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Abstract (229/ 250 words)
The global network to eradicate blindness emerged out of the work of Western and South Asian
professionals to eradicate smallpox which was endemic in South Asia. The history of the
emergence of the global network to eradicate blindness demonstrates a shift from vertical
command and control public health programs directed by the WHO, to the decentralized public
health services originating in non-profit, non-governmental organizations and coordinated by the
WHO. The WHO constitution started with a federal regionalist structure that encouraged
collaboration and coordination with NGOs. In South Asia in particular, epidemiologists and
general medical practitioners moved from eradicating smallpox through the WHO to creating
their own domestic and international NGOs based in various countries with a mission to control
blindness in South Asia and Africa. In 1975, pushed by the WHO Director General, these new
NGOs in turn joined with individual ophthalmologists and existing blind member associations to
form the International Agency for the Prevention of Blindness. Thus, the WHO was shaped by,
and shaping, international NGOs such as the IAPB. The IAPB pushed for the formation of the
WHO Prevention of Blindness program. This was the earliest example of how the IAPB
facilitates bottom-up agenda-setting in the WHO. In 1980, when the WHO officially closed the
smallpox program, the Prevention of Blindness program first received independent funding.
Presently, the IAPB acts as a decentralized arm of the WHO.
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VISION 2020: The Right to Sight is the global initiative for the elimination of
avoidable blindness, a joint programme of the World Health Organization (WHO)
and the International Agency for the Prevention of Blindness (IAPB). 1
Introduction
In the program of the fifth general assembly of the International Agency for the Prevention of
Blindness (IAPB), which met in 1994 in Berlin, the director general of the World Health
Organization (WHO), Dr. Hiroshi Nakajima (Japan), wrote about the close collaborations and
connections between the WHO’s Prevention of Blindness program and nongovernmental
organizations. 2 Those close connections enable them to strategically and systematically address a
public health problem that affects 39 million people, approximately the same number of people
worldwide as are affected by HIV/AIDs. 3 Likewise, in the same program, the two
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nongovernmental host organizations, the German Committee for the Prevention of Blindness and
the Christoffel-Blindenmission (later renamed Christian Blind Mission), indicated that their goal
for the assembly was “to create an environment where we may learn from one another’s
successes, and share in the solving of similar problems, in order to achieve our common goal of
blindness prevention … [and] produce new ideas to facilitate the development of—Affordable,
Accessible and Appropriate—eye care services in all regions of the globe.” 4 In the wake of
German reunification in 1990, the German host organizations felt positive about their goal of
global blindness prevention and eradication. In 1999, the IAPB and the WHO started the Vision
2020 program to try to prevent the doubling of the number of blind people due to avoidable
causes that was predicted for the period of 1990–2020. 5
The eradication of smallpox in the WHO South-East Asia Regional Office was a
serendipitous event that resulted in South Asia becoming the center of the global network to
eradicate blindness. This essay argues the following points: (1) The eradication of smallpox in
WHO South-East Asia Regional Office demonstrates the deconcentration of administrative
power from the central office to the regional offices built into the WHO constitution; (2) The
IAPB, shifted from, first, observing at WHO, to second, influencing the creation of the WHO
Prevention of Blindness program, and finally, to serving as its advisor and ancillary. The WHO
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has delegated some decision-making, management, and financial authority to IAPB. 6 Thus the
WHO Prevention of Blindness program has influenced, and been shaped by the IAPB, a nongovernmental organization.
There was a shift from vertical command and control public health programs directed by
the WHO to the decentralized public health services originating in non-profit, non-governmental
organizations and coordinated by the WHO. In South Asia in particular, epidemiologists and
general medical practitioners moved from treating smallpox through the WHO to creating their
own domestic and international NGOs based in various countries with a mission to control
blindness in South Asia and Africa. In 1975, pushed by the WHO Director General, these new
NGOs in turn joined with individual ophthalmologists and existing blind member associations to
form the International Agency for the Prevention of Blindness. The IAPB pushed for the
formation of the WHO Prevention of Blindness program. In 1980, when the WHO officially
6
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closed the smallpox program, the Prevention of Blindness program first received independent
funding. Presently, the IAPB acts as a decentralized arm of the WHO Prevention of Blindness
program.
More recent participants and observers in the “global campaign against all forms of
avoidable blindness with emphasis on underserved communities” may be unaware of the
connection between this joint undertaking by the WHO and IAPB, and an earlier WHOcontrolled campaign to eradicate smallpox. 7 The complete eradication of smallpox from human
populations worldwide provided the initial “climate of optimism” for a blindness eradication
program. 8 It was in such a climate that medical professionals involved in what they called rural
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and public health ophthalmology decided to move forward with proposals to eradicate blindness
worldwide. At the time, many of these medical professionals were concentrated in South Asia
where smallpox was endemic. Without knowing this connection between smallpox and
blindness, it is difficult to understand why an international network of eye health care
professionals focused on marginalized communities is centered in South Asia versus elsewhere.
This is especially true because, after World War II, the common understanding among
the Allied powers was that innovative science and technology always, necessarily, diffuses from
the West to the Rest. 9 This article offers a new perspective about the close relationship between
the WHO, its partner—the multilateral, non-profit, non-governmental organization the IAPB—
and foreign and domestic medical professionals working in governments and NGOs in South
Asia. It therefore contributes to the project of many historians to provincialize Europe and
demonstrate the legitimacy of non-Western knowledges. 10 By describing a global network
centered in South Asia it joins other non-Western, ethnocentric, exceptionalist accounts of the
9
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history of science. 11 The origins of the global network to eradicate blindness offer a crucial
opportunity to explore the people and places of South Asia, and their significant contributions to
understanding the history of NGOs in global health.
Out of the many communicable and non-communicable diseases that affect human health
around the world, blindness is important to study because it affects such a great number and has
such a devastating impact on identities and livelihoods. Blindness in Asia is interesting for a
variety of reasons. The first couching surgery to correct blindness due to cataract was first
performed in southern India more than two-thousand years ago. 12 Seventh-century records from
China show Indian men with couching needles. 13 South Asia’s long tradition of treating eye
diseases make it an important site for historical investigation.
The people of South Asia have long been a part of a global history of blindness
investigation and treatment. 14 In 2004, India and Nepal had high cataract surgical rates, a
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measurement of surgeries performed per million people with blindness due to cataract. 15 Both
countries are known for high-quality eye hospitals and well-trained ophthalmic personnel. In
contrast to their success in indicators of emerging good eye health care, India is well-known as
an emerging economy, whereas Nepal is one of the poorest countries in the world. Nepal’s gross
domestic product (GDP) per capita (purchasing power parity) ranked 196 out of 229 countries in
2017, and 25.2% of Nepal's population lived under the poverty line in 2011. 16 Despite its poverty
and political instability (including the civil war from 1995 to 2008 that refashioned the Hindu
kingdom into a democratic republic), Nepal has successfully increased its cataract surgical rate
since the 1980s. India has likewise increased its cataract surgical rate. Furthermore, some of the
most well-known eye institutions in the world (such as Aravind Eye Care System in India and
the Tilganga Institute of Ophthalmology in Nepal) are located in South Asia. These influential
NGOs, as well as others such as SEVA Foundation (US) and the Royal Commonwealth Society
for the Blind (UK), are coordinated by the IAPB. They are at the center of a global network of
professionals interested in community ophthalmology.
Community ophthalmology as a discipline combines features of public health,
community medicine and clinical ophthalmology. 17 African-American ophthalmologist Dr.
15
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Patricia E. Bath coined the term community ophthalmology in 1976 to emphasize an important
and unique feature of her proposed solution to the problem of blindness in marginalized
populations: eye health care should be primary health care. 18 This was a novel and controversial
argument she made to the US public health community and the US ophthalmology community. 19
Community ophthalmology professionals include community eye health care workers,
hospital managers, epidemiologists, and ophthalmologists. They typically provide eye health
services to a large number of poor blind and low-vision patients and track population-wide
outcomes. These services range from screening for vision problems, to providing surgical
correction for diseases of the eye. Frequently, but not always, community ophthalmology
professionals are embedded in international networks.
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WHO SEARO, Regionalism, and The Smallpox Decade, 1965–1975
In order to understand why strong community ophthalmology programs developed in South
Asia, one must first understand something of the history of smallpox. The regional offices of the
WHO are where operational decisions are made that implement the policies and programs
coming from the WHO central office in Geneva. 20 This includes programs such as the smallpox
eradication program which was intensified between 1965 and 1975. The eradication of smallpox
in India and Nepal demonstrates the deconcentration of administrative power from the central
office to the regional offices built into the WHO constitution.
The formation of the World Health Organization’s administrative structure in 1948 was
affected by regional politics in North and South America. Three groups were part of the
formation of the WHO in the 1940s: member-states; non-profit, non-governmental
organizations; 21 and existing inter-governmental organizations. The Pan-American Sanitary
Board (PASB), an existing inter-governmental organization, was highly influential in the
creation of the constitution of the WHO. 22 Since 1902, the Pan-American Sanitary Board was
composed of North and South American countries but primarily represented US interests with
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the role of president in PASB permanently assigned to the US surgeon general. 23 US
representatives in March 1946 required that PASB remain autonomously governed, but
suggested that other regional organizations be centrally governed by the WHO in a region-based
administrative structure. 24 A few months later at the International Health Conference in June
1946, US representatives back-pedaled on their imperative for continued autonomy of the PanAmerican Sanitary Board; however, other PASB member-states formed a powerful voting block
advocating for the regional WHO constitutional design. 25 This regional structure was still
reflected in article 44 of the 2006 edition of the WHO constitution. 26
Once the constitution was ratified in 1948, as each of the new six WHO regional offices
began, they looked to the example of the Regional Office of the Americas (the WHO name for
PASB), and self-elected regional directors in defiance of the WHO constitution, which required
that regional directors be appointed by the WHO central office. 27 The result is that no other UN
organization has elected regional directors with the same high level of administrative and policy23
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making autonomy and power. 28 The WHO regional offices, and the elected WHO regional
director positions therefore represent an early deconcentration of administrative power from the
WHO to its regional offices. 29 The WHO has been nimble in avoiding being coopted by
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powerful member-states. 30 Perhaps this is because their administrative structure started out as
decentralized from Geneva into regions.
Another connection between smallpox and community ophthalmology is that severe
smallpox causes blindness. Smallpox pustules can cause scarring on various parts of the eye
organ, including the conjunctiva, eyelid, and cornea. 31 From the early 1800s, smallpox was a
significant cause of blindness globally. 32 The last case of smallpox was seen in the US in the
1940s; this was likely part of a larger trend of improved health infrastructure in industrialized
countries as well as health education about the spread of diseases. Starting in the 1950s, cataract
became the most significant cause of blindness globally. 33 Smallpox was no longer a leading
cause of avoidable blindness globally by the 1960s. 34 As epidemiologist, ophthalmologist, and
Dean Emeritus of Johns Hopkins University Bloomberg School of Public Health Dr. Alfred
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Sommer noted, by then “there were people who survived smallpox and were blind from it, but
most people who are going to get that severe a smallpox [infection] usually ended up dying.” 35
Although smallpox may no longer have been a leading cause of blindness globally in the
1960s, it was still considered a leading cause of blindness in India. 36 In the mid-1800s, 75% of
the blindness in India was attributed to smallpox disease. 37 British India banned variolation in
1865 because of its association with worship of the goddess Shitala Mata, but then had a publichealth problem on its hands. 38 British India in response developed peripheral health
administrative infrastructure to fight the cyclically endemic smallpox through vaccination. 39 In
fact, by 1900, British India produced a variety of vaccines (cattle-based, chicken egg-cultured,
rabbit-based, human-based; fresh, lanoline-preserved, glycerin-preserved, dried; and so on) with

