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ABSTRACT

Conjunctivitis is the most common infectious disease of the ecyes affecting
children. 1n developing countrics, poverly, socio cultural beliefs, taboos and exposure to
haimfui traditionai practices predispose children to conjunctivitis infection which when
not properly treated or attended 10 may lead o complications. f'ew studics have assessed
the home management pructices of conjunctivitis, therefore the objectives of this study
wete 10 assess mothers’ knowledge, perceived severity of their children to conjunciivitis
and home management practices of conjunclivitis.

The study was cross sectional in design, The study areca was sclected by rendom
sompling technique. A multistage sompling technique was used to select 422 mothers
with childeen under live years old in Eti-Osa local govemment arca of Lagos stale. A 23-
item prelested questionnaire was used to conduct inicrviews with the respondents. The
questiornaire sought information on demographic characteristies, knowledge and anitudo
to conjunctivitis, and management practices of mothers. Data were analyzed using SPSS
10.0 for windows.

The age of the respondents ranged from 15.70 years with mean of 34.5 years (+
8.20). Most of the mothers were mariied 353(83.6%) and 235(55.7%) had secondary
education. Even though awareness of conjunctivitis was high 414(98.1%), knowledge of
the causstion was low as only 19(4.7%) knew that conjunctivitis is caused by bacteria or
vitus. Misconccptions of notions of causation of conjunctivilis were; god's anger,
haeditaty, fever, typhoid, cxposure (o 100 much sun, tecthing and worm. “Apollo™ was
mentioned by 364(86.2%) of mothers 8s the local name for conjunctivitis. Majority
357(84.6%) of the 1cspondents could identify a child with conjunctivitis through redness,
purulent discharge, itching and watery eyes. About half {49.8%) of the respondents
indicaied that their children had had their last episode of conjunctivitis prior to the study.
Many (47.0%) of the respondents instituled inuitment within the first 3 days of
conjunctivitis infection. Mothers age nnd mode of conunctivitis management were found
to be statistically significant, (P = 0.03). \Vith respect 10 mothers® treatment secking
behaviour for eonjunctivitis 264(62.5%) practiced sell medication such as the use of
eyedrops, 70(26.5%), instill breast mitk 40(1S5.1%), wash with urine 36(14.6%), pour
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water into the eyes 25(9.4%), use bar beach water 33(12.4%), rub “fead (graphite)”,
mentholatum or black soap 28(10.0%), usc iced block and *calcium corborate ' 8(3.0%),
use yeast 8(31.0%), usc Vascline 8(3.0%), use water, sugar and chlormmphcnicol 8(3.0%)
while 114(27%) visited hcalth center, 18(4.3%) visited hetbalist and 26(6.2%) did
nothing. Altemative practices include: usc of sugar and water solution, uzine, breast milk,
“carvone ™, Salt and Jemon, concoctionvherbs, palm wine, petrol, engine oil, snail saliva,
battety water and Onion. These arc chemically and physically initating and can damage
the eyes. The perceived outcomes of these management praclices were that they were
cifcctive in the tireasment of conjunctivitis.

In conclusion mothcrs had inadequate knowledge of conjunctivitis. Self treatments
using traditional remedies were the most practiced in the management of conjunctivitis.
Bascd on these findings, there is necd to improve home¢ management practices of
conjusctivitis through basic raining of molhers on causes, recognition and appropriate sclf
treatment secking behaviour for conjunctivitis.

Key words: Conjunctivitis, Home management, mottiers, children under five years.
Number of words: 498
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CHAPTER ONE

INTRODUCTION
Background to the study

Conjunctivitis is the most common infectious disease of the eye that affects children.
Mos! 1ypes of Conjunctivitis are contagious and in some cases can cause permanent damage
or even blindness. Ocular infections remain & leading ceuse of blindness in developing
couniries. Trachomaz, onchocerciasis, measles and ophthalmia neonatorum are responsible
for the majority of such blinding ocular infections and the problems are furiher compounded
due 10 lack of optimal diagnostic and therapeuric facilities, poor hygiene and concomital
occurrence of nuuitional disorders. ( Taylor and Vajpayes 1996). Over a quarter of 2,230
children seen at a tertimy referral paediotnc eye clinic in East Africa had vemal
conjunctivitis. Even more came flocking to screening clinics complaining of itchy eyes.( Hall
and Shilio 2003).

Conjunctivitis is one of the mosi common eye problems that present to health workers
in En - Owa LGA. Approximately 15% of children seen in the private clinics and health
ceniers presenl with conjunctivitis, (Health record). During the diy season and harmatian
season there are reported cases of oul break of conjunctivitis and they call it “Apollo’.
Bacterial and viial conjuncuvitis are conunon amongst children under 5 in En-Oss LGA.
Allerpic conjunctivitis (sometimes called verna) conjunctivitis or vernal keratoconjunctivitis),
which has a Jong histoiy of itching in both eyes and gives the child’s eyes a dark brown
appearance is also vesy common in the LGA. Some of the patienis who present at the health
centers in the sual communities as reporied by the health workers would have had some form
of hesbs or concoction applied in the eyes before visiting the health center. The preparation
instilled into the eye can cause comeal ulcers or worsen exisnng ones and end up as scar or
eye peiforations leading to blindness, For this reason adeguste atention should be given \o

the prevention, carly diagnosis and {irst aid management of these conditions.

The World Health Organisation estimailes that there are 1.5million blind children

worldwide, mainly in Africa and Asia. In developing counties blindness in children is

usually ceused by conditions, which cance sammg of the comea (the front of the eye) such as

vitamm A deficiency, measles infechions, conjunctivitis of the newbom and haimful
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Given the fact that the life expeciancy of those blind children who Survive through
childhood is 50 years, this represents approximately 75 million blind years. This figure 1s of
similar magnitude 1o that due 1o cataracl. Childhood blindness is therefore notonly cntical in
terms of lost opportunity for the individun! child, but it also has an important negative Socio
economic impact on the family, the community and the nation as a whole. However, because
childhood blindness is a relatively uncommon oc¢currence, because children, particularly in
developing counnies, have litile voice (impotiance), and because management of a blind
child is difficult and time consuming the problem of childhood blindness continues to be
under-recognised and under-valued in teems of mnportance and resource allocation by both
governments and professionals (Foster and Gilbert 1996). Unlike adull blindness where the
major causes of visual loss in mos! countries are cataract and glaucoma, the causes of

childhood blindness voiy widely between different regions and countries of the world, this
being altributed mainly to the prevailing socio-economic conditions and quality of health care
services.

In a study on causes of blindness in Noithem Nigeria, e leading causes of blindness
in order of {requency of occurrence were catoracts, glaucomn, comes) discases, rachoma and
auma, (Krogha 1987). According to Eye Foundanon Centre for Prevention of blindness,
Nigena has an esumated 100,000 blind children (age 0-15). (Eye Foundation document).
About holf of them will die within two years of becoming blind. The main causes of
childhood blindness ate comea scaring from measles (70%), Vitamin A deficiency,
conjunclivitis of Newborm babies and the application of harmfitl traditional medicines to the
eye. All these conditions are amendable 10 simple cost elfective control measures.

Conjunciivitis is the most common cause of ted eye. Internationally conjunctivitis is
extiemely common- In the United Stsles of Amcnca coajunctivitis is considered exaemely
common occumng in all ages and is 1esponsibte for npproxtmately 30% of all eye complaints
Silverman, Bessman, Chiang, Talavera, and Lavenburg et aj (2003). Conjunctivitis is also
one of the most common ocular diagnosis recorded for panents presenting 1o rural outpatient
clinics in many developing nations. (Schwab 1999). Conjunctivitis typicnlly 15 a self-limited
process. However depending on the immune slatus of the patient and the cuology,

conjunclivilis can progiess 1o increasingly severce and sight threatening infections. No racial
predilection exists with conjunctivitis, although 90% of women with chlamydial eye

infections have associated genital-tnfections;=ndrasomenyrag50% of men have associnted

oanitanr narvy evimniame (Cilverrmsan ~1 81 INATN



Statement of the probilent

[n Nigeria and other developmg countries, poverty, social and cultuial beliefs, taboos

and exposure 10 harmful traditional practices predispose the vulnerable pediatne group 10

conjunctivitis infection. Children who due 10 well meant but hamniful baditional practices

combined with neglect and sometimes outright abuse present with ophthalmic manifestations.
According 10 (Chana 1997), there is generally a high incidence of eye diseases in children.
Herbal medicines ate documented 1o be responsible for estimated 8-10% comeal blindness 1n
Afiica, Also gonococcal conjunclivitis of the Newbom s sull a major problem in many
developing countries. Sexunlly bansunied disenses and now HIV/AIDS are the scourge of
our tmes. Conjunctivitis in infanis can be quite severe with membrune formaton and
bleeding, since the immune system in young infants 15 not fully developed and can be
compromised, e.g. in measles. (Faal 2002).

Conjuncnivitis outbreak is common in children during the harmattan season tn Eti-Osa
LGA. The prevalence rate of those that visit the hospitals an health centers is about 15%, as
mos! patronize the traditional healers who are more accessible to the people. Also because of
poor personal hygiene and the sandy nnture of the asea, children of ien present with red eyes
This is therefore a challenge for eye car=.

Treatment of endemic discase is one of the essential setvices of community based
primary health care program (Oladepo 1987). However, the pnimary health care centers are
not equipped to meet the challenges of eye healih problems in their various localiues
Therefore, the basic responsibility of providing eye care lies on 1he secondary and tentiay
instilutions, which is not accessible to majority of the population. What people do when they
have sympioms or suspicion of conjunclivitis has major implications for transmission and
consequently, for disease control. Childien under [ive years cannol wmke care of themsclves
and ase prone to high mortality rate. They are exposed 1o hazsrds and risks that make them
vulneiable 10 accidents which when not properly treated or attended to, may lead to
complications, Infections are very common in childhoad and are responsible for much of the
illness in the under five's. Susceptibility 10 infecnon in children is increased because immune
defenses are not fully devcloped and because young children may lack prior exposure or
compleie immunization 1 many infectious agenis (Lawrence 2003), In developing countrigs,
children may account for 40 w 50% of the 10tal population (Chana 1997). Yet, they arc
conspicuously neglected when noviGtfl eye-hiealthzdnd tetibilitation progiams are planned
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all suspected and confinned cases and the bulk of this activity is 1o be eamed out by the
primary health cate system. (Gordor 1992). The challenge lies in a better understanding of the
immense eye problem aflecting the under-served and vulnerable paediatric group in
developing countnes and in devising comprehensive national programs to deal with these

problems, Delays in seeking and obisining diagnosis and treatroent can allow’ for continual
transmission and the greater possibility of adverse sequella

Justlfication of Study

The World Health Organization estimates that there are 1 to 5 miflion blind children
world wide, with most of them in Africa and Asia (WHO 1997). in developing counbies,
blindness in children is usually caused by preventable and treatabie conditions which cause
scating of the comea (front of the eye) such as Vitanun A deliciency, measles infection,

conjunctivitis of the Newborn and liatmful traditional eye medicines. (Osazuwa 1997),

Conjunctivitis is the most common infectious disease of the eye thet affects children.
Mosi types of conjunctivilis are contagious and in some cases can cause peimanent demage
or even blindness, These infections are becoming more prevelent and are imporiant 1o
recognize them because of their significant associated systemic, ocular and social
implications. All types of infectious conjunctivilis are contagious and can spread from one
eye to the other by touching the eyes. A child can [irst become infected from direct contact
with someone who has the infection or something that petson has touched, such as a used
tissue. The infectious organism can also spread thsough coughing and sneezing (Kids Health,
2003).

A healthy conjunctiva is necessary for the maintenance of a healthy comea and thus
the visuel acuity of the eye. Enfections of the conjunctiva can spread to the comea and cause a
perforation especially in gonococcal infections, which are common among adults, No exact
figures are available in Nigenan about the number-of blindness due to infection of the comea
with bactenia, fungi and viruscs (Adele 2001). Allergic conjunctivitis can spread overt the
comnea. ‘Cobblestones' from under 1he lid on the tarsal conjunctiva can cause comeal ulcers.

Diseases of the conjunctiva are divers and need proper diagnosis, treatment and appropriasc
preventive measures.

At the moment relatively little is kmown about home mamagement practices of

conjunctivitis by mothers, who motheéR {lirk to'[or advice, how symptoms are perceived,

e 1 . L s Y "



monagement of conjunctivitis by mothers in children less than five yeats sseks to explain
preventive health b¢haviour of mothers and home management practices, which will help 10
identfy antecedent factors necessary for visual health planning and utilization of eye heslth
services.

The focus of this study therefore is 1o determine the home management practices of
conjunctivitis by mothers in children under five years old tn Eu-Osa local government atea of
Lagos State. The findings from this study would provide baseline information for policy
makers who would design, approve and review policy on Eye health education in Nigena.

This also can be used 10 design appropiiate educational interventions for the control and
ptevention of conjunclivits.

RRescarch questions

The study set out 10 answer the following questions:

1. What i5 the Joca) typology of Conjunctivitis?

2 How much knowledge do mothers have about conjunctiviis?

3. What are the management practices of mothers of children under five years old wath
conjunclivitis?

4. Do mothers perceive their ehitdren to be susceptible to conjunctivins?

5. Whal is the mother's perception of severity to conjunctivias in children?

6. What is tie influence of age on1he mode of copjunctivitis management?

1. What 13 the influence of education on the mode of conjunctivitis management?

Objectives of study

Broad objective

To document the home management practices of mothers in children under five yeats
with conjunclivius.

Specific objectives

1, To assess ksiowledge of mothers aboul cojunctvitis.

2. To assess mothers' perceived susceptibility of conjunctivitis in children.

3. To document 1he belief of mothers about conjunctivilis among children under five
years,

4. Documeni conjunciivitis management practices in mothers.

5.

Suggest eye health education sttatcpes for moihers in 1he management of
AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
conjuncnwtis.



Iiypotheses

The following null hypotheses were tesied by the study.

. Theie is no siguficant relationship between mothers® lanowledge of conjuncbvitis and
mode of management,

2 There is no sigiuficant relabonship between mothers' level of education and mode of
conjunctivitis management.

3, There is no significant relationship betweco mothers’ perceived seventy of
conjunciivitis ond mode of management.

4 There is no significunt relationship between mother’s age and mode of conjunchvitis
management.

Limltation of Study

Due (o lack of accurste census figures resulting in absence of sampling frame, a
specific value could not be given to the sample stze m propoition to the total population of

women, Efforts were made 10 compensate for any lack of representstion by covenng two-
thurds of the geopnphical area of Eti-Osa local govermmment

At the time the study was done conjunctivitis was not &n existing problem so actual
observation of practices was impossible.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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CHAPTER TWO

LITERATUHE REVIEW
Burden of Blindness

There are 45 million blind people and 135 million with low vision, comprising a total
of nearly 180 million people with degree of visual impaiment There arc 7 million blind
people in Africa and estinates of 1.Smillion go blind each year.

According to WHO siatistics: 80% of blindness is preventable, 20% that goes blind
require rehabilitation services. Every 5 seconds a child goes blind and evety minute an adult

goes blind (WHO). The prevalence of blindness in different zones in Nigerta is shown in
Table 1.

A leading light in disability management in Nigeria categoriaes family aintudes into
four groups:
“Goand beg™
"l am ashamed of you"
*1 15 not my business"

“Somcthing must be done”

Socio-economic status seems to be a factor in parental resctions to having a visuatly
impaired child. As the socio-economic situanon improves, the ability to deal with the siress
also scems 10 improve. Financial assistance can go 8 long woay towards balancing the
emotional levels of the family

The child’s self-image and self-esteem aie closely related 10 how he or she perceives
his or her value within the fumily. (Ganilkilama 2006). In most communitics there are blind
people, Blindness affecis nll the members of the communibes in knowing people who are
blind in their community. Blindness nukes people depend on others. Begging reduces the
dignity of the person who i1s blind. Begpars add to the buiden of the community members as
they expect to be given alms, Blind people are more likely %o have accidents than people who
are not blind. Accidents mean extrd cost of care for family members. Blindness adds more
responsibility 10 members of the Jamily. Most causes of blindness are nvoidable as they can
be prevented or cured. (Oladepo ct al undaicd)

Bimdness has profound human ond socio-economic consequences in all societies
The cost of lost productivity, rchabilitatien-=andreducatiom.of the blind are a significant



economic burden, patbcularly in many developing countries. Fuithermore, in such settings
bhndness is often associated with lower life expectancy. Thus the prevention and cure of
blindness can provide enormous savings and facilitate societal developments.

Unfortunately, there is geneially a reducton in avnilable funds for blindness
prevennon fiom the governmens of developing countries, due to a combination of economuc

recession and new, compenng demands for imited resources.
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TABLE 1:  NATIONAL DISTRIBUTION OF BLINDNESS IN NIGERIA

SOURCE: VISION 2020 PLANNING WORKSHOP 2001. BASED ON
1991 CENSUS

—

ZONE Relerence Prevalence of Number blind

|- __Population Blindness (%)

North West (NW) 24,715,400 | 1.14 281.755.56
| North Centzal (INC) 21,732,200 202 | 43899044

| Nonh East (NE) _ 16,224,200 1.14 184,955.88
@h East (SEY II 14.871.800 | 1.19 176,976 42

[ South South {SS) | 18,014,600 | 0.62 111,690.52

| South West (SW) | 24.441.800 | 1.3 369,071.18
UOMI | 120.000.00 1.24 1,564,438.00

In a survey 1o determine the prevalence and causes of blindness in Anambra State of

Nigenia, the estimated prevalence of blindness in the sample was 0.97% (1.54% among men
and 0.64% among women)

Cataract was the primary cause of blindness (70.57%), followed by glaucoma
(17.65%). In this area blindness associated with measles and other infectous causes has
decreased (Ezefule 1997). In another survey of blindness in rura) Communities of South
Wesiern Nigena, (be prevalense rate of blindness was found 1o be 0.9%. The major causes of
blindness were cataract and ils sequclae (48.1%). onchocerciasis (14.8%), prnmary open angle
glaucoma (11.1%) comieal scar/pthisig, bulbi (7.4%) and optic atvophy [(7.4%).

About half of 1be blmdness 18 potentially curable through cataract surgety, and a third
Uxouph bealth educsnon, early diegnosis and prompt treatment (Adeoye 1996). Awnother
smdy on csuses of childhood blindness: resufts from school for the blind in South Eestern
Nigena, comes) saaring and pihisis bulby constituted a3 major cause of childhood blindnesy
(Ezegwu, Uneh and Exepuz 2003)

Necdless blindness can be climinated form the face of the earth only if people
woildwrde have sccess to sight-saving madical and surgical techniques. There (s need faor
gamed eye doctors and eye care teama, increased availability of ophlhalmic equipmenl,
instuments, and medicines, and move effecove systems fos referring paticnts who are at nsk

of blindnexs 1© weatment centers. The direct esanomic cont of the glohal burden of blindness
i US $25hilbion. Vision 2020 THE RIGHT TO SIGHT
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Epidensiology of Blindness

The repotted prevalence of severe visual impainnent and blindness in children from
sub-Saharan African and Asia ranges from 0.6 to 1.1. per thousand childten (Foster and
Gilbent 1996). 90% of the world's blind people live in developing countries. People who live
in the developing world are ten times more likely 10 go biind 1han people who live in highly
indusirialized countries. There are at least 9 million people in India. 6 million in China and 7
million in Africa together constitutes half of the global burden of blindness It is estzmated
that at least 7 million people became blind cach year. Withou! proper intervention the
number of blind people wil} increase © 7.5 million by 2020. Nigesia has an estimated
100,000 blind childien (age 0 — 15). About half of them will die willun two years of
becoming blind. The main causes of childhood blindness arc comea scaring from measles
(70%), vitamin A deliciency, conjuncskvins of newbomn babies, and the application of
harmful traditional medicines 1o the eye. All these conditions are amendable to sumple and

cost effective control measures

In a study on causes of blindness among blind children in Qgun State, Nigena, the

main causes of blindness were, comea! scaring/stophyloma 1! (39.3%),

cataracVaphakia/coughing 4(14.3%), cortical blindness 2(7.1%) ond retinilis pigmentosa
2(7.1%6). Eleven of the students \with comeal blindness admitted to having measles pnor to
blindness. (Ajibade, Onabolu and Oluyadi 2003). In another study on causes of childhood
blindness results {rom schools for the blind in south Eastern Nigeria, the major causes of

childhoed blmdncss ate calaract, comeal scarring, pthisis bulbi and glaucoma/buphthalmos.
The majonty (74.5%) of this blindness is avoidable.

Community Participatlon in Eye Health

This is an integrauve approach, which focuses on the eye health of communites.
Communities identify what they already have, identify what they need, take action in a
manner acceptable 10 them in order 10 avoid blindness, visual disability and pain (Faal 2006).

A eommunity is a ggroup of people who live in 8 def.ned geographical envitonment

and who share sociat historical characteristics. Understanding that most people live in Rural
areas where the services are either scanty or absent.

Service development

Community members should participate in decisions making in respect of aclivities

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Service Implementation

Community members should play active roles m canying out eye senices at the

community level especially those related to healthy eye promotion. They should identify
volunteers who are willing 0 be uzined as Community Based Health Workers (CBHW) to

wain volunteers. Community members and CBWSs should help idenufy and refer people with
eye prablems to CBHWSs and eye health care faciliues.

Traditional practitioners, community membets, CBHWs and CBWs should work
together as "*Fnends of the Eyes”.

Mcasuring I'rogress

Community members must work out ways that will ensure that eveiyone knows about

Ue progress being made in respect of the eye service activities carried out in their community
and sugges! furtherimprovements during meetings.

Information on the progress of eye health promotion activities can be obtained
thiough wiitien records of the number of peopie with blindness and serious eye problems,

those related and the number of commilices that have been working on eye health promotion
activities tn your community.

Mcasuring Success

Community membets should devise ways that will enable them know if the acnvites
camed out 1s rcducing blindness and serious eye problems in their community by considenng
the formation of commitiee or use existing community health comminees. Through this
action, community members can know the number of community commitices actively
involved in the implementation of the eye health promotion activises, the number of people
who became biind or developed setious eye problems over a given time interval e g. one year,
2 ycars, and the number of communal eye health ptomotion activities undermken over the
same penod of titne (Oladepo et al undated)

A community based progpiamme is one which works within a geographically defined
area, tokes into account influences that opersie a1 community level, and seck (o involve
community members in decision making process and in implementation (Hubley 1999).
Working with communities can be challenging. Few workers need 10 be sensitive 10 the
communiues, needs and dynamies, and iiave patience and skills for a two way process of

communication, to build consensus, resolve conllicts, and develop capacity (Hubley and
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'Gubent 2005). Eye health can be a starting point for involving communines in addressing a
i wide range of health and social concems. (Maphorogo and Sutter 2003)

in Tanzania, a community based approach to promotion of face washing used non-

formal adult education methods, dmma, and traimng of locslly recruited facilitators to
improve cleanliness of children's faces. (Lynch, west, minoz et al 1994).

