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Opening Letter
The aging of the global population is one of the mega-trends defining the
21st century. This demographic shift is unlocking enormous potential for
innovation but also placing mounting pressures on our societies. Increasingly, healthy aging is our goal and maintaining “functional ability” the
benchmark of successful longevity. In recognition of this changing landscape, the World Health Organization (WHO) has launched ambitious new
initiatives, including the upcoming Decade of Healthy Ageing (2020-2030),
the recent High-Level Meeting on Non-Communicable Diseases (NCDs) at
the 73rd United Nations General Assembly, and a highly anticipated first
World Report on Vision, expected to be released later in 2019.
Well-researched efforts to integrate eye health into aging strategies and
aging into eye health strategies have begun to move the needle on avoidable vision loss, but an effective response will require nothing short of a coordinated, cross-sector effort and widespread recognition that vision loss
should not be accepted as a normal consequence of aging. This paper aims
to reframe our understanding of vision loss in older adults and underscore
both the opportunity and urgency of this moment. Now is the time for WHO
member states and stakeholders from across healthy aging to align efforts
for a shared priority for eye health. Healthy vision is a critical component of
healthy aging, and our changing demographics demand that we must take
action now to reverse the growing global burden of avoidable vision loss.
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The Global Coalition on Aging aims to reshape how global leaders approach and prepare
for the 21st century’s profound shift in population aging. GCOA uniquely brings together
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I. Introduction: A Crossroads For Vision
Severe visual impairment and vision loss are widespread, largely
avoidable, and poised to skyrocket if we fail to motivate action on
eye health for older adults.
GRAPH VERSIONS FOR VISION LOSS AND IMPAIRMENT
We have reached an unprecedented moment in history: the global population is rapidly
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As startling as this prospect is, this moment presents an incredible opportunity to bend
the curve on vision loss and the associated costs. A full 80% of visual impairment and
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10 participants in an Australian study report that they value sight
above any of their other senses.5,6 However, this acute fear of vision
loss has failed
to motivate action — either
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Ageism is a major culprit of this inaction. From providers to the general public to older
adults themselves, a dangerously pervasive view persists that vision loss is simply
an inevitable consequence of living longer and does not warrant attention, action, or
investment. Therefore, it should come as no surprise that uptake of eye care is low,
contributing to under-reporting, poor diagnosis, and under-treatment. In Germany,
only one-third of the population makes regular visits to an eye care provider, and half of
those with an eye disease or at risk due to age, fail to get an annual exam.7,8 In the US,
this number is as high as 86%.9
Age-related macular degeneration (AMD) — a serious yet often treatable eye condition
that, as the name suggests, is closely correlated with aging — presents a particularly
telling example. Untreated AMD is a major contributor to the global burden of avoidable vision loss, yet a full 32% of AMD patients do not continue the full treatment plan
recommended by their physicians, with treatment dropout increasing over time.10 This
is true for glaucoma, as well. Glaucoma is one of the leading causes of irreversible
vision loss and contributes significantly to reduced quality of life, primarily through the
loss of functional ability. Further, those most at risk of developing glaucoma are also
the least likely to continue treatment, lending additional complexity and urgency to the
need for solutions.11
Our collective failure to prioritize eye health will have catastrophic consequences for
us all. Because of chronic and pervasive ageism within health care systems, provider
interactions with patients, and national guidelines, we are robbing seniors of the ability
to see. And the loss of a critical ability like sight has enormous repercussions for older
adults themselves, their caregivers, and for our health systems.12 Further, because of
population aging, this failure is simply unsustainable. We must take action now to interrupt the current trajectory and elevate vision loss as a high priority on the public health
and economic policy agendas. We cannot afford not to.
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II. Costs To Individuals And Society
Everybody pays for our failure to adequately address and prevent visual
impairment and vision loss.
Globally, our failure to prevent vision loss comes with a hefty price tag, with direct
healthcare costs connected to eye health estimated to top $3 trillion.13 Only a portion
of the associated costs is due to the expenses of treatment. Our expenses compound
when factoring in the costs of rehabilitation, hospitalizations due to falls or other injuries, and long-term care. And the indirect costs of visual impairment — including for
informal care and costs due to loss of productivity — are projected to rise from $652
billion in 2010 to $760 billion by 2020.14
Widespread screening or other early intervention and prevention measures have
frequently been dismissed as inefficient or too costly to the health system,15 but lack
of early investment in eye health leads to higher costs later for our health systems,
elder care systems, and for society. In Australia, an early intervention and prevention
initiative is projected to save the country AU$911 million, a 4.8-fold return on their initial
investment.16 And with the development and widespread implementation of innovative
new technologies, such as artificial intelligence and remote care tools, prevention and
early diagnosis at scale is expected to become even more cost-effective.17,18
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Of course, the costs of vision loss extend far beyond the immediate financial impact on
health and care systems and businesses and economies. Lack of attention and action
to prevent vision loss exacts the greatest toll on individuals themselves. Visual impairment and vision loss are associated with significantly lower quality of life, including a
200% increase in the risk of clinical depression,19 loss of independence and functional
ability, and related morbidities that further hamper healthy and active aging.