35

Dr. Alfred Sommer, phone interview with Logan D. A. Williams, April 16, 2013.

36

World Health Organization Regional Office for South-East Asia, “25th Anniversary of the WHO

Regional Organization for South-East Asia, 1948–1973,” New Delhi, India: World Health Organization,
Regional Office for South-East Asia, 1975, http://apps.searo.who.int/pds/ShowDetails.asp?Code=B3768.
37

Leonard Rogers, “Smallpox and Vaccination in British India during the Last Seventy Years,”

Proceedings of the Royal Society of Medicine 38 (November 24, 1944): 135–39, cited in Frank Fenner,
Donald Ainslie Henderson, Isao Arita, ZdenEk JeZek, and Ivan Danilovich Ladnyi, “India and the
Himalayan Area,” in Smallpox and Its Eradication, History of International Public Health (Geneva,
Switzerland: World Health Organization, 1988); Nair, “They Shall See His Face” (ref. 14).
38

Frederique Apffel Marglin, “Smallpox in Two Systems of Knowledge,” UNU/WIDER Planning

Meeting on Systems of Knowledge, July 1987.
39

Sanjoy Bhattacharya, Mark Harrison, and Michael Worboys, “Innately Diverse,” in Fractured States:

Smallpox, Public Health and Vaccination Policy in British India 1800–1947 (New Delhi: Orient
Longman, 2005), 146–230.

