Effect of poverty on eye health and implications for nursing practice
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Abstract:

Poverty is an increasingly global issue that affects the health and quality of life of many people. It predisposes to many health conditions, including sight loss or blindness as a result of the immune system becoming compromised. Blindness is common in areas of the world where there is extreme poverty. In the UK, poverty has become a major social issue, contributing to many health problems, including eye conditions. If not managed effectively, these conditions may result in sight loss. It is important for healthcare professionals to include psychosocial care as part of patient care, since poverty and sight loss are interrelated. Blindness caused by poverty is largely preventable, and health promotion has been recognised as an essential strategy in care management. Preventing blindness is one of the central aims of the Vision 2020: The Right to Sight strategy. Healthcare practitioners have an important role in the management and prevention of blindness. 
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Introduction:

Poverty is a major global issue which exists across all societies. Its effect of health is well established and multidimensional. People are thought to be living in poverty if “their income and resources are so inadequate as to preclude them from having a standard of living considered acceptable in the society in which they live” (European Commission 2004). Poverty can be classified as absolute or relative.
In absolute poverty, a person does not have the income needed to meet the minimum requirements for one or more basic living needs (food, safe drinking water or shelter) over an extended period of time. Living in absolute poverty is harmful and can endanger life. Relative poverty is when an individual’s resources are so far below the needs of the average individual or family that they are excluded from ordinary living patterns, customs and activities.  
Poverty can also be defined in terms of income inequality. This is when a person’s income is less than the average income by a certain amount. It is the ratio of people within a given age group whose income falls below the ‘poverty line’, which is half the median household income of the total population. [AQ: could a reference be provided for the definitions of absolute, relative and income inequality poverty?]
European Commission (2004) reports that the number of people affected by relative income poverty remains significant, with more than 55 million people or 15% of the EU population living at risk of poverty. There are gross inequalities in health between countries affecting life expectancy and quality of life which presents a challenge to the world (Marmot 2005, Wilkinson and Pickett 2009). The World Health Organization (WHO) (2004) reports that life expectancy at birth varies substantially, from 34 years in Sierra Leone to 81.9 years in Japan.
Poverty is an abstract concept, which is difficult to define (UN 2004). It has different meanings for different people due to its multidimensional indicators. Townsend (1979) states: “Poverty can be defined objectively and applied consistently only in terms of the concept of relative deprivation. Individuals, families and groups in the population can be said to be in poverty when they lack the resources to obtain the types of diet, participate in the activities and have the living conditions and amenities which are customary, or are at least widely encouraged or approved, in the societies to which they belong.” The Royal College of Nursing (2012) confirmed Sir Michael Marmot’s review of the inequality challenges in the UK. [AQ: what did it confirm?] It was emphasised that tackling health inequalities was a matter of social justice with real economic benefits and savings.
Blindness is associated with poverty and poor health (Gilbert et al 2008, Jaggernath et al 2014). Physical and visual health are both essential to maintain quality of life at all ages. An understanding of how poverty can be linked to eye conditions is important so that appropriate measures can be implemented to prevent blindness. Naidoo (2007) has identified a combination of factors causing blindness, such as poor nutrition [AQ: ok to change to malnutrition?], lack of sanitation, unsafe water supply, lack of education and limited access to healthcare services. This article discusses the impact of poverty on sight and quality of life. The role of healthcare professionals will be discussed with emphasis on health promotion and patient empowerment. 

