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Table 2 Change in use of traditional eye medicines (TEM) in patients with corneal
disease presenting to Chikwawa District Hospital

No reporting TEM use (%)

Odds ratio (95%

Post-intervention Pre-intervention confidence interval)

Residence:

Nearby residents 12 (40.0)* 22 (31.0)*

Distant residents 18 (60.0) 49 (69.0) 1.5 (0.6,3.9)
Number of days since first symptom:

<7 3 (10.0) 7(9.9) 1.0t

7-20 10 (33.3) 18 (25.4) 1.3 (0.2,8.2)

21+ 17 (56.7) 49 (64.8) 0.8 (0.2,4.5)
Laterality of corneal disease:

Bilateral 3 (10.0) 22 (31.0)

Unilateral 27 (90.0) 49 (69.0) 0.3 (0.1, 1.0)}
Western medicines used before presentation:

Reported 15 (50.0) 54 (77.1)

Not reported 15 (50.0) 16 (22.9) 0.3 (0.1, 0.8)f
Visual acuity in the affected eye:

= 6/18 11 (39.3) 18 (25.5) 1.0

6/18-3/60 11 (39.3) 21 (30.0) 0.9 (0.3,2.8)

< 3/60 6 (21.4) 31 (44.3) 0.3 (0.1, 1.1)
* Nearby residents are from Kasisi and Katunga. Distant residents are from the remaining sub-
districts.
1 Reference group.

1 Statistical significance at p < 0.05.

Table 3 Visual acuity (affected eye) in patients with corneal disease presenting to
Chikwawa District Hospital during the post-intervention period

Post-intervention visual acuity

= 6/18 <6/18 Odds ratio
No (%) No (%) (95% CI)
Residence:
Nearby resident 33  (60.0) 11 (344
Distant resident 22 (40.0) 21 (65.6) 2.9 (1.1,7.9)%
Age:
< 50 years 47 (85.4) 21 (65.6)
50+ years 8 (14.6) 11 (34.4) 3.1 (1.0,9.9)
Number of days since first symptom:
<7 23 (41.8) 3 (9.4 1.0
7-20 21 (38.2) 14 (43.8) 0.2 (0.0, 0.9)*
21+ 11 (20.0) 15 (46.9) 0.1 (0.0, 0.4)***
Mean days (SD) 28.1 (29.7) 13.6 (16.3)*
Western medicines used before presentation:
Reported 8 (14.5) 11 (34.4)
Not reported 47 (85.5) 21 (65.6) 0.3 (0.1, 1.0)
Traditional eye medicine used reported:
Not reported 43 (79.6) 13 (43.3)
Reported 11 (20.4) 17 (56.7) 5.1 (1.7, 15.4)***

Statistical significance at * p < 0.05, *** p < 0.001.

+ Reference group.

use of TEM the mean number of days to pre-
sentation decreased slightly from 33 days
(standard deviation (SD) 28.5) to 31 (SD
27.3) days. Among patients not reporting
TEM use the mean number of days to presen-
tation increased slightly from 11 (16.1) days to
13 (17.7) days. Overall, 19/79 (24.1%) patients
in the first 6 months of the post-intervention
period presented within 1 week of symptoms;
this increased to 50% (9/18) in the last 6
months of this period, after one more training
session had been given. There was no similar
finding within the pre-intervention period.

Among patients who reported receiving
TEM (visiting a healer), blindness in the
affected eye decreased from 44.3% (31/70) to
21.4% (6/28) (p<0.05) (Table 2). Among cor-
neal disease patients who did not report
visiting a healer, blindness in the affected eye
increased from 9.7% to 16.1%.

In both the pre- and post-intervention
periods factors associated with poor vision
(<6/18 in the affected eye) by univariate analy-
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sis were age, subdistrict of residence (proxy for
distance to hospital), delay in presentation, and
use of TEM (Table 3 shows post-intervention
only). Logistic regression analysis revealed that
reported use of TEM was associated with poor
vision in both the pre-intervention period
(odds ratio (OR) 4.1, 95% confidence interval
(CI) 1.8, 9.2) and the post-intervention period
(OR 4.7, 95% CI 1.6, 13.7). Furthermore,
regardless of TEM use, patients living distant
from the hospital had a 3.5-fold risk (95% CI
1.2, 9.9) of having poor vision.