14

different princely states competing to enhance the science of vaccination. 40 Despite the breadth
and depth of these scientific and administrative efforts, smallpox remained a significant cause of
blindness in India through the 1970s. 41 Around the same time, smallpox scars were also
responsible for 3% of blindness in Nepal. 42
The plan to eradicate smallpox worldwide drew on lessons learned from the failure of the
malaria eradication program (which was converted into a malaria control program). 43 The WHO
malaria worldwide eradication program from 1955 to 1960 was an expensive failure and
“[d]uring its 15 years of existence, it accounted for more than one-third of [the] WHO’s total
expenditures and its 500-person WHO staff dwarfed all other programmes. The USA alone
contributed nearly a thousand million dollars to the effort.” 44 The WHO malaria eradication
program failed as a public-health intervention in part because of its top-down, rigid structure. 45 It
was not nimble enough to adjust to different cultural and political-economic contexts although it
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reaped interesting scientific data that led to an understanding of the importance of surveillance
and containment strategies in stopping the spread of communicable diseases.
The application of these lessons to eradicating smallpox began in 1965, when the United
States funded an eradication program in West Africa led by Dr. Donald A. Henderson using
Center for Disease Control (CDC) medical officers and USAID staff. 46 Dr. William Foege
trained with the CDC and then worked on smallpox eradication in eastern Nigeria beginning in
December 1966. 47 Dr. Foege worked with Swiss-French epidemiologist Dr. Nicole Grasset (Red
Cross) and others; their West African studies proved in June 1967 that smallpox requires close
contact to spread and that surveillance-containment can be an effective control strategy. 48
In contrast to the WHO malaria eradication program, its smallpox eradication program
was initially underfunded, which led to the need for ingenuity. 49 Having been burned with the
failure of the global malaria eradication program, the director general of the WHO, Dr.
Marcelino G. Candau (Brazil), reluctantly authorized a global smallpox eradication program at
the insistence of the less economically developed countries voting bloc in the World Health
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Assembly in 1966. 50 This shocked the “Geneva bloc” which consisted of member-states such as
the United States, France, Britain, and other powerful industrialized countries, who had actively
opposed such a global program. 51 This was during the heyday of the Cold War, and therefore a
large part of their objection may have been because such a program for smallpox had been first
proposed by the Soviet Union almost a decade earlier. 52 Yet in 1964, US President Lyndon
Johnson first proposed his domestic program to eliminate poverty and racial injustice at home,
the “Great Society,” and also demonstrated interest in expanding this program into his foreign
policy. With pledged financial support from President Johnson in 1965, the WHO Director
General moved forward. 53
Before seeing the results of his plans with the US smallpox program for West Africa, Dr.
Donald A. Henderson became chief of the WHO smallpox eradication unit in Geneva in 1966. 54
At the WHO, Dr. Henderson modified the program he had previously designed to eliminate
50
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smallpox in West Africa. At this time both the United States and the WHO programs shifted
from the old strategy of mass vaccination to the new strategy of surveillance-containment
protocols which incorporated targeted vaccination in an outbreak area. 55
The WHO smallpox eradication program had an operating budget of $2.4 million per
year. 56 This small budget was a pittance compared to the malaria eradication program, especially
considering that that for its first seven years (1966–1972), cash donations to the smallpox
eradication program were only $79,500. 57 As implemented, the WHO smallpox eradication
program staff was small (9 in Switzerland, 150 around the world) and relied upon support at the
community level in addition to the national government level. 58 In each country where they
operated, this small staff required supplementation by domestic health personnel including
training local community leaders (such as teachers and religious leaders) to provide vaccinations.
Instead of sticking to a rigid operations manual, they improvised based in part upon the local
health care infrastructure and personnel that were available in each country. 59 This is
demonstrated by how the smallpox intensification program was run in India.
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Before the WHO started the global smallpox eradication program, the governments of
India and Nepal started their own eradication programs in 1962. 60 At this time, the ethos of
decentralization was just beginning to be theorized and applied to restructure United Nations-run
programs after the United Nations Technical Assistance Program published Decentralization for
National and Local Development. 61 Five years later, Europe, North America, and Australia were
considered officially “smallpox free” and the governments of India and Nepal also implemented
the WHO intensive smallpox eradication program. 62 The chief medical officer for the Nepalese
smallpox eradication program oversaw a centrally organized program staffed by His Majesty’s
Government in fifty of the kingdom’s seventy-five districts. 63 Dr. Purushottam Narayan Shrestha
worried about the bordering state of Uttar Pradesh in north-eastern India, since it was the source
of smallpox outbreaks that episodically injected smallpox into Nepal, despite local eradication
efforts. 64 Northern India shares the remote and difficult terrain of the Himalayan Mountains and
some plains areas with the country of Nepal and also shares western borders with what was then
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West Pakistan, and northeastern borders with China and East Pakistan (the territory which
became the independent nation of Bangladesh after civil war and succession in 1971).
East Pakistan suffered from a hurricane that brought a recently credentialed US internist,
Dr. Lawrence B. Brilliant, to South Asia to fight smallpox and later blindness. In 1970, Dr.
Brilliant, together with his friends from the Hog Farm entertainment activist commune in
Berkeley, California, purchased a bus and used it to travel from Germany to support relief efforts
for the Bhola typhoon (tropical cyclone) that had hit East Pakistan killing hundreds of thousands
of people. 65 They worked on relief efforts in East Pakistan until leaving due to the civil war with
West Pakistan.
Dr. Brilliant and his friends then moved to northern India and stayed at an ashram to
learn from a spiritual guru named Neem Karoli Baba. This guru convinced him to present
himself to the WHO SEARO office to tackle the problem of smallpox. 66 With her past
experience in smallpox eradication in West Africa, Dr. Nicole Grasset was appointed the WHO
South-East Asia Regional Office adviser for the WHO Smallpox Eradication unit in India in
1971. 67 She then hired Dr. Brilliant, who became one of the first WHO medical officers to work
on smallpox eradication in India in 1972. 68 Nearby in East Pakistan, and later Iran, another
65
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internist and future ophthalmologist, Dr. Alfred Sommer, worked for the US CDC Epidemiology
Intelligence Service on the epidemiology of smallpox and other infectious diseases. 69 Dr.
Henderson in West Africa in the 1960s, Dr. Sommer in Iran and East Pakistan in the 1970s, and
likely Dr. Brilliant in India in the 1970s had a strong desire to serve the public, but not as part of
the US military draft for the Vietnam War (1945–1975). 70
Dr. Brilliant was soon working with WHO SEARO in a big push to end smallpox in India
