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Abstract

Background: Vision-related problems have a negative impact on the learning abilities and school performance of a child. Adequate knowledge and practices of teachers enable the early identification and intervention of school children with visual deficits.

Aim: This study aimed to investigate the knowledge and practices of teachers about child eye healthcare in the public education system in Swaziland.

Setting: The setting for this study was Swaziland.

Methods: This was a cross-sectional quantitative study using a survey instrument containing closed-ended questions to investigate the knowledge and practices of teachers about child eye health in the public sector.

Results: Two hundred and forty-three (N = 243) teachers responded to the questionnaire. The majority (90.1%) of teachers indicated that they were able to detect signs and symptoms of eye diseases. Most teachers without a family member wearing spectacles were more likely to be informed about eye health (p = 0.001) than those who had family wearing spectacles. A significant proportion (44%) of teachers indicated that refractive errors were not serious among school children. Above one-third (38.7%) of the teachers indicated that they referred children with vision problems to public hospitals. One hundred and fifty-five (63.8%) reported that health officials have never visited their schools. One hundred and forty-nine (61.3%) teachers agreed that they did not monitor children wearing spectacles and 94 (38.7%) monitored them. Monitoring children wearing spectacles was significantly associated with teachers who indicated being well informed about eye health (p < 0.001) and teachers who were more likely to advise parents to take their children for eye testing (p = 0.003).

Conclusion: The lack of adequate knowledge by some teachers may contribute to the already existing barriers for children to access eye health. Addressing the broader issues of child eye health requires the participation of well-trained and knowledgeable teachers.
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Introduction

The World Health Organization (WHO) advocates for promotive, preventive, curative and rehabilitative health services for all.1 These services also extend to children’s eye health and welfare to eradicate preventable visual impairment and blindness.1 Reports suggest that the promotion of preventative health initiatives including eye health among children is the most effective way to avoid wasteful expenditure.2,3,4 However, in the developing world, such as on the African continent, availability of eye care services is a challenge. In communities where eye health services are readily available, inaccessibility and unaffordability are common existing barriers hindering access and utilisation of services.5

Swaziland is one of the poorest countries in the world and has a population of approximately 1.1 million people.6 The poor economic climate, social problems, chronic shortage of health and other professionals such as eye care practitioners continue to pose major challenges for development in this country, particularly in the health field.7 The current health policies in Swaziland do not adequately address eye health issues. The WHO estimated the prevalence of visual impairment and blindness to be approximately 1% 8 in Swaziland. However, prevalence figures among children are not available. Hence, the burden of visual impairment and blindness among this group is unknown. In addition, the absence of any established policies aimed at health prevention and promotion negatively impacts on the sustainability of health system in the future.2,3,4

In an attempt to address the health challenges faced by children attending public schools, the government of Swaziland established the school health programme.9,10,11 The programme includes social workers, psychologists, mental health nursing, oral health services, public health nursing, environmental health services and eye care nursing. However, eye healthcare in Swaziland is not yet well established as there are no documented protocols for child eye healthcare and vision screening is lacking within the school health programme. The school health document places sole responsibility on the head teachers or principals to ensure that the objectives of the programme are achieved by using a school self-assessment tool.12 A review of the school health document revealed shortcomings of crucial aspects that have not been explicitly defined compared to school health documents of other countries such as South Africa.12 For example, the school health package which details quality assurance and management aspects such as the required health professional to patient ratio, monitoring and evaluation of patients, roles and responsibilities, health human resource implication and education status are not explicitly defined in the Swaziland document.

In 2005, the Southern African Development Community (SADC), of which Swaziland is a member, adopted a resolution to support each other to address issues pertaining to health and education.13 The resolution further suggested that different health professionals needed to be incorporated into the education system in order to educate and encourage teachers to provide a conducive learning environment for the children’s well-being.13 As children spend much of their time in the school environment interacting with teachers most of the day, teachers can be utilised as a useful resource in a classroom setting in terms of observing learners with potential visual and eye problems, and can give parents advice about taking their children for visual examination. Countries such as India and Tanzania have shown that teachers can play an important role in eye healthcare, thus reducing the workload of eye care professionals in a health system that is already overburdened.14,15 In South Africa, Seethal and Karim16 found that the assessment conducted by teachers using the Teacher Vision Awareness Programme (TVAP) was useful to detect children with and without visual problems. The authors therefore suggested that the programme be incorporated in teacher training programmes, and be implemented as a primary vision care intervention and in health education programmes. This is necessary because of the assumption that in the absence of relevant healthcare and eye care services and policies, the knowledge of the population about children eye health is likely to be poor. With teachers being the first line detectors of potential eye and vision problems, an evaluation of their knowledge and practices about child eye care health is important. The aim of this study therefore was to investigate the knowledge and practices of teachers in relation to child eye care health in the public education system in Swaziland. This information may be useful in the development of eye health policies in the country.

