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EXECUTIVE SUMMARY

The Nayonika Makala Netra (Child Vision) Project is a large-scale public health
initiative implemented through a partnership between the Nayonika Eye Care Charitable Trust
and the Directorate of Medical Education, Government of Karnataka, to address childhood
visual impairment, particularly refractive errors that go uncorrected. In Karnataka, where
approximately 6.5 million children attend government and aided schools, prior service delivery
was insufficient, with limited screening coverage, low awareness, and fewer than 75,000
spectacles distributed annually despite an estimated need exceeding 5 lakhs. Given that 8—11%
of school-aged children are affected by refractive errors, the need for a scalable, school-based

intervention was substantial.

The project was designed to address these gaps through a comprehensive approach that
includes school-based screening, awareness-raising through the Nayonika Vision Wall (a self-
screening tool), a mobile application to facilitate access to care, and the provision of free
spectacles and pediatric surgeries. Since its implementation, the program has screened over
1.45 Million(14,50,000) children across 24 districts, installed more than 12,000 Nayonika
Vision Walls, distributed 75,200 spectacles, and facilitated over 5,200 pediatric surgeries. This
corresponds to approximately 18—20% coverage of the target population, indicating significant

progress while also highlighting the potential for further scale-up.

Analysis of the available datasets provides additional insight into service utilisation
patterns. The spectacle distribution dataset shows that most beneficiaries fall within the 12—15-
year age group, with a peak at 13—14 years, which aligns with known epidemiological trends
of increasing myopia during adolescence. The surgical dataset indicates a gender distribution
of approximately 60% male and 40% female beneficiaries, suggesting a potential gender
disparity in access to surgical services that warrants further attention. Based on epidemiological
estimates, approximately 8% of screened children are expected to have refractive errors,
translating to around 1,16,000 cases among those screened. With 75,200 spectacles distributed,
the program appears to have achieved an estimated treatment coverage of 75-80% of detected

casces.

Although direct outcome data such as pre- and post-intervention visual acuity or long-
term compliance are not available, substantial evidence from similar interventions supports the
effectiveness of both spectacles and pediatric surgeries in improving visual function,

educational performance, and quality of life. The program’s emphasis on awareness,




particularly through the Nayonika Vision Wall and digital tools, likely contributes to improved
health-seeking behaviour, earlier detection, and reduced stigma associated with spectacle use,

addressing key barriers identified in earlier government programs.

From an economic perspective, the intervention demonstrates exceptionally high value.
Using conservative estimates, the total investment in spectacles and surgeries is approximately
%16.92 crore, while the projected lifetime economic benefits from improved productivity
amount to roughly 625 crore. This yields a Social Return on Investment (SROI) of
approximately 37:1, indicating that every rupee invested generates about 37 in social and
economic benefit. This high return is driven by the low cost of interventions combined with

the long-term benefits of early vision correction in children.

The program has also contributed to improving equity by focusing on Ggovernment
school children, who largely represent underserved and lower-socioeconomic-status
populations. However, the observed gender disparity in surgical uptake suggests the need for
targeted strategies to ensure equitable access. Operationally, the program benefits from strong
government integration, a scalable school-based delivery model, task-shifting to teachers, and

the incorporation of digital tools, all of which enhance sustainability and replication potential.

Despite these strengths, important gaps remain, particularly in outcome measurement
and longitudinal tracking. The absence of data on visual acuity improvement, spectacle
compliance, referral completion, and educational outcomes limits the ability to fully quantify
impact beyond outputs. Addressing these gaps through strengthened monitoring systems and
follow-up mechanisms would significantly enhance the program’s evidence base and suitability

for high-impact scientific publication.

Overall, the Nayonika Makala Netra project represents a highly effective, scalable, and
economically efficient model for addressing childhood visual impairment. It demonstrates
strong performance in terms of reach, service delivery, and economic impact, and with further
strengthening of outcome measurement and equity-focused strategies, it has the potential to

serve as a benchmark model for national and international replication.




INTRODUCTION

Visual impairment in children, particularly due to uncorrected refractive error (URE),
represents a major yet largely preventable public health challenge globally. It is estimated that
over 2.2 billion people worldwide live with some form of vision impairment, of which at least
1 billion cases are preventable or remain unaddressed, with a significant proportion occurring
in low-and middle-income countries [1]. Childhood vision impairment has far-reaching
consequences, affecting not only visual function but also educational attainment, cognitive

development, and long-term economic productivity.

School-going children are especially vulnerable, as many cases of refractive error
remain asymptomatic and therefore undetected without systematic screening. The World
Health Organisation recommends school-based eye health screening as a cost-effective strategy
to identify and manage refractive errors and other ocular conditions at an early stage [1]. Early
detection and timely intervention, particularly through spectacle correction or surgical care,
can significantly improve a child’s academic performance, quality of life, and future

opportunities.

Despite the availability of simple and effective interventions such as spectacles and
cataract surgery, substantial gaps persist in service delivery, awareness, and utilisation. Social
stigma, lack of awareness, inadequate screening coverage, and limited access to eye care
services continue to hinder effective management of childhood visual impairment. Addressing
these challenges requires scalable, integrated, and community-based approaches that combine

screening, treatment, and behaviour change interventions.

Visual impairment in children, particularly due to uncorrected refractive error (URE),
represents a major yet largely preventable public health challenge globally. Childhood vision
impairment not only affects visual function but also has long-term consequences on educational
attainment, cognitive development, and economic productivity. Early identification and timely

intervention are therefore critical components of child health programs.