that lasted two years from 1973 to 1975. In June 1973, smallpox remained endemic in only five
(primarily South Asian) countries: India, Nepal, Bangladesh, Pakistan, and Ethiopia. 71 That
summer WHO SEARO staff worked with Indian health personnel to create a detection and
containment strategy applied village-by-village in ten-day increments. 72 In letters between Dr.
Henderson working in Geneva and Dr. Brilliant working in India, it became clear that the WHO
approach to eradicating smallpox had to change in order to be successful in India. 73 The
technical strategy was failing to account for local contexts and, in some cases, local resistance to
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vaccination by patients, and local resistance to implementation of the detection and containment
strategy by state officials. 74
[INSERT FIGURE 1]
Rededication of India’s central government, combined with short-term, flexible, and
decentralized labor used by the WHO smallpox eradication program in both India and Nepal,
helped to re-concentrate resources in order to eradicate smallpox. International news reporters
covering India’s peaceful nuclear explosion/test of May 18, 1974, also covered the smallpox
endemic to India and the recent outbreak that had exploded with thousands of cases in the
northeastern state of Bihar. 75 In June 1974, Prime Minister Gandhi’s administration agreed to
centrally coordinate India’s smallpox eradication program at the recommendation of the WHO.
This funneled funds from WHO to a centrally organized bureaucratic structure that could hire
local personnel that would focus on smallpox eradication only. The new structure relieved some
of Dr. Grasset’s frustrations with the caginess she had previously encountered from local
officials with a mandate to help her, but no money, personnel, or political interest to do so. 76
The WHO smallpox eradication program deployed short-term, flexible, decentralized
labor across the Republic of India. WHO SEARO negotiated with state and central authorities to
use the extensive labor pool available in each state to conduct their surveillance and containment
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strategy to eliminate the smallpox.77 In particular, the Bihar Military Police offered a disciplined
source of labor for the new strategy agreed upon by WHO SEARO, the central Indian
government, and the Bihar state government. 78 In January 1975, having determined a revised
surveillance and containment strategy that focused on door-to-door house calls instead of villageby-village searches, “Operation Smallpox Zero” began. 79 Dr. Brilliant later recalled that
eradicating smallpox in India required 100,000 Indian army soldiers making two billion house
calls over two years from 1973 to 1975. 80
Not only did WHO SEARO adapt to India with these new strategies, the joint teams of
international and Indian employees also had to adapt to each other, and to the differing politicaleconomic, bio-physical, and psycho-social contexts present in each state within India and district
within Nepal. The WHO SEARO staff worked in teams with permanent staff from the Indian
government. Together they also hired many temporary staff that they found locally in the
communities where they conducted the vaccinations; these staff were offered short-term
employment contracts and were relied upon by the WHO SEARO team members to help them
navigate local bureaucracy and negotiate local condemnation of vaccination. 81
In one example, US Peace Corps volunteers found that Nepalese people, of Gurung
ethnicity, were already familiar with vaccination. This familiarity came in part because of the
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Gurung villagers’ reverence for Shitala Mata, the Hindu goddess of smallpox, and the
relationship between worshiping the goddess and an older, non-Western, practice of variolation
to build immunity to smallpox. It may also have been partly because many of the village elders
were former Gurkha soldiers in the British military during World War I and World War II, and
thus were already familiar with modern Western medicine. The group of Peace Corps volunteers
worked in Lamjung District northwest of Kathmandu, but found that Gurung villagers were more
likely to cooperate with the vaccination program if the volunteers acceded to wait, as honored
guests, for the most auspicious time to begin vaccination. 82
Additionally, “Brilliant’s co-workers searched schools and markets as well as Shitala
Mata temples. People entering the temple to make an offering to Shitala Mata, the [Hindu]
[g]oddess of smallpox, were followed back to their houses where his co-workers often found
people with smallpox.” 83 Despite the insistence of British India that such worship was
superstition, and would end with modern public health vaccination programs, worship of Shitala
Mata continued concurrent with vaccination. As those patients with smallpox were traditionally
sequestered while the immediate family members did not accept visitors, 84 following a Shitala
Mata devotee back home was one avenue of finding smallpox patients. For the smallpox
eradication program to be successful, South Asian public health professionals and WHO SEARO
staff had to use leaflets dropped from airplanes, cash incentives, and local vaccinators, and they
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had to leave superior attitudes about modern Western scientific knowledge behind to better show
respect for their Hindu patients who engaged in Shitala worship. 85
On May 24, 1975, the last Indian patient with smallpox was identified as having
contracted the disease in East Pakistan. Finally, in August 1975, India celebrated smallpox
eradication along with Indian Independence Day. 86 With this celebration, the cycle of infection
from India and Nepal was ended, and Nepal could soon follow by reporting the last case on April
6, 1975, and the official eradication on April 13, 1977. 87
The very last natural case of smallpox in the world was found in Ethiopia on October 26,
1977. 88 Starting out with 10–15 million smallpox cases occurring annually in thirty-one endemic
countries in 1967, there were no known cases of smallpox in 1978 or 1979. The World Health
Assembly officially proclaimed, on May 8, 1980, that smallpox was successfully eradicated. 89 It
took twelve years and $98 million of combined international assistance, only 35% of which came
from the WHO regular budget, with the rest coming from other contributions. Any remaining
strands of smallpox, or the smallpox vaccine, can now be found in collaborating laboratories in
Geneva, Atlanta, or Moscow. 90
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WHO Delegates Blindness Programs to IAPB, 1975 Onwards
The global eradication of smallpox created a climate of optimism in which medical professionals
involved in “rural” and “public health” ophthalmology felt confident to propose a program to
eradicate blindness. These professionals worked through various NGOs. International NGOs
have been around since the 1920s; however, they have not been perceived to have influence in
the WHO. For example, the League of Red Cross Societies and the Rockefeller Foundation, in
addition to PASB, are well known to have been involved with the initial formation of the WHO
in 1946 as observers to the International Health Conference. 91 The precursor to IAPB, the
International Association for the Prevention of Blindness (founded in Hague in 1929), also preexisted the WHO, and has been a collaborator since the WHO’s founding. 92 However, the
general belief is that the WHO is more responsive to member-states and other multi-lateral
organizations like the World Trade Federation and the World Bank than it is to the influence of
NGOs or private corporations. 93
This belief deserves scrutiny since, from the beginning, the WHO’s constitution
recognized nongovernmental organizations as authoritative, with the capability to assume the
delivery of public health goods and services, and as amenable to coordination with a national
government, or multi-lateral organization. In the 1948 and 2006 copies of the WHO constitution,
