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onchocerciasis was far higher. Unfortunately,
the sample group (n=149) was too small to allow
estimation of percentage of the causes of the
blindness and low vision.

Onchocerciasis is a typical west African prob-
lem," % except for the Gambia. In Togo, for
instance, the prevalence ranges from 3-9% to
28-5%, depending on the region.’

Since 1975 an ambitious long term control
programme has been operational in the most
seriously affected areas of west Africa. This
Onchocerciasis Control Programme (OCP) aims
at stopping the transmission of onchocerciasis by
eliminating the black fly vectors. This has been
done by spraying by helicopter the breeding sites
of the black fly with a selective larvicide. In
addition, in 1982 ivermectin was introduced for
the treatment of human onchocerciasis. Since
this is not a macrofilaricidal drug, treatment
must be repeated once or preferably twice a year
for 15 to 20 years.*

In the Wenchi district, once a year an
onchocerciasis team visits all the villages within 1
km of the Black Volta river to treat onchocercia-
sis patients with ivermectin. The village in our
survey that was nearest to the Black Volta river
(Banda Ahenkro) showed the highest prevalence
of blindness caused by onchocerciasis, but iver-
mectin was not available there. We encountered
the same problem in Bongase where onchocer-
ciasis was endemic: in nearly every house some-
body had signs of onchocerciasis. But since
Bongase is 4 km away from the Black Volta river,
the OCP teams did not visit it (personal informa-
tion from the medical assistant). In our opinion,
all patients in areas with endemic onchocerciasis
should receive ivermectin to prevent blindness.
We realise that this presents a real logistic
problem in rural areas.

Corneal opacity

Corneal opacities were responsible for two out of
24 cases of blindness and three out of 29 cases of
low vision. The group with bilateral blindness
was too small for data on the cause of blindness;
most likely causes were familial corneal dis-
orders, ophthalmia neonatorum, and use of
traditional eye medicines. Trachoma and xero-
phthalmia were rare in the Wenchi district: we
saw only one person, a young woman, with
trichiasis.

According to a report by Sarkies,” trachoma is
presumably a bigger problem in the north of
Ghana; in 1952 he indicated that the main causes
of blindness in northern Ghana were onchocer-
ciasis and trachoma.” The north of Ghana is
poorer, drier, and dustier than the Wenchi
district (subtropical/savannah) and less water is
available. Water is essential for simple measures
of hygiene: for instance facial cleansing prevents
the transmission of trachoma.*

Xerophthalmia was also not seen in the
Wenchi district during a study in 1990 by Van
der Does and Knook (personal communication).
A prerequisite for xerophthalmia is malnutrition
and, in particular, vitamin A deficiency.” In the
Wenchi district (pro)vitamin A is available —
that is, dark green leafy vegetables, papayas,
mangoes, and red palm oil.
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Corneal opacity caused unilateral blindness in
nine of the 35 cases. It is likely that farm
accidents were responsible for the majority of the
uniocular scars.

Glaucoma

Glaucoma, responsible for two out of 35 cases of
unilateral blindness, was undoubtedly under-
estimated, as the basic eye examination we used
assessed the visual acuity and funduscopy with-
out systemic measurement of the eye pressure
and the visual field. Exact data on population
based prevalence are not available for glaucoma.
There is, however, some information from
Ghanaian hospitals. As far as we know, in the
ophthalmic department in Agogo 10% of the
unilaterally blind patients and 27% of the bilater-
ally blind patients had glaucoma.”? Another
study on glaucoma, performed in northern
Ghana, showed that 206 of the 397 patients with
chronic glaucoma (52%) were already blind on
admission.” In 1991, in Ghana, a national pro-
gramme on the prevention of blindness started in
Accra: diagnosis and treatment of glaucoma for
1 week free of charge.

Refractive error

A high rate of bilateral low vision (seven out of
29) and unilateral low vision (five out of 30) in the
Wenchi population was due to uncorrected
refractive errors. This cause of visual loss can
easily be tackled by provision of appropriate
optical services. However, spectacles are too
expensive for the ordinary person. Furthermore,
spectacles are only available in the big cities,
which are too far away for most people. Travel-
ling is also expensive for these people. In the
planning of vision services a low cost workshop
should supply these needs.

Conclusion

In the Wenchi district in central Ghana 1% of the
population over the age of 30 is blind from
treatable cataract. There is a lack of ophthalmic-
ally trained personnel to deal with this problem.
Doctors, nurses, and other paramedical workers
need training in eye care. As a first step in
establishing preventive and curative eye care in
the Wenchi district, a Dutch team will go there
not only to perform cataract extractions, but also
to teach the basics of eye care and cataract
surgery to a selected group of interested local
medical personnel.

In spite of the intense programme, the preval-
ence of onchocerciasis is still high near the Black
Volta river. More ivermectin distribution pro-
grammes are urgently needed to cover all the
villages on both sides of the river over a much
wider area than the 1 km zone treated so far.
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