The use of volunteers is an important component of the directed distribution of
mectizan thot is now ccntral 10 the African proggiam for Onchoarcuasis control (APOC) which
opernies in west and Central Africa. The success of communily directed oeatroents s such
that this approach is now being used in filarigsis control, (or distributing bed nets and vitamin

A, and distributors are also being trained to identify individuals who are cataract blind
(Okeibunor, Ogungbemi, Sama ct al 2004).

1 Community based approaches build on local resource that includes traditional healers,
! many of whom treat eye complaints. Daim from Malawi indicate that there may be up 10
| 4,500 visits made 10 traditional healer for eye disease for each presentation o the ophthalmic

medical assistant with corneal disease. (Courtnght end Lewasllen 1997). Tradiuonal healers

have long been part of most culiures and will remain so. In Afnca, doctors, nurses and

traditional heolers have to share the burden of health care services. Traditional healers are
not only important but crucial in primaty eye care in developing countries. (Ghana 1997),

A project 10 control vilamin A deficiency among 830 families in coasial Bangledem
evaluated an |8 months 1ntervention, which used group meetings in schools, mosques and
community settings supplemented with postets, lcaflets, and a calendar. Lveluation showed
increased tmowledge about vitamin A nch foods, increased cultivation of vegetables and a
reduction i the prevalence of night blindness. (Yusufand Istam 1994),

A strength. of community based approaches 1s the opponunity for mulu-secloral

strategies in which health education is supported by other intervensions such as apptopriate
technology and agriculwre.

Concept of conjunctivitis

Conjunctivitis is the most common causc of red eye and it affects all ages. |1 s
ususlly painless and is charactetized by pussy or watery discharge. There aie different types
of conjunctivilis: bacterial conjunctivilis caused by a bacterium e,g. swapbylococcus or
streptococcus; viral conjuncitvitis caused by a virus e.g heipes simplex; and conjunctivitis

caused by allergies e.g. smoke, cosmetics, medicines, elc. The signs vary depending on the
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cause bul include swollen eyelids, red conjunctiva and a watery or pussy discliarge. The
comea and pupil are usually norma) (Baba 2005).

The conjunctiva is a thin tansparent mucous membrane, which lines the inner surface
of the eyelids and covers the sclera (the white pat of the eye). The conjunctiva contsins
glands, which produce secretions that help the eyes t0 keep moist. and antibodies, which

reduce infection.

Conjunctivitis means “inftammation of tie conjunctiva” and the commonest cause is
infection by wviruses or bacteria.

Conjunctiviis can also be due 10 chemical iiniants,

traditional eye remedies or allergy. ltis usual for both eyes to be affected in infectious cases.
| The patient notices that the eyes are red and uncomfortable, and there is discharge, which
‘ may make the eyelids stick together in ihe moming. The vision is usually not affected. On
' examination the eyelids maybe slightly swollen, the eyes are red and 1here may be some
visible discharge. The comea should be bright and the pupils should be round. regular and
react to light. Conjunctivitis due to infettion occurs at all apes, but some of the less common
causes affect panicular age groups. Scc table 2. There is one form of conjunctivitis which
can be sight threatening — that due to gonococcal infection (Senamtiie and Gilbert 2005).

The red eye forms a big propottion of the eye problems seen in most eye clinics in
developing countties. For example, in the Bawku Hospital eye unit, Ghana, in 2004 a tozl
21,391 patients were seen as outpatienis, out of which 8,931 wese 1ed eyes of one type or
anothcs, representing over 40% of the tota] number of patients seen.

The majority of red eyes ore seen a1 community clinics and bealth centers, diagnosis
and management are done by the community health nurses. It is for this reason that adequate

anenton should be given 10 the prevention, early diagnosis and irst aid¢ management of these
conditions

The common cause of acute red oye are: conjunctivitis and trachoma, corneal ulcer, acute
ints, acute glaucoma and injury (or tauma).
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Table 2: CAUSES OF CONJUNCTIVITIS, AND WHO 1S PRIMARILY

AFFECTED
Causes of Newbom babies Children Adulis =
Conjunctivilis —
Viral Infection Uncommon Usually affects both | Usually affects both

eves eyes. —i
Bacterial Infection | May be severe and May affect one or May aflect one or

sight threalening both eyes. May be | both eyes. May be

severc and sight severe and sight

threateninc. threaiening.

Chlamydia Can cause | Causes Trachoma, | Usually affects both
conjunctivitis which usually | eyes
affecrs both eves
Allergy Uncommon Ususlly affects both | Uncommon
eyes
| Chemical Initants/ Uncomsmon Can affect one or Can affect one or
wadioonal eye both eyes. both eyes,

remedies |

Red eye may also be due 10 the use of harmful traditional medicines for other eye conditions.
Corneal Ulcer

Comeal ulcers may have many causes. They can be caused by infection - baclcna,
fungus, vitus or acanthamoeba or malnutrition as in measles/vitanun A deficiency which
oscurs mainly io infants between the ages of six months and two years. Some cases are
mainly unilaterat whereas athers like vitanun A deficiency are ofien bilsteral. Tlie result of a
comeal ulcer can be & comneal scar or phihisis bulbi. A break in the comeal sutface is krown
es 8 corneal abtasion/erosion/uicer. There are superficial and deep ulcets. The patent will
complain of a red painfil eye. The eyelids maybe swollen, the conjunctiva is red around (he
camea, the pupil is noimal, and the visual acuity is ofien teduced. There is ofien a grey spot
or mark on the comea. The other eye is usually normal. Comeal vlcer is a serious eye

problem  Frequent (Hourly) antibiotic eye drops should be iastilled, an eye pad applied, and

the pascnt refesred for help urgently. [f the paticnt is aged one \o ten years, vitamin A

200,000 1U should also be given omlly. All cornea] uicers should be managed by an eye
specialist as they can easily lead to comeal scaming and blindness. Bacterial ulcers are

weated wilh topical and subconjunciival antibiolics  Fungal ulcers are trealed with

annfungsls cg. natamycin., bul are difTicult 10 beat. Viral ulcers are beated with antiviralg
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e.2. acyclovir. Nutritional ulcers are usually due to vitamin A deficiency following measles

or malnutrition, Treatinent involves giving vilamin A capsules according 1o ae.

Acutelritis: Acute Intis is often of unknown cause, The patient will complain of red painful
eye. There is no discharge but the visual acuity is reduced. The conjunctiva is red but 1he
comnea is clear. The pupil i1s usually small and maybe irregular in shape This is more
obvious as 1the pupil dilates with treatmenL This 5 a serious problem. [f you can dilate 1he

pupil with a short-acting mydriatic, such as tropicamide, this should be done and refer the
patient quickly for help.

Acute Glaucoma: This discase is uncommon with people of Afiicen origin but more
common in pcople from Asia. In acute glaucoma the pressure in the eye goes up quickly.
This causes a very ted painful eye, with poor visual acuity. The comea is hazy due to
oedemd and the pupil is targe and docs not become small when a bright light is shone into 1he
eye.

This is a very serious and painful disease. The patient must be 1eferred for help
immediately. If you have diamox 1ablels (250mpg each) give two 1ablels by mouth and one

tablet four imes a day and refer the patient Pilocarpine eye drops can be given (if available)
to make the pupi) small.

Tradltional Eve Medicloe

Traditional eye medicine is as old as man himself. Tradicional healers are highly
respected membeis of each commumity. Many patents who present at an eye climc 1n Africa
would have bad some form of heibs or concoctions applied in histher eyes before coming 10
the eye clinie. This is especially dangerous in children

Triaditional eye ueatments can be classified as harmful or hannless, Harmless eye
weatments include tncantations by traditional healers and use of salt soluhon, 10 name a few’
Examples of harmful cye medicines inciude alcoho), ground cowries, donkey and cow' dung,
herbal preparanons, human sputum, bird and lizsrd facces, wine, etc. Eye care wotkers
around thc world would probably be able to add o this list from their own experience, and
these concoctions differ from ore culture 10 another. The pieparanons put into the eye can

causc comneal ulcers or worsen existing ones and end up as scars or eye perforations leading
to blindness.
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The primary eye worker has an important role to play in preventing blindness from
the use of radinonal eye teatinents. They are often the first point of contact when something
goes wrong with the weatment, and they are also close enough 0 the community to

discourage their use. The {irst step from preventing blindness from traditional eye medicines

5 10 establish trust and respect between health care providers, patients and communities.

11 is imporiant o understand the reasons why people use traditional eye trestments,
and not judge them. There is \'vidcsptud ignorance about the dangers of scif-treatment for
eye conditions. Many poor patients are put off seeking help from health clinics because of
the negative attitudes of some health workers. Socio-cultural beliefs in evil spiitts and

witchcraft may lead people to think that the best course of action is with spiritual rather tlizn

medical healers; for many patients, prescribed eye medicines are considered very expeasive.
fuitheninore, the distance to health facilities results in patients 1aking help from the nearest
sourte management: most patients tend to come 10 hospital when the eye is already damaged.
Tieannent is with waters icrigation, if the waditional medicine wss recently applicd, and then
topical hourly antibiotic eye drops.

Every opportunity should be used to educate people and discourage the use of

waditional eve medicine, for examplc, health education in communities, schools, women's
groups and clinics Refer all patients with eye complicanons. (Baba 2005)
Traditiopal bealers msy use mechanical mauipulation or thermal cautery on the ocular
adnexis or may instill medications into the surface of the eye(s) that can cause harm.
Traditional eye medication (TEM) may include extracts from leaves or herbs, human urine,
or products and often cause permanent damage 1o the ocular surface, visual impairment, and
blindness. Plant substances that are chemically basic (pH greater than 7.0} can be parucularly
hasmful because they may penetratc the cornea and cause permanent opacity or perforale the
comez and cause endopbthalmitis. Traditional healers may alsc use thermal caulery to treat
eyelid lesions, infections, and cnwopion. Such treatments that cause damage to the oculas
adnexia, 10 the eye, and vision are collectvcly known as haimful eye practices (HEP).

Tradivoaal healers are respected in villages and communities; heslth case
pracuitioners sbould not stigmatize them. Rathet, they can be trained to avoid centain praciices
that are harmful 10 the eyes and insicad to utilize treaiments that we know fo be beuncficial
Several projects in ABvca iaclude traditional heslets in their health care delivery sysiema. By
domg so, barmful eye practices may be avoided or leasened.

Gesecocca) conjunctivins and kersto conjunctivitis may be spread by poor hygiene and self-

¥ & . . RICAN DIGITAL HEALTH REPOSITORY RR@JECT -
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ocular treatment by tiaditional healers. Urine contaminated with Neissenia gonorrhoeae wiil

cause acule gonococcal keratoconjunchvitis. Many drugs, herbs, and remedies supplied by

gaditional healers may be used by patients at the same time that they are undergoing
teatment by eye health care members. Many of these preparations may produce irritation and
redness of the conjunctiva. Some may be toxic and can cause cornezl damage and permanent
blindness. In taking a history from a patient who has a ted or itritated eye. ask about the use

of traditional medications. These maybe prescribed by n traditional healer or they may be
piepated by the patient or the family. . (Schwab 1999)

Injuwry (or Trauma). Traumatic injunics form about 15% of all red eyes. These injuties may

cause jmeversible damage 1o the eyes leading 10 blindness. Nlany of these would need
immediate referral 10 a secondary or tertiaty eye care facility.

Couventlonal Management (Orthodox Management)

Conjunctivius normslly docs not affect vision ard is simple to reat. To tieat bacterie!

conjunclivitis, clean the eyes and apply any topical antibiotic. In the absence of any

antibiotics, merely cleaning the eyes of discharge regularly will allow the eyes to seitle in a
few days Broad spectrum antibiotic such 25 tetracycline eye ointment applied to the lid
marpins at least three times a day can be used for treatment of chronie bacterial
eonjunctivitis. Usvally no treatment is required for viral conjunctivius but an antibionc
ointment can icassure be patient. Viral conjunctivitis may occur in epidemics affecting
many people at the same time. For example a school child with this condition could infect
haif the school in just one day. In cases like this it is betier to close down the school for a
couple of days 10 avoid its spread. This condition is popularly known in West Afiica as
“Apollo”, The danger 15 use of harmful tiaditionsl medicines, which may make the eyes
WOrse,

Allergic conjunctivitis (someomes called vernal conjunenvins or vemal kerto-

conjunctivitis) usually has a long history of intense iching in both eyes. Chronic vernal

confunctivitis gives the child's eyes a dark brown appearance. In vely sevete cases these

children will need topical steroids prescnbed by a specialist. Steroid eye preparations can be
dangerous and should only be prescnbed by an eye specialist.

In conjunctivitis of the newbor, clean the eyes gently with water or normal saline and apply
teiracycline ointment hourly. If the comea is involved, refer to the eya center where the baby

will be ticated with intensive antibiotics eye drops and sometimes sysiemic anubiotics (Baba
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Wallace (1998) identified ocular medications used by pediatricians or
Ophihalmologsts caring for pediatric patients. Topical antibiotics are commonly prescribed
for bacteria conjunctivitis, nasolacrimal duct obstructions, and ophthalmic neanatorum. Many
ncw antisllergy eye diops are now available for the treaunent of seasonal (hay fever)
conjunctivitis. According to Forpovr {(2001) in a swudy on diagnosis and management of
chronic blephato keratoconjunctivitis in children, he said that blepharo keratoconjunctivitis in
childhood is a chronic inflammatory process that can have different presentations, It can be
successfully wreated with oral ery\hsomycin and topical steroids. In a controlled aail of
povidone-iodine 10 treat infectious conjunctivitis i children by Isenbeig et al (2002),

" Povidone-iodine 1.25% ophthalmic solutions was as effective as neomycin-polymyxin B-
! gramicidin for tieating bactenal conjunctsvitis, some what more effective against chlamydial,
© and was ineflective against viral conjunctivitis. Povidone-iodine ophihalmic solution should

& be srongly considered as tteatmcnt for bacterial and cblamydial conjuoctvitis, especially in

developing countries where 1opical anlibiotics are often unavailable or costly.

According to Essck Health Protcction unit notes (2004), bacause infaction can be
passed on before a person is unwell it 1s important 1hat high standords of basic hygiene are
always maintaincd. National guide on management and control of eye conditions at primary
level (2004) says that the activities of primary eye care are climical, preventive and
promotive. Bacleria conjumctivitis can be managed by applying chloramphenicol 1%
ophthalmic ointment 6 hourly for 7 days, paracetamol for pain relief and refer if no response
afier S days. Viral conjunctivitis is managed by advising the patient 1o cleanse/tinse the eye
by washmg with normal saline or clean warm water, cold compress, apply oxymetazoline
0.02% eye drops instilled in the eyes 6 houtly for 7 days, Paracetamol for pain relief and
advise on prevention measures. Management of allecgic conjunctivitis is by removing cause
f known and possible. Cold eompress to relieve symptoms, Oxymathazolme 0.025%
eycdtops instilled m the eyes 6 hourly for 7 days, Chloipheniramme oral for severe cases
Conjunctivitis as it relntes to Vision 2020

Blindness is one of the most tragic yet ofien avoidable disabilitics in the developmg
world (Resukoff, Pascolin, Etya'ale et al 2002), Actions by individuals, familics and
communines as well as eye care professionals are viial 10 achieving the ambitious target of
“Vision 2020*'; The Rigiit 10 Sight which aims 1o prevent 100 million cases of blindness by
the year 2020 . (Resnikoff & Pasarsjasegwan) 2001}, The World Health Qrganization
estimates that theie are 1.5 million blind children worldwide mainly in Africa and Asia, In

developing countries blindness in ‘Chifdren’ Is" Usuafly” causéd by conditions, which cause
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carring of the comea (the front of the eye) such as vitamin A deficiency, measles infection,
conjunctivitis of the newborn and harmful wraditional eye medicines. A child in our world
goes blind every minute. (Vision 2020). Conjunctivilis of newbom babies and comneal
scatring arc the main causes of childhood blindness. The prevalence and causes of comncal
blindness vary from one region of the world 10 another. There is even variation within
developing countries of Africa. There were 3,573 new patients seen in the eye clinic of
unijversity college Hospital Ibadan (UCH) during this period of which 675 subjecs (18.9%)
had comeal opacity. The peak age of presentation was 0 -10ycars (46.7%). The periods of
January 10 March, and July to September were noted to be the peak periods of preseniation.
Trauma (51.1%), microbial keralitis (26.7%) and vitamin A deficiency (8.9%) were the main
causes of comeal opacity, Other causes were viral keratitis, exposure keratitis, and other less
frequent causes like opacity following surgety, pterygium and vernal conjunctivids. Almost
half (48.9%) of the eyes with comeal opacity scen in tkis study were blind. (Ashaye and
Oluleye 2004). The use of tiaditional eye medicines is a major risk factor in the current
epidemic of comeal ulcemtion in developing countries. (steinkulles, Gilbert and Fosier et al
1999). Because of the difficulty in treating comneal blindness once it has occurred, public
health prevention programmes are the most cost-effective means of decreasing (he global
burden of comeal blindness. (Gilbert 1993). There is need for community based study on the
aenology of corneal opacity and planning o progiamme for prevention of major causes.

The mainpriorities for eliminating avoidable blindness arc cataract (an cye discasc of
ageing), eye infections (rechoma and onchocerciasis), and visual loss in children.
Pollcy

Africap Region - Disease Contro)

Weaknesses in the contro] of eye diseases in the region centre on the following
prmary issues
(1)  Blindness causcd by bothcommunicable and non communicable disease
(2)  The distribution of eye care serices through out the region is inequitable
(3)  The region suffers generally from s low financial commitment 10 eye health
care from local govermment.
The limiiation to improving the situation are essentially political
{1) Whereas the infiastructure that has been put in place 1o address onchocerciasis or
tracboma is effecive and is now beng used in some countries as the base for
addressing other infectious diseases, il does not exist everywhere. The region

thus requires much additiBndl ifasinéiife develspment and maintenance
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(2) In many countries there is lack of continuity among government officials, with

the result that long-term planning and projects arc difficult.

(3) The limited financial and human resources in the region are spread thinly by the

many competing demands, particularly in relation to AIDS and malaria.

Through the work of many dedicated individuals, the region is developing the
following strengths:

(1)

)

(1)

(2)

3)

(4)

AS VISION 2020 workshops are held, the national authorities are putting

together needs and resources bascline data, which can be used as a guide for
national priority-setting and or partners.

An increasing number of govermnments arc giving their political commitment 10
the vision 2020 poals and agenda.

In this coniext, the following opportunities are particularly evident:

The oncboceriasis programmes bnve provided community based data and a
structure and system for delivery, on which other efforts can be modeled

The relationships with many non-governmental organizations and partners

working in the 1egions need 1o be further developed and these organizations

included w 1egional planning.

The same 1s tue of information and education in the communities, which need
to focus on local groups.

Both the millennjum development goals and the poverty reduction saotegy
papets pownt (o the impotsance of blindness prevention in otder 10 reduce

poverty. These documents need to be used ms the basis for activines in
relation w vision 2020

Conclusion and recommendations

m the umplementation of the vision 2020 Global Initiative.

The members of 1he monitoring comm:tiec acknowledged subsiantial progress

To ensure the Al

achievement of the objectives of the imiuative, the following recoimnmendanons were

made

Dlsease Controf
Cilidhood Lilodness

The Commitee noted the paucity of aceunate information on blindness m childhood

and supported effonts 0 collect and ¢ollate, a1 comminee level, information on childhood
blindness and on childhood Progiamegerdiean S HACAER BREBEs 16K provECT
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Vision 2020 The Right to Sight

Vision 2020 the right to sight is a global ininative which aims to help eliminate
avoidable blindness by the year 2020, joinily launched by the World Health QOrganization and
the international agency for the prevention of Blindness (LAPB) logether with more than 20

international non-govermnpiental organizations involved in care and prevention and

managcment of blindness. Vision 2020 will take the following responsibilities:

a, Increase awareness of blindness as 8 major public health issue
b. Contiol the major causes of blindness
c. Trawn opbthalmologist and other personnel to provide eye carc

d Create an infrastructure to manage the problem

c. Develop appropriate technology

Vision 2020 involves the active participation of UN agencies, governments, eye
care organizanons, healih professionals, philanthsopic institutions and individuals
working together m a global parinership 10 accomplish tlus goal by the year 2020. If
national and interational cffoits 10 avert blindness are not intensified the number of
people with severe visual disability will double by 1he year 2020

There are 45 million blind people and 135 million with low vision, compiising a
total of nearly 180 million peoplie with some degee of visual impairment 90% of the
world’s blind people live 16 developing countries. The leading causes of blindness are
cawsract, tracboma, onchocerciasis and childhood blindness, cataract a clouding of

blindness worldwide. in most countries of Afiica and Asia, calaract accounts for at lcast
half of al} blindness.

Camract has different origins, occasionally some children can be botn with the
condition, and a cataract may develop after eye injulies. However, most cases are related
o ageing process. An estimated 20 million people in the world today are blind from
cataract inneed of caleract operetion (o restore full sight.

Trachoma is the second leading cause of blindness tn the world. 1 is one of the
infectious dissases kmown to mankind. It is responsible at present for 15% of the world’s
blindness. Worldwide there are about 6 million people irreversibly blinded by gachoma
and need of oestnent. Today, trachoma ia found mainly in poor ruml areas of Aftica,
some counuies in the Eastem Mecditemancan and Asia, and certain parts of Cencal and
South America. Onchocerciacis is a major cause of blindoess in many Africa countries

As a public health problem 1he diseaseqa-mosiclmselyrassociated with West and Cenga)
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Afiica, and is also prevalent in 6 countrics in Latin America. Much progress has been
made in fightng the disease in several countrics through control of the black fly, the
disease can now be treated with an annual dosec of the drug mectizan which also relieves
the severe skin itching caused by the disease. The combined effort of the World Health
Organizations’ progiams, worlong together with UN agencices, the World 8ank, donof

nations, ministrics of health, non-governmental organization and vision 2020 will be
effective in halting this discasc.

In developing countries blindness in children is usuvally caused by conditions
which cause scaning of the comea (the front of the eye) such as vitamin A deficiency,
measles infection, conjunctivitis of the newborz and hanm(ul traditional eye medicines.
Vitamin a deficiency blinding malnutrition (xerophthaimia) — is the major cause of
blindness in children. An estimated 250 million pre-school children are vimmm A

deficient, and each year 350,000 children go blind and 2 million children die from lack of
Vitamin A.

Vision 2020 aims to p:cvent an additional 100 million men, women and children
ffom becoming blind by the year 2020,

Role of Health Education in Preventing Blindness

Health education to promote ihe adoption of eye healih promonng behaviours and
wevase upteke of eye care services provides the backbone of health promotion. Changing
long standing bebaviours that might be deeply rooted in culture is never easy. However, well
planned educational progiainmes can be effective provided two critical conditions arc
fulfilled: the underlying influences on behaviour are addressed, snd approp:iate methods,
terget groups, and setungs are selecied.