Discussion

The potential for having African traditional
healers involved in prevention of blindness
activities has not been evaluated. The interest
by healers in Chikwawa District in our training
programme suggested to us that healers could
have a positive role in blindness prevention. We
recorded an 80% increase in patient self-
presentation for cataract surgery after the
initiation of training.” Much criticism of
African healers is focused on their application
of caustic substances to the eye. We sought to
change this behaviour while encouraging them
to continue other non-harmful eye practices
and refer patients to the ophthalmic medical
assistant. It was not feasible to observe the
actual practices of healers; we chose, instead, to
measure the final outcome: severity of corneal
disease and vision loss among patients present-
ing to the district hospital. It is probably the
most useful criterion for national prevention of
blindness programmes to measure success of
training, as it indicates what changes are
possible by a relatively simple and inexpensive
approach.

There are limitations to interpretation of our
findings. The change in the pattern of corneal
disease and associated vision loss in Chikwawa
District reflect social and economic factors in
the district as well as the programme with the
healers. We detected a decrease in the use of
Western eye medicines (before presentation at
the district hospital); this is probably due to the
fact that these products were less available in
the health centres and their unavailability may
explain a decrease in use of health centres for
primary eye care. A consequence of this is the
increased use of traditional healers as first
treatment sources and direct presentation at
the district hospital.

Our healer training programme only reached
about 240 healers of the estimated 1200
healers in the district. Many patients enrolled
in the post-intervention period were treated by
healers who were not involved in the pro-
gramme; we did not have the capacity to deter-
mine which patients were treated by which
healer. In some cases, however patients
brought ‘referral letters’ from a healer. Not all
of the participating healers agreed with all
tenets of the programme; in particular, a few
healers continue to maintain that traditional
eyedrops are beneficial and do not refer their
patients to the district hospital when recom-
mended.

We did not find a significant reduction in the
delay in presentation; the loss of forms (in the
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post) from the last 5 months of the post-
intervention period was unfortunate, although
there was no selection related to the loss. The
trend to a decrease in the length of delay (espe-
cially in the last 6 months) suggests that
multiple courses may be crucial in changing
behaviours. Single (one time only) meetings
with healers are unlikely to result in much
change in practice. Prolonged delay continues
to be found among patients living more distant
from the district hospital and a 1 to 2 week
delay may continue to be common among
patients who seek care from healers or health
centres before presentation at the district
hospital.

Most encouraging was the decrease in the
severity of the corneal disease as reflected by
the decrease in blindness, visual disability, and
bilateral disease. Of particular note is the
significant decrease (from 44% to 21%) in
blindness among patients who reported using
TEM and the significant reduction in the pro-
portion of patients with bilateral corneal
disease. This change may have resulted from
more direct referral of patients by healers to the
district hospital before vision deteriorated sub-
stantially or decreased use of traditional
eyedrops. Healers were instructed in a simple
assessment of vision and many have com-
mented on its usefulness in patient assessment.

The behaviour of eye disease patients who
did not come to the district hospital cannot be
measured. As there were no community based
eye care efforts during pre- and post-
intervention periods, we suspect that the train-
ing is responsible for most of the changes seen.
Throughout the programme, healers in subdis-
trict Ngabu (most distant from Chikwawa and
comprising 34% of the district’s total popula-
tion) reported that many of the patients they
referred refused to go to the district hospital
because of the distance. Distance continues to
be a barrier to the reduction of corneal disease
related vision loss. It is unlikely that the trans-
portation infrastructure will improve substan-
tially over the next decade; eye care services
must expand beyond the district hospital.
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Staffing in the district (and throughout sub-
Saharan Africa) is insufficient, far below
recommended levels."

The continued contribution of TEM to poor
vision, regardless of age and distance, suggests
that further educational efforts with healers are
required. There is ample evidence that collabo-
rative efforts with healers must be viewed as a
long term programme rather than a short series
of training sessions. '' ' Although community
based education of the general population
might appear to be another approach to reduc-
ing the impact of TEM, the cost associated
with education of the general population is
high. Continued collaboration with traditional
healers is necessary and programme activities
should be integrated into all ophthalmic medi-
cal assistant training programmes.
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