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ABSTRACT 

This thesis investigates three different aspects of glaucoma awareness 

using both quantitative and qualitative methods.  

 

Patient Awareness:  

This qualitative study looked at patients perceptions of glaucoma. 

Participants (N=28) reported low levels of awareness of glaucoma prior to 

their diagnosis and assumed that symptoms were the ‘normal’ 

deterioration of eyesight. As symptoms have a gradual onset, participants 

had learnt to cope with diminishing sight ability.  Findings suggested 

health promotion a priority to increase public awareness of the existence 

and symptoms of glaucoma among those at high risk. 

 

Current public awareness:  

This study looked to document public awareness and knowledge of 

glaucoma. 

 

The study used health knowledge questionnaires in three different 

populations:  

1. nationally representative sample of 1009 people 

2. telephone Interviews – 500 Isle of Wight, 226 Ealing 

3. face-to-face interviews – 300 Ealing 

 

Between 71-93% of those interviewed by telephone had heard of 

glaucoma. However, only 23% of those interviewed face-to-face in Ealing 

reported having heard of glaucoma. We found a relatively high level of 
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awareness and knowledge of glaucoma in the general UK population but 

identified at least one pocket of poor knowledge in a specific sub-

population.  

 

Can we change awareness?   

This study investigated whether a public health campaign could increase 

awareness and change help-seeking behaviour with respect to ocular 

health with residents in Southall, Ealing aged 60+. The health knowledge 

questionnaire from the previous study was used to assess the campaign.  

 

The health campaign comprised of four components.  

1. Television 

2. Local Press 

3. Local Radio 

4. Places of worship 

 

The results showed a significant increase in the number of people who 

had heard of Glaucoma rising from 22% to 53%. Before the intervention 

most people had heard about glaucoma from their GP, friend or relative. 

After intervention the majority (69%) had heard of glaucoma from the 

radio. 

 

This study showed a significant increase in awareness from using 

different kinds of media and showed radio to be the most effective in the 
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target community.  Although the campaign raised awareness it did not 

show a change in help seeking behaviour. 
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1.0 HEALTH  

_______________________________________ 

 

1.1 Introduction 

 

This chapter will look at different models of health promotion and 

education, including health awareness and some of the previous work 

carried out in this field.  

 

1.2 Definition 

 

Health – “Health is a state of complete physical, mental and social well-

being and not merely the absence of disease or infirmity” [1]  

 

1.3 Health 

 

Health is a broad concept which can embody a huge range of meanings 

from the narrowly technical to the all-embracing moral or philosophical. 

Holistic health means taking into account the different elements, their 

influences and interactions. Figure 1.1 looks at the dimensions of health. 

The inner circle represents individual dimensions of health. Physical 

health concerns the body, whereas mental health concerns the ability to 

make judgments. Emotional health refers to the recognition and 

appropriate discharge of feelings. Social health relates to the integration 
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of somebody in a web of relationships. Spiritual health is the recognition 

and ability to put into practice moral or religious principles or beliefs. 

Sexual health is the acceptance and ability to achieve a satisfactory 

expression of ones sexuality.  

 

The two outer circles are broader dimensions of health which affect an 

individual. Societal health refers to the link between health and the way a 

society is structured. This includes the basic infrastructure necessary for 

health: shelter, peace, food, income, access to services and the degree 

of integration or division within society. Environmental health refers to the 

physical environment in which people live, and includes housing, 

transport, sanitation and pollution.  

 

All these factors influence health choices and perceptions of health.  This 

thesis is directly concerned with health promotion and education.  

 
Figure 1.1: Dimensions of Health. Adapted from Ewels & Simnett. [2] 
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1.4 Models of Health Promotion and Education 

 

Health promotion or health education models are of two types: ideological 

(value based) and technical (theory based). The ideological seeks to 

provide a simplified but reasonably accurate explanation of how sets of 

values can give rise to different constructions of the major strategic 

purpose of health and illness related action.  Technical models come in 

the form of theories and provide insights into human health and illness 

related behaviour. This aims to help practitioners translate ideological 

commitments into actions.  

 

1.4.1 Ideological Basis for Models of Health 

 

1.4.1.1 Educational Model 

 

Education can be seen as both communication and teaching. Education 

as communication has only ever been seen as an ideological dimension, 

centring on the beliefs that people have a right to knowledge and that 

knowledge is power. The education approach does not set out to 

persuade or motivate change in a particular direction. Education is 

intended to have an outcome but it should be based on voluntary choice 

and it may not be the preferred choice. 

 

The educational model is based on a set of assumptions about the 

relationship between knowledge and behaviour: that by increasing 
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knowledge there will be a change in attitudes which may lead to a change 

in behaviour. It is doubtful that information alone will change behaviour. 

Even the desire and ability to change is no guarantee that the individual 

will do so. A purely educational approach has two significant barriers to 

rational decision making. The first centres on individual limitations, while 

the second is the potentially unhealthy influence of environmental factors. 

Freedom of choice can be constrained by many factors, such as the 

presence of addictions or compulsive behaviours. The effect of negative 

socio-economic and material circumstances can also play a big part in 

limiting an individual’s choice.  

 

1.4.1.2 Preventive Model 

 

This model comes from the medical model where the body is viewed as a 

machine and the prime function of medicine is to keep it in running order 

and to repair the machine when it malfunctions. The preventive model of 

health education is concerned with contributing to the goals of preventive 

medicine and aimed at reducing morbidity and premature mortality.  

Activity is targeted towards whole populations or high-risk groups to 

increase medical interventions which will prevent ill health and premature 

death, such as immunization and screening. 

 

The rationale for this model is: 

 



 24

1.  Curative medicine has a limited capability for managing the major 

(Western) burden of chronic degenerative disease and key 

infections such as AIDS.  Moreover, its practice is characterised by 

accelerating costs and side effects caused by treatments. 

2.  Prevention is therefore better (and often cheaper) than a cure. 

3.  Since human behaviour plays a significant part in the aetiology of 

many diseases and in the management of all of them, education is 

needed to persuade people to act appropriately. 

 

This model is based ultimately on reduction of disease rates and 

associated mortality. This approach relies on infrastructure capable of 

delivering a screening or an immunization programme, including trained 

personnel, equipment and facilities. Even if all this is available it will only 

be effective if people can be persuaded to use them. It is a long-term 

process and a more popular measure capable of short-term evaluation is 

the increase in the percentage of the target population being screened or 

immunized.  

 

1.4.1.3 Empowerment Model 

 

This approach aims at people identifying their own concerns and having 

the skills and confidence to act upon them. Its central concern is with the 

empowerment of communities and individuals. It incorporates elements of 

both the education and the preventive models. However, whereas the 

preventive model seeks to persuade and coerce, the education model 
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merely aims to provide education.  The empowerment model seeks to 

enable choice by building an individual’s capacity to make decisions and 

to remove the broader environmental barriers militating against genuine 

freedom to choose. 

 

Its main principles are: 

 

1. It makes a direct contribution to an individual’s health by 

influencing health and illness-related behaviours. It does not 

seek to persuade, coerce and cajole, but rather contributes to 

self-empowerment.  If successful it enhances individual’s 

control over their lives and their health. 

2. It follows the preventive model in its concern to influence health 

services but its function is different. It contributes to ‘re-framing’ 

perceptions of what health services should be. 

3. It seeks to mobilise community opinion and concentrate public 

pressure on government and other powerful agencies that are 

policy creators. It does this by critical consciousness raising 

and community empowerment. 

 

1.4.2 Technical Basis for Models of Health 

 

Tones states that ‘A sound theoretical framework can provide a 

substantial basis for practice’ [3]. The main requirement for such a 

framework is that it should explain how people make health-related 
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decisions, whether individually or en masse. The majority of health 

promotion theories come from behavioural and social sciences. They 

borrow from various disciplines such as psychology, sociology, 

management, consumer behaviour and marketing.  Such diversity reflects 

the fact that health promotion practice is not only concerned with the 

behaviour of individuals but also with the ways in which society is 

organised and the policies and organisational structures that underpin 

social organisation. The main theories are discussed below; they are not 

mutually exclusive but represent the main aspects of behaviour that have 

been modelled. 

 

1.4.2.1 Health Belief Model (HBM) 

 

HBM is one of the longest established theoretical models designed to 

explain health behaviour by better understanding beliefs about health. It 

was originally developed to explain why people failed to utilise health 

services [4] and has undergone many revisions [5]. The central theme of 

the HBM is that individuals will not adopt health behaviours designed to 

prevent specific diseases unless they believe they are susceptible to the 

disease or disorder in question and that the recommended actions will be 

effective (see Figure 1.2). 

 

The HBM asserts that an individual must believe: 

 

1. they are susceptible to a given disease 
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2. the disease or disorder is serious 

3. the proposed preventive action will be beneficial: i.e. will effectively 

protect the individual from the threatening disease 

4. these benefits will outweigh any costs or disadvantages that might 

be incurred as a result of the preventive action. 

 

 
 

Figure 1.2: Health Belief Model: major components and linkages 
 
 
 
In addition, the likelihood of action will be enhanced if the individual has a 

positive general attitude to health and if some incentive or trigger is 

provided. 

 

The most important indicators of success which are highlighted by the 

HBM are: 

 

1. the four key beliefs (how many of these does the individual hold 

and how strongly?). 

Self-efficacy 
(perceived ability to 

carry out 
recommended 

action) 

Outcome 
expectations 

Perceived threat 

Perceived 
susceptibility to 

problem 

Perceived 
seriousness of 

consequences of 
problem 

Perceived benefits of 
specified action 

Perceived barriers to 
taking action 
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2. the number of preventive actions undertaken  

3. the successful delivery of appropriate ‘clues to action’. 

 

The HBM is weak both in relation to precise examination of social 

influences and also to emotional aspects of human behaviour. 

 

1.4.2.2 The Theory of Reasoned Action 

 

Fishbein and Ajzen wrote the theory of reasoned action model aim to 

complement and improve the HBM analysis of health decision making [6]. 

It does this by separating belief from attitude and emphasizing the 

paramount importance of the influence of ‘significant others’ on an 

individual’s ‘intention to act’. The gap between intention and practice and 

the relationship between beliefs, attitudes, normative factors, intention 

and practice are shown in Figure1.3.                           

 

 
 
Figure 1.3. The Theory of Reasoned Action: major components and linkages 
 
 
The Fishbein model would typically generate the following indicators: 

Behaviour 

Behaviour 
Intention 

Attitude 
towards 

behaviour

Subjective 
norm 

Perceived 
behavioural 

control

 
Behavioural  

beliefs

Evaluation of 
behavioural 
outcomes

 
Normative  

beliefs
Motivation to  
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Control 
beliefs 

Perceived 
Power
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1. an often long list of different beliefs about given specific health 

action 

2. the attitude which is created by these beliefs 

3. a series of beliefs about the likely reaction of various significant 

others to the proposed behaviour 

4. the individual’s degree of motivation to comply with the perceived 

wishes of the significant others  

5. the strength of the resulting behavioural intention 

6. the actual behavioural outcome itself  

 

The theory for reasoned action provides valuable insight into key factors 

that influence behaviour, and provides a strong indication of the 

importance of perceived social norms and the understanding of short-

term consequences in shaping health behaviour. 

 

1.4.2.3 The Health Action Model (HAM) 

 

This is a Mapping model which seeks to provide a comprehensive 

framework within which the major variables influencing health choices 

and actions, and their relationships are described and categorised. This 

model is capable of incorporating the first two models. Other health-

related models such as Baric’s Social Intervention Model [7], Friedson’s 

Lay Referral System [8], and the important work on health locus of control 

by Rotter [9] are also consistent with HAM. 
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Routines, quasi-routines and discrete single time choices are the three 

categories of health action: 

 

1. Routines – behaviours that have become habitual, often from 

previous socialisation. Routine practices of any kind are not 

under direct conscious control and do not require conscious 

decision. One of the main goals of health education is to 

ensure that many health practices become automatic. 

2. Quasi Routines - normative pressure maybe so great that it 

precludes choice. One different action may be so reprehensible 

that only reckless deviants would ever contemplate such a 

course of action. In this case the ‘normal’ alternative would be 

described as a quasi-routine. 

3. Discrete Single Time Choices - attempts to define the factors 

leading to an individual deciding to perform a specific act.   

These could either be changing a long-term habit or adopting a 

totally new practice. It is influenced by the belief system, the 

motivation system and the normative system. 

 

Experience can influence or alter all decision making. 
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1.4.2.4 HAM and the Belief System 

 

Fishbein and Ajzen examine belief further. [10]. Two notions about beliefs 

are:  firstly, beliefs may be salient (active) or latent (existing but not 

active). Salient beliefs are conscious and arguably more likely to 

influence health actions. Latent beliefs may well make a significant impact 

if made salient by, for example, a process of ‘values clarification’. 

Secondly, belief strength will vary and is quantifiable. Clearly a high level 

of conviction will be more likely to contribute to a decision than a state of 

doubt and uncertainty. Indicators of belief should not only provide a 

measure of how important they are but should also indicate the strength 

with which they are held and whether they are active or inactive. 

 

Self-belief is the most important category. The sum total of such beliefs is 

known as self-concept. This includes the HBM variable of perceived 

susceptibility. Perception of susceptibility should, other things being 

equal, facilitate action. Individuals who see themselves as being in 

charge of their lives and have the capacity to act logically and decisively 

are known as ‘copers’. The likelihood of these people adopting a given 

health action which they believe to be sensible is much greater than for 

those with a different self concept. People who believe in fate or that life 

is governed by a higher being are less likely to be motivated to change. 
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1.4.2.5 HAM and the Motivation System 

 

The motivation system is the elements which determine an individual’s 

attitude to an action and their intention of adopting it. 

 

Part of this is down to the individual’s value system. Values are acquired 

through socialisation; they are effectively charged sets of beliefs referring 

to particular aspects of experience. Attitudes are more specific than 

values. They describe feelings towards particular issues. 

 

Fishbein & Ajzen show how attitude relates to belief. 

 

…and attitude (refers) solely to a person’s location on a bipolar evaluative 

or affective dimension with respect to some object, action, or event. An 

attitude represents a person’s general feeling of favourableness towards 

some stimulus object…...[10] 

 

 

Each value will produce a large number of attitudes. The acquisition of 

new beliefs will, in turn, generate new attitudes generated by the value 

systems. It is much more difficult to change an attitude which derives its 

motivational force from several values, especially where such values are 

deep-seated and important. The most powerful and influential value is 

self-esteem. This relates to self empowerment discussed in Section 

1.4.1.3.   
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The motivation system also includes ‘drives’.  The HAM recognises that 

certain basic and powerful influences may override socially acquired 

values and attitudes. Hunger, sex and pain are all drives. It is also used 

to refer to those acquired motivators having drive-like qualities such as 

drug addiction.  

 

Sometimes there may be no obvious drive but the presence of certain 

emotional states may signify the existence of motivational factors derived 

from drives. For instance, guilt and anxiety may usefully be considered a 

diluted down version of pain or fear. 

 

The motivation system is a composite of different drives, values and 

attitudes having different emotional charges and giving rise to a particular 

level of arousal – or ‘push’ to take action. 

 

1.5 Health Education and Awareness 

 

Awareness – Having knowledge or realisation. 

 

“Knowing that something exists, or having knowledge or experience of a 

particular thing” (from Cambridge Advanced Learner's Dictionary) 

 

http://dictionary.cambridge.org/cald
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Many healthcare providers are seeing health education and health 

awareness as a way of contributing to the promotion of community and 

individual health. Tones and Tilford say: 

 

“Health Education is any intentional activity that is designed to 

achieve health or illness related learning, i.e. some relatively 

permanent change in an individual’s capability or disposition. 

Effective health education may, thus, produce changes in 

knowledge and understanding or ways of thinking; it may influence 

or clarify values; it may bring about some shift in belief or attitude; 

it may facilitate the acquisition of skills; it may even effect changes 

in behaviour or lifestyle” [3] 

 

There is debate and disagreement when we ask what is the purpose of 

health education?  Tones discusses that its aim should not primarily be to 

change behaviour but to create understanding. It should provide skills to 

help the learner make ‘rational’ decisions and to help people clarify their 

values to assist in voluntary decision making. In this context, using 

persuasion to coerce individuals into adopting ‘medically approved’ 

behaviours is not true education [11]. In real settings these methods are 

frequently used and come under the banner of health education and 

health promotion. Freire was the influence on critical conscious raising 

[12]. The driving force of the Freierean principle is praxis – the translation 

of reflection into action. 
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Public Health Advocacy has been viewed as one of the most significant 

components of health promotion since it first achieved wider acclaim in 

the Ottawa Charter [13]. Chapman and Lupton discuss its principles and 

ideology and create a formulation [14]. Central to this formulation is the 

use of media advocacy, i.e. the use of mass media as a means of critical 

consciousness raising in pursuit of social and political change. 

 

The fact that health education can be successful in achieving its radical 

goals is illustrated by the banning of tobacco advertising in Australia. In 

1992 the tobacco industry lost its freedom to promote its products.  This 

was a victory for the Australian anti-smoking movement who not only 

stopped a trans-national industry’s ability to promote its products freely, 

but also saw a one third fall in adult per capita cigarette consumption [15].  

The fact that, against all odds, relatively powerless public health groups 

with few resources were able to win battle after battle against the 

economic and political clout of the tobacco industry makes this 

achievement sit comfortably in the history of modern public health as one 

of the all time great victories. 

 

The power of public health advocacy can be seen in other international 

known examples such as: campaigns to oppose the oil and automobile 

industries’ resistance to removing lead from petrol; [16] the international 

movement against the Nestlé company’s continuing promotion of breast 

milk substitutes, particularly in less developed countries; [17] and ACT 

UP (AIDS Coalition to Unleash Power) whose major achievement in the 
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AIDS control field has been “to energize the fight against AIDS with an 

urgency that has translated into drug approvals, lower prices for 

medications, and increased funding for AIDS research  and care.”[18] 

 

Health education can take place in many settings and many forms. It may 

be a particular location, agency or organisation, such as family or work 

place or the more informal community.  Schools and hospitals are 

settings which are often used to provide health education and are more 

likely to use other forms such as individual education rather than mass 

media. 

 

1.5.1 Health Promotion in Schools 

 

Schools have been identified as one of the main settings for health 

promotion. They have the potential to: 

• reach a significant proportion of those of school age 

• reach people at a particularly significant stage of life in the 

development of health knowledge, attitudes and behaviours and 

the capacity , therefore to influence current and future health 

• build links with communities and develop two-way actions that can 

influence health 

• reach children with preventive health services 

 

Efforts to secure the provision of both health education in schools and 

specialist school health services have a relatively long history. The stimuli 
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for the development of health education and related activities in schools 

have varied over time and between countries but it is acknowledged that 

the World Health Organisation (WHO) has made a particular contribution 

to setting the agenda for thinking and practice. 

 

1.5.2 Health Promotion in Hospitals 

 

Health care institutions are often seen as the ideal setting to contribute to 

the promotion of community and individual health. Hospitals have been 

identified as a key setting for health promotion. Hospitals exist to provide 

treatment and care but they also offer unique opportunities for more 

general health promotion for patients, staff and all who have dealings with 

them. Prior to a focus on general health, hospitals have seen a slow 

development of specific health promotion policies such as in the fields of 

nutrition, smoking and breastfeeding.  

 

1.6 Mass Media and Health Promotion 

 

The two key features of mass media are their mass audience and the fact 

that there is no inter-personal communication between the originator and 

recipient of the message. A successful community programme 

incorporates mass media as an element within a whole programme. Over 

the years, effectiveness and efficiency have been debated.  However, 

rather than asking whether mass media work, it is more important to look 

at what kind of effect might be expected from various kinds of media used 
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in wide-ranging situations and contexts to present different sorts of 

message about diverse subjects to distinct target groups.  

 

Early theory of mass media has been described as the ‘hypodermic 

model’[19]. Mass media are considered to exert a direct effect on the 

mass population at which they are targeted. The media message is 

‘injected’ into a passive community: if it is not effective, either a higher 

level of audience exposure or a more powerfully persuasive message is 

needed. This model was given power by Dr Goebbels and wartime 

propaganda and was reinforced by case studies in which mass media did 

in fact have a direct impact on the population. Cantril’s [20] analysis of the 

dramatic impact of Orson Welles’ fictional broadcast [21] of H.G.Wells’ 

War of the Worlds [22] provides one of the best examples of the direct 

effects of media. Thousands of American listeners assumed the story of 

an imminent alien invasion from outer space was real, and panic spread 

as people tried to flee. Mendelsohn [23] challenged the ‘direct effect ‘ 

model of mass media and replaced the image of a hypodermic with that 

of an aerosol.  He states: 

 “We now begin to look at mass communication as sort of an 

aerosol spray. As you spray it on the surface, some of it hits the 

target; most of it drifts away; and very little penetrates.”   

 

The media influence process is a complex one and, in normal 

circumstances, mass media will not easily change peoples’ behaviour 

unless individual motivation and normative influences are favourable. 
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1.6.1 Media Advocacy 

 

Mass media can be limited in its capacity to influence individual health 

choices due to major political barriers. Mass media using ‘media 

advocacy’ can be extremely effective in consciousness-raising. Wallack 

notes: 

 

 “media advocacy promotes a range of strategies to stimulate 

broad-based media coverage in order to reframe public debate to 

public health problems. It does not attempt to change individual 

risk behaviour directly but focuses attention on changing the way 

in which the problem is understood as a public health issue.” [24] 

 

Media advocacy can sometimes be mistaken for social marketing but 

Tones [25] debates it is more than social marketing as it incorporates 

social consciousness-raising. It can be used to influence policy makers 

and encourage social change. Media advocacy in public health plays a 

role in educating the public, swaying public opinion or influencing policy 

makers. Mass media and media advocacy need to work together to 

provide comprehensive and effective public health campaigns. 

 

Naidoo and Wills [26] state it is now widely accepted that mass media 

including media advocacy can: 

• raise consciousness about health issues 
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• help place health on the public agenda 

• convey simple information 

• change behaviour if other enabling factors are present 

 

Factors which enable behaviour change include existing motivation and 

supportive circumstances.  

 

Using media is more effective if: 

• it is part of an integrated campaign including other elements such 

as one-to-one advice 

• the information is new and presented in an emotional context 

• the information is seen as being relevant for “people like me” 

 

Mass media cannot: 

• convey complex information 

• teach skills 

• shift people’s attitudes or beliefs. If messages are presented which 

challenge basic beliefs, it is more likely that the message will be 

ignored, dismissed, or interpreted to mean something else 

• change behaviour in the absence of other enabling factors 

 

1.6.2 Examples of Health Campaigns Using Mass Media. 

 

Obesity, coronary heart disease and smoking are the three areas that 

have received the most publicity and government funding in the western 
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world. Mass media is often linked with Local Health Authority 

programmes and very few are evaluated for effectiveness.  This is 

especially the case with the mass media side where, if they are any, they 

are published in-house with very few reaching peer-reviewed journals. 

Cochrane has done reviews of interventions for prevention of coronary 

heart disease [27] and childhood obesity interventions [28] but neither 

really look into the mass media aspect. The subject with most published 

data is smoking which I will now consider in further detail. 

 

1.6.2.1 Smoking 

 

After the White Paper ‘Smoking Kills’ in 1998, [29] the UK government put 

substantial resources into an anti-smoking publicity campaign and 

smoking cessation treatment services within the NHS. At the time there 

had been very few studies into the effect of anti-smoking publicity 

campaigns and the last published UK study assessing anti-smoking 

television advertisements was back in 1987 [30].The Health Education 

Authority’s anti-smoking television advertising campaign in  England in 

1992 looked to address this and was evaluated by McVey and Stapleton 

[31]. Their aim was to evaluate the effectiveness of anti-smoking 

television advertisements both in motivating smokers to give up and in 

preventing relapse in those who had already given up.  Three levels of 

intervention were monitored: No intervention, televised advertisements 

and a combination of television with local tobacco control network 

support. The television advertisements were screened in two phases over 
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18 months.  Self reports of cigarette smoking were assessed and 

compared between the three levels of intervention before and after the 

campaign. After 18 months 9.8% of re-interviewed smokers had stopped 

and 4.3% had relapsed. There was no evidence of an extra effect of the 

local tobacco control network when combined with media and its effect 

was not assessed individually. There was also no evidence of any 

intervention effects after the first phase of the television media campaign, 

including no effect of varying intensity of the advertisements. McVey and 

Stapleton conclude that the anti-smoking television campaign was 

effective in reducing smoking prevalence through encouraging people to 

stop and helping to prevent relapse in those who had already stopped.  

They state that the lack of an effect after the first phase of the campaign 

indicates that advertising at this intensity requires a prolonged campaign. 

The authors also acknowledge that the effects of the campaign have to 

be measured in relation to concurrent anti-smoking activity:  For example, 

the “No Smoking Day” campaign and advertisements for nicotine 

replacement therapy that were running at the same time.  

 

The effects of 22 years of the “No Smoking Day” have been looked at by 

Owen and Youdan [32] This is a low budget campaign that seeks to 

attract publicity by creating news stories and events to attract media 

coverage. It does not have the budget to pay for advertisements. Initially 

the campaign encouraged people just to quit for the day but by the mid 

1990’s the emphasis shifted to encouraging smokers to quit for good.  

