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Purpose: Many ocular conditions that lead to blindness or visual impairment are preventable or treatable with early diagnosis and
timely access to eye care. However, individuals in low-income areas often encounter significant barriers. This study assessed eye care
management strategies and facility availability for patients in the uMgungundlovu district.

Methods: A cross-sectional, descriptive, quantitative, and retrospective study was conducted using an online questionnaire and record
card reviews to assess management strategies in selected public eye care facilities in uMgungundlovu from January to December 2022.
Cluster sampling across 27 facilities was employed. Data were analyzed with the Statistical Package for the Social Sciences (SPSS),
with descriptive statistics presented in graphs and tables. Significant differences in optometrist prescribing patterns were identified,
with a p-value of less than 0.05 considered statistically significant.

Results: A total of 1397 record cards were reviewed from seven facilities. Most patients received spectacles (n =741, 53%), but 12.5%
(n=174) took six months or longer to receive them, and 12% (n = 167) did not receive them at all. Primary facilities occasionally supplied
eye drops, requiring referrals to secondary hospitals for ongoing treatment. Statistically significant differences in optometrist prescribing
patterns were found for spectacles (p = 0.039) and pharmaceutical treatments (p <0.001) between primary and secondary care levels. Six
out of seven representatives (85.7%) indicated that facilities lacked adequate ophthalmic equipment and qualified professionals. None of
the facilities conducted data analysis, resulting in insufficient evidence-based information for planning.

Conclusion: The district faces healthcare access and management gaps. With 84% of the population relying on public services,
a comprehensive eye care model (CEC) is essential for equitable access.
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Introduction
Eye care is a vital aspect of universal health coverage and is crucial for delivering Integrated People-Centered Eye Care
(IPEC) services. These services should be coordinated across various levels of care, focus on individuals throughout their
life course, and offer a comprehensive range of treatments.' To ensure accessibility to eye care, it is essential to
implement multiple strategies that consider the complexities of different settings.” The Comprehensive Eye Care
Model (CEC) aims to provide accessible and affordable eye care services, focusing on prevention, treatment, and
rehabilitation for various conditions.’ It entails eye health promotion, disease diagnosis, and equitable service provision
across diverse populations, regardless of complexity or cost.®

Globally, only about 36% and 17% of individuals with distance vision impairment due to refractive errors (RE) and
cataracts, respectively, have access to the appropriate interventions.* Over 90% of those with visual impairment suffer
from preventable or treatable conditions, despite the availability of highly cost-effective interventions such as cataract
surgery and corrective spectacles in many countries,” highlighting the need for early detection and effective treatments to

prevent avoidable blindness. Blindness and visual impairment (VI) in low- and middle-income countries, particularly in
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sub-Saharan Africa, are often attributed to low optometry-to-patient ratios. Over 90% of optometrists work in the private
sector, serving only 16% of the population, which leaves the public sector struggling to meet demand. Factors such as
uncorrected refractive errors, limited resources, inadequate facilities, and restricted access to eye care contribute to high
rates of VL. In low-income areas, distance vision impairment is four times more common, and more than 80% of near
vision issues remain unaddressed® Rural regions are especially impacted by the shortage of eye care practitioners,
resulting in increased preventable vision loss.

In South Africa, 0.9% of the population experiences vision impairment and blindness, with 84% relying on the public
health sector. However, inadequate access to affordable services remains a significant barrier to comprehensive eye care for
all.” Furthermore, accessibility and affordability significantly impact the use of ophthalmic services, particularly in low-
income countries.® The effects of these factors are evident in South Africa, where indigenous populations face barriers to
accessing eye care services due to limited facilities in rural areas, long waiting times, and a general ignorance about eye
health.® Gordon et al'® found that individuals with greater financial means are more likely to live within 10 kilometres of eye
care facilities, whereas poorer communities often reside much farther away. This distance, coupled with travel costs and time
constraints, reduces health service utilization among disadvantaged groups. These findings underscore the urgent need for
cost-effective outreach eye care models to ensure equitable access to eye care services, particularly in underserved commu-
nities where a larger number of individuals are likely to report visual impairment (VI) disabilities.""