Understanding taflucnces on behaviour, qualitative rescarch methods provide useful
insights into 1he reasons for use and non-use of eye health services. Bamers to the uptake of
cataract scrvices from patients’ perspective can include one or more of the following
acceplance of unpaired sight as an mevitable consequence of old age, fear of the operation,
contact with individuals who have had expenences, lack of encourngement from the family.
lack of kmowiedge concerning where surgeiy is provided, distance from Ihe service, lack of a
person lo accompany the paticet to 1he hospital, poar state of hospitals, long waiting list and
cost (Courtright, kenjalot & Lewallen 1995). (Rabww M.M, 2001) lewallen and Cousright
2000) This could also be low perceived nsk and lack of appreciation of 1he bencfits of
surgery. Lack of confidence in thé™¥ePiEEbeiig! proviaRe~wWaa" identified as an imponan
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factor in a study of glaucoma in Togo, West Aftica. In a survey of 767 people who lived in
and atound the capimal city, Lome, about twa thirds of sample who were aware of glaucoma
(25%) were non confident of the capabilities of the doctors 1o treat the disease. (Balo,
Serovies, banal ¢t. al 2004). Stigma attached to some diseases {for example Icprosies) can be
a deterrent to coming forward for trcatment with the result that ocular complications may be

idennfied at a late stage, Here the health promotion strategy is to address the issue of saigma

and other cairiers to early presenlation for treatment in the general public and train leprosy

healthcare workers in the recognition of ocular complicstions and lid surgery for

Lagophthalmos.

Many communities have traditional beliefs oo the parure, cause and prevention of
blinding conditions. For example, an cthnogiapbic study of women in Nepal found that night
blindness (which is common in vitamin A deficiency) was recognized, local names existed,
and the condition was considcred scrious might be expected to.act as a powerfitl motivation
for parenss, teachers, and chiidren to support blindness prevention activities. One approach is
for health educators to visit schools and run bealth education sessions. This appioach was
shown 1o result 11 improved knowledge of onchocerciasis in Nigeria. (Shu, Okonkwo and
Onwujekwe 1999). Howcver, a more sustninable approach is to tzain tcachers, which is the
app1oach used in the vision testing program a pilot project in Nigeria. (Ajuwon, Oladepo,
Sat et al 1997). A comprehensive school based approach should bave three components:
firstly, health educauon using activity based methods such as those pioneered by child-to-
cbild and others, secondly, a beaith promoting school environment which includes provision
of water and sanitanon, safe nisk free play facilities and school gardens; and thirdly, school
health services in screctung children for refractve ervors, provision of spectacles, and

mansgemcnt of simple eye health problems

Mctbods that can be used
The two most imponiant health education methods are mass media and face to face

communication, cither separately or together. Mass media have the potential to reach large
numbers at a low cost per person. The relative irnportance of radio and tclevision varies from
region 10 region. It is thus important o0 {ind out what media are available and who accesses
them, and base the choice of medis on the local pattem of use,

Health education through mass media can be delivered in a range of formats. Some
may require payment {(for exsmple, advcriisements, jingles, spot, announcements), while
others may be free (for example, néWHITEHNS, dEEUNERIATES, and dramas) A recent
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development is the use of '“cntertainment education”, in which health education 1s

~ incotporated within drama and music.

1t 1s generally accepied that mass media are particularly appropriate when the
behaviour changes 1o be promoted are simple and there are no significant barers to the
community taking action. With more difficult behaviours, especially those that are
undetpinned by stoty of cultural beliefs, mass media need o be supplemented by more
inicnsive community bascd approacbes. Face to face discussions might be slower and labour
intensive, but they provide oppostunities (or direct engagement and participanon of
mdividuals communines.

Social marketing uscs mass media 1n combination with face to face education 1

promole uptake of specific practices.

Advocacy

Advocacy includes all acnvities designed to raise awareness of the importance of
blindness prevention among policy makers and planners, io increase resources (or blindness
prevention, and for the integzanon of blindness preveniion into other programmes. Advocacy
can also lead to enactment and enforcement of laws that place on legal footing the obligattons
of govemments to ensure “'the night to sight’’.  Advocacy con take place at ewery level from
intemational, nanonsl, and local level. The most notably success (or advocaey at the
intcraational level has been the endorscment of vision 2020 by the World Health Assembly in
May 2004 o which resolution WHAS6.26 was adopted by member states (WHO 2003)

At the narional and district level effective advocacy involves the mass media to gain
public suppoit, mecungs with decision makers, and working through professional
associations, A n important objective for advocacy is to ruise public awareness of the need for

channeling publie resources into prevention o(blindness

Health Educatioo

Viral Copjunctivitis; The patient should be t0ld that the condition is very infecnous,
that they should not share (ace towels, and thould wash their hands regularly. In pasts of the
world whrie maditional remedies are commonly used. the patient should be advised not (o use
oedioonal remedics and needs 10 be told that the infection wilt get better.

Conjunctivitis due (0 gonococcus: If a newbom baby has conjunctivitis and
gonococcus is suspected, the mother should take her baby to the eye clinic immediately: for
ticstment. She should also be trested mswelkss hevhesband'parmer. Communmitics should be
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warned of the potential dangets of traditional eye remedies particularly urine, which may
have come from someone with gonorrhea.

Acute Allergic Conjunctivins: One needs o try and find out what led to the reaction (e.g.
eating eenain food; sitting under a particular ee) and try to avoid this in fiture. They should

be told not lo rudb their eyes as this makes the condition worse.

Chemical Conjunctivitis: People should not instill anything in their eyes that has not been

presciibed for them, and they should throw away any eye drop after the bonle has been

opened for one month or more.

Prevention and Hezith Promotion Of Eye Care
1. Clean the eyes of all newbomn babies as scen as they are bomn with clean water and

a clean cloth (This prevents Ophthslmic neonatorun) in panicular 1t should be

taught tovillage midwives (tradinonal buth attendants).

"

Mothers should make sure their children receive the following foods:

Age 0 — 18 Months Breast Milk.

Apge 4 - 18 Months Breast Milk + papaya /mangoes

+ Datk green leafy vegetables

Age 18 Months - 5yrs Dark green leafy vegetables

+ papaya/ mangocs

Eggs and milk are good for children of all ages.

This prevents nutrinonal blindness from vitamin A deficiency

3 Washing the face-and eyes of all babies, young children and school children
everyday should be taught to mothers, leacheis and school children. (Thus
prevenis conjunclivits / tachoma )

4. When your vision is getting worse, go for help early. When your eyes are 1ed and
painful, go for help early. Do not use traditional medicines. { Enka, Allen and
Francis 2002)

Pevsonal hygiene, hand washing should be encouraged. Avoid allergens.

Prevention of infective conjuncuvilis relies pnmanly on good peisonal hygiene

Bactenial conjunchivitis is uncommon bul can be spread by the hands or from upper

respinatory uactinfections

Gonoccocal infection is tanstmtied from the gennal Gaet or urine to the eye by hands

This is a sertous breach of normal hygene.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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"Ophlhalmia nconatorum can be prevented by the use of providone iodine drops,
tetracycline eye otntment or other antiseptics or antibiotics at birth.

Viral conjuncuvitis, in particular adenovitus, ¢can sweep through a commuaity or an
msutution such as a school very quickly. This is highly infectious and needs to be

controlled by the enforcement of strict hygiene standards. Towels, face cloths and hands
' are some of how' this ¢can easily be transmitted.

Prevention of alletmic conjunctlivitis is ot possible unless the paticnt is able to change his
or her environment or job or identify the allergens causing the ajlergy and remove it ¢.g.
pollen, animal fur. Drugs can causc an allergy that is reversed by siopping the drug.
Atopine, neomycine and eye drop prescrvatives ate partcularly common causes of such
drug reactions. (Wood M. Undated )

Children under five vears old

Cbaractenstcs and Socio-cultural issues

Every year in the developing world 14 million childten die before the age of {ive.
Maany milliop more live with ill health, disablement or poor growth. The wastage of these
young lives is a tragedy condemning any pretence which human society may have to civilized
values. For it s a tragedy which is largely preventable. The knowledge 10 save this great
majonty of these childzen and o prowect their healthy development already is not highly
technical. It is knowledge, which, (o a large extent, most parents and most communites could
put ito practice. It is therefore to which all parents and all communitics heve a nght
(Unicef)

The pte school period is from | to 4 years. The pre-school child represents a major
public bealth problem for developing countries. The leading causes of motbidity and
mortality during this period are: diarthea diseases, respiratory tract infecnons and protein-
calorie malnutribon (Kwashiotkor and numuonal marasmus). These ate referied 1o as the Big
three. The rest include tuberculosis, childhood infecuons/measles and whooping cough,
mtesunal helminthes, which msy be hookworm, roundworm or upeworm depending on local
circumsiances, malans, anemia and accidenis. Almost all these are prevenuable
The age specific monality rate § -4 ycars 1S used an index of nutniional status of & community
(WHO 1963) deaths during this period in developing countnes are mainly due 0 malnutnnon
aod infecuons. while in developed countnes they are mainly due to accidents.

Nutnnonal deficiencics nre another factor contibuting to the high rates of morbidity,

mosiality aod disability in Nigeria. While malautntion is reponed as a direct cause of death in

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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only 2 percentof infant and under five morbidity, it is a contmbutoty factor in much higher
_propottion of moutality in these age group.

| No stage in the individusl life cycle is moie impoutant than the formative months and
yeats of eatly childhood It is dunng that crucial period that the child’s oppottunities for
optimal growih and development are being most setiously compromised.

ey night issues in eariv chlldhnnd!

Sunivalissues.

Persistent hugh infant and under five monality rates especially in the north, resuiting

pnncipally from malatia, vaccine, preventnble diseases, diahorthoc discases and acule

respitatoty iniections.

Decline in immunization coverage rates (in some parns of the countty but with rates among

the lowest m the world in the notthem Nigena), due 1o weak PHC system and very fow rates

of rounne nnmunizaton and unsustainability of large founded mobile campaigns.

High mcidence of diatrhea discase, due paitly to unsanitary environmental conditions
and unsafe water supply, signt{icant improvement in treacment of diarchea thiough ORS/RHS
and increased fluid.

High pievalence of stunting and in wasting in.conlext of large scale deepening poverty and
household food insecunty

High prevalence of vitamin A deficicocy, but opportunity 10 capitalize on recent
legslation on food fortification and vitamin A,

Weak pnmaty health casre system with endemic diug shoitages, lack of equipment, poor
service, financial barrier 10 access poorly designed cost recovery mechanism, lack of
eflecctive community pamicipation or real decentralization, weck referral linkages (o
sccondaly and teriary case, many developing verteal proglamme, week information sysiems
and planning, low levels of natioasl funding and over dependence on donors. (LUNICEF)
Soclo culturai issues:

Erosion of muta] solidarity of the extended family sysiem, change in social values
and gender- related factors such as eensge pregnancy. early femsle mamage and atutudes
about the relative wouth of educating girls as opposed to boys. Under the extended family
sysiem, family members were taditionally expected to share cach other's burden and joy,

beyond the nuclear family unit.
This meant the childien by other members of the extended larmily with utbanization and the

weakening o f the extended family cohesion, coupled with widespread poverty, The obligation

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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of the extended family system have tended to weaken, making it less common for Nigerians

10 pay the cost of education for distant relatives.

Teenage pregnancy is another impediment to the ensolment, retention and leaming
achievement of girls. Teenage pregnancy is widespresd: the 1999 Nigeria demographic and
Health Susvey (NDHS) indicated 1hat for women of 20-24, 43 peicent had given bitth before
they were 20 years old, 28 percen! of teenagers aged 15-19 were already mothers and another
6 percent were pregnant with their first child.

The factors were much higher in the rural areas and in the noith of the country.

Women are the primary care givers for chi{dren and this ulzmately shape children’s

lives. This is especially tue in the most traditional, patriarchal societies awareness and

responsibilitics arc strictly delineated by gender.

The world being of women and childrenis inseparable

Women's access to power a1 the household level has the most direct impact on families and
children. Here is wbere decisions are made about the allocation of resources for food, health
care, schooling and other family necessities.

\When women are locked out of decisions regarding houschold income and other resources,
they and their children are more likely to receive less food, and to he dcnicd essential health
services and cducation. As women become economically productive, their spheres of
influence increase.

Histoncally, when women hold decision- making power, they do it well that their children eat
well, receive adequate medical carge, finish school and have time for recreation and play,
Women who have access to meaningful income pioducing wotk: ate more likely to increase
their families’ standard of living, leading children out of poverty.

Social groups and newworks encourage and suppoit women's paiticipation in decision
making at the community level. Evidence drawn from demographic and health surveys
suggests then in some developing countries most of the impact of women's overall decision-
making power is concentratcd at the community level. Where women's access (6 community
resousces is seriously restricted by physicsl impediments or gender discnmination, Women
collsborative to help provide each other and children with food, water, child care, medicines
and labour for farming ofien beyond the preview of the men who contro! the decision-

making process. (Unicef 2006)

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Relationship of Primary Eye Carc to Primary EHealtbh Care
P1imary Health Case (PHC) is a fundamental concept of WHO for in health. That

Primaty Eye Care 1s anintegral part of PHC can be scen from the list of main PHC activities.

PHC ACTIVITY PRIMARY EYE CARE

Immunization Measles vaccination prevents
blindness from measles; subella
vaccination prevenis congenital

rubella syndsome.
Better nutrition Prevents vitamin A deficiency
Waicr and Sanitation programmes Relevant in trachomsa control
Control of common diseases Trachoma and onchocerciasis
control

Delivery of matemal care and Child healthcase ~ Reduce Retinopathy of

prematurnty.
Health education Prevention of eye tauma
Simple weatinent Treatment of simple eye discascs.
Essental drugs supply Availability of tetiacycline eye

oimment for Trachoma and
common eye infections; \itamin
A capsules for xcrophialmia,
ivermectin for onchocerctasis

Pnmary Health Case workers arc ideally placed to identify blind and visually
impaired people in the community. \Vith additional training they can diagnose and refer
patiems to the appropriate eye care workers and providc basic ireaiment for simple eye

diseases, (World Heajth Organization and Intemational Agency for the psevention of

Blindness 2003).

Primary Eyc Carc In Prevention of Bllodness

Recogniton of ocular discase and appsopriate management through primary eye care
at the community level is the key to the psevention of blindness in the developing world. The
World Health Orgaaization (WHO) has statcd that “Primasy eye care is a vital component of

pnmary health care and includes the promotion of eye health and the prevention and

' AFRICAN DIGITAL HEALTH REPOSITORY PROJECE. . | :
treatment of condstions that may lead to visuaf 10ss™. A common definition for primaty ede
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aie is basic for common eye infections, first aid for eye injuries and the public health
ures which promote and maintain general good health such as hygiene and sanitation (o

prevent ocular infections, nutrilion lo prevent vitamin A deficiency, and safety lo prevent
|
cular 1njunes.

It is the pnmaty eye care worker in the community who best tecognizes the
difficulties faced by people in their communities and is challenged to ovetcome them
Most blindness is preventablc or curable with existing interventions. Prevenlable causes
tnclude nachoma, xerophthalmia, onchocerciasis, and rauma. Curable causes of blindness in
developing countries are primarily cataract and glaucoma (treated surgically).  The big thiee
of preventable blindness are trachomn, xerophthalmia and onchocerciais and they can now be
controlled at the primaty level. Thercfore prevennon of blindness depends on a strong
network of piimary health care workers who can provide primary eye care in their
communities. With appropnote training and gnod supenision, primaty level health workers
can be taught some basic skills and to recognize, teat or refer and prevent common eye
conditons and prevent blindness. Dr Paul Couright and his colleagues, working in Malaws,
'r |' conducted prisuary eye care taining sessions \ith traditional healers. Today the number of
| cawract paticats being appropriately refenied 1o a secondary or teruaty facilily has inceeased
Dr Harjinder Chana, working in Zitnbabwe is involved in training traditional healers as pait
of the counuy's overall eye care progtamme. He notes that “Traditional healers are wel!

accepted in their communities and can make a il contnibution to pnmaty eye care
services". (Viciaria Sheflield 1996).

Tbc Role of laternational Nop-Governoienlal Organisation io thce Preventlon of
KBlindness

Blindness is increasing year by year. At present there are spproximaiely 40 million
btind people in the world and this number increases by more than 1 million each year, 80%
of all blindness occurs in developing counnies, with Afnca having approximaiely 7 million
bliad and Asia an estimated 25 million.

Nabona]l govemmcats 1hrough their ministnes of health are responsible for the
healih and eye care services of their populations, including the preventions of blindness
However, many of these govemments bave limited financia] resources and limited capacitics
in terms of manpawer and managerial skills. These limited resources ore despemiely needed
in other areas of heaiih care delivery which take priority oves prevention of blindness and eye
care, g maerial and clinice] healthmatasia-and.0theraninetiousdisease contro), The result
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is a lack of resources, both human, manageria} and financial for prevention of blindness
actvities, INGDO’s can bring positive influence to prevention of blindness and eye care
delivery because “blindness” is emotive, INGDQ's have the oppo1iunity to mobilize funds
ftom private and government sources in the economically developed pants of the world.
These finds can be uscd to supply facilities, equipment, medicines, transport and personnel to
areas Jacking in these resouices.

INGDO’S tty to identify needs. which have priotity from a global perspective.
They have a body of expetience built up over many years. The body of experience can be
utilized to develop national or distiict pragiammes for prevendon of blindness. INGDO'’s
can offer to countnes an intemational tecbmical expertise, which can be mobilized and
utilized in capacity building at a notional level for specific prevention of blindness
' programmes.
| e INGDO'’s aim to be flexible in their methods of work and pacticularly in problem
solving Lessons learnt in one situation can therefore be adopted and
appropriately applied in a new situation
e As their name implies, NGDQ's try to work in a direct way, avoiding delay and
obstruction due 10 unnecessary buresucracy. This does not always work but is
cectainly one of their obyectives
e« INGDO's develop appiopriate low-<cost technologies, and uy (o keep
odminisastive overheads to a minimum aiming to promote cosi-cflective
strateges.
In summary therefore, the INGDO's can be on important source of finding,
technical expetlisc, management skalls and implementation of cost-effective service

delivety. {Garms and Foster 1996),

Notional Health Promotion Policy
Background

The Nigerian health sysiem s said to have been perfonning poorly 1n the recent
past. The dismal petformance of the heslth system is illustrated by the Nigerian
Demographic and Health Survey (DHS 2003). To address the weakness of the healh system,
Nigeria is currenily undergoing a8 process of Health Seclor Reform. As pant of this process
the Federal Ministy of Heallh has developed the following seven strutegies thrusis:

¢ Improving the stewardship tole of govermment
AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Strengthening the National Health System and its Management

Improving availability of Health Resources and their Management
o Reducing the Burden of disease

Improving Access to Quality Health Services

ealth Promotion

The concept of Health promotion is brosder than health education. There has been
owing realization that health education can influence knowledge, but on its own may not
esult in behaviour change. The concept of Health Promotion was defined at the landmark

" First Global Conference on Health Promotion in Onawa in 1986. The OTTAWA Chartcr
* defined Health Promotion as consisting of five elements:

) o

e Creation of supportive envirotunent ior Health

Development of hiealthy public policy

o Suengthening of community action
» Development of petsonal skilis

e Reorientanon of health services

These five elements can also be simplified 1nto three basic components {sec figl).

The fust component is health education with individuals and communities, The second

component involves reorientation of health services to improve their accessibility,
acceptability and appropriateness. The third component is advocacy 1o influence policy
makecs 10 adopt healthy public policies and enacVenforce faws that promote health and
consumer rights. Over the ycars, the concept has been further refined, most reécently in the
Bangkok Declaration 2005.

Health promotion is the process of cnabling people to increase contro! over their
health and its determinants, and thereby improve their health. [t is a core function of public

health and conmibutes to the work of tackiing communicable and non-communicable disease

and other threats 10 health., Sixth Global Conference on health Promotion, Bangkok,

Thailand, August 2005.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Figure 1: Three components of Health Promotion

QHEALTII PROMOTION >

HEALTH SERt’ICE 3 )
EDUCATION IMPROVEMENT ABYOCAC

Communication directed at | Improvement in quality and | Agenda seting &
families and communitics 10 | quantity of setvices individuals, advocacy for
influence i health oublic policy

| Awareness/knowledpe _| Accessibility Policies for health

| Decision making | Case Management Income generation
Belicfrattitudes Counselling Removal of obstacles
Emoloyment Patient Education Discrimination
Individuals and community | Oulreach Incqualitics
_Aclionfbchaviour change | Social marketing | Gender barriers

. Community participation | ".

The national Health Policy identifies the following action by individuals, families,

countries and government as being essential for the promotion of health:

e [mproved child care practices including uptake of immunization, exclusive breas!

{esding, compicmentary feeding, upiake of child health scrvices end meeting the
needs of physically chalienged children

Communlty Level Health Prontotion
Commuaity Level Commltice

A hcalth promotion Committee will be set up at the community level. The Ward
Health Commihee or Villape Health Committee established in the National Health
BillNational Health Policy shall be expanded to include community’ members from the
following oreas of interest:

* Traditional Rulers

» Councillors

* Women's Associations

* Youth Organisations

* Informol Health Providers

® Health Provider including TBAs/VHWs

[} Tcachc.S AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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e Town Unions

o Faith Based Organisation

The Committee will meet at least quarterly and undertake the following
responsibilities:

Identify and prioritize Health Promotion and Consumer Rights needs in the

Ward/village and develop action plans for Health Promotion

Implement, monitor and evaluate Health Promotion and Consumer Right activities
Co-ordinate the Heallh Promotion activities of different stakeholders o ensure

that Health Promonon messages are consistent and do not contradict each other.

Advocate with local stakeholdess to incrense their involvement

m Health
Promoton.

Liaise with Health Promotion st ft in the LGAS.

» Mobiiize resources for Health Promotion from the Jocal community and the LGA.

The Health Promotion unil at the LGA w)l provide support to the Hezlth Promotion

and Consumer Rights acuivities at Ward/village level. (National Health Promotion
Policy 2006).

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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AnatomY of the Eve

The eye i1s an organ of sight, a nearly spherical hollow globe filled with fluids
(humors). The outer layer or tunic (sclera. or white, and comes) is fibrous and protective. The
middle tunic layer (choroids, ciliary body and the iris) is vascular. The inneimost layer
(retina) is nervous or sensory. The fluids in the eye arc divided by the lens into the vitieous
humor (behind the lens) and the aqueous humor (in fiont of the lens). The lens iself is
flexiblc and suspended by ligamcats which allow it to change shape to focus light on the
retina, which is composed of sensoty neurons (Feinberg 2004).

The eye lies in the front of the orbit surrounded by fat and connective tissue and is
suppoited by a fasciai hammock. The optic nerve, which connects the eye with the brain
leaves the orbit at its apex through the opnc foramen in which it lies close o the ophihalmic
artety. Anached to the eye are six extraocular muscles, four rectus and two oblique. The
exposed froni of the eye consists of a centtal ansparent convex portion. The comea,
surrounded at the comeo-scleral Jimbus by opaque white sciera which is covered by the 100se

bulbar conjunctiva continuous at the fomices with the morc adherent palpebral conyunctivs
whicb lines the eyelids (Cnck and Khan 2003).

