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Abstract

Visual impairment and blindness remain major public health concerns globally, but the burden is disproportionately high in low-

and middle-income countries (LMICs), especially in Asia. Although most causes of blindness are preventable or treatable, millions
remain visually impaired due to persistent inequities in access to eye care. This short communication synthesizes key barriers to eye
care access in Asia, categorizing them into socioeconomic, geographic, health system, cultural, and policy-related dimensions. Special
emphasis is given to South and Southeast Asia, where cataract and uncorrected refractive error contribute to more than two-thirds of
blindness. Socioeconomic challenges such as out-of-pocket expenditure and poverty interact with structural barriers including rural-
urban disparity, shortage of trained personnel, and inadequate health system integration. Cultural beliefs, gender inequities, and lack
of awareness further compound the problem. Emerging strategies such as teleophthalmology, mobile surgical units, public-private
partnerships, and integration of eye health into primary care have demonstrated potential to address these challenges. Strengthening
financing mechanisms, fostering community engagement, and aligning national priorities with WHO’s Universal Eye Health: Vision

2020 and IAPB’s 2030 In Sight frameworks are critical to achieving equitable access. Sustained innovation and political commitment

are essential to close the eye health gap in Asia.
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Introduction

Visionimpairmentsignificantly impacts quality oflife, education,

productivity, and social participation. The Global Burden of Disease

Study 2021 estimated that over 596 million people worldwide live
with distance or near vision impairment, with the majority residing
in Asia [1]. South Asia alone contributes nearly one-third of global
blindness cases. Conditions such as cataract, uncorrected refractive
error, diabetic retinopathy, and glaucoma are the leading causes,
many of which are preventable or treatable through cost-effective

interventions.
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Despite scientific advances, inequities in access to eye care
persist. While high-income countries have largely reduced
avoidable blindness, LMICs in Asia continue to face significant
challenges. The issue is not only medical but also structural,
involving social, economic, cultural, and policy-level barriers. This
communication reviews the major barriers to eye care access in
Asia, highlights country-specific examples, and explores recent

innovations and strategies designed to overcome them.

Results and Discussion
Socioeconomic barriers

Financial barriers remain the most significant obstacle in
accessing eye care. In many Asian LMICs, health systems rely
heavily on out-of-pocket expenditure, which can deter low-income
households from seeking care. Cataract surgery, although cost-
effective, is unaffordable for many without subsidies. The indirect
costs, such as loss of wages and transportation expenses, further
discourage patients. Poverty exacerbates inequity, with the poorest

quintiles bearing the highest burden of avoidable blindness.

Geographic barriers

Large populations in rural and remote areas lack proximity to
eye care services. Urban centers in India, China, and the Philippines
have modern tertiary eye hospitals, but rural communities often
depend on intermittent outreach camps. Mountainous regions of
Nepal and island geographies of Indonesia and the Philippines face
additional challenges in physical accessibility. This rural-urban
divide leads to delays in seeking treatment, worsening preventable

vision loss.

Health system barriers

A shortage of skilled professionals, including ophthalmologists,
optometrists, and allied eye health workers, remains a critical
issue. According to the WHO, many LMICs in Asia have fewer
than three ophthalmologists per million people, far below
recommended levels. Surgical backlogs, inadequate supply chains
for spectacles and intraocular lenses, and weak referral systems
compound the issue. Furthermore, eye care often operates in silos
rather than being integrated into broader health systems, leading

to inefficiencies.
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Cultural and gender barriers

Cultural beliefs and practices strongly influence health-seeking
behavior. Myths around cataract surgery, fear of blindness after
treatment, and reliance on traditional healers delay timely care.
Gender inequities are striking: women account for nearly two-
thirds of global blindness, largely due to lower access to services.
In South Asia, women often depend on male family members for
decision-making and mobility, which restricts their ability to
seek care. Awareness levels also remain low, with many people

considering vision loss a normal part of aging.

Policy and Governance Barriers

Policy neglect of eye health has historically undermined
progress. Eye care is often absent from national health insurance
schemes, leaving patients to bear the cost. Fragmentation across
governmental, private, and NGO sectors reduces efficiency and
sustainability. While initiatives like Vision 2020: The Right to Sight
have galvanized action, long-term integration into health systems

remains limited.

Barriers to eye care access in Asia

Category Key Barriers Examples from Asia
Socioeco- High out-of-pocket In India and
nomic costs, lack of insurance, | Bangladesh, >70% of
poverty, income loss cataract surgeries are
due to seeking care paid out-of-pocket [2]
Geographic Rural-urban disparity, | Remote areas of Nepal
long travel distances, and Indonesia lack
poor transport infra- secondary/tertiary
structure eye care centers [3]
Health Workforce shortage, in- WHO estimates <3
System adequate infrastructure, | ophthalmologists per
low surgical capacity million in some parts
of South Asia [4]
Cultural Gender inequity, low Women in Pakistan
awareness, fear of are 1.3x less likely to
surgery, reliance on access cataract
traditional healers surgery than men [5]
Policy and Weak integration into | Eye care not included
Governance primary health care, in UHC packages in
limited public funding, | several LMICs such as
fragmented governance Myanmar [6]

Table
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Recent strategies and innovations

Despite these challenges, promising strategies have emerged:

o Teleophthalmology: India has pioneered several
teleophthalmology projects linking rural clinics to tertiary
centers for diabetic retinopathy and glaucoma screening [7].

Bangladesh has scaled similar models with NGO support.

e Mobile Eye Units and Outreach Camps: Nepal’s Tilganga
Institute of Ophthalmology has successfully deployed mobile
surgical units to remote mountain villages, drastically

reducing cataract backlog [3].

e Community Health Worker Involvement: Programs in
Pakistan and India have trained community health workers,
particularly women, to conduct vision screenings, raise

awareness, and facilitate referrals.

e Integration into Primary Care: The Philippines has
integrated eye health into its Universal Health Care Act,
making basic vision screening and cataract surgery part of

national health insurance [8].

e  Public-Private Partnerships: Aravind Eye Care System
in India and similar models in Southeast Asia have
demonstrated the viability of high-volume, low-cost service

delivery that is financially sustainable.

Practice and policy implications

To improve eye care access in Asian LMICs, stakeholders should:

e Integrate eye care into primary health systems and UHC

packages.

e  Subsidize or fully cover cataract surgery and spectacles to

reduce out-of-pocket burden.

e  Expand teleophthalmology and mobile surgical units to rural

and hard-to-reach areas.

e  Build human resource capacity through training mid-level

ophthalmic personnel.

e Promote gender-sensitive outreach programs, especially

targeting women and elderly populations.

e  Strengthen public-private partnerships for sustainable

service delivery.

03
e  Align national policies with WHO’s 2030 targets and IAPB’s
2030 In Sight framework.

Conclusion

Barriers to eye care access in Asia are multifactorial and
deeply rooted in socioeconomic, cultural, and systemic inequities.
Although innovations such as teleophthalmology, community
engagement, and integration into UHC frameworks have shown
promise, scaling these solutions requires strong political will and
adequate financing. Eye care should be recognized not just as a
medical service but as a fundamental component of equitable
health systems. Achieving universal eye health in Asia is both an
attainable and necessary goal to reduce avoidable blindness and

ensure social and economic well-being.
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