Owen and Youdan found that awareness of “No Smoking Day” was lower 
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in 2004 than in 1986 but was still high at 70% for all smokers. 

Participation has fluctuated over the years ranging from 7% - 19%. 

Participation was 14% in 2004 and was the equivalent to 1 in 7 of UK 

smokers claiming to quit or reduce their consumption on the day. Among 

those who participated,11% were still not smoking three months after the 

day.  They conclude that “No Smoking Day” is successful in reaching 

smokers.  With only a small budget, this public awareness campaign, 

supported by local activities, appears to be effective in helping smokers 

stop. 

 

Bala et al have done a Cochrane review of mass media interventions for 

smoking cessation in adults [33] but it does not contain any interventions 

in the UK.  They looked at eleven campaigns of variable scale and 

quality. Five large studies out of nine which reported smoking prevalence 

found some positive changes in smoking behaviour. Three large studies 

out seven that measured quantity of tobacco smoked found reductions. 

Over half of the studies which measured quit- rates reported significant 

increases in abstinence, but this finding was difficult to interpret because 

studies used different definitions of smoking, smokers and quit attempts. 

They conclude that there is evidence that comprehensive tobacco control 

programmes which include mass media can be effective in changing 

smoking behaviour in adults, but the evidence comes from a variable 

group of studies. The intensity and duration of mass media campaigns 

may influence effectiveness, but length of follow-up and concurrent 

events in the community make it difficult to verify. 
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2.0 VISUAL IMPAIRMENT 

_______________________________________ 

 

2.1 Introduction 

 

This chapter will look at visual impairment worldwide and in the UK. It will 

give the most recent estimates for numbers visually impaired and will look 

at the causes of visual impairment. 

 

2.2 Definition of Visual Impairment 

 

The 10th Revision of the of the WHO International Statistical 

Classification of Diseases, Injuries and Causes of Death, defines low 

vision as “visual acuity of less then 6/18, but equal to or better than 3/60, 

or corresponding visual field loss to less than 20 degrees, in the better 

eye with best possible correction”. Blindness is defined as “visual acuity 

of less than 3/60, or corresponding visual field loss to less than 10 

degrees, in the better eye with best possible correction”. Visual 

impairment includes low vision as well as blindness [34]. 

 

2.3 Visual Impairment Worldwide 
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2.3.1 Number of Visually Impaired Worldwide 

WHO estimates that globally, in 2002, more than 161 million people were 

visually impaired, of whom 124 million people had low vision and 37 

million were blind [35]. However, refractive error as a cause of visual 

impairment was not included, which implies that the actual global 

magnitude of visual impairment is greater. Worldwide for each blind 

person, an average of 3.4 people have low vision, with country and 

regional variation ranging from 2.4 to 5.5. These figures - the first global 

estimates since the early 1990s - are the best achievable scientific 

estimates of the global burden of visual impairment and are the result of 

new studies carried out in nearly all WHO regions (Figure 2.1), which 

have substantially updated the epidemiological data.  

 
Figure 2.1: Global estimate of visual impairment by WHO region 
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2.3.2 Causes of Visual Impairment Worldwide 

Except for the most developed countries, cataract remains the leading 

cause of blindness in all regions of the world. Associated with ageing, it is 

even more significant as a cause of low vision. 

Glaucoma is the second leading cause of blindness globally as well as in 

most regions, with age-related macular degeneration (AMD) ranking third 

on the global scale. However, in developed countries, AMD is the leading 

cause of blindness, due to the growing number of people over 70 years of 

age. 

 
Figure 2.2: Global causes of blindness as a proportion of total blindness 
in 2002 

 

The causes of blindness that can potentially be prevented and/or treated 

include cataract, glaucoma, corneal opacity, diabetic retinopathy, 

onchocerciasis, childhood blindness and trachoma. WHO estimates that,  
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up to 75% of all blindness is avoidable. However, the proportion of the 

specific causes of blindness varies considerably from region to region, 

depending on local circumstance. Only about half the cases of childhood 

blindness are avoidable. 

2.4 Visual Impairment in the UK 

 

2.4.1 Numbers of Visually Impaired in UK 

 

Nigel Charles, working for the Royal National Institute for the Blind 

(RNIB), has estimated the number of visually impaired older people in the 

UK [36] based on two UK national prevalence studies [37] [38]  and the 

2001 Census. About half of visually impaired older people fall into the 

category of mild visual impairment (6/12 – 6/18). The other half has a 

moderate to severe visual impairment (VA < 6/18). 

 

In 2003 there were 370,561 people registered as sight-impaired or 

severely sight-impaired in England, Wales and Scotland about 68% of 

whom were over 75 years of age [36]. The RNIB estimates that as many 

as two out of three people who are eligible to be registered as blind or 

partially sighted are not registered  and those suffering visual impairment 

could be as many as 1,066,740 [39]. There is strong evidence to suggest 

that this under-registration is especially common in patients with treatable 

conditions such as glaucoma and diabetic retinopathy [40-42]. Charles 

estimated the number of people over 64 with varying levels of visual 

impairment. These estimates are shown Table 2.1. 
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Estimates of numbers of people in age groups >64 years with visual impairment of varying 
severities. Numbers include those with treatable and untreatable visual impairments (95% 

confidence interval) 
Visual Acuity Age Group Row Total 
 65-74 75-84 85+  
Mild Visual 
Impairment 

503,000 
(450,000-568,000) 

335,000 
(308,000-364,000) 

214,000 
(206,000-223,000) 

1,052,000 
(964,000-1,155,000) 

Moderate & 
Severe 
Visual 
Impairment 

276,000 
(173,000-375,000) 

279,000 
(234,000-322,000) 

301,000 
(269,000-339,000) 

856,000 
(676,000-1,036,000) 

All VA <6/12 779,000 
(623,000-943,000) 

614,000 
(542,000-686,000) 

515,000 
(475,000-562,000) 

1,908,000 
(1,640,000-2,191,000) 

Sources: NDNS for those aged 65–74 years; MRC for those aged 75 years and over, 
Census 2001Note: See text for definitions of visual acuity  
Table 2.1: Estimates of numbers of people visually impaired over the age of 64. 
 

2.4.2 Causes of Visual Impairment in the UK 

 

In the prevalence report by Tate et al [43] (Figure 2.3) they looked at five 

surveys to estimate the causes of visual impairment in the UK.  One 

study was based on a sample covering the whole of Great Britain [37], 

the others were from selected regions: two in London [44, 45] and two in 

Leicestershire [46, 47]. All except one [46] were concerned with the 

elderly (people aged 65 and over). 

 

The prevalence report stressed the difficulty in directly comparing the 

results from these studies as they all used different definitions of disease 

and cut-off points for the group being investigated e.g. Visual acuity (VA) 

was <6/18 in the MRC Assessment Trial and < 6/12 in the North London 

Study. This report cites cataract, refractive error and age related macular 

degeneration as the major causes of visual impairment in the elderly with 

the contribution from age related macular degeneration rising with 
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increasing age. The data from the MRC Assessment Trial also showed 

that the relative contribution of different causes varies by level of 

impairment, with cataracts being most important for low vision, and age 

related macular degeneration for blindness.  

 

Although glaucoma and diabetic retinopathy make minor contributions to 

visual impairment in the prevalence report, not all the studies included 

additional tests such as fields, or funduscopic examination.  It is therefore 

possible that the contribution of glaucoma and diabetic retinopathy to 

visual impairment may have been underestimated. In the North London 

Study (which did include a detailed assessment for glaucoma), definite 

glaucoma was the reason for VA <6/12 in either eye in 3% and possible 

glaucoma in 7%. By contrast, the prevalence of cataract associated with 

VA < 6/12 in one or both eyes was 30% and refractive error was 9%. 

The Estimated Causes of Visual Impairment 
in the UK

32%

32%

21%

6%

2%

3%

4%

Refractive Error
AMD
Cataract
Glaucoma
Diabetic Eye Disease
Myopic Deg
Other

 
Figure 2.3: Estimated Causes of Visual Impairment in the UK [43] 
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3.0 GLAUCOMA 

_______________________________________ 

 

3.1 Classification of Glaucoma 

 

3.1.1 Definition of Glaucoma 

 

Glaucoma is a group of progressive disorders resulting in loss of visual 

field and damage to the optic disc. Weinreb et al [48] state the biological 

basis of glaucoma is not fully understood and the factors contributing to 

its progression are not yet fully characterised. These factors will vary 

depending on the type of glaucoma.  If not treated, all forms of glaucoma 

will lead to blindness. 

 

3.1.2 Different Types of Glaucoma 

 

Glaucoma can be classified in many different ways. By primary or 

secondary conditions, by age of onset (adult or juvenile), or by open and 

closed angles. Primary glaucoma can have elevated pressures or more 

rarely, a pressure within normal limits (normal tension glaucoma). In 

secondary glaucomas, the main aqueous outflow route becomes 

obstructed and results in elevated intraocular pressure. See Figure 3.1. 

for the different types of glaucoma. 
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Figure 3.1: Glaucoma Classification 
 
 
3.2 Glaucoma Prevalence 

 

In 1996 Quigley [49] looked at glaucoma prevalence worldwide. This 

study was a paper review of 111 published prevalence reports. Reliable 

reports were then used to estimate prevalence of open-angle glaucoma 

and  angle-closure glaucoma by ethnic group and by age. He estimated 

that 66.8 million people worldwide had open-angle glaucoma and angle-

closure glaucoma in equal numbers. An additional 6.0 million people were 

estimated to have secondary glaucoma.  This estimate was larger than 

the 5.2 million estimated by Thylefors, and Negrel [50] as this earlier 

study was based mainly on blindness surveys which may have 

understated glaucoma since visual impairment is only noticeable in the 

later stages of the disease. Quigley argued that by these estimates 
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glaucoma is, or soon will be, the second largest cause of bilateral 

blindness in the world after cataract [51] and the recognition of this should 

stimulate interest in better case detection. In 2006 Quigley [52] again 

looked at the data on glaucoma prevalence worldwide as a further 34 

new surveys had appeared.  As a result of this research, he proposed a 

standardised definitional structure of primary open-angle glaucoma 

(POAG) and angle-closure glaucoma (ACG) in order to compare 

prevalence across glaucoma studies. He concluded that by 2010, 60.5 

million (95% CI: 44.4, 85.4 million;) people will have POAG and ACG. 

Over 8.4 million (95% CI: 6,012,805 to 12,331,095) people will be 

bilaterally blind from primary glaucoma in 2010, rising to 11.1 million 

(95% CI: 7,947,390 to 16,230,278) by 2020 and that glaucoma will be the 

second leading cause of blindness worldwide.  

 

3.2.1 Primary Glaucomas 

 

In Figure 3.1 we can see the different types of glaucoma for reference 

purposes, but the main focus in this thesis will be on primary open-angle 

glaucoma. Quigley found that in people originating from Europe, primary 

open-angle glaucoma (normal and high tension) accounts for most of the 

disease (Prevalence 2.42% for over 40 years) [49]. When looking at 

primary glaucoma he based his primary open-angle glaucoma and 

primary angle-closure glaucoma estimates on 19 studies of prevalence.  

As a result, he concluded that primary open angle glaucoma is 11.4 times 
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more prevalent than primary angle closure glaucoma in European derived 

populations (Prevalence 0.2% for over 40 years).  

 

Quigley and Vitale have shown the impact in terms of numbers with open-

angle glaucoma Figure 3.2. It can be seen that the prevalence of primary 

open-angle glaucoma increases after the age of 40 and that 

approximately 85% of all glaucomas are found in people aged 60 and 

above. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3.2: Cumulative proportion of open-angle glaucoma (OAG) incidence in 
white and black persons in a simulated United States population in which derived 
incidence values are applied to a cohort of persons ranging in age from 30 to 100 
years of age [53]. 
 
 
Rudnicka et al [54] carried out a Bayesian meta-analysis looking at age, 

gender and race. Forty-six published studies were examined.  Table 3.1 

summarizes their estimated prevalence of POAG by age and racial 

group. The Table shows that the difference in prevalence of POAG 

between racial groups varied with age. In the 40 to 49 year olds, the 

prevalence of POAG in black populations was approximately 7 times 

higher than the prevalence in white populations, whereas by age 80 to 89 
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years the prevalence was approximately 2.5 times higher. The 

prevalence in Asian populations was similar to the prevalence in white 

populations at ages 40 -69: thereafter it is relatively higher in white 

populations. 

 
 

Predicted Prevalence of OAG (95% Crl)                 
Age Range 

(yrs) 
White Black Asian 

30-39 - 1.8 (1.2 – 2.7) 0.4 (0.3 – 0.6) 
40-49 0.4 (0.3 – 0.6) 2.9 (1.9 – 4.4) 0.6 (0.4 -1.0) 
50-59 0.8 (0.5 – 1.2) 4.6 (3.1 – 6.8) 1.0 (0.6-1.6) 
60-69 1.6 (1.1 – 2.5) 7.2 (4.9 – 10.6) 1.6 (1.0 – 2.4) 
70-79 3.3 (2.2 – 4.9) 11.2 (7.6 – 16.1) 2.5 (1.6 – 3.8) 
80-89 6.6 (4.4 – 9.7) 16.9 (11.7 – 

23.8) 
3.8 (2.3 – 5.9) 

90-95 10.8 (7.2 – 15.8) 22.5 (15.7 – 
31.2) 

- 

Table 3.1: Rudnicka et al’s estimated prevalence according to age and race. [54] 
 
 

3.3 Primary Open-Angle Glaucoma (POAG) 

 

Primary open-angle glaucoma is a bilateral, usually asymmetric, 

progressive condition, which is characterized by an open, normal-looking 

drainage angle and a glaucomatous optic nerve head appearance in the 

absence of other causative pathology. A visual field defect may or may 

not be present. The disease is asymptomatic until its advanced stages 

when the patient may be aware of peripheral field loss. In the early 

stages, field defects are overlooked within a binocular field.  

 

There is a lack of consistency in how POAG is defined [55-57] and 

reviews of the literature have been unable to detect a trend in the 
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proportion of articles providing a uniform definition for glaucoma. The 

examination of a patient to confirm or exclude the presence of POAG 

includes assessment of intraocular pressure, optic nerve appearance and 

visual fields. As the use of technologies for patient examinations become 

more widespread and the understanding of the disease improves the 

definition will continue to evolve. 

 

3.3.1 Nature of Disease 

 

Without adequate treatment, glaucoma can cause severe visual disability 

and ultimately blindness. The disease results in a progressive loss of the 

field of vision but it is only in the later stages, when there is advanced 

damage to the optic disc, that there is loss of central visual acuity. The 

best estimates we have suggest that it takes 5 years or more to progress 

to blindness if untreated [58]. Due to the slow progression of the disease 

individuals do not notice any problems in the early stages. Over 95% of 

referrals for suspected glaucoma are made by high street optometrists of 

people attending for refraction for new glasses [59, 60]. In some cases, at 

the time of referral, patients are often blind or severely visually impaired. 

Unfortunately, once the damage has occurred to the nerve it cannot be 

reversed. Early detection and treatment of the disease are beneficial in 

preserving vision [61, 62]. 
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3.3.2 Glaucoma Case Finding 

 

There is wide agreement that detecting glaucoma sooner and instituting 

appropriate interventions earlier improves results in preservation of visual 

outcome and contributes significantly to controlling incidence as the 

population ages [63]. Official population screening programmes for 

glaucoma are desirable,[64] but their economic feasibility is debatable 

[65]. For screening to be effective the test must not only have satisfactory 

sensitivity and specificity but it must also be cost effective. In the absence 

of such a test, the usual method for detection of individuals with 

glaucoma has been periodic comprehensive eye examinations. 

 

3.4 Cost of Glaucoma 

 

Guide Dogs for the Blind (GDBA) produced a document on the cost of 

blindness within this they look at the cost of glaucoma [66]. Based on the 

age specific prevalence rates provided in the North London Eye Study 

[44] and Royal College of Ophthalmology (RCO) estimates for the 

working age population [67] , GDBA estimated that there were 2.2 million 

glaucoma sufferers in the UK in 2002.  The annual total costs associated 

with this condition are presented as a base case, low and high case 

scenario and in both aggregate and per patient annual cost terms.  The 

results of this analysis are summarised in Table 3.2. 
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 Total Non-
Treatment Costs 

Treatment 
Costs 

Total Annual 
Costs 

Total Annual Cost 
Base Case £24,732,543,737 £2,252,182,7

97 
£26,952,901,559 

Low Case £14,901,930,774 £1,139,872,0
34 

£16,041,802,808 

High Case £34,524,816,738 £3,690,752,7
17 

£38,215,569,455 

 Per Patient Annual Cost 
Base Case £11,161 £1,016 £12,178 
Low Case £6,725 £514 £7,239 
High Case £15,581 £1,666 £17,246 
Table 3.2: Annual Glaucoma Costs – UK (2002) [66]. 

 

As these results indicate total annual costs ranged from £16 billion to £38 

billion.  Their reference case estimate was £27 billion. A delay in the 

onset of significant visual loss has implications not only for patients but 

also for government expenditures 

 

While treatment costs may increase as a result of an early intervention 

programme (particularly targeted at groups at risk from developing 

glaucoma), the ability to delay onset of visual loss is associated with 

potential cost savings to the government in terms of reducing the number 

of people receiving government benefits associated with visual 

impairment and blindness.  

 

 

3.5 Glaucoma Knowledge 

 

In the reading of this literature there is an important distinction to make 

between those who have heard of glaucoma and those who have 
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knowledge of the disease. In this thesis “awareness” is used for those 

who have heard of glaucoma and “knowledge” for those who know more 

about glaucoma than just the name. 

 

Rosenstock’s study [4] on health behaviour and health belief suggests 

that a patient’s knowledge concerning the value of regular eye care may 

play a significant role in seeking eye care. Javitt [68] suggests that eye 

health education could be used to help prevent blindness. With only 50% 

of the glaucoma  diagnosed in western populations [69, 70] it has been 

questioned whether it is lack of awareness and knowledge about the 

disease that could be the root cause [61] . There have been a number of 

studies looking at glaucoma knowledge in different countries (see Table 

3.3). Some studies look at different eye diseases, including glaucoma, 

and some look specifically at glaucoma. In the cases where authors have 

not graded knowledge, the liberal definition has been taken that at least 

one correct answer represents some knowledge. 

 

All the studies are different and there is no standardised method for 

assessing glaucoma knowledge. Two studies [71, 72] used focus groups 

and in-depth interviews to look at knowledge and attitudes making it 

difficult to quantify levels of knowledge. Of the studies using 

questionnaires, all were different in length, depth and question type. All 

these factors have to be considered when comparing the results. 
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Table 3.3 shows that levels of awareness and knowledge are varied in 

different populations. This is highlighted in Costa’s study [73] which 

looked at two different urban populations (one in Brazil and one in United 

States of America) and found that knowledge of glaucoma varied greatly 

between the two areas. Levels of health education could be a reason for 

low knowledge in different areas and Juzych [74] showed that people with 

low health literacy had low levels of knowledge. Looking only at the 

population-based studies, the proportion who had heard of glaucoma was 

as low as 0.32% and 2.4% in rural India [75, 76] and as high as 93% in 

Australia [77] and 78% in Hong Kong [78]. This highlights the importance 

of knowledge surveys for specific countries and specific populations 

within the same country. 

 

Ten of the studies commented on age. Of these, 4 studies [77-80] found 

the younger the age group, the more knowledgeable they were. Three 

studies found age not to be a factor [73, 81, 82] and one study [75] found 

knowledge increased trend in those aged 30 and above. Two studies 

were specific about which age ranges were the most knowledgeable: 

Gasch [83] found a trend in that the 50 -79 year olds to be most aware 

and Landers [84] found the 40 – 59 year olds most knowledgeable. In 

general the young and elderly had the least knowledge which might 

indicate a hill of knowledge in the middle age groups however the 

evidence is insufficient to be sure of a consistent pattern. It is more 

appropriate that each population group is treated individually in this 

respect. 
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In studies from Australia [77, 85] and Switzerland [81] females were 

found to be more informed than males. Livingston  [85] found 59% of 

females to be aware of glaucoma compared to 41% of males and 

Mansouri found 26% of females compared to 14% of males to be aware. 

In Lau’s study [78]  he states it was the males that were significantly more 

knowledgeable, however the males were more aware (females odds ratio 

(OR) 0.67(0.51-0.88)) but of those that were aware it was the females 

that had more in-depth knowledge (females OR 1.65 (1.13-2.42)). Gender 

is clearly a contributing factor in some populations but none of the studies 

discuss or give reasons for this difference. 

 

There is a striking difference between studies in the developing and 

developed world. The studies in the developing world showed extremely 

poor knowledge: Balo [86] reported 30% had heard of glaucoma, while 

Dandona [75] and Krishnaiah [76] reported 2.4% and 0.32% had heard of 

glaucoma. This low level of knowledge is highlighted in Dandona’s study 

where 73% had heard of cataract but only 2.4% of glaucoma. In contrast 

the number of people who had heard of glaucoma in the developed world 

was much higher. The lowest number who had heard of glaucoma was 

67% in Cross’s  UK study [71] and goes up to 93% in Attebo’s Australian 

study [77]. Costa’s study [73] looks at knowledge levels in two different 

populations of glaucoma patients, one in the USA (developed) and one in 

Brazil (developing).  The patients in the USA were found to be more 
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knowledgeable about their disease than their counterparts in Brazil. This 

follows the previously stated trend shown in the other studies. 

 

Having heard of glaucoma does not imply in-depth knowledge. We can 

see from the study by Attebo [77] that 93% had heard of glaucoma but 

only 29% of these participants had any detailed knowledge. Livingston’s 

study [85]which was also from Australia and Lau‘s study in Hong Kong 

[78] showed similar results. How in-depth knowledge is defined is an 

important consideration together with how much knowledge we would like 

the general population to know. Do we need everyone to be a glaucoma 

expert or is it sufficient for people to know that glaucoma is a blinding eye 

disease that can be prevented if you have your eyes tested? It is 

obviously more desirable for patients to have greater knowledge about 

the disease and its treatment regimes after diagnosis. This is shown to be 

the case in Livingston’s study [85] where 67% those who were diagnosed 

with the disease had a reasonable understanding.  In Danesh-Meyer’s 

study [87] where the participants were split into three groups (established 

glaucoma, newly diagnosed glaucoma and controls), established patients 

were the most knowledgeable and controls least. Controls 

understandably knew little about treatment. Although 95% of controls 

knew glaucoma was an eye disease 78% incorrectly thought it could be 

cured.  

 

There is no clear difference between clinic-based and population-based 

studies: both types of study show a range of glaucoma awareness.  In-
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depth knowledge does tend to be marginally higher in the clinic-based 

studies which is to be expected as most of these studies consisted of 

some if not all patients who had already been diagnosed with glaucoma. 

This evidence supports the fact that patients who are in a clinic setting 

are already accessing services and are more likely to be “illness aware”. 

 

From Table 3.3 it can be seen that there is a clear lack of UK data in 

either a clinic-based or population-based form.  As discussed earlier it 

would be wrong to make assumptions about the level of knowledge in the 

UK from studies from different populations. Cross et al [71] has carried 

out the only UK-based study and this is based on a specific African 

Caribbean population living in Birmingham. The study suggests a low 

level of knowledge within this targeted population but because it uses 

qualitative methods it is not possible to quantify in-depth knowledge. 

 

In their conclusions, all studies have highlighted a need for health 

education to be improved.  They also indicate a need for increased 

knowledge about eye disease and glaucoma independent of the level of 

awareness in their study.  There is an underlying assumption that the 

more aware and knowledgeable the population is, the more motivated 

they will be to access eye services and reduce preventable blindness in 

their populations. Three of the studies [84, 88, 89] state that the 

education campaigns need to target the young and be carried out in 

schools.  Two studies [82, 88] highlight a need for high risk groups to be 

educated.  Three studies state a need for better communication between 
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eye services and the general population. This was a prominent point in 

those studies undertaken in developing countries [76, 86] but was also 

highlighted in one study from a developed country [71].  

 

Thus the largest difference in awareness and knowledge is between the 

developed and the developing countries. Within populations the main 

differences in knowledge are in age and sex. 
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Author/ Year Location No of 
Participants 

Age of  
Participants 

Clinic Based/ 
Population Based 

% Heard of 
Glaucoma 

% Knowledge  
of Glaucoma 

Other Comments 

Attebo et al 
(1997)[77] 

Australia 3574 49 and above Population Based 93% 29% (of those 
who had heard of 
glaucoma) 

 

Lau et al 
(2002)[78] 

Hong Kong 1269 40 and above Population Based 78% 10%(of those 
who had heard of 
glaucoma) 

Based on people with vision less 
than 6/18. Females more likely  to 
have heard than Males. 

Michielutte et al 
(1984)[82] 

North Carolina 368 14 and above Population Based --- >70% They use a complicated scoring 
which complicates an 
understanding of the results. They 
acknowledge that the results could 
be misinterpreted. 

Hovenaars et al 
(2005)[79]  

Maastricht - 
Netherlands 

166 --- Clinic Based --- 90% Patient based study. 