Methods

A cross-sectional quantitative study design was employed using a questionnaire (Appendix 1) for data collection consisting of three sections: general and demographic questions, knowledge about eye care and practice about eye care. Two of Swaziland’s four regions were purposively selected for the study: Hhohho, a more affluent urban region, and Lubombo, a rural and less affluent region of Swaziland. Teachers from Hhohho and Lubombo districts were randomly selected from the four districts in Swaziland. The sampling frame consisted of all 110 and 200 public schools in the Hhohho and Lubombo districts, respectively (Figure 1). Hhohho is an urban area and Lubombo is a rural area. The validated questionnaire contained questions that were designed to investigate their knowledge and practices about child eye health in Swaziland. Teachers from public schools within the sampling frame were included and those not in the selected schools were excluded. Two strata were created (Figure 1), one for primary and the other for secondary schools (15 primary and two secondary schools in Lubombo region; 20 primary and five secondary schools in the Hhohho region). At each of the primary schools, 10 teachers were identified for participation, while this increased to 20 at the secondary schools. This resulted in a total anticipated sample size of 240 teachers, with the level of knowledge being estimated to be approximately 16% and a 95% probability, assuming that 50% of teachers were knowledgeable, based on the advice of the statistician as calculated by the formula:



[image: AVEH-80-613-F1.jpg]

[image: AVEH-80-613-E1.jpg]

where P = 0.5, B = 0.16 × 0.5 = 0.08 and Z = 2.0 for a 95% confidence interval.

Prior to preparing the sampling frame, the support of local education authorities and school officials was sought. A pilot study was conducted in a school that was not in the main study area to assess logistical and operational aspects of the study. Self-administered questionnaire containing closed-ended questions were distributed to and collected from the respective schools. All questions requiring positive and negative responses were followed by reasons stating why a particular response was chosen to eliminate errors and bias. These questionnaires were distributed by trained research assistants familiar with the contents of the questionnaires. The quantitative data were captured and analysed using the Statistical Package for Social Sciences (SPSS, version 24) statistical package in consultation with a statistician. Findings are presented as descriptive statistics in tables and figures. The statistical analysis included frequency counts, cross tabs and Chi-square tests for correlations. Statistical significance was set at a 95% confidence interval and all p-values < 0.05 were considered statistically significant. The data will be stored in a lockable cupboard for 5 years after which it will be shredded.

Results

Demographic characteristics of teachers

A total of 243 questionnaires were completed and returned by teachers working at primary and secondary government schools in the Hhohho and Lubombo regions of Swaziland, of whom 144 (59.3%) were women and 99 (40.7%) were men. Two hundred and thirty-five (96.7%) were black teachers and the rest were white and mixed race. Other demographic characteristics are illustrated in Table 1. More teachers without a family member wearing spectacles were more likely to be informed about eye health compared to those who had relatives wearing spectacles (p = 0.001).
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One hundred and eighty (44.3%) teachers reported having access to WhatsApp, 135 (33.3%) to Facebook and eight (2%) to BlackBerry Messenger. Other responses regarding access to social media are shown in Figure 2. Two hundred and two (33.5%) indicated that they had access to mainstream media, such as television (TV). Similarly, 202 (33.5%) reported having access to radio, 198 (31.3%) had access to newspapers and 10 (1.7%) had access to other media, such as Internet and Skype.
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Ninety-one (28.4%) teachers reported that none of the health activities took place in their schools, and 33 (10.3%) indicated that vision screening was conducted in their community. Other responses regarding the type of health activities that took place in their communities are shown in Figure 3.
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One hundred and forty (57.2%) teachers indicated that their schools admitted children with visual problems, 68 (28%) reported to the contrary and 35 (14.4%) were unsure. Two hundred (82.3%) teachers reported that vision screening was not a requirement for admission, 17 (7%) indicated that it was and 26 (10.7%) were unsure.