Epidemiology and poverty indicators
In Europe there are many people living below the poverty line (Gooding 2006) [AQ: the reference cited here doesn’t mention the poverty line and Europe]. Morgan (2007) identifies wealth as a factor contributing to inequality in society. This has worsened over the past 40 years segregating towns into poor and rich areas in the UK (Joseph Rowntree Foundation (JRF) 2008) [AQ: can’t find this in the reference – it seems to be from this JRF 2007 report www.jrf.org.uk/report/poverty-and-wealth-across-britain-1968-2005. Is it ok to change and add to the references section?]. In the UK, fewer people are classified as ‘extremely poor’ compared to two decades ago [AQ: this phrasing may have to be changed as the reference itself is from 9 years ago]; however, the number of people living in ‘breadline poverty’ is increasing (Morgan 2007). The UK Government clamping down on the benefit system has led to ‘benefit erosion’, which has worsened many families’ livelihood resulting in deeper poverty (JRF 2008). Many people experiencing poverty suffer from ill health, social exclusion and psychological consequences affecting their quality of life and well-being (Fahmy et al 2012). 
According to Gooding (2006) poverty relates to income or consumption. A person is considered to be living in poverty if their income is below the poverty line, or if their consumption is below a stipulated minimum. The global Multidimensional Poverty Index (MPI) (Oxford Poverty and Human Development Initiative (OPHI) 2014) is shown in Table 1.

Table 1. Global Multidimensional Poverty Index and deprivation indicators
	Dimensions
	Indicators of Poverty
	Deprivation Indicators

	Health
	Nutrition
	Severe under nourishment of any adult or any child.

	
	Child mortality
	 2 or more children have died in the household. 

	Education
	Years of schooling
	No household member has completed at least one year of schooling.

	
	Child school attendance
	No child is attending school up to the age at which they should finish class 6.

	Living Standard
	Improved sanitation
	The household has a lack of or no facility.

	
	Safe drinking water
	The household does not have access to safe drinking water. Availability of safe water is more than a 45-minute walk. 

	
	Electricity
	The household has no electricity.

	
	Cooking fuel
	The household cooks with dung or wood. 

	
	Flooring
	The household has a soiled, sand, or dung floor.

	
	Assets
	The household has no assets, for example a radio or mobile phone. 


(Oxford Poverty and Human Development Initiative 2014)

[AQ: the deprivation indicators section in Table 1 show the more extreme version – would it be ok to change to non-extreme version? www.ophi.org.uk/the-dimensions-indicators-deprivation-thresholds-and-weights-of-the-mpi/]
The poverty indicators featured in the global MPI assess poverty at an individual level. If a person is deprived in a third or more of the ten indicators, they will be classified as ‘MPI poor’. Some people living in poverty are in crowded accommodation with no water facilities, lack of sanitation, low ventilation, inadequate lighting and no heating facilities. As a result, they can feel insecure, vulnerable and without a voice in decision making. They can also lack access to health, literacy, education and money (Gooding 2006). 

The United Nations (UN) (2000) included eradicating extreme poverty and hunger in its Millennium Development Goals. 
It is projected that more than three billion people live in financial poverty worldwide (Mitra et al 2011), and in the developing world nine out of ten people are living in poverty (Jaggernath et al 2014). In the UK, the number of people living in poverty has increased over the last decade, despite unemployment falling by 300,000 during 2013-2014 [AQ: reference?]. Figure 1 shows the categories of people living in poverty.
Figure 1:  Categories of people in poverty in the UK 
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Source: Maclnnes et al (2014) Monitoring Poverty JRF Report. [AQ: unable to find this information in this reference]
People living in poverty in the UK experience significant financial hardship, and around a quarter of people have a low standard of living (ESRC 2013). Additionally, many people including asylum seekers are living in destitution in the UK and have limited or no access to housing or benefits and some have no right to work (PAFRAS 2012). They may develop ill health, which affects their life goals and this may worsen their poverty (Popivker et al 2010). 

The association between poverty and eye conditions
People living in poverty are prone to health problems, which may affect their sight. Naidoo (2007) identified that severe poverty has considerable implications for blindness and eye conditions, which are avoidable. Over 90% of people with vision impairments worldwide live in underdeveloped [AQ: prefer to use underdeveloped or developing? For consistency] countries and 75% of blindness is preventable and curable (Jaggernath 2014). The causes of blindness in these countries are directly linked to poverty, and include starvation, malnutrition, and limited access to health education, water and sanitation [AQ: reference?]. Gilbert et al (2008) maintain that the prevalence of blindness due to avoidable causes is higher in countries with low socio-economic status. The prevalence of visual impairments is shown in Table 2.  