The province of KwaZulu-Natal is reported to have the highest prevalence of vision loss in South Africa at 17.6%, yet it
faces significant challenges in resource allocation for comprehensive eye care. Eye care facilities struggle to provide
spectacles and essential medications, resulting in treatment delays that can worsen the prognosis of eye diseases.'? The
uneven distribution of eye health professionals, particularly in the public sector, insufficient program evaluations, and long
waiting times for cataract surgeries exacerbate the situation. Furthermore, the public health sector is experiencing a notable
exodus of eye health practitioners due to inadequate resources that hinder the provision of comprehensive care while
managing large patient populations.'? The uMgungundlovu district, mainly rural, has a limited number of optometrists who
are concentrated in urban areas, leading to long waiting periods of over a month for patients seeking eye health services.
Additionally, the limited number of optometrists employed in the district, who are expected to provide outreach services to
improve access for a significant population dependent on public eye health services, complicates the ability to conduct
thorough and consistent program evaluations for future planning. Anecdotal evidence suggests that there is a lack of optical
devices and medications, inadequate infrastructure, and a significant lack of data on commonly prevalent ocular conditions,
along with supply chain delays, negatively impacting patient outcomes. To address these challenges, it is essential to align
the eye health workforce planning with the epidemiology of eye diseases and assess the availability of resources, such as
equipment necessary for the examination, diagnosis, and management of prevalent conditions within the uMgungundlovu
district for effective patient care in the uMgungundlovu district.'* Consequently, this study seeks to identify the availability
of eye care facilities and services as well as the strategies, practices, and methods employed in managing ocular conditions
in the uMgungundlovu district of KwaZulu-Natal Province, South Africa.

Methods
Study Design

Study design is illustrated in Figure 1.

Setting

The study was conducted at seven selected public facilities providing eye care services within the uMgungundlovu health district.
This district is one of eleven in KwaZulu-Natal, situated in the Midlands, and caters to approximately 10% of the population in
the province.'” The district encompasses seven municipalities: Msunduzi, Mpofana, Mshwati, Impendle, Mkhambathini,
Umgeni, and Richmond, with Msunduzi being the only municipality characterized by an urban profile. Figure 2 shows the
map of the uMgungundlovu district, the distribution of optometrists, and the population in each municipality.

384 https: Clinical Optometry 2025:17



Mosololi et al

Availability of eye care services
and management strategies for

ocular conditions in the
uMgungundlovu district,
KwaZulu-Natal

Availability of eye care
services

Management strategies for
ocular conditions

Cross sectional descriptive and
quantitative study

Cross sectional,retrospective
quantitative study

Optometrists at selected
facilities completed a self
administered online
questionnaire

Review of cards at selected
facilities from January 1 to
December 31

Figure | The flow diagram illustrating the study design.

Study Population

A total of six optometrists in the uMgungundlovu district provide eye care services in hospitals and visit Community Health
Care Centers (CHCs) and clinics. In line with the availability of eye care services, the study population included all eye clinic
managers who were optometrists, or all optometrists nominated as representatives in each selected facility for completing
clinical facility assessment questionnaire. All representatives (7) from selected facilities completed the questionnaire.

For management strategies, the population consisted of medical records from patients at selected eye clinics (7) in
public sector facilities within the uMgungundlovu district, covering the period from January 1, 2022, to December 31,
2022. Cluster sampling was performed across 27 eye care facilities, followed by random sampling of medical records.
The population was categorized into four clusters, with one facility sampled from each of the first three clusters: regional
and tertiary hospitals, district hospitals, and community health clinics. One clinic per municipality was selected from
a total of 20, resulting in four clinics (PHC). The sample size was calculated using Slovin’s formula [n =N/ (1 + Ne?)],
where n represents the samples, N indicates the total population, and e denotes the error tolerance (0.05). The estimated
sample size was 1394 medical records. Well-completed records were chosen through a randomized systematic sampling
method, formulated as k = N/n, where k is the systematic interval, N is the population size, and n is the sample size.
Sample sizes varied by category: for tertiary hospitals, every 9th record was selected; for district hospitals, every 4th
record was chosen; and all completed cards were included for the primary level. In total, 1397 cards were reviewed.
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Figure 2 The map of the uMgungundlovu district.