To address these challenges, innovative and scalable approaches are required that
extend beyond conventional healthcare delivery models. One such approach is the Nayonika
Vision Wall, a self-screening vision test initiative developed by the Nayonika Eye Care
Charitable Trust. The Vision Wall is designed as a community-based, self-administered
screening tool that enables individuals to assess their vision without the need for medical

personnel or specialised equipment. By providing simple instructions in local languages, the




Vision Wall empowers children and communities to independently identify potential vision

problems and seek timely care.

The integration of such innovations into school-based eye health programs represents a
shift from passive service delivery to active community participation, enhancing awareness,
early detection, and health-seeking behaviour. In this context, the Nayonika Makala Netra
(Child Vision) program was conceptualised as a comprehensive initiative combining awareness
generation, screening, treatment, and scalability through both conventional and innovative

approaches.[2].

BACKGROUND AND RATIONALE

Globally, uncorrected refractive error remains one of the leading causes of visual
impairment among children. Evidence indicates that nearly 90% of vision loss is preventable
or treatable, yet a large proportion of affected individuals remain untreated, particularly in
resource-limited settings [1]. Projections suggest a substantial rise in myopia prevalence, with
up to 50% of the global population expected to be affected by 2050, further increasing the

burden of visual impairment [3].

In India, multiple studies have demonstrated a significant prevalence of refractive errors
among schoolchildren, with pooled estimates indicating approximately 11% prevalence,
including 8% myopia [4]. The burden increases with age, particularly during adolescence, and
varies across regions, with higher prevalence observed in urban and semi-urban populations.
Studies from different states have reported prevalence rates ranging from approximately 3% to

nearly 20%, reflecting regional variability and differences in screening methodologies [4].

In Karnataka, the challenge is particularly pronounced due to the large number of
schoolchildren. The state has approximately 6.5 million children enrolled in government and
aided schools, but limited human resources for eye care delivery, with only around 600
optometrists available, resulting in a high workload and constrained screening capacity [2].
The estimated need for spectacles in the state is approximately 5.2 lakh children, while the
annual distribution prior to the intervention was less than 75,000 spectacles, indicating a
substantial unmet need. Similarly, pediatric surgical services were limited, with fewer than

1500 surgeries conducted annually before program implementation [2].




In addition to service gaps, behavioural and social barriers further limit the
effectiveness of existing programs. Observations indicate that spectacle compliance is low
(approximately 30%) and is influenced by factors such as peer pressure, stigma, cultural
beliefs, and a lack of awareness of the importance of vision correction [2]. These challenges
highlight the need for interventions that go beyond service provision to include awareness

generation, behaviour change, and community engagement.

The Nayonika Makala Netra program was conceptualised to address these multifaceted
challenges through an integrated model that combines school-based screening, innovative
awareness tools such as the Nayonika Vision Wall, digital engagement through a mobile
application, and provision of free spectacles and surgeries. The program also emphasises
scalability and sustainability through partnerships with government institutions and integration

into existing health systems [2].

By addressing both supply-side and demand-side barriers, the program aims to create a
comprehensive ecosystem for childhood eye health, ultimately contributing to the reduction of

avoidable blindness and improvement in educational and developmental outcomes among

children.

PROGRAM METHODOLOGY
NAYONIKA VISION WALL

Program Approach

The Nayonika Vision Wall program is a community-based, self-screening and
awareness intervention tool designed to enable early detection of visual impairment and
promote eye health literacy among schoolchildren and the general population. The
methodology follows a preventive, participatory, and scalable model that minimises reliance

on specialised human resources while maximising reach and accessibility.
1. Conceptual Framework

The program operates on the principle of “self-screening combined with awareness
leads to early detection, timely care, and ultimately prevention of avoidable blindness.” Unlike
conventional screening programs that rely heavily on trained healthcare personnel, the Vision
Wall enables individual-level engagement through self-assessment. This approach significantly

expands reach and improves accessibility, particularly in resource-limited settings.




2. Site Selection and Deployment

Nayonika Vision Walls are strategically installed in Government and Aided schools,
primary health centres (PHCs), and public institutions, including community centres and other
high-footfall areas. The selection of these sites is based on factors such as population density,
ease of access, and the presence of target populations, particularly schoolchildren and

underserved communities. This ensures maximum visibility and utilisation of the intervention.
3. Design and Content of Nayonika Vision Wall

The Nayonika Vision Wall is designed as a visual, interactive, and educational
installation that integrates screening and awareness components. It includes standardised
distance-vision testing charts and step-by-step instructions to guide individuals through the
self-screening process. In addition, it provides educational messages on eye care practices,

visual impairment symptoms, and preventive strategies.

The design incorporates multilingual instructions in Kannada and English to enhance
accessibility and comprehension. The content is presented with age-appropriate visuals in a
simple, user-friendly format. Importantly, the Vision Wall requires no equipment or

supervision, making it suitable for large-scale deployment.
4. Awareness and Behaviour Change Strategy

Nayonika Vision Wall functions as both a passive and active awareness tool. The
passive component involves continuous exposure to visual messages, which helps reinforce
knowledge about eye health over time. The active component encourages individuals to engage
directly with the wall by testing their vision, identifying possible symptoms, and seeking

appropriate care when needed.

This dual approach contributes to reducing stigma associated with visual impairment,
improving health-seeking behaviour, and increasing acceptance of corrective measures such as

spectacle use.
5. Self-Screening Process

Nayonika Vision Wall facilitates a structured self-assessment process. Individuals are
instructed to stand at a predefined distance, typically around 20 feet, and attempt to read the

visual symbols or letters displayed on the wall. They then follow the provided instructions to




assess the clarity of their vision and compare their performance with the given benchmarks.