Livingston et al 
(1995)[85] 

Australia  1711 40 and above Population Based 70% 22%(of those 
who had heard of 
glaucoma) 

Divided into two groups those 
with Glaucoma N=25 and those 
not previously diagnosed. Of those 
with the disease 67% had 
reasonable understanding. Women 
were more aware than men. 

Pfeiffer et al 
(2002)[80] 

Germany 2742 14 and above Population Based 75% 51%(of those 
who had heard of 
glaucoma) 

Interviews were face-to –face in 
peoples homes. 

Mansouri et al 
(2006)[81] 

Switzerland 502 35 to 70 Population Based --- 24.7% Knew 
Glaucoma was 
an eye disease 

Cluster random sample. Don’t give 
a reason why. This will reduce 
power. All participants answers 
were rated for accuracy by a senior 
Ophthalmologist. When adjusting 
for variables awareness was 
independent of education. 

Gasch et al 
(2000)[83] 

Massachusetts 1197 16 and above Clinic Based 72% --- Of the 72% 80% of these were 
diagnosed with glaucoma. They 
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did not look at detailed glaucoma 
knowledge. 

Ellish et al 
(2007)[72] 

Baltimore 86 40 and above --- --- --- Focus groups looking at beliefs 
about eye examinations in Afrian 
Americans. Focus groups aren’t 
analysed in correct manner.  Saw 
vision as part of normal aging 
process. Number not reported on 
who had heard of glaucoma. Focus 
on risk factors. Partivcipants 
recognized race as a risk factor but 
only when asked. They had heard 
about the increased risk to 
African-Americans but were 
unsure about its credibility. 

Danesh-Meyer et al 
(2008)[87] 

New Zealend 408 50 and above Clinic Based ---- 81% Split into 3 groups. 208 
established glaucoma, 100 newly 
diagnosed and 100 controls 
undiagnosed but selected in a 
clinic setting ie: came with 
somebody who had glaucoma.  

Noertjojo et al 
(2006)[88] 

Canada 882 20 and above Population Based?  ---- 40% Randomly selected 8 Rural 
communities then asked Family 
Practioners in these areas to 
participate. Each doctor was given 
a randomization scheme to to 
select participants. Women were 
1.6 times more likely to be 
familiar about glaucoma.This was 
similar with AMD & Cataract in 
this population. Very little was 
known about risk factors. 

Paczka et al Mexico 492 ---- Clinic Based 44.7% 29.9% Article in Spanish only abstract 



 66 

(2006)[89] available in English. 
Landers et al 
(2002)[84] 

Sydney- 
Australia 

240 40 and above Clinic Based 82% 35% Participants were patients who 
attended a general A&E Dept. 
Women were more 
knowledgeable.  

Cross et al 
(2007)[71] 

Birmingham -
UK 

48 Mean age of 
48 

--- 67% --- Semi-structured Interviews and 
focus groups. No way of 
quantifying in-depth knowledge. 

Balo et al 
(2004)[86] 

Lome - Togo 767 20-65 years Population Based 30% 25% (of those 
who had heard of 
glaucoma) 

Article in French only abstract 
available in English. 

Juzych et al (2008) 
[74] 

Michigan 204 18 and above Clinic Based --- --- Found that patients with poor 
health literacy knew less about 
glaucoma. 

Costa et al (2006) 
[73] 

Brazil/USA 283 50 and above Clinic Based --- 56% Patient based study comparing two 
different urban areas. 

Dandona et al 
(2001) [75] 

Hyderabad - 
India 

1843 15 and above Population Based 2.4% 86.7%(of those 
who had heard of 
glaucoma) 

73% were aware of cataract. 
Awareness of all eye disease was 
higher in those 30+. 

Krishnaiah et al 
(2005)[76] 

Hyderabad - 
India 

5573 15 and above Population Based 0.32% --- Only 8 respondents knew that 
visual loss from glaucoma is 
permanent. Questionnaire was 
based on Dandona’s but was 
different, 

 Table 3.3: Papers on Knowledge of Glaucoma. 
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4.0 RESEARCH METHODS 

_______________________________________ 

 

4.1 Introduction 

 

This chapter will briefly look at the differences between qualitative and 

quantitative research methods. It will then look in more depth at the 

research methods I have employed in my research: in-depth interviews, 

focus groups and questionnaires. 

 

4.2 The Difference Between Qualitative and Quantitative Research 

 

The main differences between Qualitative and Quantitative research can 

be seen in Table 4.1. Qualitative research relies on interpretive or critical 

approaches to social science and follows a non-linear research path. It 

emphasises conducting detailed examinations of cases that arise in the 

natural flow of social life and trying to present authentic interpretations 

that are sensitive to specific social-historical contexts. 

 

Quantitative research relies on a positivist (rather than an interpretive or 

critical) approach to social science. 
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Quantitative Research Qualitative Research 
Test hypothesis that the researcher 
initiates 

Capture and discover meaning 
once the researcher becomes 
immersed in the data 

Concepts are in the form of distinct 
variables 

Concepts are in the form of themes, 
motifs, generalisations and 
taxonomies 

Measures are systematically 
created before data collection and 
are standardised 

Measures are created in an ad hoc 
manner and are often specific to 
the individual setting or researcher 

Data are in the form of numbers 
from precise measurement 

Data are in the form of words and 
images from documents, 
observations and transcripts 

Theory is largely causal and is 
deductive 

Theory can be causal or non-causal 
and is often inductive 

Procedures are standard, and 
replication is assumed 

Research procedures are 
particular, and replication is very 
rare 

Analysis proceeds by using 
statistics, tables or charts and 
discussing how what they show 
relates to hypotheses 

Analysis proceeds by extracting 
themes or generalisations from 
evidence and organising data to 
present a coherent, consistent 
picture 

Table 4.1: The key differences between qualitative and quantitative research 
 
 
Quantitative methods generate a mass of numbers that need to be 

summarised, described and analysed. Characteristics of the data may be 

described and explored by drawing graphs and charts, doing cross 

tabulations and calculating means and standard deviations. Further 

analysis would build on initial findings, seeing patterns and relationships 

in the data by performing multiple regression analysis, or an analysis of 

variance. Advanced modeling techniques may eventually be used to build 

sophisticated explanations of how the data addresses the original 

question. 

 

Qualitative methods generate a mass of words by interviews, focus 

groups or observational data that need to be described and summarised. 
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The question may require the researcher to seek relationships between 

various themes that have been identified, or relate behaviour or ideas to 

biographical characteristics of respondents such as age or gender.  

 

4.3 Qualitative Research Methods  

 

In the area of health care, social factors are as important as clinical ones 

in determining who suffers from disease, who presents for treatment and 

how they manage treatment regimes. The aim of qualitative research in 

this field is to understand the motivations and perceptions of target 

groups and how they impact on health behaviour.  

 

The use of qualitative study methods can be expensive and time-

consuming.  Planning is often a balancing act between design and 

resources, in other words what would be nice to do and what is feasible 

with the resources at hand. Resources include the time available for the 

project, the financial resources, and the talent and creativity of people in 

the study team.  Design includes: which methods will be used, the 

number of investigations to be carried out and the complexity of the 

analysis once the data has been collected.  
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4.3.1 Sampling Strategies  

 

Sampling strategies of in depth interviews and focus groups follow the 

same principles. Newman shows the different types of sampling see 

Table 4.2. 

 
Type of 
Sample 

Principle 

Haphazard Get any cases in any manner that is convenient 

Quota Get a present number of cases in each of several predetermined 
categories that will reflect the diversity of the population using 
haphazard methods 

Purposive Get all possible cases that fit particular criteria, using various 
methods 

Snowball Get cases using referrals from one or a few cases, and then 
referrals from those cases  

Deviant Case Cases that differ from dominant pattern (specific purposive 
sampling) 

Sequential Get cases until there is no additional information 

Theoretical Get cases that will help reveal features that are theoretically 
important about a particular topic 

Table 4.2: Sampling Strategies. [90] 
 

 

Most focus groups and in-depth interviews use a theoretical sampling 

model. It is called theoretical sampling because it is guided by the 

researchers developing theory. Participants are selected to reflect a 

range of the total study population or to test a particular hypothesis. 

Variety is important.  Class, ethnicity and other variables should be 

considered. Sample sizes are not determined by hard and fast rules, but 

by other factors such as feasibility. Ideal focus groups and interviews 

would continue until the same themes are continually being discussed 
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and no new ideas are coming forward. This is called “saturation” but is 

not always possible with limited time and financial constraints. 

 

Mays and Pope have written excellent short guides for health 

professionals on using qualitative research methods [91-95]. Their 

recommendations for in-depth interviews and focus groups form the basis 

of the information given below. 

 

4.3.2 In-Depth Interviews 

 

There are three types of interviews: structured, usually with a structured 

questionnaire, with fixed standardised questions. e.g. “Is your health: 

excellent, good, fair, or poor?”; semi structured, based on a loose 

structure consisting of open-ended questions that define the area to be 

explored. e.g. “What do you think good health is?”, and; in depth 

interviews which are completely unstructured than this and may cover 

one or two issues in great detail. The questions asked are based on what 

the interviewee says and consist mostly of clarification and probing for 

details. 

 

Qualitative interviewers try to be interactive and sensitive to the language 

and concepts used by the interviewee, and they try and keep the agenda 

flexible. They aim to go below the surface of the topic being discussed, 

explore what people say in as much detail as possible, and uncover new 

areas or ideas that were not anticipated at the outset of the research. It is 
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vital that interviewers check that they have understood respondents’ 

meanings instead of relying on their own assumptions.  This is particularly 

important if there is obvious potential for misunderstanding. 

 

Good questions are the key to good interviews. Patton [96] states that 

good questions in qualitative interviews should be open ended, neutral, 

sensitive, and clear to the interviewee. He lists six types of questions that 

can be asked: 

 

1. Behaviour or experience 

2. Opinion or belief 

3. Feelings 

4. Knowledge 

5. Sensory experience 

6. Background or demographics. 

 

Questions usually follow a pattern starting with questions that can be 

easily answered. These are shown in Table 4.3: 

 
Type of Question Description 
Opening Participants get acquainted and 

feel connected 
Introduction Begins discussion of topic 
Transition Moves smoothly into key questions 
Key Obtains insight on areas of central 

concern in the study 
Ending Helps researchers determine where 

to place emphasis and brings 
closure to the group 

Table 4.3: In-depth interview questions pathway. 
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Most interviewees are willing to provide the kind of information the 

researcher wants, but they need to be given clear guidance. It is possible 

to collect data even in stressful circumstances. The less structured the 

interview, the less the questions are determined and standardised before 

the interview occurs. Most qualitative interviewers will have a list of core 

questions that define the areas to be covered. The order in which 

questions are asked will vary, as will the questions designed to probe the 

interviewees’ meanings. During the course of a qualitative study, the 

interviewer may introduce further questions as they become more familiar 

with the topic being discussed. 

 

Successful qualitative interviews require considerable skill by the 

interviewer.  For the interviewee to feel comfortable and able to speak 

freely it is important that anonymity is ensured. i.e. in the case of a patient 

they need to know that what they say will not affect their treatment or 

doctor-patient relationship. To ensure this, it is of benefit for the 

interviewer to be impartial to the findings. 

Interviewers need to be aware of their directiveness, whether they are 

asking leading questions, and if clues are being picked up or ignored.  

Whyte devised a six point directiveness scale to help researchers guide 

their own interviewing technique: [97] 

Least 
Directive 

1. Making encouraging noises 

2. Reflecting on remarks made by the informant 
3. Probing on the last remarks made by the informant 
4. Probing an idea preceding the last remark by the 

informant 

 

5. Probing an idea expressed earlier in the interview 
Most Directive 6. Introducing a new topic 



 74

The point is not that non-directiveness is always best, but that the amount 

of directiveness should be appropriate. Some interviewees are more 

talkative than others and it is important that the interviewer maintains 

control of the interview. Patton provided three strategies for maintaining 

control [96]: 

1. Knowing the purpose of the interview – what it is you want to find 

out. 

2. Asking the right questions to get the information you need. 

3. Giving appropriate verbal and non-verbal feedback. 

 

There are some common pitfalls that have been identified by Field and 

Morse [98]: 

1. Interruptions from outside e.g. telephones 

2. Competing distractions e.g. children 

3. Stage fright for interviewer or interviewee 

4. Asking interviewee embarrassing and awkward questions 

5. Jumping from one subject to another 

6. Teaching 

7. Counselling 

8. Presenting one’s own perspective, thus potentially biasing the 

interview 

9. Superficial Interviews 

10. Receiving secret information 

11. Translators i.e. being inaccurate 
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Awareness of these pitfalls can help the interviewer develop ways of 

overcoming them.  

 

4.3.3 Focus Groups 

 

Focus groups are a form of group interview that capitalizes on 

communication between a number of research participants in order to 

generate data.  Group interaction is an integral part of this method and 

rather than the interviewer asking each person to respond to a question in 

turn, people are encouraged to talk to one another: asking questions, 

exchanging anecdotes and commenting on each others’ experiences and 

points of view.   

 

Focus groups are good for: 

 

•  looking at a range of ideas or feelings around a topic 

• understanding different perspectives between groups or categories 

of people 

• uncovering factors that influence opinions, behaviour or motivation 

• pilot-testing ideas, materials, plans or policies 

• researchers who need information on quantitative data already 

collected 
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They should not be used if:  

 

• you want to educate people 

• you want to come to a consensus 

• other methodologies can produce better information 

• other methodologies can produce the same quality of information 

more economically 

• you cannot ensure the confidentiality of sensitive information 

 

Focus group studies can consist of anything between half a dozen to over 

fifty groups depending on the aims of the project and the resources 

available. Most studies involve just a few groups and some combine this 

method with other data collection techniques, such as in-depth interviews. 

Most researchers recommend aiming for homogeneity within each group 

in order to capitalise on peoples’ shared experiences. However it can also 

be advantageous to bring together a diverse group (i.e. from a range of 

professions) to maximise exploration of different perspectives within a 

group. However it is important to be aware of how hierarchy within a 

group could inhibit participants.  

 

There are four main components to a good focus group. 

 

1. Purpose: 

• What do you want to find out? 

• Ensure that a Focus Group is the right tool to use 
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• Be clear on the area for discussion 

• Stay focused around this area 

• Do not be tempted to move into other areas of interest 

 

 

2. Target Group 

• Ideal group number is between 6-8 people who share a common 

theme 

• Have one-to-one contact asking them to participate in order to 

encourage participation 

• Send a letter to confirm date, time, place 

• You may need to provide an incentive to encourage people to 

participate 

 

3. Environment 

• Talk to people in the target group 

• Ask what would be a suitable location 

• Ask about a suitable time 

• Check out extra needs e.g. parking or childcare 

• Sessions should be relaxed and comfortable 

• Refreshments and sitting in a circle can help to establish the right 

atmosphere 

 

4. Skilled Moderator.  A good moderator has the following skills: 

• Listening 
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• Communication 

• Group inclusion 

• Summarising 

• Time management 

• Flexibility 

• Handling difficulties 

 

Analysis 

 

The analysis of in- depth interviews and focus groups is the same. It is 

widely accepted that audio taping interviews and focus groups is 

preferable to note taking. Notes can be made as well as taping but should 

be done after interviewing, so the interviewee has the interviewer’s full 

attention. Interviews should be transcribed and include as much detail as 

possible, including long silences, err’s and mmm’s. 

 

Grounded Theory is the traditional way of analysing qualitative data and 

was developed by the sociologists Strauss and Glaser. [99] Its analysis is 

inductive, in that the resulting theory emerges from the data through a 

process of rigorous and structured analysis. At the heart of grounded 

theory is the constant comparative method. Concepts or categories 

emerging from one stage of the data analysis are compared with 

concepts emerging from the next. The researcher looks for relationships 

between these concepts and categories, by constantly comparing them, 

to form the basis of the emerging theory. The researcher continues this 
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process of comparison until they reach ‘theoretical saturation’, i.e. no new 

significant categories or concepts are emerging.   

 

A more recent approach to qualitative analysis is the Framework 

Technique[100] (see Table 4.4).The framework technique shares many 

common features with grounded theory but the benefit of this method is 

that it provides systematic and visible stages to the analysis process. The 

method is both flexible and systematic and encourages objectivity and 

maximum use of the data.  

 
Framework Technique 

1. Familiarisation Reading and re-reading the 
transcriptions 

2. Identifying a Thematic 
Framework 

Condense data  into categories 

3. Indexing Codes systematically applied to 
the data 

4. Charting Re-arranging the data according 
to the thematic content in a way 
which allows for a cross case and 
within case analysis 

5. Mapping and Interpretation Interpretations and 
recommendations 

Table 4.4: Framework Technique[100]: Similar to that developed by the 
Independent Research body, Social and Community Planning Research, now the 
National Institute for Social Research. [101] 
 
 
 

To be able to comment on themes we look at the following: 

 Frequency – some attention. Remember sometimes key insights 

might be said only once in a series of groups or interviews. You 

have to know enough about the subject to spot a gem. 

 Specificity - more emphasis given to comments that are specific 

and provide detail e.g. from experience. 
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 Emotion – weight given to comments that show emotion, 

enthusiasm, passion or intensity. 

 Extensiveness – how many different people said the same thing.  

One person may say something often this is frequency, different 

people in different groups saying the same 

 

As in all qualitative analysis, deviant case analysis is important: i.e., 

attention must be given to minority opinions and examples that do not fit 

with the researcher’s overall theory. In general it is not appropriate to give 

percentages in reports of qualitative data, and it is important to distinguish 

between individual opinions expressed and group consensus. 

 

4.4 Quantitative Research Methods  

 

A range of quantitative research methods are used in social sciences. 

The most common are based on: the analysis of existing statistics; 

specially commissioned surveys of samples of the population, or 

investigations using controlled conditions. 

 

Quantitative techniques involve the use of standardised and scheduled 

questionnaires, rather than the more open methods discussed in 4.3. 

Methods of analysis rely on manipulation of numerical data, rather than 

textual analysis. Survey research concentrates on generalities and on 

‘normality’ (in a statistical sense) and divergence from it. 
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4.4.1 Questionnaires 

 

In designing a questionnaire that is reliable, valid and acceptable to 

respondents, great care must be taken over wording, response formats 

and the order of items. Difference in wording can produce very different 

responses. Questions can be about demographic facts (age, gender, 

number of children), knowledge, behaviour or attitudes, and the 

researcher must consider whether the item is an appropriate indicator for 

the kind of information sought. A key consideration is the target 

population, and the instrument designed must be pre-tested with 

members of the target population before the survey. Newman [90] shows 

us the steps involved in survey research. Figure 4.1 

 
Figure 4.1: Steps in the process of survey research [90] 

Step 1: 
-Develop hypotheses 

-Decide on type of survey (mail, interview, telephone) 
- Write survey questions 

-Decide on response categories 
-Design layout 

Step 2: 
-Plan how to record data 

-Pilot test survey 
 

Step 3: 
-Decide on target population 

- Get sampling frame 
-Decide on sample size 

-Select sample

Step 4: 
-Locate respondents 
- Conduct interviews 
-Carefully record data 

Step 5: 
-Enter data onto computers 

- Recheck all data 
-Perform statistical analysis on data 

Step 6: 
-Describe methods and findings in research report 

- Present findings to others for critique and evaluation 
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When asked a question in a questionnaire it is hoped that a respondent 

will answer accurately and honestly. Green & Browne [102] list below the 

psychological processes that can inhibit accuracy and honesty: 

 

• Misunderstanding the question: simple misunderstanding of the 

intention behind a question is very common. 

• Inability to recall: Asking people to recall events and moods over a 

long period can be an extremely difficult task. 

• Guessing: The answers to many questions may not be recalled 

with perfect accuracy so respondents may use a variety of 

strategies to ‘guess’ what they consider to be the ‘right’ answer. 

• Mapping the answer onto the response alternative: Response 

formats are unlikely to correspond exactly to our respondents’ 

individual mental representations, and ‘true’ answer can often 

become lost in translation.  

 

The second problem for questionnaire design arises from a variety of 

biases that occur when answering questions: 

 

• Satifising: This occurs when respondents give what they consider 

a ‘satisfactory’ rather than optimal answer. A common example of 

this is the tendency to select the first response alternative that 

seems reasonable, rather than considering all the options and then 

choosing. 
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• Social desirability and faking good: Respondents are likely to want 

to present the best version of themselves to the world in a 

questionnaire. This can lead to extreme bias when we ask about 

sensitive subjects such as socially undesirable behaviours. 

• Deviation and faking bad: In some situations a respondent may 

perceive it advantageous to appear in as bad light as possible.  

• Acquiescence: Respondents are more likely to agree than 

disagree with statements in a questionnaire. 

• End-avoidance and positive skew: These problems arise when 

respondents are asked to provide an answer in some form of 

continuous scale. End avoidance occurs because respondents 

often do not like to choose extreme answers. Positive skew occurs 

because respondents tend to favor more positive responses, 

leading to response distributions that do not centre on the middle 

option. 

 

4.4.2 Good Questions 

 

The wording of a question is extremely important. To achieve objectivity it 

is important not to lead the respondent into giving the answer we would 

like to receive. Qualities of a good question include: 

• Neutral wording: Value-laden questions produce biased 

responses. 

• Avoids asking two or more questions at the same time. 

• Accommodates all possible answers. 
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• Has mutually exclusive response choices, so that a single answer 

cannot fall into more than one category. 

• Provides unambiguous differences between response choices. 

• Produces variability of responses: When a question produces no 

variability, we learn little and cannot perform statistical analysis on 

the item. 

• Does not make unwarranted assumptions. 

• Does not ask questions where the respondent has to guess 

(satisfice) the correct answer. 

• Does not imply a desired answer. 

 

4.4.3 Pre-testing 

 

It is important to try out a questionnaire on representatives of the target 

population. If there are problems they will show up here and can be dealt 

with before the main survey.  

 

Mail, telephone and face-to-face are the three main ways questionnaires 

are administrated. Each has advantages and disadvantages. It is 

important to choose the correct method for your target population. Table 

4.5 looks at the different features. 
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 Type of Survey 
Features Mail Telephone Face-to-Face 
Administrative Issues    
Cost Cheapest Moderate  Expensive 
Speed Slowest Fastest Slow - Moderate
Length  Moderate Short Longest 
Response rate Lowest Moderate Highest 
 
Research Control    
Probes Possible No Yes Yes 
Specific Respondent No Yes Yes 
Question Sequence No Yes Yes 
Only One Respondent No Yes Yes 
Visual Observation No No Yes 
 
Success With Different Questions    
Visual Aids Limited None Yes 
Open-ended Questions Limited Limited Yes 
Contingency Questions Limited Yes Yes 
Complex Questions Limited Limited Yes 
Sensitive Questions Some Some Some 
 
Sources of Bias    
Social Desirability No Some Worst 
Interviewer Bias No Some Worst 
Respondents Reading Skills Yes No No 
Table 4.5: Features of different types of survey. [90] 
 
 
4.4.4 Mail and Self-Administered Questionnaires 
 

Advantages: researchers can give questionnaires directly to respondents 

or mail them to respondents. This type of survey is the cheapest method 

and can be conducted by a single researcher. A researcher can send the 

questionnaire to a wide geographical area and the respondent can 

complete it at a time that is suitable to them. Mail questionnaires offer 

anonymity and avoid interviewer bias. 

 

Disadvantages: Since people do not always complete mail questionnaires 

the biggest problem is low response rate. Returned questionnaires can 
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take a long period of time to trickle in. Researchers cannot control the 

conditions under which the questionnaire is completed and cannot 

guarantee that it is only filled in by one individual. Incomplete 

questionnaires can also cause problems. Mail questionnaires limit the 

kinds of questions that can be asked, e.g. visual and complex questions 

do very poorly in mail questionnaires. Mail questionnaires are also 

unsuitable for anyone who is illiterate or near-illiterate. They are unlikely 

to complete them and those who do probably misunderstand the 

questions and so the answers are meaningless. 

 

4.4.5 Telephone Interviews 

 

Advantages: the telephone interview is a popular survey method because 

about 95% of households can be reached by telephone. An interviewer 

calls a respondent (usually at home) asks questions and records the 

answers. The sample is taken either from lists, telephone directories or by 

random digit dialing. In general, telephone interviewing is flexible and has 

a lot of the strengths of face-to-face interviewing but for half the cost and 

time. Interviewers control the sequence of questions and can, if 

appropriate, use some probes. A specific respondent is chosen and will 

answer all the questions alone. 

 

Disadvantages: the method is relatively expensive and long interviews 

are not practical. Respondents without telephones are impossible to 

reach and a good response rate is dependent on dedicated interviewers 
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giving call backs. Refusal rates for interviews can be high due to the 

increased amount of telephone market research. The use of an 

interviewer reduces anonymity and introduces potential interviewer bias. 

Open-ended questions are difficult to use and questions using visual aids 

are impossible. 

 

4.4.6 Face-to-Face Interviews 

 

Advantages: face-to-face interviews have the highest response rate and 

permit the longest questionnaires. They have all the advantages of 

telephone interviews and the interviewers can also observe the 

surroundings and use non-verbal communication and visual aids. Well 

trained interviewers can ask complex questions, and use extensive 

probes if appropriate. 