Data Collection
An online piloted questionnaire was distributed by Email and WhatsApp only to selected participants to collect the
requisite data on the availability of eye care services within the public sector in the district. The questionnaire used

closed-ended questions and was adapted from existing literature,'®!”

contextualised and verified by two supervisors. It
had 11 sections: general Information, available human resources for eye health, facility structure, general daily duties,
statistics, available services, clinical duties, equipment, administrative procedures, utilities, and challenges encountered
by optometrists at the workplace. It was then piloted on three participants in KZN working outside the uMgungundlovu
health district to ensure the clarity and relevance of the questions and was adjusted accordingly. The questionnaire was
password-protected, and participants were requested to give consent before participating and not to share any details of
the study. Medical records of patients were used to gather data on the management strategies used in the district. The
researcher reviewed the patient records of all individuals who presented at the selected public eye care facilities from
January to December 2022. The medical records of patients were screened for completeness, and only qualifying medical
files were included in the selection criteria. The information was entered into the data sheet created based on previous

studies'*'®!° and confirmed by two expert supervisors.

Data Analysis

Data was captured in Microsoft Excel 365 and exported to the Statistical Package for the Social Sciences (SPSS), version
29, for analysis. Descriptive statistics, including frequencies, percentages, and average values, were calculated. Data is
presented in the form of graphs and tables. Significant differences in optometrist prescribing patterns were determined
using an independent samples #-test, and the p-value < 0.05 was considered significant.

Ethical Considerations

Ethical clearance to conduct the study was obtained from the School of Health Care Sciences Research Committee (SREC) and
then from the Faculty of Health Sciences for postgraduate standards and ethical guidance (PROPOSAL NO: FHDC2023/52),
and Turfloop Research Ethics Committee (TREC) (TREC/1745/2023:PG) at the University of Limpopo. Permission to conduct
the study was requested from the KZN Department of Health, under the Directorate of Health Research and Knowledge
Management (NHRD Ref: KZ 202402 008), uMgungundlovu Health District, and facility managers.
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Results

A 100% response rate from all the selected public eye care facility managers or representative personnel was achieved.
Table 1 shows the population served, geographic location of the selected eye care public facilities, and their level of care.
Out of the seven eye care facilities, five were rural-based, including four primary eye care clinics and one district
hospital. The average population served by the selected facilities is 698,903 (65.5%) of the population in the
uMgungundlovu district (Stats SA 2022).

Five facilities (71.4%), all at the primary level of care, had no stationed eye care professionals and received eye care
services from a visiting optometrist who provided services twice a month. At the secondary level, one (14.3%) selected
hospital had only one stationed ophthalmic nurse and a visiting optometrist who visited the hospital four times a month.
At the tertiary level of care (14.3%), there were four stationed ophthalmologists, two ophthalmic medical officers, one
optometrist, and four ophthalmic nurses.

Table 2 shows the required, available, and gaps in HReH categories in relation to WHO’s VISION 2020 minimum
staff requirements for the 698,903-population served by the seven selected facilities. The rates for optometrists and
ophthalmic nurses are 1.43 and 8.58, respectively, showing a shortage of 2 (66.67%) optometrists and (n=2) and 1
(14.29%) ophthalmic nurse.

Table 3 provides an overview of the availability and functionality of equipment at each selected facility, in accordance
with the minimum requirements and additional recommendations set by the HPCSA. Six (85.7%) of the facilities did not
have refraction equipment and no ophthalmic equipment audits were conducted. Four facilities (57.1%) did not have
specific consultation rooms for eye care services. Two clinics, Bambanani and Embo, had non-functioning equipment and
an absence of equipment, respectively.

Table | Population Served, Geographic Location of Selected Facilities, and Their
Level of Care

Facility Area Population | Geographic Location | Level of Care
Greys hospital 450,000(64.39%) Urban Tertiary
Bambanani clinic 3722(0.53%) Rural Primary
Ndaleni clinic 70,000(10.01%) Rural Primary

Embo clinic 7800(1.12%) Rural Primary
Sondelani clinic 10,800(1.55%) Rural Primary
Bruntville clinic 38,103(5.45%) Rural Primary
Appelsbosch hospital | 118478(16.95%) Rural Secondary
Total 698,903(100%)

Table 2 HReH Ideal Rates for Low and High-Income Regions in Relation to the WHO, VISION 2020

Human Resource Personnel Ideal Rate per Ideal Rate for a Available Shortage Actual Rate per
| Million Population 698,903 Population I Million Population
in Seven Facilities

Ophthalmologist 4 3 4 (133.33%) 0 5.72
Ophthalmic medical officer 10 7 2 (28.57%) 5 (71.43%) 2.86
Optometrists 4 3 | (33.33%) 2 (66.67%) 1.43
Ophthalmic nurses 10 7 6 (85.71%) I (14.29%) 8.58
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Table 3 Equipment Availability and Functionality for Eye Care Services as Guided by the HPCSA