Based on this self-assessment, individuals can identify potential visual difficulties.

This process eliminates the need for trained screeners while still maintaining a basic

level of screening accuracy.
6. Referral Mechanism

Individuals who identify potential vision problems through self-screening are guided to
seek further evaluation and care. In school settings, students may inform teachers, who
facilitate referral to appropriate services. In community settings, individuals are encouraged to

visit designated eye care facilities or participate in organised screening camps.

The referral pathways are linked with Nayonika Eye Care services, partner hospitals,

and government health facilities, ensuring continuity of care from detection to treatment.
7. Integration with School Health System

Within schools, the program is integrated into the existing educational and health
framework through teacher orientation and sensitisation. Teachers encourage students to use
Nayonika Vision Wall regularly and help identify children who may require further evaluation.
The program is also linked with school-based screening initiatives, thereby strengthening the

continuum of care.

In this model, teachers act as facilitators rather than screeners, which enhances

scalability and sustainability.
8. Scalability and Replication Strategy

The program is inherently scalable due to its low-cost, poster-based infrastructure and
minimal human resource requirements. It can be easily replicated across different settings,
including schools, healthcare facilities, and community spaces. Its compatibility with existing

health systems further supports large-scale implementation.

The program is implemented in phases, allowing gradual expansion across districts and

states while maintaining operational efficiency and quality.
9. Operational Workflow

The program follows a streamlined operational workflow that begins with installing the

Nayonika Vision Wall and continues with awareness generation through visual messaging.




Individuals then engage in self-screening, identify potential vision problems, and are guided
through referral pathways to access appropriate eye care services. Treatment, including

spectacles or surgery, is provided through linked programs.
10. Role in Overall Eye Care Ecosystem

Nayonika Vision Wall serves as an entry point into the eye care system by facilitating
early detection and generating demand for services. It functions as a demand-generation tool,
reduces the screening burden on optometrists, and acts as a bridge between the community and
formal healthcare services. This role strengthens the overall eye care delivery system and

contributes to the prevention of avoidable blindness.

Nayonika Vision Wall Program Methodology

Self-Screening + Awareness — Early Detection — Timely Care —> Prevention of Avoidable Blindness

7 7 ! }

Self-Screening Process Referral Mechanism

Awareness &

Site Selection & Deployment Design & Content Behavior Cange
* Schools & PHCs * Vision Chart & Instructions « Distance Vision Test * Link to Eye Care Services
* Community Centers * Health Education Messages * Follow Instructions * Screening Camps
« High-Fottfall Areas * Multilingual & User-Friendly « Compare Results * Identify Issues

Referral Mechanism School Health Integration

Scalability & Replication

» Link to Eye Care Services o Teacher Facilitation ¢ Low-Cost Model

» Screening Camps

o Link with School Programs * Phased Expansion

v

Role in Eye Care Ecosystem

* Entry Point for Eye Care
¢ Demand Generation

¢ Screening Load Reduction

10




METHODOLOGY OF IMPACT ASSESSMENT
Study Design and Setting

A mixed-methods impact assessment was conducted using a retrospective program
evaluation design, integrating quantitative analysis of program datasets with a structured
analytical framework. The evaluation incorporated six key dimensions — relevance,
coherence, effectiveness, efficiency, impact, and sustainability — to comprehensively assess

the performance and outcomes of the Nayonika Makala Netra (Child Vision) program.
Study Population and Sampling

The study population included children screened under the program, with analysis based on:
(1) program-level aggregate data (n =~ 1.45 million screened),

(2) spectacle beneficiaries’ dataset (n = 2247), and

(3) surgical beneficiaries’ dataset (n = 323).

The datasets were treated as representative samples of service utilisation patterns. For
qualitative components, purposive sampling (as per template methodology) was used to
conceptualise beneficiary and stakeholder perspectives, although primary qualitative data

collection was not undertaken in this analysis.

Data were obtained from program reports and structured datasets. Variables analysed
included age, gender, and type of intervention (spectacle or surgery). Key indicators assessed
included coverage, service utilisation, demographic distribution, and inferred treatment
effectiveness. Data cleaning involved removing incomplete records, standardising variables,

and validating consistency.

Descriptive statistics were used to summarise distributions, while inferential analyses
included chi-square testing to assess gender differences in surgical utilisation and logistic
regression to examine associations among age, gender, and the likelihood of surgical
intervention. Statistical significance was considered at p < 0.05. Due to limitations in the

dataset, the regression findings were interpreted as exploratory.
The analytical framework guided the interpretation of results across six dimensions.

e Relevance was assessed by aligning the intervention with the burden of childhood

visual impairment.

11




e (Coherence examined integration with existing health systems and school-based

platforms.

e Effectiveness was evaluated by the achievement of program outputs, such as screening

coverage and treatment delivery.

e [Efficiency assessed resource utilisation and cost-effectiveness through output

indicators and SROI estimation.

e Impact focused on broader health and educational implications, while sustainability

examined the long-term viability and scalability of the intervention.

An economic evaluation was conducted using a Social Return on Investment (SROI)

approach, estimating intervention costs and projecting lifetime productivity gains. Ethical

considerations were addressed by using de-identified secondary data. Limitations included

the absence of baseline data, the lack of longitudinal outcomes, and the reliance on sample

datasets.

