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ABSTRACT

TITLE: PROFESSIONAL NURSES' PERFORMANCE IN THE PREVENTION OF

BLINDNESS AND THE REHABllJITATION OF THE BLIND IN REGION H

OF KWAZULU-NATAL

Blindness in humans is one ofthe most feared disabling handicaps. Over the last two decades

blindness has come to be regarded as a worldwide condition that is largely preventable or curable

(Taylor, Katala, Munozand Turner, 1991). Preventable blindness, however, is a bigger problem

since throughout the world, health resources are mostly used for treatment rather than for

prevention ofdisease.

The incredible role played by vision is never fully appreciated until it is compromised. The fact

is that, ifanything occurs to decrease or destroy vision, it also alters the efficiency of interaction

with the environment. The lost vision can never be recovered.

The concern is that despite the fact that blindness is one ofthe common disabilities in South

Africa, eye care is inadequately recognized as an important field ofnursing. This is possibly due

to the filet that eye disorders are not life-threatening. The South Afiican Nursing Council 1997

statistics on post basic qualifications reveal that there are 455 registered nurses ofall races holding

on ophthalmic qualification. The Kwazulu-Natal Department ofHealth statistics (1994) also

reveal that there are only 53 professional nurses in Kwazulu-Natal qualified in ophthalmic

nursing. It has been established that even these nurses are practising in such a way that they

cannot be in a position to be directly involved and I or specialise in eye care services. They

therefore do no maximally contn"bute to the prevention ofblindness and the rehabilitation ofthe

blind. This further suggest that ophthalmic nursing is not a popular nursing sub-discipline.

The great concern is that deterioration in eye function may end up in total blindness which is often

avoidable through preventive and promotive care. At community level, prevention ofblindness

requires that simple but adequate eye care and guidance on eye health be made available within
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the context ofprimary health care (Thylefors 1991). This vital work can be performed much

better by nurses since their training and orientation is towards the community and the patient not

just the disease (Perry & Tullo, 1990).

The clinics are the important initial points between the clients with eye problems and the health

services. It is therefore significant that nurses working at the clinics be competent and skilled in

the prevention ofblindness and the rehabilitation ofthe blind.

The descriptive study was undertaken in KwaZulu-Natal region H. The purpose was to evaluate

the professional nurses' performance in the prevention ofblindness and rehabilitation ofthe blind.

The target population was the professional nurses practising in clinics. The sample size consisted

of50 professional nurses.

The approaches used for collecting the information were the observation checklists,

questionnaires and patient interviews.

The study proceeded in three phases namely:

(i) the pre-intervention performance phase,

(n) the intervention phase

(ill) the post-intervention phase

The findings revealed that both ophthalmic trained and non-ophthalmic trained professional nurses

who practised in general clinics performed at a "below satisfactory" level. Their extent of

performance was also low. The ophthalmic trained and non-ophthalmic trained nurses who

practised in eye clinics performed generally at satisfactory level in most activities. However, on

community-based nursing activities, the performance of all professional nurses was "below

satisfactory".

The post-intervention performance ofprofessional nurses who participated at a workshop was

generally satisfactory.
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The conclusions drawn from the study were that:

professional nurses, both ophthalmic and non-ophthalmic trained, who practised

in general clinics performed at "below level"

professional nurses both ophthalmic and non-ophthalmic, trained who practised

in eye clinics performed at "satisfuctory level" in most activities

all professional nurses' performance pertaining to community based eye care

activities, was "below satisfactory"

a form of education, or training on eye care improves professional nurses'

performance in the prevention ofblindness and rehabilitation ofthe blind.

The recommendations from the study were that;

ophthalmic trained nurses be allocated in general clinics (at least one ophthalmic

qualified nurse per clinic) to work along side with non-ophthalmic trained nurses,

and that basic eye care facilities and equipment be made available in general

clinics.

professional nurses working at the clinics including those with DCHAC to receive

formal or informal training on eye care. Seminars, workshops, in-service

education and short courses on eye care be undertaken to improve eye care

services.

community based services on eye care should be encouraged.



CHAPTER ONE

l.l STATEMENT OF THE PROBLEM

Humans rely very much on their sense ofsight to interact with their environment. So, if

anything occurs to decrease or destroy vision, it also alters the efficiency of interaction

with the environment. Blindness may therefore, be regarded as one ofthe most feared

disabilities.

According to Rendall (1990), preventative aspects ofblindness are side-lined and most

welfare stafftime is spent on rehabilitation ofthe blind. Blindness is also considered by

some people as an inevitable sign ofold age or an outcome offate that one must accept.

However, over the last two decades blindness has come to be regarded as a worldwide

condition that is largely preventable or curable (Taylor, Katala, Munoz & Turner, 1991).

It must also be pointed out that the incredible role played by vision is never fully

appreciated until it is compromised or lost.

The great concern is that deterioration in eye function may end up in total blindness which

is often avoidable through preventive and promotive care. Another concern is that despite

the fact that blindness is one of the common disabilities in South Africa, eye care is

inadequately recognized as an important field ofnursing. This is possibly due to the fact

that eye disorders are not life-threatening. According to Van der Walt & Lombard

.(1987), a study on the significance and prevalence ofvisual impairment in South Africa,

conducted by Hadley in 1986, showed that the overall rate ofblindness in South Africa
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is not lower than 2.37"/0 per I 000 ofthe population. He further pointed out that though

the information is inadequate, the Black population has a high rate ofblindness. Cook,

Knight and Crofton-Briggs (1992), conducted a study on "The prevalence and causes

of low vision and blindness in Northern KwaZulu-Natal". They examined 268

subjects, 241 (90%) were found to have visual impainnent. Out of241 (90%) subjects

61 (25,3%) were blind, 85 (35.3%) had low vision, 61 (25.3%) were blind in one eye.

They identified that the prevalence ofblindness was 1,0% (95%) confidence interval (0.7­

1.2%) and the prevalence of impaired vision was 1.4% (95%) confidence intervall.l­

1.7%.

Cook & Stulting (1995) conducted a study on "The prevalence. incidence and causes

onow vision and blindness in KwaZulu-Natal". The findings revealed that in a rural

populationof5 317 000, the prevalence ofblindness was 1.00% (53 170); the estimated .

annual incidence of cataract blindness was 6 380; and the estimated prevalence of

childhood blindness was 0,02% (1 063). The prevalence oflow vision was 11,4% (74

438). In an urban population of3 280000, the blindness prevalence was estimated as

being 0.60% (19 686), and the estimated annual incidence ofcataract blindness was 2 362.

They identified that the 1991 population figure for Northern KwaZulu-Natal was 81 901

and amongst these people 819 were blind and 322 were blind due to cataracts.

According to Empangeni Eye Clinic statistics for 1995, the following were identified:

About 580-700 clients/patients were seen per day. Amongst these patients, about 4

(0.60/0-0.7"/0) were blind, the main causes were cataracts and glaucoma. About 2 (0.3%)

had unilateral blindness due to eye injuries such as assault, industrial accidents and home

2



accidents. Home accidents were reported mainly amongst children. About 1 (0.14-0.2%)

reported unilateral blindness due to corneal opacities and were booked for corneal

transplant. The information already stated shows that blindness appears to be one ofthe

increasing health problems that require attention.

Although some health professionals may not view blindness as one ofthe health problems,

the researcher perceives it as one of the important health problems. In 1994, the

researcher noted five (5) families, (two (2) at Eshowe and three (3) at Empangeni) with

five (5) one in each family) blind persons, adults and children, whose blindness was

regarded by family members as fate. Some blind people are found at the street corners of

every town/city in South Afiica begging for money in order to meet their financial needs.

This indicates that there are a number ofpeople, especially in rural areas with unreported

blindness.

Though according to the Bureau for the Prevention of Blindness, the statistics for

blindness for the Black population are inadequate in South Africa, blindness is one ofthe

common problems. This is supported by the fact that various strategies are undertaken

in order to fight against blindness. The Bureau for the Prevention ofthe Blindness, for

example, provides preventive and curative eye care services to the rural indigent people

ofSouth Africa, more especially to fight against cataract blindness.

A primaIy health care train which operates throughout the Republic ofSouth Africa as the

Phelophepha started in 1993 as the eye care train. The launching of a fully fledged

primaIy health care train was in 1994. This service provides eye care as part ofprimary

3



health care. Eye care activities in this service involves screening of patients for eye

disorders, refraction and supplying eye spectacles and referring those who need expert

treatment. The eye clinic services also include school visits for education and screening

performed by nurses and/or ophthalmology students (Transnet-PheIophepha News, 1997).

According to Cook & StuIting (1995), blindness is one of.the health problems in

Kwazulu-NataL As a result they suggested principal strategies for the blindness

prevention programme for the improvement of facilities. Nurses in general, and

ophthalmic nurses in particular, appear to fall short in playing their role in the prevention

ofblindness. There are only fifty three (53) professional nurses in KwazuIu-NataI who

are qualified in ophthaImic nursing (KwazuIu-NataI Department of Health Statistics,

1994). It has been established that even these nurses are practising in such a way that they

cannot be in a position to be directly involved and I or specialise in eye care services.

They therefore, do not maximaIIy contnoute to the prevention of blindness and the

rehabilitation ofthe blind.

It is further concern that eye care, including prevention of blindness, is not seen as a

priority but as secondary to physical health. This is supported by the fact that, in South

Afiica, the Bureau for the Prevention ofBlindness is said to be the most important service

responsible for the preventive and curative eye care, especially in rural areas (Cook,

Knight & Crofton-Briggs, 1992).

Previous studies in this area have focussed on different aspects ofeye problems and their

co~ences. At international level, Henning, Foster, Shresta & Pokherel (1991), .
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Preventing Blindness in Children in South-East Nepal". The study revealed that

Vitamin A Deficiency is a major cause ofblindness and loss ofvision among children in

Nepal. A study conducted by Limburg, Vaidyanath & DaIaI (1995) in India, on "Cost

Effectiveness Screening of School Children for Refractive Errors", revealed that

uncorrected refractive errors (short sightedness and long sightedness) are the main causes

ofseverely impaired vision in India. Waterman, Hope, Beed, Clayton, McQueen, Owen,

Stott & Studley (1995), examined the "Nature of Ophthalmic Services and the

Education and Qualifications ofNurses in the United Kingdom". The study revealed

that there are inadequate numbers ofnurses holding relevant ophthalmic qualifications in

the United Kingdom, and that this situation affected ophthalmic patients since general

nurse education does not prepare nurses to care for the wide range of problems that

ophthalmic patients present.

In the Republic ofSouth Africa (RSA) ophthalmic nursing, like all nursing sub-disciplines,

resides under the control of the South African Nursing Council (SANC). This body

(SANe), according to R425 of1985 is responsible for setting minimum requirements for

the nursing education, and provides guidelines for the teaching of students in the

programme leading to registration as a nurse (general, psychiatric, community and

midwife). This basic nursing programme - because ofits limited scope in the subject

content offundamental ophthalmic nursing science as a sub-discipline, does not enable

relevant ophthalmology to provide a scientific basis for the cognitive and effective skills

required for comprehensive nursing. In institutional or community setting, the patients

presenting with a variety of ophthalmic problems may receive inadequate numbers of

nurses holding an ophthalmic qualification and this situation may affect the care they

5



receive. The South African Nursing Council, 1997 statistics on post basic qualifications

reveal that there are 455 registered nurses ofall races holding an ophthalmic qualification

which further suggest that ophthalmic nursing is not a popular nursing sub-discipline.

At the national level, the study conducted by Cook & Stulting (1995) on the "Prevalence

and Incidence ofBlindness Due to Age-related Cataract in South Africa". revealed

that while the cataract is responsible for fifty nine percent (59%) ofblindness in South

Afiica, fifty percent (50"/0) ofthe blindness due to cataract is complicated by the presence

of other pathology in the same eye or by incurable pathology causing blindness in the

other. A study conducted by Rheeder & Sieling (1991) on: "Acute, Persistent Quinine­

induced Blindness (A Case Report)" in Cape Town, revealed that quinine-induced

blindness may occur during the treatment ofmalaria. Taylor, Katala, Munoz & Turner

(1991), conducted a study on: "Increase in Mortality Associated with Blindness in

Rural Africa". The study revealed that the higher mortality rate among the visually

impaired suggests that, blindness is not only associated with considerable disability but

also associated with a shortened life expectancy, especially for women, but the reason was

not stated.

InKwaZulu-NataJ, Cook, Knight & Crofton-Briggs (1992) conducted a study on: "The

Prevalence and Causes ofLow VISion and Blindness: in Northern KwaZulu-NataI".

The study revealed that the aetiology oflow vision and blindness is as follows:

6



Causes ofLow VISion and Blindness in Kwazulu-Natal, 1993

AETIOLOGY OF LOW VISION

Age-related cataract

Myopia (short sightedness)

Chronic simple glaucoma

Inherited maculopathy

Other causes

More than one cause in each eye

Absolute glaucoma

Secondary trauma and age-related cataract

TOTAL

AETIOLOGY OF BLINDNESS IN ONE EYE

Age-related cataract

Traumatic cataract

Atrophy ofthe globe due to secondary trauma

Corneal scaning due to secondary keratitis

Eye excised due to trauma

Optic atrophy - secondary trauma

Atrophy ofglobe - secondary kerato-uveitis

Other causes

More than one cause

TOTAL

7

PERCENTAGE

68.2

9.4

4.7

2.3

7.1

2.3

2.3

3.5

100

PERCENTAGE

19.7

13.1

8.1

8.2

6.6

4.9

3.3

14.8

4.9

100



Zungu (1993) conducted a study on: "The Life Experiences of Visually Impaired

Adults at Empangeni in KwaZulu-Natal". The study revealed the following factors

as the major problems experienced by the blind:

*

*

•
*

restriction ofphysical mobility;

social isolation and segregation;

economic insecurity, and

inability to identify monies (coins and notes).

In spite of these studies, there is a noticeable absence of research on prevention of

blindness and the rehabilitation ofthe blind, especially in rural areas ofSouth Afiica. The

present study will attempt to bridge this gap.

1.2 SIGNIFICANCE OF THE STUDY

The study will indicate the role ofprofessional nurses in ordinary clinical settings, to the

prevention ofblindness and rehabilitation ofthe blind. It may influence health authorities

in KwaZulu-Natal in establishing programmes for nurses and other health care workers

in the care ofeyes. The study may positively influence capacity building ofKwaZulu­

Natal professional nurses by creating awareness to the prevention ofblindness and the

rehabilitation ofthe blind.

8



1.3 PURPOSE OF THE STUDY

The purpose ofthis study was to investigate the perfonnance ofprofessional nurses with

regard to the prevention ofblindness and the rehabilitation ofthe blind.

1.4 SPECIFIC AIM

The aim of the study was to establish whether professional nurses are able to provide

services which can prevent blindness and promote rehabilitation of blind people. The

study addressed the following questions:

QUESTION 1:

QUESTION 2:

QUESTION 3:

"Do professional nurses' with ophthalmic care qualifications

demonstrate appropriate performance for the prevention of

blindness and the rehabilitation ofthe blind?"

"Does the lack offilcilities at clinics affect the professional nurses'

perfonnance in respect of the prevention of blindness and the

rehabilitation ofthe blind?"

"Do professional nurses at the clinics care for or provide curative

eye treatments to patients reporting eye disorders?"

9



QUESTION 4:

QUESTIONS:

QUESTION 6:

1~ AS~ONS

"Do professional nurses with no ophthalmic care qualifications,

but with adequate exposure to ophthalmic care situations,

demonstrate satisfactory performance towards the prevention of

blindness and the rehabilitation ofthe blind"?

"Is the extent ofperformance in the prevention ofblindness and

the rehabilitation ofthe blind higher in professional nurses working

in eye clinics than those working in general clinics?"

"Does lack of professional nurses' awareness of their role in the

prevention ofblindness and in the rehabilitation ofthe blind affect

their performance?"

The following assumptions were proposed:

1. Professional nurses working in situations that lack the necessary facilities for eye

care, will demonstrate "below satisfactory" performance towards the prevention

ofblindness and the rehabilitation ofthe blind.

2. Professional nurses with ophthalmic care qualifications will demonstrate

"satisfactory" performance towards the prevention of blindness and the

rehabilitation ofthe blind.

,,
10



3. Professional nurses with ophthalmic care quaIifications who do not work in eye

clinic settings will demonstrate "below satisfactory" performance towards

prevention ofblindness and the rehabilitation ofthe blind.

4. Professional nurses with no ophthalmic care quaIifications but with adequate

exposure to ophthalmic care situations will demonstrate "satisfactory"

performance in terms ofthe prevention ofblindness and the rehabilitation ofthe

blind.

s. The extent ofperformance in the prevention ofblindness and the rehabilitation of

the blind will be higher in professional nurses with relevant exposure to ophthalmic

care situations than in those without.

6. Creating awareness for the professional nurses' role in the prevention ofblindness

and the rehabilitation ofthe blind will improve their performance in eye care.

1.6 DEFINITION OF TERMS

The following definitions apply to this study:

Blindness

The World Health Organisation defines blindness as: "vision less than 3160, that is,

inability to see and to count the rmgers ofa hand at a distance or three (3) metres

11



or ten feet (Memorandum from a World Health Organisation (WHO) meeting,

1991:657)". For the purpose ofthis study, blindness means total loss ofvision or absence

ofusable vision.

Low VISion

Low vision is defined as: "visual acuity ofless than 6/18, but equal to or better than

3/60 in the better eye with best possible correction with spectacles or contact lenses"

(Thylefors, NegreI, Pararajasegaram & Dadzie (1995:116). In this study, low vision refers

to poor but usable vision, for an example, the ability to see objects at a distance ofthree

(3) metres.

VISUal Impairment

Refers to: "visual loss that leads to inability to perform some activities that require

the nse ofsight" (Sussman, 1987:3). For the purpose ofthis study, visual impairment

refers to loss ofvision such that the individual must develop alternative techniques for

accomplishing those activities that could readily be done with sight. Visual impairment

in this study includes but is not limited to legal definitions ofblindness.

A Professional Nurse

A professional nurse is any person who is registered with the South African Nursing

Council (SANC) as a nurse or a midwife, according to the requirements stipulated in the

Nursing Act 50 of1978 as amended (Nursing Act 50 of 1978). For the purpose ofthis
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study, this registered person should be employed in Region H rural clinics ofKwaZulu­

Natal. The definition includes professional nurses with or without any additional nursing

qualification(s).

An Ophthalmic Nurse

An ophthalmic nurse is any person registered with SANe according to the prescribed

requirements ofthe Nursing Act 50 of1978 as amended (Nursing Act 50 of 1978), and

who in addition, is registered for an additional qualification in Ophthalmological Nursing

Science. For the purpose ofthis study, this person should be employed in Region H rural

clinics ofKwaZulu-NataJ.

Performance

According to the Universal Dictionary (1991:1149) "performance refers to the act or

style ofperforming work or role." For the purpose ofthis study performance refers to

execution or carrying out ofnursing activities related to the prevention ofblindness and

the rehabilitation of the blind by the professional nurses working in Region H health

services.

Patient

According to the Pocket Oxford English Dictionary (1992:650), a patient is a person

accepted by the doctor for treatment. For the purpose ofthis study a patient is a person
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accepted at any clinic ofregion H for assessment, diagnosis and treatment ofany blinding

condition or trauma.

Situations

According to the Universal Dictionary (1991:1424) "a situation refers to a position or

status with regard to conditions and attendant circumstances." Forthe purpose of

this study situations are divided into two:

•

•

ophthalmic care situations which are specialised eye clinics with all necessary

requirements for the management ofeye conditions.

non-ophthalmic care situations are clinics which do not specialise in eye care and

may not have all necessary requirements for the management ofeye conditions.

They are also known as general clinics.

General Oinics

According to theUniversal Dictionary (1991:636) the word general means "not limited

to or dealing with one class ofthings; diversified or miscelJaneous." For the purpose

of this study. general clinics refers to the health care situation that accepts patients

presenting with a variety ofhealth problems (mcluding eye problems).
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Oient

In community health the, client is actually a person at risk or faced with certain health

problems or health threats, due to circumstances or conditions under which the individual

exist" (Elkins, 1984:165). For the purpose of this study a client is any person in the

community of region H who is faced with certain eye problems, or any condition

contnouting to blindness; or any person who is already blind.

Primary Prevention

Refers to "prevention of eye diseases!disorders or factors which contribute to eye

diseases! disorders"(Vlok, 1991:546). In this study primlUY prevention refers to the

prevention ofblinding eye diseases/disorders before they occur. It also refers to preventive

eye care activities undertaken by professional nurses at the clinics ofRegion H.

Secondary Prevention

Refers to the "management or treatment ofadiseases or disorders" (Vlok, 1991:547).

In this study secondlUY prevention refers to the prevention of blindness through

assessment, early diagnosis and treatment of eye disorders or injuries. It refers to

curative eye care activities undertaken by professional nurses ofRegion H clinics.
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Tertiary PreventionlRehabilitation

Refers to the "activities undertaken for the purpose ofincreasing the quality oflife

of the blind person as well as his family in order to prevent consequences of

disability and to encourage independence" (Vlok, 1991:549).

Ophthalmic Care Facility

According to Longman Dictionary ofContemporary English (1991:166), facility means

an arrangement or system that makes a particular activity possible. In this study

ophthalmic care facilities refers to a system with basic eye care equipment, eye

medications and other pharmaceutical supplies that make aye care nursing activities

possible in order to facilitate prevention ofblindness and rehabilitation ofthe blind.

1.7 ORGANISATION OF THE RESEARCH REPORT

Chapter One presents the statement ofthe problem; significance ofthe study; purpose

ofthe study; specific aim; definition ofterms and organization ofthe report.

Chapter Two presents a review of literature, that is, books, jouma1s and studies

pertaining to blindness and the conceptual framework ofthis study.

Chapter Three discusses the research methodology that was used.
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Chapter Four discusses the analysis ofcollected data

Chapter Five reports on findings, conclusions, limitations of findings and

recommendations.
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CHAPTERlWO

2. LITERATURE REVIEW

2.1 INTRODUCTION

Throughout history, the eye has been viewed as an indispensable sense organ. In the code

ofHammurabi, it is documented that the physician, whose treatment caused loss ofa

person's eye could expect severe punishment in return (Dittmar, 1989). Probably this was

so because blindness is one ofthe most feared disabilities which clearly limits one's ability

to function normally (Taylor, Katala, Munoz & Turner, 1991). It is important to define

the concept ofblindness from the outset.

Normal eye functioning is determined by a visual acuity test. This procedure records the

acuteness ofcentral vision for distance, and near or reading vision. The Snellen's test

chart is commonly used for testing visual acuity. Visual acuity is expressed as a fraction

and abbreviated as VA, the numerator corresponds to the number ofmetres separating the

person from the chart (usually six (6) metres), the denominator corresponds to the number

indicating the distance at which the smallest row ofletters read by the person should be

read by the normal eye. The normal visual acuity is 6/6. Any visual acuity ofless than 6/6

is regarded as abnormal (Perry & Tullo, 1990).
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2.2 DEFINITION OF BLINDNESS

Various authors have provided various definitions as far as blindness is concerned. Some

ofthese definitions are specific and some are very broad or even vague. Broadly defined,

blindness, according to Sussman (1987:3), canbe viewed as the "1ot81 loss ofvision or no

usable vision". The more specific definitions include Thylefors, Negre~ Pararajasegaram,

and Dadzie's (1995:116), who define blindness as "a visual acuity ofless than 3/60 in the

better eye with best possible correction with glasses and/or contact lenses". ElIwein and

Kupfer (1995:681-682) classify blindness into "unilateral (visual acuity is 6/60 or less in

the worst eye), social (visual acuity is 3/60 or less in both eyes - the individual must be

guided for walking), and economic (visual acuity is 6/60 or less or more than 3/60 in the

better eye) the individual cannot work".

From the above definitions, one can appreciate the many varied definitions ofblindness.

Hence there is a need for the legal/official (agreed upon) definition ofblindness. In South

Africa, according to Blind Persons Act 26 of 1968, as amended by the Blind Persons

Amendment Act 16 of 1971, the person is legally blind if:

*

*

"visual acuity is so restricted that he is unable to perform work for which sight is

essential;

visual acuity is 3/60 Snellen;
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•

•

visual acuity is above 3/60 Snellen, but below 6/60 and field vision is reduced to

50% of the normal field; provided visual defect is not long standing such as in

albinism or myopia;

visual acuity is 6/60 Snellen or better and visual field is contracted to 25% of

normal field and the lower part of the field to 50% of the normal" (VIok,

1996:702).

It can be seen that the vision - the opposite ofblindness - is essential to most employment

and necessary in countless experiences that make life enjoyable and meaningful. It can

also be seen from the observation that blindness is associated with numerous problems

which differ in severity from individual to individual.

2.3 CAUSES OF BLINDNESS

Literature reveals that blindness affects people ofall age groups with older people forming

the majority of the visually disabled population (Kelly, 1993). Blindness appears to

increase with age, peaking in the age 50 to 69 years (Newland, Harris, Walland,

McKnight, Galabraitb, Lwasaki, Momma, 1992). VJ.SUa1 impairment occurs at 61 years

ofage and above as a result of the normal process ofageing (VIok, 1996). Defective

vision arising from various causes is the most common condition arising in children

(Watkinson" 1989).
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Blindness is caused by various factors, which affect people of different age groups.

Generally, blindness which is preventable is due to factors such as inadequate nutrition,

infections and trauma (Peny & Tullo, 1990).

