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Ophthalmoscopy training should be mandatory for medical undergraduates:  

In India, the rate of blindness due to diabetic eye disease is on the increase because of the increase in the 
average life span, better standards of living and better care of the diabetic. Screening for diabetic 
retinopathy is effective in preventing blindness and is also cost-effective.1 To reduce the blindness 
associated with diabetic retinopathy, we must identify and treat high risk persons before loss of vision 
occurs. Tertiary prevention in the form of laser treatment for proliferative diabetic retinopathy and 
macular oedema is available all over India. 
 
Diabetes-control programmes are effective in identifying and treating persons at high risk for vision loss.1 
It is estimated that by the year 2010 the world’s diabetic population will have doubled, reaching an 
estimated 221 million.2 Timely diagnosis and referral for the management of diabetic retinopathy can 
prevent 98% of severe visual loss.3 Early diagnosis and treatment of diabetic retinopathy in Sweden has 
resulted in the virtual elimination of blindness due to diabetic retinopathy.4 
 
The diabetic population in India is estimated to be 20 million at present, with approximately 80% 
harbouring some grade of diabetic retinopathy (16 million).5 The blindness in non-insulin dependent 
diabetes mellitus (NIDDM) due to diabetic retinopathy is about 2% (0.26–0.32 million), while the same 
figure in IDDM patients is 4% (0.07 million). Thus, the total blindness in diabetics is approximately 0.33–
0.39 million. 
 
Screening by ophthalmologists or diabetologists is hospital based. However, a large number of diabetics 
are cared for by their general physicians and not by a diabetologist or ophthalmologist. General physicians 
are easily accessible to patients and are thus well placed to undertake screening in the community. 
Typically, a medical student’s experience in direct ophthalmoscopy is limited and thus they may not have 
sufficient experience in detecting diabetic retinopathy. With proper training, they could form the 
backbone of the screening programme for diabetic retinopathy. 
 
To validate the effectiveness of screening for diabetic retinopathy by non-ophthalmologists, we trained a 
fresh medical graduate (MB,BS, equivalent to a general physician) in direct ophthalmoscopy and then 
asked him to detect and grade diabetic retinopathy. His results, as compared to a retinologist, were very 
encouraging and matched those of international studies.6 
 
The analysis of the person-diagnosis of retinopathy (of any grade) of general physicians revealed an 
agreement of 93% (only 1 out of 6 diagnosed as harbouring retinopathy did not have any grade of diabetic 
retinopathy; false-negative 2.3%). 
 
The analysis of the person-diagnosis of ‘sight-threatening diabetic retinopathy’ (STDR, defined as either 
clinically significant macular oedema7 or severe non-proliferative diabetic retinopathy/proliferative 
diabetic retinopathy with high risk characteristics8,9) of general physicians revealed an agreement of 91% 
(only 1 out of 7 diagnosed as STDR did not have STDR; false-negative 4.2%). 
 
The sensitivity of screening for diabetic retinopathy increases with the healthcare providers’ training and 
experience in performing eye examinations.10 With appropriate training, non-ophthalmologists should be 
able to detect diabetic retinopathy and make a correct decision regarding the need to refer the patient 
for tertiary care. Medical undergraduates (future general physicians) are a very strong, reliable and 
effective workforce that has been unutilized for a long time. They could prove to be invaluable in the 
prevention of diabetic blindness, if trained well, and then provided with the requisite screening protocols 
and follow up parameters. We suggest that health planners should consider making direct ophthalmoscopy 
mandatory in the education curriulum of medical undergraduates. 
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