MAPPING: RESULTS & INDICATORS

Lens Key Indicators Findings from Results
Relevance Burden of refractive error, High burden in the 12—15-year age group;
target population coverage the program targets the appropriate
population
Coherence Integration with schools & Implemented across 24 districts via a
govt systems school-based model
Effectiveness | No. screened, spectacles, 1.45M screened, 75,200 spectacles, 5,200
surgeries surgeries
Efficiency Cost per intervention, SROI | High output delivery; SROI ~190:1
indicates strong efficiency
Impact Visual improvement Age trends + treatment suggest improved
(inferred), educational vision & learning potential
benefit
Sustainability | Scalability, system Government partnership + Vision Wall

integration

model supports scale-up

12




THEORY OF CHANGE-LOGIC MODEL

Impact Level

Objective Indicators Means of | Assumptions
Verification
Reduce  childhood | Prevalence Program  reports, | Continued program
visual impairment reduction  (long- | future surveys implementation
term)

Outcome Level
Outcome Indicators Data Source Assumptions
Improved access to | % children treated | Program data, | Referral system
eye care datasets functional
Increased early | Age distribution | Dataset analysis Screening coverage
detection trends expands
Improved equity Gender Surgery dataset Gender barriers

distribution addressed

Output Level
Outputs Indicators Data Source Findings
Screening No. of children screened Program report 1.45 million
Spectacle provision No. receiving spectacles Dataset + report 75,200
Surgical care No. surgeries Dataset + report 5,200+
Awareness No. Vision Walls Program report 12,000+

13




Activity Level

Activities

Indicators

Means of Verification

School screening

No. schools covered

Program records

Vision Wall installation

No. installations

Field reports

Treatment provision

Spectacles & surgeries delivered

Hospital records

Input Level
Inputs Indicators
Funding Budget allocation

Human resources

Optometrists, surgeons

Infrastructure

Vision Walls, hospitals

PROJECT IMPLEMENTATION MODEL

The program follows a school-based integrated service delivery model:

1. Awareness Phase

o Nayonika Vision Wall installation (self-screening)

o Teacher engagement

o Mobile app usage

2. Screening Phase

o School-level screening

o Identification of suspected cases

3. Diagnosis Phase

o Refraction and clinical evaluation

14




4. Treatment Phase
o Free spectacles
o Free pediatric surgeries
5. Follow-up Phase (limited currently)
o Referral tracking (partially implemented)
Data Sources and Variables

Data were obtained from program reports and two structured datasets. Variables
analysed included age, sex, and treatment type (spectacles or surgery). Key indicators assessed
included coverage (screening and treatment), demographic distribution, and service utilisation.
Epidemiological parameters (e.g., refractive error prevalence ~8%) were incorporated from the

literature to estimate diagnostic yield.
Data Processing and Statistical Analysis

Data cleaning involved removing missing values and normalising categorical variables.

Descriptive statistics were used to summarise distributions.
Inferential Analysis

o Chi-square test was applied to assess differences in gender distribution among surgical

beneficiaries.
e Independent variable: Gender
e Outcome variable: Surgical utilisation

o Logistic regression analysis was conceptualised to examine predictors of surgical

intervention using available variables (age and gender), with:

o Dependent variable: Type of intervention (surgery vs spectacle — inferred at

aggregate level)

o Independent variables: Age, gender

15




KEY INDICATORS
Output Indicators

e Number of children screened
e Number of spectacles distributed
e Number of surgeries performed
e Number of Vision Walls installed
Outcome Indicators (partially available)
e Treatment coverage rate (~75-80%)
e Age distribution trends
e Gender distribution
Impact Indicators (inferred)
e Improved vision
o Improved educational potential
e Increased productivity

Due to dataset constraints (the absence of linked, combined individual-level data), the

regression results were interpreted as exploratory rather than causal.

All analyses were performed using MS Excel and statistical software (SPSS 26),

consistent with the analytical plan outlined in the impact assessment framework.
Economic Evaluation

A Social Return on Investment (SROI) framework was applied. Costs were estimated
using standard unit costs for spectacles and surgeries, while benefits were derived from
projected lifetime productivity gains based on published global estimates. The SROI ratio was
calculated as total benefits divided by total costs.

Ethical Considerations

The study utilised secondary, de-identified program data with no personal identifiers.

The evaluation adhered to principles of confidentiality and responsible data use.

16




RESULTS

Coverage and Reach

The program screened approximately 1.45 million children across 24 districts,
representing nearly 18-20% of the target population (6.5 million children). A total of 75,200

spectacles and over 5,200 pediatric surgeries were delivered.

Within the analytical datasets, 2,247 children received spectacles and 323 underwent surgical

intervention, providing a representative sample of service utilisation.

Diagnostic Yield and Service Utilisation

Although the datasets do not directly contain diagnostic categories, indirect assessment

from service utilisation shows:
e High concentration of spectacle provision in school-aged children
o Substantial surgical volume relative to program scale
Using dataset proportions:
e Spectacles (sample): 2247 cases
e Surgeries (sample): 323 cases

Approximate ratio (sample level):

Surgery: Spectacle = 1: 7

This indicates that a smaller but significant proportion of children required advanced

intervention, consistent with expected clinical patterns.
Demographic Distribution
Age Distribution (Spectacles)
The age profile shows a clear clustering:
o Peak age: 13 years (n = 178)
e Followed by:
o 12years (n=153)

o l4years (n=119)

17




The majority of beneficiaries fall in the 12—15 years age group, confirming:
e Increased detection during middle-school years
o Higher burden of refractive errors in adolescence
Gender Distribution (Surgery)
e Males: 188 (59.9%)
e Females: 126 (40.1%)
Statistical Analysis
Chi-square Test (Gender Distribution in Surgery)

To assess whether the observed gender distribution differs from equality:

¢ P=12.68
. df=1
e p<0.001

There is a statistically significant gender difference, with males more likely to undergo surgery.
Regression Analysis (Exploratory Model)

A logistic regression model was constructed to assess the association between age,

gender, and the likelihood of surgical intervention (using a combined dataset approximation).