2.3.1 Common Causes ofVISUal ImpainnentIBlindness in Childhood

According to Watkinson (1989) supported by V10k (1991), the causes of blindness in

children can be attributed to:

a) Congenital Factors

Congenital blindness is present at birth or in neonatal period. It may be due to hereditary

or intra uterine factors which affect the developing eye. Factors such as rubella, the

ingestion ofteratogenic drugs, which affect the development ofthe foetus during the first

three months ofpregnancy are the common causes ofcongenital blindness.

b) Acquired Factors

Acquired blindness is commonly caused by trauma and infections. Trauma is caused by

poor eye protection. Infection is caused by poor environmental and personal hygiene.
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2.3.2 Causes ofBlindness Among Adults

Literature reveals that adults are more likely to acquire blindness than children. This is

attributed to degenerative processes which occur with age. In addition to normal eye

changes, there are a number ofvisual problems experienced more often by older people

which may result in deasese processes (VIok, 1996). According to KelIy, (1993), the

commonest causes ofblindness in older persons are;

a) Presbyopia

It is a combination ofnormal changes such as diminution ofpupil size, reduced capacity

of accommodation, and reduction in sensitivity of the retina. These all occur with

advancing age (VIok, 1996).

b) Cataract (opacity ofthe crystalline lens of the eye)

Cataract is considered to be the most prevalent cause ofpoor vision and blindness among

older people in the world (Thylefors, 1991). This is supported by a survey conducted by

Cook & Stulting in 1995 on the "Prevalence and incidence of blindness due to age

related cataract in the mral areas of South Africa". The results showed that in

Northern KwaZuIu-Natal a blindness prevalence was 1,00"/0 with the cataract being a

major cause responsible for 59% ofcases. Cook & Stulting (1995) further estimated that

for a rural population ofapproximately 19 million South Africans, there is an untreated

bacldog of113 000 cataract blind people and an incidence of27 000 new cataract-blind
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people per year. This indicates that cataract is a major cause ofblindness in South Africa,

especially for older people.

Although cataract is identified as the leading cause ofblindness among older people in the

world, it can be removed in a comparatively simple operation (WHO in Action, 1994).

A survey conducted by Cook & StuIting in 1995 on the "Impact ofa sight-saver clinic

on the prevalence ofblindness in Northern KwaZuIu-Natal", revealed that, cataract

extractions for age-related cataracts performed at eight sight-saver clinics in Northern

Kwazulu-NataI, reduced blindness due solely to age-related cataract by 25%, from 0,

39"/0 to 0,29%. These findings are supported by WHO in Action (1994) who maintains

that blindness prevention programmes emphasizing community awareness and access to

cataract surgery should be encouraged.

c) Glaucoma (increased pressure within the eye)

It is stated that progressive increase in intra-ocular pressure is usually related with

advancing age. The increase in ocular pressure results in damage to the optic nerve which

leads to blindness (VIok,l996). Although glaucoma can occur at any age, it is considered

to be the most prevalent cause ofpoor vision among older people in the world. A study

conducted by Thylefors & Negrel in 1994, on the: "Global Impact of Glaucoma"

revealed that, globally, primary open angle glaucoma affects about 13,5 million people

over the age of40 years, and that primary angle closure glaucoma accounts for 6 million

cases ofthe total global burden ofglaucoma. The study further revealed that 50% cases

ofprimary open angle glaucoma are found in China becuase ofits demographic weight
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with 28% ofthe World's over 40 yearolds and that 42% ofcases were found in Africa

south ofSahara, whilst 17%·were found in Africa.

A study conducted by Salmon & Mortel (m 1994) in Cape Town on "The Role of

Ethnicity in Primary Angl~c1osureGlaucoma", revealed that primary angle-closure

glaucoma was diagnosed in 11 of63 (17"/0) whites, 11 of8S (13%) blacks and 114 of244

(46,7"/0 coloureds with primary glaucoma. The study highlighted the fact that coloureds

are more predisposed to primary angle-closure glaucoma than whites or blacks.

A study conducted by Cook, Knight & Crofton-Briggs on the: "Prevalence and Causes

of Low VISion and Blindness in Northern KwaZulu-Natal" in 1993, revealed that

26.2% ofcases were blind due to primary open glaucoma whilst 3.3% were blind due to

secondary glaucoma.

d) Diabetic Retinopathy (related to diabetes millitus)

It is secondary to diabetes mellitus and has been estimated to be· responsible for up to 10%

ofcases ofblindness in people over 6S years ofage. This eye disorder affects the small

vessels in the retina, causing them to degenerate (Kelly, 1993).
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e) Conditions ofthe Retina and Cornea

Retinal detachment and senile ocular degeneration are causes of blindness in adults.

Keratoconus, corneal scarring and keratomalacia due to Vitamin A deficiency are

considered to be other causes of blindness among older people. This is attributed to

nutritional problems experienced by some older adults (Watkinson, 1989).

t) Trauma (eye injury)

Trauma is commonly acquired in work situations such as in industries. It may also be

attn"buted to social violence. It is the commonest cause ofunilateral blindness in South

Africa (VIok, 1996).

2.3.3 Acquired Blindness ofall Age Groups

Blindness can be acquired from a variety ofcauses affecting people of all age groups.

Apart from trauma, drugs such as quinine administered during the treatment ofmalaria

may lead to persistent blindness. For example, a case study conducted by Rheeder &

Sieling (1991) revealed that there is a correlation between serum levels and quinine­

induced blindness.

In Africa bannfuI traditional practices in the treatment ofeye diseases, cause blindness,

especially in developing countries (KIauss & Adala, 1994). Harmful practices may include

the application of kerosene, petrol and hot metal probe to ocular surfaces and soft
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structures. The substances, particularly those with a high PH or those containing

particulate foreign matter are potentially blinding. Among the materials implicated in

Africa are sea water, contaminated water, extracts ofthe roots, bark and leaves oftrees,

herbs, vegetables, powdered charcoal, human urine and saliva, excreta of cattle and

lizards, kerosene and petrol. The substances may cause corneal ulceration, perforation

ofthe eyeball, suppurative keratitis fonowed by endophthalmitis and eventually blindness.

2.4 CONSEQUENCES OF BLINDNESS

Literature reveals that blindness like any disability has a negative impact on the

individual's psycho-social, physical and economical wen-being.

2.4.1 Impact on Psycho-social Well-being

It is generally maintained that blindness causes the individual to be uncertain about the

future. Uncertainty about the future leads to social isolation ofthe individual which is a

great problem for any disabled person. This can easily produce more problems than the

original condition. Social isolation can lead to family problems related to caring for the

blind family member, and disruption of family functioning by altering relationships

between people (Long & Phipps, 1989).

Negative attitudes ofcommunity members towards the blind is an obstacle on effective

coping. Blind people feel that they are viewed by some community members as objects

to be kept indoors or institutionalised, and not seen moving around and amongst sighted
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persons. This attitude is mostly displayed when blind persons have to take transport when

visiting any health service for illness. This attitude is viewed as a problem which hinders

effective integration of the blind to the community leading to social isolation and

eventually ineffective coping and adjustment to blindness (Zungu, 1993).

2.4.2 Loss ofIndependem:e

The loss ofindependent mobility and concomitant isolation is both a result ofstress of

blindness and a cause offurther depression. Blind persons cannot move about quickly,

as securely or as easily as sighted persons. They need to rely on other persons,

particularly in unfamiliar surroundings. This leads to dependence (Zungu, 1993).

Loss ofmobility and orientation further affects communication with others. Ineffective

communication also results from the fact that blind people are unaware ofgestures or

other visual cues to non-verbally communicated messages. They may be prone to

misinterpret what is said ormay appear slow to respond appropriately, as they are possibly

unaware ofwho is addressing them. Not only are blind people restricted in non-verbal

communication, but are also limited in the ways they can process information (Long &

Phipps, 1989).

2.4.3 Economic Dependency

Familiar hobbies that require vision such as reading, sewing or crafts may no longer be

possible. Decreased ability to read and communicate in conventional ways can lead to
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decreased opportunities for learning experiences and may alter established careers for

blind adults. Career options, job opportunities and financial security are likely to be

adversely affected. The blind person may feel socially insecure and inadequate and

eventually become dependent (phipps, Long & Woods, 1987). It is clear that blindness

may lead to family poverty and or destructive change in the social and economic status of

the family as a whole. For example, the economic effects resulting from blindness are not

limited to the individual. This is supported by a study conducted by Zungu in 1993, on

"The Life Experiences of Visually Impaired Adults in KwaZulu". The findings

revealed that unemployment and financial insecurity was viewed by most respondents as

a major problem resulting from blindness, especially for males. The disability grant was

viewed as inadequate by most blind persons who had to support their families and educate

their children. According to Taylor, et.a1 (1991), blindness is associated with a marked

loss of economic dependence and social standing together with marginalization of the

blind person in family decision-making.

Newly blind people experience a problem ofinability to identifY monies (coins and notes).

Most blind people are cheated by some sighted people. This problem continues until the

sense of touch is fully developed, thus enabling the blind to identify monies (Zungu,

1993).

An increase in the incidence ofblindness in society will necessitate the establishment of

rehabilitation centres for the blind such as schools for the blind, mobility training centres,
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sheltered employment and others. The rehabilitation centres require human, financial and

other material resources for effective functioning (Goodwill & Chamberlain, 1990; Vlok,.

1996). It is therefore essential that blindness be prevented (Thylefors, 1991).

2.4.4 Mortality

Literature reveals that blindness may be associated with mortality. Taylor, Katala, Munoz

& Turner (1991), conducted a study on "An Increase in Mortality Associated with

Blindness in Rural Mrica". The findings confirmed that individuals over the age of40,

who are visually impaired or blind (visual acuity of6/60 or less in each eye) had 3.33 time

risk ofdying compared to their normally sighted peers, but the actual causes of death

could not be established. Blindness as a disability with various consequences to the

individual, family and society, requires prevention (Long & Phipps, 1989).

2.5 PREVENTION OF BLINDNESS

Prevention ofblindness involves primary, secondary and tertiaIy preventive measures. For

each level ofprevention, health education is utilised as an important tool. These levels are

discussed below.
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2.5.1 Primary Prevention

Atprimary level, blindness is prevented before occurrence. In the case ofblindness, this

entails prevention of eye diseasesfdisorders before they occur. This may include health

promotion and specific protection.

Since blindness is considered to be mainly found in rural communities, where economic

development tends to be relatively poor, health promotion focuses on aspects that affect

the individual's health. These aspects include personal and enviromnental hygiene, to

prevent eye infections such as trachoma; adequate nutrition to fight against preventable

childhood blindness caused by VItamin A deficiency, marasmus, kwashiokor, and protein­

energy malnutrition; vaccination ofinfants against measles to prevent childhood blindness

and mortality; maternal health to prevent infections such as viral infections that might be

transmitted by the pregnant mother to the unborn foetus resulting in blindness and eye

safety practices to prevent eye injuries (VIok, 1996).

It is maintained that health promotion should utilise health education ofthe population in

order to improve the most important component ofeye care which is self-care. Self-care

involves maintenance of high standards of personal and enviromnental hygiene. The

public is educated to provide enough facilities to wash faces and clothes (particularly

management in industry) to improve personal hygiene. Young mothers and school

children are taught basic rules ofhygiene. Safe water supply for the community is
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ensured. This is achieved by organising community projects such as pipe water supply

projects. Comnnmity leaders are involved from the initiation ofthe projects (Thylefors,

1991)..

The environmenta1 hygiene is improved by motivating the community to have safe

sanitation. There should be adequate number oftoilets and effective system ofremoval

and disposal ofhousehold refuse. This may be achieved by initiating community projects

such as toilet building projects through community participation and involvement as well

as reconstruction and development projects. This aids in controlling vectors such as flies.

especially black flies which breed in water (such as in West African rivers) which causes

river blindness (onchocerciasis) (Vlok, 1996). The World Health Organization (WHO)

maintains that the spraying ofthe vector black flies breeding in West African rivers has

almost succeeded in eliminating the infection reservoir from the human population (WHO

in Action, 1994). Good environmental hygiene eliminates common eye blinding infections

such as trachoma which is caused by poor personal and environmental hygiene (perry &

TulIo, 1990).

Health promotion also focuses on adequate nutrition. The community is motivated to

adopt new nutritional habits (Thylefors, 1991) The community is encouraged to cultivate

and eat the correct food such as yellow vegetables like pumpkin and carrots; green leafY

vegetables such as spinach; coloured fruits like mangoes and papayas and tomatoes to

prevent blindness due to Vitamin A deficiency. Animal foods such as liver, dairy produce

and eggs are included in the diet. The mentioned food sources will aid in prevention of

Vitamin A Deficiency blindness such as xerophthaImia and night blindness (Schwab,
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1987). In order to prevent malnutrition which lowers body resistance mothers ofat a risk

children are encouraged to breast feed. This will aid in the prevention of blinding

conditions which affect the cornea such as measles, conjunctivitis and nutrition corneal

ulceration (perry & TuIlo, 1990).

In developing countries where children are at high risk ofVitamin A deficiency blindness

(xerophthalmia), supplies ofhigh-potency Vitamin A capsule/oil are made available at an

levels ofthe community health delivery system (VIok, 1996; WHO News and Activities,

1992). InKwaZuIu-NataI supplies ofVrtamin A capsules are made available at the clinics

for children at risk.

In South Afiica, pregnant mothers are given eye health education and advised not to

take any unprescn"bed drugs as they may affect the cells ofthe developing foetus resulting

in congenital blindness (such as congenital cataracts. Health professionals are advised not

to give pregnant mothers drugs ofknown or doubtful teratogenicity during the first three

months ofpregnancy. VrraI infections such as rubella are avoided during this period as

they affect the cells ofthe developing foetus resulting in blindness. Widespread rubella

inoculation campaigns which include school girls from twelve years are conducted. This

assists in preventing congenital blinding conditions such as congenital cataracts,

congenital glaucoma, congenital absence ofthe eye and others (VIok, 1996).

Health education in child health clinics, maternity clinics, schools and community

meetings are undertaken to emphasize the importance ofimmunising children against
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measles which complicates into blindness especially in malnourished children (peny &

Tullo, 1990; Schwab, 1987). This activity is also undertaken in KwaZulu-Natal Region

H by conducting immunisation campaigns.

In preventing blindness due to ocular traumas, public awareness about dangerous

situations in daily life and explanation of how to protect the eyes is undertaken.

Prevention of home, roads and industrial accidents is emphasised through health

education. Facial and ocular injuries in the event ofcollision, not looking directly at solar

eclipse, using safety goggles while hammering metal or grinding metal in machine shops

is emphasized. Prevention of road and industrial accidents also require enforced

regulation on the use of seat-belts, maintenance of industrial safety and control of

manufacture offire arms (Schwab, 1987; Thylefors, 1991).

Blindness is prevented by protecting the eyes of at risk hospitalised patients such as

unconscious patients, premature babies and newborn infants. All midwives, nursery

attendants, nurses and doctors are taught proper use of antiseptics such as

chloramphenicol eye drops instilled into the swabbed eyes ofinfants immediately after

birth in order to prevent blindness from ophthalmia neonatorum (perry & Tullo, 1990;

V1ok, 1996). The WHO states that ophthalmic neonatorum should be prevented by using

timely eye prophylaxis, which is 1% silver nitrate or 1% tetracyclines eye ointment. It is

pointed out that the Crede method with silver nitrate provides prophylaxis against

Neisseria gonorrhea but not against Chlamydia trachomatous. The suggestion arising

from this controversy is that the syndromic approach of preventing ophthalmia

neonatorumbe fonowed, whereby both antibiotics (l% siIver nitrate and 1% tetracyclines)
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should be instilled prophylaetically (Van Bogaert, 1997).

Premature infants are given oxygen therapy when it is desperately needed. The ambient

oxygen concentration administered to premature infants is never higher than 50%. This

will prevent blindness due to retrolental fibroplasia (Vlok, 1996).

It is believed that for some patients quinine toxicity may cause blindness following

treatment of malaria. A study conducted by Rheeder & Sieling (1991) on "Quinine

induced blindness", in Cape Town, revealed that out of 165 patients with acute

ophthalmic quinine toxicity, 19 had persistent visual defects. It was concluded that there

is a correlation between high serum levels and quinine induced blindness, and that nurses

and medical practitioners should observe and report signs and symptoms of quinine

toxicity (disturbed colour perception, photophobia, diplopia, night blindness, scotoma and

mydriasis). Presence ofthese signs and symptoms necessitate discontinuation ofthe drug

immediately. The medical practitioner may presence pyrimethamine 75mg plus

sulphadoxine 1 500rng to be administered to patients showing signs ofquinine toxicity for

the treatment ofmalaria (such as Northern Kwazulu-Natal).

In order to reduce the incidence ofquinine induced toxicity, the environmental hygiene

practices such as eradicating mosquito breeding sites, spraying houses and using insect

repellents is emphasizedby nurses on people living in endemic malaria areas. In order to

prevent blindness due to heredity, genetic counselling is undertaken. This is important for

parents and children with familial blindness or poor sightedness, especially where children

are in schools for the blind or partially sighted children. Genetic counselling enables blind
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for parents and children with familial blindness or poor sightedness, especially where

children are in schools for the blind or partially sighted children. Genetic counselling

enables blind young people to make informed decisions as to whether·or not they should

many each other and/or have children (VIok, 1996).

According to Cook, Knight & Crofton-Briggs (1993), a good eye service, such as a full-

time surgery service and a training programme for ophthalmic nurses exists in Gazankulu

in the Northern Province of South Afiica. Ophthalmic nurses' role in the primary

prevention oftrachoma is by giving health education on raising the standards ofpersonal

environmental hygiene, and to convince the community that trachoma is not caused by evil

spirits but by poor personal and environmental hygiene. The community is also

encouraged to look after itselfunder the supervision ofthe clinic ophthalmic nurses (VIok,

1996). This suggests that it is possible that ophthalmic nurses in KwaZulu-Natal Region
•

H perfonns their role in the prevention ofblindness relevant to the causes ofblindness in

the area.

In Swaziland, the prevention of blindness is undertaken by a Prevention ofBlindness

Committee, whose aim is to prevent blindness caused by cataract, trauma, glaucoma,

corneal diseases, uveitis and degenerative eye disorders. Ophthalmic nurses working in

an eye clinic department, and in a Mobile Unit of this programme are responsible for

giving preventive and promotive health care lectures to the community, and to assess and

refer patients who require expert surgery to hospital (SwaziIand International News,

1990).
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2.5.2 Secondary Prevention

Secondary prevention refers to the management or treatment ofan eye disease when the

person is already ill. This is achieved through early diagnoses, treatment and prevention

ofdisease progress and prevention ofcomplications. It involves clinical activities for the

curing of eye diseases (Thylefors, 1991). It is however, pointed out that success in

blindness prevention depends to a large extent on the availability and distnoution of

resources (human and material) needed for prevention of blindness. It is further

highlighted that the resources will facilitate the effectiveness ofclinical activities for the

curing ofeye diseases (perry & Tullo, 1990; Thylefors, 1991).

In secondary prevention of blindness, screening and diagnosis of eye disorders are

successfully undertaken in hospital out-patients and various clinics. Screening is
•

undertaken in the communityby conducting school visits for screening school children for

refractive errors, screening adults from forty (40) years ofage for glaucoma and cataracts.

Adults with glaucoma and/or cataracts are referred to ophthalmologists for expert advice

and treatment. During school visits, school teachers are educated on how to identifY and

refer school children with refractive errors, jointly with the parents (Murray, 1991). This

is supported by a study on "Cost-effective Screening ofSchool Children for Refractive

Errors", in India, conducted by Limburg, Vaidyanathan and DaIal in 1995, which revealed

that teachers were used successfuDy in the screening ofchildren for refractive errors after

being trained and given eye health education. In the Republic of South Africa the

screening. diagnosis and referral of patients with eye problems is undertaken by the

Bureau for the Prevention of Blindness as well as the "Phelophepha Health Train"
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programme (Transnet-Phelophepa News, 1997).

Early detection, diagnosis and treatment of blinding diseases also depends on the

knowledge, competence and skills ofhealth professionals on eye care, hence the emphasis

on prevention ofblindness is on human resource development on eye health (WHO News

and Activities, 1992). Not only are the health personnel expected to be knowledgeable

about eye health, community members must also be educated about signs and symptoms

of eye disorders and the importance of seeking medical advice and prompt treatment

(Thylefors, 1991).

In order to facilitate a reduction in the prevalence of blindness caused by chronic

glaucoma in Northern KwaZulu-Natal, ophthalmic nurses for the area have been trained.

They are responsible for facilitating and co-ordinating glaucoma case finding in the clinics,.
as well as follow-up and supervising patients on medical treatment, with referral to the

sight-saver clinic for glaucoma surgery, if indicated (Report on eye care services from

Bethesda Hospital, 1996).

In the Northern Province, care groups participate in the prevention ofblindness caused

by trachoma The care groups undertake community based eye care by visiting the homes

ofthe people for case finding. The mothers ofinfected families are supplied with tubes

ofantibiotic ointment such as chloramphenicol or tetracycline and taught how to use it.

Care group workers keep records ofpatients and undertake follow-up care. The people

affected and their families are further given health education on the principles ofgood

environmental and personal hygiene and nutrition. Health professionals (mcluding
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opthalmic qualified nurses) are responsible for the constant supervision of care group

workers (VIok, 1996).

Blinding conditions such as glaucoma cannot be cured but the disease progress is

prevented by prescribing eye medication for the patient. Many older patients attending

ophthalmic out patient clinics have eye drops prescnoed for long term use to treat

glaucoma. The nurses' role in identifYing and supporting patients receiving treatment for

glaucoma is therefore ofsignificance ifthe incidence ofblindness due to glaucoma is to

be reduced (Cook, & Stilting, 1995).

The study on "Improving Compliance with Glaucoma Eye-drop Treatment",

conducted by Cooper, in 1996 in Britain, revealed that non-eompliance with chronic

simple glaucoma eye-drop treatment was caused by lack of patient education. The

recommendations from the study were that nurses must support the patients. It was

further recommended that nurses need to standardise patient education to avoid giving

patients conflicting ideas. The patient education is to be reinforced. It was also suggested

that links between the hospital out-patient department and the primary eye care team

should be developed to facilitate follow-up care.

Patients suffering from general conditions such as diabetes mellitus have their vision tested

and are referred to ophthalmologists for expert assessment and treatment. Ifthe presence

of retinopathy is identified, an ophthalmologist may prevent disease progress by

performing phototherapy (VIok, 1996). It is therefore, the nurse's role to test visual

acuity for all patients reporting diabetes mellitus at the clinics. The importance offollow-

38



up care is also emphasized to the patients (Thylefors, 1991).

Since cataracts constitute the greatest eye problem in the Republic of South Africa,

Approximately 16 000 people in rural areas could have their sight restored annually ifeye

care services were adequate. It is further stated that the Bureau for the Prevention of

Blindness is responsible for the curative eye services in rural communities in South Africa,

where no eye care services are available. It organises tours to respective rural

communities, where it performs screening, diagnosis and treatment as wen as referral

activities for patients presenting with eye problems. The main curative eye service

provided by the Bureau for Prevention ofBlindness is the performance ofcataract surgery

(Cook & Stulting, 1995). The nurse's role is early identification and referral ofpatients

with cataracts for surgery, and also to educate the community on the success ofcataract

surgery (:Viok, 1996).

Although the Bureau for the Prevention ofBlindness performs most cataract surgery to

the rural communities of South Africa, among a rural population of approximately

nineteen (19) million South Africans, there is a backlog of 113 000 unoperated cataract­

blind people, hence a need to train general physicians on lens extraction exists (Cook &

Stulting, 1995; Murray, 1991). In Northern KwaZulu-Natal the presence of corneal

scarring in the same eye precludes the possibility ofcuring blindness by simple cataract

surgery performed at a sight-saver clinic by the Bureau for the Prevention ofBlindness.

This necessitate referral ofa patient to a distant hospital. This is often unacceptable or

impractical for elderly, rural, indigent patients. Another problem that has been

experienced by patients after cataract surgery, is that after being issued with aphakic
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(glasses used for patients who have had lens extraction) later, it is reported that they are

either lost or broken. The Bureau has formulated a policy for curing aphakia (absence of

the lens) which emphasizes that intra-ocular lenses be offered instead ofaphakic glasses

(Cook & Stulling, 1995). The nurse's responsibility is to educate the older adults who

have had lens extraction, as well as their family members on the care ofeye spectacles and

the value ofintra ocular lenses (Vlok, 1996).

It is further stated that in KwaZulu-Natal rural areas, especially in Northern Kwazulu­

Natal, a considerable resistance to medical intervention among elderly people in

communities with low literacy level exists. It is therefore, suggested that marketing of

success in cataract surgeI)' as preventing blindness due to cataracts should be undertaken

by all health professionals (Cook, Knight & Crofton-Briggs, 1993).

2.5.3 Tertiary Prevention

Tertiary prevention, which is also known as rehabilitation, aims at returning the visually

disabled person to his community, and ensuring that his remaining capacities are fully

utilised and that further deterioration is prevented. It is also aimed at minimizing the

consequences ofdisability (Dittmar, 1989).

Rehabilitation is defined by Dewar (1990:63) as, "the continuing and comprehensive

team effort to restore an individual to his former functional and environmental

status or alternatively to maintain and maximise remaining function." As a
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component of comprehensive health care, it applies the fundamental concepts of

preventive and promotive health (Dittmar, 1989). The preventive and promotive concepts

viewed within the rehabilitation context, aims at preventing the complications and

consequences ofdisability as well as promoting the health status and self-concept ofthe

disabled individual (Goodwill & Chamberlain, 1990).

Blind persons react to the loss ofsight, and their reactions depend very much on whether

blindness occurred early in life or at an age that allows the individual to remember what

it was to be sighted, those who became blind early in life, do not "miss" sight (Hollins,

1989). Reactions to visual loss is based on the personal meaning of the events

surrounding visua1loss (AlIen, 1989). AlIen (1989) undertook a study on twenty five (25)

persons who had become visually impaired adults. The study revealed that the first stage

ofreaction to blindness has three separate phases which are impact, implications ofloss.
and reactions to the loss. The study also revealed that the common reactions to the onset

of blindness are shock, disbelief; anger, depression and fear. Fear was shown to be

experienced by blind persons on going out alone, learning new skills, getting involved in

new situations and uncertainty about their ability to cope with blindness and the future.