Teachers’ knowledge about eye care

One hundred and forty-eight (50.7%) teachers indicated that they were aware of optometrists, and 46 (15.8%) reported that they knew about ophthalmic nurses and opticians. Eighteen (6.2%) indicated being aware of the eye care team and 27 (9.25%) did not, while seven (2.4%) teachers were aware of ophthalmologists (Figure 4).
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Table 2 illustrates teacher’s responses on eye care knowledge, facilities for children with special needs and management of refractive errors (REs).
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One hundred and forty-eight (60.9%) strongly agreed that having healthy eyes was an important factor for better performance at school, 63 (25.9%) agreed, 21 (8.6%) strongly disagreed and 11 (4.5%) were unsure. This was significantly associated with teachers who indicated being well informed about eye health (p = 0.004). A cross tabulation between RE management and teachers who indicated being well informed about eye health showed that the association between these two categories was significant (p = 0.008). Two hundred and one (82.7%) indicated that lighting in the classroom had a significant role in school performance and 42 (17.3%) had a contrasting view.

One hundred and ninety-two (79%) teachers were aware of the difficulties encountered by children with visual problems and 51 (21%) were not. This finding was significantly associated with teachers who indicated being well informed about eye health (p = 0.035). One hundred and eighty-four (75.7%) reported that they have never attended a training workshop to detect children with visual problems and 59 (24.2%) reported attending such workshop. Attending workshops was significantly associated with being well-informed about eye health (p < 0.001). One hundred and thirty-one (53.9%) teachers agreed that there was lack of eye screening in schools, 67 (27.6%) strongly agreed, 15 (6.2%) strongly disagreed, 12 (4.9%) disagreed and 18 (7.4%) reported being unsure. Regarding knowledge of eye conditions, 135 (35.9%) teachers reported that they knew about REs. Other responses regarding knowledge of eye conditions among the teachers are shown in Figure 5.
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Seventy seven (20%) teachers indicated that they received information about eye conditions from newspapers. Other sources where teachers reported receiving information about eye conditions from are shown in Figure 6.
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Two hundred and nineteen (90.1%) teachers indicated that they were able to detect signs and symptoms of eye diseases. However, this was insignificantly associated with those who indicated being well informed about eye health (p = 0.089). Of these, 15.7% were able to detect red eyes and 7.2% were able to detect all signs and symptoms that children presented with, with the other responses being illustrated in Table 3.



[image: AVEH-80-613-T3.jpg]

Two hundred and four (84%) teachers reported having seen children with visual problems in their teaching experience and 39 (16%) did not. Of those who reported having seen this, 143 (44.8%) observed them holding a book close to the face, with other responses being shown in Table 4.
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One hundred and sixty-seven (79.2%) reported that they advised children or parents to go to the hospital following detecting any sign of visual problems and 34 (16.1%) advised them to go to the clinic. Four (1.9%) teachers advised the children to sleep or to wash their faces and return to class. One hundred and five (43.0%) teachers were unsure if children in their classes had squints or not. Sixty-one (25.0%) reported having children with squints in their classes and 77 (31.7%) reported to the contrary. Of those who reported having children with squints, 55 (93.2%) indicated that they had less than five children with the condition and four (6.8%) had more than 10 children with squints in their classes. One hundred and fifty-five (63.8%) teachers indicated that eye health professionals have never visited their schools, 66 (27.2%) were unsure and 22 (9.0%) said that this had occurred. Among those who said that eye health professionals had visited their schools, 10 (45.5%) indicated that they last visited between two and four years ago, seven (31.8%) reported that they visited more than five years ago and five (22.7%) visited more than a year ago. Eleven (39.3%) teachers indicated that optometrists were present during the visits, seven (25.0%) reported that ophthalmic nurses were present, six (21.4%) noted that general nurses were present and four (14.3%) reported that ophthalmologists were present.

One hundred and fifty-three (63%) teachers reported that their schools were situated in an area where there was a clinic or health facility, 78 (32%) reported that there were no clinic or health facility and 12 (5%) were unsure if such facilities existed. Of those who indicated the presence of a health facility, 70 (45.2%) indicated that eye care services were offered, 45 (29%) reported that they were not offered and 40 (25.8%) were unsure. A cross tabulation between the presence of a clinic in an area where the school was located and teachers being well informed about eye health found that the association between these factors was insignificant (p = 0.415). From the teacher’s experiences, 133 (54.7%) indicated that none of the children had to drop out of school because of visual problems and 70 (28.8%) reported that children dropped out of school, while 40 (16.5%) were unsure. One hundred and thirty-three (55.2%) teachers reported that they were not well informed about eye health problems and 73 (30.3%) indicated being well informed, while 35 (14.5%) were unsure.