Pathopbvsiology of the Eve
The Evelid

The eye is protecied from damage by foreign substances by a number of mechanisms

which are: The protective effect of the eyelids, the washing effect of tears, the structure of the
conjunctiva and comea and the chemical composition of the teass. The eyclids protect the eye
by blinking, lubiicating the eye with tears and the motion of cilia (microscopic hair like
stuctures) on the surface of the eye’s cells. The action of cilia removes small partcles such
as baciciia fiom the eye The eyelid contains glands, which secrete mucus and fluid with
antibactesia} e/fect. The lacrimal or tear gland located within the orbit just above the outer

corner of the eye produces fluid containing protecove enzymes (\Valker 2002)

The Cornea
The transparcnt comea forms thc window of the eye. Comeal granspasency is due

largely 10 the special artangement of cells and collagenous fibris in an acid
mucopolysaccharide environment and 158 B HbEENEE TP TTTEfE(Scheie and Albeit 1976),
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The cornea functions as a refracting and protective membrane and a window through
which light rays pass on route to the retina. See Figure 1. In the comeal epithelium there is
sich network of nerve fibers with bare ends. Whenever they are exposed, they produce a
sensation of pain. The large number of necves and the location of their endings account (or

the severe pain thattesults from even minor abrasions of comeal epithelium.

The Scleru

The Sclera (Sce figure 1) is the fibrous outer protective coating of the eye. It 15 dewse
and white and continuous with the comea antetiorly and wiih the dural sheath of the optic
nerve postetiorly (Vaughan and Asbury 2003), A [ew strands of sceleral tissue pass over the
optic disc. The sieve like structure is known as the lamina cribrosa. Around the optic nerve,
the sclera is penetrated by the long and shost ciliaty artencs and the long and shost cilary
nerves. The outer surface of the sclera is covered by a thin layer of fine elastic tissue, the
cpisclers, containing numerous blood vessels that nourish the sclera. The brown pigment

layer on the inner suiface is the lamins fusca which is continuous with the sclera and

choroids. The nerve supply to the sclern is from the cilary nerves.

The Iris

The ins is the anterior extension of the ciliaty body. 11 presenis a relauvely flat surface
with a round apertuze in the middle called the pupil. See [ligure 1. 1t forms the posterior wal}
of the antetior charnber and the anterior wall of the posterior chamber. The iris is in contacl
with 1he lens and aqueous posteriorly and with the aQueous antesiorly. It has two Zones on its
anterior suface, the ciliary and papillary zone. The sphincter and dilator muscle, which serve
lo coastric! and dilaie the pupil, ar¢ in the iris sroma. When 1he iris is cut, it seldom bleeds,

and the wound remains with no tendency to beal.

The Clllary Body

The ciliaty body is toughly Tiangular in cross section, extends fonwvard from the
anterior termination of the choroids to the root of the 1ns. 1l consists of two zones; the corona
cilians, the corrugated anterior 2mm; and Ihe pass plana, the¢ smoother and flaner posterior
4mm. The surface of the comea ciliaris consists of many clevstions and depiessions. Thete
ate two layers of cilinty cpithelium, the externs] pigmented and the intemal non pigm ented,
both of which connnuc as pigmented layers over the posterior surface of the iris. The pigment

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT l )
epithelium represents the forward extension of the pigment cpithelium of the retina, The



38

ciliary muscle consists of longitudinal, radial, and citcular portions. its function 1s to contract
and telax the zonular fibers, This results in altered tension on the capsule of the lens, which
gives the lens variable focus for both near and more diswnt objects in the field of vision. The

blood vessels to the ciliary body come from the major circle of the iris. The sensotry netve
supply is through the ciliary nerves, (Vaughan and Asbuty 2003). According 10 Scheie and
Albett (1976), the cifiary epithelium produces agueous humor, and the ciliary muscle ensbles

accommodation, or the changing ofthe focus of the eye, to take place.

The Lens

The lens is a2 biconvex, avasculas, colourless and almos! complcicly transparent
stuctitre, about 4mm thick and 9mm in diameter. 1t 1s suspended behind ihe irs by the
zonule, which connects it with the ciliacy body. Anterior to the iens is the agueous; posterior
10 it 1s the vitreous. The lens capsule is 4 semi permeable membrane which will admat water
and elecirolytes. The lens nucleus is harder than the conex. \With age, subepithelial lamellar
fibers are continuously produced, so that the lens gradually becomes larger and less clastic
througbout life. The nucleus and cortex are made up of long concentric lamellas, The lens is
held in place by = suspensory ligament knmown as the zonule (zonule of zinn). The sole
function of the lens is 1o focus light tays upon the retina, The lens consists of about 65%
water, about 35% protein and a ttace of minerals common 10 other body tissues. Potassium is

more concenaaled in the lens than in most tissues. There are no pain fibres, blood vessels, or
nerves in the lens. See figure 1,

The Viireous

The vitrcous is about 99% water. The remaining 1% includes 2 components, collagen
and hyajuronic acid, which gives it its specific physical characier. It is a clear, a vasculay,
gelatinous body that comprises Two-thirds of the volumc and weight of the eye. 1t fills the
space bounded by the lens, reans, and optic disc. It plays un imporant role in mainsining the

ransparency and form of the eye. If thc vitreous were removed, the eye could collapse. See
figure I,

The Retina

The retina covers the inner aspect of the posterior two-thirds of the wall of the globe
(Figure 1) Rt is a multilayered sheet of neurn) nssue closely applied to a single layer of

AFRICAN DIGITAL HEALTH REPOSITO P
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| 0.Imm think at the ora scrrata and 0.23mm thick at the posterior pole, It is thronest &t the
foves centralts, the center of the maculs. The ictina is normally Dansparent and some of the
icident light is reflected at the vitreoretna! intetface. The retina is composed of highl,
organized, delicate tissue consisting of 9 histologic layers, The fovea cenualis, which lies
about 3.5mm lateral to the optic disk, 1s specialized for fine visual discrimination. The retina

teceives its blood supply fiom 2 sources. The choriocapillaiies which supplies the outer third
of the retina including the ouler plexiform and outer layers, the photorecepiors and the
pigment cpithelium. The inner two thirds of the renna receives branches of the centra) rettna]
artery- The retina proper consists essenually of the somata and processes of thiee layers of
ncrvous elements placed one on the other, and forming synapscs in the so called molecular

20nes. They are: the visual cells (rods and cones); the bipolar cells and the ganglion cells.
(Vaughan and Asbury 2003)

The Optic nerve
The optic nerve 15 not a ttue nerve like a petipheral nerve, but is actually a nerve fiber

tract whose fibess are dcrived from the ganglion cclls of the retina. The optic nerve fibers are
scparated by scatiered neuroglia cells. In this respect the fibers resemble the white substance
of the brain and spinal cord, which also is formed by myelinated fibers devoid of any
neurolemal shccihs. Sinee the opac nerve ts the second neuronal pathway (tract) along the

path of conduction, it 15 subject-to the same diseases thal affect such oracts in the cental

nervous system and reacts similarly 10 discase processes. (Figure 1)

Anatomy of tbe coojunctlva
The conjunciiva as described by Vaughan and Asbury (2003) 1s the thin ransparent

mucous membrane that covets the postenior surface of the lids and the sntenor surface of the
sclera It 1s continuous with the skin at the lid margin and with the comeal epithelium at the
limbus., Kanski (2003) indicated that clinically, the conjunctiva 1s divided 1nto thipe pans.
There are prepabral. This starts at the mucocutancous junction of the Iid margins and firmly
adherent to the tarsal plates. Fomiceal- This 15 loosc and redundsnt so that it swells easily’ and
mey be theown mio folds, Bulbar-Ihis portion covers the antesior sclera. The stroma of the
bulbar conjunctiva s loosely arached to the underlying tenon’s capsule, except at the kmbus,

where the attachment 18 firm.
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The conjusctiva] epithelium 18 beiween two and five eell layers thick, Basal cuboidal
cella evolve into flattened polyhedral cells as ihey reach the surface with chronic eXPOsure
and drying the epitheliutn may become keratinized,

The stroma (substantia propris) consists of nchly vasculatized connective tissue
separnied from the epithelium by a basement membranc. The adencid superficial layer does
not develop until about 3 months gfter bitth, hence the inability of the newbom to produce
follicular conjunctival reacuon. The deep thicker fibrous layer is continuous with the tarsal
plates and belongs 10 the subcopyunctival nNssues ratber than the conjuncnval Glands. The
mucin sccrelors ale of the following three types (see figure 2). Goblet cells, located within
the epithelium, are most dease inferonasally. Crypts of Henle are Jocated along the upper
third of the superior tarsal conjunctiva and along the lower third of the inferior tarsal
conjunciva. Glands of manz encircle the limbus. Accessory lacnmal glands of krause and

wolfring are located deep wilhin the substantia propna.
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".thophyslology of the Conjunctiva

The clinical features which should be considersd in the difjerential diognosis of
comjunctiva) inllammalion are: Symptoms, type of discharge, conjunctival appearance,
resence of membrane and presence or absencc of lymphadenopathy, Many of the
ymploms of conjunctivitis are nol specilie such as lacrimation, irmtation, stinging, buming
and photophobie. Pain and a foreign body scnsation may be the result of associated corneal
involvemcent. Itching, however is the hallmark of allergic conjunctivitis although 1t may occur
in paticnis with blcpharitis and keratoconjunctivius sicca.

The dischirge 1s composed of the cxudaies that has filtered through the conjunctival
cpithelium from dilated blood vessels. On the surface of the conjunctiva, variable amounts of
cpithelin debnis, mucus and (cars are added. The discharge can rsnge from walery to
mucopurulent and grossly purulent

Watery discharge 1s composed of a serous exudale and a vanablc amount of reflexly
secreled tears. It is typical of acute viral and acute allergic inflammations. Mucoid discharge
is typical of vermal conjunctivilis and keretoconjunctivitis sieea. 'urulent dischange occurs in
severe acute baeicrial infections. Modcopurulent discharge occursin mild bacterial as well as
Chlamydia infections

Conjunctival injection is a non-specific feature which s frequently maximal in the
fomices. A velvety, beefy-red conjuncuva suggests a bactenal cause. Subconmunctival
hemorrhages usually occur with vimlinfections, including adenovirus and acute hemorrhogic
conjunctivitis, although they may present with bactenal conjunctivitis secondary to strep
pneumonia and H. aegypticus. Follicular reaction has signilicant diagnostic importance.
Follicles consists of hyperplasia of lymphoid bssue within the soma. They are agsociytcd
with accessory vascularization and sre usually most prominent in the fomiceal conjunctiva.
Clinically they appear as muitiple, discrete, slightly clevaled lesions rcminiscent of small
glains of rice. Each follicle is enciicled by a tiny blood vessel and the size of the lesion,

which can vary from 0.5 to Smm, is related to the severity and duration of the inflammatjon

The four majn causes of follicles aie viral infections, Chlamydial infections, parinaud
oculoglandulsr syndrome and hypersensilivity (o topical mcdication. Papillary reacnon is

mole non-specilic and of less diagnostic valuethan & folliculor response
tc composed of hyperplastic conjunctival epithelium thrown inlo numerous

Papillac a
vessels and a diffuse infiltrate of chronic mflammato:y: cells,

{olds or projections wilh central
wchuding lymphocytes, plasma cells and cosnophils, Papillae can develop only in the

bﬂpebm conjuncliva and the bulbar MMWEHHMS%NMECTW’!CYC the overlying
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conjunclival epithelium is attached to the underlying structures by fibrous scpta. Papillac are
mos! frcquently seen in the upper palpebral conjunctiva os o line mosaic-like pattem of
elevoted polygonal hyperaemic area separated by paler channels. The centra] {tbrovascular
core produces a glomerulus-like appearance on reaching the surfoce. With prolonged
inNammation, the fibrous septe which anchor the papilloe to the underlying tissuc may
qupture, leading 10 cither papillary confluence, as bactcrial infections or the formation of
giant papillac typical of vemal of conjunctivitis. The main causes of papilloc orc; chronic
blcpharitis allergic conjunclivitis, bactcrial infection, contact lens - tclated problems, supciior
limbic keraloconjunctivitis and floppy eyelid syndrome,

Ocdema  (Chemosis) occurs whenever the conjunctiva is severely inflamcd.
Transudation of fibrin and protein-rich fluid through the wslls of the domaged blood vessels
ptoduces o translucent swelling of the cogjunctiva. In the fomiceal conjunctiva, lorge

redundant folds form and in particulatly severe cascs, the chemotic conjuncliva may protrude

through the closed eyelids.
Scarting may indicate trachoma, oculor cicatsicial pemphigoid, atopic conjunctivitis,

and the prolonged use of topical medications.

Membranes: Pscudomembrancs consists of congulated exudatcs adherent to the inflomed

conjunchval epithelium. Characteristicolly, they con be ecosily peeled off leaving the

epithtlium intact. The four main causcs aic severe adenoviral infection, ligneous, gonococcal

conjunctivitis and Stevens-Johnson syndrome. Tille membranes form when the infllammalory

{ the conjunctival epithelium. Anempts 1o remove

exudates permeates the superficiol layers 0
f {he epithelium ond bleeding. The main

the membrane may be occompanied by teating ©
m beta-haeniolytic streptococci and diphtheria.

causesareinfections resulting fro
cauricular and

rainage of the conjunctiva is to the p
the eyelids. Lymphadenopathy is

gonococcal infeclions and

{ymphadenopathy: Lymphatic d

ssbmandibular nodes which corresponds (0 the drainage of

a festure of viral infections. Chlamydial jnfections, severe

patinaud syndiome (Kanski 1999).

g nolusal burmer to the invasion of foreigy molicr such as: air
s

The conjunctiva form

bame Particles of smoke, bactero,
ion by increased bl

gse (Waolker 2002).

elicrpens, the damaging ctlects of sun and wind. The

: A ood Mow, ‘Th;s csuscs theeye (o be red and
conjunctiva responds (o iTnint

the production of ears 10 incee

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



44

Assessment and Dingnosis

It 1s best to think of four different groups of paticnls who may suffer acule red eyes.
l. New borm babies (0 -~ 28 days)
2, Children (6 months — 6 ycars)
3 Patients of any age
4, Following trauma

~ Acute conjunctivitis
symptoms :"'Red eyc "'(conjunctival hypcremia ), dischaige, eyclids sticking (worse in
moming ), forcign body sensation , less than 4 weck duralion of sympioms.
Gonococal Conjunctlvitis

- Signs
Critical scvere purulent discharge, hyper acute onset (within 12 to 24 hours) others,
cotjunctival papillae, marked chemosis , periauricular adenopathy eyelid swelling. A
follicular responsc is not seen with nconatal conjunctivilis
¥iral Conjunctivitls
Symptoms
liching, buming forecign body sensation; history of recent upper 1espiraiory tract infection or
sick contact. It usually stalts inonc eyc and invoives the lellow eye a few days later.
Signs
Critical Inferior palpebral conjunctiva follicles, palpable presuricular lymph node.
Other. Waiely, mucous discharge, red and edermatous, eyclids, palpable preauricular node,
pin- point subconjunctival hacmorrhages, membrane/pscudomembranc.
Subepithetia inlilirates {SE1s) may develop 1 to 2 weeks afier the onset of the conjunctivitis.

Allergle Conjunctlvitls

Sympioms. (c.g, hay fever)

ltching, watery discharge, and a historyo [ allergics are typicel

VCanAIOpic

ltehing, thick ropy discharge. seasonal (spring/summer) iccuirent history of atopy. Usually
&een in young patients, especially boys.

Sig's

Critical | 2rge conjuncivitis papillac scen under the upper eyelid or along the limbus
(Umbﬂ vernal)

Other superior comeal “Shield” ulcer {a well-delineated,
puppm eaFissressodatsleal degenerated cosinophils,

sterile, gray — white infiluate),

limbal or Palpcbral raised white dots'
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Bucteria conjunctivilis.
Symptoms
Redness, foreign body scnsation itching is much less prominent.
Signs =y |
Critical Preventdischarge of mild to moderale degree other. Conjunclival papillae,
chemosis, typically without preauricular ade nopathy

' Ophthalmia Nconatorun
Signs | | | :
Critical - purulcent, mucoulent or mucoid dischasge from an orbit eyes in the first month o
life with diffusc conjunclival injection. Other. eyelid, edema, chemosis.(Derck, Kummoto,

Ranitkhar and Makar 2004).

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 3: IMagnosls of coujunciivitis

l: Bocterio " Viral conjunctivitis | Allergic
conjunctivitis L conpunclivitis
Occurrence Common | Common Common
FD;sc horge Purulent Watery wilh mucus | Usually minimal,;
=—=il| | moy be watcry
Symptoml Discomfort, vision | Discomfost, vision | liching without
is dccreased if 1s decrcased if pain
I comca 1s involved | comea is invotved
10P Not afTecied | Not affected Not aflccted
Puoil Normal Normal Normal —
Conjunctival Red. oficn with Diffusely red with | papillary reaction
|| popilla1y reaction follicles
' Involvement One or both eves Usually both eves | Usually boih eves
E Lymph nodes No adenopathy Preauricular | No adenapathy
is adcnonathy A €
| Sizining with Usuatly no staining | sometimes punetate | Usually no staining
fT fluorescence stointng N

l

DeNnltlon of Conjunctivitls

The word co:junctivitis has been defined in various terms based on the outlook of
each poup. Conjunctivitis is delined by the medical Encyclopedia as an inflammation or
snlcclion of the membrone lining the eyelids (conjunctiva) (Medlinc 2004). Conjunctivitis
according to Silverman ct sl (2003) is one of the most common non-traumatic eye complaints
resulting in presentation to the clinic. The term describes any iniflammatory process that
involves the conjuncliva, However to most patients, conjunctivitis (ofien called pink eye) is a
diagnosis in its own nght

Conjunclivitis has olso been defined as an inflammation or infection of the
transparent mcmbrane of (eonjunctives) that lines the eyelid and past of the cyeballs.
Conjunclivitis may make one feel as ifonc has got something in one or bolh of ones eyes that
onc just can't get it out When one wakes up in the moming, ones cycsmay scem (0 be pasted
$ut from the discharge coming from the cyes. The whites of ones eyes nlso may begin to
100k p;nkish, and one may not sec as clearly as one did before™. (CNN.com 2004)

According 1o Morrow (1998), conjunclivitis refers (o any inflammalofy condityon of

the membrano that lincs the eyelids and coves the exposed surface of the sclera, It is the

MoKt ¢ommon cgusc of “Red eye”. The inflammation can be hyperacute, acuic or chronic 1n

PT®senistion and jnfectious of non infectious in ongin. Schwal (1999) said conjunclivitis is a

&ueral tosm  (oflen used impreciscly) that covers nunicrous Types and causes of

omunciivitis. “Conjunctivilis” is one of the most common ocular diagnoses recoided for
AFRICAN DIGITAL HEALTH RE T ‘ ns Dr Reddy s ome
u‘ﬂ presenting to rural outpa lient clinics In ManN y-aEvetopfiE natio h
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page of childien’s health defines conjuncuivitis or “Pink eye' as an irritation of the eye
(Pediatric Resource 2003). Asticle on Mcdinfo (2003) defincs acute conjunctivitis as redness
snd soreness (inflammation) of thc clear covering (the conjunctiva), which coats the white of
the eye and lines the inside of the eyelids. This comes on relatively quickly and last for a
fairty shoit time. Vaughan and Asbuty (2003) defined conjunclivitis as an *‘inflammation of
| lbc conjunctiva™ and desciibed it as the most common eye discase worldwide, 11 varies in

seventy from a mild hyperemia with tearing to a severe conjunclivitis with copious purulent

discharge. The cause is usually exogenous bul rarely may it be endogenous.

Crick and Khaw (2003) defined conjunctivitis as inflammation of the conjunctiva thal
is characterized by tn)cclion of blood vesscls (hyperaemia), oedema (chcmosis), cellular
mhluation and exudation usually conlaining mucus, which may not be infected
Kid's health article on infections reilerated that conjunclivilis is commonly known as pink
eye becsuse of the inflamed tissues that are scen when the eyelid is pulled back and it 15 the
wost common infeclious disease of the eye that aflects children (Kids Health, 2003).

Coryunclivitis has also been defined as an “inflammation of the membrane
(comjunctiva) that covers the eye and lines the iner surface of the eyelid’ (conjunctivitis-
beahh mfonnation 2003). Faal , Hagsn ., Bob-Egbe , Ofili . Oladepo et al (2002) simply
define conjunclivilis as the commonest cause of red eye. 1t can occur in all eyes and bas many
CUES, bactenial, virus, chlamydial and allergies. Lehman (1999) 1n a study on an uncommon
Quse of ophthaimia neonalorum’ Ncisscria meningitidis defined ophthalmia nconatorum as

cogguncuvilis appeanng during the lirst month on life
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Causcs of Conjunctivills

There atc thrée most common causcs of comjunctivitis. See table 3. These are: viral,
gllcggic and bacteria (St Lukes Eye. Com 2003). According to article from pedintric on call
(2001). the most common cause of conjunclivitis is a viral infection. Other causes are
bacterial infection, allergic reactions and Opthalmia neonstorum (conjunctivitis seen n the
newboms).
Bacterial Con)unctivitis

Many diflerent bactcria can cause conjunctivilis, but the most common are
. sueptococcus pneumonia, Haemophilis influenzae and staphylococcus aureus (Kid’s health
2004). Licsegang (2002) says that majority of cases of acule conjunclivitis in children arc
bacteria in origin. Common clinical findings in children with bactenal conjunclivitis are
buming, stinging, foreign body scosation, ocular discharge and matiing of the eyelids.
Symptoms and signs may present cither unilaterally or bilatemlly. The discharge niay be
serous, mucoid or mucopuralent. The incidcnce of bacicria]l conjunctiviws is higher in
harmotan months and e paticn! oflen has an associaled upper respimtory tract infection
Other organisms causing conjunctivitis in children include staphylococcus aureus, sueptoccus
Pyogenes, moraxella species, gram negalive cuds (e.g. Pseudomonas and Escherichia coli), N.
Menigitidis, N Catarhalis and H aegypticus. According to Sowka (2004), patients with
bacterial conjunctival infections present with infection of the bulbar conjuncliva, episclcra
vessels and perhaps papillac of the palpebral conjunctiva. Conjunclivitis catled “Apollo™
occuts mainly in epidemics Faal et al (2002). Curie (200!) on childhood infection in the
bopical North of Austselia indicates high rates of infections in Aboriginal childten tiving 1n
remolc communities |n additioo to the burden of respiratoty infection, diarrheal disease and
ikin sepsis, there are high rates of acute theumatic fever, outbreaks of post streptococeal

glomcnilonephrilis and gonococcal conjunctiviis, endemic trachoma and vasious intestinal

Pamsiles.