It is therefore, important to help resolve the emotional problems ofthe blind person first,

before the practical problems ofblindness can be tackled (Perry & Tullo, 1990).

a) Counselling

Counselling is the first step in the rehabilitation ofthe blind person and his intimate family

circle. During the process ofcounselling the blind person and his family are informed
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about blindness and available rehabilitation services in the community. Psychological

support is given to the blind person and his family by health professionals. Parents ofa

newly blind child experience fiustration since they are inadequately equipped to handle

crisis arising from the presence ofthe blind child. Parent support groups are vital to help

the entire family to cope with the impact ofthe child's blindness (Adams, 1990). The

nurse is the first contact person to give special care and support to the blind and his family

to help them adjust to blindness (Kirton & Richardson, 1987).

Counselling must be tactful, truthful and quite straight forward. It must give the

maximum message of hope that the patient warrants. It should facilitate the early

recognition ofpotential problems ofthe individuals so that they are prevented (Kemp,

1985).

In KwaZulu-Natal, the Natal Society for the Blind has a Resource Centre manned by

trained professional staff who assists the visually impaired people to adjust to their

-
blindness and to develop confidence in orientation, mobility and daily living skills (Berry,

1991). Most Africans are unaware ofthe availablecounse1ling services. This may be

attnoutated to the fact that most services are located in metropolotican areas, and

therefore inaccessible to most Africans in rural communities. This results in adequate

utilisation ofcounselling services by most needy Africans (McKendrick & Leketi, 1990).

Unfortunately, nurses are not fully involved iti the rehabilitation activities as they are still

unaware of their role in rehabilitation (Dewar, 1990). The nurse can have a major

contnl>ution In counseIIing blind persons who are trying to cope with everyday living. She

can be ofan assistance to the affected family by bringing their attention to the facilities
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available in the community for helping the blind person (VIok, 1996).

b) Mobility and Daily Living Skills

Successful counselling of the blind person and his family facilitates the rehabilitation

process bY motivating a blind person to be ready to re-learn other skills such as mobility

and daily living skills as well as communication skills (Berry, 1991).

Mobility and daily living skills training is done at home, with family members functioning

as a support system ofthe blind person. The nurses encourage friends and relatives to

allow the blind person to develop at hislher own rate. They must not hastily step in and

do things for himlher, since this will make it harder in the long term for him/her to regain

indepen,dence (Zungu, 1993). The parents of a blind child must be involved in the

rehabilitation process and the planning ofthe child's future. They mustbe enlightened

about the limitations which they impose on their child by over-protecting him or failing

to discipline him when necessary (Adams, 1990).

Those supporting the blind person during mobility training, should consider that, the blind

person has special powers, in that the other senses are heightened. The blind people also

foster this beliefas a way ofcoping with the disability. The congenitally or early blind

persons tend to develop an acute sense ofhearing and touch, (which are acquired through

practice), whilst the person is learning to be mobile and carrying out activities ofdaily

living (H01lins, 1989).
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Some blind persons may not be motivated to acquire mobility skills on their own.

Sometimes the self-acquired mobility and daily living skills may be inadequate to allow the

blind person to function independently. This necessitate referral ofthe blind person to the

available mobility and activities ofdaily living skills training services (Hollins, 1989).

2.6 CONCLUSION

Prevention ofblindness is viewed as one ofthe major problems in developing countries,

especially because health services are mostly used for treatment rather than for prevention

ofdisease (perry & Tullo, 1990). This may be tme in KwaZulu-Natal since there is an

increase incidence ofblindness caused by preventable and treatable eye diseases (Cook,

Knight & Crofton-Briggs).

Preventive eye care should be done by nurses because so much ofthe nurse's training and

orientation is towards the community and the patient and not just the disease. In order

to prevent blindness in rural communities, principles of primary health care should be

applied. Multidisciplinary as well as primary health careprinciples of intersectoral

collaboration should be emphasised at all levels ofprevention ofblindness (Dennil, King,

Lock & Swanepoel, 1995).

It must be emphasised that some major causes of world blindness are preventable.

Prevention ofblindness although often neglected, is even more important in developing

countries. Educating children about eye care, teaching adults first aid for eye injuries, and

campaigning for better health for preventable conditions such as eye injuries, infections
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and malnutrition would aid in blindness prevention (Rendall, 1990). The nurses's role

is to create community awareness on the prevention ofblindness through health education, .

(Thylefors, 1991).

2.6.1 Conceptual Framework

a) Introduction

The World Health Organisation (WHO) concept of primary health care maintains that

health care should be planned to relate to resources available. It views primary health care

as the most importallt part ofa comprehensive health care system. It also recognises that

the public should participate both individually and collectively in the planning,
•

implementation and evaluation ofhealth care (Dennil, King, Lock, & Swanepoel, 1995).

The primary health care approach is centred on the individual, the family and the

community. The support received by the people for treating and preventing disease, and

protecting, maintaining and improving their health is integrated across health and health

related sectors. These include housing, water, sanitation, agriculture, education, social

weIfiIre, environment, trade and commerce. Within the health system, the services provide

the principal and most direct support to the community. Community services need to be

strengthened ifhealth care services are to be accessible to the needy (Bettie, Gatt &

Jones, 1990).

45



The study was influenced by the primary health care approach. Principles, namely:

equitable distnoution of resources, community participation, appropriate technology,

multi-sectontl approach, preventive and promotive health care approach guided the study.

This approach is community based. Nurses give health education to the community about

good environmental and personal hygiene, adequate nutrition, importance ofeye care and

about success in surgical treatment (Schwab, 1987).

2.6.2 Application ofPrimary Health Care Approach to the Study

The primary health care approach is relevant to this study since primary health care

principles are applicable. The following primary health care principles as applied to the

study will be discussed:

*

*

*

*

*

equitable distnlJution ofresources

community participation

multi-sectoral approach

appropriate technology; and

preventive and promotive health care approach.

2.6.3 Equitable Distribution ofResources

Equitable distnoution ofresources means that health care and social services are equally

distnouted, accessible, affordable and available to all people. The services must also do

what they were intended to do for the specific COmmunity (Dennil, King, Lock &
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Swanepoel. 1995). For this study resources referred to are human resources (professional

nurses) employed in KwaZulu-Natal Health Services, as they have a major role in the

prevention ofblindness and rehabilitation ofthe blind.

All professional nurses possess basic knowledge on eye care acquired during basic nursing

education which equips them with basic nursing skills ofpreventing blindness. Some of

the professional nurses have an additional ophthalmic nursing qualification which creates

awareness oftheir role in the prevention ofblindness and rehabilitation ofthe blind. The

equitable distribution ofresources therefore, refers to the equal distribution and access of

the community members in need of eye care, to ophthalmic trained nurses. For the

purpose ofthis study, equitable distn"bution ofresources will refer to the equal distribution

and accessibility of professional nurses with an additional qualification in ophthalmic

nursing to all people who require eye care expertise. Equitable distribution ofresources

also refers to equal distnoution ofbasic material resources (basic eye care requirements

and transport facilities) needed for eye care at the clinics.

2.6.4 Community Participation

Community participation in health care refers to the mechanism in which the community

is acknowledged as a partner in the process ofachieving optimal health for all. According

to Dennil, King, Lock & Swanepoel, (1995:20) community participation is:
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"self-help, meaning the patient is actively involved in health
care; it is demedicalisation, meaning professional care is
substituted by lay care, that is, Community Health Workers;
it is democratisation, meaning consumers are involved in
social policy decision regarding health care."

For the purpose ofthis study, community participation refers to active participation by the

individual, family and community in matters concerning eye care. The professional nurses

are viewed as people responsible for encouraging and motivating the community members

to take prevention ofblindness activity as part oftheir responsibility. They are viewed as

important health professionals for educating the community leaders, older adults, school

children and citizens in the importance ofeye care. Professional nurses are viewed as

primary health care team leaders responsible for giving support, guidance and

encouragement to the clients, patients and their families with respect to the prevention of

blindnes~ and the rehabilitation of the blind (Thylefors, 1991). The responsibility of

professional nurses is to motivate the community to be self-reliant and self-sufficient in

matters related to the prevention ofblindness and the rehabilitation ofthe blind (Vlok,

1996).

2.6.5 Appropriate Technology

Primary health care emphasises that the methods and materials used in the system should

be socially acceptable and relevant It is further pointed out that the services should focus

on the major health problems ofthe population and must be affordable and should employ

technologies that are locally appropriate and acceptable (Dennil, King, Lock &

Swanepoe~ 1995). In this study professional nurses are viewed as human resources
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rendering eye care services to the community. They are seen as health professionals who

focus their activities on common blinding eye disease. The technology is viewed as the

professional nurse's knowledge, skills and appropriate use ofavailable basic eye care

material resources in the prevention ofblindness at all levels. They are able to practice

rehabilitation skills that are appropriate to the blind person such as techniques ofdaily

living, communication skills, and independent mobility (VIok, 1996).

Mobility training services are inadequate in rural communities. Africans in rural

communities make very little use ofmobility training services located in metropolitan

areas. The Natal Blind Societywhich trains the blind persons ofall races on mobility and

daily living skills in Durban is unaccessible to most Afiicans living in rural communities

of KwaZulu-NataI (Murray, 1991). Professional nurses are some of the health

professiopals involved in developing the skills ofthe blind and should create community

awareness ofthe rehabilitation services available for the blind (perry & Tullo, 1990).

2.6.6 Health Promotive and Preventive Approach

Preventive and promotive services, rather than curative services, should be a central focus

of health care. Such an approach sees health as a positive attnoute. Prevention and

promotion are the approaches to many ofthe health problems (Green, 1994). In this study

preventive and promotive eye care is regarded as an important nursing approach to

combating blindness. A preventive and promotive approach is viewed as being applicable

at all levels of prevention ofblindness (primary prevention, secondary prevention and

tertiary prevention/rehabilitation). For example, primary prevention involves ensuring
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adequate nutrition directed towards prevention of blindness caused by inadequate

nutrition, whilst immunisation ofchildren against measles is the specific prevention of

blindness caused by measles. Professional nurses are viewed as health professionals

adequately educated and possessing necessary skills for implementing a preventive and

promotive health care approach (Denni1 , Lock & Swanepoel).

Secondary prevention of blindness involves early detection and treating the already

existing eye conditions such as glaucoma treatment and cataract surgery as well as

supplying eye spectacles for patients with low vision in order to prevent total loss ofeye

sight (perry & Tullo, 1990).

Tertiary prevention of blindness involves the education of the blind to be relatively

indepen~ent in some activities such as daily living and mobility. It requires adequate

training ofthe blind person in the substitutive use ofthe other special senses especially

touch, is essential. The nurse's role in tertiary prevention of blindness is that of

counselling, supporting, guiding and encouraging the blind person and his family towards

successful rehabilitation (VIok, 1996).

2.7 SUMMARY

When analysing the literature review, blindness is a world wide problem, especially in

developing countries. Literature indicates that most blindness (such nutritional blindness

and blindness caused by infection) is preventable (perry & Tullo).,
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Blindness is a feared disability but its prevention is neglected mostly in underdeveloped

countries where health services are inaccesSible. Nurses have a vital role in the prevention

ofblindness such as giving health education to the clients, patients and community on eye

care, screening clients or patients at risk of developing blindness (such as children and

adults from 40 years of age and above) and by encouraging the community to adopt

heathy life styles. Literature indicates that for effective blindness prevention, eye care

should form part ofprimary health care. It is also emphasised that primary eye care is

essential in developing countries (fhyleforS, 1991). KwaZulu-Natal is no exeption as

literate indicates that the major causes ofblindness in this area are cataracts, glaucoma and

eye injuries.
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CHAPTER THREE

3 METHODOLOGY

3.1 INTRODUCflON

In this chapter, the purpose, aim of the study and the methods of investigation are

presented. The chapter also discusses the target population, research design and

instruments ofdata collection.

3.2 PURPOSE OF THE STUDY

The study was aimed at assessing professional nurses' performance in the prevention of

blindness and the rehabilitation ofthe blind in region H ofKwa-Zulu Natal and to give

relevant intervention where lack ofskills was demonstrated.
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3.3 DELIMITATION OF THE AREA OF STUDY
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Figure 1 reflects the KwaZulu-NataI eight (8) regions.
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This study was limited to Region H for the following reasons:

1. Geographically, this region is predominantly rural. Its population according to KwaZulu­

Natal department ofhea1th Statistics (1994) is about 90% rural.

2. Due to financial constraints and fpr econmnic reaspns, it was necessary for the researcher

tp confine the study to Region H in which target institutions and personnel were mpre

accessible.

3. Administratively, all the health regipns are centrally cpntrolled and gpvemed through the

same policies. An in-depth discussipn ofthe Region H setting is cpvered under the topic

"Sampling Design".

3.4 TARGET POPULATION

The target population was the prpfessional nurses employed in Region H pfKwaZulu-

Natal. Professional nurses with or without an ophthil1rnic care qualification working in

clincis were selected for the study because they form the initial contact point between the

clients with eye problems and the health services in the region. The clients! patients with

eye problems referred by the prpfessional nurses from Region H clinics to an eye clinic

were also included in the study because they are the consumers ofthe health service able

to give relevant information on nursing actions performed by professional nurses prior to

referral.
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S4



3.5 SAMPLING FRAME

Sampling involved selection ofclinics, professional nurses and patients.

3.5.1 Selection ofOinia

Rural clinics from region H were selected for the study from the following hospitals:

Ngwelezane, Mbongolwane, Empangeni, Eshowe, Catherine Booth, Nkandla, Ekhombe

and Hlabisa. These hospitals were conveniently accessible and all were included in the

study. Two hospitals had one clinic each. Each ofthe other six (6) hospitals had more

than one clinic. The total number of clinics for the eight (8) hospitals was fifty (50).

Since it was not feasible to include fifty (50) clinics in the study, a sample of twenty

percent.(20%) was decided on as recommended by Polit & Hungler (1987). A sample of

ten clinics was undertaken. Two (2) clinics from the two (2) hospitals with one clinic

each, were automatically included in the study. Random sampling was undertaken from

a list offorty-eight (48) clinics from the six (6) remaining hospitals. Each clinic was

assigned a number on a slip, until forty-eight (48) slips were made. These were all placed

in a box. The selection was done by picking one slip at a time. The number ofthe picked

clinic was recorded and replaced in the box. This technique was executed until six (6)

clinics were selected. This made up a total ofeight (8) clinics (one for each hospital).

Since a total often (10) clinics was needed, two clinics were conveniently chosen from

a list of forty-two (42) clinics. The following reflects rural clinics in Region H as at

August 1997:
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Table 1 shows the number of rural clinics in Region H

HOSPITAL NUMBER OF CLINICS

Catherine Booth Hospital 5

Ekhombe Hospital 5

Empangeni Hospital 1

Eshowe Hospital 1

IDabisa Hospital 11

Mbongolwana Hospital 5

Nkandla Hospital 5

Ngwelezana Hospital 17

TOTAL 500inics

During data collection, one hospital had clinics with the actual number of working

professional nmses ranging between two (2) to six (6). It was therefore not feasible to get

a sample offive (5) professional nurses from one clinic. One clinic for the same hospital

was conveniently chosen so that the professional nurses for the two (2) clinics total ten

(10). Eventually eleven (11) clinics were selected for the study.

3.5.2 Selection ofProfessional Nurses

The next step was to select a sample ofprofessional nurses from a target population of

two hundred and fifty-one (251) professional nurses working at the clinics. Twenty

percent (20"10) ofthe target population (of251 professional nurses) was decided on as

recommendedby (polit & Hunger 1987). A total number offifty (50) professional nurses

constituted a sample size. A duty roster with names ofprofessional nurses on each clinic

was used to select the sample. FIVe professional nurses from each clinic were randomly
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selected. This process was only possible for nine (9) clinics. The tenth (10th) clinic had

only four actual working professional nurses. One additional clinic (of the same hospital)

with six (6) working professional nurses was conveniently selected. Five (5) professional

nurses were then randomly selected from a total often (IO) professional nurses from the

two (2) clinics.

Since each of the nine (9) clinics selected had a maximum of ten (10) actual working

professional nurses, numbers one to ten were written on pieces ofpaper. The first five

professional nurses holding pieces of papers with even numbers were selected for the

study. The same random selection procedure was perfonned for the ten (10) professional

nurses from two (2) clinics with few numbers of actual working professional nurses.

Eventually, a total of50 professional nurses were selected for the study.

3.5.3 Selection ofPatients' Sample

Since the patient is the key person in the evaluation ofthe health services, an incidental

sample often (10) patients with eye problems referred to the clinic by any ofthe 50

participating professional nurses, on condition that each ofthese patients was referred by

a different participant, were selected into the study. Ten (10) clinics out ofeleven (11)

were selected by excluding the referral eye clinic from participating in the patients'

interviews. The patients were then selected from nine (9) general clinics and one (I)eye

clinic. In order to get ten (10) patients, one patient from seven (7) clinics which had five

(5) participants each and then one (1) each from the clinics which had three (3) and two

(2) participants respectively, and the 10th patient was a referral from a smaller eye clinic.
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Ten patients referred to the eye clinic at Empangeni Hospital were therefore interviewed

over a period oftwo weeks. The reason why only ten (10) patients were interviewed was

because the researcher intended sampling patients referred by professional nurse

participants (one per nurse and per clinic). A larger sample would have required more time

than the researcherhad available. It was assumed that ten (10) patients would enable the

reseM:her to compare patients' experiences regarding the professional nurses at the clinics

with actual performance ofthe nurses on the prevention ofblindness and the rehabilitation·

ofthe blind.

3.6 PREPARATION FOR THE STUDY

In preparation for the study a research proposal was submitted to the University of

Zululand Faculty of Arts research Committee, from which permission to conduct the

study was obtained. To gain access to the health services for the purpose ofevaluating

the professional nurses, an application was submitted to the Director ofHealth Services

inRegionH ofthe KwaZulu-NataI health region (Appendix H). Further permission was

sought from the Directors ofNursing Services ofthe eight hospitals to which the clinics

belonged. This was done telephonically, making it easier for the researcher to descnoe

the purpose ofthe study as weD as answer questions. At the same time the Directors of

Nursing Services were informed by the Director ofHealth Services to the effect that

permission had been granted.

The appointment to meet with each Director ofNursing Services was finalised by the

reseM:her. During a visit to each hospital, each Director ofNursing Services introduced
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the researcher to the Chiefprofessional nurse supervising the clinic. A further discussion

on the purpose ofthe research occurred. A permission letter from the Regional Director

as well as a copy ofthe research proposal were submitted to each Director of Nursing

Services. Each Director of Nursing Services submitted these copies to the Medical

Superintendent ofthe Hospital. Permission was then jointly granted by the Director of

Nursing Services and the Medical Superintendent ofeach hospital. This was done in

writing by some hospitals (see Appendix H) and verbally by others. After obtaining

permission for the study the researcher visited each clinic where the study would be

conducted. This was aimed at further introducing the study to the professional nurses at

each ofthese clinics and for the researcher to familiarize herselfwith the staff. The chief

professional nurse at each hospital accompanied the researcher to those clinics under her

supervision. Tljs facilitated and yielded an acceptance ofthe researcher's presence by

professional nurses at each clinic since she was introduced to all of them by their

supervisor.

3.7 PREPARATION FOR COLLECfING DATA AT THE CLINICS

In order to obtain the necessary infonnation, clinics sampled were visited. This was done

in order to obtain information regarding weekly programmes for each clinic so as to

enable planning ofvisits to each clinic.

3.7.1 Research assistants

To fiIcilitate the process ofdata collection two professional nurses with Masters' degrees

and working as lecturers were deployed as research assistants. The assistants were briefed
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by the researcher on the contents ofthe observation checklist and the questionnaire, aims

of each instrument and administration thereof. They were allowed to observe the

researcher collecting data during pretesting of instruments, and were involved in the

process ofcorrecting the research tools.

The process ofdata collection proceeded in three phases (the pre-intervention phase, the

intervention phase and the post-intervention phase) The instruments used for data·

collection (observation checklist, questionnaire and patients' interviews) demanded the

presence ofthe reSearcher. WIthout the help ofthe research assistants, the process ofdata

collection would have taken a longer period than the researcher had at her disposal.

3.7.2 Research Design

According to TaIbot (1995) the goal ofdescriptive research is to describe the phenomena.

It is frequently used when very little is known about a topic or to initially explore a

research question. For, this study, the researcher assumed that very little is known about

the performance ofprofessional nurses working at the·clinics in respect ofthe prevention

of blindness and the rehabilitation of the blind. It was therefore advantageous to

undertake a descriptive study which utilized both quantitative and qualitative methods of

data collection (observation, questionnaire and patients' interviews).
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3.8 DATA COLLECflON INSTRUMENTS

Three types ofinstruments, namely; the observation checklist, a questionnaire and an

interview guide were used to collect data. The instruments were developed by the

researcher in consultation with several experts in various areas ofnursing care, including

two nurse educators in nursing colleges offering a diploma in ophthalmological nursing

course, two ophthalmic qualified nurses working in eye care settings, two

ophthalmologists and two general medical practitioners.

3.8.1 Observation checklist

The observation technique was of value in this study since professional nurses'

performance in the prevention ofblindness and the rehabilitation ofthe blind is an activity

that can be observed. The purpose was to determine the professional nurses' performance

in the real situation. Since the observation consisted ofdifferent activities to be observed

from each professional nurse with respect to the prevention of blindness and the

rehabilitation of the blind, the technique proved advantageous to the researcher. It

permitted the researcher maximal use oftime in that observations could be discontinued

when there was nothing more to observe.

The approach used by the researcher was that ofbeing a non-participant observer, that is,

not being part ofthe professional nurses working at the clinics. The observation checklist

items were formulated on the basis ofthe performance skills being investigated.
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3.8.2 Questionnaire

For this study, the purpose ofthe questionnaire was to identifY the theoretical knowledge

on blindness and the rehabilitation ofthe blind possessed by the professional nurses in the

clinical practice. The questionnaire was advantageous in this study since it allowed the

researcher to assess a wide variety of skills which otherwise would have taken much

longer to do ifanother technique was used.

An eighteen (18) page questionnaire was fonnulated. Aspects to be investigated were

taken into consideration. A literature survey was conducted. The questionnaire was

discussed with research experts throughout all stages of its development. The

questionnaire was divided into six (6) sections as follows:

SEcrIONA:

SEcrIONB:

SEcrIONC:

SEcrIOND:

Demographic data

Ability of professional nurses to identifY risk factors that cause

blindness.

Ability ofprofessional nurses to perfonn nursing skills with respect

to the prevention ofblindness and rehabilitation ofthe blind. This

section was mainly on health education and advice given to

patients I clients at all levels ofprevention.

Ability ofprofessional nurses to perform eye assessment skills.
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SECfIONE:

SECfIONF:

Ability of professional nurses to perform specific nursing care

measures to patients I clients with specific eye problems.

Information on the extent to which professional nurses are able to

perform nursing activities related to the prevention ofblindness

and the rehabilitation of the blind

This section of the questionnaire tested the extent ofthe professional nurses' performance

in the prevention ofblindness and the rehabilitation ofthe blind at primary, secondary and

tertiary level. Ten (10) indicators were identified. These indicators consisted ofbasic eye

care activities expected ofthe professional nurses at primary and secondary levels ofcare

(AppendixB). Using the frequency scale, each participant indicated the extent to which

he or she performed each ofthe listed activities. The meaning ofeach level ofthe scale

was left to each individual participant to interpret using the following:

Frequency scale

1 - "Not at all"

2 - . "minimally"

3 = "Reasonably"

4 = "Considerably"

5 - "A great deal"
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In allocating the score, each indicator was considered individually and the findings

presented in graphic fonn with "T axis showing group perfonnance in percentage, and

the numerals on the "X" axis representing the individual indicators. The ten indicators

were numbered as follows:

Primary level indicators

I. Conducting in-service education to health care workers;

2. Education ofthe community on daily general eye care;

3. Education ofschool children on prevention ofeye accidents;

Secondary level indicators

4. Screening ofschool children for refractive errors;

S. Prescribing eye medication for common eye disorders;

6. Assessment ofpatients with diabetes mellitus for visual acuity;

7. Testing ofvisua\ acuity for all patients reporting general ill-health;

,

Tertiary level indicators

8. Home I community follow-up care for patients with glaucoma;

9. Rendering psychological support services to the blind and their families;

10. Counselling patients beleaguered by progressive visual loss.
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3.8.3 Patients' Interviews

The researcher prepared an unstructured interview guide that enabled patients to state all

fiu:tS on the nursing care they received with respect to the prevention ofblindness and the

rehabilitation ofthe blind. The interview guide included the following:

1. The patient's age;

2. . The patient's eye problem;

3. The name ofthe clinic from which the patient was referred;

4. Nursing inteIvention expected from the professional nurses before referral ofthe

patient and the management of the specific eye problem. This expectation

included:-

*

*

*

*

*

history taking

eye tests I examination ( visual acuity test and eye inspection)

prescnoing eye medication

advice and health education given in relation to the presented eye problem

referral procedure

The unstructured interview enabled the researcher to obtain information which could not

be readilyprocured with the exclusive use ofeither the checklist or interview or even the

combination ofboth.
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3.9 RELIABILITY AND VALIDITY

Reliability and validity ofthe instruments was perronned in order to test for the absence

oferrors ofmeasurement. To test for reliability and a vilidity, a prc-test was conducted

on five (5) professional nurses working at the general clinics and five (5) patients at an eye

clinic referred by professional nurses who participated during prc-testing. The aim was

to test the validity and reliability ofthe data collection instruments (observation checklist, .

questionnaire and patients' intetviews). The results obtained revealed some problems

such as those relating to the length ofthe questionnaire, difficult questions, confusing

information that requires different answers. The observation checklist revealed some

items that gave the same infonnation such that ambiguous items were excluded. The tools

were modified in consultation with research experts and specialists in ophthalmology. The

reason for the involvement ofthe latter is that according to the researcher a "jury opinion

is better than that ofa single individual" (Gumbi, 1987:48). As for the intetview guide,

no problems were discovered.