(...) untreated poor
vision is associated
with a 9.5 times
greater risk of
Alzheimer’s disease.

Perhaps unsurprisingly, moderate to severe visual impairment
leads to a 2.4 times greater risk of falls, which often sets off a
cascade of deteriorating health.20 Less well known, however, is
that untreated poor vision is associated with a 9.5 times greater
risk of Alzheimer’s disease,21 and the negative impacts of vision

loss extend even to the families and caregivers of those affected.22 Each year, caregivers
offer their time, support, and care for those with severe visual impairment, an investment valued at over $47,000 per year.23 A UK study found that the impact on caregivers
is profound: nearly one-quarter reported taking time off of work to support patients
with their eye treatments, and 10% lost income as a result of their care responsibilities.
Further, these caregivers also reported greater anxiety and depression related to their
care recipients’ vision loss.24
These compounding negative costs, both financial and in terms of quality of life, like
vision loss itself, are largely avoidable, but several key barriers have made it difficult to
motivate action on eye health.
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III. Barriers To A Priority For Eye Health
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Ageism. While aging presents the biggest risk for visual impairment, vision loss
should not be dismissed as just a normal consequence of growing older. It ought not
be accepted as such by individuals or our health care systems. Yet, deeply entrenched
ageism — both institutional and internalized — has led to a failure to provide, seek, or

(...) deeply
entrenched ageism—
both institutional and
internalized—has led
to a failure to provide,
seek, or continue
vision care.

continue vision care. In care settings, older adults often have
a different clinical experience than those in other age groups,
with symptoms dismissed by providers who perceive them to be
an expected consequence of aging rather than an indication of
a clinical problem warranting attention.25 This attitude can also
extend to general public. In the US, 44% of older adults do not
believe they even have a need for eye care.26

Health System Silos. Often, the structure of our health systems creates barriers to
prevention and early intervention. Many health systems — including in the US, Australia,
France, Germany, and the UK — segregate eye care from the rest of the system.27,28,29
These so-called silos fail to meet older adults where they are, even those in frequent
contact with the health care system as they manage chronic conditions that may be
co-morbid with deteriorating vision, such as diabetes. Those with visual impairment
are more likely to suffer from 13 major chronic conditions, including hearing impairment
(1.9 times more likely), kidney failure (2.3 times more likely), and stroke (2 times more
likely).30 This segregation in how our systems are organized creates missed opportunities for earlier diagnosis and a more comprehensive, coordinated, and person-centered approach to health and wellbeing.

Treatment Burden. Treatment for eye disorders can be resource-intensive, creating
disincentives to providing, reimbursing, and continuing care and straining our ability
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to do so. For example, in many settings, AMD must be treated by an ophthalmologist,
creating bottlenecks in care and barriers to treatment. For patients, AMD treatment is
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time intensive, with the average total commitment for a single treatment estimated
wait time, time for the treatment itself, and recovery.31 Unsurprisingly, patients report
higher satisfaction with fewer doctor visits and frequently fail to complete treatment.32

9.5X

2.4X 200%

Nearly 40% of AMD patients in Germany drop out of their treatment after two years,33
and a US study found that only 40% continued treatment after the first year.34 And
despite
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and treatment drop-off, most
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GREATER
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time intensive than existing patients, stresses clinic capacity.35

Strained Capacity. For care that meets deeper needs, a shortage of specialists and
overburdened workload contribute to low access. In countries across Europe, there are
too few ophthalmologists to provide needed specialty care (.38 per 10,000 in the UK, .81 per
10,000 in Germany, .92 per 10,000 in France, and 1.15 per 10,000 in Italy), and these numbers
are worse in low and middle income countries.36 The relatively low number of specialists
to provide this care points to an opportunity to empower providers across the eye care
ecosystem — retina specialists, ophthalmologists, specialized nurses, and optometrists —
to redistribute responsibilities and maximize efficiencies across the eye care ecosystem.
This should include training and empowering a wider range of providers in the use of
optical coherence tomography (OCT) scans, a critical tool in determining eye health. The
scope of optometry practice varies by country, but movement towards the US model in
terms of education, standards of care, and scope of practice would be an important first
step towards more efficient delivery of high-quality care across the care continuum.