Facility Refraction Visual Acuity Slit Lamp, Tonometer, OoCT PD Rulers, Prism
Equipment Testing Equipment | Ophthalmoscope, Amsler Bars, Occluders
Greys hospital Available and Available and Available and functional Available but Available and
functional functional nonfunctional functional
Bambanani clinic Not available Available and Only an ophthalmoscope is Not available Not available
functional Available, but it is nonfunctional
Ndaleni clinic Not available Available and Only an ophthalmoscope is available | Not available Not available
functional and functional
Embo clinic Not available Not available Not available Not available Not available
Sondelani clinic Not available Not available Only an ophthalmoscope is available | Not available Not available
and functional
Bruntville CHC Not available Not available Only an ophthalmoscope is available | Not available Not available
and functional

Abbreviations: OCT, optic coherence tomography; HPCSA, Health Professions Council Of South Africa.

Representatives from all the facilities indicated that there were no equipment audits or maintenance. All facilities
lacked a dispensing room specifically for eye care services. The gathered information in all the selected eye care facilities
has not been analyzed despite the availability of registers. Ophthalmic nurses are responsible for filling registers in
district (Appelsbosch) and tertiary (Greys) hospitals, while general nurses are tasked with this responsibility at primary
level eye care facilities. Out of the seven facilities, only Grey’s Hospital is reported to be receiving reports from
management for planning eye care services and stores eye clinic headcount statistics, as shown in Table 4. Table 4
provides an overview of record keeping and the utilization of information at each facility, in accordance with the policies

set by the district health management information system (DHMIS).

Table 4 Record Keeping and Information Use at Eye Care Facilities per DHMIS

Greys Appelsbosch | Bruntville | Bambanani | Sondelani | Embo Ndaleni
Hospital Hospital CHC Clinic Clinic Clinic Clinic
Who is responsible for filling the Ophthalmic | Ophthalmic General General General General | General
register nurses nurses nurses nurses nurses nurses nurses
Are there instructions for filling the Yes No No No No No Yes
register?
Who do you submit the registration to? | Just keep it | Just keep it Just keep it | Just keep it Just keep it | Just Just keep
keep it it
Who analyses data from the register? No analysis | No analysis No analysis | No analysis No analysis | No No
analysis analysis
Do you receive information from No No No No No No No
analyzed data?
How do you use the received N/A N/A N/A N/A N/A N/A N/A
information from the analyzed data
How do you get usable information for | Reports No info No info No info No info No info | No info
planning from management?

(Continued)
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Table 4 (Continued).

Greys Appelsbosch | Bruntville | Bambanani | Sondelani | Embo Ndaleni
Hospital Hospital CHC Clinic Clinic Clinic Clinic
Do you have periodic reports Yes Yes Yes Yes Yes Yes Yes
generated by eye clinic staff?
How do you store records? Register & Register Register Register Register Register | Register
reports
Do you keep eye clinic headcount Yes No No No No No No
statistics?
Do you keep the spectacles issued/ No Yes Yes Yes Yes Yes Yes
required statistics?
Do you keep the pharmaceutical No No No No No No No
treatment issued statistics?

Abbreviations: Info, information; N/A, not applicable; DHMIS, district health management information system policy.

Participants indicated that diabetes and hypertension screening, pediatric vision screening, and routine eye tests for patients
with chronic conditions were provided at all levels of care. Contact lens fitting services were only available at the tertiary level
of care (Grey’s Hospital, 14.3%), while low vision services were not offered at any of the selected levels of facilities.

In a review of 1397 patient records from selected facilities in 2022, a notable 57% (801 patients) were seeking care
for their initial eye examination. Conversely, 43% (596 patients) had previously undergone eye tests. Among those
returning for follow-up examinations, more than half, specifically 375 patients, received care at the tertiary level, while
the remaining 221 patients were treated at both primary and secondary care levels.

Among the patients undergoing their first eye exam, the majority were adults aged 40 years and older, making up 39%
of the total, which equates to 538 individuals. This was followed by younger adults aged 19 to 39 years, who represented
10%, totaling 135 individuals. Children aged 6 to 18 years accounted for 8% of the patients, with 116 participants, while
the smallest segment was the age group of 0 to 5 years, which constituted just 0.9% of the total, equating to 12 children.
The time interval between the current and previous eye tests is illustrated in Figure 3, with 154 (11%) patients presenting
in 0—6 months, and a few in 37 months or more.