3.10 ETHICAL CONSIDERATIONS

Permission to conduct a research study was obtained from the Regional Director and

relevant authorities in charge ofhospitals and clinics (Appendix H). Participants' consent

was obtained from the professional nurses and from patients who were intetviewed.

Anonymity and confidentiality were ensured by omitting the participants' names from

questionnaires, checklists and intetviews. On data collection, coding was done for

questionnaires and observation checklists.
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From an ethical point ofview, from which an possible violations were obviated, there was

a need for strict anonymity ofthe clinic from where the patient was, and the professional

nurse who attended the patient yet these were neither possible nor guaranteed as far as the

researcher and the patient went. This was due to the fact that the patients to be

interviewed were those from clinics selected for the study, and were attended by

professional nurses who also participated in the study.

3.11 DATA COLLECTION

For data collection a pre-test was undertaken first, followed by the main study.

3.11.1 Pre-test

In order to test the validity ofthe instrument a pre-test was conducted. Pre-testing was

also used to afford the assistants the opportunity to obsetve the researcher using the

observation checklist and a questionnaire. Data was collected using three different

approaches, namely, an obsetvation checklist, a questionnaire and patients' interviews.

Pre-testing was conducted on five (5) patients referred by each of these professional

nurse participants to the eye clinic. The obsetvation checklist, together with the

questionnaire, were used to obtain the infonnation from the professional nurses while the

interviews were conducted with patients to obtain their views on the care they receive

from professional nurses at the clinics.. Forboth procedures each professional nurse was

attended to individually in her own clinic. The three (3) professional nurses each had a

diploma in nursing and two had a degrees in nursing science (B Cur).
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3.11.2 Observation Checklist

Non-participant observations were done by the researcher using the observation checklist.

The aim was to evaluate the professional nurses' performance in the prevention of

blindness and the rehabilitation of the blind in clinic settings. These activities included

aspects ofhealth education, assessment skills, counselling and management care relevant

to patients who presented with eye conditions as well as high risk patients. Each

participant nurse was observed during consultation with at least four (4) patients, one at

a time..This approach was necessitated by the need to assess the professional nurses'

skills in dealing with at least four ofthe five groups ofcare provided for in the checklist,

namely, paediatric care, pregnancy care, diabetic care, care for the hypertensive patient

and eye care.

In the event ofthe patient being attended not falling into the category, the researcher

abstained. Since variety of eye conditions seen at the general clinics is a chance

occurrence, the researcher was required to make more than one visit to the same clinic for

the same professional nurse.

The observation was conducted in a cubicle where the consultation was taking place with

the researcher standing or sitting at a comfortable distance away from the nurse and the

patient. A check mark was made in the appropriate column ofthe checklist every time

the expected behaviour was observed. Although participants were fully aware that their

performance was being evabJ3ted, they did not know which aspects oftheir performance

were being observed.
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3.11.3 Questionnaire

The questionnaire was administered by the researcher to each ofthe five (5) professional

nurse participants following the completion of the observation procedure. Each

participantwas requested to indicate the most convenient time during which she could be

able to complete the questionnaire. The researcher clarified the instructions on the

questionnaire to each participant emphasizing the importance ofanonymity.

In order to ensure independent responses, the questionnaire was completed in the

presence ofthe researcher. The questionnaire took 30 to 60 minutes to complete after

which participants were requested to comment on the quality ofthe questionnaire. All

comments were recorded by the researcher during the discussions.

Although the participants acknowledged that the content was relevant, they however

pointed out that some questions were open to many answers, while others were difficult

to understand. The questionnaire was also found to be too long. These comments led

to the correction and restructuring ofthe questionnaire by eliminating ambiguity as well

as complexity. The questionnaire was retested on five (5) professional nurses prior to

implementation.

3.11.4 Patients' Interviews

The aim ofthe patients' interviews was to obtain facts from the patients on the care they

received from the participating professional nurses. FIVe patients referred to the eye clinic
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by five professional nurse participants were identified. These patients were identified

whiIst awaiting consultation by the researcher checking the clinic card and enquiring about

the clinic they were referred from. A patient who responded with the name of the

participating clinic was directed by the researcher to the consultation room. After

introducing herself; the researcher enquired about the name ofthe professional nurse who

had referred the patient. Patients were directed to the consulting room in order to ensure

the anonymity ofthe professional nurse, and the confidentiality ofthe information. Ifthe

given name was not amongst those ofthe five professional nurses, the patient was duly

thanked and referred back to the waiting queue. However, ifthe given name was amongst

those ofthe five participating professional nurses, the patient's consent for the interview

was sought.

To make sure that none of the participant professional nurses was excluded from the

patients' interviews, five interview guides were assigned a code number based on the clinic

and the identity ofthe professional nurse. For example, the five clinics were assigned the

letters A, B, C, D & E and five professional nurses were assigned numerals 1, 2, 3, 4 &

5 respectively. Therefore if Vector Clinic was assigIied "A" and professional nurse

Mncwabe from Vector Clinic was allotted the number "1", a code reading Al would be

used to identifY professional nurse Mnewabe and Vector Clinic. A confidential list with

the names ofthe participants and the codenumberswas kept. Coding was also a measure

to exclude patients that could have been from the participating clinic but referred by a

professional nurse other than the participant.
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To facilitate the process ofdata collection two professional nurses possessing Masters'

degree acted as research assistants. The assistants were briefed by the researcher on the

contents ofthe observation checklist and the questionnaire, aims ofeach instrument and

the administration thereof They were allowed to observe the researcher collecting data

during pre-testing of instruments and were involved in the process of correcting the

research tools.

3.12.1 Pre-intervention Phase

a) Observation Checklist

Observations were done using the observation checklist. This procedure included the

assessment of the professional nurse as well as the availability of basic ophthalmic

equipment at each clinic under study. A total of fifty professional nurses working at

eleven clinics, that is nine general clinics and two eye clinics were evaluated. Each ofthe

research assistants was allocated three clinics with five (5) participants, while the

researcher attended to:live (5) clinics, three (3) ofwhich had five (5) participants and the

remaining two (2) having three (3) and two (2) participants respectively.

In order to identUy each participants' performance and to provide anonymity a coding

system different from that used during pre-testing was developed in the following

manner: the first alphabetic letter in the name ofeach hospital to which the clinic belonged

was noted. This was followed by the first alphabet in the name ofthe clinic. Then, each

professional nmse was assigned a mmlerical figure according to the sequence in which the

72



clinics were arranged in the sample list. For example, in the case of the five (5)

participants working at DIamini Community Clinic, which is under the control ofGwabini

Hospital, the five (5) participants would be given the codes DGI, DG2, DG3, DG4 and

005 respectively. To limit errors ofmisidentification, the numerical numbers were not

repeated in coding for the next clinic, for example, the first name on the second clinic was

coded with the two alphabets and the number six (6). In the case ofthe five participants

worlcing at the second clinic named HIanzeni Community Clinic which is under the control

ofKhozaHospital, the five participants would be given the Codes HK6, HK7, HK8, HK9

and HKIO respectively. This means that the last participant on the sample list above the

code with two alphabets, the number would be fifty (50).

The observations were conducted in a similar manner as in pre-testing, the aim being to

evaluate ,the professional nurses' performance in the prevention of blindness and the

rehabilitation of the blind. Observations on each professional nurse participant were

conducted in a cubicle where the consultation was taking place. The observer (research

assistant or researcher) kept a comfortable distance away from the nurse and the patient

so as not to cause a disturbance. As there were five participants to be observed in the

same locality, the observer was able to leave one participant for another in the event of

the patient not fa1ling in the relevant category for observation. Since the types of

conditions ofinterest found in the general clinics occurred by chance, each observer was

required to make more than one visit to the same clinic for each ofthe five participants.

However, because ofthe availability ofrelevant conditions at the eye clinics only one visit

was made to each clinic for observations on all five participants.
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Each participant nurse was observed during consultation with at least four patients, one

patient at a time. This approach was necessary in order to allow for assessment ofthe

professional nurse dealing with at least four of the groups of care provided for in the

checklist thereby establishing reliability ofthe assessment made. A check mark was made

in the appropriate column of the checklist every time the expected behaviour was

observed. As in pre-testing the participants were fully aware that their performance was

being evaluated but they did not know which aspects of this performance was being

observed..

To assess the status of the clinic the availability of basic eye care requirements and

policies, standing orders, and guidelines for the management ofpatients who presented

with complicated eye injuries were observed. This was done once at each clinic

preceeding the evaluation ofthe first participant and was not repeated during subsequent

observations. This was because no deviations in patterns occured at these clinics during

the stay ofthe research assistants and the researcher.

b) QuestioDnaire

The questionnaire was administered by research assistants or the researcher to the same

professional nurse participants to whom they conducted observations. This was done

afterall observations were completed. Participants in each ofthe eleven (11) clinics were

requested to indicate the time that was most convenient to them during which they could
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be able to complete the questionnaires in a group setting. The instructions on the

questionnaires were clarified to each group ofparticipants, emphasising the importance

ofanonymity.

In order ensure independent responses, the questionnaires were completed in the presence

ofa research assistant or of the researcher. The questionnaires took 30-60 minutes to

complete with each participant being allowed to take as long as he\she needed.

In order to identitY each participant's questionnaire for the purpose ofdetermining who

did or who did not need intervention, each panicipant was identified by means ofthe same

code as was used on the observation checklist.

c) PatieDts~ Inten-iews

The aim of patients' interviews was to obtain facts from the patients on the care they

received from clinic professional nurses. Ten (10) patients each referred by any ten (10)

ofthe 50 participating professional nurses, on condition that each ofthese patients were

referred by a different panicipant were interviewed. The patients' interviews were

conducted immediately after administration ofquestionnaires.

Ten (10) clinics out of eleven (11) were selected by excluding the referral clinic from

participating in patients' interviews. This was because the professional nurses from this

clinic demonstrated good performance and also that this clinic is a referral clinic for all

patients with eye problems. There were then nine (9) general clinics and one (1) eye clinic
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selected for patients' interviews. In order to get ten (10) patients, one patient from seven

(7) clinics which bad five (5) participants each and then one (l) each from the two clinics

which had three (3) and two (2 participants respectively, and the 10th patient was a

referral from a smaller eye clinic. Ten (10) patients referred from ten (l0) clinics by one

participant from each clinic give a wider representation for all participating clinics and

professional nurses, and therefore it was not necessary to interview fifty (50) patients

referred by all fifty (50) participants. Ten (10) patients instead offifty (50) were therefore,

identified..

The patients were identified while waiting consultation by the researcher checking the

clinic cards and enquiring about the clinic they were referred from. Similar to the pre­

testing, a patient who responded with the name ofthe participating clinic was directed by

the researcher. Here the researcher introduced her\him and enquired about the name of

the professional nurse who had referred the patient.

Ifthe given name was not amongst those ofthe fifty (50) participating professional nurses,

the patient was thanked and referred back to the waiting line. However, ifthe given name

was amongst those ofthe fifty (50) participating professional nurses, the patient's consent

to the interviews was sought.

To make sure that ten (10) participating professional nurses (one from each ofthe ten (10)

clinics were included in the patients' interviews, fifty (50) interview guides were assigned

a code munber similar to that ofthe observation checklists and questionnaires. Coding was
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also a measure to exclude patients that could have been from a participating clinic but

referred by a professional nurse other than the participant. A confidential list with the

names ofthe participants and their code numbers was kept.

Similar to a pretest, interviews were conducted in Zulu, and the responses were

immediately interpreted into English by the researcher. Using the unstructured interview

each patient was requested to state clearly the assessment (such as history taking and eye

test), as well as other activities performed by a professional nurse who referred him! her

to the eye clinic. The interview for each patient lasted for 15 minutes.

Due to the fact that patients referred to the eye clinic reported at the times convenient to

them and that ten (10) patients referred by any ofthe fifty (50) participating professional

nurses were interviewed, the researcher's visits for patients' interviews took place over

a period oftwo weeks.

3.12.2 Intervention Phase

The intervention phase in the form ofa workshop education took place six weeks after

the evaluative pr~intervention phase. The aim was to improve the performance of

professional nurses whose level ofperfonnancewith regard to the prevention ofblindness

and the rehabilitation ofthe blind was rated as being below satisfactory. To determine the

level ofperformance the total number ofpoints scored in the observation checklist and the

questionnaire were in each case converted into percentages. A performance ofless than

50% on eitherthe observation checklist or the questionnaire or on both was identified as
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requiring intervention. Based on this criterion a total offorty-five professional nurses, one

ophthalmic trained, and all working in general clinics were found eligible for intervention.

However, only twenty participants presented themselves for this purpose.

a) Preparatiqn for the Workshop

The researcher· identified areas in which the professional nurse participants demonstrated

poor performance as well as the clinics at which those professional nurses worked. A list

on these aspects was compiled. The areas on which professional nurses demonstrated

poor performance were: assessment skiDs, giving health education to patients, knowledge

ofrisk factors for b1indness, management ofpatients presenting with high risk conditions

(such as eye injuries, premature infimts and glaucoma) and knowledge on the rehabilitation

ofthe blind patients.

The researcher along with the research assistants participated in the preparation ofthe

material and conduction of the workshop. Material for presentation was prepared on

transparencies using the information from ophthalmic nursing books. The guide prepared

for scoring the questionnaire was also used to generate further content (Appendix D).

Two (2) professional nurses who are registered ophthalmic nurses assisted with the

preparation and management of the workshop. The workshop was therefore conducted

by the researcher, the two research assistants and two ophthalmic trained professional

nurses.
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Out of45 professional nurses who demonstrated poor performance, only 20 from four (4)

clinics attended the workshop. Since eight (8) out of eleven (11) clinics had no visual

acuity charts, these were ordered by the researcher from the Bureau for the Prevention

ofBlindness Information Centre to be supplied to these eight (8) clinics.

The main venue for the workshop was telephonically arranged by the researcher and the

Director of Nursing Services ofEshowe Hospital, and permission was granted for the

workshop to be run at this hospital for three (3) days. The dates and the time were also

discussed and agreed upon. The Director ofNursing Services ofEshowe hospital was

requested to convey the information to the Directors of Nursing Services of other

hospitals at a regional meeting. The researcher further telephoned the Director of

Nursing Services ofeach hospital requesting permission for the participants to attend.

b) The Workshop on Eye Care

The workshop was conducted along participatory and discussion approach principles.

Participants were divided into four groups offive nurses each with a facilitator assigned

to each group. Each group was assigned a venue separate from the others.

Having introduced themselves to each other and to the facilitators, the participants were

asked to list in writing their expectations from the workshop exercise. This was done on

the first dayofthe programme. The input on expectations was categorised and transferred

on to the transparencies. Among others, the participants' expectations included acquisition

ofknowledge pertaining to the assessment ofpatients with eye problems, health education
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for patients with eye problems, management ofeye injuries and the role ofthe nurse in the

prevention of blindness (Appendix F). These expectations were in line with areas of

weakness identified in the pre-intervention phase.

Working through these groups, participants were taught how to use a visual acuity chart.

Actual testing ofvisual acuity was demonstrated to the participants who then took turns

to demonstrate the procedure back to their groups. Questions focussing on the prevention

ofblindness, including health education provided to pregnant mothers, were posed to

individual groups to stimulate discussions. Under the guidance ofthe facilitator groups

worked out principles ofmanagement and care which were later presented to the larger

group by the leader ofeach small group. During presentations aspects ofimportance were

put on transparencies for further discussion by the researcher and other facilitators.

3.12.3 Post-intervention Phase

The post-intervention evaluation was undertaken on twenty (20) participants from four

(4) clinics who had attended the workshop. This evaluation was aimed at assessing

whether or not the intervention had the desired effect on the performance of the

participants. To achieve this aim, the observation checklist, and the questionnaire and

patients' interviews used during the pre-intervention phase were used. Use ofthe same

evaluation iostruments was necessary to ensure consistency ofthe evaluation procedure.
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a) Observation checklist

Observations were undertaken two weeks following the intervention phase. This interim

period was intended to allow participants more time to re-inforce their awareness ofthe

skills taught and an opportunity to put these skills into practice before the next evaluation

phase. As in the pre-intervention phase, the observation ofparticipants was done first.

The same observation procedure followed during the pre-intervention phase was followed

during this phase. The change that occurred during this phase was section A of the

observation checklist (that is, availability ofbasic eye care requirements), on assessment,

reflected the availability ofthe visual acuity charts that were provided by the researcher.

The scoring procedure was similar to that ofthe pre-intervention phase.

b) Questionnaire

The questionnaire was administered by the research assistants or by the reseracher to the

same professional nurse participants who participated in previous observations. This was

done after 3 weeks subsequent to the completion of observations. The delay in the

administration ofthe questionnaire was an effort on the part ofthe researcher to reduce

the possibility ofresponses based on simple recall by the participants. Participants in each

of the four (4) clinics were requested to indicate the time most suitable to them during

which they could be able to complete the questionnaires in a group setting. Instructions

on the questionnaires were clarified to each group emphasizing the importance of

anonymity.
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In order to ensure independent responses, the questionnaires were completed in the

presence ofthe research assistants or the researcher. As in the pre-intervention phase each

participant was allowed to take as long as she needed to complete the questionnaire. The

scoring procedure was similar to that ofthe pre-intervention phase.

c) Patients' Interviews

Since more time was needed to evaluate the impact of the workshop on nurses

performance as viewed by patients, the interviews were conducted three months

subsequent to the completion of workshops on eye care. Twenty (20) patients each

referred by any ofthe twenty participating professional nurses, on condition that each of

these patients were referred by a different participant from any ofthe four (4) clinics. As

in the pre:-intervention phase, the patients were identified while waiting consultation by

the researcher checking the clinic cards. A patient who responded with the name ofthe

participating clinic was directed by the researcher. Here the researcher introduced herself

and enquired about the name ofthe professional nurse who had referred the patient.

If the given name was not amongst those ofthe twenty (20) participating professional

nurses, the patient was thanked and referred back to the waiting line. However, if the

given name was amongst those ofthe twenty (20) participating professional nurses, the

patients' consent was sought.
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To make sure that the twenty (20) professional nurses were included in the patients'

interviews, twenty (20) interview guides were assigned on a code number similar to that

ofthe observation checklist and questionnaire.

Similar to the pre-intervention phase, the interviews were conducted in Zulu and the

responses were immediately interpreted into English by the researcher. The unstructured

interview guide similar to that ofthe pre-intervention phase was used. The interview of

each patient lasted for fifteen (IS) minutes.

3.13 PRE-TEST

The pre-test was conducted on five (5) professional nurses. Table 1 shows the

qualifications ofprofessional nurses.
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3.13.1 CHARACfERlSTICS OF THE PRE-TEST SAMPLE

Table 1: Qualifications of professional nurses N=5

BASIC QUALIFICATIONS FREQUENCY

Diploma in nursing 3

Degree in nursing (B. Cur) 2

Total 5

Table 1 reflects that three (3) professional nurses had a diploma in nursing and two (2)

had a degree in nursing (B. Cur).
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Table 2: Professional nurses work experience N=5

EXPERIENCE IN YEARS FREQUENCY

1-5 years 2

6-10years I

11- 15 years I

16 years and above I
-

TOTAL 5

Table 2 reveals that professional nurses had a varied experience. Two (2) professional

nurses had an experience ofone to five years, whilst three (3) had an experience ofsix

years and above.
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3.13.2 RESULTS ON PROFESSIONAL NURSES' PERFORMANCE BASED ON

PATIENTS' INTERVIEWED

TABLE 3: Performance of professional nurses N=5

RESPONDENTS NUMBER IPERFORMANCE

A Interpretation B Interpretation C

% Score
.

% Score

1. 43 0 36 0 Required

2. . 32 0 40 0 Required

3. 45 0 48 0 Required

4. 26 0 18 0 Required

5. 24 0 42 0 Required

KEY: A = Checklist Outcome
R = Questionnaire
C = Intervention
2 = "Above satisfactory" performance: 70% and above
1 = "Satisfactory" performance: 50% - 69%
o= "Below satisfactory": 0%
% Score = Percentage ofpoints scored by a professional nurse from A and B

Table 3 indicates that all professional nurses who participated during pre-testing

performed at a "below satisfactory" level in the prevention of blindness and the

rehabilitation ofthe blind. The results indicated that even these professional nurses with

high qualifications and several years of experience lacked skills in the prevention of

blindness and the rehabilitation ofthe blind.
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3.13.3 RESULTS OF THE INTERVIEW FROM FIVE (5) PATIENTS AT AN

EYE CLINIC REFERRED BY FIVE (5) PROFESSIONAL NURSES

Table 4: Eye Problems ofPatients Interviewed N=5

RESPONDENTS AGES IN SEX PROBLEM

NUMBER YEARS

1 26 Female Foreign body sensation in right eye

2 40 Male Painful red eye (right eye)

3 15 Female Progressive visual loss

4 22 Male Blurred visiou

5 46 Male Failure to read letters or block print

Table 4 reflects eye problems stated by respondents on interview. The researcher

further requested each patient to state clearly the assessment (history taking, eye

test), as well as nursing activity by a professional nurse who referred him! her to

the eye clinic. The response was as reflected in table 5 as follows: .
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Table 5: Responses from patients N=5

RESPONDENTS RESPONDENTS ASSESSMENT BY NURSING
NUMBER PROBLEM PROFESSIONAL AcnON

NURSE UNDERTAKEN

1 Foreign body Nil Referral
Sensation

2 Painful red eye History Medication given
with no effect

3 Progressive visual . Nil Referral
Loss

4 Blurred vision Nil Referral

5 Failure to read Nil Referral

Table 5 reflects that one (1) patient out offive (5) had ophthalmic history taken whilst

three (3) had no history taken. Four (4) out offive (5) stated that they were referred for

expert treatment. One patient stated that he was given medication which had no effect.

None ofthe patients stated that visual acuity testing and eye examination was performed.

The findings suggested that the care given by professional nurses to patients reporting eye

problems is lacking.
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CHAP'fERFOUR

4. DATA ANALYSIS, FINDINGS AND RECOMMENDATIONS

4.1 INTRODUCTION

This chapter deals with the analysis ofdata, the findings and interpretation thereof. Data

consisting of recordings from the observational checklist, questionnaire responses and

patients' interview responses were scored using different approaches. To allow for

comparison, pre-intervention and post-intervention data were scored separately.

4.2 MAIN STUDY RESULTS

Characteristics of the Sanlple

Participants' characteristics were obtained from the demographic data.

Table 6: Sex Distribution N=50

SEX FREQUENCY

Male I

Female 49

TOTAL 50

Table 6 indicates that 49 participants consisted offemales.
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Table 7: Professional Nurses' Academic Qualifications N=50

QUALIFICATIONS FREQUENCY

Diploma in nursing 44

Degree in nursing (B. Cur) 6

TOTAL 50

Table 7 shows that 44 participants possessed a Diploma in nursing (Basic nursing with

general nursing, midwifery, psychiatry and community health nursing science

qualifications). Six (6) had a degree in nursing (B. Cur).

The post basic qualifications possessed by professional nurses were also sought as they

might influence their performance in the prevention ofblindness and rehabilitation ofthe

blind.
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Table 8: Post Basic Qualifications ofParticipants N=50

POST BASIC QUALIFICATION FREQUENCY

ADMNC 2

DOPHTH 3

DCHAC 5

NONE 40

TOTAL 50

KEY FOR QUALIFICATIONS

ADMNC

DOPHTH

DCHAC

=

=

=

Advanced Diploma in Midwifery and Neonatal Nursing Science

Diploma in Ophthalmological Nursing Science

Diploma in Clinical Nursing Science, Health Assessment,

Treatment and Care

Table 8 reflects few professional nurses with Post Basic qualifications working in clinics.

Only five (5) were in possession ofDCHAC and three (3) had DOPHTH. This indicates

that very few nurses with ophthalmic care qualifications practise at the clinics.

Each participant's years of experience in health services was sought as it is generally

believed that persons with more experience demonstrate satisfactory performance than

those with less experience.
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Table 9: Yean ofexperience in health services N=50

NURSING EXPERIENCE IN YEARS FREQUENCY

1-5Years 8

6-lOYears 13

11-15 Years 6

16 and above 23

TOTAL
.-

50

Table 9 reflects that twenty three (23) participants had an experience of 16 years and

above, and that twenty seven (27) had an experience below 16 years.

4.2.1 PRE-INTERVENTlON DATA

a) Observation Checklist Scoring

Data from section A ofthe obselVation checklist, reflecting availability ofbasic eye care

equipment, common eye medication and other pharmaceutical supplies at the clinics was

scored by adding up the number ofclinics which had the listed equipment items. The

findings show that the commonest item found in the clinics was the ophthalmoscope

available in seven out ofeleven (11) clinics. Next in line was the visual acuity chart, which

was found in three clinics, and each ofthe remaining items, that is, torch and batteries,

minor surgical set, eye speculum and the Schiotz tonometer were available in the two eye

clinics only.
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Table 10: Number of Qinics with Basic Ophthalmic Equipment for use by

Professional Nurses

TYPE OF EQUIPMENT FREQUENCY

Eye pads 2

Ophthalmic 7

Visual acuity chart 3

Torch and batteries 2

Eye speculum 2

Schiotz tonometer 2

Minor surgical set 2

Table 10 reflects that 7 clinics possessed ophthalmoscopes, 3 possessed visual acuity

charts, and 2 had torches and batteries, eye speCula and Schiotz tonometer. Few clinics

were in possession ofvisual acuity charts as well as torch and batteries.