 

Disadvantages: face-to-face interviews are expensive due to training, 

travel, supervision and personnel. Interviewer bias is also greatest in 

face–to-face interviews. The appearance, tone of voice and wording of 

questions by the interviewer may affect the respondent. In addition 

interviewer supervision is less than for telephone interviews in which 

supervisors monitor by listening in.  
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5.0 PATIENT AWARENESS 

_______________________________________ 

 

5.1 Introduction 

 

In Chapter 3 I addressed the nature of glaucoma.  The loss of central 

visual acuity is typically the last occurrence in advanced glaucoma where 

progressive deterioration of visual field typifies the advance of optic nerve 

damage. The burden of visual handicap from the disease in the 

community is therefore much larger than blindness registration would 

suggest. If the effectiveness of interventions to prevent the progression of 

glaucoma is to be assessed, it is important to make a clear assessment 

of the social burden of handicap from the disease. At present there is only 

one other significant field-dependent measure of social function and that 

is the DVLA test for fitness to drive. 

 

As discussed in Chapter 3, Section 3.3.1 the disease is insidious in 

nature, and relatively slow in progression, taking 5 years or more to 

progress to blindness if untreated [58].  Many adaptive processes take 

place in individuals to cope with any visual handicap. Unlike many 

diseases, coping strategies that evolve to overcome visual handicap in 

glaucoma are dysfunctional as they conceal the existence and 

progression of the disease. It is very difficult to estimate the social burden 

of the disease. How much less productive is an accountant with 50% 
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visual field loss? How much more care is required for an elderly individual 

living alone with 50% visual field loss? 

 

A large body of work has been done to investigate the value of 

questionnaires in quality of life assessments of individuals with glaucoma 

[103]. The questionnaires have, however, focused on activity-related 

functions. Few have explored the important aspects of recreation and 

motivation highlighted by Owen and Herse [104]. None have explored the 

state of mind of the individual, although it is known that individuals with 

low vision are frequently depressed [105, 106]. In addition, the possibility 

of altered behaviour patterns to avoid stigma associated with being 

visually handicapped [107] has not been addressed. 

 

There was a clear need for qualitative research to address the wider 

issues of glaucoma and the effect this disease has in the community. It 

was hoped that such research would highlight new areas requiring 

intervention (e.g. expansion of support mechanisms for sufferers) and 

facilitate the better assessment of intervention strategies involving the 

identification and treatment of cases within the community. 

 

This study intends to address these issues in a qualitative fashion as 

described in Chapter 4, Section 4.3. 
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5.2 Methods 

In-depth interviews and focus groups were chosen as described in 

Chapter 4 because these methods, used in the correct environment, can 

allow individuals to express freely their feelings and opinions. They can 

give a deep insight into individual patients’ opinions on living with 

glaucoma and its accompanying restrictions. 

  

5.2.1 Sampling Strategy 

A purposive sampling strategy was used as described in Chapter 4 Table 

4.2. Patients of both sexes and a wide range of ages with moderately 

severe or severe primary open angle glaucoma were recruited by an 

ophthalmologist. Patients had to have definite reproducible field loss 

totaling the equivalent of a quadrant or more on Humphrey field analysis 

in at least one eye. Twenty-eight patients were sampled from two 

hospitals; one was a specialist urban eye hospital and the other a District 

General Hospital. All participants gave written consent and  this sampling 

strategy was approved by the Moorfields Ethics Committee.  Figure 1 

shows the age range and gender of all study participants. 

  Study Participants 
Gender Male 14 
 Female 14 
Age Range >70 12 
 60-69 7 
 50-59 5 
 40-49 3 
 <40 1 
Total  28 

Table 5.1: - Study Participants. 
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5.2.2 Interviewing techniques  

Of the 28 participants, 20 were interviewed with in-depth one-to-one 

interviews and 8 took part in focus groups. These were used to create an 

open discussion on living with glaucoma. Both techniques investigated 

functional and dysfunctional strategies of glaucoma patients. Key prompts 

are listed in Table 5.2, which shows the main areas we wanted to cover.  

They were used to guide the interviews and focus groups where 

necessary.    

 

Key Prompts 
Referral Daily Coping 
• Trigger of referral 
• Mode of referral (GP, optician, 

self) 
• Symptoms 
 

• Difficulties 
• Use of aids 
• Help from others 
 

Response to Diagnosis Light 
• Awareness of condition 
• Change in attitude 
• Change in lifestyle 
 

• Effect of darkness 
• Effect of bright light 
 

Major Changes Interest in Glaucoma 
• DVLA 
• Blindness Registration 
• Things patients could do 1yr 

ago and cannot do now 
 

• Awareness 
• Knowledge 
• Need to tell others 
• Need to understand condition 
 

Treatment Hopes and Fears 
• Application 
• Side effects 
• Surgery advice 
 

• What do patients want for the 
future? 

• What are their personal hopes 
and fears? 

 
Table 5.2: Key prompts 
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5.2.3 Analysis 

 

All interviews and focus groups were taped and transcribed for more 

detailed analysis.  Written consent for this was obtained from all 

participants. The interviews were analysed using the framework 

technique described in Chapter 4 Table 4.4. This method of analysis was 

used because it is both flexible and systematic and encourages 

objectivity and optimum use of the data. As discussed in Chapter 4.2 

primary analysis was carried out by the principal investigator and 

validated by the social researcher as recommended by Armstrong et al 

[108]. All quotes displayed in the results have the interview/focus group 

number brackets at the end of the quote. 

 

 

Figure 5.1: In-depth Interview in Leeds – Taking Consent. 
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5.3 Key Findings 

 

5.3.1 Triggers 

 

There were triggers common to all patients such as blurred vision and 

flashes. These triggers were not recognized as symptoms of the disease 

by the patient. The majority of patients who recognized a problem with 

their sight did so while doing close work such as reading, photography 

and drawing or by playing ball games like tennis. Although clinicians are 

aware that triggers such as glare, pain and haloes are experienced, it is 

suggested in glaucoma there are no recognized clinical symptoms of the 

disease [109-111]. 

 

“I noticed my glaucoma first, er, when reading in bed. I was reading 

along, and out of context this word Fra Sinatra, leapt out at me. I went 

back and had a look and it was Frank Sinatra. The NK had vanished.” (I1) 

 

“I do machine work, I noticed like a zigzag of lightning, across the centre 

of the left eye.” (I2) 

 

 

 

 



 94

5.3.2 Unexpected Diagnosis 

 

Early signs were seen as normal illness and were put down to tiredness, 

age, the need for a new ophthalmic prescription or previous eye 

conditions such as conjunctivitis. Some patients assumed visual disability 

was a result of pre-existing disease from childhood or birth.   

  

“I was never honestly aware, at any time, oh, until a slight mistiness when 

I was em, reading. I read a lot, you see, and I began to notice that it was 

getting a little misty, and I thought, at that time – well, it’s time, I wore 

glasses.” (I6)    

  

Diagnosis came as a surprise to nearly all patients as few had noticed 

any symptoms and hardly anyone had noticed any visual field loss. For 

some patients diagnosis was the first indication that there was something 

wrong with their eyes. Some patients did not recognise a problem even 

after diagnosis. 

 

“I was very surprised by the results of the field test, actually, because I 

always thought I had good peripheral vision…and I have never noticed 

any deterioration of that.” (I5) 
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“The top right of my visual field, was really so dark, it had gone, you see, 

and they were afraid of it coming down to tunnel vision. But as far as I 

was concerned, I was seeing perfectly normally.”(I6) 

 

All patients did their own field tests with their fingers to draw comparisons 

between clinical findings and their own experiences. The shock of 

diagnosis was heightened by patients’ limited knowledge of glaucoma 

and it’s potential seriousness. 

  

“Well I suppose it knocked me back a bit at the time. Because I didn’t 

really know what it was, or what it was going to do.” (I4)  

 

5.3.3 Treatment 

 

In some cases, side effects from drops made vision much worse and 

strict treatment regimes restricted lifestyle. This resulted in many patients 

being only part compliant with their treatment. 

    

“…it made an enormous difference, when I turned over to these new 

drops. First of all I could see much better, the worst effect of pilocarpine, 

is that you can’t see in the dark. Unless the light is good , you really, 

you’re very very handicapped…I’m also relieved from the tyranny of 
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putting your drops in every six hours, for the last couple of months, life 

has been very much better.” (I8) 

 

“…at some stage, I think I was doing about fourteen times a day drops, 

you know.”(I2)[ 

 

5.3.4 Driving 

 

The loss of ability to drive was similarly reported as a significant disability 

for many.  Several participants reported that they had tried to hold on to 

their driving licences for as long as possible, using a variety of strategies 

to reduce the chance of vision problems causing an accident.  These 

included avoiding driving in the dark, or only driving routes they knew 

well.  However, for some, the loss of a licence had not been as 

devastating as they had predicted: 

 

“Losing your driving licence – that is the pits.  I thought that was the worst 

thing that could happen to me – it’s not, as I’ve discovered” (G2) 

 

Again, the quality of the external environment shaped the experience of 

loss.  One man described his regret at losing his car: 
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“I used to be like a car fanatic, I used to love the car!  I find that hard, it's 

like relying on other people, and I don't like that, sort of a burden on 

people … although I'm getting used to it now!”  (I11) 

 

He went on to comment that being unable to drive would be less of 

burden 'if public transport was to run on time'.   For a largely urban 

sample, with access (if limited) to public transport, using a car (or the 

legitimate right to do so) may have more symbolic than practical 

importance, as a marker of independence.  

 

5.3.5 Reading 

 

For many, problems with reading were the greatest hardship of 

impairment, and several talked about fears of no longer being able to 

read:   

 

“I can’t tell you how important reading is to me.  And as I get older, it gets 

more important. [If it deteriorated] I wouldn’t care about living any more, 

to be honest with you.”  (I6) 

 

“For me, being so young, it’s really difficult, because I used to read a lot.  

Now I’m limited, I just have to read for an hour, two hours a day and I 

miss that a lot, because I love reading.”  (G1) 
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Occupational context meant that for the young woman quoted above, 

limiting reading to two hours a day was a restriction, as she was studying 

for a degree, so there was no additional time available to read for 

pleasure.  Clearly, for those in different circumstances, being able to read 

for only one or two hours a day might not be at all disabling. 

 

Thus an apparently mundane everyday mistake takes on a particular 

significance in the context of maintaining a valued social role.  Similarly, 

many participants talked about the problems of seeing ground level 

activity, and therefore accidentally kicking household pets, or bumping 

into small children.  For one woman, this was the ‘worst thing’ about living 

with glaucoma: 

 

“That’s the worst thing, I was always bumping into my children and I was 

always losing my children, you know I’d be walking, and I’d say ‘where’s 

Rosie?’ and Rosie, well she was right beside me!”   (G1) 

 

For women, especially, the need to involve male partners in tasks 

formerly considered ‘their work’ was difficult and potentially guilt-inducing: 

  

“And he’s very tired at the weekend, so it’s very difficult.  I will go to the 

supermarket, but he has to come and collect me.  But em, it is an extra 

sort of burden” (G1) 
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Other participants reported that diminishing visual ability had not had a 

serious impact on their quality of life, despite meaning that driving was no 

longer possible, and gardening and other household tasks were made 

more difficult.  One man, having described how glaucoma had stopped 

him driving, and thus travelling to see his family or going for days out in 

the country, said he was not worried about the long term implications of 

being 'dependent':  

 

“Knowing my wife, I mean I’ve got no worries in terms of what she would 

do for us in any case … I wouldn’t have any problems … [I’d] be looked 

after.”  (I2) 

 

In general, the men in the sample were less likely to express fears about 

their dependence on partners and other family members:   

 

“I rely very much on my wife, who knows that in a strange environment I 

cannot walk quickly and she’ll walk in front of me (G2)” 

 

One young woman, a student from a large family, did describe the help 

she received from relations (that she expected as a matter of routine) in 

getting to college, but others in the group pointed out that this was a 

solution not open to many in the relatively more isolated families typical of 

English cities: 
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 “My sisters and aunts help, when anybody has time” 

“So you’re really dependent on your family or friends … well my mother 

and father have now died, and there's no one, my sisters are [abroad] I 

can’t suddenly ring up and say ‘well can you just help me get to the 

supermarket!'”  (G1) 

 

For most participants, though, there was a tension between preserving 

independent mobility and being able to manage day to day activities at a 

practical level.  Accounts of everyday life thus stressed that one ‘coped’ – 

but often at a cost. 

 

5.3.6 Cost of Coping 

 

Given that many participants had coped, perhaps unconsciously, with 

diminishing visual ability before their diagnosis, most had found a variety 

of ways of minimising the impact of symptoms on everyday life.   These 

included double-checking the position of objects (such as cups before 

pouring water), making sure kitchen implements or tools were always left 

in the same position, and improving household lighting.  Of course such 

strategies are to some extent the actions many people without glaucoma 

might take to reduce clumsiness, or cope with the ‘normal’ bodily 

deterioration of advancing age, so were not in themselves evidence that 

‘something unusual was happening’ pre-diagnosis.  Once their eyesight 

difficulties had been labelled specifically as 'glaucoma', participants could 

be more explicit about referring to these as coping strategies.   In the 
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focus groups particularly, participants discussed the techniques they had 

developed to manage everyday tasks: 

 

 “A real classic is when you drop something, and it just goes bouncing off, 

and then its down on the floor, sort of scanning – you have to learn to 

scan” 

“That’s it, scanning –“ 

“Like a radar, sort of”  

“Yeah, like a robocop!”  (G2) 

 

Participants in the two focus groups also shared tips with each other 

about how to cope with glare from lighting and reductions in visual fields, 

such as: writing with thick felt pens; wearing hats outdoors to reduce the 

impact of the difference between lighting indoors and outside; and 

investigating the possibility of voice-recognition software.  In hearing 

other peoples’ accounts of symptoms, some participants re-labelled 

experiences specifically as the effects of glaucoma: 

 

“I'm wondering, listening to you, because I have a job to recognise 

textures … and I couldn't see details like where buttons were on 

garments … so maybe that's the glaucoma.” (G2) 

 

Patients felt they coped but at a cost. Independence was highly prized.  

Reliance on others caused inner conflicts even if the dependence was on 

a spouse. Loss of a driving licence was seen as a major loss of 
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independence. Patients hold on to their driving licence for as long as 

possible and justify to themselves that they are safe on their previous 

driving record. Patients would also claim to be safe because they didn’t 

drive at night or only on short journeys, proving that patients know they 

may be unsafe at times but are not ready to admit it. 

 

“…whatever the DVLA test might say, I know perfectly well that I can see, 

er, well enough to drive. I mean, I’m a responsible citizen, if I thought for 

a moment I was a danger to everyone or anybody else, I’d stop driving, 

but I’m sure I am not.” (I8) 

    

“…although Ian told me to give up, I mean they told me like June, I didn’t 

actually give up till about August, because I had the car, and it was sitting 

on the drive.” (I11) 

 

Patients who were still working found they had little energy left for family 

and leisure time. The decision to give up or to continue work was a major 

decision as patients struggled with the fight for independence or the 

chance to have more time and energy with families. For some of the 

younger patients, giving up work was not seen as an option, adding more 

stress. 

 

“So I do it as normal. And I do as much as I can. Then I go home, and I’m 

absolutely exhausted.” (G1)  



 103

 

“…’cause at the end of the day I do need my job, ‘cause I’ve got a wife 

and two kids to support, so you know, I do need that job.” (I11) 

 

“My work has definitely been affected, I mean, I’ve been going through 

the last three years, thinking can I really continue?” (FG1) 

 

5.3.7 Perceptions of Blindness 

 

The other aspect of ‘coping at a cost’ is the balance to be maintained 

between the practical issues of mobility, while projecting an image of an 

independent person.   People with glaucoma may not present to the 

outside world as ‘disabled’, in that there may be no visible signs of 

impairment.  In Goffman’s [112] phrase, the stigma is ‘discreditable’ 

rather than ‘discredited’, and  many participants in this study valued being 

able to present as ‘normal’.  However, this of course brings practical 

problems when routine expectations of ability (e.g. that you will see small 

children in a crowded train station, or the floor buttons in a dim lift) are not 

met.  In the focus group discussions particularly, participants talked about 

these tensions between wanting to present ‘normality’ and managing with 

tasks such as mobility: 

 

“People say you look normal” 

“yes, you don’t necessarily look it yourself, but you look normal (laughter)” 
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“And when its good you actually feel –“ 

“Yeah” 

 “Relatively normal.  And so you think, I can do it” 

“Yeah, yeah” 

“And you can act normal” (G1) 

 

“Going somewhere really dark, I sort of get panicky, in case I don't see 

something or someone and walk into them, 'cause they don't know what 

you're suffering with and I don't want to sit down and have to explain to 

someone what’s wrong with me.” (I9) 

 

 Deciding whether, and how to, use a ‘white stick’ was a key example for 

many.  Although there were recognised advantages (e.g. that it enabled 

you to gauge the depth of steps, and drew attention to hazards that may 

not be within eyesight), it also brought added practical problems - one 

more thing to carry from the shops, for instance, as shopping has to be 

done on foot.  However, it was also a very potent symbol of disability, 

which was rejected by many.    One solution to the dilemma was to carry 

the stick, in case it was needed – but not visibly: 

 

“I’ve got a white stick - in my handbag!  When I use it, I have enough 

vision that I can see people looking at you quite openly ... and then 

people offer you seats on the bus or whatever, you get a little bit more 

attention, so I get embarrassed.” (G1) 
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Similarly, walking with a guide could lead to feelings of stigma: 

 

“When I usually walk with my sister, people think that I don’t see anything 

at all, and you know, they’ll start staring at me, I feel uncomfortable” (G1) 

 

This example reflected the lack of understanding about the effects of 

glaucoma that some participants felt was a problem.  Just as they had not 

understood much about the disease pre-diagnosis, they noted that the 

misconceptions of acquaintances could present problems.  One man 

talked about a tennis partner who slowed down the game, although this 

actually made the ball harder to see.  Others talked about the way in 

which friends would point out the easily seen sights (e.g. a mountain, 

trees in the distance) but not the hazards out of their field of vision, such 

as unexpected steps, kerbs or street furniture.  Even professional helpers 

could lack understanding of the impact of glaucoma: 

 

“After six months on the waiting list I had a rehabilitation worker … she 

said ‘what is the problem with your eyes?’ I mean this was because I was 

registered blind, and I just said ‘ oh its glaucoma’ and I nearly dropped 

dead when she made the next comment – ‘Oh, is that all?’” (G1)  

 

Conflicts were created by not wanting to draw attention to oneself, 

keeping white sticks in handbags or only wearing dark glasses when 

absolutely necessary, and wanting their condition to be understood. If 

patients could not see people greeting them in the street, they wanted 
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people to realise that it was the result of the disease and not that they 

were being rude.   

 

“I’ve got a white stick, in my handbag, at least, and when I use it, I have 

enough vision that I can see people look at you – openly.” (G1) 

 

“I don’t want people to treat me differently. Being aware that I have a 

problem, but what I’m very worried about, is that people would see that 

stick, and assume – like I always did, a white stick means total blackout.” 

(G2) 

 

The specific diagnosis of glaucoma was also unexpected in terms of lay 

ideas about sight disability. Many reported that they had not heard of 

glaucoma, and that their diagnosis was the first encounter they had with 

the term.    For some respondents, blindness was considered to be a 

disability one either had or did not have, and the concept of a disease 

that might gradually cause sight loss did not fit with their pre-existing 

ideas about eye health: 

 

“Well I suppose it knocked me back a bit at the time. Because I didn’t 

really know what it was, or what it was going to do.”  (I4) 

 

“[The diagnosis] put me down, depressed me terribly.  I’d never 

considered it you see. I’d heard of glaucoma, but I didn’t know, for 
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instance, it could creep up on you without you realising.  'Cause it’s, it’s 

so silent, so without warning it strikes, doesn’t it?”   (I6) 

 

“I’d never heard of glaucoma - always thought vision [was an] open/shut 

affair” (I2) 

 

To some extent, this lack of awareness of the gradual effects of glaucoma 

reflected general perceptions of ‘blindness’ and what it meant to be blind.  

When participants who still had some functional sight talked about their 

ideas of people with partial sight or blindness, they talked largely of those 

with no vision at all.  Concepts of what blindness meant were often based 

on individuals they had known or known about.  Images of ‘blind people’ 

were a mixture of sympathy or pity for the extreme dependence that was 

seen to result from blindness, and admiration of achievements in the face 

of disability.   

 

“When I was about four, I used to run into the house of a man next door… 

and that man was completely blind.  His wife got him up, I suppose, 

dressed and changed him. He sat there all day long.  He never went out.”  

(I2) 

 

“I fear for them [blind people], quite frankly.  I see them going along the 

road, and I’m afraid for them.” (I6) 
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The other side of this image of victims was one of heroic endeavour, and 

overcoming the disability.   

 

“And he used to sing solo, in concerts, and he read the words with his left 

hand, and the music with his right, in Braille.  Which is pretty awe-

inspiring, I think.”  (I11) 

 

“How David Blunkett manages to be Secretary of State for Education, I’ll 

never know.  Absolutely amazing, without being able to see” (I8) 

 

One exception was a man with diabetes, for whom eye disease was a 

perceived risk, who recalled being surprised by field test results at the 

time of the diagnosis, but saw the diagnosis as, in retrospect, predictable. 

This participant also reported less extreme perceptions of what blindness 

might mean, and an image more rooted in a social model of disability: 

 

“I’ve listened for years to the talk on the radio programme for blind and 

partially sighted people … it’s a good programme… This  programme 

helped, because many people are living quite normal  lives” (I5) 

 

Given the low reported level of awareness of glaucoma, and of the range 

of eye problems expected by most respondents as part of ‘normal life’,  

most of those interviewed reported that particular symptoms were not a 

trigger for their referral, unless they had occupations which demanded 

reliance on eyesight.   
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5.4 Discussion 

 

In Zola’s study on triggers he suggests that people accommodate 

symptoms until something breaks down or overrides the accommodating 

factor [113]. This could be the interference with interpersonal 

relationships, the disruption of normal work roles or the occurrence of a 

life event.  For most health problems this is functional, as many resolve 

without medical intervention, and others are no harder to treat once 

advanced.  This is not the case with glaucoma. Starting therapy as early 

as possible in the disease process is important, as once damage occurs, 

it is irreversible. Treatment for glaucoma, if diagnosed early, can arrest 

glaucomatous optic nerve damage or delay it so that satisfactory vision is 

retained for the patient’s lifetime [114]. This study found few triggers for 

early referral.  People accommodated well to deteriorating sight and 

explained symptoms to be everyday sight problems (e.g. need of a new 

prescription, tiredness or they were seen as the unavoidable result of 

aging). 

 

In a society in which a large proportion of the population has corrected 

vision, minor eyesight problems are seen as ‘normal illness’, easily 

accommodated until it becomes obvious that ‘something unusual is 

happening’.  Clinically, visual function is assessed in a number of ways, 

including acuity, contrast sensitivity, colour perception and field of vision.  

For most of the population, visual acuity is the key aspect of eyesight that 

impacts on awareness of 'visual ability'.  Diseases, such as glaucoma, in 
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which other functions are affected like peripheral vision, without loss of 

acuity, are unlikely to prompt self-referral until late in the disease process. 

 

Nearly all participants in this study were ‘surprised’ by the diagnosis of 

glaucoma.  They reported little or no knowledge about glaucoma pre-

diagnosis. This was echoed in their accounts of discussing their condition 

with friends, acquaintances and even professional workers post-

diagnosis. Many were faced with perceptions that glaucoma was 

exclusively a disease of old age, or that it was a minor condition which 

would not cause disability. This ignorance and preconceptions may also 

be reflected in the wider population.    

 

After diagnosis, everyday experiences of sight disability could be re-

framed in retrospect as symptoms and warnings of potential future 

disability. The 'biological disruption' [115] of an unexpected diagnosis was 

then reassessed within the patients’ current strategies for coping and 

their concerns about the future.   

 

‘Independence’ had different meanings depending on gender, age and 

other social factors.  For the younger women particularly in this study, 

decreasing independence and inability to shop, look after the children and 

work was reported as keenly felt disabilities.  For some other participants 

(particularly the older men, and one woman who lived with her extended 

family), there were routine expectations that others (wives, relatives) 

would help as an extension of their normal roles, and the lack of 
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independent mobility was consequently not reported as disabling.   The 

meaning of independence has been shown to be rooted in wider cultural 

values.  Charmaz, [116] in her study of the impact of chronic illness on 

self identity, noted that  ‘residuals of the Protestant Ethic’ pervaded the 

notion of a valued self for the participants in her North American study.  

Hard work and independence were the essence of self worth, and those 

with chronic illness faced a double burden of the impact of disease and a 

diminished sense of self.  Some participants in this study made reference 

to similar ideas, with working roles (both paid and unpaid) clearly crucial 

to a sense of self.  However, the impact of symptoms is highly dependent 

on the specific social circumstances, and 'independence' is viewed 

differently depending on the point in people’s life-cycle, gender and 

support networks. 