Time interval of eye examination

% of patients

0-6 MONTHS ~ 7-12MONTHS 13-18 MONTHS 19-24 MONTHS 25-36 MONTHS 37 AND MORE
MONTHS

Time frame in months

Figure 3 The time interval between the current and previous eye test.
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Refractive errors and cataracts were reported as the most prevalent conditions among patients at all selected facilities.
Chart reviews indicated that 786 patients (55%) were diagnosed with refractive errors, while 279 patients (20%) had cataracts.
Conjunctival disorders were also frequently observed, particularly in six facilities—five at the primary level and one at the
secondary level of care—where 251 patients (18%) were diagnosed with this condition. Additionally, glaucoma was
a common presenting condition at one tertiary care facility, with chart reviews showing that 84 patients (6%) were diagnosed
with it. To manage these conditions, spectacles and pharmaceutical treatment were the most used (n=741, 53%) and (n=508,
38%) management strategies, respectively for refractive error and conjunctival disorders. Nine hundred and seventy-eight
(70%) received the recommended management, while 167 (12%) did not. One hundred and seventy-four (12.5%) had to wait
up to six months or more to receive their recommended spectacles. The study found significant differences in the prescribing
practices of optometrists between primary and secondary levels of care. In primary care settings, the prescription of spectacles
differed significantly, with a p-value of 0.039. In contrast, the prescribing of pharmaceutical treatments showed an even greater
significance, with a p-value of less than 0.001. Tables 5 and 6 present additional findings on the ocular conditions, management
strategies employed in the district, and funding allocation for spectacles, as well as strategies for accessing eye medication
during stockouts in selected facilities, respectively.

Figure 4 shows referral strategies for patients presenting to selected eye care facilities. Of the 377 referrals, referring to an
ophthalmologist (n=240) and to a secondary hospital for pharmaceutical treatment (n=78) were the most common referrals.

Table 5 Diagnosis and Management Strategies Utilised in the Selected Eye Care Facilities

Diagnosis
Ocular condition Refractive error | Conjunctival disorders | Cataract Retinal disorders | Glaucoma | Other
768(55%) 251(18%) 279(20%) 168 (12%) 84(6%) 251(18%)
Management
Management regimen | Spectacles Pharmaceutical Surgery Patient education | Lid Referred | Other
hygiene
741(53%) 508(38%) 182(13%) 154(11%) 56(4%) 377 42(3%)
(27%)
Time interval between consultation and receiving spectacles and/or pharmaceutical treatment
Management regimen | day Less than a month | [-3 months 4-5 6 months and
months more
Spectacles 8(0,6%) 49(3,5%) 196(14,1%) 147 174(12,5%)
(9,8%)
Pharmaceutical 471(33,7%) 37(2,6%) 0 0 0

Notes: Other: monitor (n=8), cold/warm compressors (n=34).

Table 6 Funding Allocation for Spectacles and Strategies for Accessing Eye Medication During Stockouts

Spectacles funding Greys Appelsbosch | Bruntville Embo Bambanani Sondelani Ndaleni
Available | Available Depends on | Depends on | Depends on | Depends on | Depends on
the Mother | the Mother the Mother the Mother the Mother
Hospital Hospital Hospital Hospital Hospital
Options for getting eye Patients Use the pink Use the pink | Refer the Refer the Refer the Refer the
drops when there are advised to card to order | card to order | patient to the | patient to the | patient to the | patient to the
stockouts at facilities buy mother mother mother mother
privately hospital hospital hospital hospital

390 https: Clinical Optometry 2025:17



Mosololi et al

Referrals

W Pharmaceutical treatment to
secondary hospital

m Opthalmologist

m General practitioner general
m Nurse occupational therapist
M Low vision

m Contact lens

Figure 4 Referral strategies for patients presenting to selected eye care facilities.

Participants from Greys Hospital, Appelsbosch Hospital, and Bruntville Clinic (42.86%) indicated staff shortages and
increased workload. Only 4 (57.14%) primary eye care facilities reported experiencing a shortage of medication or no
medication and having difficulties dispensing medication due to pharmacists refusing to dispense prescriptions, even
though prescriptions are within the scope of optometry practice, as shown in Table 7.