These findings show a general lack of basic equipment necessary for dealing with eye

emergency situations, and limited variety ofthe necessary medications and pharmaceutical

supplies at the clinics.
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Table 11: Number ofainia with Common Ophthalmic Medications and Other

Medical Supplies for Use by Professional Nurses

OPHTHALMIC MEDICATIONSI FREQUENCY

SUPPLIES AVAILABLE

Fluoresce in drops! strips 2

Vitamin A.. capsules 7

Gentarnycin drops 2

Chloramphenicol ointment 11

Chloramphenicol drops 2

Sulfacetamide ointment 4

Eyewash solution 11

Table 11 reflects that all eleven clinics had Stocked the broad spectrum antibiotics

(chloramphenicol eye ointment), eye wash solution. Seven (7) clinics had Vitamin A

capsules, while four (4) had sulfacetamide drops and only the two eye clinics had the other

six types ofmedications and pharmaceutical supplies.

b) Professional Nurses' Performance

To score the professional nurses' performance the number ofcheck marks in Section, B

and D ofthe observation checklist (Appendix "A") and in section B, C, D and E ofthe

questionnaire (Appendix"Bj were added up to reflect each individual's score. These

scores were then converted into percentages.
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Table 12 Professional Nurses' Performance N=50

PARTICIPANTS' AREA OF WORK POST BASIC PERFORMANCE

NUMBER QUALIFICATION(S) A B C
% % score

score

1 eye clinic DOPHTII 100 2 74 2 not required

2 general clinic N"JI 34 0 15 0 required

3 general clinic DCHAC 46 0 15 0 required

4 general clinic DOPHTII 26 0 32 0 required

5 general clinic DCHAC 68 2 27 0 required

6 general clinic N"JI 20 0 52 1 required

7 general clinic Nil 44 0 20 0 required

8 general clinic N"JI 60 2 48 0 required

9 general clinic Nil 16 0 39 0 required

10 general clinic N"JI 50 1 41 0 required

11 general clinic N"JI '64 2 40 0 required

12 eye clinic Nil 72 2 52 1 not required

13 general clinic Nil 46 0 56 1 required

14 general clinic N"JI 82 2 40 0 required

15 general clinic N"JI 36 0 43 0 required

16 general clinic Nil 26 0 37 0 required

17 general clinic N"JI 12 0 21 0 required

18 general clinic Nil 36 0 56 1 required

19 general clinic Nil 50 1 23 0 required

20 general clinic N"JI 14 0 30 0 required

21 general clinic DCHAC 32 2 47 0 required

22 general clinic Nil 72 0 34 0 required

23 general clinic ADMNC 22 0 18 0 required

24 general clinic N"JI 28 0 27 0 required

25 general clinic N"JI 14 0 38 0 required

26 general clinic Nil 30 0 31 0 required

27 genera1 clinic N"JI 44 0 12 0 required
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28 general clinic Nil 24 0 15 0 required

29 general clinic NI! 46 0 35 0 required

30 general clinic NI! 30 0 40 0 required

31 general clinic NI! 12 2 24 0 required

32 general clinic DCHAC 60 2 29 0 required

33 general clinic DCHAC 36 0 37 0 required

34 general clinic DCHAC 44 0 37 0 required

35 eye clinic DOPIITH 94 2 84 2 not required

36 general clinic ADMNC . 32 0 34 0 required

37 general clinic Nil 26 0 2 0 required

38 general clinic Nil 14 0 17 0 required

39 general clinic NI! 36 0 37 0 required

40 general clinic Nil 40 0 40 0 required

41 general clinic NI! 36 0 47 0 required

42 general clinic Nil 58 I 38 0 required

43 general clinic NI! 46 0 32 0 required

44 general clinic NI! 54 I 43 0 required

45 general clinic NI! 62 2 42 0 required

46 eye clinic Nil 96 2 80 2 required

47 eye clinic NI! 86 2 53 I not required

48 general clinic Nil 10 0 30 0 required

49 general clinic NI! 54 L 29 0 required

50 general clinic NI! 22 0 57 I required

KEY: A
B
C
2
1
o

= Checklist outcome
= Questionnaire outcome
= Intervention
= "Above satisfactory"
= "Satisfactory"
= "Below satisfactory"

The individual level ofperformance was rated on the following scales
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"Above satisfactory" =

"Satisfactory" =
"Below satisfactory" =

70% or more points
50% - 69"/0
0% - 49"/0

The findings show that eight (8) out offifty participants (16%) out ofwhich five (10%)

of whom only two (2) were ophthalmic trained, performed at the "above satisfactory"

level. Ten (10) out of fifty (50) participants (20%) none of whom had ophthalmic

qualification and all ofwhom worked in general clinics performed at the "satisfactory"

level. The remaining thirty two (32) participants (64%) one ofwhom had an ophthalmic

qualification and all ofwhom worked in general clinics performed at "below satisfactory"

level.

These findings suggest that non-ophthalmic trained nurses whose work environment

expose them to eye care facilities possess better eye care skills than ophthalmic trained

nurses who do not have exposure to ophthalmic situations. They also suggest that 64%

ofprofessional nurses who work in situations that lack the necessary eye care facilities do

not possess adequate skills for the prevention ofblindness and the rehabilitation ofthe

blind. Figures based on the total group performance suggest a "below satisfactory" level

ofperformance for professional nurses working in general clinics while the performance

by non-ophthalmic trained nurses working in eye clinics is shown to be "above

satisfactory". These figures also suggest relatively lower performance by ophthalmic

trained nurses due to the inclusion of the one ophthalmic trained nurse who was not

practising in the eye clinic.
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Further analysis was done to detennine the perfonnance ofthe following categories of

participants:

Category "A:' ­

Category "B" ­

Category "C" -

ophthalmic trained nurses

non-ophthalrnic trained nurses practising in eye clinics

non-ophthalmic trained and not practising in the eye clinic

To·dcitennine the average score for each ofthese categories, the total number ofpoints

obtained was divided by the number ofindividuals in the category. These average scores

were then measured against the perfonnance rating scale mentioned above.

Average perfonnance by the three (3) ophth~c trained nurses one for whom obtained

26% was73% (Table 12). Average perfonnance by the three non-ophthalmic trained

nurses who practised in the eye clinics was 85%. Average perfonnance by the 44 non­

ophthalmic trained nurses who were also not practising in the eye clinic was 38%. The

.overall average perfonnance for all 50 professional nurses was 43%.

c) Questionnaire Scoring

To score the questionnaire responses a marking guide indicating relevant answers and

prepared by the researcher was used (Appendix 'D' ). Each correct response was given

a point. The perfonnance was rated using the same scale as for the observation checklist.

Individual as well as group perfonnances were determined.
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Individual perfonnance findings show that three (3) out of50 participants (6%), two (2)

ophthalmic trained and one non-ophthalmic trained all ofwhom were practising in eye

clinics performed at the "above satisfactory" level. Six (6) out of50 participants (12%)

two (2) ofwhom were practising in the eye clinic performed at a "satisfactory" level. The

remaining 41 participants (82%) one ofwhom was ophthalmic trained but not practising

in the eye clinic performed at a "below satisfactory" level.

Further analysis was done to establish group performance level in the areas ofhealth

education, assessment skills and eye care measures directed at high risk conditions. Group

performance in each ofthe individual· aspects within these broader areas was also done.

This was done in order to identify the intervention needs.

Items evaluating the professional nurses' knowledge on the areas of health education,

assessment skills and eye care measures directed at high risk· conditions, were each

allocated a point. These points were added up to give the actual score for each specific

aspect within these areas. For example, nutritional practice, environmental hygiene,

personal hygiene, were treated as aspects ofa broader area ofhealth education. The actual

score for each aspect in an area was obtained by adding up the number ofpoints scored.

To obtain the level ofperformance for each category ofparticipants, the average scores

were measured against the expected scores.

The expected score was calculated based on the number ofparticipants in each category

(such as category"C" participants), multiplied by the highest number ofpoints that could

be scored in each aspect. For example, the expected score on nutritional aspects for

category "C" participants was 44 x 5 = 220.
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To determine the level of performance for each category of participants in each ofthe

aspects evaluated, the same rating scale as in the observation checklist was used. The

results of this analysis are presented according to primary prevention, secondary

prevention and tertiary prevention.

4.2.2 Performance ofProfessional Nurses on Health Education

a) Health Education

In primary prevention the average performance for the three category "A» participants,

two of whom were practising in eye clinics was "above satisfactory" level on areas of

health education pertaining to personal hygiene, child care, pregnant mothers and motor

vehicle drivers. They performed at satisfactory level in aspects ofenvironmental hygiene,

eye strain, traditional healers, occupational safety and nutritional practices.
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Table 13 Category 'A' performance on Health Education on Prevention At

Primary Level N=3

FACTORS EMPHASISED EXPECTED SCORES ACTUAL SCORES PERCENTAGE

Nutritional practices 15 8 53

Environmental hygiene 15 10 67

Personal hygiene 15 11 73

Child care 15 11 73 .

Eye strain 15 10 67

Management in 12 7 58

industry

Pregnant mothers 12 10 83

Motor vehicle drivers 12 9 75

Traditional healers 9 . 6 67

Table 13 shows that the perfonnance ofcategory "N' professional nurses in giving health

education/advice on prevention ofblindness was generally good. The percentage scores

ranged between 58% - 75%.
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Table 14 Category 'A' performance on Health Education At Secondary Level

FACfORS EMPHASISED EXPECI'EDSCOlU!:S ACfUALSCOlU!:S PERCENTAGE

Care ofeye spectacles 15 13 87

Use ofeye medication 18 12 67

Care ofcontact lenses 15 14 93

In secondary prevention performance was "above satisfactory" in the care of contact

lenses and eye spectacles while in use ofeye medication was at satisfactory level.
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Table 15 Category 'A' performance on health education N=3

FACfORS ON TERTIARY I!XPECfED SCORES ACTUAL SCORES PERCENTAGE

PREVENTION

Goal for rehabilitation 3 3

Targeted skills during 9 8 100

rehabilitation

Rehabilitation services for adults 9 5 89

Rehabilitation services for 9 3 56

children

Role players in rehabilitation of 6 13 50

the blind

Identification ofroles for each 18 11 72

person involved in the

rehabilitation ofthe blind

Counselling ofparents with a 18 12 61

blindcbild

Counselling on albinism 18 12 67

Guiding and assisting a blind 12 6 50

person on walking

In relation to tertiary prevention, performance was "above satisfactory" in questions

relating to goals for rehabilitation, skills targeted, and role players in the rehabilitation of

the blind. Knowledge requiring identification of roles for each person involved in the

rehabilitation ofthe blind, counselling ofparents with a blind child and ofa child with

albinism, assisting ofa blind person on walking, as well as knowledge ofavailable
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rehabilitation services was at the satisfactory level. The percentage scores at this

level ranged between 50% - 100%.

On the whole the performance ofcategory "A" participants in primary prevention

was "satisfactory" with the average performance being 68%. The highest score

83% was attained on the aspect of health education to pregnant mothers with

respect to the prevention ofblindness. However only performance on nutritional

practices attained a "satisfactory" level of53%. The performance in secondary

prevention was even higher with scores ranging from 67% - 93%. Similar to

primary prevention, performance in tertiary prevention was generally

"satisfactory" where the highest score (100%) was obtained on a knowledge

aspect.
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Table 16 Category 'B' perConnance on Health Education at Primary level N=3

ASPECTS EXPECTED SCORES ACTUAL SCORES PERCENTAGE

Nutritional practice 15 15 100

Environmental practice 15 10 67

Personal hygiene 15 12 80

Child care 15 12 80

Eyestrain 15 10 67

Occupational safety 12 9 75

.Pregnant mothers 12 12 100

Motor vehicle drivers 12 9 75

Traditional healers 9 6 67

In primary prevention the average perfonnance for Category "B" participants was "above

satisfactory" level in all aspects ofhealth education except for environmental hygiene, eye

strain and traditional healers, all ofwhich were saved at "satisfactory" level.
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Table!7 Category "B" Performance on Health Education at Secondary

LeveIN=3

FACTORS EMPHASIZED EXPECTED PINURSES PERCENTAGE

SCORES SCORES

Care ofeye spectacles 15 13 87

Use ofeye medication 18 12 67

Care ofcontact lenses 15 14 93

Table 17 reflects that category "B" perfonnance on health education at secondary level

ranged from "satisfactory" to "above satisfactory".
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Table 18 Category 'B' perfonnance on Health Education at tertiary level N=3

ASPECTS EXPECTED ACTUAL PERCENTAGE

SCORES SCORES PER ITEM

Goal!rehabilitation 3 3 lOO

Targeted skills during rehabilitation 9 8 89

Rehabilitation services for adults 9 3 33

Rehabilitation services for children 6 3 33

Role players in rehabilitation ofthe blind 18 9 50

Identification ofroles for each person 18 11 61

involved inthe rehabilitation ofthe blind

Counselling ofparents with a blind child 18 12 67

Counselling ofalbinism 18 12 67

Assisting a blind person on walking 12 6 50

Like in Category "A" participants, perfonnance in tertiary prevention was "above

satisfactory" in aspects ofgoals for rehabilitation and skills targeted. A "satisfactory"

level was attained on knowledge requiring counselling of parents with a blind child,

counselling on albinism, identification of roles for each person involved in the

rehabilitation of the blind and assisting the blind person in walking. Perfonnance

pertaining to the knowledge of rehabilitation services for both adults and children was

"below satisl3ctory" level. Except for the knowledge ofavailable rehabilitation services,

perfonnance of Category "B" participants is comparable to the Category "A's"

perfonnance.

107



Table 19 Category' 'C' performance on health education at primary level N=44

ASPECTS EXPECTED SCORES ACTUAL SCORES PERCENTAGE

PER ITEM

Nutritional aspects 220 75 34

Eovironmental hygiene 220 56 26

Personal hygiene 264 75 28

ChiIdcare 264 45 17

Eyestrain 264 34 13

Occupational safety 176 45 25

Pregnant mothers 264 74 28

Motor Vehicle drivers 176 15 9

Traditional healers 132 11 8

Table 19 reflects that category "e" professional nurses' performance was "below

satisfactory" in all areas ofhealth education at primary level. The score was 34% on

nutritional'practices in which one would expect the highest score to be obtained.
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Table 20 Category CC' performance on health education at secondary level N=44

ASPECTS EXPECTED ACTUAL SCORES PERCENTAGE

SCORES PER ITEM

Care ofeye spectacles 220 85 39

Use ofeye medication 220 67 31

Care ofcontact lenses 264 58 22

Table 20 shows inadequate knowledge ofprofessional nurses on health education to be

given to clients at secondary level with respect to the prevention ofblindness. The score

was 39"/0, on care ofeye spectacles, 22% on care ofcontact lenses. Fifty percent (50%)

ofparticipants gave no response on this item.
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Table 21 Category 'C' perfonnance on health education at tertiary level N=44

ASPECTS EXPECTED ACTUAL PERCENTAGE

SCORES SCORES PER ITEM

Goal for rehabilitation 44 30 68

Targeted ski1Is during rehabilitation 132 60 46

Rehabilitation services for adults 132 30 23

Rehabilitation services for children 88 07 08

Role players in rehabilitation of blind 308 50 16

Identification ofroles for eachperson 308 65 21

involved in the rehabilitationofthe blind

Coun""lIjngofparents with a blind child 264 60 23

Counsemng ofalbinism 264 76 29

Assisting a blind person on walking 176 40 23

Table 21 reflects that the maximum performance was on goal for rehabilitation where the

performance score 68%. This suggests awareness of professional nurses on the goal

aimed at rehabilitating the blind person. It was also noted that professional nurses'

knowledge on rehabilitation services available for blind children in KwaZulu-Natal was

inadequate (8%). However, except for goals for rehabilitation where performance was

"satisfactory", scores indicated a "below satisfactory" level for all aspects.
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b) Assessment Skills

Table 22 Category 'A' performance on assessment skills N=3

SKILL EXPECTED ACTUAL PERCENTAGE

SCORES SCORES PER ITEM

Knowledge on visuaI acuity tools 9 .'0 67

Knowledge on test tools for illiterate adults 9 6 67

Knowledge of test tools for illiterate children 9 6 67

Important factor in visuaI acuity test 3 2 67

Interpretation ofvisuaI acuity results 9 3 67

History taking 27 22 81

Equipment used for extemaI ocular 12 9 75

examination

Evaluation of assessment skills possessed by Category "11:' participants showed a

"satisfactory" performance level in all five aspects ofvisual acuity testing with an average

of67%. The level ofperformance indicating the knowledge on taking ophthalmic history

and equipment used for external ocular examinations was "above satisfactory" and

"satisfactory" respectively.
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Table 23 Category'A' perfonnaoce on eye inspection N=3

S1RUCTIJRED INSPECTED EXPECTED SCORES ACTUAL SCORES PERCENTAGE

Eyelids 18 13 72

Conjunctiva 12 9 75

Cornea 9 4 44

Anterior chamber 9 6 67

Pupil 12 6 50

Pertaining to the knowledge on common abnonnalities to look for on eye inspection,

"above satisfactory" performance was obtained in aspects pertaining to the eyelids and

coJ1iunetiva. Performance on the knowledge pertaining to the anterior chamber and pupil

was at "satisfactory" leve~ while performance pertaining to the cornea was below

satisfactory.
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Table 24 Category 'B' performance on assessment skills N=3

SKILL EXPECTED ACTUAL PERCENTAGE

SCORES SCORES PER ITEM

Knowledge on visuaI acuity tools 9 9 100

Knowledge on test tools for illiterate adults 9 6 67

Knowledge oftest tools for illiterate children 9 3 33

Important factor in visuaI acuity test 3 3 100

Interpretation ofvisuaI acuity results 9 3 33

History taking 27 17 63

Equipment used for external ocular 12 6 50

examination equipment

Evaluation ofassessment skiI1s possessed by Category "B" participants showed a level of

performance "above satisfactory" on knowledge of visual acuity test tools and

identification ofdistance as the important factor in visual acuity testing while a level of

"satisfactory" perfonnance was shown on one item in which the participants were to state

visual acuity test tools for illiterate adults. A level "below satisfactory" was shown on

items pertaining to knowledge of test tools for illiterate children and interpretation of

visual acuity test results. The level ofperformance pertaining to the knowledge on history

taking and equipment used for external ocular examinations was "satisfactory".
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Table 25 Category 'B' performance on eye inspection

STRUCTURES INSPECTED EXPECTED ACTUAL PERCENTAG

SCORES SCORES E PER ITEM

Eyelids 18 12 67

Conjuetiva 1 9 75

Cornea 9 3 33
. .

9 6 67Anteno chamber

pupil 12 3 25

An "above satisfilctory" level ofperformance was shown with respect to abnormalities to

look for on the conjuctiva. Performance on the knowledge pertaining to the eyelids, and

anterior chamber was at "satisfactory" level, while performance pertaining to the cornea

was "below satisfactory".
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Table 26 Category cC' performance on Assessment ofSkills: Testing N=44

SKILL EXPECTED ACTUAL PERCENTAGE

SCORES SCORES PER ITEM

Knowledge on visual acuity tools 264 57 22

Knowledge on test tools for illiterate adults 132 35 27

Knowledge oftest tools for illiterate children 176 38 22

Important factor in visual acuity test 44 23 52

Interpretation ofvisual acuity results 132 20 15

HistOly taking 484 115 24

Equipment used for external ocular 132 21 16

examination

Table 26 reflects a low perfonnance ofprofessional nurses in testing ofvisual acuity. The

professional nurses demonstrated lack ofawareness on visual acuity test tools (22%), and

interpretation of visual acuity test results (15%). However they were aware of the

important factor in visual acuity test (51%). Except for one item, evaluation of

assessment skiDs possessed by Category "e" participants showed a level ofperfonnance

"below satisfuctory" in four (4) out offive (5) items ofvisual acuity testing. The one item

in which a level of"satisfaetory" perfonnance (51%) was shown required the participant

to identi1Y distance as an important factor in visual acuity testing. Knowledge on both

history taking and equipment used for external ocular examination was "below

satisfilctory".
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Table 27 Category 'C' performance on eye inspection N=44

STRUCTURES INSPECTED EXPECTED ACTUAL PERCENTAGE

SCORES SCORES PER ITEM

Eyelids 352 40 11

Conjunctiva 176 52 30

Cornea 176 28 16

Anterior chamber 132 30 23

Pupil 264 22 08

Table 27 indicates unsatisfactory perfonnance ofperfonnance ofprofessional nurses on

eye inspection. The maximum perfonnance was 30% scored on abnormalities to look for

on the conjunctiva. One would expect the highest perfonnance ofprofessional nurses on

stating the abnonnalities to look for on the conjunctiva since it is the commonest eye

structure that signifies the presence ofmost eye problems.

Performance pertaining to the knowledge on common abnonnalities to look for on eye

inspection was "below satisfilctory" for all five (5) structures (eyelids, conjunctiva, cornea,

anterior chamber and pupil ofthe eye.

c) Specific Eye Care Measures

This section deals with the professional nurses' perfonnance in relation to the prevention

ofblindness inhigh risk conditions at both primary and secondary levels. The prevention

involves eye care measures directed at certain conditions. At primary level prevention
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required the care ofthe following; a new born infant during delivery, premature infant,

patient on quinine. At secondary level conditions included corneal abrasions, red painful

eyes, intra ocular foreign body, glaucoma and senile cataracts.

Table 28 Category 'A' performance on specific eye care measures at primary

levelN=3

ACTIVITY EXPECTED ACTUAL PERCENTAGE PER
.

SCORES SCORES ITEM

Care ofa new born infant duriog 6 6 100

delivery

Care ofapremature infant 6 4 66

Care ofa patient on quinioe 6 . 3 50

At primary level both category "ft,!' and "B" participants showed an "above satisfactory"

level ofperformance on the care ofthe new born infant. On the other hand perfonnance

was only at "satisfactory" level for the remaining items.
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Table 29 Category 'B' performance OD specific eye care measures at primary

levelN=3

ACTIVITY EXPECTED ACTUAL PERCENTAGE PER

SCORES SCORES ITEM

ClIIl: of a new born infant during 6 6 100

delivery

ClIIl: ofa premature infant 6 3 50

ClIIl: ofa patient on quinine 6 3 50

Category ''B'' participants performed at "satisfactory" level on the care ofa premature

infant and care ofa patient on quinine. Performance was "above satisfactory" on the care

ofa new born infant on delivery.
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Table 30 Category 'C' performance on specific eye care measures at primary

levelN=44

SPECIFIC EYE CARE MEASURE EXPECTED ACTUAL PERCENTAGE PER

SCORES SCORES ITEM

New born infant during delivery SS 61 69

Premature infant 8S 25 28

Patient on quinine 132 13 10

Results reflect that category "C" professional nurses performed well on the care ofthe

eyes ofa new born infimt during delivery (68%). Performance on the care ofthe eyes of

the premature infant was unsatisfactory (28%).
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Table 31 Category "A" perfonnance on specific eye care measures at

secondary level N=3

SPECIFIC EYE CARE MEASURE EXPECTED ACTUAL PERCENTAGE

SCORES SCORES PER ITEM

Corneal abrasion 21 12 57

Red painful eyes 09 06 67

Intraocular foreign body (IOFB) 09 05 56

Glaucoma 09 06 67

Senile cataract 09 06 67

At secondary level category "An participants perfonned at a "satisfactory" level on all

conditions.
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Table 32 Category "B" performance on specific eye care measures at

Secondary level N=3

ACTIVITY EXPECTED ACTUAL PERCENTAGE

SCORES SCORES PER ITEM

ComeaI abrasion 21 09 43

Red painful eyes 09 03 33

Foreignbody (lOFB) 09 03 33

Glaucoma 09 06 67

Senile cataract 09 06 67

Category "B" perfonned at "satisfactory" level on the care ofglaucoma and senile cataract

only. Performance on corneal abrasions, red painful eye and intraocular foreign body was

"below satisfactory".
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Table 33 Category "C" Performance on specific eye care measures at

secondary level N=44

BLINDING PROBLEM EXPECTED ACTUAL PERCENTAGE

SCORES SCORES PER ITEM

Corneal abrasion 176 24 14

Red painful eyes 264 35 13

Intra ocular foreign body (IOFB) 264 62 24

Glaucoma 132 42 32

Senile cataract 176 43 24

Category "C" on the other hand performed at a "below satisfactory" on all conditions.

These findings reveal inadequate perfonnance ofprofessional nurses in the care ofpatients

presenting with blinding problems at the clinic. Professional nurses lack knowledge on

actions that they should take when patients report certain blinding problems to be attended

to at secondary level.
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Table 34 Results on Patients' Interviews Reflecting Professional Nurses'

Perfonnance

NURSING MEASURES TAKEN NUMBER OFPATIENTS

YES NO TOTAL

HistOly taking 3 7 10

Eye inspection 4 6 10

VlSUlI1 acuity test 1 9 10

Advice given 3 7 10

Referral letter available 3 7 10

The patients were interviewed to determine measures ofcare they received at the clinics

before referral. Four patients reported that eye inspection was performed while three

reported that the following measures were taken; history taking, given the advice, and

issued a referra1letter. Only one patient had avisual acuity test performed. Amongst the

patients who reported that these measures were taken, one was referred from an eye

clinic. The results reveal a "below satisfactory" performance ofprofessional nurses with

respect to the prevention ofblindness and the rehabilitation ofthe blind.
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4.2.3 The extent ofProfessional Nunes' Performance

To determine the extent to which professional nurses perfonned activities pertaining to

the prevention ofblindness and the rehabilitation ofthe blind, the nurses' perfonnance was

measured against ten activities (mdicators) commonly perfonned at primary, secondary

and tertiary level. The activities are listed in section 'F' ofthe questionnaire (Appendix B).