One hundred and seven (44%) teachers indicated that REs were not serious among their school children, 75 (30.9%) indicated that it was somewhat serious and 61 (25.1%) reported that it was serious. One hundred and thirty-nine (57.2%) teachers were unsure if wearing spectacles had a significant impact on children’s schoolwork and 63 (25.9%) thought that it had an impact on their schoolwork. Twenty-seven (11.1%) teachers believed that children get teased by their peers for wearing glasses and 14 (5.8%) indicated that it had an impact on their relationships with their peers.

Teachers’ practices about eye care

One hundred and twenty-seven (52.3%) teachers advised parents to take their children for vision testing after complaining of persistent headaches when reading or looking at the board, 84 (34.6%) informed the principal about the problem and 32 (13.2%) preferred informing the school health services. One hundred and fifty-nine (65.4%) teachers considered eye problems as a potential cause of poor performance in school and 84 (34.6%) did not. One hundred and thirty-four (55.1%) teachers reported that they had children wearing spectacles in their classes and 109 (44.9%) did not. One hundred and seventeen (86%) of those who had children wearing spectacles in their classes had less than five children wearing spectacles, 12 (8.8%) had between 5 and 10 children wearing spectacles and seven (5.2%) had more than 10 children wearing spectacles. One hundred and forty-nine (61.3%) teachers agreed that they did not monitor children wearing glasses and 94 (38.7%) monitored them. Monitoring children wearing spectacles was significantly associated with teachers who indicated being well informed about eye health (p < 0.001) and teachers who were more likely to advise parents to take their children for eye testing (p = 0.003). Ninety four (38.7%) teachers indicated that they referred children with vision problems to public hospitals and 65 (26.8%) preferred informing parents about the problem, with the other responses being shown in Figure 7.
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Discussion

Demographic profiles

Most teachers were women, which is likely to be because of having more women in the teaching profession in Swaziland.11 Although many teachers were aware of their immediate family members who wore spectacles, nearly half (44.2%) reported that they were not aware of any family members who wore spectacles. Spectacle wear within immediate family does not translate to being well informed about eye healthcare, which suggests the need for eye health education in schools.

The variations in the times reported by the teachers to get to the nearest healthcare facility could be because of the fact that Lubombo region is a rural area, consisting mainly of scattered rural homesteads that are accessed by dusty gravel roads, whereas Hhohho is a more affluent urban region with a decent road infrastructure. It is therefore expected that they will take different times to reach these facilities, which may also be influenced by their socio-economic status and their access to and use of public or private transport. As most teachers had devices to access social and mainstream media, this can be useful in promoting healthcare and eye care messages for them to be well informed about children eye health.

Compared to other health disciplines, eye health programmes are not given a high priority according to the respondents. This agrees with the reports by Apple et al.17 and Abdullah et al.5 that in low-income countries, such as Swaziland, there is scarcity of eye healthcare workers, facilities, equipment and outreach programmes consequently leading to non-prioritisation of health programmes. If these services were available, they were mostly likely to be found in urban areas and offered curative services only. Ali et al.18 and Borrel et al.19 suggested introducing new programmes in impoverished areas to address the limited human resource and financial capacity. A similar approach to that used by Ali et al.18 and Borrel et al.19 could be adopted in Swaziland for child eye healthcare. Teachers indicated that health outreach activities, such as public health nursing, environmental and oral health, were almost non-existent. However, our study found that teachers who reported that they were well informed about eye health indicated having health activities such as vision screening and oral health in their schools at some point, suggesting that these activities were offered together. These activities were endorsed under the school health system and should be successfully implemented if the Swaziland children healthcare system is to improve. In addition, there is a need for vision screening programmes to be accompanied by eye health education and campaigns for effective spread of information and ensuring that teachers and children are well informed as all three activities cannot be separated. It is therefore suggested that the Swaziland government looks at creative methods of re-enacting and successfully implementing the school health programme to ensure that all relevant health services, including eye care, are provided. Re-defining the roles of the Education and Health Ministries will eliminate the belief of the school health programme as the responsibility of the Health Ministry’s only, and needs to include relevant stake holders and have access to adequate national budget allocations.

Children with visual impairment such as children with albinism are afforded the opportunity to attend mainstream schools in Swaziland. This could be because of lack of spaces for enrolling children in ‘special’ schools, as there is only one school for the blind and visually impaired. Children with visual impairment need to be enrolled in schools that are designed to cater to their unique needs. Enrolling disabled children in the so-called ‘mainstream schools’ may be detrimental and can further add to the stigma as some ‘abled-bodied’ children may tease them leading to social isolation and negative psychological effects. Gooding20 suggested that children with disabilities who were placed in ‘mainstream schools’ without the necessary support were more likely to drop out of school, including those who are visually impaired. It is therefore important to identify children with visual problems as early as possible so that parents can make appropriate choices for them, such as enrolling them in ‘suitable’ schools. It is therefore important to promote positive attitudes and beliefs in schools and communities towards interacting with visually impaired and blind children.