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nongovernmental organizations are mentioned in article 18 (their rights and responsibilities in
the world health assembly) and article 71 (cooperating and coordinating with the WHO). Also,
article 33 of the WHO constitution discusses how the director-general can directly connect with a
national health program’s operating NGOs. 94
The WHO constitution, therefore, has helped to perpetuate decentralized health care
programs. There are two ways to think about decentralization at the WHO: deconcentration and
delegation. Deconcentration, or the movement of decision making and management authority
from central to peripheral government agencies, was part of the initial regional structure of the
WHO. This was true at the time of the founding of the WHO in 1946, and ratification of the
constitution by member-states in 1948. This continued to be the case over time as the historical
contingencies of the WHO’s founding as a regionalized organization made its administrative
design unique among UN organizations.
Delegation, or the movement of decision-making and management authority from central
government agencies to parastatal organizations such as public corporations or regulatory
commissions, increased over time at the WHO; this is demonstrated through the differences
between the earlier WHO smallpox eradication program and later WHO collaboration with IAPB
to create programs for eradicating blindness. The WHO took a vertical, command and control
approach to their program designs for malaria and also, to a lesser degree, for smallpox.
Although individual regional organizations took the lead, the overall mandate came top down
from the World Health Assembly executive committee. The reverse was true for the program to
eradicate blindness. In WHO, this program arose as a direct result of the optimism of eradicating
smallpox in South Asia. The WHO prevention of blindness program and the IAPB co94
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constructed each other; 95 the WHO directed the administrative structure of IAPB as an
organization, while IAPB had opportunities in advisory groups, consultation groups, and cocoordinated meetings to shape WHO policies to address blindness. Over time, the WHO
delegated even more authority to the international NGO IAPB, which became multilateral.
Director-General Candau planned this, and the WHO constitution long accounted for it. The
regions of IAPB exactly mirror the WHO regions, except that the region of the Americas in the
WHO has been split into Latin America and North America for the IAPB. Before the WHO
launched any blindness eradication programs, John F. Wilson began his many years-long
mentorship of Indian ophthalmologist Dr. Govindappa Venkataswamy. They met in 1965 while
both were attending an ophthalmology meeting on rehabilitating the blind in New York City. 96
This began a decades-long friendship.
Wilson was a blind British lawyer with a high degree of prestige and status among
ophthalmologists and public health professionals in Britain and worldwide. The son of a
minister, he was not born blind, but suffered from chemical burns in a school laboratory when he
was twelve years of age. 97 Before meeting Dr. Venkataswamy, Wilson had long been active in
member associations for the blind, including the World Council for the Welfare of the Blind. He
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also acted as the founder and long-term director of the UK-based Royal Commonwealth Society
for the Blind (now called Sight Savers International). 98 The Royal Commonwealth Society for
the Blind performed considerable work in Africa and India in the 1950s and 1960s to address
infectious trachoma and therefore, was well thought of by ophthalmologists working in the arena
of public health.
During this same time period, Dr. Venkataswamy was an ophthalmologist of high status
in southern India. He was responsible, in 1956, for heading an ophthalmology department in a
government hospital and, in 1961, for implementing community-based eye health outreach in the
southern state of Tamil Nadu. 99 Dr. Venkataswamy had significant achievements—especially
considering he suffered pain from rheumatoid arthritis since the beginning of his medical career
before Indian independence. Despite his accomplishments, he sometimes felt unconfident
because of his caste and race. 100 Before Wilson met Dr. Venkataswamy, the latter already
presided over “the growing network of eye camps all over Tamil Nadu and had developed a
network of friends and well-wishers across India who empathized with his passion for providing
good quality affordable eye care.” 101
[INSERT FIGURE 2]
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In addition to Dr. Venkataswamy and Wilson, the WHO was beginning to recognize
blindness as a severe threat to global health. A report published by the WHO in 1966 described
sixty-five different definitions of blindness, as defined by various member-states. At the 22nd
World Health Assembly in 1969, resolution WHA 22.29 requested the WHO-Director General:
1. To undertake a study on the information which is at present available on the
extent and all causes of preventable and curable blindness and to propose
activities in this field which the Organization would carry out within its
programme of work; and
2. To collaborate, as may be required, with other organizations having an interest
in this domain, including certain non-governmental organizations in relation with
WHO. 102
This interest in collaboration with nongovernmental organizations was not as distinctive as it
seems. A wide variety of resolutions of the World Health Assembly frequently urged that the
WHO coordinate with non-governmental organizations around key programmatic areas. 103 Over
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time, the WHO has coordinated many programs with NGOs, 104 while decreasing the number of
staff in Geneva and maintaining the number of staff in regional offices. 105
Meanwhile, Wilson was trying to refocus Dr. Venkataswamy from working regionally in
Tamil Nadu, to eliminate blindness nationally in all of India. When Dr. Venkataswamy
recounted his friendship with Wilson for his grandniece’s video Infinite Vision, he remembered
fondly how John was not intimidated by anyone and took him around “here and there.” In a
quote, excerpted in his grandniece’s book of the same name, he says
You see, as an eye doctor, I was not thinking of a national programme or a global
programme.… I just wanted to be a good doctor and operate on the people who
came to me—whoever I could reach…. John saw I was working with the
community, he thought, “Now here is a fellow who can be gradually molded to
work at the national or international level.” 106
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Dr. Venkataswamy indicates in the quote above that mentorship from Wilson, including the
social networks that Wilson brought him into, expanded his self-confidence that what he was
doing in Tamil Nadu was valuable across all of India and perhaps around the world as well. In
1969, the Royal Commonwealth Society for the Blind began the “Eyes of India” campaign,
which Wilson credited with leading to: (1) new procedures for treating blindness on a large scale
in the rural areas of India, and (2) influencing the Indian government’s Indian National
Programme to fight blindness. 107
The WHO was still gathering data from member-states about the causes of blindness in
1970. As part of fulfilling his duties after resolution WHA 22.29, the WHO director general sent
a questionnaire to all of the member countries, soliciting information on the state of blindness
within each country in March 1970—just two months before the 23rd World Health
Assembly. 108 Two years later, he reported his results: there were, at minimum, 8.5 million people
confirmed with blindness in forty-one countries around the world; this was on the same order of
magnitude as previous estimates of 10 million people with blindness worldwide. 109 In his report