To arrive at a score the responses indicating the frequency with which each activity was

done and the reasons given for that extent ofperfonnance were quantified based on a

frequency scale. This frequency scale is given below.

Frequency Scale

1 = 'Not at all'

2 = 'minimally'

3 = 'reasonably'

4 = 'considerably'

5 = 'a great deal'

While the analysis of the responses from other sections was done comparing three

categories, the analysis ofthe extent ofperfonnance based on the assumption number 5

compared two categories only, namely, professional nurses working in the eye clinics and

those practising in non-eye clinics (general clinics).
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To test the assumption on the extent of the professional nurses perfonnance in the

prevention ofblindness and rehabilitation ofthe blind, ten (10) indicators were identified.

These indicators consisted ofbasic eye care activities expected ofthe professional nurses

at primary, secondary and tertiary levels ofcare (Appendix B). Using the frequency scale

each participant indicated the extent to which she/he perfonned each of the listed

activities. The meaning ofeach level ofthe scale was left to each individual participant to

interpret. To arrive at the score a perfonnance percentage was determined for two

categories ofprofessional nurses in the study, namely, professional nurses practising in eye

care clinics and professional nurses practising in general clinics. In allocating the score

each indicator was considered individually. The findings are presented in graph fonn with

the 'Y' axis showing group perfonnance in percentage and the numerals on the 'X' axis

representing the individual indicators.

d) Key to Indicators

At Primary Level

1. Conducting in-service education to health care workers

2. Education ofthe community on daily general eye care

3. Education ofschool children on prevention ofeye accidents
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At Secondary Level

4. Screening ofschool children for refractive errors

5. Prescnoing eye medication for common eye disorders (such as eye infections)

6. Assessment ofpatients with diabetes mellitus for visual disturbances

7. Testing visual acuity for all patients reporting general ill health

At Tertiary Level

8. Home/community follow up for patients with glaucoma

9. Giving psychological support to the blind and his family

10. Counselling patients presenting with progressive visual loss.
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THE EXTENT OF PERFORMANCE OF PROFESSIONAL NURSES WORKING IN EYE CLINICS

Figure 2: Percentage of participants' performance per rating (N = 5)
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THE EXTENT OF PERFORMANCE OF PROFESSIONAL NURSES WORKING IN EYE CLINICS

Figure 3: Percentage of participants' performance per rating (N =5)
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In their self-assessment professional nurses practising in eye clinics rated their

performance with respect to indicator 3,6, 7, 9 and 10 as being considerable (40%) and

'a great deal' (60"/0). With regards to indicator 5 performance was rated as 'reasonably'

in 20% ofthe participants, 'considerably' and 'a great deal' in 40% ofthe participants

respectively. In the case ofindicators 1, 2, 4 and 8, although some nurses placed their

performance at 'considerably' and 'a great deal', sixty percent (60%) placed their

performance at 'not at all' for indicators 1 and 2, while this was the case with forty (40%)

in the case of indicator 4. Indicator 8 reflected the highest percentage (80%) of

participants at the 'not at all' level. With the exception ofthe screening of school children

for refractive errors where the performance was placed at 'considerably' activities

performed at community settings were placed at the 'not at all level.
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THE EXTENT OF PERFORMANCE OF PROFESSIONAL NURSES WORKING IN GENERAL CLINICS
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Figure 5: Percentage of participants' performance per rating (N =45)
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THE EXTENT OF PERFORMANCE OF PROFESSIONAL NURSES WORKING IN GENERAL CLINICS

Figure 6: Percentage of participants· performance per rating (N =45)
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THE EXTENT OF PERFORMANCE OF PROFESSIONAL NURSES WORKING IN GENERAL CLINICS

Figure 7: Percentage of participants' performance per rating (N =45)
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e) EXTENT OF PERFORMANCE OF PROFESSIONAL NURSES WORKING IN

GENERAL CLINICS (FIGURE 5, 6, 7)

Performance for professionalnurses working in general clinics spread across all levels of

the frequency scale in contrast to those in the eye clinic setting whose performance was

confined to almost three frequency levels only. In addition, the 'not at all' performance

. level was given in the case of all ten indicators with participant levels of above fifty

percent (50%) for indicators I, 2, 3, 4, 7 and 8. The 'not at all' level was given for

indicators 6,9, 10 and 5 by 48%, 24%, 36% and 4% ofthe participants respectively.

With the exception ofindicator 5 (with 64% ofparticipants) the participant percentage

of'agreat deal' ranged from a low score of2% to a high score of32%. The percentage

ranged from a low score of8% to a high score of 18% in the case of,considerably' for

the same indicator (mdicator 5).
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THE OVERALL EXTENT OF PERFORMANCE OF PROFESSIONAL NURSES WORKING IN CLINICS
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The ratings (figure 8) in the extent ofperfonnance in the prevention ofblindness and the

rehabilitation ofthe blind appeared to be "not at all" to be performed according to the

majority (47.4%) offifty (50) professional nurses practising at the clinics.

f) SUMMARY ON THE EXTENT OF PROFESSIONAL NURSES'

PERFORMANCE

In comparison activities directed at the prevention ofblindness and rehabilitation ofthe

blind were performed at a much lesser extent by nurses working in general clinics.

However, the extent to which community-based activities were performed was low for

both categories. At the same time prescn"bing of eye medications was high for both

groups. In this respect performance at the 'considerably' and 'a great deal' occurred with

80"/0 and 82% ofthe nurse practising in eye clinics and those practising in general clinics

respectively. Outside oftwo activities (that is, prescribing ofmedications and community

activities) the extent ofperfonnance by nurses in the general clinics does not show any

specific trend.

In summing up, the ratings ofall professional nurses in their performance with respect to

the prevention ofblindness and rehabilitation ofthe blind appeared to be at 'not at all'

level. The reasons for their 'not at all' extent of perfonnance were further analysed.

These were as follows:
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Table 35 Summary of stated reasons N=50

REASONS FREQUENCY OVERALL

PERCENTAGE

No equipment for eye test! examination 25 56.4

Intervention performed only when client! 14 31

patients presents an eye problem

Lack ofknowledge on eye care 13 28

No ophthalmic qualified nurse 8 18

Staffshortage 8 18

It is not necessary 9 20

No interest on eye care 9 20

Inadequate eye medication at the clinic 8 18

Failure ofthe institution to educate 8 18

professional nurses on eye care

In~service education on eye care not available 7 15

Transport for community eye care not available 5 10.2

No time 7 16.3

Responsibility ofschool health nurses 7 16

Table 35 reflects that the variables that mostly affects professional nurses' ability to

prevent blindness and rehabilitation of the blind are lack of equipment (56.4%);

intervention which is commenced when the patient has an eye problem (31%); lack of

knowledge on eye care 28%; and absence ofophthalmic qualified nurse in most clinics

(18%); staff shortage (18%); some activities viewed as not necessary (20%); and no

interest on eye care (20"10); no time 16%; child care is the responsibility ofschool health

nurses (16%); no in-service education; (15%); and transport not available (10%).
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4.3 POST-INTERVENTION DATA

The post-intervention data was analysed to detennine the effectiveness of the intervention

programme. Scores from the observation checklist, the questionnaire, and patients'

interviews were used for this purpose. Scoring of performance was done in the same

manner as for the pre-intervention performance. To measure the outcome, post­

.intervention performance on the observation checklist and the questionnaire was

compared with the pre-intervention performance. To achieve this purpose both individual

and group performancewere considered. All participants in the intervention programme

were professional nurses practising in general clinics. The same scale as used in the pre­

intervention phase was used to grade the performance in the post-intervention phase. In

determining effectiveness of the intervention, three approaches were used namely; (1)

analysis ofindividual performance which reflects the cumulative score for each individual

participant on the observation checklist and the questionnaire; (2) analysis of group

performance based on the total number ofpoints gained by the group in each specific item,

and (3) patients' interview results. For the intervention to be regarded as having been

effective the post-intervention performance had to be at "satisfactory" level or higher on

both the checklist and the questionnaire.
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Table 36 Post-intervention Professional nurs~' performance

RESPONDENTS' PERFORMANCE INTERPRETATION
NUMBER OF THE

WORKSHOP
OUTCOME

PRE-lNTEVENTION POST-INTERVENTION

A B C A B

% % % %

2 34 0 15 0 R 50 I 59 I Effective

3 46 0 50 I R 55 I 56 I Effective

8 60 2 48 0 R 62 I 69 2 Effective

9 16 0 39 0 R 53 1 58 1 Effective

13 46 0 56 1 R 51 1 57 1 Effective

16 26 0 36 0 R 58 1 68 2 Effective

17 12 0 21 0 R 5~ 1 58 1 Effective

20 14 0 30 0 R 50 1 52 1 Effective

21 32 0 47 0 R 65 2 57 1 Effective

23 22 0 18 0 R 60 2 70 2 Effective

25 14 0 38 0 R 40 0 36 0 Not Effective

26 30 0 31 0 R 44 0 45 0 Not Effective

27 44 0 12 0 R 40 0 36 0 Not Effective

28 24 0 15 0 R 38 0 43 0 Not Effective

34 44 0 37 0 R 53 1 50 0 Effective

36 32 0 34 0 R 50 1 56 1 Effective

41 36 0 47 0 R 38 0 40 1 Not Effective

44 54 1 43 0 R 63 2 54 0 Effective

45 62 2 42 0 R 69 2 53 1 Effective

15 36 0 43 0 R 50 1 50 1 Effective
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KEY

A = Observation checklist outcome

B = Questionnaire outcome

C = Intervention

R = Required

0 = "Below satisfactory" performance

1 = "Satisfactory" performance

2 = "Above satisfactory" performance

4.3.1 Individual Performance

Analysis ofdata on the observation checkli~ and the questionnaire showed that of the

twenty (20) professional nurses who participated in the intervention programme, three

(numbers 8, 44, 45) had "satisfactory" performance on the observation checklist but a

''below satisfactory" performance on the questionnaire scored during the pre-intervention

phase. Outcome scores based on both the observation checklist and the questionnaire

showed that fifteen (15) participants demonstrated a "satisfactory" level ofperformance

fonowing the intervention programme. Based on these findings it may be concluded that

the intervention programme was effective on fifteen (15) participants and not effective on

five participants (Table 36).
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4.3.2 Patients' Interview Results

Table 37 Findings on Professional Nurses' performance based on Patients'

Interviews

NURSING MEASURE TAKEN NUMBER OF PATIENTS

YES NO TOTAL

History taking 13 7 20

Eye inspection 8 12 20

VISUlI1 acuity test 12 8 20

Advice given 18 2 20

Referral letter available 10 10 20

Patients were interviewed to determine measures ofcare they received at clinics before

referral. The following results were obtained: Eighteen (18) patients received advice;

thirteen (13) had history taken; twelve (12) had their visual activity tested; and ten (10)

were given referral letters to eye clinics. Only eight reported that eye inspection was

performed. When comparing patients' interviews conducted during a pre-intervention

phase (Table 34), the results reveal that the performance was on eye inspection in which

-
only (8) patients indicated that it was performed. These results suggest the effectiveness

ofthe workshop conducted.

4.3.3 Group Performance

To further determine the effectiveness ofthe intervention programme, post-intervention

group performance was evaluated with respect to the three main areas ofcare namely,
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health education, assessment skills, specific eye care skills. Similar to the pre-intervention

phase a total of the scores obtained by the group in each specific item (termed 'actual

score') was measured against the 'expected score' which consisted ofthe highest possible

number ofpoints in each aspect multiplied by the total number ofparticipants. Because

ofthe difference in the number ofpoints for each item the 'expected score' differed from

item to item. To obtain the level ofperformance a percentage based on the two scores

was calculated. For the finaI outcome the post-intervention percentage score was

compared with the pre-intervention percentage score.

a) Health Education

The outcome data on health education at.primary level shows an improvement of

performance in three items each, from "below-satisfactory" to "above-satisfactory" and

"satisfactory" levels respectively. These included nutritional practices, management of

care in industry and care ofpregnant mothers in the former; and personal hygiene, child

care and eye care, motor vehicle drivers in the latter (Table 38). Performance in

enviromuentaI hygiene, eye strain, and traditional healers persisted at "below satisfactory"

level Ahhough performance did rise to the level of"satisfactory", the actual scores in this

latter group ofitems increased to above their pre-intervention values (Table 38).

The outcome data on health education at secondary level showed improvement in

performance from "below satisfactory" to "satisfactory" level in two items namely, care
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ofeye spectacles and use ofeye medications. Although the score obtained improved on

the care ofcontact lenses, a "below satisfactory" level ofperformance persisted for this

item (Table 38).
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Table 38 Comparison ofProfessional Nurses' Group Performance in Pre-

intervention and Post-intervention Pbases

ACflVITY PRE- POST-
INTERVENTION % INTERVENTION %

HEALmEDUCATIONAT PRIMARY LEVEL

Nutritional aspects 33 75

Environmental hygiene aspects 25 40

Personal hygiene aspects 28 60

Child care 17 65

Eye strain 13 40

Occupational safety 25 80

Pregnant mothers 27 90

Motor vehicle drivers 8 50

Traditional healers 8 30
.

HEALmEDUCATION AT SECONDARY LEVEL

Care ofeye spectacles 38 50

Use ofeye medication 30 60

Care ofcontact lenses 21 30

HEALm EDUCATION AT TERTIARY LEVEL

Goal for rehabilitation 67 - 50

Targeted skills during rehabilitation 44 100

Rehabilitation services for adults 22 50

Rehabilitation services for children 8 50

Role players in rehabilitation ofthe blind

Identification ofroles fOT each person involved 21 50

Counsel\ing ofparents with a blind child 22 60

Counselling on albinism 28 75

Assisting a blind person with walking 22 50
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ASSESS~SKILLS

Knowledge ofvisual acuity test tools 21 50

Knowledge oftest tools for illiterate adults 26 60

Knowledge oftest tools for illiterate children 21 50

Important factor in visual acuity test results 15 40

History taking 23 50

Equipment used for external ocular 16 50
examination

EYE INSPECflON STRUCTURES
INSPECfED FOR ABNORMALITIES

Eyelids 11 40

Conjunctiva 29 75

Cornea 16 30

Anterior chamber 22 85

Pupil 8. 50

SPECIFIC EYE CARE MEASURES AT
PRIMARY PREVENTION

Care ofa new born infant during delivery 68 100

Care ofa premature infant 28 100

Care ofa patient on quinine treatment 10 60

SPECIFIC EYE CARE MEASURES AT
-

SECONDARY PREVENTION

Care ofa patient with corneal abrasion 13 30

Care ofa patient with a red painful eye 13 50

Care ofa patient with an intra ocular foreign 23 50
body (IOFB)

Care ofa patient with glaucoma 31 25

Care ofa patient with a senile cataract 24 50
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For tertiary education performance scores showed improvement from "below satisfactory"

to "satisfactory" level in 5 items. In three items performance moved from "below

satisfactory" level to "above-satisfactory". In the case of one item namely, goals for

rehabilitation, a "satisfactory" level wasmaintained. This might be due to different ratings

being given by researcher and research assistants. There was a drop in the score from pre­

intervention (67"/0) to post-intervention (50%). Generally, there was a considerable

increase in the level ofperformance for all three levels ofhealth education, which further

suggests the effectiveness ofa workshop.

4.3.4 ASSESSMENT SKILLS

Analysis ofpost-intervention performance with respect to assessment skills, showed an

increase ofscores in all items. The level ofperformance moved from "satisfactory" to

"above satisfactory" for the item on identification ofthe most important factor in visual

acuity testing. In five items the level ofperformance moved from "below satisfactory" to

"satisfactory". These items required responses pertaining to knowledge ofvisual testing

equipment, knowledge test tools for illiterate adults, knowledge oftest tools for illiterate

children, history taking, and knowledge ofexternal ocular examination equipment. In one

item (mterpretation of visual acuity test results) performance remained at "below

satisfactory" level with a pre-intervention score of 15% and post-intervention score of

40% (Table 38). This might be due to the fact that visual acuity testing requires most

practice which professional nurses practising in general clinics lacked because of

inavailability ofvisual acuity test charts.
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·
Scores on knowledge pertaining to identification of abnormalities of specific eye

structures showed that post-intervention performance increased in all five (5) items.

Performance in identification of abnormalities on the conjuctiva and anterior chamber

increased from "below satisfactory" to "above satisfactory". Performance on

identification of abnormalities on the pupil increased from 8% to 50%, that is, from

"below satisfactory" to "satisfuctOlY. However, a "below satisfactory" performance level

was maintained on identification ofthe eyelids and corneal abnormalities with a post-

intervention level of40"10 and 30% respectively.

a) Specific Eye Care Measures

The third primary prevention aspect on the questionnaire was an assessment ofknowledge

with respect to specific eye care measures. These skills included care ofthe following:

the newborn infant, the premature infant and the patient on quinine treatment. Pre-

intervention scores showed "satisfactory" performance for care ofthe newborn. Post-

intervention performance was 100% respectively indicating an "above satisfactory" level

of performance in this item. Pre-intervention scores showed a "below satisfactory"

performance on the care ofthe premature infant, and care ofthe patient on quinine and

was 28% and 10"10 respectively. Performance on care ofthe premature infant increased

to "above satisfactory" level (100"10) and that ofthe patient on quinine increased to a

"satisfactory" level of60%.
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4.4 SUMMARY ON GROUP PERFORMANCE

A significant improvement in the level ofprofessional nurses' theoretical knowledge with

respect to prevention ofblindness and rehabilitation ofthe blind following a workshop

perfonnance showed "satisfactory" perfonnance in four (4) only out of(42) forty-two

items (9.5%) ofthe content, this perfonnance rose to 36 items 86% post-intervention, an

intervention undertaken to remedy the poor perfonnance of professional nurses in the

prevention of blindness and the rehabilitation of the blind was effective. In contrast,

ana1ysis ofindividual scores which was based on data from both the observation checklist

and the questionnaire, suggests that the workshop was effective in the case offourteen

out oftwenty cases, giving a success rate of70%.

Although the two approaches (observation checkline and questionnaire) used to determine

the outcome ofthe intervention suggest the effectiveness ofthis intervention it is to be

noted that this outcome is based on the perfonnance oftwenty participants as opposed

. to forty five who were evaluated during the pre-intervention phase. It also needs to be

borne in mind that the group perfonnance outcome given above was based on both

practical perfonnance (observation checklist) and theoretical perfonnance (questionnaire).

Despite the differences in content, both approaches, to a considerable degree, suggest that

the intervention was effective.

Results on patient's interviews (Table 37) also reveal the effectiveness ofa workshop.

Only one activity (eye inspection) was poorly demonstrated.

148



CHAPTERS

5. DISCUSSION OF FINDINGS, CONCLUSIONS AND RECOMMENDATIONS

5.1 INTRODUCTION

The purpose ofthis descriptive study was to gather information in the performance of

professional nurses with respect to the prevention ofblindness and rehabilitation ofthe

blind. Limitations ofthe study, conclusions and recommendations are discussed.

5.2 FINDINGS

One of the questions to be addressed was: "Do the lack of facilities at clinics affect

professional nurses performance in respect of the prevention of blindness and the

rehabilitation of the blind"? It was also assumed that professional nurses working in

institutions that lack the necessary facilities for eye care will demonstrate a "below

satisfaetoI)'" performance in the prevention ofblindness and the rehabilitation ofthe blind.

Inorder to establish facts regarding eye care facilities in clinics, an assessment ofthe latter

was done. The findings revealed a general lack ofbasic equipment, particularly equipment

necessaIy for dealing with emergency situations such as eye injuries and foreign bodies in

the eye and other vision threatening conditions (such as acute angle-closure glaucoma).

Although it is imperative that eye care equipment be in good working order at all times

Tuwaijiri (1996), out oftive (5) ophthaImoscopes at the general clinics, three (3) were out

oforder while the two (2) available were not used due to professional nurses' lack ofthe
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necessaI)' skills. It is also ofgreat concern that eight out ofeleven clinics assessed did not

have the visual acuity chart. The need for availability of equipment is pointed out by

Tuwaijiri (1996) who maintains that basic eye care equipment should be made available

in all health care centres. The filet that the use ofophthaImoscopes in general clinics was

limited to medical practitioners who rarely visited rural clinics and those nurses qualified

in Clinical Nursing Science, Health Assessment Treatment and Care, appears to be a

contnouting factor for the nurses' lack ofskills in this respect.

The finding that professional nurses working in general clinics performed at a much lesser

extent than their counter parts (both ophthalmic and non-ophthalmic trained who worked

in eye clinics), is supportive ofthis observation Based on these considerations one would

argue that professional nurses afforded relevant exposure to ophthalmic care situations

will show better performance in the prevention ofblindness and rehabilitation ofthe blind.

That chloromphenicol eye ointment was available in all eleven (11) clinics, and that

findings indicate that eye medications were prescnoed at a higher level by registered

nurses both in eye clinics and general clinics is indicative ofthe influence ofawareness on

avaiIability. It is suggested that easy availability ofchloramphenicol eye ointment in the

clinics increased the chance of its use by the registered nurses.

5.2.1 Health Education

The question to be answered was: "Do professional nurses with no ophthalmic care

qualifications but with adequate exposure to ophthalmic care situations demonstrate

satisfilctoI)' performance towards the prevention ofblindness and the rehabilitation ofthe
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blind?" Health education is an important instrument in health promotion (Dennil et. al

1995). It was therefore necessary to evaluate professional nurses on this aspect. The

au:rent study shows that ophthalmic trained professional nurses as well as non-ophthalmic

trained but working in eye clinics generally performed at a higher level than the non­

ophthalmic trained nurses who were not practising in eye clinic settings. This difference

in performance is thought to be a result ofthe nurses in eye clinics being consistently in

a situation demanding health education.

It was further discovered that this high performance occurred generally in situations of

institutional care as evidenced by the high percentage ofparticipants who rated themselves

at the 'not at all' level for indicators 1, 2, 3, 4·and 8 (figures 2, 3 & 4). This performance

is on the whole not different from that shown by the non-ophthalmic trained nurses

practising in general clinics and those non-ophthalmic trained nurses practising in eye

clinics. This observation emphasizes the lack of community based activities like the

education ofschool children on prevention ofeye accidents, screening ofschool children

for refractive errors and follow up care for patients with glaucoma, even in the case of

ophthalmic trained nurses. This is attn"buted to lack of facilities for eye care (especially

transport) as stated by some participants (Table 35).

Although Perry and Tullo (1990) maintain that the vital work in the prevention of

blindness is often done better by nurses because nurses' training and orientation is

focussed on the comnmnity and patient, and not the disease, findings ofthis study do not
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support this submission. Based on the findings ofthis study, staff shortage resulting to

inadequate time for professional nurses to give health education to patients on prevention

ofblindness might be a contributory factor to poor performance (Table 35).

The perfonnance by category"e' participants showed a "below satisfactory" performance

in all areas ofhealth education pertaining to eye care (primary, secondary and tertiary).

This poor performance suggested a lack of awareness by the majority of professional

nurses regarding their role in the prevention ofblindness and in the rehabilitation ofthe

blind. The "satisfactory" performance in listing ofthe goals for rehabilitation could be

attributed to possessing the theoretical knowledge but not of practical skills. This

apparent poor performance by category "e" participants could have implications for

nursing education. It appears that genera1ly basic nursing education progranunes do not

prepare the nurses adequately in areas ofeye care as evidenced by the performance ofthe

largest group of the study sample, in area H of the KwaZulu-Natal Province of the

Republic ofSouth Africa.

5.2.3 Assessment Skills

The importance of the assessment of eye functioning is illustrated by the following

statement; patient assessment is like fitting together the pieces ofan important jigsaw. To

assess the patient, the nurse needs to put together all the pieces, to give her a clear picture

ofthe patient's condition. She needs to take a good clear history together with the visual
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acuity and observation (Perry and Tullo, 1990). He further points out that the clinic can

be a highly effective first line ofdefence against blindness and visual loss in most ofthe

preventable or treatable conditions.

Similar to the performance in health education, eategory "e" participants showed a lack

of knowledge in aspects of visual acuity testing, history taking, equipment used for

external ocular examinations and eye inspection. Lack ofknowledge on assessment skills

was also confirmed by the findings on patients' interviews (Table 34).

Taking into consideration category "B'''s performance in assessment skills, it can be

argued that practice and some form ofeducation are instrumental to facilitating acquisition

of(such as in-service education), assessment skills. This consideration under scores the

importance ofexposure to relevant care situations coupled with educational opportunities.

5.2.4 Specific Eye Care Measures

This area required knowledge ofmeasures to be taken in the management of high risk

patients, which may lead to blindness, ifmismanaged.

At primary level these patients included among others the new born infant, premature

infant, and the patient on quinine treatment. Due to the frequency with which these

conditions occur and the degree to which management ofthese conditions is emphasized

in nursing education programmes, expectations ofgood performance in this regard were

not unreasonable. Failure by category "C" to perform satisfactorily with respect to the
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prevention of blindness in premature infant and management of a patient on quinine

treatment is a source ofgrave concern. According to Vlok (1996) all professional nurses

should be knowledgeable about the actions taken to prevent a premature infant from

becoming blind due to oxygen therapy, this would prevent blindness due to

retrolentalfibroplasia. Ophtha1mic trained nurses demonstrated good performance in all

four specific skills ofprimary prevention. This might be a result ofhaving under-gone

ophthalmic training and to their subsequent placement in the eye clinic. The findings

supported the assumption that professional nurses with ophtha1mic care qualifications will

demonstrate "satisfactory" performance towards the prevention of blindness and the

rehabilitation ofthe blind.

In order to assess the professional nurses' knowledge ofspecific eye care measures in the

prevention ofblindness at secondary leve~ they were required to identifY measures to be

taken in managing patients with certain eye conditions. These conditions included corneal

abrasions, red painful eyes, intra ocular foreign bodies, glaucoma and senile cataracts.