Teachers’ knowledge about eye care

A few teachers indicated knowing about ophthalmic nurses and opticians, while several teachers knew about optometrists. This is an unexpected finding, as ophthalmic nurses are often the point of contact in many developing countries (such as Swaziland), with few having optometrists and ophthalmologists.21,22,23 In a country with a weak eye health system, there is a need for teachers to be informed about the different eye health professionals, their lack of knowledge possibly being because of no instruction being provided during their teachers training, as well as the ineffectiveness of the school health programme. Awareness programmes about child eye health and available services, specifying the roles of the different eye care practitioners, could be conducted using the media and school health activities.

Teachers were aware of the existence of facilities for the blind, which will enable them to advise parents to send their children to the relevant school if they are either visually impaired or blind. Less than half (48.2%) of the teachers were aware of the special needs for albino children, with few reporting that they advised albino children to sit in front of the class and give them extra time to complete tasks. In addition, teachers felt that protection from the sunlight was more important than being visually corrected with spectacles. All these suggest that teachers do not have adequate knowledge about the needs of albino children. Furthermore, teachers who reported that they attended workshops were found to be less informed about eye health, suggesting a possible limited scope in these workshops or possibly not being conducted periodically to ensure that the teachers are kept well abreast of new information. These results were similar to that of teachers in Port Harcourt, Nigeria, which reported poor knowledge about childhood vision disorders, such as albinism, citing lack of training in their teaching curriculum.24 Therefore, teachers need to have adequate knowledge about holistic management of a child with albinism, including vision, environmental protection and classroom settings, which needs to be incorporated in their scope of undergraduate training. Providing continued support from eye health professionals for teachers and investing in eye health education in schools will ensure that more children with visual special needs are reached by eye health services to eliminate the barriers to learning.

A high number (79%) of teachers were knowledgeable about correcting REs, which may be because of the prioritisation of refractive services by government eye clinics. This could also indicate that spectacle correction is still the most common and preferred way of RE correction. Teachers who indicated being well informed and those who indicated not to be well informed about eye health reported that eye drops can be used to correct RE. This highlights that regardless of the RE being prioritised, many teachers remain uninformed compared to the high number who indicated being knowledgeable, suggesting the need to ensure that teachers are trained about eye health and the school health programme.

Unlike the situation in developing countries,24,25 vision screening before commencing schooling is not a requirement in Swaziland, possibly because of the ineffective school health programme and the lack of public sector eye clinics. Therefore, recommendations need be made to formulate eye health guidelines that include RE, as it has been shown that it is easily correctable with a pair of spectacles. This will also advocate for improving the teacher’s knowledge and identifying children with visual disorders in a classroom setting. Many teachers generally agreed that there was a lack of vision screening in schools, which results in children with visual problems being unidentified for timely referrals to appropriate care facilities. Gilbert and Foster26 further reiterated the importance of ongoing monitoring for those who have been given correction in the form of glasses or contact lenses. Very few schools had eye health professionals visiting them during the study period, indicating that vision screening was not prioritised, possibly because of the lack of human resources or relevant eye care policies. The lack of vision screening services results in a significant number of children without appropriate refractive correction and/or referrals to other eye care services. Partnerships between public–private involving non-governmental organisations (NGOs) and or mission faith-based services are necessary to strengthen intervention efforts as well as the referral system in school health programmes.

The teachers were also aware of the importance of adequate lighting in a classroom setting to enhance performance, with a significant number (21%) not being aware of difficulties encountered by visually impaired children. This points to the need for more emphasis to be placed on providing further education and training on rehabilitation services, with RE and vitamin A deficiency (VAD) reported to be among the most common causes of visual impairment in children particularly, in Africans.21,27,28,29 It is therefore encouraging to note that a significant number of teachers were aware of these serious sight-threatening conditions. These results could be because of the fact that REs usually present with symptoms that affect studying, and teachers are able to see their manifestations in class. As conditions such as onchocerciasis and trachoma have been completely eradicated in Swaziland, it is assumed that children who present with these conditions are less likely to be identified by the teachers and referred for further appropriate care and management. For example, those with RE can be referred to eye care professionals for spectacles and those with VAD can be referred to the local clinic for vaccinations or other vitamin A supplementation, as children usually receive vaccination against VAD at early age to prevent blindness.

