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Abstract

It is estimated that 1% of the Zimbabwean population is blind with half of these cases being attributed
to causes other than cataracts and that 80% of these causes are avoidable. A cross sectional survey
was carried out in Chiota, Zimbabwe aiming to investigate the factors leading to an increase in the
prevalence of eye diseases in the 14-40 years age group. A total of 53 males and 47 females took part in
the study. The mean age was 28 years (SD 6.24). 85% of the participants earned a monthly income less
than USD 100. 71% of the participants reported having a history of eye disease. There was an
association between occupation and belief of being at risk of eye diseases (p=0.0008). Losing one’s job
(83.3%) and the belief that healthy eyes were the basis for survival (82.9%) were the major reasons why
eye diseases were viewed as severe. A significant association between reporting to the hospital and
sex was observed (p=0.003). Both males and females resorted to self treatment. There was an
association between employment status and having had an eye disease (p=0.014) with farmers (69%)
and artisans (14.1%) being the most affected. An association existed between workplace and having
had an eye disease in the past four months (p=0.05). There is need for a multisectoral approach in the
fight to curb eye diseases in Chiota communal lands guided by the three main components of the

Ottawa charter of 1986.
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INTRODUCTION

Severe conjunctivitis symptoms and other eye diseases
can be very distressing and can cause serious damage
that can threaten eyesight. Approximately 27 million
people in sub Saharan Africa are visually impaired, of
these 6.8 million are blind (W.H.O. 2004). Nearly 80% of
visually impaired people live in the low-resource countries
of Africa and Asia, mostly in rural areas with few
underutilized eye care facilities (Komolafe et al., 2009).

According to the Ministry of Health and Child Welfare
(2009), it is estimated that 1% of the Zimbabwean
population is blind with half of these cases being
attributed to causes other than cataracts. It is further
estimated that some 80% of these causes of blindness
are avoidable. According to the Zimbabwe National
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health profile of 2004, eye impairments constituted 3% of
disability cases. Whilst evidence exist that there is an
increase in the prevalence of lifestyle related diseases
inclusive of preventable blindness, not much effort is
being undertaken in Zimbabwe to ensure communities
understand the role of social or personal determinants on
health (Ministry of Health and Child Welfare, 2009).

METHODS

A cross-sectional survey was utilised to describe and
quantify the distribution of the study variables in Chiota
communal lands, a largely rural area in Mashonaland
East province of Zimbabwe. The major economic
activities in the area included subsistence farming and
home industries.

The PRECEDE-PROCEED (see Green and Kreuter,
1999) model’s constructs were used to guide the study.



The model provides a comprehensive structure for
assessing health and quality of life needs and for
designing, implementing and evaluating health
promotions programmes to meet those needs.
PRECEDE (Predisposing, Reinforcing, and Enabling
Constructs in Educational Diagnosis and Evaluation)
outlines a diagnostic planning process to assist in the
development of targeted and focused public health
programmes. PROCEED (Policy, Regulatory, and
Organisational ~ Constructs in  Educational and
Environmental Development) guides the implementation
and evaluation of the programmes designed using
PRECEDE.

Participants were 100 consenting men and women
within the 14-40 years age group who were conveniently
sampled. Quantitative data was collected using self-
administered questionnaires. The questionnaire was
designed in Shona, the local language. The questions
were derived from the PRECEDE Constructs in
Educational Diagnosis and Evaluation (Predisposing,
Reinforcing and Enabling constructs).

Participants’, rights to privacy, confidentiality and
anonymity were observed throughout the study and no
names of participants appeared on any of the research
documents. Right to self determination was observed
through provision of full information and obtaining
informed consent. Participants were given the liberty to
choose to voluntarily participate or refuse participation
and withdrawal even after voluntary enrolment at any
point in time if they so wish without any penalty. The right
to self dignity was addressed through reassuring
participants that any information given in the course of
the study was not to be used to undermine their dignity
and that refusal to participate was in no way going to
affect the way they were to be treated. The Institutional
Review Committee of the College of Health Sciences,
University of Zimbabwe reviewed and approved the
research.

Data were sorted, categorised and coded before it
were fed into Epi Info version 3.5.3. Chi squared tests
were run to test for associations between the dependent
and independent variables.

RESULTS

Questionnaires were administered to 100 participants, 53
males and 47 females. Respondents were of the 14-40
years age group with the majority (89%) above 20 years
and mean age 28 years (SD 6.24). A majority (60%)
attained form four as the highest level of education. Of
the participants, 85% earned a monthly income of less
than USD 100.

Of the 71 participants who reported that they have had
a history of eye diseases, 45.1% were females and
54.9% were males. There was no association between
sex and having had an eye disease (p=0.350).
The majority (97%) of the participants were aware of eye
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diseases. Stratified by sex, 97.9% of females and 96.2%
of males had heard about eye diseases. More than half of
the participants (63%) believed they were at risk of eye
diseases. There was an association between occupation
and belief of being at risk of eye diseases (p=0.0008).
Eye diseases were viewed by 75.5%, 19.4% and 5.1% of
the participants to be very severe, severe and not severe
respectively. Losing one’s job (83.3%) and the belief that
healthy eyes were the basis for survival (82.9%) were the
major reasons why eye diseases were viewed to be very
severe. Although perception of severity of eye diseases
was not associated with having had an eye disease
(p=0.306), an association existed between awareness of
eye diseases and one’s perception of the severity of eye
diseases. (p=0.05). The main sources of health
information on eye diseases were peers/family (56.7%)
followed by health workers who constituted (40.2%).