to the 25th World Health Assembly in provisional agenda item 2.6, Dr. Candau argued that
infectious causes of blindness had decreased over time and diseases such as smallpox no longer
contributed to the causes of blindness at the same high level that they did in 1943 when the first
data on blindness and its causes worldwide was recorded. 110 Throughout the report he
acknowledged the role of UNICEF in assisting the WHO to address trachoma in Asia, Africa and
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Europe, as well as the importance of non-profit non-governmental organizations such as the
Royal Commonwealth Society for the Blind in fighting infectious causes of blindness such as
onchocerciasis in former British colonies in Asia and Africa. However, in this report the
Director-General expressed the desire to move away from the WHO’s work on understanding
disease etiology (origins and causes) to future work on disease prevention and cures.
With the many different national definitions of blindness, further standardization and
clarity of technical details of preventing and curing blindness was required. 111 Therefore, Dr.
Candau proposed that a Study Group on the Prevention of Blindness was necessary to provide
more detailed technical information to inform the need for a comprehensive “public health
ophthalmology” program. 112 The Director-General also suggested that, “Collaboration with other
international bodies such as UNICEF, ILO, FAO, and UNESCO and with non-governmental
organizations should be intensified in order to encourage the development and co-ordination
activities dealing with the curative and rehabilitation aspects, in addition to prevention.” 113 Thus,
the director general ended his report by suggesting that more collaboration was necessary with
organizations such as UNICEF that are inside the United Nations as well as external nongovernmental organizations outside of the United Nations.
The Indian delegation to the 25th World Health Assembly in 1972 then proposed that
WHO intensify technical assistance and educational assistance to member-states to support
national programs to prevent blindness and medical education for ophthalmologists. The
secretariat of the WHO and the Government of India (with the support of the third Prime
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Minister of India, Indira Gandhi) drafted resolution WHA 25.55, which the assembly
unanimously approved. 114
Although the global program to eradicate blindness was proposed and the idea circulated
worldwide at the 25th World Health Assembly in May 1972, some believe the idea first
originated in Israel in the 1960s. 115 Israeli professor Isaac Michaelson convened a scientific
meeting on blindness prevention in Jerusalem in 1971. 116 In August, just a few months after
WHA 25.55 was proposed, a special issue of the Israel Journal of Medical Sciences on “public
health ophthalmology” was published. The special issue promoted the idea of a global program
to eradicate blindness and featured an article by Dr. Venkataswamy, among other
ophthalmologists from around the world. 117 At the time, India had a population of approximately
548 million people, with approximately 42 million people living in Dr. Venkataswamy’s home
state of Tamil Nadu and most of the population in central India. 118
A few months later, in November 1972, approximately twenty-four people met at the
WHO in Geneva to convene the study group on preventing and curing the problem of blindness.
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The study group included leaders in public health ophthalmology from around the world. 119
Among the Study Group members were Dr. A. E. Maumenee of the Wilmer Eye Institute at
Johns Hopkins Hospital in Maryland and Dr. G. Venkataswamy a professor of ophthalmology at
Madurai Medical College in India. Dr. W. J. Holmes (US) attended as a representative of the
International Association for the Prevention of Blindness. Wilson represented both the Royal
Commonwealth Society for the Blind and the World Council for the Welfare of the Blind as a
member of the Study Group secretariat. 120 Therefore, the idea of a global program to eradicate
blindness was taken up worldwide in 1972 at the World Health Assembly, in scientific journals,
and among non-profit non-governmental organizations around the world.
Of the many diseases that cause blindness, this study group identified cataract disease as
a target for an international program, saying that such a program would likely have a “massive
impact in the countries concerned” because treatment for cataract disease, in the form of cataract
surgery, was advanced enough to be practical and justifiable at a large scale. 121 The study group
also advocated for the creation of an international coordinating body for blindness in addition to
national ophthalmic health services. 122
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Dr. Marcelino G. Candau retired from the WHO in July 1973 after twenty years shaping
the organization as its second and longest-serving director general. 123 The new director general,
Dr. Halfdan Mahler (Denmark), participated in the WHO SEARO meeting in New Delhi shortly
after his inauguration and was lauded by the various national representatives to the Regional
Committee for his decision to participate in their 25th anniversary celebration. 124 At the 25th
anniversary meeting, the regional director of WHO SEARO, Dr. V. T. Herat Gunaratne (Sri
Lanka), commented on the office’s status as the first regional office ratified by member-states at
the WHA. He also praised the progress of the South-East Asia Region toward eliminating
smallpox and becoming more self-reliant and self-sufficient in biomedical laboratory analysis
and vaccine production after twenty-five years. Dr. Mahler’s remarks were less congratulatory.
He reflected that the world was watching what a regionally concentrated organization, such as
the WHO, would do with the resources the member-states had provided. Dr. Mahler cautioned
that the smallpox eradication program could make or break the WHO as a functional
organization. Then he requested that WHO SEARO escalate their smallpox efforts because they
had “the biggest share of the work to accomplish” with 88% of the world’s cases. The speeches
from other WHO SEARO officials, other UN organization officials, and representatives from
NGOs and member-states continued through the anniversary celebration. Only one memberstate, Indonesia, spoke publically about their concern for blindness as part of an array of
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problems WHO SEARO should focus on addressing the next twenty-five years. Indonesia’s
agenda did not include smallpox, since they had already eradicated it. 125
Dr. Mahler also participated in the private regional meeting. Considering that his public
speech focused on the troubling elements of WHO’s regional structure, his request that WHO be
considered a coordinating instead of implementing partner was met with more skepticism. The
alternate representative from Indonesia, Dr. Peter Patta Sumbung (Chief of Bureau for Special
Affairs, Department of Health, Jakarta), reflected on the decentralized structure of the WHO and
asked the new Director-General if there were any criteria for why certain projects were
administered by headquarters in Geneva, while other projects were administered by the regional
offices. Yet Dr. Sumbung was supportive of Dr. Mahler’s idea of making WHO health services
contextually based in local needs.
Overall, a large concern at this meeting was how the regional member-states would
eradicate blindness. The representative from Nepal, Dr. G. S. L. Das (Deputy Director General,
Ministry of Health, Kathmandu), asked what was being done about blindness due to
xerophthalmia (nutritional deficiency of Vitamin A) and cataract since both were prevalent in
SEARO. The response from the Regional Director, Dr. V. T. H. Gunaratne, indicated that WHO
SEARO had hired a consultant to further investigate the magnitude of blindness in SEARO. 126