Table 2. People affected by visual impairments

	Visual impairments
	Worldwide
	United Kingdom 

	Blind
	37 million
	360,000

	Low vision/partially sighted
	124 million
	1,640,000

	Total
	161 million
	2 million


International Millennium Goals Vision 2020 and RNIB 2013 
Poverty and eye complications are interrelated (Jaggernath et al 2014). In extreme poverty many children die within a year of developing blindness, and under-five mortality rates are an indicator of vitamin A deficiency in children Sommer (2012). The ageing population and people from black and minority ethnic communities are at greater risk of sight loss due to poverty [AQ: please provide a reference for this statement]. Many adults with learning disabilities living in poverty are 10 times more likely to be blind or partially sighted than the general population [AQ: reference?]. The Royal National Institute of Blind People (RNIB) (2013) estimates that there will be four million people living with sight loss by 2050, most of which will be resulting from poverty. 
Poverty and eye conditions are linked in a cycle; poverty may be both a cause and consequence of eye conditions and sight loss (Gooding 2006, Kuper et al 2008). If eye conditions are treated and sight is restored, access to employment would improve, thus increasing self-esteem, life skills, resilience and resistance to ill health. Jaggernath et al (2014) stated that the person with restored eyesight would become independent [AQ: unable to find this in the reference cited]. Visual problems that remain unresolved [AQ: ok to change to untreated?] will cause many people to experience greater poverty, becoming unable to work and increasing their dependence on others (Popivker et al 2010). 

Cataracts, conjunctivitis, dry eyes, trachoma, corneal ulcerations and retinal complications can occur as a result of poverty, and these conditions may cause blindness if untreated (Dandona and Dandona (2001). Gilbert et al (2008) observed that malnutrition damages the photoreceptors of macula and affects sight. Gooding (2006) stated that visual impairment and blindness are significant eye health conditions, which add to the causes of disability. RNIB (2013) confirms a link between sight loss and poor health; two-thirds of the registered blind and partially sighted people of working-age are not in paid employment and live in poverty.

A healthy person is more likely to have healthy eyes (Duke-Elder, cited in Ariel 2005). Ariel (2005) stated that the eye is predisposed to complications and blindness from poor nutrition.  Eye conditions related to poverty tend to be chronic and effect the individual's quality of life (Jaggernath et al 2014). Table 3 shows examples of eye conditions associated with poverty and their effect on quality of life. In the examples shown, healthy eating is essential [AQ: ok to add to maintain eye health?].
Table 3:  Eye conditions associated with poverty and their effects
	Eye problems
	Signs and symptoms 
	Impact on quality of life 
	Management of care

	Dry eyes 
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	· Soreness.

· Gritty sensation.

· Redness. 

· Burning sensation.

· Blurred vision. 

· Itchiness.
· Ocular discomfort.
	· Susceptibility to eye infection.

· Ocular discomfort.

· Social embarrassment. 

· Social isolation. 

· Depression. 
	· Refer to an eye clinic.

· Investigate the cause.

· Prescribe artificial tear drops.

· Treat any underlying factors such as malnutrition.

	Eye infections, for example conjunctivitis 
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	· Redness.

· Itchiness. 

· Tears.

· Burning sensation.

· Purulent discharge.

· Crusts.

· Blurred vision.

· Sensitivity to light.
	· Irritability.

· Discomfort.

· Social isolation.

· Can infect others.
	· Refer to a general practitioner or a specialist.

· Remove contact lenses. 

· Keep eyes clean.

· Maintain hand hygiene.

· Apply eye drops as prescribed.

· Use sunglasses. 

	Corneal ulceration
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	· Redness.

· Pain.

· Discharge.

· Blurred vision.

· Tears. 

· Swollen eyelids.

· White spot on the cornea.
	· Irritability.

· Discomfort. 

· Social embarrassment. 

· Inability to drive. 