Although the teachers’ curriculum in Swaziland emphasises general health issues of children, particularly in the psychology module, the majority (90.1%) were aware of the general signs and symptoms of eye conditions. However, the curriculum does not adequately address eye conditions and there needs to be teacher training and workshops to address these. Teacher training and knowledge of eye conditions showed that 17.5% of teachers have never heard of any of the eye conditions affecting children. Although the exact reasons for this observation are not immediately clear, it could be because of the fact that teacher training differs across the country. Those who indicated that they were well informed about eye health identified RE, congenital cataract and VAD as known conditions. These are priority conditions that cause visual impairment and blindness. Ideally, the curriculum for training should be expanded to cover all aspects of eye care affecting children.

The mainstream media, such as newspaper, radio and television, were the main sources from where teachers received information about children’s eye health. As suggested by Muller et al.,30 these media platforms play important roles in spreading information about health. Only 27% of the teachers indicated that they received information about child eye health from their training. There is therefore a need for continued workshops to keep them abreast of visual problems that children may experience in the classroom setting. Sudhan et al.31 highlighted ways in which workshops can be conducted for teachers and included: short-course sessions, distance learning utilising newsletters, recorded video lectures and manuals. Friends who are knowledgeable about eye conditions were also reported by some teachers to be a source of information about children’s eye conditions. It is noteworthy that health professionals were not reported as the main source of eye conditions by many teachers. These results highlight the lack of school screening conducted by health professionals in schools probably because of lack of human resources and not prioritising time to explain eye health conditions to parents. Therefore, teachers can be trained to conduct these important screenings in schools to identify children with visual problems. Korani et al.15 in India recommended that teachers be trained by eye health professionals about the visual conditions that children experience and the consequences of not managing them appropriately. Realistic involvement of the local public health or eye health facilities in planning for effective school eye health programme as an intervention strategy that is sustainable with referral protocols is warranted to achieve the desired results of teachers being eye health literate and accessible to children.

Eye health is not only about detecting signs and symptoms of eye conditions but also about engaging in best practices by offering proper advice and referral. Although referring children is not an economic burden to the teacher but to the parent, none of the teachers who indicated being well informed about eye health referred children to private optometrists’ but to public facilities to receive eye healthcare. This may suggest that many rely on public health facilities for general and eye health. Few teachers referred children to traditional healers, which is a positive finding, as it reduces the risk of children using traditional remedies, which can, and do, lead to blindness.32 Although many teachers indicated being informed about eye health, a significant percentage indicated inadequate knowledge about certain eye health conditions and their possible consequences. This statement is supported by the fact that they recommended sleeping or washing of the face to ‘get rid’ of an eye condition. A high proportion of teachers were unsure if children in their classes had squints or not. Squints are usually noticeable with a naked eye, and this finding could suggest that teachers were not aware of what a squint is and many children with this condition may be left undetected, resulting in amblyopia. Cooperation between the Ministries of Education and Health in curriculum development on the epidemiology of local eye conditions in children, adults and common condition in different age group need to be embedded in the school curriculum and school eye health programme, while referral system is essential.

The long period (over five years) taken by eye health professionals to visit schools means that those in need of urgent eye care or any other health-related issues may not receive appropriate healthcare or eye care timeously, particularly those in rural areas. The delayed visits by eye health professionals can be ameliorated by training of teachers as ‘vision screeners’. This training has been adopted in developing countries such as India and has proven to be helpful in reducing the workload of eye health professionals.15 A significant percentage of teachers indicated that there was an absence, or they were unsure of ophthalmic services in their areas. This could be because of the fact that qualified eye care personnel in the clinics where ophthalmic services are reported to be offered are not available or are occupied by community health workers. Teachers in schools without a clinic in the surrounding area reported to be well informed compared to those who had clinics. This highlights a lack of outreach programmes and spread of eye health information outside the clinic walls because of inadequate eye health personnel. Teachers reported that they had not encountered children dropping out of school because of visual problems, while others said that they did. This could indicate that they were not aware of the reasons for children dropping out, and that the school did not follow up on those who did not return.