Among those who consulted a hospital for an eye
condition, 69.2% were females and 30.8% were males.
There was a significant association between reporting to
the hospital and sex (p=0.003). Of those who reported at
the hospital, 62.5% were not satisfied with the service,
attributing this dissatisfaction to unavailability of
ophthalmologists (31%) and eye treatments (11%).

Most of the participants (42%) stayed 0-3km from the
health facility, 32% lived within 3.1-5km and 26% stayed
more than 5.1 km away from the hospital. There was an
association between distance from the hospital and eye
diseases (p=0.030).

Both males and females resorted to self treatment.
Even though more males (55%) than females (45%)
reported to have used self treatment, there was no
association between sex and self treatment (p=0.176).
The most common medicines to be used were traditional
eye medicines (60.7%).

There was an association between employment status
and eye disease (p=0.014). Farmers were the most
affected (69%) followed by artisans (14.1%), the
unemployed (12.7%) and drivers (4.2%) respectively.
More cases (77.5%) of having had an eye diseases
reported to be working in a farm setting. There was an
association between workplace and having had an eye
disease in the past four months (p=0.050).

Of the 80 participants who were employed, 97.5%
reported not using protective eye wear. 79.5% of those
who did not use protective eye wear in their workplaces
have had an eye disease in the past four months. There
was an association between use of protective eyewear
and having had an eye disease (p=0.048). All the
participants who were employed highlighted that
protective eye wear is not easily accessible in their work
places and community.

DISCUSSION

Our results indicated that more men than females
had eye diseases but there was no statistical association
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between sex and eye diseases (p=0.350), therefore sex
was not found to be a predisposing factor. This result
could have been due to the fact that both men and
women in our sample spent most of their time in
comparable environments hence same exposures. This
was contrary to Ajaiyeoba and Scott’s finding in Nigeria
(2002) as well as Ashaye (2009) also in Nigeria who
found that men were more at risk of eye diseases than
women. Courtright and Lewallen (2009) revealed that
there has been increasing evidence that women are
affected by blindness and visual impairments than men
which contradicted with the findings of this study. These
discrepancies between our study and these other studies
could have been due to different geographical locations
as well as the smaller sample size we used.

Persons above 20 years were at more risk than those
below 20 years; this could have been a result of the
former group constituting the economically active hence
they are exposed to an array of occupational hazards that
puts them at risk of eye diseases. Fouad et al. (2004)
found out that age was a risk factor whereas Ajaiyeoba
and Scott (2002) found out that no age was spared from
eye diseases.

The majority of the participants in our study were
aware of eye diseases and the respective risk factors. It
is possible that staying in compound settings on farms
facilitated sharing of information amongst these
participants. The majority of the respondents had formal
education such that they could read even though there
was no association between educational level and
awareness of eye diseases (p=0.389). Most of the
participants knew what triggered their eye diseases. This
was not the case in Canada, where Noertjojo et al. (2006)
found that a few respondents knew risk factors for
specific eye diseases. Results by Saw et al. (2003)
showed that more than half of their respondents had no
formal education and their awareness on glaucoma was
very low indicating that educational level influenced
awareness level.

Eye diseases were viewed by most of the participants
as severe and very severe. The fear of losing one’s job
and the belief that healthy eyes were the basis for
survival were the major reasons for viewing eye diseases
as very severe. Chiota residents are mostly self
employed and any disruption from work could affect their
lives hence they rated eye diseases as very severe. This
tallied with the findings from Ashaye et al. (2006) where
their respondents viewed the eye as the gateway or light
to human existence, if the eye is lost the next thing is to
die. They believed the eye to be superior to other body
parts.

More females than males reported to the hospital with
eye diseases. This could have been due to the fact that
enduring pain is a macho characteristic; therefore men
might have been reluctant to report to the hospital. Most
women who participated in the study are of child bearing
age therefore had other reasons for reporting to the

hospital such as immunization of the baby or antenatal
care services. More than half of the participants reported
dissatisfaction with eye services at Chiota rural hospital.
Their reasons included unavailability of ophthalmologists
and eye treatments at the local hospital. This tallied with
the observation by Murthy and Raman (2009) that in
Africa only 30% of people have access to eye care and
the spread of resources is uneven across and within
countries. The same situation was revealed in a study by
Ntsoane and Oduntan (2010) when they found out that
absence of eye care personnel and inadequate facilities
are the hallmarks of eye care in Africa.