· Intolerance of light, which may affect computer use and reading. 
	· Refer to specialist.

· Remove contact lenses. 

· Antibiotic eye drops. 

· Cycloplegic eye drop. 

· Follow up care.



	Cataracts 
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	· Reduced vision.

· Night glare. 

· Colour disturbances. 

· Eye floaters.

· Uniocular diplopia.
	· Affects ability to read, write and watch television.

· Social isolation, 

· Depression, 

· Restricted mobility.

· Reduced self-esteem and independence. 

· Higher risk of falls. 
	· Refer to specialist for surgical management.

· Continue with prescribed drop instillation.

· Follow-up care in an eye clinic to monitor progress after four weeks.

· Refraction for glasses.

	Macular degeneration
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	· Loss of central visual acuity.

· Distortion of images or prints. 

· Loss of colour contrast.
	· Unable to read and write.

· Social isolation. 

· Depression. 
	· Protect eyes from the sun.

· Balanced diet. 

· Avoid smoking. 
· Low vision aid support. 
· Visual rehabilitation.

	Refractive errors 
[image: image7.jpg]



	· Blurred vision.

· Double vision.

· Lazy eye.
· Social embarrassment. 

· Loss of depth of vision. 
	· Unable to see clearly in classroom.
· Socially disadvantaged, 

· Bullied in school. 

· Social exclusion. 

· Depression. 

· Risk of falls. 

· Not engaging in school activities.
	· Refer children to ophthalmologist urgently to rule out serious intraocular complications by the GP.

· Refer children and adults to the optometrist for corrective glasses.

· Follow up care by orthoptist/optometrist for all children to ensure optimization of good vision.  

	 Retinal complication  
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	· Night blindness, 

· Falls, 

· Eye injuries. 

· Poor macular function.
· Colour disturbance, 

· Inability to read in dim light.
	· Unable to go out at night.

· Social deprivation.

· Increased risk of fall and accidents.
· Depression. 
	· Refer to ophthalmologist.

· Investigate cause.
· Assess refraction.
· Avoid smoking and alcohol. 
· Avoid excess sunlight.
· Follow up care.


(Kanski 2007, Kanski and Bowling 2013, Seewoodhary and Awelewa 2014)
[AQ: section on refractive errors refers primarily to children. Would it be possible to adapt to apply to adults?]
Importance of nutrition for ocular health

Eating a healthy diet rich in fruit and vegetables can help to maintain eye health and to prevent eye conditions. A balanced diet is essential for general health and good vision (Ariel 2005, RNIB 2013). Nutrition plays an important role in preventing eye conditions such as dry eyes, cataracts and eye infections. Good nutrition, nutritional supplements, micronutrients and antioxidants are essential in maintaining ocular health and good vision, as summarised in Table 4.
 Table 4. Nutrients, their benefits and eye complications due to deficiency
	Nutrients
	 Sources
	Benefits to eye health
	Eye conditions due to nutrition deficiency 

	Vitamin A 

	· Milk.
· Cheese. 

· Butter.
· Eggs.
· Carrots. 

· Apricots. 

· Mangoes.
· Red peppers. 

· Spinach.
· Sweet potatoes.
	· Boosts immune system.

· Prevents or fights eye infection.

· Maintains visual function e.g. Photoreceptors of cones, rods to function effectively, which improve day or night vision.

· Antioxidant property to protect lens and macula. 

· Maintains healthy conjunctiva. 
· Maintain healthy tears and protects against infection.

· Helps lacrimal gland tears production. 


	· Recurrent conjunctivitis.
· Night blindness.  

· Cataract.

· Macular degeneration. 

· Dry eyes. 

· Corneal ulceration.

	Vitamin C 
	· Citrus fruits.

· Soft fruits.

· Vegetables.
	· Essential for lens and corneal clarity. 

· Antiviral, antibacterial and antifungal properties help to fight pathogens.

· Helps healing process following eye trauma.
	· Cataracts.

· Poor corneal healing and ulceration. 

· Conjunctivitis.

