marfans’ syndrome. Intra-

uterine factors such as congenital Rubella, and 

toxins such as alcohol can result in cataract and 

optic atrophy. Peri-natal factors like ophthalmia 

neonatorum and prematurity may lead to 

blindness due to corneal perforation and 

Retinopathy of Prematurity (ROP). Childhood 

factors including measles, Vitamin A Deficiency 

(VAD) and trauma can lead to corneal scarring 

and perforation thus resulting in visual 

impairment or blindness (Vaughan and Asbury, 
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1983). Information on causes of visual 

impairment and blindness according to time of 

onset depends on clear history, medical records 

and clinical investigations.  

2.6.3 Causes of VI and blindness world wide  

In West and South India, corneal scarring and 

phthisis bulbi were the main causes of blindness 

in children. In the majority, this was attributed to 

vitamin A deficiency (VAD) and measles (Clare, 

1993). In Thailand and Philippines, the picture 

was mixed with almost a quarter of children 

being blind from corneal scarring and 20% from 

retinal conditions, 11% of which was due to 

Retinopathy of Prematurity (ROP). With 

increasing levels of socio-economic 

development, peri-natal events become more 

important causes of childhood visual loss, 

principally ROP. In less developed countries, 

childhood factors mainly VAD and measles are 

most important (Clare, 1993).  

Visually disabling refractive error affects 

significant proportions of the global population, 

occurring in both genders, in all ages and ethnic 

groups. The most common cause of visual 

impairment and the second leading cause of 

treatable blindness is uncorrected refractive 

error. This has severe social and economic 

effects on individuals and communities. It 

restricts educational and employment 

opportunities of otherwise healthy people. 

Refractive error can account for twice as many 

blind-person years compared to cataract, due to 

the earlier age of onset. Refractive error is 

responsible for VI in 55% of children in Chile and 

83% in urban India (Brien, 2002). In a study on VI 

and refractive errors in children in Shun Yi 

District of China, refractive error was responsible 

for 89.5% of the cases, Amblyopia 5%, other 

causes 1.5% and unexplained causes 4% (Zhao et 

al., 2000).  

 METHODOLOGY  

The study will adopt a descriptive survey design 

as a method of inquiry which will be qualitative 

in nature. A descriptive research design is ideal 

for describing behaviors, attitudes, 
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characteristics and values (Mugenda & 

Mugenda, 2003).  RESEARCH POPULATION of 

This study will be considered in Mogadishu, 

Somalia. Their population is more than other 

people living in Somalia .  The target population 

for this study was consisting of all Health workers 

and parents in all parts of the society and doctors 

Mogadishu, Somalia.  

The target population for this study was 

consisting of all teachers and students in all parts 

of the society and doctors Mogadishu, Somalia. 

The total number of the target population is 80 

respondents. The accessible population will be 

four secondary schools including 15 Doctors, 15 

community , 10 minister of Health and minister 

of education 10  and 30  children in  Mogadishu, 

Somalia. The sample size for the study will be 66 

respondents. this is obtained using slovin’s 

formula. The sample is drawn from an accessible 

population. The sampling procedure this study 

will use is probability sampling procedure which 

involves the selection of sample from a 

population based on the principle of 

randomization or chance.  RESEARCH 

INSTRUMENT OF The primary data of this study 

collected by using questionnaire, Questionnaire 

is used in view of the realty that the study will 

concerned with variables that can’t be observing 

such information, so it is the best way of 

collecting data through questionnaires 

(Saunders et al, 2009). Data gathering procedure   

of the Data collection will proceed after being 

authorized by the faculty of education and social 

science. An introductory letter will be written 

detailing the purpose and nature of the study. 

The researcher was take this latter to the 

Hospitals where data is to be collected. DATA 

ANALYSIS PROCEDURE for Data will be entered 

coded and analyzed using statistical package for 

social science (SPSS) version 20.0. In addition, 

the study will use descriptive statics: such as 

frequency distribution, tables and percentage 

range. ETHICAL CONSIDERATION of The 

researcher will conduct this study in an ethical 

way: Information obtained from the 

respondents will be used for academic purpose 

only and identity of the respondent will be 
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confidential. respondents will be informed on 

their right , content, and aim of the study.    

 CONCLUSION  

The general objectives of this study were to the 

prevalence and pattern of visual impairment and 

blindness among primary and secondary schools 

pupils in Mogadishu, Somalia. The study visual 

impairment and blindness on among pupils is 

Many causes of childhood blindness and visual 

impairment are avoidable, being either 

preventable or treatable. Only three per cent of 

the world’s blind population is children. 

However, because children have a lifetime of 

blindness ahead of them, the number of blind 

years resulting from blindness starting in 

childhood is second only to cataract. Ideally, data 

on the causes of blindness should be obtained by 

examining children in the community not in 

schools for the blind (Parikshift and Clare, 2007). 

Children, who are blind or visually impaired need 

to be found as early as possible so they can be 

examined, treated, referred, or rehabilitated. 

This is crucial if they are to have the best possible 

chance of proper childhood development, 

education and participation in broader social life 

(Mohammad, 2007). . In chapter four I found 

that the prevalence and pattern of visual 

impairment and blindness among primary and 

secondary schools pupils on question of 

objective one ( 91.0%) which indicate good 

impact , the questions about objective two 

(55.4%) , while thirdly while the causes of visual 

impairment and blindness on average (88.6% %), 

and also factors associated with visual 

impairment and blindness among primary and 

secondary school pupils on averages (79.5%)  

that l asked the barrier of visual impairment and 

blindness  also agree that they are possibilities 

the eye allergy and that following teams mates 

working for a particular process may be succeed 

out if process gets out scored .  in the present 

index (61.4%).    
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The cause of blindness in the single case was 

retinal disease in both eyes (Retinoblastoma) in 

early childhood. This was established from the 

medical history given by the coordinating 

itinerant teacher. It was also established by 

physical examination which showed that the 

respondent had empty sockets following 

enucleation (removal of eye balls), a procedure 

usually done to do away with the tumour to save 

the life of the victim.  

 There are several reasons for this; first, the 

causes of blindness in children are very different 

from the causes in adults, and the strategies to 

combat blindness in adults will not result in the 

control of blindness in children. Secondly, unlike 

in adults, a delay in treatment can lead to 

amblyopia. There is therefore a level of urgency 

about managing eye diseases in children. Thirdly, 

children’s eyes are not like small adult eyes- They 

respond differently to treatment, and specific 

expertise, equipment and training is required. 

Finally, blind children have many years of 

blindness ahead of them- The number of “blind 

years” resulting from blindness in children is 

more than half the number of “blind years” 

caused by cataract in adults (Clare et al., 2003).  
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