Viral Conjunctivitis
This occurs mainly in cpidemics (Fasl et al 2002). It is self Jimiting, with no visual

quelae, 1[owever, self.medication with harmfil substances like Sugar water, battery aeid,

hetb soluion and steroids. does lead to development of comcal ulcerations and subsequent
iting fosras of viral conjunctivilis are cpidemic

tﬂa'(’(’Ol’lj unclivitis and phgjyn gOCOﬂj “Mﬂél&qgﬂ_(? lgkggl?og\(%l'm

Yiual Jogg ‘e two most common sclf-hm
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Licscgang (2002) states that Epidemic keratoconjunclivitis ¢s an acute follicular
conjunctivitis that is usually unilateral at onset and associated with preauticular
lymphaodenopathy. Theinfection is commonly caused by adenovirus types 8, 11, or 12_Initial
complaints are foreign body sensation and periorbital pain. In severe infections particularly in
infanls, a conjunctiva mcmbianc and marked swelling of the eyelids occur. The infection is

easily transmittcd and occurs in epidemic outbreaks.

According 10 Press and Moorc (1993) in geneml, viruses are the most common cause
ol extemal eye 1nfections in children beyond infancy. llealthy inlants, patticularly those that
are breast fed, possess a significant immunity passed on fiom lheir mother that provides a
considerable level of defence agoinst niany of the typical ocular viral diseases. Older childrcn
are asually suscep(ible 10 (requent viral illnesses of all types once this passive matemnally
based immunity is lost. Epidemics of various adenoviruses arc frequently encountered in

schools.

Allerple Conjnnctivitls

Allergic conjunctivitis oceurs tnore frequently arong those with alleigic conditions.
This may be caused by intoletance 1o substances such as cosmetics, perfumes or drugs. When
reloled to allergies, the symptoms arc ofien seasonal. (St Lukes Eye com 2003). The eyes
may become irritated in many ways. Ofien substances floating in the air can bother the eycs:
Urse include smoke and dust, which itrirate the eyes directly, or air borne allergens such as
plant pollens and animal dandies (which irritate the eyes indirectly) (Morow 1998). Allergic
coajunclivitis resulls in excessive tearing from the eyes, itching and redness. 11 may
sometimes be associated with a running nose (Pediattic Oncall 2001). Sowka (2004) states

that itiching and conjunctival injection are the iwo hallmarks of an alletgic reaction:

Types of Confuncilvitis

Ophihalmin Neanatorum
This is conjunctivitis of the newborn. Jt 15 acule red. discharging eyes in a baby during

the first 28 daysof life_ 1t is o notifiable disease. (Faal et al 2002). The baby usually contracis
fection oulside the bisth cansl may occur

the infection from tlie mother's bitth canal. But in
lOm dirty hands. The causstive orgamisms are Neissena gonorthea (the most virulent),

- phylgeoceus and Chlamydia. The mother brings the child and complains that yellowish
swollen and they stick and the eye is red.

’ df&hﬁ MB€ comes gut of the eye. The B)ﬂcnllgﬁ BI&FAL HEALTH REPOSITORY PROJECT
|



Chiamydlal and Gonococcal Conjunctlvitls

Gonococcal infection is a rare cause of ophthalmia neonatorium which 1s 3nsmitted
from the mothcr during delivery (Kanski 1998). Chlamydial conjunciivitis typically nffects
scxunjly active teens and young adults and is the most (requent infectious cause of
conjunctivitis in the US (Sowka 2004). Women seem to bc more susceptible than men. The
incidence of infection seems o be directly related (o sexual activity and geography, with
urban populations having higher incidences. The overall incidence in pregnant women is 4 (0
10 percent. Infants whose mothers have untreated cblamydial infection have 30 10 40 pcrcent
chance of developing necnatal chlamydial conjunctivitis. Systemic signs and symptoms may
' include a history of virginitis, pelvic inflammatory disease or urethnitis. Newbom infants may

acquiro the infection by passing through an infected birth canal.

Tracboma

Trachoma is a fortn of conjunctivitis causad by Chlamydia trachomatis. Tcachoma is
common in Nigetio espccially in the North (Abiose 1980). Riodan-Eva (1992) stated that
trachoma causcs bilatetal Keratoconjunctivitis generally in childhood and when severe
causes blindness. Trachoma is said (0 be the leading cause of blindness afler cataracts. It is
presently confined to the countries mainly in Afiica, Middle East and Asia. About 150
million are thought to have acuve infection and 5.6 million arc blind and 10 million need
suigery to preveni blindness. (WHO). Thylefors (1992) said that trachoma and associated
camea infection are responsible for 25% of world blindness. Tracboma can be spread through
unwashed [ace, dirty hands, sharing wash cloths or eye pencils with infected persons and
having flies carrying geims from one person (o the other. Thylefors also asserted that poverty
2od igiorance helped spread trachoma but that with proper health education and with the

Provision of amenities like simple latrincs io the community, the discase can be remarkably
teduced

Nerophtlalmla
Xcrophthalmia is a common eye condition of public heslth concem. This is due 10

Vilamin A deficiency and it is a major cause of childhood blindness all over the world

(Gilbert 1993). Faal et al (2002) asserted that nutritional comea ulcer is commoner in
thildren between 6 months and G years of age. These children are ususlly malnourished: have

Vildgnin A deficiency (VAD) ond are immunologically depressed. The associated conditions

' tion
the G, o kwashiorkor, measlcs and malabsorp
y PIC“N w.[h 'nCIUdc mnanInt IonAl':lF;llgArl\l'%’l}'g_ﬁ.EALTH REPOSITORY PROJECT
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ensitivity to light. may have measles or may just be recovering from a recent atlack of
ensles or have diarrhea. Children on admission for these conditions may develop comeal
Icers, which could be missed and neglected, as the focus is ususlly on other problems hence

he need (0 regulorly cxamine their eyes. Mecasles is an acute discase characterszed by fever,
cough, conjunctivitis, etythematous maculopapuler rasb and pathognomonic onanthcm

la Vaccination had resulted in reduced complications and moutolity. (Gendrel 1997).

Preventive opproaches include Foods tich in Vitamin A which include yellow
“vegeloble ond finits such as mongoes, pawpaw, tomatocs, pumkin leaves, yellow sweet
- polatoes, pa2lm oil, milk, egg yolks and buticr (IEF 1975); vitamin A supplements especially

for all children agcd 6 months 10 6 yeats.

Slgns aud Symptoms of Conjunctivitis
The symptoms and signs of bactenial conjunctivitis are; red eyes, discharge of pus and
' pain (Wood 1999). The spectium of orgamnustn causing conjunctivitis vanes around the world.
The signs and symptoms of viral conjunclivitis are watety discharge, red eye and itching. The
signs and symptoms of Allergic {vemal) conjunctivilis are red eye, excessive lacrimation and
itclung. Geogruphical, genetic and environniental factois are influential in this disease
Lsesegong (2002) desctibes clinical findings in children with bactetia or vital conjunctivitis
8s burning, stinging, foreign body sensation, ocular discharge and matting of the eyelids. In a
Stidy by Kostirukvongs (2001) on allergic conjunctivitis, the majority of the patients had
Perennial allergic conjunclivilis, 95% of the patients had associnted ollergic discases,
Cpecially allergic rhinitis while 66% of the patients had a fomily history of ntopy- Symptoms
peisisted throughout tie ycar and generally tiiggered by exposure 10 house dust. Common
allergeng causing sensitization were housc-dust mites, house dust cockroaches and grass
pollen. Environmental control and avoidance of these allergens should be siressed in the
Mansgement of these conditions. Abu-el-Astar (2002) in @ study on immunology of
hachomatous conjunctivilis, Trachoma, a chronic follicular conjunctivilis caused by infection

with chlamydjal yachomaiis, is o leading cause of preventsble blindness: The blinding

complications are 8ssociated with progressive conjunctivitis scasring

Prevalence of Conjunctlivitls

The red eye forms a big propottion of the eye probl
i ntrics, fior example, in the Bawku llospital eyt unit, Ghana, 1n 2004 a total of 21,39]
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rcplesc"nt'mg over 40% of the total number of patients screcned Baba (2004). Ehlers and
Mabeck (1996) reporied that ““conjunctivitis” is a fiequent reason for consulting a doctor.
Lamess (1991) identifies conjuncilivitis as thc thitd most cotnmon childhood

conditions tbat teachers, parents and cate givers sec in children between the ages of 4 and 10.

In a study by Raiclle (1993) on nconalal chfamydial infections in Massachusetts, almost all
the infants 39 (89%) had conjunctivitis despile the fuct thal ocular prophylaxis with
erylhtomycin wcre documented for 34 infants. This sludy reinforces the impostance of
primary prevention of nconatal infections through prenatal screcning in the third triniesicr,
" treatnent of infecied mother and their sexual paitner(s) and active follow uvp. According to
" Rice (2000) conjunctivitis ot pink eye, is the common eye infection in the United Stales.
Noting thai children under age S are the most susceptible and that the eatly school and child
care setting is the ideal place for these germs 10 thrive. Another study conducted by Wafula
(2000) 10 estimate the effect of improved stoves on prevalence of ARI and confunclivits
among children below five years and women aged between 15 and 60 yeats showed that the
. prevalence of conjunctivitis was significantly higher in house hold with traditional three-
stoac sloves than in houscholds with imptovcd stoves. Anothcr study was cattied out on
eroallergens sensitization pallemns anongst atopic Zimbabwean children. The result showed
thay eczema (33.9%) was the most frequent clinical diagnosis especially in those less than 24
montlis of age, followed by asthma (25.5%), allergic conjunctivitis (24.0%) and allergic
1hinitis (15.6%).Dinakatan and Desai (2000) in a stdy slated that meningococcal
conjunclivitis, although rmtc may be complicated in ocular damage and systemic sprcad.

Vemal Keratoconjunciivilis was the most comnion conjunciiva discase seen over a 2
year period (January 1997-Deccmber 1998) ot thc University of Benin Teaching Hospital,
Benincity, Nigeria. In the study, 109 paticnts were seen with vemal Kerstoconjunctivitis and
the ape range of patients were S months to 38 years and of these patients 54.1% were
childcen, tn another study at the Univeisily College Hospiwal, Ibadan eye discases constitutcd
0" of the commones! problems presenting to the general piactice clinic, conjunctivitis had a
Prevalence of 32,9%, (Scott and Ajaiycoba 2003). Ajaiycoba (1987), found a high prevalence
o conjunctivitis among childtenin Ibadan.

In & study by Ajsiyeobs (2003) on prevalence of atopic diseases in Nigcrian childien

wilh Vema) keratoconjunctivitis (VKC) newly prescnting 10 two hospiltals in lbadan, Nigeria,

e gveraly ptevalence of atopic conditions Was 19.8% amongst cases of VKC. According to

Rabiy 5nd Abiose (2001) the prevalcnco of wachoma in children was 11.8% in a study on the

\ RéBitude of (rschoma and barricis 10 u;?:i‘mcl:t)gﬁlia%ﬂ?g%wImhpi{ﬁjm community in Notthem
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Nigeria. Adcoye (2002) identified allergic conjunctivitis (15.9%) as among the common
ocular prcscniations in @ study of analysis of Eye diseases in privale practice. Howevcr,
Ukpomwan (2003) stated that vemal conjunctivilis was the most common conjunctiva
disease secn ovcr a 2 ycar period ot the University of Benin Teaching Hospital. In a sufvey
conducted by Idch ct al (2004) on visual Screening in School children in Benin city, Edo
State, Nigeiig, many children presented with red itchy eyes of allergic conjunclivitis.

lyamu and Enabule (2003) in a suivey on Ophthalmic Neonatorum in Benin-city,
Nigeria with (Emphasis on gonococcal Ophthalmia) said the incidence of gonococcal
Ophthalmia neanatorsm for the period of study was 8.9 (cases per 1,000 live bisths). Ezenwa
(1996) in studies of 1isks associated with technological development in Nigeria, identified
conjunctlivitis, deninatitis chronic bronchitis and bronchial asthma accounting for 91% of the
855 reporied cases. Fatusi (1996) in & siudy of the occupational health status of sawmill
workers in Nigeria, asseried that most of the workers had high pievaience of conjunctivitis,

skin inritation and heanng difficulties.

Treatment and manngement of conjunctivitis
Home monggement:

According to an article by West (1994) on H:spanic mothers belief and practice
regarding selected child health problems on their sources of advice and help with children®s
illoesses, namely: fever, cough, diarrhea, conjunctivitis, skin rash, minor wounds and bumns,
their beliefs about problem etiology varied. The linding were 32% of thc mother’s used or
would use health professionals as initinl source of advice or help with children’s problems.
Majotity of the subjects (81%) admitted o using home remedies to manage children'’s
problems, 17% sought help of a folk healer . In an oulbrcak of conjunctivitis in Algenia which

sffecied 40,000 people. (BBC News 2003). Most of the victims came from Boumerdes arca

which was struck by s massive esrthquake. Doctors said the spread of the eye infection was

being exacerbalcd by the poor hygienic conditions
t2nthquakc. To cutb the spread of the infection, the health authoritics announced that all those
They olso urged the public to

that prevailed in the areas struck by Ihe

infected werc to be given fiee medication in public hospital.
exerise high tevel of hygiene. They also said people should avoid shaking hands, while those

diready infected were quarantincd.
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Alerrative Treatment:

In a survey of 107 Afncan traditional heslers in Chikwawa district, Malawi, 68 of
healers treated at least one of six common ¢ye conditions. The most common eye condition
treated was calaracl, followed by conjunctivitis/inflammatory trachoma, (Courtright 1995).
The size of the healers practice, literacy, and great distance to health facility were positively
associated with the provision of ecye care. Traditional hcelers have considerably more eye
" care interactions with the rural population than cxisting health personnel in Chikwawa
~ district. Collaborations with hcalers in eye care progrommes is advocsted and
recommendalions are provided. Chana (1997) mentioned other traditional eys medicines
practiced in children. The practices are herbal concoction instilled into the eyesof a child for
nivial complaints. A herbal was implanted under the eyelid of a child with mild allcrgic
conjunctivitis and this led to fulminatling panophthalmitis. Icrbal ocular *Medicines™ are
responsible for estimated 8-10% of comeal blindness in Africa. This permancnt damage is the
result of herbs with o velry high Pouvoir Hydrogenc (pH) or the introduction of
microorganisms that could lead to suppurativc kerstitis and endophthalmitis. Extiact of lemon
peals are used for serious eye infections whereas juice from tomatoes leaves is used in milder
conditions. The most common eye discascs treated in children are allesgies, conjunclivitis and
trachoma. In the case of trachoma, one healer in Kenya used the rough leaf of Qrdia sinesis 1o
rub on the tarsal conjunctiva until it bled. Another chewed the lcaves of boscia coreacea, and
juice obtained along with the scliva applied to the conjuncuval sac, a procedure causing
itritation, pain nnd possible chemical bums. Also observed were cases of gonococcal
conjunctivitis among children and these followed instillation by the taditional heales of his

own infccted urine mto the eyes of children presenting with rivial ocular complaints.
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Bellef nnd attitudes o conjunctivitis

According to Nwosu (2002) in a study on belief and autitude 1o Eye discases and
blindness in rural Anombra state, Nigeria, 94.6% of respondents would advise a relation with
eye discoses/blindness to go lo hospital and kinsman were likely o contribute to treat the
blind (93.3%) and exclude him from tax ond levies (58.7), bul recommending herbs,
consulting hetbalists and or seer and offeringsaciifices to the gods were other options. While
87% pcrsons would nccept eye glasses, only 59.7% would submil to surgery if necessaiy
» 18.4% pcrsons saw eye surgely as fiightening ond (8.66%) viewed it as useless. Alsc in
" nnother retrospective study by Anochie and Graham Douglas (2000) in University of Port
larcourt Teaching Hospital, Nigeria, chemical conjunctivilis with its polcniia! of causing

. blindness resulled from instillation of palm oil, crude oil, herbal concoctions and Onion
lcavcs into thic eyes. 1n o study on maiana chemoprophylaxis and child bearing women in a
peti-urban Nigerian community: knowledge attitude and socio~culiural factors for ncceplance,
lhe study rcvealed that respondents with higher educationai level had signilicantly belter
knowledge of anlimalaria chemoprophylactic s and higher level of usage. Level of education

was found (o be an important inlluencing factor of the positive atilsde, Abdulrehecm and

Akanbi {2002).

Conceptunl Fromework

The 'RECEDE Model
The PRECEDE model is a planning and dingnostic framework developed by Green,

Kteuter, Deeds and Partridge in §980. It consists of o series of scquentinl steps for diagnosing
the causes of a problem and consequently selecting the most appropriatec health intcrvention
for solving the identiiied problem. The model is a standard scicnulic approach to planning
programmed in health education It involves identifying both bchavioral and non-behavioral
€auscs of n problem, although, much emphasis is laid on the behavioral nspect 1n the model
Nic associated bchaviouts to the health problem are nnalyzed and various factors that
nfucnce such behaviors (ontecedent laclors) are identilied, Afcrwards dilfetent approachcs
for wckling 1he problem arc highlighted. See ligute 4.

TIE PRECEDE model presenisa (ramework comprising six phases which include:
Phases 1.2: . Epidcmiological and social diagnosis
Phase 3; _ Behavioural dingnosis
Phose 4.5 . Educational dingnosis

Phose é - Administrative diognosis

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Phases 1-2 compnse the cpidemiological and social diagnosis. [t presents the effect of both
health and nom health problems on the quality of life, with much emphasis on health
problems, which are identified through various sources such as review of fitemture or
documents, surveys ond interviews. The cpidemiological diagnosis deals with the incidence,
prevalence and distribution of the health or social problems whilc the social diegnosis aspect
focuscs on social problems that have ncgative impact on health. ln this study these
epidemiological diagnosis include prompt treatment of conjunctivitis infection amongst
mothers and incidence of conjunctivitis infections in childsen. The social diagnosis includes
adcquate Eye<linics, uncmployment, level of education and culturl practices.

Phase 3 consists of behavioral diagnosis aspect of the model. It recognized that the
identified health problems are influcnced by both bchavioral and non-behavioral causes.
However, the model focuses more on health selaled behaviors tn ithis siudy that have a
ncgative impact on health and so on. Which a health cducation intcrvention is necessasy in
order to elicit a positive effect on the quality of life.

Phases 4.5 present the educational diagnosis, which includes the behavioral
antecedents of the PRECEDE model, It secopnizes thsee components ol antecedent factors
that have an influence on health related behaviors. These include the predisposing, enabling
and reinforcing factors.

Phase 6 Comprise the administtative diagnosis Phase duting which the health
¢dycation intervention or straicgy that would influence behavior is identified. The
intervention s directed a1 the most imposiont {actor identified in the cducationsl dingnosis
(Predisposing, cnebling, icinforcing factors) that con elicit a positive change in behavior
giving the consideration 1o available iesources, Example of such stwategy is training,

communicalion (inteiPcesonal and mass mecdia) and hcalth lalks. The antecedents are

described as foliow:

Predlsposing factors

These are things, with which individuslscome into a siintion such ashcalth knowledge,

Bitiudes and values, health beliefs,
8Warcness of conjunctivitis by mothets pnd their knowledge of conjunctivitis. Beliels are

nonns and perceptions. In this study, these are the

valucs they hold towards conjuncivitis, the fevel of education of mothers and their age.

The predisposing factass are choracterized by their motivationa] fotec prior to the

decision 10 take o given health action (Green |981).
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Enabling Factors

Thesc arc modiliablc through educational processes and incfude skills and other
resources requircd by mothers, health care providers to act perform or function in the
siteation. Availability and accessibility of hcalth services, time, moncy, information,
education and communication (IEC) materials and personnel make up the cnabling factors in

this study. See figure .

~ Relnforcing Factor
This set of factors is becoming more prevalent in health education where the assumed
causes of behavior are largely social or pcer influence (Green 1981). They arc to be most
influcntial in relation to the development of behavior conducive 1o health. Reinforcing factors
detexmine whether a behavior that is motivated acd enabled will persist once it has been tned.
Ip this study reinforcing factors include; attitude and behaviors of fiiends, peers, family

tembers lowards eonjunctivilis.
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(Source: Gieen, ¢t al, 1980)
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CHAPITER THREE

METHODOLOGY
This chapler focuses on the description of the rescarch design, the study area, target

population, sampling proccdurc, data collection mcthods, rclinbility and validity of

instument, limitation of siudy and data analysis.

Rescarch Design

This study i1s cross-sectional and dcscniptive. It secks to decuiwent the home

managemncent praclices of conjunctivitis by mothers in children under five years old 1n En-Osa
Local Goverament of Lagos State. The intesview method was utilized to document mothers®

seposts of actual and intended behaviout.
The cross-sectional natute of survey rescarch provided a duignosue picture of

mother’s knowjedge attitudes and praclices that couid form the basis of health education
plaming. The sutvey draws on the thcorcucal consttuct, frame questions and decision
making by mothers when their children werc ill. The PRECEDE theoty postulates that three

classes of factors (predisposing, enabling and rcinforcing factors) have poientinl for affecting

behavious .
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Description of the Study Arca
The study was conducted in Eti-Osa Local Government Area (LGA) of Lagos state.,

Crealed On the 3™ May [989 fiom Lagos Island Loca) Government, 1.agos State. Population

of the local government 1s 251,300 inhabitants (1991 census population) the population of

women of reproductive age is 55,286 (22%) and childien under five years old is 50,260
" (20%). The population of children under ! year old is 10,052 (4%) and children under 2
years old 20,104 (8%)

The LGA has landmark of 125km with Lagos lagoon to the Norih and the Atlantic
Coaslline to its South. Its castern nnd weslem boundaries are located o Sangotedo Village

and Mcgregor canal respectively. 11 consists of Lekki Peninsular, lkoyi. Highbrow Vicloria

island and 42 rural communities.

| Eti-Osa is made up of four dovelopmental areas: lkoyi/Obalende, with

headquoiter/sccretariat at Obalende.  Iru/Victoria Island, with headguarter/Sccrctmiat a1

Victorial Island. Eti-Osa Enst, with headquarter/secretariat at Ajo and Eti-Osa West. with
headquarter/Sccreiatiat at Igbo-Efon

The LGA is made up of land and Riverine area with difficult terrain, The Riverine
area Tarkwa Bay is accessible by speed boat. Other areas with difficult terrain are Oku Aja,
Ogonmbo and Okumokpo and these are occessible by Jeep. The annual growth rate is 3%.

The LGA is made up of 40% urban and 60% rutal dwcllers. It belongs primarily to
i Yosuba nibe with other tiibes present. Traditionally, the communitics are governed by
Oba‘s and Boales. There arc five Oba'sin the LGA.