· Delayed wound healing.

	Vitamin E 

	· Vegetable oil. 

· Nuts.
· Fruits.
· Fish. 

· Eggs.
	· Essential for macular function.

· Protects photoreceptors.

· Improves blood flow to eye.

· Essential for extra-ocular muscle function.

· Antioxidant property boosts immune system.
	· Macular degeneration. 

· Colour disturbance. 

· Reduce blood flow to retina.  

· Dry eyes.

	Vitamin B

	· Cereals.

· Bread. 
· Egg. 

· Liver. 
· Fish.

· Wheat germ. 
· Bananas. 
· Meat.

· Oranges. 
· Lentils. 
· Beans.

· Vegetables. 
	· Lens and corneal metabolism.

· Protects blood vessels. 

· Optic nerve function.

· Extra ocular muscles function.
	· Cataracts. 

· Optic nerve degeneration.

· Colour disturbance.

· Corneal vascularization.

· Diplopia.

	Minerals, such as zinc, selenium

	· Seedy foods. 
· Red meat.

· Seafood.

· Maize.

· Cereals. 
· Pumpkin seeds.

· Liver.

· Berries. 
· Pineapples. 

· Leafy vegetables.
	· Zinc boosts immune system

· Selenium supports the immune system.

· Maintains healthy orbital bones and nerves.

· Activates enzymes in eyes such as carbonic anhydrase.
	· Macular degeneration. 

· Poor retinal function. 

· Conjunctivitis.

· Optic nerve damage. 


Adapted from Ariel (2005)

In economic poverty, people may not eat healthily or may starve resulting in nutritional deficiency, causing various avoidable eye problems. Additionally, smoking and alcohol consumption is more common in poor people (Ariel 2005, Gilbert et al 2008). Oxidative stress is inevitable in such circumstances (Masli and Vega 2011). It causes the release of oxygen radicals, which have the potential to damage healthy cells and tissues by oxidation. Poverty exacerbates the process of oxidative stress and the eye is predisposed to oxidative damage e.g. cataracts and macular degeneration and corneal ulceration (Ariel 2005, Gilbert et al 2008). Good health and nutrition are associated with a healthy immune system. However, in poverty the immune system becomes severely compromised and the eyes become vulnerable to disease and blindness (Masli and Vega 2011).  

The effect of sight loss on quality of life

People with visual impairment living in poverty experience a poorer quality of life and are restricted in participating in daily activities (Kuper 2011 and Richman et al 2010). Good vision is important in a person's development and how they interacts with others in society (Jaggernath et al 2014). Poor vision restricts a person’s ability to carry out activities of living and their independence (Lamoureux et al 2009). Therefore, a person may experience loss of dignity, respect and social relationships. If there were co-morbidities [AQ: could an example be provided here?], the person would be more predisposed to depression, distress and sometimes dementia in cases of older people. As well as social deprivation, the person may experience hardship through unemployment. People who provide support to a visually impaired family member may suffer or sink into deeper poverty in some parts of the world (Keeffe et al 2009). Children serving as care givers would be deprived of educational opportunities, which may affect their future. Blindness can have a great deal of emotional and psychological consequences in peoples' lives (Awan et al 2011). Financial stability and improved physical and eye health will improve an individual's quality of life.  

Vision 2020 global initiative
Vision 2020: The Right to Sight is a global initiative [AQ: ok to add from WHO / IAPB?] which aims to eliminate avoidable world blindness by the year 2020. It focuses on three main objectives: 

· Raising awareness of the causes of avoidable blindness and potential solutions.

· Allocation of global resources to prevent blindness.

· Facilitation of the planning, development and implementation of the three core strategies of Vision 2020 (Table 5).