The level of knowledge shown by category"N' participants was "satisfactory" in all

specified conditions. On the other hand performance by category "C" was found to be

"below satisfactory" level in all specified conditions, suggesting a deficit caused by the

lack of formal ophtha1mic training. That category "B" performed at a level "below

satisfactory" in four (4) ofthe six (6) conditions is a further indication that the formal

ophthalmic training or alternatively in-service education, is necessary to provide the

required specific knowledge. The need for some form of training (such as in-service

education) ofclinic nurses in primary eye care is advocated by Cook, Knight & Crofton­

Bri~1992).
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Since no in-service education programs on eye care existed at the clinics under study, it

is assumed that the poor performance by category "B" and "e" participants in the

prevention ofblindness, might be a direct result ofthe lack ofin-service education.

In relation to answering the question, "Do ophthalmic trained professional nurses who

work in non-eye clinic settings demonstrate a level of performance that is "below

satisfactory" in the prevention of blindness and the rehabilitation of the blind?" The

findings showed that the performance ofone ophthalmic trained nurse, who participated

in non-eye clinic setting was deficient. Due to the fact that there was only one (1)

ophthalmic nurse who practised in a general clinic, this finding may not be generalised.

The fact that the non-ophthalmic trained nursed placed in eye clinic settings performed

equally well as their ophthalmic trained counterparts who practised in similar situations

suggests that "satisfactory" performance is also influenced by exposure to relevant

situations. This outcome raises a concern regarding the appropriate placement ofnurses

with ophthalmic training. As pointed out by Cook, Knight & Crofton-Briggs (1992) of

the 30 ophthalmic career trained nurses ofKwaZuIu-NataI only three (3) practised in rural

eye care services. It is suggested that since the general clinics are poorly oriented to the

issue in blindness prevention, they do not provide the necessary climate for growth in the

ophthalmic career while at the same time leading to the loss ofskills already possessed.

With this statement in mind, it can be argued that placement ofophthalmic trained nurses

in general clinics, without supportive workshops and without the required equipment and

transport facilities is counter productive to rendering effective preventive eye care.
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This does not imply that ophthalmic trained nurses should not be placed in general clinics

at all, but to point out the benefit that may be derived from the proper utilization in these

settings. As pointed out by Waterman et. al. (1995), in order for the nurses to render

quality patient care, nursing resource planning authorities should ensure that nurses are

placed according to their qualifications and areas ofinterest.

It is argued here that success in the prevention of blindness can only be achieved if

professional nurses with ophthalmic qualification are placed strategically in both general

and eye clinics, to allow for their own development and the development ofthose around

them. This should enable nurses with expertise in eye care to educate other nurses to

render more effective preventive eye care health services.

The submission that well supported ophthalmic trained nurses can be useful in developing

those around them is supported by the findings of this study. The fact that non­

ophthalmic trained nurses who practised in eye clinics perfonned equally well as their

ophthalmic trained counter parts suggest that the fonner lJc:nefited from working alongside

the latter. In short, this means that performance by non-ophthalmic trained nurses in the

eye clinic was influenced by the environment in which they were working. From this, it

canbe deduced that constant practice in eye care situations enhances the nurses' level of

performance in the prevention ofblindness and in the rehabilitation ofthe blind.

Observations on general clinics indicate that eye care, particularly at primary care level,

is still not accorded the emphasis and attention it deserves. It has also been observed that

a patient with eye problems is viewed as an odd individual whose problems can be dealt
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with only at the eye clinic. The inavailability ofthe necessary resources at the general

clinics contributes to the low standard ofcare received by patients in need ofeye care.

ThyIefors (1991) stated that human resources in developing countries is a complex issue,

since competent and suitably qualified nurses are not only scarce but also unevenly

distributed. The even distribution of ophthalmic trained nurses provided with the

necessary support services, will benefit even those areas where eye care is currently most

neglected. However, the need for more nurses to be formally prepared for rendering

effective ophthalmic care services coupled with the need for providing basic eye

equipment at the general clinics also needs to be addressed.

It was assumed that "the extent of performance in the prevention ofblindness and the

rehabilitation ofthe blind will be higher in professional nurses with relevant exposure to

ophthalmic care situations". Although the study findings generally indicate that

ophthalmic trained nurses practising in eye clinics demonstrate better performance in the

prevention of blindness and rehabilitation of the blind, this was not true in the case of

community based activities. Fmdings showed that high percentages ofboth ophthalmic

trained as well as non-ophtha1mic traioed professional nurses obtained a 'not at all'

performance rating with respect to the primary, secondary and tertiary prevention

activities performed outside the clinic setting. These activities included:

1. Conducting in-service education to health care workers

2. Education ofthe community on daily general eye care

3. Screening ofschool children for refractive errors

4. Homel community follow-up care for patients with glaucoma
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Taking into consideration that most causes ofblindness are preventable, and that loss of

vision is irreversible in most cases, a shortcoming ofthis nature in eye care causes great

concern. This situation seems to emphasize the entrenchment ofthe curative approach

in eye care at the expense of preventive eye care.

Considering the reasons given by the professional nurses regarding the shortcomings in

their community activities performance (staff shortage, lack of time and transport)

attention should be turned towards strategies for better planning ofpatient care resources

as pointed outby Waterman et. al., (1995). The findings are supported by Perry & Tullo

(1990) who maintains that professional nurses offer more curative eye care services. They

maintain that throughout the world, medical resources are mostly used for treatment

rather than for prevention ofdisease. They further emphasize that community health and

preventive medicine are neglected both by govermnents and individual health workers.

It was evident from the study that eye care and guidance on eye health in region H of

KwaZulu-Natal is not within the context ofprimary health care. Professional nurses need

to be formally or informally educated on primary eye care so that they are able to render

simple preventive and promotive health service in eye care at clinic and at community

level. (Thylefors, 1991). The transport for other community health services (such as

psychiatric health services) is available in region H ofKwazulu-Natal but not available for

community eye care services. This indicate that eye care is neglected and is not taken as

a priority especially by health service planners. Prevention of blindness and the

rehabilitation of the blind may not be effectively performed by professional nurses

practising at the clinics if basic eye care resources are insufficient. This is further

supported by Thylefors (1991)
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who pointed out that some of the constraints to rendering more effective blindness

prevention services indicate the insufficient or irrational use ofavailable resources and the

failure to improve basic eye care facilities.

The study revealed that professional nurses at the clinics provide curative eye treatments

at the c1inics (eye clinics and general clinics) to patients who present with eye problems.

The findings, therefore, revealed that professional nurses provide services which can

prevent blindness at secondaIy level ofprevention. This was evidenced by the high extent

ofeye medication prescriptions by both ophthalmic and non-ophthalmic trained nurses at

the clinics. This could indicate that the professional nurses attempted to render eye care

to the patients who reported eye problems rather than giving health education on basic

preventive measures such as hygiene and nutrition. The reasons given by professional

nurses for these prescriptions included that the education ofchildren on the prevention of

accidents is given when they present with eye injuries, but that eye medication is always

prescn"bed for patients presenting with eye disorders. These reasons could suggest that

the role ofnurses in eye care is institutional and curativ~ rather than preventive.

Apart from prescribing eye medications and inadequate rendering ofcommunity based

services, the extent ofperfonnance ofprofessional nurses practising at the general clinics,

was perceived to be at a generally low level. This could indicate that health service

planners inadequately provide for eye care services in region H ofKwaZulu-Natal. There

Was ineffective utilisation ofophthaImic trained nurses as they were unable to reach the

communities needing preventive eye health care activities and also not distn"buted to

general clinics. The International News ofSwaziland (1990), highlighted that ophthalmic
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trained nurses visit outreach clinics to give primary health care lectures pertaining to the

prevention ofblindness before treating patients. This is not the case in KwaZulu-Natal

Region H clinics.

It was assumed that "creating awareness for the professional nurses' role in the prevention

of blindness and the rehabilitation of the blind will improve their performance." The

findings supported the assumption. After attending a workshop programme, the

participants demonstrated "satisfactory" performance in most aspects on the areas of

health education, assessment skills, and specific eye care measures. However, it was

evident from the study that some participants still demonstrated a "below satisfactory"

level ofaspects such as giving health education on environmental hygiene, eye strain and

care ofcontact lenses.

It was therefore evident from the study that some form ofeducation (formal or informal)

professional nurses' performance in the prevention ofblindness and the rehabilitation of

the blind is to be improved. This is supported by Thylefors (1990) who stated that, in

order to prevent blindness, it is necessary to initiate projects for the training of staff

providing eye care services.

It was therefore concluded that the low level of performance indicated by professional

nurses could have been aggravated by inadequate provision of eye care services

throughout region H ofKwaZulu-Natal. Health service planners should therefore view

eye care as part ofprimary health care as advocated by Thylefors (1991). Viewing eye

care as part ofprimary eye care may improve professional nurses' level ofperformance
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in the prevention ofblindness and the rehabilitation ofthe blind, which will benefit not

only the health care consumers, but ultimately all the people of the province. By

preventing blindness the quality of life of the Province's citizens can be immeasurably

enhanced - mainly through mere effective health care services, primarily including eye

services.

5.3 LIMITATIONS OF THE STUDY

The limitations ofthe study are as follows:

1. The study was confined to the professional nurses practising in Kwazulu-Natal

region H clinics. Therefore, the findings might not be generalisable to other

professional nurses practising in other regions ofthe province, or the country.

2. The study sample consisted ofthree (3) ophthalmic trained nurses, ofwhom two

(2) practised in eye clinic settings and one (1) PI1!ctised in a general clinic. Their

performance may not be generalised to other ophthalmic trained nurses because

ofthe extremely small number ofparticipants in this category.

3. The sample consisted offorty nine (49) females and one (1) male. The findings

are therefore based mainly on the responses ofthe female professional nurses. It

may, therefore, be argued that the findings would have revealed a different picture

ifthere was equal gender distn"bution ofthe participants. However, the nursing

profession in the Republic ofSouth Africa consists predominantly ofwomen.
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4. Out of forty five (45) professional nurses who demonstrated a "below

satisfuctory" performance during the pre-intervention phase, only twenty (20)

attended a workshop and participated in the post-intervention phase. Probably the

performance would have reflected a different picture if they had all participated

in the education sessions provided.

5.4 RECOMMENDATIONS FOR THE STUDY

Based on the findings oftbis study, it is recommended that:

1. Education and training (formal and informal) in primary eye care should be

provided to clinic nurses in order to enllllllce nurses' awareness oftheir role in the

prevention of blindness and in the rehabilitation of the blind. This

recommendation arises from the improved performance demonstrated by

professional nurses working in non-eye clinical settings subsequent to attending

the workshop offered as part ofthis research.

2. Ifpossible, some professional nurses should receive formal training in ophthalmic

nursing in order to increase the number currently available. This will facilitate the

distnoution and effective utilisation ofophthalmic trained nurses in areas where

eye care is most needed. Ideally, at least one ophthalmic trained nurse in a general

clinic shouldbe available for educating the other nurses and for providing eye care

services. Ophthalmic qualified nurses should be allocated in general clinics (at

least one in each clinic) with the necessary support services so that those areas
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where eye care is neglected can benefit from their knowledge and expertise.

3. Preventive, curative and rehabilitative eye care services provided by professional

nurses in eye care clinics and in general clinics, should be extended to the

community. Activities such as community education on daily general eye care,

screening ofschool children for refractive errors; home! community follow up care

for patients with glaucoma, eye surgery, eye infection and trauma should be

provided to enhance the community's eye health care status.

4. Transport facilities should be provided for community-based eye care services.

Alternatively, the community health services should be re-organised so that more

comprehensive health services, including eye care, can be provided with the

available transport facilities.

5. Internal hospital policies, standing orders or guidelines pertaining to the

management and referral procedure ofpatients presenting with eye emergencies

and other vision threatening conditions should be made available. The guidelines

will facilitate the activities ofprofessional nurses and will also save the patient's

sight, which might be lost due to the lack of knowledge leading to a delay in

referring the patient for expert treatment.

6. In order to improve the delivery ofeye care services in rural areas ofKwaZulu­

Natal further research should be conducted in the whole province to:
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Identify the role ofall professional nurses in eye care;

Identify the factors that act as constraints in the execution of the

professional nurses' role in eye care with particular emphasis on the

prevention ofblindness and the rehabilitation ofthe blind.

Assess the utilisation ofophthalmic qualified nurses working in health care

services.

To compare the delivery of eye care services in health institutions with

ophthalmic qualified nurses with those without.

5.5 CONCLUSIONS

Conclusions drawn from the study reveal the following:

That professional nurses with no ophthalmic care qualifications working in general

clinics perform at a much lesser extent than their counterparts who practise in eye

clinics with respect to the prevention of blindness and the rehabilitation of the

blind.

Professional nurses, both ophthalmic and non-ophthalmic trained, but working in

eye clinics demonstrate "satisfactory" performance.
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Lack ofeye care equipment in general clinics probably contributes to professional

nurses' "below satisfactory" level ofperformance with respect to the prevention

ofblindness and the rehabilitation ofthe blind.

Community-based eye care services are inadequately rendered by both ophthalmic

trained and non-ophthalmic trained professional nurses; probably due to lack of

transport facilities and staffshortage.

Professional nurses practising in eye clinics as well as in general clinics provide

curative eye care services in patients presenting with eye problems.

Education and training (formal and informal) ofprofessional nurses practising in

general cIinics improves their performance in the prevention ofblindness and the

rehabilitation ofthe blind.

gs of this stu

ter parts wh. practised in eye

essional . rses workinrgener/;cs

at a much le~r extent ran their

Itwas evident from the study that professional nurses with ophthalmic care qualifications,

who practised in eye clinics, demonstrated "satisfactory" levels of performance. One

participant with the same qualification, who did not practise in eye clinics, demonstrated

"below satisfactory" level of performance when compared to non-ophtha1mic trained

nurses who practised in clinics rendering eye care services.
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The findings revealed that professional nurses with no ophthalmic qualification who

worked in eye clinics as well as the ophthaImic trained nurses who also worked in eye

clinic settings perfonned at "satisfaet;ory" level with respect to the prevention ofblindness

and the rehabilitation ofthe blind. This perfonnance was probably due to their constant

practice in eye care situations and that they worked alongside the ophthaImic qualified

nurses who could teach them. The relevant exposure to eye clinics, and not necessariIy

the ophthalmic care qualification, seemed to contnoute towards a better perfonnance of

professional nurses in the prevention ofblindness and in the rehabilitation ofthe blind.

The extent ofperfonnance in the prevention ofblindness and rehabilitation ofthe blind

was also higher in professional nurses with relevant exposure to ophthalmic care situations

than in those without such exposure. The findings showed that the extent ofperfonnance

with respect to the primary, secondary and tertiary prevention activities perfonned outside

the clinic setting were perfonned at a "below satisfactory" level with both ophthalmic

trained and non-ophthaImic trained professional nurses with a 'not at all' perfonnance

rating.

The findings also revealed that infonnal education on eye care given to professional nurses

at the clinics improves perfonnance and creates their awareness on the prevention of

blindness and the rehabilitation ofthe blind.
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APPENDIX "A"

OBSERVATION CHECKLIST

TOPIC .. PREVENTION OF BLINDNESS - A NURSING APPROACH

OBJECTIVES TO AITAINED

1. To determine the professional nurses' ability to identify risk factors requiring nursing

intervention in the prevention ofblindness.

2. To establish the professional nurses' ability to perform nursing skills with respect to

prevention ofblindness.

3. To determine the extent to which professional nurses are able to perform skills with

respect to the prevention ofblindness and the rehabilitation ofthe blind.

4. To determine the effect of relevant workshop education on the performance of

professional nurses with respect to the prevention ofblindness and the rehabilitation ofthe

blind.

173



PURPOSE OF THE CHECKLIST

1. Pre-intervention :

To determine the skills possessed by professional nurses in order to identify those

that need intervention.

2. Post- intervention:

To re-evaluate professional nurses' skills following in-service education (whether

outcomes are positive or negative).

SECTION A

MATERIAL RESOURCES AVAILABLE FOR USE BY PROFESSIONAL NURSES

1. EQUIPMENT

AVAILABLE NOT AVAILABLE

1.1 Torch and batteries

1.2 Visual acuity chart(s)

1.3 Ophthalmoscope

1.4 Minor surgical set

1.5 .Eye speculum

1.6 Schiotz tonometer

2. COMMON EYE MEDICATION
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AVAILABLE NOT AVAILABLE

1.1 EYE OINTMENTS

1.1.1 Tetracyclines

1.1.2 Sulfacetamide

1.1.3 Chloramphenicol

2.1 EYE DROPS

2.1.1 Sulfacetamide

2.1.2 Chloramphenicol

2.1.3 Gentamycin

2.1.4 Artificial tears

2.1.5 Local anaesthetic

3. OTHERMATERIAL

AVAILABLE NOT AVAILABLE
.

Dyes (FIourescein drops/strips, etc)3.1

3.2 . Eye wash solution

3.3 Eye pads

4. Policy, standing orders or guidelines for the management of eye emergencies or other

complicated eye problems.
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SECTIONB

PERFORMANCE OF NURSING SKILLS

1. HEALTH EDUCATION AT PRIMARY LEVEL

Does a professionalnurse advice clients on thefollowing:

YES NO

1.1 Aspects on nutrition

1.1.1 Brown bread, brown rice, cereals

1.1.2 Yellow vegetables e.g. pumpkin "

1.1.3 Green leafY vegetables

1.1.4 Mangoes, tomatoes, citrus fruits

1.1.5 Animal foods e.g. liver and dairy products

1.2 Aspects on environmental hygiene

1.2.1 Building oftoilets .-

1.2.2 .Refuse disposal

1.2.3 Safe water supply

1.2.4 Adequate housing

1.2.5 Control ofvectors (e.g. flies)

1.3 Aspects on personal hygiene

1.3.1 Handwashing after toileting and urinating

1.3.2 Handwashing before touching eyes

1.3.3 Not to share face cloths and towels

1.3.4 Avoid use ofsoiled wash cloths
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1.3.5 Caution when using cosmetics such as hair sprays

1.4 Advice on child care

1.4.1 Immunization ofchildren

1.4.2 Supervision ofchildren not to play with dangerous material

1.4.3 Early recognition, identification and reporting children with visual

disturbances

YES NO

1.5 Advice to pregnant mothen

1.5.1 Avoid unprescnlled drugs during pregnancy

1.5.2 Avoid contact with persons suffering from rubellalviral infections

1.5.3 Take a well balanced diet

1.5.4 Seek medical advice for any abnormal vaginal discharge

2. HEALTH EDUCATION AT SECONDARY LEVEL

Doesprojessionalnurse give health education to clients/patients on the jollowing:-

YES NO

2.1 Care ofeye spectacles

2.2 Care ofcontact lenses

2.3 Use ofeye medication

2.4 General symptoms

2.5 Early reporting ofan eye problem

2.6 Importance offollow up care for patients with:

2.6.1 Glaucoma

2.6.2 Progressive visual loss
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2.6.3 Diabetes mellitus

2.6.4 Hypertension I I I
3. REALTII EDUCATION AT TERTIARY LEVEL (REHABILITATION)

Does the professionalmnse:-

..

YES NO

3.1 Counsel the blind and his family

3.2 Counsel clients/patients with progressive visual loss

SECTIONC

1. ASSESSMENT SKILLS

YES NO

1.1 History taking

1.2 Recording ofhistory taken

1.3 Testing ofvisual acuity

1.4 Recording ofvisual acuity results

1.5 Interpretation ofresults to the patient/client

1.6 .Perfonning eye examination systematically

1.7 Testing visual acuity for the clients/patients with:

1.7.1 Diabetes mellitus

1.7.2 Hypertension
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1.8 Is a professional nurse able to identifY clients with the

following:

1.8.1 Glaucoma (raised intraocular pressure)

1.8.2 Cataract (lens opacity)

SECTIOND

1. NURSING INTERVENTION

Does the professional nurse perform thefollowing activities:

Number ofPomts = 50

YES NO

1.1 Identification ofpatients for emergency care

1.2 Care ofclients with eye injuries

1.3 Removal ofsuperficial foreign bodies in the eye

1.4 Care ofclients with intraocular foreign bodies

1.5 Prescribe medication for patients with common eye

infections

1.6 Refer patients with complicated eye disorders for expert

advice .
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APPENDIX "B"

QUESTIONNAIRE TO PROFESSIONAL NURSES PRAcnsING IN RURAL HEALTH

SERVICES OF KWAZULU-NATAL REGION H

TOPIC PREVENTION OF BLINDNESS: A NURSING APPROACH

The questionnaire is divided into six sectiODS. The sectioDS are designed to gather:

A Biographic information.

B. Infonnation of professional nurses' ability to identiJY risk factors requiring nursing

intervention in the prevention ofblindness.

c. Infonnation on the ability ofprofessional nurses to perform nursing skills with respect to

prevention ofblindness and rehabilitation ofthe blind.

D Information on the ability of the professional nurses to perform assessment skills with

respect to eye disorders.

E. Infonnation on the ability ofthe professional nurses to perform relevant nursing skills with

respect to prevention ofblindness.

F. Information on the extent to which professional nurses are able to perform nursing

activities related to prevention ofblindness and rehabilitation ofthe blind.
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OBJECTIVES TO BE ATTAINED

1. To determine the professional nurses' ability to identifY risk factors requiring nursing

intervention in the prevention ofblindness.

2. To establish the professional nurses' ability to perform nursing skills with respect to the

prevention ofblindness

3. To determine the extent to which professional nurses are able to perform skills with

respect to the prevention ofblindness and the rehabilitation ofthe blind.

4. To determine the effect of the relevant workshops' education on the performance of

professional nurses with respect to the prevention ofblindness and the rehabilitation ofthe

blind.
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SECTION A

DEMOGRAPmC DATA

Please supply the following particulars. Respond by ticking [.I] in the correct space.

1. Sex

~
~

2. How were you prepared for basic nursing education Diploma

Degree

3. Post basic clinical qualification Diploma in Ophthalmic Nursing science

Any other: Specify

4. For how many years have you been practising as a

professional nurse?

SECTIONB

1 - 5 years

6 - 10 years

11 -15 years

16 years and longer

INFORMATION ON PROFESSIONAL NURSES' ABILITY TO IDENTIFY RISK

FACTORS THAT CAUSE BLINDNESS

1. ldenti1Y risk factors that may lead to blindness which should be attended at the following

levels ofprevention:-
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1.1 PRIMARY PREVENTION

.....................................................................................................................................

.....................................................................................................................................

.....................................................................................................................................

1.2 SECONDARY PREVENTION

1.3 TERTIARY PREVENTION

SECTIONC

INFORMATION ON THE ABILITY OF PROFESSIONAL NURSES TO PERFORM

NURSING SKU.IS WITH RESPECf TO PREVENTION OF BLINDNESS AND

REHABILITATION OF THE BLIND

1. PRIMARY PREVENTION

1.1 What aspects do you emphasize when giving health education to clients withe respect to

prevention ofblindness on the following:

1.1.1 Nutrition aspects
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1.1.2 Environmental hygiene aspects

1.1.3 Personal hygiene practices

1.1.4 Child care

...................................................................................., .

.....................................................................................................................................

.....................................................................................................................................

..........................................................................................................................................

1.2 What specific advice do you give to the following community members with respect to

. prevention ofbliIidness at primary level?

1.2. Students complaining ofeye strain

.....................................................................................................................................

................................................................................................................................................

184



.....................................................................................................................................

1.2.2 Occupational safety

1.2.3 Pregnant mothers

1.2.4 Motor vehicle drivers

.....................................................................................................................................

1.2.5 Traditional healers

.....................................................................................................................................

.....................................................................................................................................

.....................................................................................................................................
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1.2.6 SecondaIyprevention

Inadequate knowledge ofclients on proper use and care ofprescribed material for treating

eye disorders can lead to blindness.

2.1.1 Care ofeye spectacles

2.1.2 Cleaning and storage ofeye contact lenses

2.1.3 Use ofeye medication

......................................................................................................................................

....................................................................................................................... .

.....................................................................................................................................

.........................................................................................................................................

3. TERTIARY PREVENTION (REHABILITATION)

3.1 What is the main goal to be achieved in the rehabilitation ofthe blind person?
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3.1.1 Indicate the important skills that need to be developed on a blind person during

rehabilitation

3.1.2 Indicate the rehabilitation service available for the blind adult persons in KwaZulu-Natal.

3.1.3 List rehabilitation services available for blind children in KwaZulu-Natal.

......................................................................................................................................

................................................................................................................... .

........................................................................................................................................

........................................................................................................................- .

3.1.4 "Besides the nurses, who else would you involve in the rehabilitation ofthe blind person?

.........................................................................................................................................

.......................................................................................................................................

.....................................................................................................................................
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3.1.5 What is the role ofeach ofthe persons you have given in 3.1.4 in the rehabilitation ofthe

blind person?

.........................................................................................................................................

3.2 What specific aspects do you give attention to when counselling parents of children

presenting with the following problems:

3.2.1 A born blind child

3.2.2 A child with albinism

..........................................................................................................................................

3.2.3 A person seeking information on how to assist his newly blind relative on walking around

relevant areas

.......................................................................................................................................

.....................................................................................................................................
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...............................................................................................................................................

........................................................................................................................................

SECTIOND

INFORMATION ON THE ABILITY OF THE PROFESSIONAL NURSES TO

PERFORM ASSESSMENT SKILLS WITH RESPECf TO EYE DISORDERS

1. VISUAL ACUITY TESTING

1.1 List test tools used for testing visual acuity at your clinic

.........................................................................................................................................

.............................................................................................................. .

1.2 LIST TEST TOOLS THAT YOU WOULD USE OF TESTING VISUAL ACUITY FOR

1.2.1 An illiterate client

......................................................................................................................................

.. .

.....................................................................................................................................

......................................................................................................................................

1.2.2 A young child (who cannot read)

......................................................................................................................................