The climate is that of the ropical rain.forest zone. There are (wo mining seasons,
wilh the heavies! ruins falling from April to July and a weaker rainy season in October and
November. There is o brief relatively diy spell in August and Seprember and a longer diy
Scason fiom [yecember to March, Monthly rainfall between May and July averoges 300mm

(12in), while Augus! and September is down (o 73mm (3inches) and Jonnary s low os 35mm
(1.5 incbes), The main diy season is aecompanied by hannntian winds from the Sohara

Desert, which is sirong. According (o BCC weather, the average (cmperatuse in January is
e (79°F) and for July it is 25°C (77°F). On overage the holtest month is March with a

Nean .cmperyiure of 29°C (84°F), while July is the coolest month.
Most of the nations

The people ate engaged primarily in tsoding. fishing and hunting
Many of the country‘s largest banks and

wealth gnd economic activily are concentrated here. o
fianc:a1 + - . d, houses the headquarters o statc
mmlﬂl institutions are IOCntod hﬁ!ﬁdAN DlICEgnElg"HaI:I:POSITORYPROJECT hotels and one of Afiica's
gwcmmcll! and all ather cavemment buildings- I also has many Nole
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largest golf courses. Originally a middle class neighbourhood , in recent years, it has become
a fashionable enclave for the upper middle class to the upper class. Victoria Island, another
town in the LGA is o wealthy enclave that is one of the homes to Nigeria's ruling clite and
the countries wcalthiest. It also boasts a sizeable commercisl district including Nigeria’s

largest malls and movie theatres. A largc number of Nigeria®s foreign expatriate community

lives thete.

|
|
+
r

There are nuincrous pnivate Nurscry, primary and secondairy school as well as
government schools in the LGA. There is the Pan-African Universily which is primanly a
business school, offering MBA progtams localed in Eti-Osa East developmental tegion-

There are about 50 privatc hospitals in thc LGA with no government hospital and a
miliary hospital in Victoria Island. There are aboat 25 phannacies/chemists/dispensarics
with most of them locatcd in the ikoyi/Obalende developmental region

There are 10 primasy health carc centeis located in Ajrh, Songotedo, Badore, Ado,
lkots, Ajiran, jgbocfon, ltu, Obalcnde and Ikoyi. See Appendix 3. Therc arc numerous
herbalists healers. ‘The people of Eti-Osa like and ¢cat1a lot of fish. The common ieporied
health problems of the children in the LGA is malaria, cough. catarth and pneumonia becnu.sc
of the coastal area. Tecnage pregnancy is also common in the LGA. The community
members believe in going to the waditional bitth atiendants (TBA's) to have their b.abim
The people in the community don't believe in family planning so they have many children
Caonjunclivitis outbreak is common 1n children dufing the harmauan seoson. The ptev.nlcncc
rate of those that visit the hospitals and health centers is about 15% as most patronize the
iraditional healers who arc more accessible (o the people

Also because of poor peisonal hygiene ond the s6ndy naturc of the area, children often

present with red eyes Most of the mothers in the cormmunitics instill breas milX nwo the

N jvilis
eyes of the children when they luve conjunciivi
Waler supply isa problem in the LGA. The main sources 0 f supply orc borcholes apd

shallow wells. About 10% of the people in Cti-Osa have access to borcholc. There 33 poor

and fewer people have access {0 clean water, thus

LGA

sanitation in the rural communilies

conjunctivilis is common in childreninthe

S d l . r o & -
4 \';:: Y :‘ ‘ables consist of krowledge about conjunclivitis that is cause of, mode
sludy van

- . vitis and sequences ol
of transymission of conjunctivitis, ufé%w'coﬁmmlw&mmgﬂwms and con o
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largest golf courses. Originally a middle class neighbourhood , in recent years, it has become
a {ashionable enclave for the upper middle class 1o the upper class. Victoria Island, another
town in the LGA is a wealthy enclave that is one of the homes 10 Nigcria’s ruling elite and
the countries wealthiest. [1 also boasis a si2cable commercial district including Nigetia's
largest malls and movie theatres. A large number of Nigeria's foieign expairialc communily
' lives there.
There nre numerous privale Nursety, primary and secondary school as well as
| governmcent schools in the LGA. There is the Pan-Aftican University which is primarily a
business school, offenng MIBA programs located in Eli-Oso East developmentnl region.
There arc about 30 private hospitals in the LGA with no government hospiiil and a
- military hospital 1n Vicloria Isiand. There are aboul 25 pharmacics/chcmists/dispensaries

' with most of them located in the JkoyifObalende developmental region.
There are 10 primaiy heahh cate centers localed in Ajoh, Sangoledo, Badore, Ado,

' Lkota, Ajican, Jgboefon, lru, Obalendc and Ikoyi. See Appendix 3. There ate numerous
' herbalists healers. The people of Et-Osa like and cat a lot of fish. The common reported
health problems of the children in the LGA is malaria, couph, catarth and pneumonia because
of the coasla] area, Teenage pregnancy is aiso common in the LGA. The community
members believe in poing to the traditional birth attendants (TBA's) lo have their babies.
The people in the community don’t believe m family planning so they have maay chitdren.
Conjunetivitis outbecak is common in children during the harmalten scason. The prevalence
rate of thosc that visit the hospitals and health centers s aboul 15% as mos! patromze the
iraditional healees who sre more accessible to the people
Als0 because of poor personal hygiene and the sandy nriure of the area, children ofien
present with red cyes. Most of 1the mothers in the communities instill breast milk info the
cyes of the children when they have conjunctivilis.
Walcr supply is a problem in the LGA. The main sources of supply are boreholes and
shallow wells, About 10% of the people in Eti-Osa have access lo borchole. There s poor

sanilstion in the ruml communilics and (ewer pcople have access o clean waler, thus

conjunctivilis js common in children in the LGA

Study Vorlables
The study variables consist of knowledge about conjunctivitis that 1s cause of. mode

of iransmission of conjunctivitis, method af preventing conjunelvilis and consequcnces of
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conjunctivitis infection. Beliel of motlieis about conjunctivilis, which include seriousness,
vuinerability and effeclive trestmenl options. Perceived susceplibility, which tncludes history
of conjunctivitis and perceived 1hreat of conjunctivitis infection.
Study Population

The study population consisicd of mothers of childien under five years old who are

primaty caretokers and theicfore most likely 10 be around when their children have
conjunctivibs.

Samplc Size Betermination
The UNICEF/WHO procedure was used for calculating sample size.

The study sample size estinuiies was based on the following assumptions,

Prevalence of 50%
Estimated non-rcsponse rale of 10%

An absolule derivation of 5% as 3 measure of precision for lhe study populations. The sample

size(s) delennined al 95% confidence interval (i.e. = 1.96), with 5% precision, d 0.05 15
calculaled using the formula,

?
n  =¢pq
d*
n = sample size
p = piopottion
q =1-p
d = precision
N =(1.96)x (0.5) x (0.5)
(0.05)’
n =0,9604
00025
= 384.16

The minimum sample size is 384, However, 10% of thi$ value 15 added for atwiton, thus

beinging the sample size 1o 422.

Inclysion ¢;iterton

(i R :h chi undcr $ yean old
m"’d“'lon cnierion was all women with children
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Sampling Procedure

| A muitistage sampling technigue was uscd in selecting the sample for this study.
| This involves the following siages-

i Stratification of Eti-Osa local government area inio developmental region.
1. Balloting to selcct a sub region {tom each developmental region.
. Idcmilication of & landmark in each sub region.

v,  Sclection of three steeets by random sampling.
V. Selection of houses by sysiematic random sampling.

vi.  Toss a coin o po rightor left (Head is right, 1ail is lef?).
vil. A mother was interviewed per household. In situations whcre there was more than one
woman with a child under five years, the respondent was chosenn by simple ballot

method.

LGA
/\\
Urban-Urban Urban-Rural Rural-Rural
X-sub region Y-sub region Z-sub region
(141) (141) (141}

AN AN /I\

/
X1 X2 X3 Y Y2 Y3 AW/ A
(47) (47) (47) (47) (47) (47) (47) (47) (47)
X - Utban-urban Subtegion - IkoyyObalende development arca
Y - Urban-Rural Subregion - Irw/Viclsia Island and Eti-Osa

Wesi developmcental aren

: . Eti-Osa East Developmental
: Rum].ruml SUb rcglxglgllCAN DIGITAL HEAL

TH REPOSITORY PROJECT
tegion
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Instruitient for Data Collectlon

The quantitative method of data collection was used. This referred to the use of
questionnaire, which was semi-structured (sce appendix one). The questionnaire elicited
informalion on the home management practices of mothers in children under 5 years old

‘The questions were writlen in simple English and translated into Yoruba with the help
of a research assistant. The questionnsire was laid out in four (4) sections for ease of
administration,

Section A: Sought information on the demographic characteristics of molhers including age,
religion, level of education, morital status, ethnic group and occupation. Section B: Elicited
imformation on mother’s knowledge about conjunciivitis, including the local name for this
condition, the causes of conjunctivitis and the care for conjunctivitis. Section C: was
concermed with mother’s attitude to conjunclivitis, which includes intended and iepoited
behaviour of mothers and perceive efficacy of tieatmenl. Some of the questions were open

ended 1o allow mothers to express their peiceptions in their own wards and thereby oblain

and preserve a local and valid perspective on the problem.

Pracedure for Data Collection

A pre-tcst of the questionnaire was camed out in a local goveroment writh similas
chatacteristica by thice inteiviewers to assess comprechension and acceptability of the
questions. ‘The interviewers were tiained and the training included the objectives and aims of
the tesearch,

Afler the pre-test ielevant changes of modifications such as resrranging the position
of ¢ome quesiions were made. Prior to admimstiration, the researcher sought and obtained
Pennission from the Baale’s or Community l.esders. ‘The putpose was to explain to them
whY the research was being undertaken.

The administration of the questionnaire 100k place from the 1t of November 1o the
6th of November, 2004 by fire trained interviewers, The survey penod was ftom carly in the
INOMings (0 the evenings, & time it Was expecied that respondents would be hoine, Each

intetview |asted )5 — 20 minutes. On each day the inteniewers have given adcquate
d 1o cover onc enumeration arca al a ume. This was to

“NSwe that all the sesidential buildings in &1 EBHEIBEIGH drcasawere visited, At the end of

q““lionnairm each sl Instucle
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each day's session, the zesearcher went through the questionnaircs administered to check

responses ond to make surc the questionnaires were properly filled.

Rellability of Instrnment

In order 10 ensure 1chiabilily, the items on the questionmaire were made as simple as
possible.  Ttaining wos conducted for rescarch assistonts 10 ensure they had adequate
undetstanding of the instruments prior to commencement of data collection- The objectives
and importance of the study wcre thus cxploined 1o the rcsearch assistants, The sampling
procedure was also explained. The items on the questionnaire were anslated lo Yoruba so
as to standardize the questions for all members of the research team-

A pre-test of both the Yoruba and English versions of scmi structuzed guestionnaire
was carried out on twenty [.ve mothets of childicn under five years old in Oniyannin and
Yemetu area of Ibvadan by three trained escarch Bssistapls to assess comprehension,
refiability and accepiability of questions. These rescarch assistants wese well versed in the

two languages. |
After the pre-test, televant changes and modifications such as re-armanging the

position o[ some questions werc made to questions 12,13, 14 and 15 of the questionnaire.

Validity of instrument ) | 3
In order that validity may not be affected by non-probability chosce of tespondents o

m ”

and error.

id1 Iped the
Pre-testing the questionnaire also guaranteed validity and 11 also helpe

[ the questions

; . : ve their understanding 0 :
RIS 0L REWE several times by the supcivisor who has wealth

Also the questionnaite was reviewed

of experience on this field for content and constuc! validity

Eibleal Conslderation
The following steps Werc taken 10

Informed consent Wa$ gl developed ond spplicd
: { form WBS .
susdy, To this cnd, 8 cONsEn ndenis were sensitive
: nlity assurance: some questions ssked from the Lt
Confidentiohy . R anonymOus &5 names weten
theq

AFRICAN DIGITAL H dcn(’ |
ldcntiﬁcau%n ih T SUCH @ addeoss0f TSPON

sddic s the cthicol issucs inthe study.
m cach paiticipant before cnrolling her tnto the

and porsonal Hence,

it neither were lhete 8nY
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|
' dcthod of Ditta Analysis
The dota collected were coded serinlly. Data was cntered into the computer using
ST'SS statistical package. Data was anolysed using appropriate test 0 determine statistical

signiliconce of the findings. The findings were collated, nnalysed, summarized ond prescated

in 1ables, graphs, chaits and histograms.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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CUHAPTER FOUR

RESULTS

The results of this study are discussed under 4 sub-hcadings namely socio
demogiaphic charactenstics, awarcness and knowledge of Conjunctivitis, attilude of
tespondents and management practices of conjunclivitis,

Socio Demographic Characteristics of Respondents

Four hundred and twenty two mothers were interviewed, The ages ranged from i5-70
ycars, with mean age of 34.5 years (£ 8.20). One hundred and nincty respondentz (45.0%)
belong 1o the Yoruba ethinic group, 122 (28.9%) are Ibos, 34 (8.1%) arc Hausas and 76(18% )
belong to the other ethnic groups. Religious ofRliation showed that 255(60.4%) of the
molhers were Christians, 161(38.2%) Muslims and 6 (1.4%) practicc traditions! religions.
Mantal status of respondents showed tlhat 353 (83.6%) were marmned, 42(10%) were single,
14(3.36%) were divorced, 5(1.2%) were widowed and B(1.9%) were separated.

Educational level of respondents showed that 235 (55.7%) had béen educated up 10
secondary level, followed by 94 (22.3%) who had been cducaied 1o pamary school level. 62
(14.7%) had tertinry level of education and 31 (7.3%) have never had any formal education
(See 1able 4)

The occupational disttibution of 1espondcots showed that 271(64 2%) were pwders,
50(11.8%) were full time housewives, 35 (8.3%) wete tailots, 22(5.2%) were hairdressers,
and 17(4.0%) civil servanis. Other occupation mentioned included; schooling 9 (2.19%),
applicanVupemployed 4(0.9%), teaching 5 (1.2%), Clergy 2 (0.5°%), nursing 1 (0 2%),
Spplier 1(0.2%), farming 1(02%), Geologist | (0.2%), catenng | (0.2%). shocmaker }
(02°%). and driver 1(0.2%). See figure 6. When asked the lype of watet used for domestic
PUPOscs in thei; community 285(67.5%) said they use pipe bome water, 89(21:1%) use well,
30(7.1%) gaid borehole and 18(4 3%) use stream water

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Tahic 4: SOCIO DEMOGRAPHIC CHARACTERISTICS OF RESPONDENTS

Age Distributlon  of Frequency | Percentage ]
Mothers {in ycars)

[15-29 135 32.0
30-39 205 48.6
40-49 70 16.6
5S0.59 11 2.6
60 and abovc I 102
Total 422 100.0
Fihnic Group
Yoruba 190 145.0
Tbo 122 28.9
Hauso 34 8.1
Others 76 18.0
Totxl 422 100.0 |
Reilglen =
Chuistianity 255 60.4
Muslims 161 \ 382
Traditional 6 |14
Tolal 422 RS 100.0
Marital status
Married (353 ey
Single 42 3 3
Divorced 14 1'2
Widowed S '
Seneralcd |8 1.9
Totat 1422 100.0
_Fiducatlon . N | L
Primary ST o
Secondary 235 | : a7
Teitary 62 3 3
. No Formal Education 31 Ii)O 0
Total 422 y

e
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Awarcncss and Knowledge about Conjunctivitls

Respondents were asked if they had heard about conjunctivius, and 414 (98 1%)
tesponded in the affirmanve while 8(1.9%) seid they have not heard about conjunciwitis
before: Respondents from various ethic groups mentioned various local names The names
mentioned by the Yoruba ethnic groups were Apoifo 156(36.9%). Iba 7(1.6%0), Gju Pipon
5(1.1%4), Ororo 4(0.9%), Ipin 4 (0.9%) and don't know 17 (4.0%)_ Ibn means yellow fever,
oju pipon means when your eyes arc red, ororo means groundnut oil and 1pin mesns
discharge. The Igbo ethmic group mentioned Apollo 96(22.7%). iiching of eyes 1(0.2%),
Alubala 1 (0.2%) and don't know' 22 (5.2%). The Hausa ethnic group mentioned Apoilo
22(5.2%) and don't know §1(2.6%). Other eihnic groups mentioncd Apollo 44(10 4%),
Chinoindo 1(0.2%), {kwen Epren 1(0.2%), and don't know: 30(7.1%) (Sce tabie 5) All the
cthnic groups mentioned Apollo as the local names for conjunclivitis,

Mother’s knowledge of conjunclivitis was measured by asking them what causes
conjuncliviss and the cure. To this amongst the Yorubs ethnie group 73(38.4%) said
environmental factors such as dust, and airtbomne discase and smoke fiom firewood.
28(14.7%) said seasonal, 8(4.29) said fever, 5(2.6%) said infection, 5(2.6%) said worm,
4(2.1%) said bactenarvirus, 3(1.5%) soid too much sun. 3(1.5%) said Jack of proper care,
2(1.0%) said dirty water, 2(1.0%) said looking at infected perSon, 2(1.0%) said Mies, 1(0.4%)

said typhoid, 1(0.4%5) said when a child sleeps upward, 1(0.4%) s3id itching and 43(22.6%5)

sad | don’t know. (See lable 6). According to the Igbo ethnic group, the causes of

conjunctivitis were, 38(33.1%) said enviionmental faclors such as dust, wind, aisborne
disease and smoke ftom fircwood, 17(13.9%) said seasonal, 11(9.0%) said bactenalfvirus,
4(3.2%) said diseases. 2(1.6%5) said God's anger, 2(1.6%) dirty water, 1(0.8%) said infection,
1(0.8%) ¢aid lack of proper care, 1(0.8%) said typhoid, 1(0.8) said itching, 1(0.8%) said
beredity and 41 (33.696) said | don't know. (See ble 7). To this amongst the Hausa ethnic
Boup, 11 (32.3%) said environmenial factors such as dust, wind, nirbome disease and snioke

from firewood, 10(29.4%) scasonal, 1(29%) said bactenafvitus, 1(2.9%) said diseases,
12.9%) said fever, 1(2.9%) said infection, 1(2.9%) said dirty water, 1(2.9%) said lack of

Pper cace and 14(3.3%) said 1 don’t know. (See able 8). According to the other ethnic
ntal factors such as dust, wind,

BOUPs 18(23.6%) said conjunctivitis is couscs by environme |
sithorne digensc and smoke from firewood, 2(2.6%) said looking at an inflected person,

A26%) said worm, 1(1,3%6) said heredity, 1(1 3%) said bacteriatvitus, ((1.3%) said flies,
1(1.3%) 42id 100 much sun, 1(1.3%) said whon a child siceps upward, 1(1.3%) said discescs,
' ' 9.

403) 5%, said seasonal and 26(34.2%) said| don't know. (Sce table 9)

!‘ AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

=



72

Causcs of conjunclivilis appears 10 cut across al] ethnic groups ns greater percentlage
of cach group said conjunctivitis is caused by environmental faciors such as dusi, wind,
airbornc discasc and smoke ftom fircwood. A few of them said i1 s caused by bactetia/virus,
The e¢xpectcd meaa score for knowledge was 4 while the calculaled mean score was 0.01,

. which is quite low mcaning that mothers' knowledge of conjunclivitis is very low. On cure
for conjunctivitis 317(75.1%) of mothers said there is traditlional cure for conjunctivitis,
63(14.9%) said there is no traditional cure while 36(8.5%) said they don’t know. When askcd

if respondents have had children under five year olds who had suffercd from conjunctivilis

prior 10 the study 210 (49.8%) said Yes while 213(50.2%) said No.

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Tablc 5: LOCAL NAME OF CONJUNCTIVITIS BY ETHNIC GROUPS

*Percentages are not up to 1003 due 1o rounding

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT

Ethnic Group Local Name Frequencles n=422 | Percentage

YORUBA Apollo 156 36.9
Oju Pipon S 1.1

Iba 7 1.6

Ororo 4 0.9

Ipin 4 0.9

Don't krow 17 1 4.0

IGBO Apollo 96 22.7
ltching of Eyes | 0.2
Alubblp i 0.2
I Don’t know 22 5.2
MAUSA Apollo 22 52
Don't know 11 1] 1 2.6

OTHLERS Apollo 44 10 4
Chinoindo | 0.2
U¥kwen Epicn ) 0.2
Don'l kuiow | 30 =1 7.1

Tota) | 422 ~ 99.4
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Table 6: Causes of Conjunctivitis amongst Yoruba Ethnic Group

Etholc Group | Causcs Frequencles n=190 | Percentage
Yoruba Environmental factors such 73 38.4
as dust, wind air bome
discasc and smoke )
[ don't know 4] 22.6
Scasonal —— 25— |I 133
Fever 8 4.2
Infection 5 2.6
Wonn 3 26
Bacteria/Virus 4 | % )
Too much sun 3 e |
Lack of proper care 3 SUAN R |
Dirty water 2 1.0
- Discascs 2 1.0
Tecthing 2 | 1.0
Looking ot infecied person 2 | 1.0
Flics 2 1.0
Typhoid i 0.5
When o child sleco upward | I 0.3
Jiching \ 1 0.5

*Multiple ResPonses
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Table 7: Causes of Conjunctivitis amongst Igbo Ethnic Group

Ethnic Group Causes Frequencles =122 | Percentage
Itbo I don'1 know 4) 33.6
Environmenta) faclors such 38 13.1
as gust, wind air bome
disease and smoke
Seasona! 17 13.9
e I
Bacteria/Virus 1 1 90 |
Discases 1 4 | 3.2
God's anger 2 1.6 |
Dirty water 2 i.6
Infection ) 1 0.8
i . Lack of proper care ! Sel 0.8
| Typhoid | 0.8
! 1tching 1 0.8
| | Heredity A\ | 0.8

*Multipic Responscs

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Table 8: Causes of Conjunctivitis amongst Hausa Ethnic Group

Ethnic Group Causes Frequencies n=34 | Percentage
Hnusa 1 don't know 14 4] )
CEnvironmental factors such 1t 323

as dust, wind air bome
discase and smoke

Scasonal 10 29.4
BacterinfVirus | 1 29
Discases ] 2.9
Fever l 29 |
Infection ] 29 |
Dirty waler ] 29 |
]

[ack of nropercare

Multlple Responses

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Tablc9: Causes of Conjunclivitls amongst Other Ethnlc Groups

| Ethnic Group | Causes Frequencles n=76 | Perecntape
[ Others _ i don’t know ﬁ 206 34.2
e Scasonal | 24 315

r fie Environmental factors such 18 236

as dust, wind atr bome
discase and smoke from

firewood
Looking at infected person 2 2.6
| Wom 2 26
” Heredity j T
Boctena/Virus ] AF==)
Flies ] i.3
Too much sun ] 1.3
When a child sleep upward 1 N 1.3
Discascs | P t.3

*Multiple Responses
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Attitudc and beliefs of Respondents 1o Conjunctlvitis