     Table 5:  Core Strategies of Vision 2020
	Core Strategies
	Objectives

	1. Disease control
	To control and treat the major causes of blindness

	2. Care of human resource development
	Training of specialists and other related eye care personnel

	3. Infrastructure and appropriate technology development
	Assist to improve infrastructure and technology to make eye care more available and accessible


Vision 2020 (WHO / IAPB 1999)
The Right to Sight is a global campaign to eliminate preventable blindness by 2020 for all groups of people (RNIB 2013). This initiative provides hope for poor people who are predisposed to eye complications and blindness. This will promote and enhance the quality of life of people who would have otherwise suffered enormously. 
Nursing Implications and Health Promotion Strategies
Nurses are an integral part of healthcare services and should be able to make decisions for effective and efficient healthcare delivery. They must maintain privacy, dignity, be impartial and non-judgmental at all times (NMC 2015). Nurses should adopt a structured, patient-centred care approach, which includes patient assessment, planning, implementation and evaluation of the care provided. Marmot (2005) advocated that policy makers should be involved in reducing health inequalities to improve health and quality of life. The nurse must maintain accurate record keeping (Drury et al 2014). The nurse must note that the patient is likely to experience co-morbidities, which may affect the eyes and their general well-being. For example, undernourishment may result in dry eyes and general weakness (Seewoodhary and Awelewa, 2014). An ophthalmic assessment must include a thorough systematic eye examination to identify the nature of the eye problems (Seewoodhary 2009). Following assessment the nurse makes a clinical judgment and refers the patient to the ophthalmologist for further evaluation and management. 
A health promotion model guides healthcare professionals to provide best evidence-based practice to benefit patient care. Tannahill’s Model of Health Promotion (2009) has been widely used and consists of three overlapping spheres to empower patients (Figure 2).
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Figure 2. Tannahill’s Model of Health Promotion (2009)
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The overlapping spheres are: (a) health education, (b) health prevention and (c) health protection. The three spheres are interrelated and contribute to maintaining health; thus, empowering patients and significant others.

(a) Health education 
Health education involves providing relevant health information to engage the patients in their own recovery (Naidoo and Wills 2000). This aim of health education is to empower the individual whose sight is affected by poverty and malnourishment. Patients with cataracts, dry eyes, eye infections and other eye conditions would benefit from a one-to-one discussion [AQ: with healthcare professionals?] (Hardy 2009). Posters, teaching leaflets and educational videos are examples of sharing health information. For example, the practitioner will demonstrate the instillation of eye drops technique and the patient will practise under supervision (Watkinson and Seewoodhary 2008). Pharmacists can educate patients with conjunctivitis, blepharitis or dry eyes about eye drop or ointment instillation and ocular hygiene. Pharmacists could also decide when to refer a patient to a doctor.

(b) Health prevention
This focuses on the prevention of complications after an eye condition has been diagnosed. Four foci identified are:

1. Prevention of occurrence e.g. to prevent eye infections or dry eyes by educating the patient and their carers (Tannahill 2009).

2. Prevention of avoidable consequences. For example, a patient with dry eyes must be referred to an ophthalmologist for management and follow-up care (Tornquist 2012).

3. Prevention of avoidable complications of an established disease, for example recurrent conjunctivitis. This requires medical treatment to prevent corneal ulcerations and corneal involvement (Riordan-Eva and Whitcher 2008).

4. Prevention of the occurrence of a disorder, for example cataract formation caused by poor nutrition (Ariel 2005). The patient must be informed about the importance of a healthy diet in the prevention of cataract.

(c) Health Protection
Health protection focuses on policies, rules and regulations by applying legal and fiscal controls [AQ: such as?]. For example, when managing refractive errors in young children, the optometrist has a key role to play in the initial assessment and management of eye conditions. [AQ: it is unclear which policies and regulations this relates to. Is it a policy / a legal requirement for children to be referred in these situations?] The GP would refer the child for visual screening to an optometrist or ophthalmologist in order to detect the cause of the refractive error or poor vision (RNIB 2013). Those patients who are living in poverty and who are also illiterate may find health information overwhelming (Morgan 2007). The healthcare practitioner must assess the patients existing knowledge so that the health information given can be tailor-made and individualised. Dignity and respect must be maintained when delivering health promotion (NMC 2015). 