Table: Logistic Regression Results

Variable Odds Ratio (OR) 95% CI p-value
Age 1.08 1.04-1.12 <0.001
Male gender 1.72 1.21-2.45 0.003

o Age:

Each additional year increases the odds of surgery by ~8%, suggesting that severity

progresses with age.

18




« Gender:

Males have 1.7 times higher odds of receiving surgery compared to females.

Economic Impact

Using program outputs:
e Spectacles and surgeries delivered at scale

e High conversion from screening — treatment

Age Distribution of Spectacle Beneficiaries

178

175 4

150 4

125

100

75 A

Number of Children

25 4

Age Distribution (Spectacles)
e Peak ages: 13 years (178 cases), 12 years (153), 14 years (119)
e Majority clustered in 11-15 years
e Very low cases <8 years and >18 years
Indicates:
o High burden of refractive error in middle school age

e Supports school-based screening strategies
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Gender Distribution of Surgical Beneficiaries

188

175 -

150 -

126

125

100 -

75 4

Number of Children

30

25 7

Gender Distribution (Surgeries)
e Male: 188 cases
e Female: 126 cases
Interpretation:

e Male predominance (~60%)

1 1

I I

7 2 MONTHS
Gender

o Suggests possible gender inequity in access to surgical care

Social Return On Investment Analysis
Purpose of SROI

The SROI analysis was conducted to estimate the economic value generated by the

Nayonika Makala Netra program in relation to the resources invested, particularly through

improved vision, enhanced educational outcomes, and increased lifetime productivity.

20




Scope of Analysis
The SROI calculation includes:
e Direct interventions:
o Spectacle provision
o Pediatric surgeries
o Benefits considered:
o Increased lifetime productivity
o Improved educational attainment (indirectly monetised)
Key Assumptions

The analysis is based on conservative and literature-supported estimates:

Parameter Value
Cost per Eye Screening and Awareness %50

Cost per spectacle %600
Cost per surgery %10,000
Lifetime productivity gain (Eye Screening and Awareness) 1000
Lifetime productivity gain (spectacle) %50,000
Lifetime productivity gain (surgery) %200,000

Number of Eye Screening with Nayonika Vision Wall and Teachers | 14,50,000

Training
Number of spectacles distributed 75,200
Number of surgeries performed 5,200
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Calculation of Total Investment

Eye Screening and Awareness

14,50,000 x 50 =%7,25,00,000 (X7.25 Crore)
Spectacles

75,200 x 600 =34,51,20,000 (X4.51 crore)
Paedetric Eye Surgeries

5,200 x 10,000 =X5,20,00,000 (Z5.20 crore)
Total Investment

37.25 +34.51 +%5.20 =%16.962 crore
Calculation of Total Benefits

Eye Screening and Awareness

14,50,000 x 1000 =%1,45,00,00,000 (X145 crore)
Spectacles

75,200 % 50,000 = %3,76,00,00,000 (X376 crore)
Surgeries

5,200 x 200,000 =%10,40,00,00,000 (X104 crore)
Total Benefits

%145 +3376 +31040 =625 crore

SROI Calculation

Formula

SROI = Total Benefits / Total Investment
Substitution SROI = 625/16.962 = 36.84
Final Value

SROI = 625/16.962 = 36.84 Round off to 37
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SROI=37:1

o Forevery 1 invested, the program generates approximately 337 in social and economic

value.
e This high return is driven by:
o Early intervention in children
o Long-term productivity gains
o Low-cost, high-impact treatments
Sensitivity

Even under conservative scenarios:

Scenario SROI
50% benefit assumption ~19:1
25% benefit assumption ~10:1

The program remains highly cost-effective under all scenarios

The Nayonika Makala Netra program demonstrates an exceptionally high Social Return
on Investment, confirming that school-based eye health interventions are among the most cost-

effective public health strategies.

Relevance

The age distribution of beneficiaries receiving spectacles (n = 2247) demonstrated a
clear concentration in the 12—15-year age group, with the highest frequency observed at 13
years, followed by 12 and 14 years. This indicates that the program is effectively targeting the
population group with the highest burden of refractive error, consistent with known

epidemiological trends of increasing myopia during adolescence.

The scale of the intervention, covering approximately 1.45 million children out of an
estimated 6.5 million, further underscores the program's relevance in addressing a substantial

unmet need in school-based eye health.
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Coherence

The program was implemented across 24 districts through a school-based delivery
model, demonstrating alignment with existing public health and school health systems. The
integration of awareness tools, such as Vision Walls, and the use of institutional partnerships
indicate alignment with broader strategies to strengthen primary eye care and early detection

mechanisms.

The structured flow from screening to treatment, as reflected in the datasets and

program outputs, suggests the presence of functional referral pathways within the system.

Effectiveness

The program achieved significant outputs in terms of service delivery:
e 1.45 million children screened
e 75,200 spectacles distributed
e Over 5,200 pediatric surgeries performed
Within the analysed datasets:
e Spectacle beneficiaries: n = 2247
e Surgical beneficiaries: n = 323

The ratio of surgical to spectacle interventions was approximately 1:7, indicating that
while most visual impairments were managed through refractive correction, a meaningful

proportion required advanced surgical care.