125

WHO Regional Office for South-East Asia, “25th Anniversary” (ref. 36); Henderson, “Dispelling the

Myths” (ref. 47).
126

World Health Organization Regional Office for South-East Asia, Twenty-Sixth Session, Report and

Minutes of the Twenty-Sixth Session of the WHO Regional Committee for South-East Asia, New Delhi,
18–24 September, 1973 (New Delhi, India: World Health Organization, Regional Office for South-East
Asia., November 1973), 54–57.

37

Based on this meeting, Dr. Mahler noted in his annual report that, in 1973, a few of the
eleven member-states within the WHO South-East Asia Region seemed to be progressively more
interested in consulting, advising, and training services from the WHO in order to prevent
blindness and restore sight due to cataract and glaucoma. He commented in particular that WHO
conducted “A preliminary assessment of the needs and resources in Bangladesh, Burma and
India” to fight blindness in November 1973. 127 Blindness surveys were also designed or
conducted in the Eastern Mediterranean Region and the European Region with the help of
consultants from the WHO. 128 These preliminary assessments were later expanded to Nigeria
(1974) and Guatemala (1975). 129
By the end of 1973, the WHO executive board had already established official relations
with non-profit, nongovernmental member associations related to blindness and ophthalmology
including the International Association for Prevention of Blindness, the International Federation
of Ophthalmological Societies, the International Organization against Trachoma, and the World
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Council for the Welfare of the Blind. 130 The director general specifically noted that, “[c]ontacts
with nongovernmental organizations were intensified during the year” as a deliberate act by the
WHO to both provide and receive technical assistance and support as concerned the problem of
blindness. 131
With a push from Dr. Mahler, in October 1974, members of the International Association
for the Prevention of Blindness Executive Committee finalized the constitution of the newly
restructured and renamed International Agency for the Prevention of Blindness (IAPB) while
attending the American Academy of Ophthalmology and Otolaryngology meeting in Dallas,
Texas. 132 On January 1, 1975, the World Blind Union and the International Council of
Ophthalmology joined together in turn with individual ophthalmologists and representatives of
other member associations related to the problem of blindness. Together they formed the new
International Agency for the Prevention of Blindness (which succeeded the preexisting
International Association for the Prevention of Blindness).
Importantly, the restructured IAPB was founded by organizations, not just individuals.
The IAPB was started by premiere ophthalmologists from developing and industrialized nations
and they elected Sir John Wilson their first president. The IAPB is unique because, from the
beginning, its executive board was composed of leading nongovernmental agencies advocating
for blind people, leading nongovernmental agencies advocating for the prevention of blindness,
individual medical professionals with unique and specialized expertise (epidemiology and
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virology in addition to the sub-specialties of ophthalmology), and officials from the WHO. 133
Dr. Mahler believed that the IAPB, as the new collaborating NGO for the WHO Prevention of
Blindness program, would enable an expansion of the work of the program. 134 The purpose of
the IAPB is to eradicate blindness through a global program “with an emphasis on underserved
communities.” 135 In the IAPB Constitution, article II function “a” is specifically related to the
coordinating role of IAPB with the United Nations. 136
Sometime before the 28th World Health Assembly, a visit by Sir John F. Wilson and Dr.
Venkataswamy to “the ministry” ended up becoming a request that Prime Minister Indira Gandhi
provide support for a national organization to control blindness. 137 A survey by the Indian
government in 1974 had indicated that the prevalence of avoidable blindness was 1.38% of the
population. 138 Therefore, a centralized program was considered necessary by the Prime Minister.
In May 1975, Wilson, in his new role as President of IAPB, presented his plea before the
28th World Health Assembly first technical committee A that the WHO coordinate national
133
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programs to prevent blindness. 139 His request was made more convincing by his revelation that
the IAPB had already coordinated thirty national committees to work on the issue of
blindness. 140 The World Health Assembly plenary subsequently approved resolution WHA
28.54, which requested director general Mahler to continue and expand efforts to fight blindness,
and to work with member-states to set up national programs “especially aimed at the control of
trachoma, xerophthalmia, onchocerciasis and other causes and to introduce adequate measures
for the early detection and treatment of other potentially blinding conditions such as cataract and
glaucoma,” and also continue to work with nongovernmental organizations on funding and other
resources. 141 This resolution formed the basis for creating the new technical cooperation
program. 142
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At the following 28th WHO SEARO meeting in August, the regional committee followed
the World Health Assembly’s resolution on the Prevention of Blindness (WHA 28.54) with their
own resolution SEA/RC28/Rl0. The representative from India, Mr. Gian Prakash (Secretary,
Ministry of Health and Family Planning, New Delhi) made everyone aware that the Central
Council of the Ministry of Health and Family Planning of India had already resolved that “the
problem of blindness should be tackled under a national scheme.” Therefore, the Government of
India requested technical assistance in the form of 5,280 ophthalmology equipment kits to be
placed in primary health centers and visual aids for the blind. 143
India started the National Programme for Prevention of Visual Impairment and Control of
Blindness in 1976. The new program subsumed its earlier National Trachoma Control
program. 144 The National Programme for Prevention of Visual Impairment and Control of
Blindness was started without funding from the WHO which instead provided technical
assistance and advice. 145 The Indian program to control blindness was unique because it was
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problem-oriented instead of disease-oriented. 146 As the first national blindness eradication
program in the world, it set the standard for later such programs to be coordinated instead of
implemented by the WHO.
As had long been planned, the theme of WHO’s World Health Day in 1976 was
“Foresight Prevents Blindness.” In that same year, the WHO organized an inter-regional meeting
in Baghdad, Iraq, to discuss the causes of blindness and the requirements to address it, including
the development of human resources and eye health infrastructure. 147 In 1976 and 1978, Dr.
Grasset and Dr. Brilliant were still part of the WHO SEARO office when it held meetings and set
new goals and a new budget to tackle blindness.
Meanwhile, in Delhi in 1976 and 1978, the WHO SEARO held meetings to identify the
causes of blindness and assess the magnitude regionally, and to determine how to eradicate
blindness in South East Asia. The WHO SEARO meeting about blindness in 1978 brought
together ophthalmologists from around the region with WHO staff, and therefore was a key
event linking WHO SEARO smallpox staff Drs. Nicole Grasset and Larry Brilliant with Dr. R.
P. Pokhrel an ophthalmologist from Nepal. In order to address blindness in the region, WHO
SEARO wanted to: pinpoint the causes, calculate the extent, create a strategy, and monitor and
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assess the results of implementing the strategy. 148 Likely as a result of the goals identified in
these meetings, the proposed portion of the future WHO SEARO 1980–1981 budget to address
blindness issues was in the amount of $839,300. 149
At the first general assembly of the restructured IAPB in 1978 in the United Kingdom, it
was clear that the IAPB was regionalized following the design of the WHO. The name, general
assembly, mirrors the name of WHO’s World Health Assembly but the function is different. In
contrast to the WHA, the IAPB General Assembly is where NGOs, individuals, national-member
committees, and regional committee chairs report progress in meeting the charge that WHO has
given the IAPB to eradicate blindness. The WHO sets policy on combating blindness (in
consultation with and informed by organizations such as International Council of
Ophthalmology, IAPB, and Helen Keller International). The IAPB works at a variety of levels to
support governmental and nongovernmental programs implementing this policy and collect data
about the results. 150
To start, the IAPB had eight regional committees, and this was composed of fifty-six
national committees. 151 This was deliberately modeled after the six WHO regional offices. 152
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The IAPB organized an international general assembly every four years. In between, the regional
committees and national committees organized their own conferences on blindness. Hence, from
its beginning, the IAPB functioned as the most prominent member association for
ophthalmology professionals interested in eradicating blindness. With this restructuring, this
international non-profit, nongovernmental organization served as an ancillary to the WHO
according to the resolution WHA22.29 proposed under Director-General Candau.
At the IAPB’s first general assembly, Dr. Patricia E. Bath was elected as an alternate on
the executive board. 153 Dr. Bath had presented her definition of community ophthalmology in
1976 at the American Public Health Association meeting in Miami, Florida. 154 With her previous
public-health volunteer experiences as an undergraduate student in Yugoslavia, and as an
internist in her home neighborhood of Harlem, New York, Dr. Bath was sensitive to how some
types of public health problems, in this case blindness, disproportionally affect the
marginalized. 155 In Yugoslavia the marginalized were women and children, and in the United
States they were African-Americans. In each case, the key insight was better quality primary
health care. Dr. Bath made integrating eye health care into primary health care the cornerstone of
Americas further into North and Latin America).” See WHO Office of External Coordination,
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her new program of community ophthalmology to provide eye health care to the marginalized in
the United States and around the world. 156 Meanwhile, Dr. Bath was passionate in believing that
community ophthalmology methods would mitigate and reduce avoidable blindness; she
introduced her programs in Africa and Asia with the help of colleagues like Professor Taj
Kirmani from Pakistan and the IAPB regional chair for Africa, Professor C. O. Quarcoopome
from Ghana. 157
[INSERT FIGURES 3 AND 4]
Finally, at the behest of the IAPB, WHO started the Prevention of Blindness program in
1978. 158 In 1980, the same year that the WHO officially declared smallpox eradicated, the WHO
Program for the Prevention of Blindness staff in Geneva grew from one to two people and was
finally assigned its own budget of $2.3 million. 159 When directly comparing the different disease
eradication programs run by the WHO, there is clearly a shift between the larger, more
expensive, centrally organized eradication programs for malaria and smallpox prior to the 1970s,
versus the smaller, cheaper, distributed organization of the eradication program for avoidable
blindness (see Table 1 below).
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[Insert Table 1. Comparing the World Health Organization’s Eradication Programs]