..................................................................................................................... .

.......................................................................................................................................
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1.2.3 What is the most important factor to be observed when testing for visual acuity?

......................................................................................................................................

1.2.4 A client is referred to your clinic with a note indicating that his visual acuity is VA = RE

6/60 and LE PLo How would you interpret his visual acuity to his relative?

2. mSTORY TAKING

2.1 List common eye complaints that should be enquired from a patient on history taking

.....................................................................................................................................

......................................................................................................................................

........................................................................................................................................

3. EXrERNAL OCULAREXAMINATION

3.1 What equipment do you use for performing external eye examination?

.....................................................................................................................................
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3.2 List common abnormalities that you must look for when inspecting the following external

ocular structures:

3.2.1 Eyelids

3.2.2 Conjunctiva

3.2.3 Cornea

......................................................................................................................................

.....................................................................................................................................

.....................................................................................................................................

..................................................................................................................................- .

3.2.4 Anterior chamber

.......................... ......................~ ~ .~~~ ..~ ~.~~~.~~ ~ ~..~~. ~ ~ ~ ..~~ ~ ..
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3.2.5 Pupil

SECTIONE

INFORMATION ON THE ABILITY OF THE PROFESSIONAL NURSES TO

PERFORM RELEVANT NURSING SKILLS WITH RESPECT TO PREVENTION OF

BLINDNESS

1. PRIMARY LEVEL

State the most important nursing aetion(s) you would undertake in the following:-

1.1 Prevention ofblindness to a newborn during delivery

..........................................................................................................................................

......................................................................................................................................

1.2 Prevention ofblindness to an unconscious patient

.......................................................................................................................................
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1.3 Prevention ofblindness to a premature infant

1.4 Prevention ofblindness to a patient on quinine treatment

1.5 Prevention ofblindness due to acquired cataract

2. SECONDARY LEVEL

Please respond by making a tick [oil in the appropriate space.

2.1 Blindness prevention should be commenced when the client presents with eye problems

at the health service.
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~
~

2.2 The role ofthe professional nurse in assessing eye conditions involves history taking and

physical examination ofthe eye

I:: 11
2.3 State the most important nursing action(s) that you would undertake in the following:

2.3.1 Prevention ofblindness from a patient presenting with a corneal abrasion

SECTIONF

INFORMATION ON THE EXTENT TO WBICH PROFESSIONAL NURSES ARE ABLE

TO PERFORM NURSING ACflVITIES RELATED TO PREVENTION OF BLINDNESS

AND REHABILITATION OF THE BLIND

Answer each question by making a tick [,I] in the appropriate item block, unless otherwise stated.

The following activities must indicate the extent to which you perform the nursing activity in the

following:

Use only one key :

1 = Not at all
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2

3

4

5

=

=

=

=

Minimally (the least possible)

Reasonably (more ofless than expected)

Considerable (significantly more time is spent on this aspect)

A great deal (beyond the ordinary to a large extent)

1. PRIMARY PREVENTION

1.1 To what extent do you perform the following nursing activities in respect to prevention

ofblindness.

1 2 3 4 5

1.1.1 Conducting in-service education to health care workers in your

hospital/clinic

1.1.2 Education to the community on daily general eye care

1.1.3 Education ofschool children on prevention ofeye accidents

1.1.3 Give reason(s) for your performing at the stated level

.......................................................................................................................................

2. SECONDARY PREVENTION

2.1· To what extent do you perform the following nursing activities in relation to prevention

ofblindness?

1 2 3 4 5

2.1.1 Screening ofschool children for refractive errors

2.1.2 Prescnoing eye medication for common eye disorders
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2.1.3 Assessment ofpatients presenting with diabetes mellitus for visual

disturbances

2.1.4 Testing ofvisual acuity for all patients reporting general ill-health

2.1.5 Give reason(s) for your performing at the stated levels

3. TERTIARY PREVENTION (REHABILITATION)

3.1 To what extent do you perform the follo~g activities in relation to revention of

blindness:

1 2 3 4 5

3.1.1 Home/community follow-up care for patients with

3.1.2 Giving psychological support to the blind person and his family

3.1.3 Councelling patients presenting with progressive visual loss

3.1.4 Give reason(s) for your performing at the stated levels.

.............................................................................................................................................
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APPENDIX 'c'

UNSTRUCTURED INTERVIEW GUIDE FOR PATIENTS

1. AIM

To assess the perfonnance of professional nurses with respect to the prevention of

blindness and rehabilitation ofthe blind, as viewed by patients who report eye problems.

2. INFORMATION REQUIRED

2.1 Assessment ofthe patient

history taking

visual acuity testing

eye inspection

2.2 Health education or advice given

2.3 Treatment or care given in relation to the eye problem presented

2.4 Referral procedure taken
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APPENDIX 'D'

GUIDE FOR SCORING THE QUESTIONNAIRE

SECTIONB: ABILITY TO IDENTITY RISK FACTORS

NUMBER 1. AT PRIMARY LEVEL

OF POINTS

a. Malnutrition

b. Poor environmenta1 hygiene

c. Poor personal hygiene

d. Taking unprescn"bed drugs during pregnancy

8 e. Infections affecting the pregnant mother (such as rubella)

t: Oxygen administration to premature infants

g. Exposure to eye injuries

h. Failure to immunise children

2. AT SECONDARY LEVEL

a. No screening for common blinding conditions (such as glaucoma

and cataract)

b. Late seeking ofmedical advice

c. Late patient referral

6 d. Use ofwrong or unprescribed eye medication

e. Lack oCknowledge about symptoms ofcertain eye disorders

t: Resistance to treatment
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3. TERTIARY PREVENTION

a. Negative attitudes from the family, friends and community

towards the blind

b. Fate

6 c.

d.

e.

Lack ofknowledge about available rehabilitation services

Inadequate follow up care

Age at which blindness developed

f. Inadequate information on prognosis

SECfiON C: HEALTH EDUCATION

NUMBER
.

OF POINTS

1. PRIMARY PREVENTION

1.1 Nutritional aspects

a. Brown cereals

5 b. Yellow vegetables

c. Green leafY vegetables

d. Fruits

e. Animal foods
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1.2 ENVIR.ONMENTAL HYGIENE

a. Building toilets

b. Proper disposal ofrefuse

6 c. Safe water supply

d. Adequate housing

e. Vector control (flies and mosquitoes)

I.3 PERSONAL HYGIENE

a. Handwashing after toileting and urinating

b. Handwashing before touching the eyes

c. No sharing offace cloths and towels

6 d. No usage ofsoiled wash cloth for the face and around the eyes

e. Caution on use ofaerosol hair spray products

f. Cleaning hair to prevent dandruff

1.4 CHILD CARE

a. Immunization

6 b. Education ofparents to warm children against playing with

dangerous objects

Adequate diet for children
.

c.

d. Personal hygiene

e. Vitamin Atablets to under five children

f. Education ofchildren to avoid looking directly at the sun
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1.5 STUDENTS COMPLAINING OF EYE STRAIN

a. Good light source

b. Suitable distance ofreading material

c. No reading in moving vehicles

d. Rest in between reading periods

6 e. Thorough history to exclude visual problems

i Report ifsymptoms persist

1.6 OCCUPATIONAL SAFETY

a. Use ofsafety goggles

b. Enforce safety regulations

c. Pre-employment eye testing

4 d. Annual testing ofeyes

1.7 PREGNANT MOTHERS

a. No taking ofunprescn"bed drugs

b. Avoid contact with infected persons

6 c. Balanced diet

d. Attend antenatal clinic .

e. Medical advice for any abnormal vaginal discharge

i Personal hygiene

1.8 MOTOR VEIllCLE DRIVERS

a. Eye tests

b. Use ofseatbelts

4 c. Wearing ofspectacles as needed

d. Rest periods for longer distance
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b.

3

1.9 TRADmONAL HEALERS

a. No instillation or application ofany herbal eye medication

without consulting the medical practitioner or nurse practitioner

Get more information on eye care from health professional

(medical practitioners, ophthalmologists and nurses)

c. Refer patients to the clinic or hospital

2. SECONDARY PREVENTION

NUMBER

OF POINTS

2.1 CARE OF EYE SPECTACLES

a. Clean glasses

b. Use clean soft cloth or lens paper

5 c. Place safely in their cases

d. Secure with spectacle bonds

Place on their frame side
-

e.
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2.2 USE OF EYE MEDICATION

a. Keep in a cool place away from sunlight

b. Discard ifcolour has changed

5 c. Note the expiry date, do not use ifexpired

d. No sharing ofeye medication

e. Avoid usage ofunprescn1led medication

2.3 CARE OF CONTACT LENSES

a. Oean with recommended solution (after removal)

6 b. Soak in antiseptic when not in use

c. Store in special cases with compartments marked for right and

left eye

d. Change solution daily

e. Rinse before insertion .

[ Apply a wetting solution before insertion

3. TERTIARY PREVENTIONI REHABILITATION

I:::S 1'-- _
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3.1 GOAL FOR REHABILITATION

1 a. Revelantindependence

3.1 TARGETED SKILLS DURING REHABILITATION

a. Communication

b. Mobility

3 c. Skills for daily living

3.3 REHABILITATION SERVICES FOR BUND ADULT PERSONS

a. Natal blind society (Durban)

b. Nduduzweni

3 Sports dub (Durban)
.

c.

3.4 REHABILITATION SERVICES FOR BUND CHILDREN

2

a. Inchanga school for the partially sight~d and blind children

b. New Horizon (Pietermaritzburg)
.

3.5 ROLE PLAYERS IN REHABILITATION OF THE BUND

a. Family

7 b. Social worker

c. Ophthalmologist

d. Colleagues in rehabilitation institutions

f. The blind person himself

g. Skills developer
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3.6 IDENTIFICATION OF ROLES FOR EACH PERSON INVOLVED

IN THE REHABIUfATION OF THE BUND

a. Family: Emotional support: Acceptance

b. Social worker: Assessment, referral, skill development

c. Ophthalmogist : Registration ofthe blind

d. Psychologist: Counselling ofthe family, friends, relatives

and the blind

7 e. The blind person: Acceptance ofdisability and willingness

to be rehabilitated

f. Colleagues: Support and encouragement

g. Skills developer: Skills training

3.7 COUNSElliNG OF PARENTS WITH ABUND CHILD

a. Heredity and genetic counselling

6 b. Social welfare intervention

c. School for the blind

d. Future possible job opportunities

e. Register as blind

f. Child acceptance

3.8 COUNSElliNG ON ALBINISM

a. Heredity and genetic counselling

b. Photophobia (its relevance on eye protection)

c. Dark glasses

d. Large hat

6 e. Eye test

f. Diet rich in vitamin A
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3.9 ASSISTING A BUND PERSON ON WALKING

a. Allow to take your arm

4 b. Lead, do not push

c. Give dear instructions

d. Create awareness ofyour approach

4. SECTION D: ASSESSMENT SKIllS

NUMBER

OF POINTS

4.1 KNOWLEDGE OF VISUAL ACUIlY TEST TOOLS
..

4 a. Snellen's test chart

b. E. Chart

c. Torch

d. Any visible object

4.2 KNOWLEDGE OF TEST TOOLS FOR IlliTERATE ADULTS

3 a. E. Chart

b. Torch

c. Any visible object
.

206



4.3 KNOWLEDGE OF TESf TOOLS FOR IUlTERATE CHIWREN

4 a. E. Chart

b. KaylPieture chart

c. Torch

d. Any visible object

4.4 IMPORTANT FACTOR IN VISUAL ACUIlY TESf

1 a. Distance

4.5 INTERPRETATION OF VISUAL ACUITY TESf RESULTS

a. Poor vision

3 b. Right eye sees objects normally seen at 60 metres

c. Left eye commonly perceive light

4.6 HISfORY TAKING

a. Pain or discomfort

b. Persistent headache

c. Photophobia

d. Watering or lacrimation

e. Discharge

f. Blurred vision

11 g. Double vision/diplopia

h. Halos

I. Flashes and floaters

j. Dark certain in front ofthe eyes

k. Distorted images

g.
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4.7 EQUIPMENT USED FOR EXTERNAL OCULAR

EXAMINATION

a. Visual acuity test charts

3 b. Torch and batteries

c. Eye speculum

4.8 COMMON ABNORMALITIES TO LOOK FOR AN EYE

INSPECTION OF CERTAIN EYE STRUCTURES

4.8.1 Eyelids

8

a. Inflammatory charges

b. Bruising, scarring

c. Swelling

d. Watering ..

e. Discharge

£ Falling ofeye lashes

g. Ptosis (drooping ofeyelids)

h. Inward or outward turning eyelids

4.8.2 Conjunctiva

4

a. Colour (such as yellowish colour indicating jaundice)

b. Oedema

c. Haemorrhage

d. Foreign bodiesllacerations
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4.8.3 Cornea

a. Opacity

4 b. Dullness

c. Abrasions or ulcers

d. Surface and shape

4.8.4 Anterior chamber

a. Pus

3 b. Blood

c. Depth

4.8.5 Pupil

6 Abnormal shape
. ,

a.

b. Reaction to light

c. Equality

d. Abnormal position

e. Ocdusion

f. Size

5. SEcnON E : SPECIFIC EYE CARE MEASURERS

INUMBER I
OF POINT -----------------
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5.1 AT PRIMARY PREVENTION

5.1.1 Care ofa new born infant during delivery

2 a. Immediate swabbing

b. Immediate instillation ofan antiseptic

5.1.2 Care ofan unconsdous patient

3 a. Routine eye care (e.g. eye swabbing)

b. Lubricate by instilling recommended eye solution

c. Keep patient eyes dosed

5.1.3 Care ofa premature infant

2 a. Avoid O2 administration

b. Reduce amount ofO2 to not more than 50%

5.1.4 Care ofa patient on quinine treatment

a. Observe signs and symptoms ofquinine toxicity

3 b. Ifsigns and symptoms are noted. discontinue treatment

c. Report signs and symptoms to the medical doctor

(immediately).

5.1.5 'Prevention ofblindness is to be commenced when the client

.- presents with eye problems'.

1 Answer = (a) False
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5.1.6 Nurses' role in assessing eye conditions involves history taking

and physical examination

1

- Answer = (a) True

5.2 AT SECONDARY LEVEL

NUMBER

OF POINTS

5.2.1 Care ofa patient with a corneal abrasion

4 a. Instil antibiotic eye drops or eye ointment

b. Take history
,

c. Test for visual acuity

d. Examine the extent by fluorescein drops

5.2.2 Care ofa patient with a red painfUl eye

a. Take history

b. Test visual acuity

6 c. Check intra-ocular pressure

d. Instil antibiotics iflocal problems are identified

e. Refer for expert opinion

f. Five analgesics
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5.2.3 Care ofapatient with intra-ocularforeign body

a. No attempt to remove

b. Take history

c. Pad both eyes

6 d. Give analgesia

e. Instill antibiotics

f. Refer immediately for expert treatment

5.2.4 Prevention ofblindness due to glaucoma

a. Conduct mass screening

3 b. Prescribe antiglaucoma treatment

c. Refer immediately for expert treatment

5.2.5 Prevention ofblindness due to senile cataract

a. Screening ofclients from 40 years old and above

b. Market the success ofcataract surgery

4 c. Educate on the care and use ofaphakic glasses (after lens

extraction)

d. Refer for expert treatment
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APPENDIX 'E'

WORKSHOP AIM(S) AND OBJECTIVES

The aim ofthe workshop was to enhance an awareness ofthe clinic professional nurses'

role in the prevention ofblindness and rehabilitation ofthe blind and thereby improving

nursing care rendered to patients in need ofeye care.

OBJECTIVES

l. To descnoe the role ofprofessional nurses working at the clinics concerning:

prevention and promotive eye care

management ofeye conditions at the clinics

rehabilitation ofthe blind

. 2. To demonstrate important nursing assessment skills to be performed in relation to

eye care (such visual acuity testing, history taking and eye inspection).
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APPENDIX'F

PARTICIPANTS WORKSHOP EXPECTATION

1. Assessment ofpatients presenting with eye problems:

visual acuity testing

eye examination

history taking

2. Management ofthe following:

injured eye

infected eye

eye foreign bodies

3. Role ofa nurse in the prevention ofblindness (at all levels ofprevention)

4. General care ofall eye patients

5. Knowledge about eye conditions

6. Health education to be given to patients with eye problems

7. Explanation to be given to the older adults on lens extraction

8. More knowledge on refractive errors

9. Knowledge on rehabilitation resources for the blind patients.
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APPENDIX 'G'

WORKSHOP ON EYE CARE: OUTLINE "G"

AREAS COVERED

FIRSTDAY: 09HOO-13HOO

1. ASSESSMENT SKILLS

history taking

viSual acuity testing

eye examination

SECOND DAY: 09HOO - 13HOO

2(a) WORKSHOP ON FACTORS PREDISPOSING TO BLINDNESS

nutritional factors

environmental factors

personal hygiene

infections

eye accidents

some treatments such as certain drugs (especially ifgiven to pregnant mothers

during the first trimester), facial radiotherapy (e.g. facial) and oxygen

administration, especially to premature infants

other risk factors

2(b) ROLE OF A NURSE IN PREVENTION OF BLINDNESS AND REHABILITATION

(I) Health education at primary level ofprevention
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THIRD DAY: 09HOO - 13HOO

ROLE OF A NURSE CONTINUED

(i) Health education at primary level continued

(ii) Health education at secondary level

(ill) Health education at tertiary level

The emphasis on the importance ofcommunity based eye care was made.

Workshop activities included group discussions, presentations and role playing ofcertain

activities (visual acuity testing), giving health education about certain eye problems and

eye examinations.

2(c) THE WAY FORWARD

(i) Implementation ofthe skills learned

(ii) Evaluation ofperformance will be done through observations, questionnaires and

patients' interviews

(ill) Workshops on eye care to be conducted at least twice a year.
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University of
Zululand

Universiteit van
Zoeloeland

Department ofNursing Science

04 August 1998

The Regional Director
Or M L Mhlongo
clo Lower Umfolozi War Memorial Hospital
Private Bag x 20005
EMPANGENI
3880

DearOr Mhlongo

[8JPrivaleBag Xl00l
Privaatsak
KWADLANGEZWA 3886
South Africa

'ZI' (0351) 93911
Telgrams: ·Unizul­
rh SA631311
F'ax (0351) 93735
Fax (0351) 93845 (Buyin9)
Fax(0351)93130(R~on~)

Fax (0351) 93571 (Ub""!')

RefNerw.

En!J1liries:-MI5BMZungu

REQUEST FOR PERMISSION FOR CONDUCIlNG A RESEARCH PROJECT
FOR STUDY PURPOSES

I kindly request permission for undertaking research for a doctoral degree in nursing in
RegionR

1. The title ofthe project is:-
PREVENTION OF BLINDNESS: A NURSING PERSPECTIVE

2. The target population shall be professional nurses employed in health services under the
Department ofHealth in Kwazulu- Natal Region H.

3. The aim of the study is to assess the professional nurses' skills for the prevention of
blindness and rehabilitation ofthe blind.

Enclosed please find the format ofthe questionare to be submitted to the professional nurses that
shall participate in the study. Your assistance will be appreciated.

Yours faithfully

b /lJ1. im~ (f'-L

MRSBM GU
ACTING HEAD OF DEPARTMENT



University of
Zululand

Universiteit van
Zoeloeland

Department ofNursing Science

02 September 1997 .

The Nursing Service Manager
Empangeni Hospital
Private Bag
EMPANGENI
3880

DearMadam

~ Private Bag X1Q01
Privaatsak
KWADLANGEZWA 3886
South Africa

.. (0351) 93911
Tergrams: ·Unizul­
(l) SA631311rax (0351) 93735
Fax (0351) 93845 (Buy;ng)
Fax (0351) 93130 (Rectorial)
Fax (0351) 93571 (Ub,,",,)

RefNerw.

Enquiries:-
Mrs B.M Zungu

REQUEST FOR PERMISSION TO CONDUCT RESEARCH IN YOUR HOSPITAL

I kindly request permission for conducting research in your hospital. The topic is
PREVENTION OF BLINDNESS: A NURSING PERSPECTIVE~getpopulation is
professional nurses and patients with eye problems. Please find the questionnaire and a
checklist (\.

Yours faithfully

I-)m.~~
B.MZUNm~ )
ACTING HEAD OF DEPARTMENT

ProvInce of Kwazulu Natal

LOWER UMFOLOZI DISTRICT WAR
UEI!ORIAL HOSPITAL

1997 -09- t t
EMPANGENI

OORLOGGEDEHKHOSPlTAAL
ONDER UIIFOLOZl EN DISTRIK

Provlnsle van Kwazulu Natal



OCT. 3''37 2: 30PM

~ PROVINCE ISIFUNDAZWE
KWAZULU·NATAL SAKWAZULU-NATAL

PROVINSIE
KWAZULU-NATAI.

P.2

HEALTH SERVICES EZEMPII.o

REGIONAL OFFICE
REGIONH

2S NGWELEZANA ROAD
EMPANGENI

GESONDHElDSDlENSTE

TELEPlI01'iEJ 03S1-7ll7lI16Z
UClNGO , lI3Sl-7S7%OUll
TtU:FOON : lllI36!50463

FAX :
FAKSI: 0J51-7870t7~
FAKS:

P.RIVATJ:BAG :X%0005
ISlKHWAMA SF.POSl: EMPANGENl
PRIVAATSAK : 3llllO

: DR MHLONCO DATE: 113.10.97

MrsBMZungu
Nursing ScienceDepartment
University ofZuIu1and

REFERENCE NO.

REQIJEST FOR PERMlSSIDN TO CONDUCT A RESEARCH ON PREVENTION OF
BLINDNESS IN REGION H

I hA..-e pleasure in infurming you thar you have been gmnted permis.~(}nto conduct a research on
Prevmtion ofblindness in RegionIt The coII!titions ofthe said permission are laid out in the attached
correspondem:e from Head Office.

We wish you well

Yours faithfully,

_fiJlM5lt{"t\ .

~o
DIRECTOR: . GENI W1ALTH REGlON
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~052

Dr M.L. Mhlonqo
Director: Empanqeni He~lth R~gion

Private'Baq X2D005
EMFANGENI
388C

U2 GCT 1997

.,.'

REQUEST FOR. P:eRM:I:SSION TO CONDOCT A RESEARCH ON PREVENTION OF
BLINDNESS IN REGION H

'.' Your letter oated 8 September 1997 refers.

Plea~E b~ advised th~t authority has been qranted f~r

'Mrs SoM. Z\Ulgu, Acting Read. Department of Nureinq
Science, Uni~e£Eity of Zululand. to do research ~n

Region H on Preventicn of Bl!.ndna.s!S. prvvided th&t:--

(a) Confidentiality is maiIltained;

(hI The res~arch proposal has been pas~ed by a
recognised Ethics Committee ~f a tertiar:
institution;

(C) The Departm2nt is acknowledqed; and

td) The Department receives a copy of the repcrt on
cOll1p)et.ion.

FAKED

2/2"d



University of
Zululand

Universiteit van
Zoeloeland

Department ofNursing Science

02 September 1997

The Nursing Service Manager
Eshowe Hospital
Private Bag 504
ESHOWE
3815

DearMadam

(8] P~ateBag Xl001
Pnvaatsak
KWADLANGEZWA 3886
South Africa

1J' (0351) 93911
Telgrams: ·Unizul­
(l) SA631311
F'ax (0351) 93735
Fax (0351) 93845 (Buying)
Fax (0351) 93130 (Rectoriro)
Fax (0351) 93571 (Ubrary)

RefNerw.

Enquiries:-
Mrs B.M. Zungu

REQUEST FOR PERMISSION TO CONDUCT RESEARCH IN YOUR HOSPITAL

1 kindly request permission for conducting research in your hospital. The topic is
PREVENTION OF BLINDNESS: A NURSING PERSPECTIVE. The target population is
professional nurses and patients with eye problems. Please find the questionnaire and a
checklist

Yours faithfully

13·?n·~~ .
B.M ZUNG(f(?\1RS)
ACTING HEAD OF DEPARTMENT

1997 -09- 0 :
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KWAZULU DEPARTMENT OF HEALTH

RECOMMENDATION AND APPROVAL FOR CARRYING OUT RESEARCH
•

Personal Details anc Researcher

Name: J!~fI!'.'Stk.<c; ~U:'!i'i{... Official Title:. !:l.~~ .
Address: !ip. ![J.c:~. ,;??f>.?!I:. e!f./t'!. '!Yf.r;f!"'_?>:.~fr.? .
Employer:.~~!~Ff~:~~.Y. .•~~.~f!.~.~~~~.Q .

. • ~~(/ErlTltJrt OF ~L.I rii) rt£SS :.. Resea.rch T1tle..... a._ .... _ _ ._~_ ._"' ••••• ~ _ •••••• _-~ ••••••••

•~. (J. •. t;l.1!:e:~! :-r~._ .j!..f'P~C:!t. ', .
3. Recommendations by Institution/Regional O~ficer/StUdy Leader'

..............................•......•...........•.....•.•.•

............................................................

............................•.•......~ .......•........ •.....
4. Chairmam of Research Committee:

111) tI i6-H L. Y j{E(;,{J7f4M-CNbt;:;-I). 'Remarks .•
. l~l. M.~.."?~~P!.~.. !'.~gt:.C;T. .. ~.!•• A-~tfr!{~~......

"V171f Trte lAIIIIVt:-ASITy!J ~Cff cmwrl!IT'f"C1;...................•....•...........••...................... -

Confirm that the project has been approved by the

research Committee
<

5.
. .....

Superintendent or Re9ion~1 O~ficer

. ,

Remarks: : __ ...

................•..............•. ~ •................... ......

..............•....................................... ~ .....
1. Confirm that use of facilities will not, in ay opinion,

disrupt the routine of the institution.

SIGNED: •••••••••.•••• " .•.••• " DATE •: .
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