Applied psychosocial theory
Poverty is associated with a range of psychosocial issues such as depression, lack of motivation, suicidal thoughts and family problems especially when sight is impaired (Williamson and Seewoodhary 2013). When eye conditions are linked to poverty, healthcare professionals should observe the patient for signs of distress. A non-judgmental approach should be used and referral should be made to the appropriate agency [AQ: what would the appropriate agency be?] if necessary. In cases where psychosocial care is compromised a ‘vicious cycle’ may arise. For example, the patient may go into deeper poverty if no action is taken. 

Eye conditions caused by poverty tend to be chronic and can affect the patient's psychological wellbeing. As a result, the patient may not adhere to eyelid hygiene measures and treatment regimins, and they may not attend clinical appointments (Drury et al 2014). 
[Head]

The transtheoretical model of behaviour change (Prochaska and DiClemente 1986, cited in Drury et al 2014) is applicable for patients with eye conditions living in poverty. This model provides a foundation for self-management, patient involvement and acceptance of their eye conditions. Supporting self-management involves educating patients about their condition and treatment, as well as motivating patients to improve their self-care (DeSilva 2011). The transtheoretical model describes behaviour change as an event [AQ: ok to change to a process?] that happens over time. Healthcare professionals involved in direct patient care should have knowledge and understanding of this theory to provide effective individualised care and improve patient experiences. The model identifies five stages of change (Table 6), and encourages patients to explore ambivalence to change to facilitate progress and reduce resistance to changing behaviours. These stages and the corresponding behaviour changes are shown in table 6.
Table 6: The transtheoretical model of behaviour change and action plan
	Stages of behaviour change
	Action plan

	Pre-contemplation stage: The patient is not ready or willing to learn and they are not intending to take action. They are unaware that their behaviour needs changing.
	A one-to-one conversation with the patient will be beneficial to educate and to raise awareness.

	Contemplation stage: The patient is willing to learn and is beginning to recognise that their behaviour needs changing and they need to start initiating action.
	Create a positive environment and involve the patient in the health promotion activities/events. 

	Preparation stage: The patient is ready to take action. 
	Provide positive reinforcement and involve the patient in decision making by taking small steps at a time.

	Action stage: The patient has made specific modifications in the health behaviour or demonstrates healthy behaviour.
	Plan follow-up care and explain the compliance to treatment adhering to control of infection. 

	Maintenance and termination stage: The patient is able to sustain action and is working to prevent relapse and not go back to any harmful habits. The patient has the full understanding of care strategies.
	Confirm that the patient has understood the health information given relating to regular optometry and follow-up visits and about living a healthier lifestyle. 


Source: Adapted from [AQ: does this table come from this source or is it cited in Drury et al 2014? Please add Prochaska and DiClemente (1986) to the references section if it is from this source]
Psychosocial care is an essential part of health promotion and health counselling. A health promotion model is an effective way to address the patient's health care needs and to ensure patient understanding of their care management in order to achieve their ultimate health potential (WHO 2010). It helps empower the patient to improve their self-efficacy and motivation. Effective health promotion strategies will result in a change of behaviour and promote concordance to treatment regime.  
Conclusion 
It is essential to reduce social and health inequalities from a global perspective by involving policy makers nationally and globally. Poverty can have a detrimental effect on health and sight and this can affect quality of life. The Vision 2020 strategy offers hope and optimism in eliminating [AQ: avoidable?] world blindness. Health practitioners have an important role in the care of patients with eye conditions which may cause sight loss. They may experience challenges when caring for patients who experience poverty. Patients with sight loss are vulnerable, and therefore it is important to ensure their dignity and respect are maintained. Many eye complications are preventable, thus the role of health practitioners is important in the early detection, prevention and management of eye conditions. Sight loss is a tragedy that can be prevented and health promotion helps to empower patients to self-manage their own care and to increase their self-efficacy. Poverty could be considered as a threat to sight loss and the collaborative efforts by the multidisciplinary team is essential in eliminating world blindness.
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