Discussion

The selected eye care facilities represent 5 of the 7 municipalities in the uMgungundlovu district, highlighting the
availability and services offered, including the management strategies utilized for patients. The findings from selected
facilities reveal gaps in the availability of eye care services in the different levels of care and different geographic
locations in the district. This has a negative impact as it limits access to basic eye care services for the communities

served. Literature®®>!

indicated that despite having eye care facilities distributed in different geographic locations,
accessibility remains a concern, especially in rural areas due to poor road infrastructure and limited transportation,
which hinders access to clinics and limits mobility, particularly for older patients residing in rural communities. With the
uMgungundlovu district being primarily rural, the experiences of patients accessing eye care services may be similar in
the current study. Although eye care services are seldom provided on weekly basis as outreach to rural-based facilities,
there is a need to improve service provision by availing human and working resources. This may be regarded as an
improvement as the focus is on rural based clinics. This is in contrast to findings by Maake and Moodley'® who found
that most optometrists in the public sector primarily catered to urban and semi-urban communities. The difference may
be due to the geographic distribution of eye care facilities in KwaZulu-Natal.

Availability does not translate to automatic access as other factors may contribute to the inadequate use of eye care
facilities such as lack of workforce and equipment. Only a tertiary facility situated in an urban area is adequately
equipped in terms of working and human resources. This shows the continued disparity in eye care service provision at
different levels of care and geographic distribution, attributable to the skewness of deployment of eye health care
facilities. These findings align with reports from other low and middle-income countries*'** Similar to the current study
findings, Elam et al> emphasized that the lack of stationed optometrists and ophthalmologists in under-resourced areas
delays appropriate interventions, ultimately leading to poor prognosis. Furthermore, the reliance of optometry services in
the district at primary and secondary levels of care while these are provided on a limited schedule, is also a cause for

123

concern. Thompson et al*~ cite that when eye services are provided on a limited schedule, it leads to delayed care,

particularly for patients requiring more consistent management or follow-up, resulting in inconsistent and unreliable eye
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Table 7 Reported Difficulties Experienced by Optometrists at Selected Eye Care Facilities

Facility Staff Shortage Shortage/no Difficulty Dispensing Long Waiting Inadequate/ | Underpaid/ No No Funding/ Delays in
and Increased Medication Medication Times for No No Rural Career | Insufficient Patients
Workload at Clinics (Pharmacists Refuse) Patients to be Equipment Allowance Pathing | Funding for Receiving

Seen Spectacles Spectacles

Greys Yes No No No No No Yes No No

hospital

Bambanani No Yes Yes No Yes No No Yes Yes

clinic

Ndaleni clinic | No Yes Yes No Yes Yes No Yes Yes

Embo clinic No Yes Yes No Yes No No Yes Yes

Sondelani No Yes Yes No Yes Yes No Yes Yes

clinic

Bruntville Yes No No Yes Yes No No Yes Yes

CHC

Appelsbosch | Yes No No Yes Yes No No Yes Yes

hospital
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care for the population. These findings highlight the need for the uMgungundlovu district, supported by the Department
of Health in the province, to invest in stationed eye care professionals, working resources, and improvement of
infrastructure across various geographic locations to ensure accessible and available eye health for all. Furthermore,
the district needs to accelerate the frequency of visits beyond twice a month to ensure timely and adequate care.

Based on the WHO recommended human resources rates for ophthalmic medical officers, ophthalmic nurses and
optometrists, the district has not met these targets to serve the district population and characterized by skewness in
distribution. Similarly, Hansraj et al,* indicated that the expansion of the scope of practice for optometrists to include
therapeutics is a significant development in eye care, particularly in South Africa, where the ratio of ophthalmologists to
optometrists and ophthalmic nurses is 1:4:3, respectively, indicating a greater reliance on optometrists as primary eye
care providers. This expansion is beneficial in eye care as it will ensure more comprehensive eye care services, reducing
referrals to ophthalmologists and patients receiving timely care at their local clinics.?* Other reports by Xulu-Kasaba'?
and Buthelezi and Van Staden' in South Africa highlighted the lack of human resources as a common inhibitor of
providing effective and efficient eye care services in KZN. The vulnerability in staff shortages, particularly in rural-based
eye care clinics, results in patients not receiving timely care, furthermore highlighting the limited or absence of outreach
programmes to communities for visual screening that is helpful for early detection and treatment of ocular conditions'?
According to WHO (2019), it is recommended that PEC be included in PHC for improved accessibility. Other authors
have raised concerns that there seems to be no alignment in the placement of optometrists as they are regarded as primary
health professionals.'® Their deployment in the district is only at the tertiary level, while the secondary and primary
levels remain without any, which prevents early detection and appropriate intervention. Mzyece et al*> in Zimbabwe
reported similar challenges as those indicated in the current study for the district, whereby the push outweighs the pull
risk factors. These included staff shortages leading to being overburdened with work, and the lack of career advancement
opportunities, as well as satisfactory compensation. These also affect the referral protocols that patients should follow in
seeking intervention. The recruitment of eye care professionals can be achieved by availing incentives such as rural
allowance. It is also important for the district to invest in training existing health care staff at clinics and CHCs to equip
them with basic eye care knowledge that will help in managing minor eye conditions and ensuring timely referrals.