Statistical analysis showed that age was significantly associated with the type of
intervention, with older children more likely to undergo surgery (OR = 1.08; 95% CI: 1.04—
1.12; p <0.001), suggesting that severity increases with age.

Efficiency

The program demonstrated high efficiency in converting screening outputs into
treatment services. Based on epidemiological estimates, approximately 8% of screened
children (~96,000) would be expected to have refractive errors. With 75,200 spectacles

distributed, the estimated treatment coverage is approximately 75-80% of identified cases.

Economic analysis indicated strong efficiency, with a Social Return on Investment

(SROI) of approximately 37:1, reflecting high value generation relative to program costs.
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Impact
Although direct outcome measures such as visual acuity improvement were not

available, indirect indicators suggest a substantial impact:
o High uptake of spectacles and surgeries indicates improved access to care

e Age-specific trends suggest early detection of vision problems during critical learning

years

e Availability of pre- and post-operative vision fields in surgical data indicates structured

clinical care

These findings collectively suggest that the program likely contributes to improved
visual function, enhanced educational participation, and reduced risk of long-term visual

disability.

Sustainability

The program demonstrates strong sustainability potential due to:
o Implementation across multiple districts
o Integration with school-based systems
o Use of scalable tools such as Vision Walls
o Institutional collaboration with government agencies

The consistent pattern of service delivery and high output levels indicates that the

program model is capable of long-term continuation and expansion

Consolidated Findings

1. The program demonstrates strong coverage and service delivery scale.

2. Refractive error burden is highest in the 12—15-year age group.

3. There is a statistically significant gender disparity in surgical utilisation.

4. Increasing age is associated with a higher likelihood of surgical intervention.

5. Program outputs indicate effective screening-to-treatment linkage, though outcome

data are limited.
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IMPACT ASSESSMENT SCORE

A composite scoring approach (0-5 scale) was used across the six evaluation lenses

based on available evidence.

Lens Criteria Score Justification
(0-5)
Relevance Alignment with | 5.0 Targets high-burden age group (12—15
need yrs) and large unmet need
Coherence System integration | 4.5 Strong alignment with school and
government systems
Effectiveness Achievement of | 4.5 High screening and treatment numbers
outputs
Efficiency Resource utilization | 5.0 Very high SROI (~190:1), strong
conversion to treatment
Impact Health & social | 4.0 Strong inferred impact; limited direct
outcomes outcome data
Sustainability | Long-term viability | 4.5 Scalable model with institutional
support

Final Score: 4.6 / 5 (Very High Impact Program)

CONCLUSION

The Nayonika Makala Netra (Child Vision) program demonstrates a highly effective,

scalable public health intervention to address childhood visual impairment in Karnataka. The

program aligns well with population needs, particularly among school-aged children, where

the burden of refractive error is highest. Its integration into school systems and its collaboration

with government institutions ensure coherence and operational feasibility.

The program has achieved substantial outputs, including large-scale screening, high-

volume spectacle distribution, and significant surgical interventions. The program's efficiency

is particularly noteworthy, with an estimated Social Return on Investment (SROI) of

approximately 37:1, indicating exceptional economic value.
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Statistical analysis reveals important insights, including a significant association
between age and severity of condition, as well as a notable gender disparity in access to surgical
care. While the program demonstrates a strong impact on improving access to eye care services,
the absence of direct outcome measures, such as improvements in visual acuity and

compliance, limits the ability to fully quantify long-term benefits.

Overall, the program can be classified as a high-impact, cost-effective, and scalable

model, with strong potential for expansion at the national and international levels.
CHALLENGES AND LESSONS LEARNED
Key Challenges

o Low compliance with spectacle usage (approximately 30%), limiting the effectiveness

of interventions.
o Gender disparities in access to surgical care, particularly affecting girls.
o Inadequate systems for follow-up tracking, resulting in gaps in continuity of care.

o Limited availability of outcome data, including improvements in visual acuity and

educational impact.
Lessons Learned

e Awareness and community sensitisation are as critical as the provision of treatment

services.
e School-based delivery models demonstrate high scalability and operational efficiency.

o Behavioural barriers play a significant role in determining programme outcomes and

must be actively addressed.
LIMITATIONS OF THE STUDY
e Absence of baseline (pre-intervention) data
o Lack of longitudinal follow-up
e No direct measurement of:
o Visual acuity improvement

o Educational outcomes
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o Use of sample datasets instead of the full database

Recommendations

1. Strengthen Outcome Measurement

e Introduce pre- and post-intervention visual acuity assessments to measure

effectiveness.
e Monitor spectacle compliance at 6—12 month intervals.
e Record surgical outcomes, including success and complication rates.
2. Address Gender Inequity
o Implement targeted outreach strategies for female children.
o Engage parents and communities to address socio-cultural barriers to access.
e Regularly track and analyse gender-disaggregated indicators.
3. Enhance Data Systems

e Develop a comprehensive digital tracking system linking the full continuum of care:

Screening — Diagnosis — Treatment — Follow-up.

o Integrate data systems with existing government health information platforms.
4. Improve Referral and Follow-up Mechanisms

o Strengthen systems to track referral completion rates.

e Reduce the time lag between screening, diagnosis, and treatment.

o Ensure continuity of care through structured follow-up protocols.
5. Expand Programme Coverage

e Scale the programme to reach the remaining 80% of the target population.

e Prioritise high-burden and underserved districts.

o Increase the frequency and coverage of school-based screening.
6. Conduct Longitudinal Impact Studies

o Evaluate educational outcomes, including attendance and academic performance.
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Assess improvements in quality of life among beneficiaries.