Mothers believe that conjunctivitis is a serious infection and that chitdren are
vulncrable to it. On beliel about prevcntion, 219(51.9%) believe that conjunclivitis is not
preventable and 203(48.1%) said it is preventable. Perception of severity 1o conjunctivitis
was sought by asking mothers if they think children less than five ycors con go blind from
conjunctivitis infection. To thia 169(40.0%) said children less than S years cannot go blind
flom conjunctivitis, 166(39.3%) said children fess than 5 years can go blind from
conjunctivitis and 87(20.6%) said don’t know. {See figure 7)., When asked if they knew
children under five ycar old who had gone blind from conjunclivitis infection, 165 (39.1%%} of
mothers said No, they did not know children who have gone blind from Conjuncuvius,
71(16.8%) said Yes they knew children who had gone blind from Conjunclivitis while
186(44.1%) respondents did not know. Respondents' pcrceplions of susccpubilsty were
assessed by asking if children under five years o!d can have conjunclivitis. To this
357(84.6%) said Yes and 65(15.4%) said No. Mother’s ability 10 recognize and detect
conjunctivitis smong children was assessed. All the mothers said they recognize and detect
conjunctivitis through the presenting symploms such as tedness of the eyes 357(49.9%).
itching 250(31.8%). purulent discharge 100 {12.7%:) and tearing of the eyes 50(6.3%).
Respondents expressed floirly negative attstude to conjunchivitis as only 39.1% seid children
could go blind from conjunctivitis, A general attitude of i1 docs not affect thc vision™ led to

most of the respondents practicing selfmedication end use of hcrbal icmedies:
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‘Tabie 10; Traditional Treatment Practices for Conjunctivitis amongst Yoruba tthnlc

| Snail Saliva

group
Elhllic GI’OUP Ilcponscs Frcqgcnc}' n=190 Pcrccn(agc
Yoruba [ don't know 40 24.2
' Sugar and Water 20 10.5
| Solution
L_ Urine 19 10.9
Beach watcr/Sca 17 8.9
walter
| Beeast milk 16 8.4
Kafura 16 84
Salt and Watcr {13 6.8
Cnion i) 5.7
Salt and Lemon 3 1.5 e
Concoction / Herbs | 3 1.5 __'
Palm wine 3 1.5
Salt and Sugar 3 1.5
| Solution
Alum 2 1.0
Cassava Juice 2 1.0
Washing Eyes with |2 1.0
[ce water =0
Cocoa Leaves 20NN 1.0
- Sugar and Oil 2 1.0
L | Baticry woter =|52 1.0
|3 | Petrol or Engine Oil | 1 03
| Poporo leafand 1 0.5
' Millet
!t - 0.5

*Multiplc responses
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“Table 11

Tradltionat Treatment Practices for Con]unctivitls amongst [gbo Ethnic Group

_Ethnle Group Reponses Freduency n=122 | Percentage
Igbo ] don’t know 37 30.3
L Urine j 17 13.9
Sugar and Walter |S 12.2
Soiution
| Breast milk 15 12.2
[ Beach walcr/Sca 2 1.6
n walcr ——
; Salt and Water 2 1.6 X
! Onion 2 I8 = el
i Salt and Sugar 2 1.6
1! Solution
Salt and L emon 2 1.6
Llin 2 ___1ise
Palm wine =ik (0.8
Kafure l o8
i Petrol or Engine Oal | § P ¥ 0.8
L3 Cassava Juice | N\ 0.8
Lead Pencil ) 0.8
! Sako VLN | 0.8
Concoction / Herbs | | Tos

*Multiplc Responses
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Table 12: Traditional Treatment Practices for Conjunctivitis amongst Hausa cthnic
group

Ethnic Group Regponses | Freauency n=} Percentage

Tlavsa [ don’t kmow 17 50.0
Breast milk 6 1176
Urine 4 1.7
Sugar and Water 3 8.8
Solution
Onion 2 5.8
Bcach water/Sca l 2.9
walcr |
Saltand Sugar ] 29 i
Solution =

| Cassava Juice 1 2.9 AN

Petrol or Engine Oil | | | 2.9 .
Sako ] 2

*Multiple responscs
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Table 13: Tradltlonal Treatment Fractices for Conjunctivitis amongst Other Ethaie

82

Groups
Etbnlc Group Rrponscs Frequency n=6 Percentare
Otbers Sugar and Waler 27 38.5
Solution
= Urine =39 213
| don’t know 16 2190
L— Breast mitk ) 11.8
Beach water/Sea S 6.5
L waler
{ Sait and Sugar k) 39
Solution
Salt and Water 2 2.6 N .
Onion 2 26 a
Concoction / Herbs | 1 13
Palm wine 1 113
Cassova Juice [ 113
Washing Eyes with | | 1.3
Ice water =
L Lead Pencil 1 LR 1.3
Kafura 18 | t.3

*Multiple responses
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Figure 7: Mother's perception of severity of conjunctivitisin children
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Managemcot practices of conjuuctivitis anjong mothers

Management of conjunctivitis was documented by asking what the respondents whose
under § year old childten had had conjunctivitis did during that cpisode. Reported
managemcnt O conjunclivitis practices revealed that 264(62.5%) practiced self medication
while only 114(27.0%) visitcd a hcalth center, Self medication praclices mentioned by
respondents were use of nom - prescribed eye drops 70(26.5%), institled breast milk
40(15.1%), washed eye with utine 36(14.6%), poured waler into the eyes 25(94%), used
barbeach waler 33(12.4%) while others 28(10.0%) rubbed “Ziro", mentholatum or black
soap. Eight (3.0%) used iced block &nd alum, 8 (3.0%) used yeast, 8(3.0%) used Vaseline,
8(3.0%) used water, sugar and chloramphenicol, 18(4.3%) visited hesbalist and 20(6.2%) did
nothing, (see Figure 8). When asked how soon treatment was instituted afterthey noticed that
their child had conjunctivitis, of those who instituted weatment, 200(47%) said within the
first 3 days, 100(23.5%) said immediately and 75(17.6%) within the lirst one week Fourty
seven (11.13%) did not institute any treatment.

In response to the question on the traditional cure for conjunctivitis amongst the
Yotuba ethnic group 20(10.5%) used sugar and waier solution, 19( 10.0%) used urine,
17(8.9%) used barbeach walter/sea water, 16 (8.4%) used breast milk, 16(18.4%) used knfusa,
13(6.8%) used saht and watcr, 11(5.7%) used onion, 3(1.5%) used salt and lemon, 3(1.5%)
used concoction/herbs, 3(1.5%) used palm wine, 3(01.5%) used sslt and sugar solution,
2(1.0%) used alum, 2(1.0%) used cassava juice, 2(01.0%) washed eyes with ice water,
2(1.0%) used cocon leaves, 2(1.0%) uscd suger and oil, 2(1.0%) used battery water, 1(0.5%)
used petrol or engine oil, 1(0.5%) uscd poporo leaf and millet, 1(0.5%) used snail saliva and
46(24.2%) said I don't know.

According 1e the Igbo ethnic group §7(13.9%) used utine, 15(12.2%) vused sugsr and
water golution, 15(12.2%) used breast milk, 2(1.6%) used beach watet/sea water, 2(1.6%)
used galt and water, 2(1.6%) uscd onion, 2(1.6%) used salt and sugas solution, 2(1.6%) used
@Mt and Jemon, 2(1.6%) used cfiri, 1(0.8%) used palm winc, 1(0.8%) uscd kafura, 1(0.8%)
used petrol or engine oil, 1(0.8%) uscd cassava juice, 1(0.8%) uscd lead pencil, 1(0.8%) used
#ko, 1(0.8%) used concoction/herbs and 37(30.3%) said | don’t know.

Ty j 6{(] 7.6%
The (mditional (reotment for conjunctivitis by the Hauss ethnic group were 6 )
d sugar and water solution, 2(5.8%) used

reast milk, 4(11.7%) used unne, 3(8.8%) 9%) used

lon, 1(2
Mo, 1(2,9%) ysed beach water/sea water, 1(2.9%) salt and SUBr solution. 1

i 7(50.0%) saud |
v juice, 1(2.9%) used petrol or engine oil, 1(2.9%) used sako and 17( )

. . msnctivitis by other ethnic
1know, Sec 1able 12. In Tesponse 10 Tadional freatAeni oreonssnct y
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groups 27(35.5%) used sugar and watcr solution, §7(22.3%) used urine, 9(1 §.8%) used breast
milk, 5(6.5%) used beach water/sea water, 3(3.9%) used salt and sugar solution, 2(2.6%)
used salt and watet, 2(2.6%) used onion, §(1.3%) used concoctionherbs, 1(1.3%) used palm
wine, 1(1.3%) used cassava juice, §(1.3%) washed eyes with ice water, 1{1.3%) used lead
pencil. 1(1.3%) used kafiira and 27(35.7%) said } don’t know. Sec 1able 13,

The waditiono] treatment for conjunctivits cuts across all the ethnic groups. They all
belicved that these trentments were effeclive in the management of conjunctivitis. The use of
salt and watcr is to be encouraged. The used of wine, onion, palm wine, concoctionMerbs

batiely water, petrol or engine oil, cassava juice, snail salvia should be discouraged as these

are foxic 10 the eyes.
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Figurc 8: Steps taken by Respondcents whose chitdren had had conjunctlvitis

62.5%

4.3%

27.0%

—
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In response to how pood eye health can be maintaincd as shown in table 14, 20(9.1%)
said by 1aking the child to the hospital, 1(0.1%) by cating good fruits, 19(8.6%) by usc ofcyc
drops and another 20(9.1%) said by esting balanced diet, 17(7.7 %) by keeping the
environrnent/suctronnding clcan, 12(5.5%) said by seeing doctor/optician repularly, 9(4.1%)
by avoiding dust/wind/smoke, 10(4.5%) by regular washing of thc eyes, 7(3.2%) by use of
heibs, 7(3.2%) by using eye lead/l'iro, 10(4.5%) avoid drinking diity water/using cican walcr
to bath, 3(1.4%) avoiding amyone who has i1, 2(0.9%)by using sugar snd water solution,
3(1.4%)by praying (or the children, 2(0.9%6) virgiaal infcction shoutd be treated vety well
during pregnancy before buth, 2(0.9%) by nol sharing cye lead with others, 2(0.9%) by
cleaninp cyes with kajal, 2(0.9%) by using urine. 1(0.5%) by opplying bar beach waicr and
1(0.5%) by rinsing the child's eyes with breast milk. Thiny-two (7.6%) of thc mothers satd
they did nol know,

When asked what they think prcvent people fiom going to the hospital (table 15),
231(40.2%) said lack of money, 101(17.6%) said prefesence (or local medication/Breast
milk, 51(8.9%) said conjunctivitis is a minor infection, 52(9.1%) said ignocance, 12(2-1%)
piclerence for chemisl instead of hospital, [4(2.4%) said stinginess on the pan of the mother,
27(4.7%) lack of ume, 17(3.0%) suess/distance 1o hcalth facilities, 4(0.7%)non<hallant
atlitude of the parents, 23(4.0%) the unkind attitude of the health workers, 7(1-2%) lack of
adequale treatntent in some chinics, 2(0.3%) tado-medical options and 30(7.2%) said they do

not know
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Table 14: Mcthods of mairtaining good cyc heaith among respondents

Method of maintaining good cve healtl Rrcquency n = 422 Percentage
Caring for children’s cyes 40 9.5
LCating balanced dict 20 9.)
Tokinp the child to the hospital 20 9.]
Using eye drops 19 £.6
Using eves glasses 19 8.6
Keeping surrounding clean 17 77
Sccing doclor/optician regularly 12 55
Don't know 1 50 =
Avoid drinking dirty water 10 2.4 |
Regular washinp of eyes - 10 4.5
Avoid dust, wind, smoke | 0 B |
Use of herbs regularly 1 7 32
Ustng of cve lcad (tico) 7! 7 T )
Praving {os thechild _ 3 YV TS
| Not sharing eve lead with olhers 1 2 0.9
Avoiding any one who has the disease 2 0.9
Cleaning eves with kajal 2% 0.9
Ealing good fruits | 0.5
| Using sugnr and water solution = 0.9
| Using uiine ~ X1 0.9
| Vaginal infection should be well treated 2 0.9
Rinsing eve with bicast milk 4 ] 0.3
Apply bar beach wates I | 0.2

o Multiple respouses
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Table 15: Reasons why people do not go to the hospital

| Rcasons why peoplc do not go 1o (he J Frequency n=422 Pcreentage
Hospltnl i

| Lack of money e 231 40.2

| Peefcicnee for local medication/ breast mitk Ai' 10) 12.6

| lenorance il 52 9.1
Conjunclivilis considercd as minor infection 51 12.1

| Fear oftaking injection. test or drues 33 78

| Lack oftime 27 3.7
Unkind otlitude of heolth workers 23 4.0 I

Stresv/distance 10 health facilities 17 10

| Stingincss on the part of the mothers 14 24
Preference for chemis! instead of hosoita) 12 24

[Lack ol adcquale trcntment in someclinics 7 1.2

'Non challant atiitude by parenis 4 07
Trado-medical options 2 . 03

o Mulliplc responscs
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Sugpested Ways of Improving Eye Henlth Services

Amongst the multiple responses given by mothers in suggesting ways by which eye
heafth services in Nigenia can be improved (table 16), 102(18.3%) said by providing free
health services, 122(21.9%) provision of eye clinics, 86(15.4%) provision of health
facililies/fequipment/qualified health wotkers, 54(9.7%) making drugs available in hospitnls,
54(9.7%) pasting posters on conjunclivitis 1o create awareness and through media, 42(7.5%)
said through Imntunization, 41(7.3%) mentioned educating nursing mothers on how to take
care of their children’s eyes, 29(5.2%) said drugs to be sold in the hospitals and hospital bills
a1 subsidized rates, 9().6%) said public awareness should be crzated by the eye clinics
through their patients, 7(1.3%) by keeping the environment/surrounding clean, 2(0.4%)
mentioned provision of good water, 2(0.4%) szid by provision of medi/ttado drugs, 2(0.4%)
said by enlightenment on balanced diet, 2(0.4%) by payment of salaries regularly, 2(0.4%)
said workshops should be organized for nurses on quarlerly basis on patient care, 1(0.2%)
said (inding other ways instead of using injections on patients and 1(0.2%) by erdicating
fake <rugs. Thirteen (3.1%) respondents said they did nol know ways by which eye health

services in Nigeria can be improved.
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Table 16: Suggested wnys by which Eye health scrvices can be improved in Nigeria

[ Sucoested ways Frequency n=422 | Pcreentage |
Provision of Eye clinics 122 21,9
Free health scrvices 102 18.3
Provision of health equipment and qualified health | 86 154
worke rs
Make drugs available in hospital $4 9.7
Mass med:ia and posier pasling for awarcness of | $4 9.7
conjunclivitis
Immunization 42 7.5
Educeting nursing mothers on conjunctivitis | 4} 7.3 A
managtcment
Drug to be sold in the hospitals at subsidized rate 29 52
Public awasencss of Eye clinics throuch paticnis 9 1.6
Keeping sunvoundings clean 7 "'1“3
Payment of health workers salaries regularly 2 0.4
Provision of rood waler 2 04
Provision of tmdo-medical drugs er2 | 0.4

| Enlighicnment on balance diet 25 NEEy 104
Workshops on quanedy basis for nurses on treating | 2 0.4
paticnls S
Eradicating fake drugs 1 0.2
Other means of treatrnent instcad of injeclions _J ] 0.2

* Multiple responses
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||ypothesis testing

Null Ilypotbesis 1 sinted that, “theic is no signilicant retationship between knowledge of
mothets and mode of conjunclivitis management™. The difference was nol significant P =
0.26. Thesclore the Null hypothesis was scjecied and the alicmative accepted which means
that there is significant relationship between mothers' knowledge of conjunctivilis infection

snd mode of management. The higher the knowledge of eomjunctivitis the betier the

management sought. Sec 1able 17.

92

Table 17: Knowledgce of respondents about conjunctivitis management

Knowledge | Management of conjuncilvitis '!‘gtgl__—:
Of mothers’ | Facility Managed Sclf managed |
High 4 (5.5%) §(4.2%)
Low 69 (94.5%) 22 (J00%) | 91(95.8%)
Tolal 73(100%) 22(100%) | 95(100%)

X2=1.26: df=1: Pvalue =0.26
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Null Hypothesls 2 stated that, “there is no signilicant relntionship between mother's level of

education and mode of conjunclivilis management”, The dilference is not siatistically
- significant P = 0,094, (P > 0.05). The Null hypothesis was rejected and the alternative

accepted meaning that the level of education affects the mode of conjunclivitis management
Sec 1ablc 18.

Table 18: Relatioaship between Motliers® level of Education and mode of Con)unctivitls
Management

Educationat Level Modec of conjunctlvitls Total
Of mothers’ ninnageme i
Health Facility | Self Monaged
Manaced )
Primary 22 (19.3%) 12(37.5%) | 34(23.3%)
Secondary 66 (51.9%) 16 (50.0%) 82 (56.2%)
Tertiary 16 (14.0%) 1(3.1%) 17 (11.6%)
No formal Education 10 (B.8%) 3 (9.4%) 13 (8.9%)
Totsl 114(100.0%) 32(100.0%) 146¢(100.0%)

X3¢ 4:df = 3; P value = 0.094
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Null 11ypothesis 3 stated that, “lhere is no significant iclationship between mothers’

perecived seventy of conjunctivitis and mode of conjunctivilis management”, The difTerence

i nol statistically significant P = 0.062, (P < 0.05). We rcject the Null hypothesis meaning

that petecption of seventy would affect mode of manegecment of conjunctivitis. See table 19,

Table 19: Rclatlonship between mothers' pereeption of scverity of conjunctivitls and

modc of conjuncilvitls management

X @ 025; df= 1; P value ~0.062

Mothcers’ Mode of conjunctlivitls management Total
Pcrecplion of Facility Managed Scl{ Managed
scverlly (Go
blind) - | A

High 48(48.5%) | 13 (54.2%) 61 (49.6%)
Low S1(51.5%) 1] (45.8%) 62 (50.0%)
l_k = - ==
 Total 90(100.0%) | 24 (100.0%) | 123(100.0%)
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Null llypothesis 4 stated that, “there is no significant relationship beiween mother's age and
modc of conjunclivilis management”. The difference is statistically significant P = 0.03 (P <
0.05). The Null hypothesis was accepied and the alicrative was rejected, This micans that
mother’s age would nota(Tect the mede of conjunclivitis nianagement, Sec table 20

b Table 20. Relatlonship bewween Mother's age and mode of Conjunctlvitls Management

Mode of conjunctlvitls manngement |

Age of respondent Total
Facility Selfl Managed

| Managed =
15 - 29yeors 31 (27.2%) 8 (25.0%) 39 (26.7%) "I
30~ 39 years 62 (54.4%) 11 (34.4%) 73 (50.0%)
40 - 49 ycars 19 (16.7%) 10 (313%) 29 (19,9%)
5059 ycars 2 (1.8%) 3(9.4%) 5(3.4%)
Total 114(100.%) | 32(100.0%) | 146(100.0%)

X« §9§; df=3; P valuc=0.03
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CHATTER FIVE

DISCUSSION
Findings from (be study are discussed in this chapter. The chapter consists of the
fpllowing sections: Socio-demogiaphic Characteristics, Awareness and knowledge about
comunclivitis, Atstude to conjunctivitis, Management practices among mothers, conclusions

amved ot ond 1ecommendations made.

Sotlo-demographic Characteristics

Most of the respondents weie curently maried 353(83.6%), with a [ew being single,
divorced, widowed and scparated. Almost half of the mothers in the study area were in the
age range of 30.39 ycars (48.6%) with mean age of 34.$ ycars; this is in agreement with the
child beartng age of 15 (o 49 ycarn. Most of the mothers 271{G4.2%) in this study were
engaged 1n trading, This could be due 10 the fact that Lagos s a commercial city. More than
half of the mothers 235(55.7%) hod been educated up 10 the scconday level. Acconding to
(WHO 2000) women make better decisions about their health if they are educated. This is in
agreement with the findings ip the susdy where the level of education was found 10 atfect the
mode of conjunctivitis mansgemeol Almost ha!f of the mothers 190 (45.0%) in this swdy
belong to the Yoruba ethnic gioup. This is due to the fact that the location of the study area
(lagos), is a Yoruba speaking area. Other tiibes were also represented as well as tribes from

other counines

Awareness and know!lcdge about conjunctlvitis
Almost ali ihe mothess (98.1%) in the study ares had heard about conjunctivitis. This
refllects the long cxperience with the disease. This suppots the [indings of Baba (2005) who
noticed that eonjunctivitis is the most common cause of red eye in Bawku Hospstal Ghana-
The various cthnie groups in the siudy arca all called conjunctivius *Apollo’ which is

in agreement with findings of Faal (2002) who rcported that viral conjunctivilis occuss

mainly in epidemicsand is called *Apollo’.
Even though awaieness was high, the knowledge of the csusation was low s only 19 (4.7%5)

knew (hat conjunciivitis is cdused by bactemn or virus. ‘Respondents” had inadequate

knowledge of conjunctivitis, s the colculoted SFOUp MO 52ATC off tespaRdthi:mknowlcd g

wus 3.01 as agoinst the expecied mean score of 4. The swdy also found thal the level of
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knowledge do nfluence type of management proclices and promplness. It was therefore not
suipnsing that a large propoition of the respondents did not visit a health cenler

They respondents aitributed this to lack of money (40.2%:), preference for local medication ;
usc of bicast milk (17.6%), conjunetivius considered as a minor infection (12 1%) ond
;gx!omncc (9.1%).

The poor knowledge of motheis can negatively affect the management of
conjunctivius in children under Syears old. There calls for health education of mathers on
knowledge of causation and management options.

Many (49%) of 1he 1espondents could identify conjunciiviss thought redness of the eye and
this 18 1n congruence with Kids Health (2003) which states that conjunctivitis is comnionly
known as pink eye:

The skill for mothers (o lcam is 10 look at their child’s eye and if there is rcdness, this
ahould rigger action (o prompt trestment et the primaty level. This will 1educe tho risk that

mothers may first 1y waditional remedies, which can, and do lead to blindness;

Aftitude to conjunciivitls

The attitudinal disposition of the respondents o conjunctivilis was found to be
negative. A general attitude of “it docs not alfect the vision™ led to the praclice of self
medication by most of the respondents and aiso the use ol heibal remedies.

It has been s8id many paticnts do not present their problems until it affects the vision
and probably swelling of eyes. The atitude towards eye health i1s a factor that can be
associnicd with eye health starus, Therefore the “it does not affect the vision™ geners| atutude
docs not encourage quick intervention that could positvely influence eye heslth practices and
Staus. From the findings in this study the steps taken by mothers whose children had
conjunclivitis was poor, as every 27% visited a health center. The behavioural diagnosis of
this problem sncludes lack of periodic eye check-up among childien as well as non-utilization

of health centers. These factors should be given priority 18 any eye health educational

intervention.