 

Minor environmental changes, such as improving the level of household 

lighting, could effect dramatic changes in ability to cope.  Although most 

participants were positive about the treatment they received from their 

hospital specialists, they were less positive about help they had received 

from rehabilitation services, such as those offered to help people use 

white sticks or consider household aids.  That the focus groups in this 

study were used to discussing strategies for coping, and to exchanging 

ideas for managing symptoms and treatment regimes, suggests that 

there is a need for better access and awareness for this kind of help. 

 



 112

In 1970, Scott wrote about the role of experts in turning those who do not 

see well into ‘blind men’ [117].  For many of the participants in this study 

who still had some functional vision,  images of ‘blindness’ were rather 

negative, resonating with broader social stereotypes of blindness – 

namely that the only roles open were ‘victim’ or ‘hero’.  These roles were 

mainly formed from past interactions or memories of other blind people. 

Glaucoma, because its onset is insidious, can involve the sufferer in a 

long (often permanent) transition from taking sight for grant to the 

problematic persona of a blind person. Many participants resisted 

registering as blind or displaying themselves as blind people by using a 

white stick in public.  Despite resisting the stigmatised label, many 

nevertheless reported significant current disabilities, concerns about 

future prognosis, and social difficulties arising from the routine 

expectation that they had 'normal' eyesight.  To some extent, this reflects 

the impoverished models of blindness available – few can be heroes, and 

few wish to be victims.  Instead, many adopted a strategy of 'coping at a 

cost': maintaining a valued self image of 'normally sighted person' (within 

that large range in a population where many have corrected vision), while 

developing practical and social strategies to maintain physical mobility 

and social roles. 

 

The reasons why glaucoma goes undetected include: failure of people to 

have regular sight tests; deficiencies in glaucoma testing at a primary 

core level; and referral criteria. This inevitably results in many borderline 

cases being overlooked [64]. Screening may be seen as a solution to 
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early detection but at present there is no single test sufficiently valid for 

the identification of sufferers at primary screening. To justify the cost and 

patient anxiety involved in referral for secondary examination by a 

consultant ophthalmologist, a single acceptable, cheap, robust and valid 

test for glaucoma which is able to reliably detect early stages of the 

disease is required. 

 

The International Glaucoma Association has shown that in the UK the 

highest proportion of appropriate referrals to the hospital eye service is 

made by optometrists via the general practitioner [118]. Optometrists 

initiate over 90% of referrals for chronic glaucoma [59]. The public needs 

to be made aware of the importance of regular eye tests especially 

among those with a family history of glaucoma. We need to move away 

from the common opinion of sight tests only being required for people 

who have an ophthalmic prescription.  

 

Free sight testing was withdrawn in the United Kingdom on 1st April 

1999. This raised concerns that the introduction of a sight test fee would 

deter people, especially the elderly, from having routine sight tests. In the 

year following the introduction of charges it was reported that referrals to 

Bristol Eye Hospital had dropped by 15%[119] suggesting that the sight 

fee had deterred people. However on closer examination of the data 

people, had rushed to obtain free eye testing before the implementation 

of the fees.  On re-analysing the data omitting the figures relating to the 
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year before charges were introduced, no change in trend is evident [120] 

[121].Therefore the cost of testing is not responsible for people not 

coming forward for regular sight tests. 

 

Since completing this study, additional literature has been produced on 

the subject of vision and depression. Brody et al have looked at 

depression, disability and age-related macular degeneration [122]. 

Walker et al have looked at psychological distress in relation to vision and 

cataract [123]. Two studies, Evans et al [124] and Hayman et al [125] 

have looked at general visual impairment and depression. All studies 

indicate that people with visual impairment are more likely to experience 

problems with functioning which in turn can lead to depression.  Visually 

impaired people are more likely to be depressed and this is independent 

of any physical impairment.  This study found reduced vision to have a 

major impact on managing everyday tasks and although we did not 

specifically explore depression and state of mind with these patients it is 

clear that glaucoma patients with severe visual loss could be prone to 

suffer from depression as with other visual diseases. 

 

5.5 Conclusion 

 

Participants in this study reported low levels of awareness of glaucoma 

pre-diagnosis.  After diagnosis, glaucoma presented them with a range of 

problems in managing everyday life.  The majority of glaucoma patients 

felt the public misunderstood the impact of the disease on people’s lives 
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due to the general lack of awareness surrounding glaucoma. Increased 

awareness of glaucoma may increase the number of patients identified 

before the disease has progressed. This awareness may also help to 

provide better understanding for those who are already diagnosed as 

having glaucoma. 
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6.0 PILOT STUDY 

_______________________________________ 

 

 

6.1 Introduction 

 

As a result of the study of patients with glaucoma discussed in Chapter 5 

and from other studies carried out by fellow researchers [126, 127] it was 

felt that a public health campaign to raise awareness about glaucoma 

was the appropriate next step. In order to enable the creation of a public 

health campaign, it was necessary to decide on a target population, and 

then find out what they read, watched and listen to, before going to the 

expense of a full public health campaign it was important to determine 

crude knowledge levels and to see if a basic press and radio 

advertisement would have any effect. The following pilot study was 

therefore undertaken.  

 

 

Objective: To determine whether a public health package on glaucoma 

reaches its target population. 
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6.2 Study Location 

 

Two populations were chosen to enable the study to make 

generalisations about the findings: the Isle of Wight and Southall, Ealing. 

Both were deemed to be good choices for such a study because they had 

each had a single community radio station, local press and an 

established community network. The Isle of Wight is a mainly Caucasian 

population with an age bias towards the elderly. Southall, Ealing is a 

multicultural, diverse urban population with a substantial number of 

people of Indian origin. 

 

6.3 Methods 

 

The health intervention comprised two components: an interview on local 

radio and an advertisement in the local paper. Our target population was 

people aged 45 and above who were resident in either location. We had 

ethical approval for the study from Moorfields Eye Hospital Ethical 

Committee and the Isle of Wight, Portsmouth & South East Hants Local 

Research Ethics Committee. 

 

6.3.1 Advertisement in Local Paper 

 

In Chapter 1.4 we discussed that mass media can only be successful if it: 
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1. conveys simple information. 

2. provides new information, presented in an emotional context. 

3. promotes information that is seen as being relevant for “people like 

me” [26, 128]  

 

When designing the advertisement these three things had to be taken 

into consideration to ensure the target population was reached. Initially 

current glaucoma advertisements that have been or are currently 

published by the IGA and the RNIB were reviewed. Pros and cons were 

assessed, why these advertisements worked or did not work. Having 

some idea about what did not work a brainstorming session for ideas on 

what a glaucoma advertisement should be like followed. Six prototype 

advertisements were produced and the project’s aims and objectives 

were discussed and the advertisements viewed at a teaching session 

where glaucoma doctors, optometrists, orthoptists and nurses were 

present.  Their ideas were gleaned and distilled, recommendations were 

taken on board and the advertisements were reviewed and redesigned. 

The next step was to show the examples to glaucoma patients to get 

feedback and ensure that the ideas and content did not cause anxiety or 

offend people with glaucoma in any way. From this the advertisements 

were narrowed down to a choice of three. 

 

These three advertisements were then translated into Hindi. A local 

community centre in Southall  was visited and two focus groups were 

carried out comprising four or five Hindi-speaking Southall residents aged 
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45 and above. The focus groups were carried out in Hindi by a colleague, 

Dr Daksha Patel, who has carried out a number of focus groups in this 

location before.  From these focus groups the advertisement that was 

thought would have the most impact on our target population in Southall 

was chosen.  

 

In the Isle of Wight the three advertisements were shown in the local 

library. Local residents were asked to comment and give feedback on the 

advertisements. From this session the advertisement that would have the 

most impact on our target population in the Isle of Wight was chosen. The 

advertisements were different for each location as it was more important 

to get the appropriate advertisement for the area rather than put the same 

advertisement in each location.  

 

At each location participants were asked if they read the local paper and 

if they listened to the local radio. We also asked our target populations to 

comment on different logos and suggest which ones could be associated 

with the advertisement to increase its impact  

 

6.3.2 Interview on Local Radio  

 

It was originally planned to have a radio ‘phone-in’ on the local radio but, 

having consulted with the local radio stations and health promotion 

specialist, Melvyn Hillsdon, it was decided that a ‘phone-in’ might prove 

difficult as a one-off slot with limited time. The perceived main 

disadvantage was that it could result in getting calls not related to the 
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topic in question.  This would take valuable time away from the intended 

message or we could end up with no calls at all.  Sunrise Radio in 

Southall said they had tried ‘phone-ins’ in the past, but they had been 

unsuccessful. Isle of Wight Radio would have been happy for a ‘phone-in’ 

but it was important to carry out the same intervention in both locations. It 

was decided that for the purpose of this study an interview on the radio 

would be more suitable. The interview was advertised for 3 days prior to it 

taking place. These advertisements also contained information about 

glaucoma.  

 

For the radio interview in Southall  the advertisements were translated 

into Hindi and then checked by a Hindi-speaking specialist at the Hospital 

to ensure they were giving the correct message. A Hindi-speaking 

glaucoma associate specialist, Mr Kamal Sharma, carried out the 

interview. The interview took place at 11.00am on Wednesday 10th July: a 

time when research showed the target population was likely to be 

listening. 

 

The radio interview on the Isle of Wight was carried out by glaucoma 

Consultant Mr Ian Murdoch and took place on Thursday 22nd August at 

11.30am. Due to the nature of an unstructured interview and the fact that 

two different  people would be interviewed by two different interviewers, 

the interviews did not follow a set format. They did however cover the 

same key issues. 
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6.3.3 Questionnaire 

 

Figure 6.1 shows the questionnaire that was developed to be carried out 

pre- and post-intervention. The baseline questionnaire was used to 

establish the proportion of individuals who were positive responders in 

the absence of a true campaign. The questionnaire was then carried out 

after the intervention to establish the impact of the campaign.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 6.1: Baseline & Outcome Questionnaire 
 

6.4 Results of advertisement piloting 
 

 
 

GLAUCOMA

Produced by Moorfields Eye Hospital NHS Trust

  
 

GLAUCOMA
is

SILENT
BLINDING

PREVENTABLE
FOR MORE INFORMATION PLEASE CONTACT YOUR LOCAL OPTICIAN

 
  (Translation)  

 

This questionnaire relates to an eye disease called glaucoma. 
 
Have you heard of glaucoma?        YES/NO  
  
If yes Was it recently? (where, when) ….….……………………………………………………………………………………………. 
 
If no Do you know of any eye disease?       YES/NO  
   
Have you heard of them recently? (what, where, when) ………………………………………………………………………………. 
 
Do you remember seeing this advert?        YES/NO  
   
Did you hear Mr Murdoch talking about glaucoma on Isle of Wight Radio?   YES/NO  
 
Age bracket  

up to 35 36-45 46-55 56-65 66-75 76-85 86+ 
 
Occupation  ………………………………………………………………………………………………………….. 
 Sex   M  :   F   Ethnicity  Caucasian  :  Indian  :  African  :  Chinese  :  Other 
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Figure 6.2: Advertisement used in Southall Local Paper 
 

 

The advertisement used in Southall is shown in figure 6.2. The 

advertisement in the Southall local paper had the NHS logo on the bottom 

of the advertisement. This was used because, in the focus groups, our 

target population said they thought the NHS logo would add impact to the 

advertisement as they associated it with free treatment.  

 
 

GLAUCOMA

FOR MORE INFORMATION PLEASE CONTACT YOUR LOCAL OPTICIAN

The thief of sight

 
Figure 6.3: Advertisement used in Isle of Wight Local Paper 
 
 
Figure 6.3 shows the advertisement chosen for the Isle of Wight. The 

advertisement had no logo or ownership as our target population felt 

unhappy with the NHS and felt that other logos such as Moorfields Eye 

Hospital and Thomas Pocklington Trust were not relevant to the Island 

and would give out the wrong message to our target readers. 

 

 
 
 
 
 
 
 
Figure 6.4: Advertisement used on Southall Radio  

MVO: Translated to Hindi Mature deep voice, serious and formal throughout.  
MVO:  Glaucoma is,……….. Silent,………..Blinding,………..Preventable. 
   

For more information listen to Sunita talking to Dr Sharma this 
Wednesday at 11am 
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Figure 6.5: Advertisement used on Isle of Wight Radio 
 
 
 
The radio advertisements for Southall and the Isle of Wight are shown in 

Figures 6.4 and 6.5. Both radio advertisements were based on the 

newspaper advertisement for each area and from the discussions with 

each target population. 

 

 

6.5 Results of study 

 

Local residents in Southall all reported reading the local paper and 

listening to Sunrise Radio. On the Isle of Wight local residents all reported 

reading the County Press but only 50% reported listening to the local 

radio. 

 

Summative evaluation has been used to analyse the results, recording 

the differences between pre- and post-intervention.  

MVO:  Mature, deep voice, serious and formal throughout. 
 

MUSIC:  Mysterious music, simple, effective.  Not overpowering – just quiet in background 

MVO: There is a thief among us who will steal our most precious belonging…our sight. 

Glaucoma affects 1 to 2 percent of the population aged over 40. 

It’s a disease that attacks the visual field of the eye and if left untreated can cause blindness. 

The good news is… cases can be diagnosed by high street optometrists and treated early. 

Prevent the preventable…have regular check ups every 2 to 3 years. 

Ask your optician or GP for details or visit the Moorfields Eye Hospital website at Moorfields dot org 
dot uk. 

For more details listen to Ian Murdoch, Glaucoma Consultant when he talks to Alex Dyke live on this 
Thursdays show at 11.30 in the morning. 
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6.5.1Southall 

 

Two hundred and three people were interviewed pre-intervention, of 

whom 13 were excluded for being too young, leaving 190 interviewees. 

Three hundred and three people were interviewed post-intervention and 

five were excluded for being too young leaving 298 people. There was a 

difference in the numbers collected pre- and post-intervention due to the 

fact that one of the data collectors did not turn up and there was only one 

day available to collect the baseline data as the advertisement was going 

to be in print the next day. 

 

The demographics are shown in Table 6.1. It can be seen that a younger 

group were interviewed prior to the intervention. In addition, a higher 

proportion of Africans were included in the sample prior to the 

intervention.  

 
 Pre Post 
 N =190 N=298 
Age Group   
46-55 24(13%)  16(5%) 
56-65  48(25%)  41(14%) 
66-75 74(39%)  146(49%) 
76-85  33(17%)  78(26%) 
86+ 11(6%) 17(6%) 
 Chi2 = 22.4  p<0.001 
Gender   
Male 99(52%) 153(51%) 
Female 91(48%) 145(49%) 
 Chi2 = 0.03  p=0.87 
Ethnicity   
Indian 170(89%) 290(97%) 
African 19(10%) 8 (3%) 
Other 1 (1%) 0 
 Chi2 = 13.5  p<0.001 

Table 6.1: Southall Demographics 
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The crude differences between pre- and post-intervention groups are 

shown in Figure 6.6. Those who had seen the advertisement rose from 

4% to 27%.  This is an increase of 23% which is highly significant 

(P<0.001). Those who had heard the radio advertisement rose from 7% 

to 20%, an increase of 17% which is also highly significant (P<0.001). 

Those who had heard of glaucoma increased from 27% to 40% - a rise of 

13% which had a p value of P = 0.003. 
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Figure 6.6: Southall Percentage Data Pre- and Post-Advertisement  
 
 

Because of the age and ethnic differences identified between pre- and 

post-intervention samples, the results were reviewed in age-specific and 

ethnicity-specific groups. A consistent effect was seen across all groups 

indicating true effect with no confounding. 
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6.5.2 Isle of Wight 

 

Three hundred and five people were interviewed pre-intervention, of 

whom one was excluded for being too young leaving 304 interviewees. 

Three hundred and twelve people were interviewed post-intervention and 

none were excluded. 

 

Table 6.2 shows the demographics for the Isle of Wight. No substantial 

difference existed between the pre and post intervention samples in 

terms of sex, age or ethnicity. 

 
 Pre Post 
 N =304 N=312 
Age Group   
46-55 83(27%)  75(24%) 
56-65  79(26%)  90(29%) 
66-75 89(29%)  99(32%) 
76-85  44(14%)  42(13%) 
86+ 9(3%) 6(2%) 
 Chi2 = 2.196  p=0.7 
Gender   
Male 121(40%) 121(39%) 
Female 183(60%) 191(61%) 
 Chi2 = 0.067  p=0.796 
Ethnicity   
Caucasian 304(100%) 311(99.6%) 
African 0 1 (0.4%) 
 Chi2 = 0.974  p=0.324 

Table 6.2:  Isle of Wight Demographics 
 
 
 
Figures 6.7 shows those who had heard of glaucoma rose from 71% to 

79% (P=0.025) Those who had seen the advertisement rose from 9% to 

18%.  This was an increase of 9% which was significant (P<0.001) Those 
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who had heard the radio advertisement proved not to be significant and 

increased by only 1%, rising from 2 - 3%.  
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Figure 6.7: Isle of Wight Percentage Data Pre- and Post-Advertisement 
 
 
6.6 Discussion 

 

In Southall there was a significant impact, with a higher proportion of 

individuals reporting seeing the advertisement, hearing the interview and 

having heard of glaucoma after the intervention. On the Isle of Wight the 

same findings occurred for having seen the advertisement and having 

heard of glaucoma but there was no effect in terms of those reporting 

hearing the radio interview. 

 

There were striking differences between the two populations. Not only 

was the ethnic composition different, as anticipated, but it was also the 

case that many more people at baseline had heard of glaucoma in the 
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Isle of Wight (71%) compared to in Southall (27%). Despite this limitation 

an effect was still demonstrated on the Isle of Wight.  

 

Only Southall showed an effect from the Radio interview, with an increase 

of 13%. As mentioned earlier, preliminary work in both areas prior to the 

interview showed that everyone reported listening to Sunrise Radio in 

Southall whilst only 50% in the Isle of Wight reported listening to local 

radio. This would allow for a smaller effect of this medium on the Isle of 

Wight compared with Southall.  However, for it to have no effect there 

must have been other contributing factors. The interview could have been 

placed at the wrong time of day for our target population although we did 

try to get around this by having the advertisements leading up to the 

interview throughout the day. On the day of the interview on the Isle of 

Wight, glaucoma was also featured as an item in their 6am and 6pm 

news programmes. This, however, was not mentioned by any of the 

interviewees. In contrast, the Southall responses indicated that 8% of 

those who had heard of glaucoma from the Radio had not listened to the 

actual interview.  

 

The above findings indicate that further research is required to determine 

the best method of reaching the target population through radio. Other 

media may need to be considered. 

 

Positive responders in Southall who had heard advertisements or 

interviews that had not yet taken place varied between 4% and 7%.  The 
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figure on the Isle of Wight was between 2% and 9%, this is in keeping 

with previous work [129]. If an average of 5% positive responders is 

subtracted from the results post-intervention, 22% saw the advertisement 

in Southall and 13% saw the advertisement on the Isle of Wight. In 

Southall 15% heard the interview whilst only 2-3% heard the interview in 

the Isle of Wight showing no clear effect. 

 

6.7 Conclusion 

 

In both locations there was a significant effect on those having heard of 

glaucoma.  This could be attributed to both the advertisement and 

interview in Southall but would appear to be attributable to the newspaper 

advertisement alone on the Isle of Wight. 

 

The intervention used the media to ‘sell’ our health message.  This is 

known as social marketing. The message presented on its own, as it was 

in this study, may have been useful in raising awareness but is unlikely to 

influence health-seeking behaviour. In order to be successful in changing 

peoples’ behaviour, mass media would need to be used alongside other 

health promotion methods.  

 

This pilot study has been invaluable for the main study. The results show 

a positive outcome to our original question and have played a crucial part 

in the development of a targeted health promotion campaign.  
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7.0 PUBLIC AWARENESS 

_______________________________________ 

 

7.1 Introduction 

 

It has already been discussed in Chapter 4 how detrimental late 

glaucoma diagnosis can be. It has been suggested that the phenomenon 

of late diagnosis could be due, in part, to low public awareness of 

glaucoma. This view is supported by data from several studies outside 

the UK [77, 78, 80, 130, 131] which found poor awareness and 

knowledge of glaucoma.  

 

After studying patients with glaucoma in Chapter 5, it was concluded that 

there seemed to be a low knowledge of the disease in patients prior to 

diagnosis. These patients also stressed that they felt there was low 

knowledge of glaucoma in the UK public. The pilot study described in 

Chapter 6 neither supported or contradicted these findings as there was a 

huge difference in those who had heard of glaucoma between  the Isle of 

Wight and Southall. In order to explore this issue further, an in-depth 

knowledge questionnaire was undertaken in these two locations and a 

national sample was taken to estimate national glaucoma awareness. To 

date, public awareness and knowledge of glaucoma in the UK has not 

been investigated. This study aimed to address this gap. 
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Objective: to document public awareness and knowledge of glaucoma. 

 

7.2 Methods 

 

Chapter 4, Section 4.4 looked at questionnaire design and the different 

ways of administering a questionnaire. In this study both telephone and 

face-to-face interviewing techniques are used. 

 

The study was comprised of two components. In the first component, 

detailed interviews were performed with 500 individuals on the Isle of 

Wight (Figure 7.1) and 526 individuals in Ealing (Figure 7.2). All the 

interviews on the Isle of Wight and 226 of the 526 interviews in Ealing 

were done by telephone. Studies in other subject areas including breast & 

ovarian cancer [132] and sexual behaviour [133] [134] have used this 

method successfully. In some cases it has been found that a telephone 

interview is more suitable because the social distance between the 

interviewer and respondent can encourage greater honesty [135] [136]. 

 

 
Figure 7.1: Isle of Wight 
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However, it was noted that the telephone interview procedure in Ealing 

yielded very few respondents from ethnic minorities despite the 

availability of Hindi-speaking interviewers. In order to access the ethnic 

minorities in Ealing, 300 face-to-face interviews were performed in 

individuals’ homes and places of worship and were conducted in their 

normal spoken language (Hindi, Gujerati, or Punjabi).  

 

For the telephone interviews, a sample of landline telephone numbers 

was supplied by Survey Sampling Incorporated using their Equal 

Probability of Selection Method (EPSEM). The EPSEM database has 

been created from Oftel data, using the basic ‘building blocks’ from which 

BT and all telephone providers generate telephone numbers. This means 

that all numbers have an equal probability of selection, and ex-directory 

and cable telephone numbers are included. 

 

The face-to-face interviewees were identified by the interviewer attending 

all places of worship in the area and knocking on peoples’ doors on 

streets that had been selected before the interviews took place to ensure 

the whole area was covered.  

 

All methods used quota sampling and all participants had to be resident 

within the study area. For the telephone interviews, there was 2.5 refusals 

for every acceptance compared with 2.3 refusals for every face-to-face 

interview.  
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In the light of the findings from the Isle of Wight and Ealing a national 

telephone survey of 1009 individuals using the same random telephone 

dialing methods was performed.  

 

In addition to questions to determine Social Class Grading (NSEC) two 

questions were asked:  

1. Have you heard of glaucoma? 

2.  What do you think glaucoma is? Just tell me in your own 

words. 

 

 
Figure 7.2: Southall, Ealing 

 
 
7.2.1 Questionnaire 

The questionnaire was designed in conjunction with British Marketing 

Research Bureau (BMRB), specialists in the field, and in liaison with 

researchers with experience in the area of glaucoma health knowledge 

[77, 85]. Two agencies (BMRB and Ethnic Media Focus) carried out the 

interviews. Care was taken in the wording of questions to avoid leading 

questions and in their ordering to avoid questions which could inform 
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subsequent responses. The questionnaire was piloted and modified in the 

light of that experience. Interviews carried out in languages other than 

English used “local“ terms for glaucoma where appropriate. The same 

questionnaire with a standard introduction was used for all interviews 

excluding the national sample. The questionnaire started with general 

health questions that included eye specific topics (e.g. medical checks in 

last 12 months, diseases heard of). Open questions on glaucoma and 

cataract were then followed by more detailed questions. Glaucoma 

knowledge was assessed by 14 true/false questions.The national sample 

was an omnibus survey carried out by the BMRB which was 

standardised. (See Appendix A). 

 

The open responses were “scored”, being awarded +1 for a correct point 

concerning the disease and –1 for a wrong point concerning the disease. 

Individuals with a score below 1 were classified as having no knowledge, 

those with a score of 1 were classified as having minimal knowledge and 

those with a score greater than 1 as having some knowledge. An 

example of a correct answer would be “build up of pressure in the eye”, 

“can lead to blindness”, “can be treated with eye drops”. Incorrect 

responses include “something to do with your blood”, “to do with poor 

diet”, “cannot be treated”.  
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7.2.2 Ethical Approval 

 

This study had ethical approval from Moorfields Eye Hospital Ethical 

Committee, Isle of Wight, Portsmouth & South East Hampshire Health 

Authority Ethical Committee and Ealing Ethical Committee. 

 

 

7.3 Results 

 

A total of 2071 interviews were completed. The demographic and socio-

economic characteristics of four samples are shown in Table 7.1. There 

were similar numbers of male and females. The national sample included 

individuals aged less than 35 years but did not include anyone in the 

“routine”, “semi-routine” or unemployed groups. 