Barriers for not reporting to the hospital included
financial constraints, not having a childminder, and not
finding it necessary to report to the hospital. Most of
these participants have made eye diseases part of their
lifestyles hence do not view them as conditions
necessitating hospital visit. Direct and indirect costs,
family responsibilities among others were principal
barriers to attending eye camps. Melese et al. (2004) in
Ethiopia also found similar results namely lack of money
to cover transport, food and lodging costs for the
accompanying person. Women reported not having
anyone to care for the children and some reported that
they could not afford the medical costs. In Nigeria,
Ashaye et al. (2006) also had similar results which
included waste of time, not knowing whom to consult
among similar reasons alluded to above. Hartnett et al.
(2005) cited financial constraints; Owsley et al. (2006)
cited transport and Kovai et al. (2007) also noted
personal, economic barriers to use of eye care services
as this study and other studies have revealed.

Both males and females resorted to use of self
treatment. There was no association between sex and
use of self treatment (p=0.176). Chiota is a rural
community; oral tradition is still prevalent so they pass on
the knowledge on herbs to the next generations. The fact
that they are continuously being exposed to the triggers
of the eye diseases, they get tired of going to and fro the
hospital without a change in the eyes and some believe
the causes to be supernatural hence they resort to other
treatments besides those they get from the hospital.
Bisika et al. (2009) in Malawi found factors associated
with use of self treatments as sex, religion and low socio
economic status which is not exactly the case in Chiota
where most respondents who opted for self treatment
used traditional eye medication. Ashaye (2009) noted
that almost half of his respondents had obtained eye
treatment from the chemist or used traditional eye
medication. Courtright et al. (1996) revealed that patients
living farther from the hospital continued to report the use
of traditional eye medication more commonly than those
living near the hospital. This was in contrast with what
was noted in Chiota as the distance from the hospital was
not associated with the use of traditional eye medication.

In our study, there was an association between
occupation and eye diseases (p=0.014). Farmers were



the most affected followed by artisans (carpenters,
welders, mechanics etc). Most of them worked on a farm
setting and there was an association between work place
and eye diseases. This could be due to the fact that
farmers work with chemicals and are exposed to different
vegetation whilst artisans are exposed to flash lights and
chemicals as well. Most of them reported not using
protective eye wear and there was an association
between occupation and eye diseases. These results
were also echoed previously (e.g., Ajaiyeoba and Scott,
2002; Quandt et al., 2001; Jaga and Dharmani, 2006;
Ashaye, 2009). All the participants who were employed
reported the unavailability of protective eyewear. This
was similar with results from a study by Quandt et al.
(2001) in USA where 98.4% reported not wearing
sunglasses in the field and their reasons included
unavailability of the sunglasses.

The main source of health information in this study
was reported to be peers or family. This showed that not
much is being done by health workers to increase the
awareness of eye diseases in the community. Hartnett et
al. (2005) revealed that the inadequacy of patient
education has reinforced people not to use eye care
services.

Implications for Health Promotion Practice

It was found from the study that most of the participants
have made eye diseases part of their lifestyles hence do
not view them as conditions necessitating hospital visits.
When carrying out health promotion activities it should be
emphasised that being healthy is living a life you enjoy,
and the result is that you can do anything as long as you
enjoy it. Therefore health promotion activities are
intended to enhance health and foster a departure from
the status quo toward an ideal state of health as yet
unattained.

Health promotion messages should be targeted to
persons above 20 years who are at more risk than those
below 20 years; this could have been a result of the
former group constituting the economically active hence
they are exposed to an array of occupational hazards that
puts them at risk of eye diseases

The majority of the participants in our study were
aware of eye diseases and the respective risk factors. It
is possible that staying in compound settings on farms
facilitated sharing of information amongst these
participants. Having knowledge alone is not a sufficient
factor that can lead to realisation of the intended
behaviours but we have to employ an array of techniques
such as enabling factors which include availability of
drugs and reinforcing factors which include waiver fees
for those suffering from eye diseases.

The main source of health information in this study
was reported to be peers or family. This showed that
not much is being done by health workers to increase the
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awareness of eye diseases in the community. The
community and health workers have to be involved in the
social diagnosis phase so that they both know that eye
diseases are a major problem with serious
consequences.

CONCLUSION

The continuous appearance of eye diseases on the top 5
reasons for outpatient department visits over the past ten
years has become an issue of major concern, both
nationally and at district level. 80% of the causes of
blindness in Zimbabwe are avoidable (Ministry of Health
and Child Welfare, 2009) hence programmes targeting
risk, enabling and reinforcing factors for behaviours that
puts people at risk of eye diseases should be
implemented especially in the rural communities.
Approximately 80% of the visually impaired people live in
the low resource countries of Africa and Asia, mostly in
rural areas with few underutilized eye care facilities
(Komolafe et al., 2009).

Awareness of symptoms of eye diseases was high in
the study population even though they do not know the
specific eye diseases. The majority viewed eye diseases
as very severe because they believe that the eyes are
the basis for survival and could lose their jobs if they
become blind. Major predisposing factors were
occupation, not using protective eye wear, workplace,
and smoking among others. Use of self treatment was
very prevalent irrespective of sex or distance from the
health facility.
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