Some of the respondents did nos instituie treatment immediately becouse they felt it

would not lead 1o blindness. This docs not tally with the findings

(2005} in which they stated that 8ccurate diagnosis &nd prompt catment at the pnmary level
s confidence in the community and reduces the

of Senaratne and Gilbert

of conjunctivitis is very important as & instill ; ey,
tisk of thal people may first ity todikiognl SEMFAIRS: which can and do iead 1o blindness.
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Level of education was found to be an impottant factor influencing posilive attitude

ascording to o study by Abdulrahccm and Akanbi (2082) in child bearing women in per-

urban Nigeria cOmmunity.
In 1his study most of the respondenis who have avcrage level of education that is sccondaty

' level expressed (aisly negative attitude towands conjunclivilis .

This attitudinal disposition was in congruencc with the actual knowledge of the

respondents about conjunctivitis. The studies also found out that the level of education
offected the mode of conjunclivitis management. This suggests that education tends lo
infiuence people's knowledge of treatment and utilization o fhealth facilities.
This supporls the view that belter educaled people are more awase of health problems, have
great access (o nformation about hcalth practices and can use information about health
praclices and use the information more effectively to maintain and achievc a good heslth
sfatus (Grossman, 1972 quoled 10 Fetene, 1983).

it should be noted that being awase of infornation alone4 is enough. There is the need
1o acquire the skills necessary 1o tronslate knowledge 1o action. This is becouse people are
more jikely to perform a behaviour 1f they feel capable of performing it.

The implication is that the mains media should stili be used to create large-scale
awareness, and this should be supportcd by home and community-bascd tcachings,

On mother's perception o[ susceptibility of their children to conjunctivitis, §4.4% said
children could have conjunctivitis infection and (5.4% said No.

s (nding is a1 varisncc with the findings on mothers' perccption of child's susceptibility
10 conjunctivitis and mede of management in which the perception of susceptibility did not
influence type of mansgcment or the promptiicss of acuon. This is in agreement with the

study of Ajaiycobs (1987). In which he found high prevalence of conjunctivitis among

childrenin Ibadan,

M""llgcmcrll practiccs amoug Dictbers
With respect 10 molher's treatmenl sceking behaviour for conjunctiviis, 62.5%

pructiced sell medication other fotms of treatment reported were vasiting a health center,

VISIting herbalist and doing nothing. Few of the sell medication pracuced by mothers like
and taking yeast are not harmful. Othets like

using yaselinc, pouring woter into the eycs
¢ milk, using bar-beach water, sugas and

USINg non-prescribed cye drops, instilling breas | |
chlogamphenical Tire, mentholatum or<halack AR Aad Washing the oyes with urine are
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hann[ul to the eyes. Some of these non-presciibed drugs and other remedies may be used al
the same time as they are undergoing treatiment by eye health carc workers.

Many of 1hese preparations may produce isrilation and redness of the con)uncliva.
Some may be toxic like uriine and cause comeal domage and peimanent blindness Evety
opponunity should be used to educaic people and discournge the use of these harmful eye
remedies, (or example health cducation in communities, schools, women's groups and
clinics.

With regatds (0 the traditional care for conjunctivitis by mothers in children under

live yeats. 7.6% of the mothers used sail and water solution, which is harmless and should be
encourage. However most of the waditional remedies used were harmful. The use of urine.
palm-wine, onion, petrol or engine oil, salt and lemon, sugar and oil, battety water, snail
saliva and coneoction herbs ate toxic lo the eyes. The prepamlion put in the eye can cause
comeal ulcer or wotsen existing ones and end up as scars or cye perforation leading to
blindness. These [indings in congruence with findings of Chana (1997) (n which these herbal
remedies hnve been fund 10 cause isritation, pain and possible chemical bum.
The utine used by traditional healers could have some (orm of Gononhea and this could lead
to conjunctivitis due to Gonococcus which would could be sight threatening il prompt
weatment is not given. The finding on managcment practices among mothers is also in
agteement with Schwab (1999) on uraditional eye medication in which he stated that
“educating the public about the impottance of seeking care for 1ed or pain(ul cyc (and among
the application of damnging traditional eye medicalions) is vety imporiant in preventing
ulccration of the comea and comea seoring”.

Troditional healers are highly respected in each community. They should not be
stigmatized by health care practilioners, rather they can be trained to avoid certain practices
that arc harmful lo the eyc and instead utilize treatments that are known 1o be beneficial. One
of the greatest impediments to reducing blindness in rural atea ts thc problem of access 1o

services :ven when the services ate readily available many patients do not use them: Healers

can be a bridge between the community and disirict eye carc provider. We recognize that

SomeE eye carc practices aie damaging, collobotation could be a route tainduce change. Some

tadiional healer practices could be beneficial (¢.g- Face washing) and should be encournged.

Mafsiﬂnlizing or cliticizing taditional healer will not make them disappeor Ot ccase nealing

cye diseases,

The resulis ofthe study indicalc

the yiaditional 1emedies they used. THIS™8”

that most of the respondents believe 10 tho officacy of
ehereerrirertsmonumelger Of the respondents who
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repoited utiliastion of the 1emedies and their positive beliels about their effectiveness
Mothcr's also suggested that eye health services could be improved in Nigeria by provision
of morc eye clinics and free health services. This {inding contradicts the documented actual
tepoited practices that tespondents engaged in this study as 27.0% of sespondent’s utilized

healh secvices availablo.
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Iniplication for hcaith cducatios

Tlie PRECEDE model was used 1o interpret the situation found i the study The
model postulates the [actors predisposing, enabling end n:inforcing have the potentiols for
affecting behaviours. Under the predisposing factors are knowlcdge, attitude, values, and
perceptions. [t was observed from the findings that respondents hed low knowledge of
conjunctivilis. [n thelight of this linding it is smpottant to educate respondents on causcs and
recognilion of conjunctiviltis. The knowledge of this discase may encourage carly Jntervention
when noticed. It is also important to emphasize rolation of conjunclivitis 1o dialy
environment. There is need to maintain a high level of hygicne. The need for reguiar eye
check-up in children is another important issue that the respondents need to ktiow, as regular
check up could lead to quick discovery of conjunctivitis or alrcady developed discase and the
institution of preventive intervention.

The respondent’s attitude is another factor that needs to B¢ influenced under the
predisposing factor; the “it does not affect vision" stiitude of conjunclivilis is nol good for
health education promolion and should be discouraged. The respondents need lo develop
positive attitude that personsl hygiene should be piaciiced especially washing of hands and
face with clean water. With respect 1o enabling factors lack of money was tcporicd as one of
the reason why mothers do not go 1o the hospilal and also ignorance. Thesc may constitute a
banier. 1t is possible that a larger percentage of the respondents would have visited the bealth
centers if the above bamiers were reduced considerably. Anoiher factor is thal traditional
remedies ore almost always available and cheap. This may be the major deciding factor 1n
their choice. Health services should be accessible to the communily, information. education,
comMunication (IEC) motcrials and personnel should be availablo 1o the respondents:

In this study reinforcing factors include, oftitudc and behaviour of friends, peers,
family members 1owards conjunctivitis, Health cducation musl assess these reinforcing

factors and involve them in any behaviour change proccss.
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~ Implication for eye health promotion and education

| The most importent issue is that mother's practise self-ireatment, Since self-trcatment
is a normal pant of life (Dena, 1981), health educators must ask how tlus behaviour can be
made moie appropnate and safe. In order to improve mother's level in self-treatment
behaviour, the strategies for achieving this must be planned. The role of elders, husbands,
fnends and relatives can be enhanced by traning some of them as Community Based
Wortkers (CBWs.).

They should help 1dentify and refer people with eye related problems to CBHWS and
eye care facilihes. Tradiiona] practitioners, CBHWS should work together as “Fiiends of the
Eyes”. In many communities, volunteer village health workers are being selected and trained,
They are often respecled community members who have been choscn by their peers (o
perform first line preventive and curative duties.

They could reinforce clinic message during home visits and community meelings. The
village health workers as a trusted neighbour could be called into the house by the mother
next time the child has conjunclivitis 50 that he/she could explain the issues to the fathcr.

As a result of low level of information among mothers, a challenge thereforc exists on
how best o organize Eye health education 10 ensure thal mothers receive information and
how 0 recognize conjunctivilis, lo preveni blindness from vitamin A deficiency in children,
adequate nutition for children and the need lo maintain a high level of hygiene. Teaching
them to form the habit of face washing in clildren with clean water. Also they' should not
instill anything in the eyes of the children that lias not been prescribed for them by health
workers

Health tcaching o prevent blindness should also be tsught to mothers. The
governument, non-governmental organizations (NGO's) and stakcholders could oiganize

workshop sessions for women groups in the community lo educale roothers genesally.
The 1ssue of mother’s lime 8lso necds 1o be addressed. These discourage mothers ftom
utlizing the clinic. Prompt aclion at home could then be cxplained as 8 way of saving time.
Eye health cducation shintegies 1o promote Eye heslth of the 1espondents can include the use
of direct communication through Teaching, Seminars and demonstrations
These striegics can be sclected and used al various levels:
(a)) Family Level

The parents / Teacheps Association (PTA) can be used 10 reach the family heads or

icpresentatives, Discussions on family health living in which eye care measurces are

emphasized can be included in the apenda of PTA meelings.
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Parents can be presided to pass the facts about eye health and hygiene piactices lo
other members of the family, especially mothers and children

(b). Group level:
‘The school 1s the most impottant at this level. In this regard, the teachers should be
tratned on Eye health ustng the training of trainers (tcachers) approach School nurses
who must have been prepared with adequate knowledge and skill on eye health could
bc used as resoutce persons for this 1aiming, after the imining, the teachers could be
monitorcd lo ensure that they pass (he information acquired to the school children

(c). Communily level:
Primary eye care workers and ophthalmic nurses within the communily witl need b
orgamze scminars for family heads, ward lcadcrs, opinion leaders and lraditional
healers on eye health.
The use of electronic media for example, radio and television, lo dissemilwle
infotination on sevcrul aspects of eye health is important. The seminar should focus

on causes ond prevention of conjunclivitis, simple eye care and first aid managcment

Concluslon

The study stiempts 10 document the home management practiccs of mothers whose
children had conjuncuivitis in Eti-Osa Local Government Area of lagos State: The major
forms of first line ticatnent repoiled were self aeament with non- prescribed eyedrops and
traditional remedies, visiting a health centre, visiting herbalist as well as doing nothing:
Mother's had inadequate knowledge of conjunclivitis. The perceived outcomes of these
management practices were that they were eflective in the treatment of conjunctivitis- [t was
also found that mother's age did not affect the mode of mansgement of conjunctwibs:
Thetefore the concem would be to discourage the use of tradiuonal remedies and scif
treatment decumented in this study Based on these tindings, there 15 need to improve home
management practices of conjunctivilis thiough basic taisng of mothers on causes,

tecofNytion and appropriate self treatment secking behaviour for conjunctivius.
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Recommendations

" Inthe light of the findings of this study, the following recommendations are made:

1. Basie trmining of mothers’ on causes, recognition and appropriate self treatient

e —
—

secking behaviour.

2. Community health workers, traditionzl healers and school tcachers should be given

basic training on f{irst aid managcment, esily diagnosis and prevention of

-

conjunclivilis.

3. Community awareness about prevention of blindness should be raised for example, it
could be 1n the teaching syllabus of primary and secondary schools.

4. Mobile Eye care progmmmes should be integrated inlo existing primasy health care
programmes at district hospiltals.

3. Mass education by health care practitioners and Govemmeni agencics to enlighten
the public about simple methods of managing conjunciivitis through radio and
television jingles in conjunction with the LG authoritics

6. Grenter emphasis must be given o the issue of integrating the traditional healers into
primary eye care sysiem. These first line psoviders of health are easily accessiblc and
aceceptable to the rursl populonoas and can make vital contributions at community

level in rural areas.
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APPENDIX 1
HHOME DMANAGEMENT OF CONJUNCTIVITIS BY NANOTEIIERS AMONG

CHILOREN UNDER FIVE YEARS IN ETI-0SA LOCAL GOVERNMFNT AREA OF
LAGOS STATE, NIGERIA.

QUESTIONNAIRE
Dear Respondent,
Good day, | am one of the students of tlealth Promotion and Education of Univeisity of
ibadnn. | am conducting 2 reseaich on the above topic. This queshonnaire (2 designad to
access knowledge, attitude and home management of conjuectivitis m childic under five

years old by mothers.

Also, the survey will try (o identify hindrences to effective mansgewment of comjunclivitis
The information given haie is saictly for sescarch parposcs only and coofidentiality (s
guasanteed as your name or that of your child is not requized. | woold like you 10 express
yoix candid opinion in answering (hcse Guestons 0 as (0 mahe ths sudy 8 succem.
Howevet, your participation i this siudy i voluptary and not cosnpulsory

Thank you
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SECTION A: SOCIO DEMOGRAPIIC CHARACTERISTICS
TICK IN THE RIGHT BOX

. Age: 1.1529( ] 2.3039[ ] 34049 [ ]
4. 5059 ) 5. 60andabove | ]

2. Marital Stalus: Mamed[ |} Single [ ] Divarced [ ]
Widowed [ | Separated | )
: 1 Religion: Chuistianity [ ) Islam [ ] Teadiiomal| ]
Otheis (Specify) [ ]
4. Ethnic group: Yoruba[ ]lgbo[ | Hausa [ ]

Others (specily): coeeveivenn-

2 90000000 actntetersncnsee e "seoeos ™

S. GCCUPILION & tives ivcisvasei TS rebb v LB SRatidest

6.  Educational background: Primary [ ] Saondary [ |}
Tertiary [  ]No formal Education [ )

SECTION B: KNOWLEDGE ABOUT CONJUNCTIVITIS
i Rave you heard about conjunctivitis before?
1. Yes | ] < No [ ]
8. Whazil is the local eame for this condition?
9.  Canyou identify a child under five year odd with conpuncavitis?
1. Yes | ] 2 Ne | 1
10 i yes how can you idenufy conjumctivitis in children undey five years old.

i What do you think causes conjunctivitis?

12 Do you have s child 0f chilkdren who src lems Uan $ years old who have suffercd from
\his condion prioe 1o this dudy?
| Yes | ) 4 No | )

13, If yes what did you do when you flat ticed that yoor child had this prodhae?
1 Neiching i 2 Vissod Health Comtex| )
1. Vieaedhataist| | 4 Others, specify
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14.

15.

£6.

116

How' soon did you instilute trcatment afles you noticed that your child had
conjunctivilis?

1. [mmediately [  }2.First 3days[ ]

3. First Jweak[ ] 4, Did nothing[ ]

Is there any traditional cure for this problcm in your community?

1. Yes[ ] 2 Nol{ ] 3. [don'tknow [ ]

if yes. whal werse the wraditional cuses that you have psaciice before for this problem

or suggesied by community mcmbers.

17,

* Probe for [urther ways
What type of water do you havein your community?

l. Weli[ )2 Pipcborncwater[ ] 3.Steam[ |
OtHCES SPCCIFY: - eovaceasvaermssmmnee

® s @i 0000000990 cpro0%oe4 ) o Se8gd O

SECTION C: ATTITUDLE TO CONJUNCTIVITIS

19.

20,

21,

22,

Do you think children less than five years can go blind from conjunclivitis infection?
1. Yes{ ] 2.No[ ] 3. ldon‘tknow [ ]

If yes, do you know children who ar= blind foom eonjunctsvilis infection?

1, Yes[ ] 2.No{ ] . idontknow [ ]

Are these problems preventablc?

1. Yes[ ] 2.No[ |

If yes, how can you maintain good eye health?
(51012) e €l v it AR ¢ pe gt =l ot

y L4 P09008¢000901000%CatasaasesPeaqy
‘oot +6 s09c 0 9 - - - °
deo~ LX) - [ 4 [ 223
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LY [ e L - - 0080 g,0qgobhaggo®annne
e e e 9
[ 4 ) (] Qbdoossan e IR ENENRLY ] 90 e
° L] *
*, *e

L

In your own opinion what do you think prevent people from gowng to the hospital to
treat conjunctivitis (Plcase fist)... ...,
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APPENDIX 2
ITOJU AISAN OJU HIIIUN ATI PIPON OMODE TI KO JU ODUN MARUN LO
LAARIN AWON IYA NI IJOBA IBILE ETI-OSA NI IPINLE EKO

IBEERE

Emi ni okan ninu awon akeko lati eka ipolongo ilera ti Unifasiti ilu Ibadan_ Mo nse iwadi
nipa aisan ti a daruko loke. A gbe awon ibeere wonyi kale lati gbeyewo nipa imo ati ise ati
itoju ti awon iya nse lubele fn owan omo ti odun won ko ju odun marun lo ti won ni 2isan_
Ati wipe, iwadi yio gbiyanju lati wadi awon isoro i o ndoju ko iloju 1i 0 peye fun arsan.
Gbogbo idahun u a ba gba wa fun eto iwadi nikan o si tun je nkan asiri nitonpe 8 ko ns gba
oruko yin sile labi ko oruko omo yin. Maa fe ki e se gbogbo ero okan yin lati dahun awon
ibere wonyi ki iwadi yi ba le yori si rere. Ikopa yin ninu iwadi ki ise pclu agbara, o je ohun
alinufindo se.

Ese Pupo.

APA KOINNI: SOCIO DEMOGRAPIIIC CIARACTERISTICS.
Fa igi si eyiti o ba yin mu.

t. Oio os1: 1. 15-29 [ ] 2.30-39[  )3.4049] ]
4. 50-59( ] 5.60end above{ ]

2 Igbeyawo;  Tigbeyawo [ ] Apon[ ] Kooko[ ]
Op (] Pinya [ )

3 Esin: Kristient [ ] Musuluma[ ] Esin Ibile[ )
Omiran (se alaye) ...

4. Eya Yoruba|[ ] lgbo|[ ] Heusa|[ ]

OMIan (S€ BBYE) cuveereriiinrnrnrisreiiontosronsraasensennansanssnasssns
s lse 0}O: ...
lwe tia ks lle- Iwe alakobere [ ) lle-iwe gimma [ )

le-iwo Pgal ] Nko loilciwe [ ]

APA KEJE:  IMO NIPA ARUN OJU IHHIUN ATI 1PON
7 Nje ¢ Li gbo nipa arun oju pipon 81 hihun ri?
1 Beeni | ) 2 Becko[ )
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8. Kini oruke ibile fun arun yi ...........
9, Njc ati ¢ lc mo omo'ti oni arun oju pipon at hinun mo?
1. Beeni [ ) & Becko[ )
10. To ba jec Beeni, bawo la sc Ic mo omo ti oni arun oju pipon at hinun mo?
t1.  Kini cro wipc o nfa arun yi?
12.  Njec ni omo fabi awon omo ti ko ti ju omo odun marun lo ti aisan yi ti se ri?
. Beeni [ |} - Besko|[ )
13.  Kiniawon nkan ti ose nigbati o koko mo pe omo rc ni iru isoro yii?
l. Roscnkankan[ ] 2.Losiilcigbogun|[ ]
X Losiodo Babalowo [ ] 4. Oliran (sc 81ay€) vevevervnieinceacacannns
» Tioba je beeko fo si ibeere [5
14.  Nigbn wo ni o bere si se tloju omo re ni igba li 0 ti Mo pe oni arun oju pipon atj
hihun?
1. Lesckese [ ] 2. Leyincjoketo | ]
3. Leyinosekan{ ] 4. Nkomo [ )
15.  Njeoogun ibile ti o le wo aisan yi san wa bi?
. Becni[ ) y} Beeko { 1
16, Tiobaje beeni itu oogun ibile wo ni 0 nwo aisan yi san?
T PiNMIPTYe. wafln vy 555210 asennastaimne. s PATES
17.  lny omi wo ni enlo in agbegbe yi?
| Kangd | ] 2LO0miero|[ | 3.0miodo[ }
Omiran (S BlaYE)  creerrrcintmcnmonioiiinininiiesiinaiitaitasesirassastaetnatees seans
AI’A KETA
IHA TI A KO SI ARUN OJU HIHUN ATI PIPON.
18 Nje ¢ ro wipc omode li 0jo ori won ko ti ju odun marun lo Ic fo loju inpase acun ¥i?
1. Deeni[ ) e Beeko{ )
19.  Tiobaje beenlnjec ¢ mo iru awon omode ti oju won ti f00 nipasc arun yi?
. Beeni| |} 2. Beeko[ | 3-Nkomo| |}
20. Njca le dena iy awon isaro Y1i?
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22.
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Beeni [ ] 2,  Becko[ ]
Tt o ba je beeni bawo ni ¢ s¢ moju to cto ilera oju daradara?

o n ] l--00900000‘00v9-00"0'0*006'00--000Q000--005004¢00 s iRd BT FOb0bbooPoccspionndds

AR R S A R LR Y FREN PR Y YT N Y

O PrPI°P00800080090000000000°999°n9099Pr000008008Lcas0e)pee

C98000040L000 Pt HiOLLO000I0P HTrePEIiid0I0O IEEMEOPO O IPIPO PO FHGEMEEiEos Bihedisis EEEARRe e e 0

Ni cro okan yin kini o ndi awon eniyan lowo lati lo si ile iwosan fun itoju arun oju
yinyun ali pipon?

[jowo ¢ kaa

""" PIeEF0 P 00008040000 000°00007c90,.,700909 0000000 0000000000000 0000d090°Cvonm orc-ocome o9 ePo0oq e
PIPP IR V08090080300 )00° N1 PP0BPLCP LR CTRCRI00009000090809008040°00000 .01 doe0cloeacr?pP? 0.9 3000 gpdgno?
9900099000000 000660 (1000 1964790009200 PP°P0P 0992000900090 0989000000000 09%0 90000000 0A800006040000000008s0. d0
S P PP CIPePPIPRININEIPR 000000000000 000800°0008008900cid0@00ii0,0080090,040,00000"00000000.%08¢00"°9%0000sce"
80000000010 0ie 0000000000 0cgcecgpdgecpgloccscrsocccccncnccocjiiovoadbammimnee 10 oo c MimoemEmEEE @ i
E fun wa m imoran bi asc le mu tlosiwaju ba cto ilera oju m ile Naijiria. E jowo ¢ so
- L]
€% ce®08000b 000900 +I0I000UBTP0OINTIPRIPP P OO ROgEoccac TOoTorss0eT 2R e CgHdiie o A HFSI FHAER TR AT S
992909001 0000000000000 90000VP 19900920020 020000cmc?00488004009000000990909090 9090009 P 990°0c0PO0n00RslRIrP

008006000809 P90 9019070000000 C¢CIPOPOP CPPYP " 0o agidpososnosnantsoesnnion 09 P00 I90ASPIPIONPI9 0PV *Pe% 0

eomqgecssosdb qer ¥t eP st b botbnantan 0,0 1009060000000 00,0200007803%%2¢%202¢000¢°"0°,9"°vc00i0000iisrs

020099904 d80L0QI009C 0P FPFProbBbolOAaBOBSIPe 1P 06 0ade 00000009 0IP2080099c??P3teooePerrsarsoses tovsbarerarse
v - Y s - ~es

809,90 ,°4°°¢ . 0a00®PT%cPcccoie 0009 ,2090¢740020008,0,P40%0 " 4oTee ee TP e?%enqe °
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