Global initiatives on the prevention of visual impairment and blindness list REs as one of their priority conditions.33 However, our study showed that most teachers reported REs as not being a serious condition among children. This result confirms that although REs have been reported to be significant causes of vision impairment in children, global messages have not reached everyone in Africa.34

Many teachers were unsure of whether children should wear glasses or not, which implies that they may not reinforce wearing of glasses in children who need to wear them all the time. Perceptions about wearing glasses varied, with teachers differing in the opinions, believing that it will both negatively and positively impact on the children’s education, these results being similar to those reported by Wedner et al.34 Proper induction for teachers is important to change their perception about wearing glasses to enable them to teach children about the benefits of using them. Moreover, eye health education focused on parents or guardians and teachers’ communication on the use of spectacles by children is essential.

Teachers’ practices about eye care

Many teachers indicated that they advised parents to take their children for vision testing when they complained of headaches while looking at the board or when reading. This is good advice, as it will afford the children the opportunity to have comprehensive eye examinations. In ideal situations, referring children to school health services could be a better option. However, because of the current poor state of the school health programme, there are no successful school health services in Swaziland. School health programmes used successfully by many countries, such as South Africa, need to be adopted in Swaziland to ensure that they respond to the needs of the children. The limited number of optometrists in the country might attribute to this low number of spectacles wearers. The majority of teachers referred children to public facilities, which were accessed by the majority of the people in the study area. Therefore, it is important to improve coordination of the school health programme between partnerships and stakeholders both at national and regional levels. These partnerships can be extended to international partners to eliminate visual problems among children in the public education system.

The study has several limitations that must be acknowledged. Firstly, the study relied on responses from teacher’s knowledge and practices, while factors such as satisfaction with the services provided and preference for private or public eye services were not included. Secondly, the study focused on issues relating to service delivery from within the public health system without investigation beliefs and attitudes on access to eye health services. Thirdly, the sample of teachers may not be a representative of all Swaziland teachers’ views regarding children’s eye health knowledge and practices.

Conclusion

Lack of adequate knowledge about child eye health reported by some teachers is a cause for concern, while others demonstrated being informed, although it appears to be insufficient to address the broader issues of child eye health. Teachers need adequate training and understanding about eye health, including visual disability of children, to ensure that information is shared in a way that does not discriminate the child with disabilities during learning and in order to remove barriers in the teaching system.
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Appendix 1

Questionnaire for teachers.

[image: AVEH-80-613-T5.jpg]

Knowledge about eye care

12. Which of the following eye care professionals do you know?


	▭ Ophthalmic nurse

	▭ Optometrist

	▭ Optician

	▭ Ophthalmologist

	▭ All of the above

	▭ None of the above



13 In your training as a teacher, were you ever taught how to detect children with visual problems?


	▭ Yes

	▭ No

	▭ Unsure



14. Do you know any school for the blind and visual impairment in the country? 


	▭ Yes

	▭ No



15. Do you know about facilities for children with special needs, for example, albino child?


	▭ Yes

	▭ No

	▭ Unsure



16. If Yes, what do you do to assist these children?


	▭ Always wearing glasses

	▭ Well protected from sunlight

	▭ Give them extra time to complete class work

	▭ Sit in front of class



17. Are you aware of visual problems that an albino child presents with?


	▭ Yes

	▭ No



18. Do you think healthy eyes are important for performance in school? 


	▭ Strongly disagree

	▭ Disagree

	▭ Unsure

	▭ Agree

	▭ Strongly agree



19. The most common management or treatment of refractive error (short sighted, far sightedness or astigmatism) is:


	▭ Spectacles

	▭ Eye drops

	▭ Surgery

	▭ Other (please specify):________________________



20. Are you aware that lighting in the class room play an important part in visual performance of children?


	▭ Yes

	▭ No



21. Are you aware that children with vision problems cannot cope with academic work?


	▭ Yes

	▭ No



22. Do you attend workshops where you are taught how to teach children with vision problems?


	▭ Yes

	▭ No



23. Is eye screening lacking in your school? 


	▭ Strongly disagree

	▭ Disagree

	▭ Unsure

	▭ Agree

	▭ Strongly agree



24. Which of the following eye diseases and conditions do you know? 


	▭ Congenital cataract

	▭ Trachoma

	▭ Onchocerciasis

	▭ Vitamin A deficiency

	▭ Refractive error (short sighted and far sightedness)

	▭ All of the above

	▭ None of the above-mentioned diseases



25. Which is the condition that affects school children the most?


	▭ Congenital cataract

	▭ Trachoma

	▭ Onchocerciasis

	▭ Vitamin A deficiency

	▭ Refractive error (short sighted and far sightedness)

	▭ None of the mentioned diseases



26. Where did you learn about these conditions? 


	▭ Nurse

	▭ Doctor

	▭ Neighbours

	▭ Friends

	▭ Radio

	▭ Newspaper

	▭ TV

	▭ Other (please explain):________________________



27. Are there signs and symptoms that you as a teacher can pick up that indicates to you that the child may have visual problem? 