The focus of an international network of ophthalmologists on different definitions for
public health ophthalmology over time demonstrated the widespread interest and the urgent
nature of the burden of avoidable blindness to those outside and inside of the network. The
global network of professionals interested in eradicating blindness participated in the second
IAPB meeting in 1986 in New Delhi. 160 At this meeting, Dr. Venkataswamy defined community
ophthalmology by pointing to Director-General Candau’s earlier call for a public health
ophthalmology. 161 In the late 1970s and early 1980s, there were pockets of ophthalmologists at
premiere institutions around the world (for example at Johns Hopkins University and the
University College London) becoming interested in so-called public health ophthalmology or
rural ophthalmology. This idea of creating dedicated ophthalmology programs to “reach the
unreached” emerged along with the global network to eradicate blindness in the 1970s to the late
1980s. 162 American ophthalmologist Dr. Carl Kupfer, who founded the US National Institutes of
Health National Eye Institute in 1970 as its first director, defined public health ophthalmology as
a new way of delivering eye health care that includes “preventative, curative and promotive
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activities.” 163 He commended the British ophthalmologist, Dr. Barrie Jones, as a pioneer in the
field of public health ophthalmology in the United Kingdom. Dr. Jones was also known for
coining the phrase “the burden of avoidable blindness.” 164 Concurrently, in South Asia, at the
famous All India Institute of Medical Sciences in New Delhi, Dr. L. P. Agarwal outlined a new
national program to fight avoidable blindness based on the new concept of community
ophthalmology. 165 Dr. Syed Modasser Ali published the first book developing practical guidance
for creating community ophthalmology programs through a local press in Bangladesh. The book
was reviewed by a colleague of Dr. Barrie Jones at the University College London. 166 Thus, Dr.
Venkataswamy’s discussion of community ophthalmology in the New Delhi IAPB meeting was
part of a larger, international ground-swell of governmental, nongovernmental, and private eye
clinics focused on serving the underserved. The IAPB began observing at WHO, before shifting
to influencing the creation of the WHO Prevention of Blindness program, and finally, to serving
as its advisor and ancillary. The WHO has delegated some decision making, management, and
financial authority to IAPB.
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Conclusion
The eradication of smallpox in WHO South-East Asia Regional Office demonstrates the
deconcentration of administrative power from the central office to the regional offices built into
the WHO constitution. It brought Western epidemiologists to the region and proved a tipping
point for international interest in a global program to eradicate avoidable blindness. Arguably, in
the 1970s, there was a conversion of economic and social resources from the disease of
smallpox, to the diseases of avoidable blindness. This was facilitated by a regional concentration
of administrative power in the WHO South-East Asia Regional Office. This essay tracked the
shift in the WHO approach to disease eradication as it was shaped by its deliberate delegation of
decision making, management, and fund raising to NGOs.
Some may argue that the WHO smallpox eradication program was an example of E. F.
Schumacher’s concept of appropriate technology. 167 Others suggest that the WHO smallpox
program was viewed, similar to the WHO malaria eradication program before it, as authoritarian
and top-down and not exemplary of the new primary “health care for all” initiatives occurring
later in the 1980s under the third WHO Director-General Halfdan Mahler. 168 The historically
contingent dependency of the formation of the global network to eradicate blindness on smallpox
eradication in South Asia suggests that, from the 1960s to the 1990s, there was a clear shift at the
WHO between the larger, more expensive, centrally organized eradication programs for malaria
and smallpox versus the smaller, cheaper, decentralized organization of the eradication program
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for avoidable blindness. This demonstrates that WHO began to develop a reputation for
coordinating and leading (as opposed to implementing) global health initiatives in the 1970s, and
that it was uniquely suited to do so because of its constitution. 169
The connections between prominent Western doctors and South Asian ophthalmologists
grew and strengthened over time into a network of community ophthalmologists with strong
roots in South Asia, the United States and United Kingdom. The decentralized power of the
WHO was seen even further in the push in the early 1970s by the director general to connect
with non-governmental organizations in order to collect data about blindness and coordinate
programs to fight blindness. Thus, the subordinate network of community ophthalmologists grew
from small nodes in various countries to stretch across the world with the multilateral
organization called the International Agency for the Prevention of Blindness providing the
coordinating structure instead of the WHO. This is demonstrated above by interactions between
WHO staff members from Western industrialized nations working in India and Nepal (Dr.
Brilliant from the United States, Dr. Grasset); prominent executive board members of the
International Agency for the Prevention of Blindness (Dr. Bath, Dr. Sommer, and Dr. Kupfer
from the United States, and Sir John Wilson from the United Kingdom); and prominent
ophthalmologists in South Asia who also served as International Agency for the Prevention of
Blindness (IAPB) executive board members (Dr. Venkataswamy in India and Dr. Pokhrel in
Nepal).
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As demonstrated above, it is a misperception to believe that NGOs lack influence in
policymaking and programs for global health at the WHO. The WHO has remained a nimble
multilateral organization without being overly swayed by the sometimes-competing interests of
member-states from the global north and the global south. 170 Meanwhile, the WHO was also
shaping, and being shaped by international non-governmental organizations. Noticeable
examples are large non-profit foundations such as Rockefeller and Gates which have shaped the
biomedicalization of the WHO’s technical agenda. 171 However, smaller multilateral NGOs, such
as IAPB, facilitate bottom-up agenda-setting in the WHO. This occurs for two main reasons: (1)
the WHO constitution has a built-in mechanism for coordinating with NGOs at different scales;
(2) the international connections between experts in multi-lateral organizations and international
NGOs are flexible and influential. The circulation of these experts in international organizations
is analogous to the revolving door between US government and industry and deserves further
consideration. 172 Thus, the expert network of community ophthalmologists developed in both the
wealthy industrialized nations of the global north and the less economically developed nations of
the global south around appropriate technology discourse, and they converged around the
discourse of treating the “burden of avoidable blindness.” 173
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