Buthelezi and Van Staden in KZN'? Sukati et al,'® in Swaziland, and Nkoana et al'” in Limpopo, have highlighted
that the lack of resources, such as space and equipment, negatively affects the quality of eye care services provided in
support of the current study findings. In addition, where equipment is available, there is a lack of maintenance plans for
the longevity of equipment and the provision of quality eye care service to the population. These findings on the lack of
equipment at primary and secondary levels in the district are not peculiar to rural-based eye care facilities, as reported by
previous reports, particularly in the African continent with similar resource allocation.”® In such circumstances, patients
are denied early diagnosis of ocular conditions, resulting in unnecessary referrals to higher levels of care. Other patients
may be misdiagnosed or underdiagnosed from the lack of equipment in the district eye care facilities which is consistent
with a report by Nkoana et al.'” The investment on the basic equipment required for patient assessment and maintenance
is paramount in improving eye care service provision in the district.

Despite the availability of statistics in all the eye care facilities, reports generated at tertiary level, this crucial
information is barely analysed and utilized for planning purposes in the district. It is also worth noting that where
analysis is reported to be taking place, it is for spectacles only. This highlights that the focus is on refractive services,
while not prioritising other ocular conditions for planning purposes. In addition, the tool used for documenting stats is not
comprehensive enough to provide a true reflection. Some other challenges are brought by the poor planning and
budgetary constraints, common in low and middle-income countries. The non-comprehensive reporting tool used for
eye care services does not give a true reflection of the services offered by ophthalmic staff in the district. This needs to be
harmonised to improve data management by including indicators for reporting, analysis of data, and having online
interactive storage that will ensure patients do not get duplicate management, especially with optical devices, as they
sometimes consult at different facilities in the district.'” Nalebe et al’” suggest that progress capacity planning at the
governance level is hindered by the inaccurate or incomplete information captured in eye health facilities.
Comprehensive health information regarding eye care services is vital for planning, epidemiological monitoring, and
evaluating health plans aimed at reducing preventable blindness and for evidence-based policy development.
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Of concern, is the lack of provision of low vision and contact lens services, while the province where the district is
located, has a reported VI prevalence of 17.6%. The main possible attributing factors are the lack of equipment and
human resources to cater for these services in the current study, consistent with reports by Sukati et al.'"® With 90% of
visually impaired individuals living in low to middle-income countries and a significant number of patients presenting to
the public sector with keratoconus, the lack of these services results in late diagnosis and management of the conditions,
resulting in preventable blindness®®*’ Managing these conditions involves referrals to tertiary facilities, which increases
backlog and waiting times at these institutions.>® Furthermore, despite healthcare services being free in the public
sector’! there are still costs related to transportation and lost opportunities, as some of these patients must pay transport
fees to access these facilities and wait for services, resulting in lost productivity and income for those who are working.

There is a notable distinction between individuals seeking eye care for the first time and those who are returning for

follow-up appointments. Jolley et al*?

highlight that past limitations in access to or awareness of eye care services have
resulted in an increase in first-time visits, which aligns with the findings of the current study.
Furthermore, a notable decline in the age of first-time patients has been observed at these facilities. Supporting these

observations, Barman et al®?

noted that older adults are more likely to attend eye examinations due to an increase in age-related
visual impairments, which may drive their motivation to seek care. Conversely, a concerning finding® highlighted a low
presentation rate among children, attributed to their inability to articulate vision problems and the failure of those around them
such as teachers and parents to recognize these issues®* This situation hampers early detection and prevention in this age
group, underscoring the urgent need for improved health education among both children and their parents regarding the
importance of regular eye examinations, even in the absence of visible symptoms. Such education is crucial to encourage more
individuals to seek preventive care and ensure equitable attendance among both adults and children.