	▭ Yes

	▭ No



28. If Yes, what are these signs and symptoms? ( can mark more than one option)


	▭ Copying from friends notes

	▭ Red eyes

	▭ Persistent headache

	▭ Continuous eye rubbing

	▭ Squinting eyes

	▭ Making mistakes when taking down information

	▭ Closing or covering one eye

	▭ Holding a book close to the face

	▭ Losing his or her place while reading

	▭ All of the above



29. In your teaching experience have you ever seen children or child with vision problems?


	▭ Yes

	▭ No



30. If Yes, state what these problems were. 


	▭ 5 Squinting

	▭ 5 Closing or covering one eye

	▭ 5 Holding a book close to the face

	▭ 5 Losing his or her place while reading

	▭ 5 Other, specify_________________



31. What did you advice the child or parent to do? 


	▭ Go to the hospital

	▭ Go to the clinic

	▭ Wash face and go back to class

	▭ Sleeping

	▭ Use traditional medicine



32. Are there any children in your class who have a squint?


	▭ Yes

	▭ No

	▭ Unsure



33. If Yes, how many? 


	▭ less than 5

	▭ 5 to10

	▭ Greater than 10



34. Have eye health professionals ever visited your school?


	▭ Yes

	▭ No

	▭ Unsure



35. If Yes, when was the last time they visited?


	▭ Greater than 1 year

	▭ 2–4 years

	▭ More than 5 years



36. Which of the following eye health practitioners were present during the visit? 


	▭ Optometrist

	▭ Ophthalmic nurse

	▭ Ophthalmologist

	▭ General nurse

	▭ Other, specify__________________________



37. Does the area where the school is located have a clinic or health care facility?


	▭ Yes

	▭ No

	▭ Unsure



38. If Yes, does it offer eye care services?


	▭ Yes

	▭ No

	▭ Unsure



39. In your teaching experience do you know of any children who have had to drop out of school because of visual problems?


	▭ Yes

	▭ No

	▭ Unsure



40. Do you feel that you are well informed about eye health problems?


	▭ Yes

	▭ No

	▭ Unsure



41. In your opinion, how serious is the refractive error (short sighted and far sightedness) problem in school children?


	▭ Very serious

	▭ Somewhat serious

	▭ Not very serious



42. As a teacher, what is your view on children wearing glasses at school? 


	▭ Children get teased by their peers

	▭ It has an impact on their school performance

	▭ It has an impact on having good relationship with peers

	▭ Unsure



Practices about eye care

43. If a child complains of persistent headaches reading or looking at the board while in class as a teacher what do you do?


	▭ Advice parents to have the child’s vision tested

	▭ Inform the principal

	▭ Inform the school health services



44. If a child is not performing to his or her potential in school, do you consider vision as one of the contributing factors to child’s poor performance or achievements?


	▭ Yes

	▭ No



45. Are there any children in your class wearing glasses? 


	▭ Yes

	▭ No



46. If Yes, how many?


	▭ Less than 5

	▭ 5 to10

	▭ Greater than 10



47. Do you monitor children prescribed with glasses to ensure that they wear their glasses at all times while at school?


	▭ Yes

	▭ No



48. Where do you refer a child if you find out that he or she has visual problems?


	▭ Public hospital

	▭ Public clinic

	▭ Traditional healer

	▭ Private optometrist

	▭ Inform parent and leave it up to them to find a service provider

	▭ Never done that



Thank you for filling in the questionnaire
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problems.

Item Yes No
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If yes
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Squinting 81 25.4 - -
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Closing or covering one eye 27 85 - -

Other vision-related problems 13 4.1
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TABLE 1: General and demographic characteristics of teachers.

Item n %

General and demographic characteristics

Immediate relatives wore spectacles 125 514
Immediate relatives did not wear spectacles 107 442
Unsure whether relatives wore glasses or not 11 4.4
Children in immediate families born or went blind 33 136
Children in immediate families never born or went blind 203 835
Unsure whether children born or gone blind in immediate family 7 29
Time taken to get to nearest facility offering ophthalmic services

16-30 min 9% 395
More than an hour 53 218
31-60 min 49 202
15 min 45 185
Mode of transport to get to nearest facility offering ophthalmic services

Private cars % 395
Minibuses or taxis 6 272
Buses 43 17.7
Walked 36 148
Other modes of transport, such as trains 2 038