 

Of the 2071 individuals interviewed, 1531 (74%) reported having heard of 

glaucoma. The most striking observation with respect to these responses 

was the major difference in the proportion having heard of glaucoma 

between the Ealing face-to-face interviews (23%) and the other groups 

(78% or greater) (Table 7.1). Using Chi2 analysis, being female 

(P=0.001), age over 34 years (P=0.02) and higher social class (P<0.001) 

were all associated with an increased probability of having heard of 

glaucoma.  
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  IoW 
telephone

Ealing  
telephone 

National 
survey 

Ealing 
Face-to-
face 

Total 

Male 205/226 
(91%) 

83/115 (72%) 364/477 
(76%) 

40/165 
(24%) 

692/983 
(70%) 

Sex 

Female 260/274 
(95%) 

123/147(84%) 427/532 
(80%) 

29/135 
(21%) 

839/1088 
(77%) 

0-34 - - 170/258 
(66%) 

- 170/258 
(66%) 

35-44 60/67  
(90%) 

48/57 (84%) 181/227 
(80%) 

6/48 
(13%) 

295/399 
(74%) 

45-54 112/114 
(98%) 

59/78 (76%) 137/158 
(87%) 

36/94 
(38%) 

344/444 
(77%) 

55-64 131/140 
(94%) 

33/44 (75%) 130/159 
(82%) 

17/75 
(23%) 

311/418 
(74%) 

Age 
(yrs) 

65+ 161/178 
(90%) 

61/78 (78%) 162/193 
(84%) 

10/83 
(12%) 

394/532 
(74%) 

Higher  
professional 

46/47 
(98%) 

17/19 (89%) 174/199 
(87%) 

7/14 
(50%) 

244/279 
(87%) 

Lower 
Professional 

101/108 
(94%) 

29/35 (83%) 264/329 
(80%) 

7/19 
(37%) 

401/491 
(82%) 

Intermediate 58/61 
(95%) 

19/23 (83%) 148/191 
(77%) 

10/23 
(43%) 

235/298 
(79%) 

Small 
employers 

21/22 
(95%) 

1/1 (100%) 79/114 
(69%) 

8/36 
(22%) 

109/173 
(63%) 

Technical 28/30 
(93%) 

13/14 (93%) 104/143 
(73%) 

9/24 
(38%) 

154/211 
(73%) 

Semi-routine 54/61 
(89%) 

30/40 (75%) - 10/50 
(20%) 

94/151 
(62%) 

Routine 54/58 
(93%) 

10/18 (56%) - 15/98 
(15%) 

79/174 
(45%) 

NSECa 

Unemployed 3/4 (75%) 5/12 (42%) - 0/20 
(0%) 

8/36 
(22%) 

Table 7.1:  Distribution by sex, age, area and NSECa for having heard of 
glaucoma. 
 
 
The difference between ‘heard of glaucoma’ and ‘heard of other diseases’ 

can be seen in Table 7.2.  The figures for glaucoma were taken at the 

first time of asking rather than after the repeated prompt “can I just check 

if you have heard of glaucoma?” which is used for all the other tables. 
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 IoW 

telephone 
Ealing  
telephone 

National 
survey 

Ealing 
Face-to-
face 

Glaucoma (On 
1st asking) 

465 (96%) 206 (79%) - 69 (23%) 

Cataract 482 (96%) 218 (83%) - 298 (99%) 
Diabetic eye 
disease 

364 (73%) 190 (73%) - 217 (72%) 

Macular 
degeneration 

171 (34%) 87 (33%) - 21 (7%) 

Psoriasis 412 (82%) 177 (68%) - 84 (28%) 
Tinnitus 416 (83%) 163 (62%) - 103 (34%) 
Arthritis 480 (96%) 223 (85%) - 273 (91%) 
Alzheimers 467 (93%) 208 (79%) - 140 (47%) 
Multiple 
Sclerosis 

468 (94%) 213 (81%) - 70 (23%) 

Table 7.2:  Numbers who had heard of other diseases 
 
 
Table 7.2 shows the Ealing face-to-face group to be on the whole less 

aware of all other diseases. They did however have comparable 

awareness of cataract, diabetic eye disease and arthritis.  The Isle of 

Wight and Ealing telephone had high awareness of glaucoma, cataract 

and diabetic eye disease.  All groups had low awareness of macular 

degeneration (34% Isle of Wight, 33% Ealing telephone) with Ealing face-

to-face being the lowest at 7%. The table highlights the low awareness of 

glaucoma in the Ealing face-to-face group.  

 

A logistic regression model was then constructed with ‘heard of 

glaucoma’ as the outcome (Table 7.3). The results were consistent with 

those of the crude analysis presented in Table 7.1.  Eleven regions were 

sampled in the national sample. The proportion who had heard of 

glaucoma between regions ranged from 71 - 86% (Chi2=25.8  p=0.17).  
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Variable  Adjusted odds ratios 

(95% confidence 
interval) 

P-value 

Sex Female 1.0  
 Male 0.75 (0.58, 0.96) 0.02 
    
Age  <35 years 1.0  
 35 - 44 2.10 (1.41, 3.13)  
 45 – 54 4.26 (2.71, 6.70) <0.0001 
 55 - 64 2.43 (1.59, 3.72)  
 65+ 2.30 (1.52, 3.49)  
    
Source IoW telephone 1.0  
 Ealing 

telephone 
0.25 (0.14, 0.44)  

 National 
telephone 

0.23 (0.14, 0.38) <0.0001 

 Ealing face-to-
face 

0.03 (0.02, 0.04)  

    
NSECA Higher 

managerial 
1.0  

 Lower 
managerial 

0.62 (0.37, 0.98)  

 Intermediate 0.55 (0.34, 0.90)  
 Small 

employers 
0.33 (0.20, 0.56)  

 Lower 
supervisory 

0.40 (0.24, 0.67) <0.0001 

 Semi-routine 0.24 (0.13, 0.46)  
 Routine 0.18 (0.10, 0.34)  
 Unemployed 0.05 (0.02, 0.14)  
Table 7.3:  Odds ratios for the associations between the outcome “having heard of 
glaucoma” and sex, age, sampling source and NSECa  
 

Respondents’ knowledge of glaucoma was assessed in two ways. First, 

those interviewed were asked how much they considered they knew 

about glaucoma. Second, an open-ended question was asked: ‘What do 

you think glaucoma is? Just tell me in your own words’. Not all who had 

heard of glaucoma responded to this question (1362/1531 (89%)). Of 

those who responded 86% gave an answer that included some reference 

to the eye. Table 7.4 shows the results of these two assessments. 
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Knowledge

IOW 
telephone

Ealing  
Telephone

Ealing 
Face-
to-face 

Whole 
country* 

Total 

Nil 96 (20%) 3 (1%) 21 
(31%) 

- 120 
(15%)

Small 145 (30%) 65 (29%) 16 
(24%) 

- 236 
(30%)

Own 
assessment

Some 241 (50%) 158 (70%) 30 
(45%) 

- 429 
(55%)

       
Nil 96 (25%) 50 (32%) 2 (4%) 107 

(14%) 
255 
(18%)

Small 160 (42%) 64 (41%) 11 
(24%) 

460 
(58%) 

695 
(50%)

Open 
question 
responses 

Some 129 (34%) 44 (28%) 33 
(72%) 

224 
(28%) 

430 
(31%)

*The nationally representative sample was not asked this self assessment question. 
NB: Fewer answered the open-ended question. 

Table 7.4: Level of knowledge about glaucoma. 

 

 
7.4 Discussion 

 

7.4.1 Principal Findings 

 

The first major finding of this study is that more people have heard of 

glaucoma than had previously been anticipated. However, much lower 

awareness was found in the face-to-face interviews in the ethnic minority 

population. One possible explanation for this finding is that the telephone 

sampling procedure resulted in bias towards a more aware population. 

While the low response rate (about one third) provides substantial scope 

for selection bias (since non-response is not a random process), it is not 

lower than that reported for other telephone surveys [137]. The findings 

suggest that the difference in awareness of glaucoma between the face-
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to-face interviewees and the telephone interviewees does not simply 

reflect selection bias in the two different recruitment methods but could 

reflect a real underlying difference. 

 

In addition to a larger proportion having heard of glaucoma than 

previously thought, over 80% of those who had heard of the disease 

reported some additional knowledge about it. This profession of 

knowledge was supported by the proportion of people who demonstrated 

correct knowledge in response to the open-ended question. 

 

7.4.2 Implications for Health Professionals and Policy Makers 

 

The low level of awareness in the face-to-face interviews in Ealing is 

important in highlighting a potential deficiency of random telephone 

interviews. The telephone sampling method found the same level of 

awareness of glaucoma as the national sample (78%). The face-to-face 

interviews found 23% awareness. It can be hypothesized that in an area 

with a high ethnic minority population, such as Ealing, the telephone is 

more likely to be answered by an English-speaking member of the family 

who is more informed, or not answered at all. This has important 

consequences for the interpretation of other studies in which sampling 

was undertaken by random digit dialing. Pockets of ethnic or other 

minorities may not be properly represented. This phenomenon has not 

been previously reported [90] [138]. 
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7.4.3 Limitations 

 

In Ealing it was in the Indian population in which we observed a low 

awareness of glaucoma. Although face-to-face interviewers used 

colloquial terms for the word glaucoma for clarity when required, it is 

possible this reflects issues of translation rather than poor understanding 

of glaucoma. However we think this is unlikely as in the same 

questionnaire participants were asked if they had heard of cataract to 

which 99% of the population answered yes and 72% had heard of 

diabetic retinopathy.    

 

The areas of low awareness are a concern and, in the case of the ethnic 

minorities in Ealing, we are addressing this with a public health campaign 

to see if awareness about glaucoma can be improved. Interestingly, those 

who were aware of glaucoma in this subgroup had a high degree of 

knowledge of glaucoma. 

 

7.4.4 Relationship to Other Studies 

 

The higher level of awareness contrasts with findings from other countries 

[78, 85],  and from previous qualitative studies [126] [139]. This 

observation argues against a lack of awareness being the main reason 

why only 50% of glaucoma cases have been diagnosed at any one time.  
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Awareness of glaucoma was slightly higher among females than males 

(77% vs 71%). This finding is consistent with other studies [85] [82]. 

Awareness was lower among those aged less than 35 years. The work of 

Michielutte in 1984 [82] also found younger people to be less 

knowledgeable. 

 

People from higher social class were more aware although there is a bias 

in the national sample; no individuals from semi-routine, routine or 

unemployed were sampled. This is likely to mean we have a slight over 

estimate of numbers who have heard of glaucoma in the national sample. 

However the results from the other telephone interviews include these 

grades and show similar proportions having heard of glaucoma. The 

Whitehall study [140] found that lower social classes had a higher 

incidence of disease and discussed aspects such as lifestyle, 

environmental and occupational exposures, including the psychosocial to 

consider as factors contributing to this. If we assume that awareness 

leads to an increased chance of diagnosis then it is more likely for the 

lower social classes to be undiagnosed in the community going blind from 

the disease. This is consistent with Fraser et al who have shown that 

people in lower social classes are more at risk from going blind from 

glaucoma due to late presentation [141]. 
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7.5 Conclusion 

 

It appears that it would be wrong to assume that people in the UK have 

not heard of glaucoma. This study has shown that not only have the 

majority of older people heard of the disease but that they also have a 

degree of knowledge about the disease. Why then are only 50% of 

glaucoma sufferers diagnosed and receiving therapies? Our findings 

suggest that a “culture” of regular optometric visits to check on general 

eye health is not widespread and that many people only associate 

optometric visits with the need for glasses. The RNIB have reported lack 

of awareness to be one of the barriers to eyes tests in older people [142]. 

In light of our findings, this requires further investigation. 

 

This is the first study of public health knowledge of glaucoma across the 

UK.  This study observed a higher than anticipated level of awareness 

and knowledge of glaucoma and highlighted a limitation of a telephone 

survey approach. In this study it is possible that a telephone survey 

missed a pocket of low awareness. 
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8.0 PUBLIC HEALTH CAMPAIGN 

_______________________________________ 

 

8.1 Introduction 

 

The results of the previous studies indicated that raising awareness about 

glaucoma may lead to more patients being diagnosed and receiving 

treatment. This chapter will look at the main study: a public health 

campaign to raise awareness about glaucoma and encourage the over 

60’s in Southall, Ealing, to go and have their eyes tested by their local 

optometrist. Data were collected in three areas: 

1. Levels of knowledge in the target population pre- and post-

intervention. 

2. Number of people going to their optometrist for an eye test pre- 

and post-intervention. 

3.  Number of referrals to the hospital pre- and post-intervention. 

 

 

Objectives 

 

The specific objectives were: 

1. to develop health promotion materials to raise public awareness of 

glaucoma and the needs of glaucoma sufferers. 
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2. to make the public aware of the need for routine eye checks and 

the importance of eye health. 

3. to investigate whether a public health promotion campaign can 

raise awareness of glaucoma as a stand-alone intervention.  

4. to assess the impact of a health promotion campaign on help-

seeking behaviour 

 

8.2 Methods 

 

8.2.1 Study Location 

Southall, Ealing, was the chosen area for our study. The pilot study had 

shown that the knowledge of glaucoma in the Indian population in 

Southall, Ealing, was low [143]. Previous work had collected considerable 

background information on positive predictive values of glaucoma 

referrals and optometric practice within the area [127]. As a result, there 

was an excellent working relationship with the optometric community. 

 

In 2001, the Borough of Ealing had a population of 300,948 people of 

whom 46,865 were over 60 and 49,734 were of Indian origin.  

 

 

8.2.2 Baseline and Outcome Measures 

The health knowledge questionnaire described in Chapter 7.2 was carried 

out, with 300 interviews taking place pre- and 307 interviews post-

intervention. Following verbal consent, the questionnaire started with 
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general health questions that included eye specific topics (e.g. medical 

checks in last 12 months, diseases heard of). Open questions on 

glaucoma and cataract were then followed by more detailed questions. 

Glaucoma knowledge was assessed by 14 true/false questions. (See 

Appendix A) 

 

Initially, 226 interviews were carried out in Ealing using telephone 

interviews. (Studies in other fields including breast and ovarian cancer 

[132] and sexual behaviour [144] have used this method successfully.) In 

some instances it has been found that a telephone field work method is 

more suitable due to the social distance between the interviewer and 

respondent.  This can encourage greater honesty. We found this method 

failed to access the ethnic minorities in Ealing and therefore discontinued 

it. Instead, face-to-face interviewing was used for this group as it was felt 

a better response rate would be achieved. Previous research using this 

method had proved successful [143]. Face-to-face interviews were 

performed in individuals’ homes or places of worship and were conducted 

in their normal spoken language (Hindi, Gujarat, or Punjabi).  This was 

found to be a more appropriate method of data collection in the Indian 

population, allowing for greater parity. 
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8.2.3 Advertising Campaign 

 

The health intervention comprised four components.  

 

1. Advertisements on the television. 

2. Advertisements in the local press 

3. Advertisements and interviews on local radio 

4. Posters displayed in places of worship 

 

The target population was people aged 60 and above who were resident 

in Southall. The aim of the campaign was to get people to have their eyes 

tested at their local optometric practice. We had ethical approval for the 

study from Moorfields Eye Hospital Ethical Committee. 

 

Prior to producing any press materials, focus groups were held within the 

area of the target population. The aim of these groups was to supplement 

data collected in the pilot study (Chapter 6) and specifically find out what 

publications they read, which television stations they watched and which 

radio stations they listened to. They were also asked where they felt it 

would be appropriate to advertise the campaign.  

 

8.2.3.1 Role of Advertising Agency McCann Erickson 

 

To produce the best possible media for the campaign within the projects 

budgetary restraints the advertising agency McCann Erickson were 
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approached. The advertising agency gave their time and expertise for 

free and were involved in the creative production of the media. The 

investigator was involved in the decision process at every stage and had 

the final say on production and dissemination.  

 

8.2.4 Optometric Data 

 

All optometric practices within the Borough of Ealing were asked to 

collect data for the study. Practices collected data for 6 months before 

and after the advertising campaign.  

 

Optometrists were asked to fill in the year of birth of everyone who came 

for a sight test and to tick next to the year of birth if they subsequently 

referred them to the hospital for glaucoma. Practices were also asked to 

fill in the waiting time for a routine appointment at their practice. Forms 

were filled in and returned in pre-paid envelopes on a weekly basis. 

 

For a period of one month before and after the advertising campaign, four 

practices asked people coming for eye tests what had motivated them to 

come . 

 

8.2.4.1 Analysis 

 

All data from the optometric practices and the health knowledge 

questionnaire pre- and post-intervention was coded and cleaned. Tests of 
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significance were carried out to assess statistical significance for 

differences in proportion and logistic regression was undertaken to 

assess confounding. All statistical analyses were carried out using Stata7 

(pub StataCorp 2001). 

 

8.2.5 Positive Predictive Power of Referrals to Ealing Hospital 

 

The positive predictive value (PPV) of optometric referrals has been 

assessed at Ealing Hospital for the last 10 years. To ensure a reliable 

and accurate comparison of the number of optometrist referrals and PPV 

post-intervention to the baseline figures, the methods remained 

unchanged from the pre-intervention investigation by Patel et al[145], and 

its associated studies [146, 147]. 

 

A referral for suspected glaucoma was defined as any concern relating to 

a single or any combination of findings (including IOP, disc excavation 

and field defects) that the referring optometrist had attributed to other 

pathology. Optometrists were unaware that their referrals were being 

analysed. 

 

Patients excluded from the study included those previously diagnosed 

with glaucoma, those referred for other conditions and subsequently 

found to have glaucoma, those whose referrals were not initiated by an 

optometrist (i.e. direct GP referrals or referrals from other hospital 

departments) and those who failed to attend their appointment. 
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All newly referred patients had a structured assessment including history, 

visual acuity, Goldmann applanation tonometry, slit lamp examination, 

gonioscopy, optic disc assessment with biomicroscopy through dilated 

pupils and visual field examination on a Humphrey visual field analyser. 

They were assessed by any of the team of ophthalmologists and 

optometrists in the clinic on the day. 

 

The waiting time for patients to be seen in the glaucoma clinic following 

an optometrist referral for suspected glaucoma was usually less than 

three months. From September to November only four such optometrist 

referrals made after the start of the intervention were seen in the clinic. 

Notes of all new referrals seen in the clinic over the six month period 

starting December 2007 were therefore collected. All information was 

recorded on data collection proformas. Relevant details were recorded on 

a bespoke database. The subsequent database was cross-checked with 

the new patients listed on the clinical profiles over the same period to 

ensure maximal data capture. 

 

The notes were prospectively assessed by one glaucoma consultant and 

only used information recorded at the initial clinic visit, classified as 

confirmed glaucoma, suspected glaucoma or not glaucoma (glaucoma 

negative). The term glaucoma includes the diagnoses of open angle 

glaucoma (OAG), angle closure glaucoma (ACG) and secondary 

glaucoma. The diagnostic outcomes of all referrals were also recorded. 
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For the purpose of PPV calculation, a positive outcome was defined by a 

classification of confirmed or suspected glaucoma. As it was considered 

entirely appropriate that glaucoma suspects were referred for 

ophthalmological review, they were included in the positive outcome 

category. 

. 

The targeted Asian community was filtered from the pre- and post-

intervention data. Where ethnicity was recorded in the patients notes it 

was entered onto the database. Where ethnicity had not been recorded it 

was determined from the patient name by a suitably experienced 

individual. The accuracy of using surnames and forenames in ascribing 

Asian ethnic identity has been proven to have high reliability in previous 

studies [148, 149]. The number of referrals and PPV  for this particular 

ethnic group was then determined pre- and post-intervention. 

 

8.2.5.1 Analysis 

 

The majority of the analysis involved descriptive statistics. These yielded 

absolute numbers of referrals by source, reasons for referral and data 

supplied in referrals letters. In addition, the proportion attending and the 

proportion with positive clinical findings (positive predictive value of 

referral diagnosis of suspected glaucoma) was determined. Secondary 

outcomes included the agreement of hospital clinical findings with those 

in referral letters. Comparative analysis has been undertaken between 

years to estimate any effect of the public health intervention. 
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8.3 Advertising Campaign 

 

8.3.1 Introduction 

 

The campaign was run throughout the month of September 2007. The 

decision was made to run the campaign at this time of year as it was felt 

that during the summer months the target population were liable to be out 

of the country on holidays and the football world cup was likely to 

dominate the early part of summer. The month of September was thought 

to be ideal as it leads up to Diwali (Indian festival of lights) and the 

majority of people were expected to be in our targeted area. Table 8.1 

shows a summary of the media used and its output. 

 
 
 

Press  One advertisement running in two local papers 
and in three national Asian publications 
throughout September  

T.V.  Three advertisements running on 5 Asian 
channels. Each advertisement ran once a day 
on all channels throughout September  

 One advertisement running on Channel 4 once 
a week for four weeks as part of their Hindi 
Season  

Radio  One advertisement running on three Asian 
radio stations. 

 Interviews and phone-in carried out on two 
different radio stations  

Temple  Temple poster delivered to 15 places of 
worship in Southall  

 Table 8.1: Summary of Media Output. 
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8.3.2 Press 
 
 

 
 
Figure 8.1: Advertisement in English 
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Figure 8.2: Advertisement in Hindi 
 
 
English (Figure 8.1) and Hindi (Figure 8.2) advertisements were run on 

alternate weeks in the Ealing Times and Ealing Leader for four weeks. 

The Hindi advertisement was run in the September monthly publications 

of Asian Voice and Gujarat Samachar. 
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8.3.3 Radio 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 8.3: Radio Advertisement 
 
One Radio commercial was produced and translated into Hindi and 

Punjabi (Figure 8.3). It was broadcast on three different Radio stations 

(Sunrise Radio, Punjab Radio and Desi Radio) every day throughout 

September between 3 and 5 times a day. 

Radio Advert 
 

Look at the radio you are listening to. 
 

In fact take two steps back from the radio and stare directly at it. 
 

Without moving your eyes, see how much you can see out of the corner of each eye. 
 

Now slowly turn your head two inches in each direction. 
 

Did you miss anything that surprises you? 
 

A loved one sitting in the armchair perhaps, a picture of your beautiful grandchildren 
on the far wall? Or maybe your Sanskrit scriptures (garanth) lying on the table? 

 
Don’t be alarmed, but your vision may be narrower than you thought. 

 
Actually be a little alarmed, because this could be a sign of glaucoma. Glaucoma is an 

eye condition that gradually narrows your vision. 
 

It creeps up over so many years that most people aren’t even aware that it’s 
happening to them. 

 
If you do have glaucoma and you leave it unchecked your vision will narrow further. 

 
If over time you go blind, you will lose sight of everything you hold dear. 

 
Testing for glaucoma is quick, simple, and if you’re over sixty years old, free. 

 
Make an appointment with your local optician, and see that glaucoma isn’t happening 

to you. 
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8.3.4 Television 

Three advertisements (Figures 8.4, 8.5 and 8.6) were produced.  

 

 
Figure 8.4: Advertisement 1. “In a Bit” 
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Figure 8.5: Advertisement 2: Curtains 
 



 158

 
Figure 8.6: Advertisement 3: Hellooo! 
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The advertisements were translated into Hindi and were run on six 

different Asian television stations (Zee T.V., Bangla T.V., Venus, MATV, 

Sony ETA, Channel S)  

 

8.3.5 Places of Worship   

 

Figure 8.7 shows the poster designed to be placed on the walls in places 

of worship in Southall.  It is 2.5 meters in length and is designed as a fun 

way for people to test their field of vision. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 8.7: Poster for Places of Worship 
 

The poster was placed in 15 places of worship in Southall. They included 

mosques, Sikh & Hindu temples, and churches. The place of worship was 

given the choice of having the poster in either English or Hindi. 

 
 

Test Your Eyesight Here 
Stand in position. Look directly ahead and fix your eyes 
on either the star or the disc. Without moving your eyes 

or your head. See if you can see the two red lines 
spaced nine elephants apart. If you cannot, you may 

have an eye condition called glaucoma. Ask your local 
optician for a glaucoma eye test. It’s quick, simple and 

if you are over 60, free.
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8.4 Results and Analysis of Advertising Campaign 

 

8.4.1 National Sample 

 

From the national sample taken in our public health knowledge 

questionnaire a 1000 people were asked if they had heard of glaucoma. 

Table 8.2 shows the results of the national sample along with the results 

of our other baseline data taken from the Isle of Wight and Ealing 

(Chapter 7).  Highlighted is the percentage of people who had heard of 

glaucoma in our target population: the face-to-face interviews in Ealing. 

This shows that a low percentage of people had heard of glaucoma. 