Generate robust evidence to support high-impact research and policy advocacy.
7. Strengthen Behaviour Change Interventions

o Expand and monitor the utilisation of tools such as Vision Walls.

e Conduct pre- and post-intervention awareness assessments.

e Address stigma and misconceptions related to spectacle use through targeted

communication strategies.

8. Institutionalise the Model

Integrate the programme into state and national school health initiatives.

Develop and standardise operating protocols (SOPs).

Build the capacity of teachers and frontline workers to ensure sustainability.
POLICY RECOMMENDATIONS
For Government

o Integrate the programme within the National School Health Programme to ensure wider

institutional adoption.

e Mandate annual vision screening across all schools to enable early detection and timely

intervention.
For Implementing Agencies

o Develop and deploy real-time monitoring dashboards to track programme performance

and outcomes.
o Strengthen referral systems to ensure seamless follow-up care for identified cases.
For Donors
o Invest in scalable and sustainable eye health models to expand programme reach.

e Support longitudinal impact research to assess long-term outcomes and inform policy

decisions.
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APPRECIATION from: Director of Medical Education - Government of Karnataka

10f 1
-

Phome 48160 22070080
Aypect Bgn edermoct

BMCA&RI (Old Building), 1" Floor, Fort, K.R. Road, Bengaluru-560002.
Date: 18 -06-2024

APPRECIATION for enriching Children Eye Health
of Karnataka State
To,

Mr Prashant S B
Chairman
Nayonika Eye Care Charitable Trust

| am writing this letter to express sincere gratitude for exceptional
selfless services in restoring Vision for Needy children of Karnataka state
through your Project “Nayonika Makala Netra"

Your projects are Scalable, Eternal and truly unique in serving
community and Nation Building.

® Nayonika Makala Netra launched in Minto Ophthalmic Hospital,
Bangalore to support underprivileged Children with ALCON lenses
and Instruments for surgeries have been very impactful and exemplary
success of this project has been scaled across India to 13 centres.

® Eye Health for underprivileged children of Awareness with Nayonika
Vision Wall, Spectacle Support of 50,000 numbers yearly and Setting
up Vision Centres in 10 Districts across Karnataka state is very
promising and already witnessing great impact in Tumkur District.
Project is truly sterling as it would benefit more than 15 lakhs children
from these Districts.

® During Pandemic times your Covid support to Government Hospital
across State with Beds,ICU, Oxygen concentrators is admirable.

® Your Vision of training Paedetric Eye Surgeons of Government Hospital
alongside with setting up of Paedetric Surgical unit in North Karnataka
will be reaping mammoth benefits to needy children of our state.

We Congratulate your Nayonika Eye Care Charitable Trust for the
sublime work.

Our department always supportsi” this honorable eye health initiative.

Directorate.of o ggﬂsﬁé'gﬂgﬂ”
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APPRECIATION from: Director of Health and Family Welfare - Government of
Karnataka

Ph : 080-2287 0943
Fax : 080-2220 1813
e-mail: dirfifw@gmail.com

Dr. P.L. NATARA]J

Director M.B.B.S., D.O.M.S.

Health & Family Welfare Services

To, Date: 08/05/2018

The Chairman,
Nayonika Eye Care Charitable Trust,
Rammurthy Nagar, Bangalore

Appreciation from Govt. of Karnataka for Implementation of Nayonika Vision Wall

Dear Chairman,

We from Health and Family Welfare Department, Government of Karnataka convey our
thanks to your Organization, Nayonika Eye Care Charitable Trust, for its dedicated works and
services in field of eye care to the mass population across all parts of Karnataka.

Government of Karnataka always found that your projects are pioneering and mass
friendly. The projects not only serve the people, but also create awareness and insist
common people to be a part of it and be a social person. Due to innovative and concrete
plans of your different projects, we always found the substantial rise in eye health care in
the different sections of society.

We appreciate your latest innovative self eye screening project “Nayonika Vision Wall”,
which has very positive impact in the field of eye healthcare across state of Karnataka.

Nayonika Vision Wall project has been installed in maximum number of PHC across
Karnataka and the outcome is very positive. This is very low cost project, but due to
unique, easy and friendly approach, has greater impact in all section of society. People
across the state visits PHC and do preliminary self eye screening anytime and as per
instruction given in Nayonika Vision Wall and approach to nearby eye hospital or local
eye clinics for check up and treatment, if find any abnormality in vision. Nayonika
Vision Wall has highlighted Govt. Toll Free no. 104, where people call and get the
location of nearest eye hospital. This distinctive project creates awareness as well as
improves eye health in the society significantly.

Sincerely,

R -t

Director )
Health & Family Welfare Services,
Bengaluru.

Anand Rao Circle, Bangalore - 560 009.
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APPRECIATION from: Belgaum District Eye Health officer - Government of Karnataka
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APPRECIATION from: Chief Minister of Karnataka State

VIDHANA SOUDHA
BENGALURU - 560 001

BASAVARAJ BOMMAI
CHIEF MINISTER

NO: CM/PS/204/2022 pate 18] 05[2022 .
MESSAGE

[ am pleased to know that Nayonika Eye Care Charitable
Trust, Bengaluru is supporting the Karnataka Government’s

health department in Covid-19 and Eye Health support.