Policy. Policies themselves can create additional barriers. For example, the manner in
which care is financed, and by whom, may contribute to low uptake of eye care. Adults
in the US, Hong Kong, and China cite lack of insurance or insufficient coverage as a
barrier to making an appointment.37 In the US, care to treat or prevent vision loss is not
reimbursed along with chronic diseases,38,39,40 creating a disincentive to provide care
and an inability to pay for care, all while signaling to older adults that their eye health
is less important than the health of their other major organs. Further, policies such
as “step therapy” in the US can undermine treatment by forcing patients to fail on less
expensive drugs before they can access the drug preferred by the eye care provider.41
The challenges to meaningful action on eye health are surmountable, but overcoming
them will require coordinated and sustained efforts across sectors and stakeholders. The
impacts of vision loss extend far beyond the health system, and it follows that commitment and action must also reach across sectors to bring all stakeholders to the table.
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IV. An Opportunity For Action
AsVisual
therepresentation
World Health
Organization (WHO) prepares to release its first
of the 5 pillars / VER 1:
World Report on Vision in 2019 and to launch the Decade of Healthy
Ageing
in 2020, member states and their policymakers, the eye
ACCESS
& CAPACITY
FINANCING
RESEARCH
health
and aging communities,
and the
private sectorEDUCATION
all have the
opportunity to come together today to begin to interrupt the status
quo on vision loss in older adults through targeted and coordinated
$
action along five key pillars:

WORKPLA
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Visual representation of the 5 pillars / VER 2:

ACCESS & CAPACITY

•• Support greater eye health literacy and update training and
care standards across the care ecosystem to increase opportunities for prevention and earlier diagnosis of eye disorders at
$ adults.
each touchpoint, particularly for older

•• Update clinical practice guidelines at regular intervals to align
with the most recent recommendations for best practices and
optimal patient outcomes.
•• Introduce mechanisms to ensure greater communication and
coordination care across the care ecosystem, including with
related specialists (eg. neurologists, endocrinologists).
•• Introduce training and care standards across the care
ecosystem that encourage a person-centered approach to care
that considers the whole health of the individual, including eye
health.
•• Empower all eye care providers to ensure a holistic approach
that leverages expertise across the eye care continuum to maximize efficiencies.
•• Build holistic eye care centers that make the full continuum of
eye care available under one roof.

$
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sual representation of the 5 pillars / VER 2:

FINANCING

•• Introduce reimbursement and funding mechanisms that align
incentives across the care ecosystem to expand access to eye care
and to motivate prevention and earlier diagnosis and treatment.

$

e 5 pillars / VER 1:

FINANCING

RESEARCH

•• Introduce reimbursement and funding mechanisms that
align incentives across the care ecosystem to encourage a
EDUCATIONapproach
WORKPLACE
person-centered
to care that considers the health of
the whole individual.
•• Support policies that increase access to the right treatment
at the right time and advocate for the inclusion of preventive eye
exams in care coverage.

$

2 34 5

e 5 pillars / VER 2:

RESEARCH

RESEARCH

$

3
$

$

EDUCATION

•• Invest and create incentives to invest in research into innovative treatments, particularly those that reduce the burden associated with ongoing treatment.

WORKPLACE
•• Invest
and create incentives to invest in research into strategies to improve treatment adherence.
•• Invest and create incentives to invest in research to improve
and advance community-level public health interventions for
eye health.

5

EDUCATION

•• Launch a coordinated and sustained education campaign to
change the narrative around eye health and the right to sight for
older adults along multiple touchpoints and multiple media platforms, including at the doctor’s office, in public ad spaces, on
social and traditional media, via public health systems, and in the
workplace.
•• Launch a coordinated and sustained education campaign to
increase literacy about basic eye health and the need for dilated
eye exams, especially for older adults, along multiple touchpoints
and multiple media platforms, including at the doctor’s office, in
public spaces, on social and traditional media, via public health
systems, and in the workplace.

EDUCATION
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•• Increase professional education about the connection
between eye health and other common health conditions —
including heart disease, stroke, depression, and diabetes —
and encourage improved communication across providers in
different specialties.

WORKPLACE
•• Introduce vision screening in the workplace to support wellness and earlier diagnosis and treatment of eye health disorders.
•• Insert questions about eye health into employers’ health risk
assessments, and, in that process, collect valuable data about
the prevalence of unaddressed visual impairment and insights
into meeting employee needs.
•• Leverage existing workplace wellness programs to increase
eye health literacy and motivate action in eye health among
employees.
•• Adopt age-friendly workplace policies to ensure that
employees with visual impairments can remain productive and
employed and flexible work arrangements for employees with
caregiving responsibilities.
•• Ensure that employee health benefits include preventive care
for eye health and access to necessary treatment.
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Conclusion
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A life
course of healthy
vision isINCREASE
possible and
GREATER RISK
GREATER RISK
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within
reach. Momentum
is growing
across the
public, non-governmental, and private sectors
and within WHO member states to prioritize
eye health. Today, let us build on this momentum, embedding eye health into parallel global
initiatives on aging, vision, and NCDs, and work
together to ensure a future where healthy vision and healthy aging are a reality for all.
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