 

 
Area N Heard of glaucoma (%) 

Telephone, Isle of Wight 500 465 (93.0%) 

Telephone, Ealing 262 206 (78.6%) 
Self- completed IoW 88 84 (96%) 
London  150 108 (72%) 
South East 183 157 (85.8%) 
South West 85 66 (78%) 
Wales 52 43 (83%) 
East Anglia 41 29 (71%) 
East Midlands 73 56 (77%) 
West Midlands 96 71 (74%) 
Yorks/Humber 88 76 (86%) 
North West 99 75 (76%) 
North 58 46 (79%) 
Scotland 83 64 (77%) 
Face-to-face, Ealing 300 69 (23.0%) 
Table 8.2: Baseline data (including national sample) on number who had 
heard of glaucoma. 
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8.4.2 Demographics 
 
 

Sex Pre % Post % 
Male 165 55 180 59 
Female 135 45 127 41 
  Table 8.3: Sex 

 
 
The sex of those interviewed is shown in Table 8.3. The ages of those 

interviewed in the pre- and post-intervention data collection periods are 

shown as percentages in Figure 8.8. There was no difference between 

the two groups (Pearson chi2 = 10.4433   P = 0.235). 

Figure 8.8: Percentage distribution of age group interviewed by pre/post 
intervention. 
 
 

Religion Pre % Post % 
Hindu 109 36 49 16 
Muslim 47 16 55 18 
Seikh 142 47 201 66 
Other 2  1  

   Table 8.4: Religion  
 
 
The religion of those interviewed prior to the intervention were equally 

split (Table 8.4). There were proportionately more Sikh’s amongst those 
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interviewed after the intervention.  The number of those coded as “other” 

was 2 pre- intervention and 1 post-intervention. 

 
 

8.5 Results 

 

8.5.1 Validity 

Both glaucoma and cataract respondents who answered that they had 

never heard of the disease were asked a second time if they were sure. 

Concordance of responses was 96% for glaucoma and 94% for cataract. 

The amount of knowledge professed in 7 individuals who only answered 

positively for having heard of glaucoma on the second asking was very 

low suggesting validity. Further validity was suggested by the fact that 

none of the 120 who said they had only heard of the name glaucoma 

gave a response in the section where they were asked to describe it. This 

validity was also true for cataract. 
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Figure 8.9: The proportion who had heard of different diseases pre/post  
                   Intervention. 
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Figure 8.9 shows the proportion who had heard of different diseases 

before and after the intervention. You can see that post interview the 

sample of people were less knowledgeable about all other diseases, 

making the effect on glaucoma more profound. 

 

The proportion of people who had heard of glaucoma increased from 67 

(22%) to 163 (53%) (Chi2 = 61 P<0.001). By contrast, the proportion who 

had heard of other eye diseases in interviews after the intervention was 

lower, emphasising the unique impact on glaucoma (Table 8.5).  

 

Disease Pre-
intervention 
Heard (%) 

Post-
intervention 
Heard (%) 

Chi2 

Cataract 298 (99%) 236 (77%) 72 p<0.001 
Diabetic eye disease 217 (72%) 76 (25%)  
Macular 
degeneration 

21 (7%) 0 (0%) 22 p<0.001 

Glaucoma 67 (22%) 163 (53%) 61 p<0.001 
Table 8.5:  Number who had heard of eye diseases pre- and post-intervention. 

 

In order to assess the effect of the intervention in the context of having 

heard of other disease conditions the proportion who had heard of 

glaucoma but not other conditions was examined pre and post 

intervention. This is shown in Table 8.6. This table suggests that the 

effect of the campaign seems to have been directly on having heard of 

glaucoma. 
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  Number (%) who had heard of glaucoma 
but not the other disease 

 Disease Pre-intervention 
N=300 

Post-intervention 
N=307 

Cataract 0 (0%) 8 (3%) 
Diabetic eye disease 3 (1%) 97 (32%) 

Ocular 

Macular 
degeneration 

48 (16%) 163 (53%) 

Psoriasis 28 (9%) 158 (51%) 
Tinnitus 30 (10%) 162 (53%) 
Arthritis 2 (1%) 42 (14%) 

Other 

Alzheimer’s 17 (6%) 154 (50%) 
Table 8.6:  Number who had heard of glaucoma but not the other diseases. 
 

Heard of glaucoma from: Pre (%) Post (%) 
Doctor/GP   13 (19%) 10 (6%) 
Optometrist/optician 6 (9%) 1 (<1%) 
Health professional 0 (0%) 1(<1%) 
Friend or relative 24 (36%) 14 (9%) 
Friend or relative have 
disease 

12 (18%) 2 (1%) 

Leaflet or poster 1 (1%) 0 (0%) 
TV 2 (3%) 8 (5%) 
Radio 0 (0%) 111 (69%) 
Newspaper/magazine 3 (4%) 4 (2%) 
Patient 0 (0%) 2 (1%) 
Just know 6 (9%) 3 (2%) 
GP & radio 0 (0%) 3 (2%) 
GP & Newspaper/magazine 0(0%) 1 (<1%) 
TV & radio 0(0%) 2 (1%) 
Total 67 162 

    Table 8.7: Where did you hear of glaucoma? 
 

Table 8.7 shows where individuals had heard of glaucoma. Prior to the 

intervention, those who said they had heard of glaucoma reported having 

gained an awareness about it from their GP (19%), a friend or relative 

(36%), or by word of mouth.  None reported having heard of glaucoma via 

the radio. After the campaign, 111 (69%) of those who had heard of 

glaucoma reported having done so via the radio.   
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Source Glaucoma  

Pre N (%) 
Glaucoma  
Post N (%) 

Any advertisement/publicity  for glaucoma 23 (33) 119 (72) 
Television programme 6 (9) 5 (3) 
Television advertisement 0 (0) 9 (5) 
Radio programme 0 (0) 3 (2) 
Radio advertisement 0 (0) 113 (69) 
National newspaper advertisement 0 (0) 2 (1) 
Local paper advertisement 0 (0) 1 (1) 
Magazine advertisement 0 (0) 1 (1) 
Magazine article 12 (17) 0 (0) 
Posters at doctors/health setting 2 (3) 5 (3) 
Leaflets at doctors/health setting 7 (10) 2 (1) 
Posters on billboard 0 (0) 1 (1) 
Posters at bus shelter 1 (1) 0 (0) 
Web/internet 1 (1) 0 (0) 
Don’t know where heard 0 (0) 2 (1) 
No response 0 (0) 14 (9) 
Have seen TV programme 5 (7) 4 (2) 
Have seen TV advertisement 0 (0) 2 (1) 
Have seen radio programme 4 (6) 0 (0) 
Have seen radio advertisement 0 (0) 9 (5) 
Have seen national newspaper advertisement 0 (0) 1(1) 
Have seen national newspaper article 1(1) 2 (1) 
Have seen local newspaper advertisement 0 (0) 14 (9) 
Have seen local newspaper article 3 (4) 9 (5) 
Have seen magazine advertisement 0 (0) 3 (2) 
Have seen magazine article 2 (3) 3 (2) 
Have seen poster in healthcare setting 2 (3) 8 (5) 
Have seen leaflet in healthcare setting 2 (3) 4 (2) 
Have seen poster on billboard 0 (0) 3 (2) 
Have seen poster on bus 0 (0) 1 (1) 
Do not know where they have seen anything 0 (0) 5 (3) 
Total asked 69 164 
Table 8.8 Have you heard or seen an advertisement for glaucoma? 
 
 

Table 8.8 shows the large increase in people who had seen an 

advertisement post-intervention. This rose from 23% to 72%, the majority 

of whom (69%) had heard a radio advertisement. 
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Source Glaucoma Pre N  Glaucoma Post N  
BBC Asian net 11 (8) 2 (2) 
BBC local 17 (8) 2 (1) 
Capital fm 4 (2) 1 (1) 
Classic fm 1 (1) 1 (1) 
Heart 2 (1) 1 (1) 
Kiss 100 1 (0) 0 
LBC fm 0 1 (0) 
Magic 1 (0) 0 
Radio 1 4 (3) 0 
Radio 2 1 (1) 0 
Radio 4 3 (3) 0 
Radio 5 live 2 (1) 0 
Sunrise radio 179 (48) 47 (29) 
Talk sport 1 (1) 0 
Team talk 252 1 (0) 0 
XFM 0 1 (1) 
Desi radio 138 (28) 146 (98) 
Club asia 3 (1) 3 (3) 
Punjab radio 68 (14) 58 (34) 
Ahash radio 7 (1) 2 (2) 
Amritwani 13 (0) 1 (0) 
Other 
specified 

39 (7) 1 (0) 

Table 8.9: What radio stations do you listen to? Bracketed numbers are 
the         number who had heard of glaucoma. 

 
 
 

Source Glaucoma Pre N  Glaucoma Post N  

Sunrise radio 179 (48) 26% 47 (29) 61% 

Desi radio 138 (28) 20% 146 (98) 67% 

Punjab radio 68 (14) 21% 58 (34) 59% 

Table 8.10: Percentage of those who listen to radio station who had heard 
of glaucoma. 

 
From Table 8.9 the majority of respondents listen to the three radio 

stations where we placed advertisements. Table 8.10 shows the clear 

increase in the number who listened to these radio stations and had 

heard of glaucoma after the intervention. 
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 Pre N (n who had 
heard of glaucoma) 

Post N (n who had 
heard of glaucoma) 

Currently work in 
health field 

5 (3) 1 (1) 

Worked in health 
field in past 

13 (7) 3 (2) 

Never worked in 
health field 

282 (59) 298 (160) 

Table 8.11: Number who had worked in the health field. Bracketed are the 
number who had head of glaucoma. 

 
From Table 8.11 we can see that very few participants had worked in the 

health field. Of those who had, there were more pre- than post-

intervention. 

 

 N pre-intervention  N post intervention 
 Not heard 

of glaucoma
Heard of 
glaucoma 

Not heard 
of glaucoma

Heard of 
glaucoma 

Worn 
glasses 

179 60 110 146 

Worn 
contact 
lenses 

0 0 2 0 

Worn 
neither 

52 8 27 17 

Don’t 
know 

0 1 0 0 

Table 8.12: Number who wear glasses/contact lenses. 
 
If participants wore either glasses or contact lenses they were more likely 

to have heard of glaucoma. This is shown in Table 8.12. 

 

Amount known Pre N (column %) Post N (column %) 
A lot 0 (0) 1 (0.6) 
A little 9 (13) 0 (0) 
Hardly anything 21 (31) 9 (6) 
Only know name 16 (24) 53 (33) 
Don’t know 21 (31) 99 (61) 
Total 67 162 

 Table 8.13: How much do you know about the disease? 



 168

When asked the question “How much do you know about the disease?” 

(Table 8.13), the majority claimed to know very little. 

 

Of those that had heard of glaucoma, about half (109 (48%)) professed 

any more knowledge than having simply heard of the condition. There 

were proportionately more professing knowledge prior to the campaign 

(46/67 (69%)) than in those after the campaign (63/163 (39%)).  

 

After an open-ended question asking what they thought glaucoma was, 

15 true/false questions were asked about glaucoma. No clear pattern was 

shown between groups pre- and post-intervention in terms of knowledge.  

 

 
Question 

Pre N (%) 
Correct 

Pre n (%) 
Wrong 

Post N (%) 
Correct 

Post n (%)
Wrong 

You usually know if you have glaucoma 22 (49) 2 (4) 45 (71) 5 (8) 
There is more than one type of glaucoma 4 (9) 1 (2) 35 (56) 2 (3) 
Africans are more likely to have glaucoma 1 (2) 3 (7) 26 (41) 9 (14) 
Glaucoma can be inherited 25 (54) 5 (11) 36 (57) 7 (11) 
Headaches are commonly associated 
with glaucoma 

1 (2) 25 (54) 7 (11) 37 (59) 

High blood pressure can lead to 
glaucoma 

2 (4) 27 (59) 11 (17) 36 (57) 

Glaucoma causes loss of peripheral 
vision 

45 (98) 0 (0) 43 (68) 0 (0) 

Glaucoma is caused by an infection of the 
eye 

2 (4) 5 (11) 5 (8) 39 (62) 

Men are more likely to have glaucoma 4 (9) 8 (17) 5 (8) 36 (57) 
Glaucoma can lead to permanent 
blindness 

42 (91) 1 (2) 38 (60) 11 (17) 

Glaucoma may be caused by high IOP 45 (98) 0 (0) 32 (51) 12 (19) 
Glaucoma affects the optic nerve at the 
back of the eye 

18 (39) 0 (0) 31 (49) 11 (17) 

Glaucoma causes a film of skin to grow 
over the inside of the eye 

0 (0) 11 (24) 11 (17) 29 (46) 

Generally don’t get glaucoma until older 
then 40 years 

12 (26) 6 (13) 28 (60) 10 (16) 

Treatment for glaucoma 17 (37) 13 (28) 2 (3) 53 (84) 
Table 8.14: Detailed questions about glaucoma. (Purple shows an increase, blue 
stayed the same and pink shows a decrease). 
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Table 8.14 shows the results of questions asked to ascertain detailed 

knowledge. We can see that detailed knowledge did not improve post-

intervention.  However, the absolute numbers getting it right did not really 

change, thus implying core knowledge in both groups. 

 

8.5.2 Specific Responders 

 

The data was then explored to see if a specific group responded to the 

campaign. 

 

 
 

Age group 
(yrs) 

Pre N (% total in age 
group) 

Post N (% total in 
age group) 

40-44 6 (13) 26 (53) 
45-49 18 (42) 25 (58) 
50-54 18 (36) 39 (59) 
55-59 4 (12) 24 (60) 
60-64 13 (30) 13 (45) 
65-69 6 (15) 13 (39) 
70-74 4 (16) 17 (61) 
75-79 0 (0) 6 (46) 
80+ 0 (0) 1 (20) 

 Table 8.15: Number who had heard of glaucoma split by age. 
 
 
We can see from Table 8.15 that the effect was clear in all age groups. 

 
 
 

  Males N (% total 
males) 

Females N (% total 
females) 

Pre-intervention 40 (24) 29 (21) 
Post-intervention 93 (52) 71 (56) 

 Table 8.16: Number who had heard of glaucoma split by sex. 
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Religion Pre N (% total in 
group) 

Post N (% total in 
group) 

Hindu 32 (29) 32 (65) 
Muslim 14 (30) 28 (51) 
Seikh 22 (15) 104 (52) 

 Table 8.17: Number who had heard of glaucoma split by religion. 
 
 

Tables 8.16 and 8.17 show that there was no difference between the 

sexes and that  the campaign had had a clear effect across all religious 

groups. 

 
Check  Pre N (%)  Post N (%)  Chi2  

Dental 162 (54) 201 (66) 8.61 (p=0.003) 

Cholesterol 150 (50) 220 (72) 30.5 (p=0.000) 

BP 238 (79) 265 (87) 5.67 (p=0.017) 

Eye test 193 (64) 239 (78) 14.0 (p=0.000) 

None of above 38 (13) 18 (6) 8.3 (p=0.004) 

 Table 8.18: Number of reported tests in the last 12 months  
 
 
We can see from Table 8.18 that there was an increase in the proportion 

of people who had had check-ups for a number of health-related issues.  

We then looked to see if those who have regular health checks are more 

likely to have responded.  

 Proportions who had heard of glaucoma 
 In those who had test In those who did not have test 
Test in last 
year 

Pre N 
(%) 

Post N (%) Pre N 
(%) 

Post N (%) 

Dental 40 (25) 123 (61) 29 (21) 41 (39) (6.67 P=0.01) 
Eye test 47 (24) 143 (60) 22 (21) 21 (31) (11.7 P=0.001) 
BP 53 (22) 150 (57) 16 (26) 14 (34) (9.25 P= 0.002) 
Cholesterol 42 (28) 131 (60) 27 (18) 33 (38) (9.14 P=0.003) 

Table 8.19: Proportions who had heard of glaucoma who did or did not 
have health checks.  



 171

 
Table 8.19 shows that there was an effect in those who had checks and 

those that did not. The effect was bigger in the group that had had recent 

checks. 

 
Time of last eye test Pre N (%) Post N (%) 
Test in last year 47 (71) 143 (87) 
Less than 2 years ago 7 (11) 2 (1) 
2-5 years 11 (17) 14 (9) 
Over 5 years ago 1 (2) 4 (2) 
Don’t know  0 (0) 1 (1) 
Total 66 164 
 (Chi2 8.33 P=0.004) 

Table 8.20: Number of people who had heard of glaucoma who had been 
for an eye test. 

 
From Table 8.20 we can see that more individuals reported having had 

an eye test in the last year after the campaign. There is a suggestion that 

the knowledge of glaucoma in part accounted for this increase since the 

higher number who had heard of glaucoma also seem to have attended 

for a recent eye test. These results are shown in Table 8.21. A Chi2 test 

was used pre-intervention and again post-intervention. It was only 

significant post-intervention, where a higher proportion of those who had 

heard of glaucoma had had a recent eye test.  

 
 Pre-intervention 

Chi2 0.7 p=0.4 
Post-intervention 
Chi2 15.2 p <0.001 

 Not heard Heard  Not heard  Heard  
No recent eye test 86 (37%) 21 (31%) 45 (31%) 21 (13%) 
Recent eye test 147 (63%) 46 (69%) 99 (69%) 142 (87%) 
 233 67 144 163 

Table 8.21:  Proportion who had heard of glaucoma and reported recent eye test 
pre- and post-intervention. 
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8.5.3 Logistic Regression 
 
Explanatory variable for 
knowledge of glaucoma 

Crude OR  Adjusted OR* 

Pre/post intervention 3.94 (2.77-5.60) ‡ 6.41 (4.11-10.0) ‡
Increasing age (5 year bands) 0.91 (0.85-0.99) ‡ 0.89 (0.80-0.99) ‡
Sex 0.99 (0.71-1.38) 1.35 (0.87-2.09) 
Having an eye test in the last 
year 

2.38 (1.60-3.54) ‡ 1.99 (1.21-3.26) ‡

Educational qualification 0.70 (0.60-0.81) ‡ 0.68 (0.56-0.83) ‡
Social class (NS SECA) 0.79 (0.72-0.87) ‡ 0.85 (0.76-0.95) ‡
Having a cholesterol check in 
last year 

2.65 (1.85-3.80) ‡  

Having a BP check in last year 1.79 (1.12-2.86) ‡  
Having a dental check in the last 
year 

2.00 (1.41-2.83) ‡  

Religion 0.93 (0.77-1.12)  
Having heard of cataract 5.78 (2.72-12.3) ‡ 12.9 (5.36-30.9) ‡
Having heard of arthritis 1.03 (0.68-1.56)  
Having heard of diabetic eye 
disease 

1.71 (1.23-2.38) ‡   

Having heard of psoriasis 1.55 (0.99-2.41)  
Having heard of alzheimers 1.07 (0.73-1.56)  
Having heard of macular 
degeneration 

16.9 (3.39-73.2) ‡  

Having heard of  tinnitus 0.95 (0.61-1.47)  
Having heard of multiple 
sclerosis 

3.03 (1.83-5.02) ‡  

*Adjusted for pre/post intervention, age, sex, and having an eye test in last year 
‡ = significant at p<0.05 
Table 8.22:  Crude odds of numerous variables for the outcome of having heard of 
glaucoma. 
 

Logistic regression was undertaken for the outcome of those who had 

heard of glaucoma (Table 8.22). The crude odds showed significant 

explanatory variables to be: pre/post intervention; having an eye test in 

the last year; having other health checks in the last year (dental, BP, 

cholesterol); and having heard of other ocular conditions (cataract, 

diabetic eye disease, macular degeneration). There was no association 

between having heard of glaucoma and having heard of most other 

systemic diseases. Younger people were more likely to have heard of 
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glaucoma. Similarly, being in a higher social class meant you were more 

likely to have heard of glaucoma as did having a higher educational 

qualification. The data was examined for co-linearity between the level of 

educational qualification and social class.  This was not found to be a 

factor. A more complex model was constructed to look for confounding 

factors, including the variables age, sex, having an eye test in the last 

year, educational qualification, social class, and having heard of cataract. 

It can be seen that the effect of the intervention and knowledge of another 

eye disease was increased with correction of confounding. The other 

effects were not substantially changed. 

 

8.6 Results and Analysis of Optometric Data 

 

8.6.1 Analysis of optometrist appointment and referral data 

 

The maximum number of weeks for which data were recorded was 26. 

There were 26 practices in the Borough of Ealing of whom 20 

participated.  The  twenty practices participated in data collection in 2004, 

contributing a range of 1-26 weeks of data with an average of 14.5 

weeks. Eleven practices of the 20 participated in data collection in 2007 

contributing a range of 1-24 weeks of data with an average of 13.5 

weeks. Four practices had closed in the intervening period (one for 

refitting and one that did not respond in 2004). No new practices had 

opened in the area.  
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There was no major change in the average number of appointments per 

practice per week between 2004 and 2007 (32 vs 31). This was true if 

restricted to those aged 40 years and over (19 vs 20) and those aged 60 

years and over (12 vs 11). 

 

For the eleven practices with paired data from 2004 and 2007 there were 

changes in both directions of increased and decreased appointments. 

This was related to staff and opening time changes as outlined in Table 

8.23 

 

 
Average appointments 

per week  
2004 2007 Comments

Boots Optician 129 46.6 Reduction from 4 optometrists in 
2004 to 2 optometrists in 2007 

David Clulow Opticians 35.5 31.3 Same staff 
Greenford Medical Eye 
Centre 

4.94 5.0 Same staff 

Hynes Optometrists 64.1 77.0 Same Staff 
J Wexler 3.32 3.9 Same Staff 
Keena Rakkado 11.2 8.0 Same Staff 
Kenneth H Kennell 25.7 19.0 Same Staff 
Mirage Opticians 27.8 32.1 Same Staff  
Robert J Lynch 23.8 26.0 Same Staff 
Ulitmate Eyecare 40.8 39.9 Same staff 
Vision Eyecare 9.4 29.0 Open more days 

Table 8.23: Average appointments per week for eleven practices with data 
collected in 2004 and 2007. 

 
Some modelling was undertaken to estimate the total number of sight 

tests over the 26 week collection period in 2004 and again in 2007. For 

those practices with data, the average number of patients seen per week 

(over whatever data collection period applied) was multiplied by 26. For 

those practices with no data, the average number seen per week for 
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those who had given data over the period was multiplied by 26. The totals 

thus generated are shown in Table 8.24. 

 
 All 

appointments
Appointments 

for those 
aged 40 and 

over 

Appointments 
for those 

aged 60 and 
over 

2004 21635 13179 8193 
2007 17669 11230 6220 

Table 8.24: Estimated number of sight tests over 26 week collection periods in 
both 2004 and 2007 for all optometric practices in the Borough of Ealing. 
 
It can be seen that, if anything, there is a reduction in the number of 

optometrist sight tests following the health intervention. The estimation 

methods and data available, however, are not robust for tight confidence 

intervals around these estimates and the only real conclusion is that no 

major change was observed. 

 

The optometrists also recorded those who were referred to the hospital 

for suspected glaucoma. The numbers here are small and hence the 

confidence intervals around any estimates even wider. A similar 

modelling to that for the appointments was carried out to estimate the 

total number of referrals for suspected glaucoma in the  Borough of 

Ealing during the 26 week period of data collection in 2004 and 2007. The 

results are shown in Table 8.25. 

 
 All 

appointments
Appointments 
for those aged 

40 and over 

Appointments 
for those aged 60 

and over 
2004 295 279 186 
2007 233 231 112 
Table 8.25: Estimated number of cases referred to hospital for suspected 
glaucoma over 26 week collection periods in 2004 and 2007 for all optometric 
practices in the Borough of Ealing. 
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Again, if anything, there was a decrease rather than an increase in 

referrals. The percentage of total appointments that were referred for 

glaucoma was the same in each year (295/21635= 1.36% in 2004 and 

233/17669= 1.32% in 2007). 

 

8.6.2 Why people go for eye tests 

 

Optometrists at four practices asked people who came for eye tests what 

had motivated them to come. 

  Pre Total 
(%) 

Pre 40+ 
(%) 

Post 
Total (%) 

Post 40+ 
(%) 

1 Routine* 655 (39) 403 (37) 767 (51) 472 (46) 
2 Visual changes 262 (16) 190 (17) 197 (13) 184 (18) 
3 Visual discomfort 318 (19) 227 (21) 250 (17) 191 (19) 
4 Glasses 171 (10) 94 (9) 113 (7) 72 (1) 
5 Recommendation 

(GP, friend, 
hospital) 

69 (4) 58 (5) 36 (2) 28 (3) 

6 Glaucoma 51 (3) 50 (5) 41 (3) 40 (4) 
7 School/parent 55 (3) 0 (0) 33 (2) 0 (0) 
8 Cataracts 27 (2) 27 (2) 15 (1) 15 (1) 
9 AMD 6 (>1) 5 (>1) 4 (>1) 4 (>1) 
10 Free test 1 (>1) 1 (>1) 6 (>1) 2 (>1) 
11 Headaches 19 (1) 8 (1) 29 (2) 10 (1) 
12 No test for a 

while 
17 (1) 14 (1) 2 (>1) 1 (>1) 

13 Work related 18 (1) 8 (1) 3 (>1) 0 (0) 
14 Family history 2 (>1) 0 (>1) 2 (>1) 0 (0) 
15 Eye health 3 (>1) 2 (>1) 2 (>1) 0 (0) 
16 Miscellaneous 4 (>1) 0 (>1) 7 (>1) 3 (>1) 
 Totals 1678 1087 1507 1022 
*Routine – Pre/Post total Chi2 = 45.2 P=0.001 Pre/Post 40+ total Chi2 = 18.0 P=0.001 
Table 8.26: Reasons why people go for eye tests. 
 