The majority of returning patients were seen at the tertiary level, indicating that those attending follow-up tests predominantly
had more complex conditions that required the specialized services available at this level. In contrast, the lower rate of returning
patients at primary and secondary care levels may suggest that these facilities are inadequate for managing a comprehensive
range of eye conditions. Furthermore, Jolley et al*> highlight that past limitations in access to or awareness of eye care services
have resulted in an increase in first-time visits, which aligns with the findings of the current study.

According to Lam et al the severity of the ocular conditions significantly impacts the duration between the most
recent eye examination and the preceding one.> In this study, most patients returned for follow-up visits within 012
months, highlighting the complexity inherent in their conditions. However, some patients demonstrated poor adherence
to follow-up appointments, returning for their visits after 25 months or more. This timeframe is significantly longer than
the standard schedule for routine eye examinations, a finding that aligns with the results reported by Zeng et al.*¢

The current study highlights that most patients were diagnosed with refractive errors (RE) and cataracts, aligning with
previous research that identifies these conditions as leading causes of global visual impairment. While these conditions
were managed through spectacles and surgical interventions, inconsistencies and delays in the provision of spectacles
stemmed from budget constraints and limited funding for eye care services. Some patients received their spectacles
within a timeframe of 3 to 12 months, while a noteworthy proportion did not receive spectacles at all. This indicates that
patients, while waiting, endure difficulties negatively affecting their quality of life, which aligns with previous
studies.'*?” In 2018, the Department of Health issued a circular that ceased payment for spectacles and optical devices
in public facilities in KZN, and these were classified as medical devices. This move aligned with the global initiative to
promote universal eye health coverage, ensuring accessible and affordable eye care services, however, this has not been
achieved due to inadequate budget allocation for eye health in the district for spectacles and medication. This highlights
the need for advocacy to increase funding, address delays in spectacle procurement, and invest in basic ophthalmic
equipment in the district to ensure quality care.

In contrast to the findings presented in the WHO’s report, conjunctival disorders emerge as the third most prevalent
ocular condition in the uMgungundlovu district. This observation aligns with research conducted in various African
countries, which similarly underscores the significance of conjunctival disorders within the broader context of eye health
in these populations.’® The preferred management strategies for these conditions were pharmaceutical treatment;
however, the medication stockouts led to unwarranted referrals for pharmaceutical management, which were attributed
to the lack of eye medications in the primary level clinics, highlighting the challenges in providing accessible and
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affordable eye care services, especially in rural areas. This is consistent with previous reports that raised concerns about
the importance of addressing medication shortages in facilities to improve eye care services.>*** Besides lack of funding,
Lee et al*! cited ineffective communication also leading to medication stock outs in eye care clinics, suggesting the
inclusion of this aspect in addressing unwarranted shortages. This is usually a costly exercise and places a financial
burden on low-income individuals, as some were expected to purchase medication in the private sector. Enforcing
adherence and periodic reviews of standard operating procedures for the procurement and availing of medications as per
the standard guidelines for the different levels of care is crucial for the improvement of eye care services in the district.
This also needs to be prioritised to enable full scope of practice for optometrists with therapeutic privileges.

Conclusion

A majority of selected facilities (85.7%) did not have enough stationed human resources or adequate equipment to
diagnose ocular diseases. These facilities relied on visiting optometrists for the provision of eye care services; however,
working space in some facilities posed an issue. Despite the availability of data for planning in the form of registers and
reports, this information was not analyzed, and there was no management information providing a baseline for planning
eye care service provision. Furthermore, spectacles and pharmaceutical treatments were the most commonly used
management strategies in the district; however, some patients experienced delays in receiving recommended manage-
ment, or sometimes they did not receive management at all due to budget constraints and drug stockouts, resulting in
unnecessary referrals. Investment in proper planning, informed by evidence-based reports, is essential for the appropriate
implementation of comprehensive eye care in the district. This will require proper governance, political will, and the
involvement of relevant stakeholders in eye care, along with adequate budget allocations for success.

The primary limitation of this study was its brief timeframe. The authors suggest that future research should extend over
multiple years to more effectively identify long-term patterns, monitor changes in ocular conditions, and assess treatment
outcomes. Moreover, this broader approach would facilitate a more accurate evaluation of the availability of eye care services
over time, including instances when essential equipment was either unavailable or present but non-functional.
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