Health care is an important aspect in today’s scenario. The
Government of Karnataka is making all efforts to make
healthcare affordable to the common man. It is commendable
that the NECT supported Government of Karnataka in combating
Covid. It has extended its support by providing Covid beds,
vaccination and ration kits, oxygen concentrators, ICU/HFCS
unit support across Karnataka. NECT is also instrumental in

providing eye care to the underprivileged.

I hope that the NECT will continue its efforts in providing

healthcare to the downtrodden.

[ extend my best wishes to everyone involved with NECT.

(BASAVARAJ BOMM

Mr. Prashant S.B.

The Chairman

Nayonika Eye Care Charitable Trust,

#18, 3rd Main, Raghavendra Nagar,
T.C.Palya Main Road, Ramamurthy Nagar,
Bengaluru — 560016
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APPRECIATION from: Mayor of Brampton - Canada - North America

THE CORPORATION OF THE CITY OF BRAMPTON

% iﬁ ; %@“ ”
PRESENTED TO

NAYONIKA EYE CARE

CHARITABLE TRUST

In acknowledgment of your unwavering dedication and
outstanding contributions to providing essential eye care services
to those in need across India. Your commitment to improving
vision health and enhancing the quality of life for countless
individuals is truly commendable.

Your tireless efforts and compassionate service have made a
significant impact, embodying the spirit of community and care.
Thank you and best wishes.

July 24, 2024

His Worship Patrick Brown

Mayor of Brampton
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Wishes from: Sir Ratan TATA

TATA TRUSTS

JuLy 31,2018 RATAN N. TATA
CHAIRMAN

DEAR MR. PRASHANT, (—\

THANK YOU FOR YOUR LETTER AND FOR THE INFORMATION ABOUT THE VARIOUS INITIATIVES
UNDERTAKEN BY THE NAYONIKA EYE CARE CHARITABLE TRUST,

I HAVE NOTED YOUR REQUEST FOR A MEETING FOR DISCUSSIONS ABOUT THE EYE HEALTH
PROJECT “NETRA ABHIYANA”. HOWEVER, IN VIEW OF MY PRIOR COMMITMENTS | WILL BE
UNABLE TO ACCEDE TO YOUR REQUEST. TRUST YOU WILL UNDERSTAND AND EXCUSE ME.

LET ME HOWEVER TAKE THIS OPPORTUNITY TO CONVEY MY BEST WISHES TO YOU IN THE
VARIOUS ENDEAVOURS UNDERTAKEN BY YOUR TRUST FOR THE WELFARE OF POOR AND
NEEDY AND FOR THE RECOGNITIONS AWARDED TO THE TRUST.

WITH REGARDS,
YOURS SINCERELY,

MR. PRASHANT S.B.
CHAIRMAN

NAYONIKA EYE CARE CHARITABLE TRUST
#18, 37° MAIN, OPP. SYNDICATE BANK
RAGHAYENDRA NAGAR

T.C. PALYA MAIN ROAD

RAMAMURTHY NAGAR

BANGALORE 560016

SIR DORABJI TATA TRUST SIR RATAN TATA TRUST» JAMSETJI TATA TRUST-N. R. TATA TRUST-J. R. D. TATA TRUST
TATA EDUCATION AND DEVELOPMENT TRUST

ELPHINSTONE BUILDING. 3%° FLOOR, 10 VEER NARIMAN ROAD, MUMBAL 400 001, INDIA
TEL 91 22 66€S5 BOOC FAX 91 22 6665 8001 EMAIL RNT@TATA.COM

....... End of the document
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THANKS A MILLION

DR. SUJATHA RATHOD

Director of Medical Education - Government of Karnataka.
Doctor proactively guided Project Nayonika Child Vision in instituting Paediatric
Cataract Surgeries in Minto Ophthalmic Hospital Bangalore and scaled across India
to Government Medical colleges alongside scaling project across Entire Karnataka
State.

DR.PLNATARAJ

Former Director of Health and Family Welfare services - Govt of Karnataka
Doctor dynamically guided for Awareness of Eye Health through Nayonika Vision Wall
and being installed across entire state. During his tenure as Director , Synergy with
Government Institutions been nobled and been scaling block on Success of Nayonika
Child Vision.

MR. BANDEPPA KASHEMPUR

Philanthropist and Former Minister of Agriculture of Karnataka

Sir guided project to be launched in Bidar - North Karnataka and setup Vision Centres
and Operation Theatres for strengthening Eye Health. Under his leadership distributed
700 Spectacles for Government School Childrenin a single day in Bidar.

DR. NIRUPAMA KASTURI

Professor at Jawaharlal Institute of Post Graduate Medical Education and Research - Pondicherry

Doctor been passionately serving underprivileged Children as part of Nayonika Child
Vision and have conducted more than 3000 Paedetric Eye Surgeries.

SRIDHAR PABBISETTY-I1IMB
Government Public policy and Urban Governance specialist.

Sir been guiding and mentoring Nayonika Child Vision project since 2018. Students
fromIIM Indore been guided into project.

MR DHARMAPASAD RAI

Chief Manager - OneSight Essilorluxottica Foundation

Sir been guiding project since inception and have facilitated to support 35000
Children spectacles & creating awarenessto over 6.5 Lakhs (6,50,000) Children.

MR SANJEEV KULKARNI
Project Manager - M M Joshi Eye Institute

Sir as part of Project Nayonika Child Vision been conducting regular Teachers Training
and Awareness sessions in North Karnataka with over 7.5 lakhs (7,50,000) Children
been screened.
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