 

We can see from Table 8.26 that there was a significant increase in the 

number of people coming for a routine appointment post intervention. In 
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most cases a routine appointment implied they had been sent a reminder 

letter from the practice. 

 

8.7 Results of Positive Predictive Value 

 

 Pre-Intervention Post-Intervention 
 No. 

Referrals 
No. 
Positive 
Outcome 

PPV 
(%) 

95% CI No. 
Referrals

No. 
Positive 
Outcome 

PPV 
(%) 

95% CI 

Total 
referrals 

181 78 43 36-50 200 61 31 24-37 

Asian 
referrals 

49 22 45 31-59 58 22 38 25-50 

Asians 
60 years 
and over 

16 10 63 39-86 22 15 68 49-88 

Table 8.27: Positive Predictive values pre- and post-intervention. 
 

Six month data was collected from December to May inclusive in 2006 

and 2007. 381 referrals for suspect glaucoma were assessed.  181 pre-

Intervention and 200 post intervention (Table 8.27).  The same definition 

was used for an appropriate referral as in previous reports, namely a 

diagnosis of confirmed or suspected glaucoma [145, 146]. In the pre-

intervention group 78/181 of all assessed referrals resulted in a positive 

outcome (PPV = 43 (CI 36-50)). After the intervention no real change was 

demonstrated in the number of referrals or the positive predictive value. 

The slight decrease in the post-intervention group 61/200 (PPV = 31 (24-

37)) was well within chance variation.  

 

The health intervention was aimed at the purely Asian sub-group and it is 

possible that there was a preferential increase in this population. The 

names of all referrals were scrutinized and all Asian names identified as 
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described in chapter 8.2.5 . There was however, no significant change 

shown, only a slight decrease as above. This decrease is much smaller 

when looking at the Asian referrals alone with the number of positive 

referrals being 22/49 (PPV = 45 (CI 31-59)) pre and 22/58 (PPV = 38 (CI 

25-50)) post. If the specific target population of Asians aged 60+ is 

examined then there is an increase in the number of positive referrals 

10/16 (PPV = 63 (CI 39-86)) pre and 15/22 (PPV = 68 (CI 19-88)) post.  

This signifies that despite a slight decrease in the overall PPV there was 

a slight increase in the target population of Asians over the age of 60. 

This increase could be due to chance variation or could be the impact of 

the intervention. 

 

8.8 Discussion 

 

8.8.1 Principal Findings 

 

The pilot study provided a sound understanding of how to reach the 

target population. Using an interview on local radio and an advertisement 

in the local paper showed that there was a significant impact using the 

two media with a higher proportion of individuals reporting seeing the 

advertisement, hearing the interview and having heard of glaucoma after 

the intervention in Southall. On the Isle of Wight the same findings 

occurred for the response to having heard of glaucoma, but there was no 

effect in terms of those reporting hearing the radio interview. The two 

populations in this study were strikingly different, but the Isle of Wight 
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results indicated that reliance should not be placed on these two forms of 

media alone when planning the main study. 
 

The results of the national sample and the telephone interviews in Ealing 

and on the Isle of Wight showed a much higher level of public awareness 

than previously suspected [126, 139].  Although the telephone sampling 

method was previously reported as valid [132] work prior to this study had 

suggested a low level of knowledge in the Asian population [143]. After 

changing to face-to-face interviews, a very different level of knowledge 

was found to exist. This highlights the importance of choosing the correct 

data collection method for the target population. It also highlights the 

limitations of the national sample survey which will have missed an 

unknown number of similar communities throughout the UK with lower 

knowledge. This is important since it would be these communities that are 

most likely to benefit from a public health campaign. 

  

The repeat health knowledge questionnaire showed a striking effect from 

the campaign. The proportion who had heard of glaucoma more than 

doubled from 22% to 53%.  It is interesting to note that although television 

advertisements were used that were bright, colourful and frequently aired, 

it was the radio advertisement that had the most impact. Similarly, 

advertisements in community settings and local papers had a much 

smaller effect. The radio was an important form of communication for the 

target group, as it was created by their community for their community.  

This research has shown it is a good way to reach the target population. 
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This finding shows the importance of learning about your target 

population. The radio reached 69% of the people who had heard of 

glaucoma post-intervention. 

  

The findings show that it is not always the most expensive methods that 

are the most effective. A radio advertisement is relatively cheap to 

produce and air, yet we have shown that, in the right community, it can 

have a large effect. Before charities invest in media production, it is 

important that they look at who they want to reach and how they are 

going to do it. Time and money spent learning about your target 

populations’ lifestyle habits before materials are created will go a long 

way to making a campaign successful. 

  

The increased awareness of glaucoma following the campaign was most 

marked in those who also reported a recent health check for any disease. 

This suggests a more health-conscious group that has tests and checks, 

is more responsive to health campaigns. Age and sex made no 

difference. 

   

The link between having heard of other eye conditions and having heard 

of glaucoma is less surprising, merely suggesting a more health-aware 

sub-population. Interestingly, it was the younger age bands that were 

more likely to have heard of the disease. 

  

Although the proportion who had heard of glaucoma rose strikingly 
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following the campaign, the degree of knowledge about glaucoma did not 

really improve. This is not too surprising since the campaign was only 

designed to improve awareness of the condition. It does however suggest 

that improved awareness does not lead to spontaneous self education.  

  

The data from optometrist visits for sight tests proved extremely difficult to 

collect in Ealing. Encouragement had been gained by the remarkable 

response from the optometrists on the Isle of Wight, who achieved superb 

data collection for the project. This was not mirrored by the optometrist 

population in Ealing who achieved very patchy data collection. This 

resulted in extremely crude estimates of numbers and effect. The results 

suggest a decline in the number of eye tests from 2004 to 2007. This is 

most likely due to the second estimate being poorer than the first since 

many fewer practices participated in the data collection the second time 

and often for a reduced period of time. It does, however, make the 

likelihood of a significant impact of the campaign in translating improved 

awareness to practical action (going for a sight test) unlikely. 

  

In contrast to this finding, the questionnaire after the campaign had more 

people reporting a sight test in the last year. This might suggest some 

small prompt to action as a result of the campaign, particularly as a 

higher proportion of those reporting having gone for an eye test in the last 

year had heard of glaucoma. Again the confidence intervals around these 

estimates are large. 
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This finding could also be supported by the information on why people go 

for sight tests. The increase in the number of people going for routine eye 

checks could indicate that the campaign encouraged a positive response 

to reminders. Further research would be needed to validate this finding. 

 

Changing peoples’ behaviour is known to be a difficult task. Chapter 1 

shows that making health-related decisions is a complex process and 

unless a person is ready to take the requisite action, it is unlikely to be 

effective. Evaluating a health promotion intervention designed to change 

behaviour would appear to be a simple exercise but as shown with 

smoking in Chapter 1, Section 1.6.2.1 it is not so easy. To create effect 

advertising needs to be intense and prolonged.  The aim in this case was 

to assess if the number of eye tests had increased after intervention. The 

problem with this endeavour is that change may only become apparent 

over a long period and therefore it may be difficult to isolate any change 

as being attributable to the health intervention.   

 

Raising awareness and motivating people to action are two separate 

health promotion issues.  It is often assumed that if people are aware of a 

problem then they will act upon the information. This is often not the case. 

In this study it was surprising to learn that 74% of people interviewed in 

the health knowledge questionnaire had heard of glaucoma (Chapter 7) 

and yet it is still estimated that 50% of glaucoma is undiagnosed [69]. The 

health campaign more than doubled the number of people aware of 

glaucoma but this did not have an impact on people going for sight tests.   
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Previous work carried out in this community [127] had shown health to be 

a low priority in this group. It could be argued that it is harder to motivate 

behavioural change in such a group than in people who are already 

accessing healthcare.  The intervention tried to be sensitive to and 

emotive for the target group, but it failed to trigger behavioural change. 

One of the reasons could be due to how the optometric practices are 

perceived in the local community. If optometrists are just seen as a 

commercial body whose only interest is to make money out of spectacles 

and not as eye health professionals then this could be a large barrier 

stopping people having their eyes tested.  At present this is just 

conjecture and more research would be required to analyse the 

perception of optometric practice in the community. 

 

The campaign had good media coverage but could have lacked enabling 

factors such as which optometrist to go to, what to expect when they get 

there. The aim was to keep the message simple and action points clear. 

The message could have been too simplistic and not specific enough to 

make the target group think the message was directed towards them.  

Including the temples and places of worship, plus having interviews and 

phone-ins on the radio were deliberately chosen to attempt to reach the 

target population at levels other than just media advertising. Additional 

devices, such as a stand on the high street giving out information and 

acting as a point of contact could have been used in this area to have a 

more direct, personalised approach to encourage action. 
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8.8.2 Relationship to Other Studies 

 

In the UK, the Department of Health  runs a number of large campaigns 

to improve public health [150].  Sexual health, substance and alcohol 

abuse, obesity and smoking are some of the areas targeted. These 

campaigns work together with legislation and the government to raise 

awareness and motivate change within the nation. Even with this backing, 

it has proven hard to influence change. It is impossible for the 

Department of Health to cover every health issue and in many areas it 

falls to charities and health professionals to try and raise awareness and 

motivate behavioural change in their specialised areas. Many such 

campaigns remain un-assessed, unpublished or published internally. 

Areas where campaigns have been published include physical activity 

[151], diabetes [152, 153] and sexual health [154]. Our campaign is 

similar to the diabetic and physical activity campaigns in that it was able 

to raise awareness but failed to have any significant influence on 

changing behaviour.  Our study’s strengths lay in its tight target 

population.  

 

8.8.3 Strengths and Limitations 

 

This is the first study to assess the impact of an eye campaign in detail. 

The main limitations of this assessment are the cultural- and area-specific 

nature of the campaign. The results are therefore only replicable to other 
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similar communities.  Further research would need to be undertaken to 

assess its impact in different communities. 

  

The collection of data from community optometrists was superb on the 

Isle of Wight but extremely patchy in Ealing, showing striking regional 

variation. This was a major limitation to the interpretation of any effect in 

terms of health-seeking behaviour as a result of the public health 

campaign. Our contrasting results suggested in the results from the 

questionnaire (a higher proportion of people who had heard of glaucoma 

after the campaign reporting having been for an eye test in the last year) 

highlights this limitation. 

 

8.8.4 Implications for Health Professionals and Policy Makers 

 

Lessons were learned in the undertaking of this campaign. Inside 

community knowledge proved invaluable in gaining the trust and support 

of local community groups. Messages can be easily misinterpreted and 

sensitivities need to be acknowledged. In some temples the poster was 

refused, and this reluctance to be involved with the campaign was 

overcome in other places of worship by taking along a colleague of the 

same religion. Attempts to gain funding from local businesses proved 

unsuccessful. This could be due to health being a low priority area in this 

group [127].  Funding was eventually raised through larger international 

bodies. 
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Cost is a major issue in any advertising campaign and these findings 

show that it is not always the most expensive method that can be the 

most effective. The radio is an important form of communication for our 

target group, it is made by their community for their community and our 

research has shown it is a good way to reach this population. As with 

smoking in Chapter 1, Section 1.6.2.1 a public awareness campaign with 

a small budget that is supported by local activities can be effective. This 

finding emphasises the importance of learning about your target 

population. A radio advertisement is relatively cheap to produce and air 

but we have shown in the right community it can have a large effect. The 

radio reached 69% of the people who had heard of glaucoma post 

intervention. 

  

8.9 Conclusion 

 

This study has shown a major impact on awareness in our target 

population, particularly through the medium of radio. Before charities put 

money into media production it is important that they identify who they 

want to reach and how they are going to achieve this.   
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9.0 UNIFYING SUMMARY 

_______________________________________ 

 

9.1 Introduction 

 

In this chapter I will look at the findings of the studies in the context of the 

introduction and previous literature in Chapters 1 to 4. Chapter 1 looked 

at models of health and gave a broad rationale to health promotion. In 

order to raise awareness and engage individuals, groups and 

communities to promote health, these theories and models have been 

developed as a guide to enable health messages to be effectively 

communicated and acted upon. When actively working in health 

promotion it would be unusual for a study to fit into one specific model 

and, as is the case with these studies, they are more likely to use 

elements from a broad range of models. The underlying motivation 

behind all these studies is to prevent people going blind from glaucoma. 

This has been facilitated by studies which give a better understanding of 

patient diagnosis, which reveal what it is like to live with glaucoma and 

which raise awareness about the disease in the general population. 
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9.1.1 Summary of Research 
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Figure 9.1: Summary of Research 
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9.2 Summary of Background Literature 

 

9.2.1 Health 

 

The background literature covered the first three chapters of this thesis. 

Chapter 1 looked at the different models of health. These models can be 

broken down into two types. Firstly: ideological models, which are 

theories about people’s perceptions and values of health. They include 

the education model, preventive model and the empowerment model. 

Secondly: technical models which are theories on how people make their 

health related decisions. They include the health belief model (HBM), the 

theory of reasoned action and the health action model (HAM). These 

models aim to facilitate predictions about the likelihood of individuals or, 

more problematically, groups of individuals adopting and sustaining a 

particular course of action.  

 

Health education can take place in many settings and in many forms. 

This thesis pays special attention to the use of mass media in health 

promotion. Early theory considered mass media to exert a direct effect on 

the mass population at which they are targeted. This theory was 

challenged by Mendelsohn [23] who replaced the image of a hypodermic 

with that of a aerosol. Some media communication will hit its target, some 

will drift away and very little will penetrate. The media influence is 

complex and it will not easily change peoples’ behaviour unless the 

individual’s behaviour and influences are favourable to the change. Mass 
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media alone has a limited capacity. Mass media using ‘media advocacy’ 

can be extremely effective in consciousness-raising. Media advocacy 

focus on changing the way a problem is understood as a public health 

issue. It works at breaking down the major barriers to health by educating 

the public, swaying public opinion and influencing policy makers. 

 

Areas where health campaigns have used mass media include obesity, 

coronary heart disease and smoking. Cochrane has done reviews of 

interventions for prevention of coronary heart disease and childhood 

obesity interventions but neither really looks into the mass media aspect. 

The subject with most published data is smoking. 

 

9.2.2 Visual Impairment 

 

Visual impairment was reviewed in chapter 2. WHO  gives us the first 

worldwidel estimates since the  early 1990’s estimating that globally, in 

2002, more than 161 million people were visually impaired, of whom 124 

million people had low vision and 37 million were blind (excluding 

refractive error)[35]. Except for the most developed countries, cataract 

remains the leading cause of blindness in all regions of the world. Second 

is glaucoma, with age-related macular degeneration (AMD) ranking third 

on the global scale. However, in developed countries, AMD is the leading 

cause of blindness, due to the growing number of people over 70 years of 

age. 
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Nigel Charles for the RNIB looked at the numbers of people visually 

impaired in the UK. In 2003 there were 370,561 people registered as 

sight-impaired or severely sight-impaired in England, Wales and Scotland 

about 68% of whom were over 75 years of age [36]. The RNIB estimates 

that as many as two out of three people who are eligible to be registered 

as blind or partially sighted are not registered  and those suffering visual 

impairment could be as many as 1,066,740 [39]. The causes for this 

impairment were looked at by Tate et al [43] in the prevalence report. 

This report cites cataract, refractive error and age related macular 

degeneration as the major causes of visual impairment in the elderly 

Although glaucoma and diabetic retinopathy make minor contributions to 

visual impairment, not all the studies included additional tests such as 

fields, or funduscopic examination.  It is therefore possible that the 

contribution of glaucoma and diabetic retinopathy to visual impairment 

may have been underestimated. 

 

9.2.3 Glaucoma 

 

Chapter 3 focused on glaucoma. Quigley estimates that open and closed 

angle glaucoma affects some 67 million people worldwide [49] and that 

over 8.4 million people will be bilaterally blind from primary glaucoma in 

2010, rising to 11.1 million by 2020.  
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Primary open-angle glaucoma is a bilateral, usually asymmetric, 

progressive condition, which is characterized by an open, normal-looking 

drainage angle and a glaucomatous optic nerve head appearance in the 

absence of other causative pathology. Due to its slow progression, 

individuals do not notice any problems in the early stages of the disease. 

In developed countries only half of all glaucoma sufferers are diagnosed 

and receiving treatment at any given time [155] [156]. 

Guide Dogs for the Blind (GDBA) produced a document on the cost of 

blindness within this they look at the cost of glaucoma [66] The annual 

total costs associated with this condition ranged from £16 billion to £38 

billion.  Their reference case estimate was £27 billion. A delay in the 

onset of significant visual loss has implications not only for patients but 

also for government expenditures. 

 

Rosenstock’s study [4] on health behaviour and health belief suggests 

that a patient’s knowledge concerning the value of regular eye care may 

play a significant role in seeking eye care. With only 50% of the glaucoma  

diagnosed in western populations [69, 70] it has been questioned whether 

it is lack of awareness and knowledge about the disease that could be the 

root cause [61] . 

 

Table 3.3 showed the various studies that have looked at glaucoma 

knowledge in different countries. Some studies look at different eye 

diseases, including glaucoma, and some look specifically at glaucoma. All 

studies have highlighted a need for health education to be improved.  
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They also indicate a need for increased knowledge about eye disease 

and glaucoma independent of the level of awareness in their study.  

There is an underlying assumption that the more aware and 

knowledgeable the population is, the more motivated they will be to 

access eye services and reduce preventable blindness in their 

populations. The largest difference in awareness and knowledge is 

between the developed and the developing countries. Within populations 

the main differences in knowledge are in age and sex. There is a clear 

lack of UK data in either a clinic-based or population-based form. 

 

 

9.3 Patient Awareness 

 

Chapter 5 on patient awareness was the first study to look at patients’ 

perceptions and attitudes to living with glaucoma using a qualitative 

methodology. This study explored the patients’ perceptions of their own 

disease and the effect glaucoma had had on their lifestyle. In Chapter 1, 

Section 1.3 we looked at the health belief model (HBM), the theory for 

reasoned action, the health action model (HAM), together with the belief 

system and the motivation system. All these models try to determine what 

motivates people into action and what experiences can alter this decision 

making process.  This study investigated these themes as it was 

important to find out what had prompted patients who had been 

diagnosed with glaucoma to go for their initial examination. Were there 

specific symptoms or triggers? What was the impact of these symptoms 

on everyday life? 
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Many of the patients were oblivious to their disease until the point of 

diagnosis, making it difficult to pinpoint any recognisable motivation to 

action.  In many cases, diagnosis was the result of chance rather than a 

specific symptom prompting the patient to undergo an ophthalmic 

examination. The HAM and the belief system discussed in Chapter1, 

Section 1.4.2.3 highlighted two groups of individuals: 

1. ‘Copers’ – individuals who see themselves in charge of their lives and 

have the capacity to act logically and decisively. 

2. People who believe in fate or life being governed by a higher being. 

 

Our participants fall into the category of ‘copers’. Their agreement to 

participate in the study demonstrated their desire to be active decision 

makers in their eye health.  Our patients, with hindsight, definitely 

regretted not being diagnosed earlier and having more control over their 

sight loss.  The realisation that the sight loss from glaucoma is permanent 

and that it is vital that the disease is caught in the early stages made all 

the participants champions of health education. It would be interesting to 

compare this group to a group of people who believe in fate or that life is 

governed by a higher being.  Would this group be so motivated to raise 

awareness about the disease? A qualitative study has been undertaken 

with patients attending an eye clinic in Ghana [157]. This population has a 

strong belief in fate and of God being in charge of their destiny. Despite 

this, a sub-group still accessed eye care even if it tended to be seen as a 

last resort. 
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9.4 Public Awareness 

 

Chapter 7 looked at public awareness. This was the first study to assess 

glaucoma awareness and knowledge in the UK.  From the findings in 

Chapter 3, Section 3.3 we can see that our results are similar to those in 

Australia , New Zealand and Germany. In-depth knowledge is more 

difficult to compare due to the variety of methods and questionnaire 

length each study used.  In most studies, including our study, the in-depth 

knowledge was considerably less. Having heard of glaucoma did not 

necessarily mean that participants were knowledgeable. Interestingly, the 

poor levels of awareness and knowledge in the Indian community in this 

study replicates the findings of studies carried out in the developing 

world. The majority of Indians in my study were first generation 

immigrants speaking Hindi, so not surprisingly they reflected the 

attributes of people in their country of origin. The knowledge studies in 

Chapter 3, Section 3.3 all concluded that there was a need for health 

education in order to raise awareness about eye disease, leading to an 

assumption that education will lead to action. From the models discussed 

in Chapter 1 we know there needs to be a motivational factor.  The data 

from this study was used to provide a baseline to assess if raising 

awareness through a publicity campaign is enough to create behavioural 

change with regard to glaucoma. 
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9.5 Media Campaign 

 

Chapter 1, Section 1.4 looked at health promotion and specifically the use 

of mass media in health promotion. It has already been stated that it is 

accepted that mass media, including media advocacy, can raise 

consciousness about health issues and change behaviour if other 

enabling factors are present.  The health campaign in Chapter 9 aimed to 

reach these targets.  Naidoo and Wills  [26] are cited in Chapter 1, 

Section 1.4 suggesting that mass media including media advocacy can: 

• raise consciousness about health issues 

• help place health on the public agenda 

• convey simple information 

• change behaviour if other enabling factors are present 

 

Using media is more effective if: 

 

• it is part of an integrated campaign including other elements 

such as one-to-one advice 

• the information is new and presented in an emotional 

context 

• the information is seen as being relevant for “people like 

me”. 
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The aim has been to present information in an emotional context by 

learning about our target population. Meetings were held with target 

groups and subjects that were important to them were discussed. A high 

priority to them was family (children and grandchildren) and thus the 

study aimed to make this a recurrent theme throughout the media.  All 

advertisements were sensitive to age and ethnicity and themed towards 

the target population. This was done to encourage people to see the 

information as being relevant for “people like me”. The campaign was run 

using different types of media in channels that the target population 

stated they accessed. An outlet was also provided, through which the 

information received could be used. Phone-ins and interviews on the 

radio offered pathways to acquire more information and television and 

other media promoted the optician as the point of call for more 

information.  

 

Chapter 1, Section 1.4 also highlights the need for pre-testing. The pilot 

study in Chapter 8 gave a better understanding of the target population 

and allowed pre-testing of a newspaper and radio advertisement to gauge 

their effectiveness. This information, together with further discussions 

with target groups, was invaluable to the structure of the main campaign. 

All media was pre-tested with the target population, patients and health 

professionals to ensure accuracy, acceptability and to avoid the 

possibility of causing offence. 
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One of the main objectives of the media campaign was to change help 

seeking behaviour by encouraging the target population to go and have 

an eye test.  From the results of the optometric data in chapter 8.4 the 

conclusion showed no major change in the numbers attending for eye 

tests.  Why was this the case?  

 

1. The study could have been underpowered but the results do not 

even show a hint of true change. The only suggestion of change 

was the self-reported number of people going for an eye test. 

2. Chapter 1 highlights that making health-related decisions is a 

complex process and, unless a person is ready to take action 

health messages are unlikely to be effective. 

3. There could have been spread effect either spatially such as 

people going outside of Ealing to have an eye test, or temporally 

which is therefore not showing as significant in our data. The 

temporal effect could have been a delayed effect which was 

outside the data collection period or a mild effect over a long 

period of time.   
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10.0 FUTURE RECOMMENDATIONS 

_______________________________________ 

 

Although this study has shown a large increase in awareness it has not 

proven that this is translated into action, i.e. going to an optometrist for an 

eye check. Further work is needed on this topic which will be challenging 

to undertake in the light of our experience with optometric data collection.  

 

Looking at what motivates people to have their eyes tested and what the 

attitudes and perceptions are of the optometric practices would provide 

invaluable research and offer much needed information to facilitate any 

further intervention campaigns. 

  

Radio proved to be the most effective medium through which to reach our 

target population. It would be interesting to see if this is the case in other 

groups where there is low awareness. It is also important to share these 

finding with other organizations specialising in vision which invest in 

media and advertising to raise awareness.  When funding and resources 

are limited it is vital that appropriate media is used and impacts are 

optimally evaluated. 
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ABBREVIATIONS 
 
 
ACG   Angle-Closure Glaucoma 

ACT UP  AIDS Coalition to Unleash Power 

AIDS   Acquired Immune Deficiency Syndrome 

BMRB   British Market Research Bureau 

BP   Blood Pressure 

DVLA   Driver and Vehicle Licensing Agency 

EPSEM  Equal Probability of Selection Method 

GDBA   Guide Dogs for the Blind Association 

GP   General Practitioner 

HAM   Health Action Model 

HBM   Health Belief Model 

IGA   International Glaucoma Association 

IoW   Isle of Wight 

MRC   Medical Research Council 

MVO   Male Voice Over 

NHS   National Health Service 

NSEC   National Socio Economic Classification 

NSECa  National Socio Economic Classification Abridged 

OR   Odds Ratio 

POAG   Primary Open-Angle Glaucoma 

PPV   Positive Predictive Value 

RCO   Royal College of Ophthalmologists 

RNIB   Royal National Institute for the Blind 
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T.V.   Television 

UK   United Kingdom 

WHO   World Health Organisation 
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