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Abstract
Background: To describe the reasons for non-
utilisation of eye care services among adults aged
40 years and above in a rural population of West
Africa.
Methods: During a population-based cross-scctional
survey, an interviewer administered questionnaire
was used to obtain information on respondents’
demographic characteristics, personal medical
history, previous usce of eye care services, ocular
symptoms and rcasons for not utilising cyc carc
services.
Results: A total of 643 participants were studicd.
Majority of the respondents (547; 85.1%) had a
history of ocular symptoms, cither in the past or at
the time of the study. One hundred and twenty-two
respondents (19.0%) had previously consulted
orthodox facilitics to seck cye care; and 23.9% of
the respondents with presenting visual acuity worse
than 6/18 in the better cye had previously sought
cye carc. Reasons given by the respondents with
ocular symptoms for not secking cye carc included
a pereeption that the problem was not important in
188 (44.2%) respondents and financial constraints
in 139 (32.7%) rcspondents. Barriers encountered
by respondents who had sought cye carc include
financial constraints in 30 (24.6%) respondents, long
distancc in 21(17.2%) and strikes by hospital workers
in 3 (2.5%) respondents. :
Conclusion: A significant proportion of pcople in
need of cye care services in this rural adult population
are not utilising or sceking cye care scrvices. Reasons
given for non-utilisation include the perception that
the eyc problem was not important, financial
- constraints, ageism, fear and not knowing where to
go for help. Barriers encountered were long distance,
long waiting time, repeated appointments, strikes by
hospital staff and poor service delivery.
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Résumé

Contexte: Pour décrire les raisons de la non-
utilisation des scrvices de soins oculaires chez des
adultes agés'de 40 ans et plus dans unc population
rurale de I’ Afrique de I’Oucst.

Méthodes: Au cours d'unc enquéte transversale, un
questionnaire administré par un intervicweur a été
utilis¢ pour obtenir des informations sur les
caractéristiques démographiques, les antécédents
médicaux personnels, Iutilisation antéricure des
soins oculaires, les symptéomes oculaires ct les
raisons a nc pas utiliser les scrvices de soins
oculaires.

Résultats: Un total dc 643 participants ont ¢té
¢tudi¢s. La majorité des répondants (547, 85,1%)
avaicnt des symptomes oculaires antécédents, soit
dans lc passé, ou au moment de I’étude. Cent vingt-
dcux répondants (19,0%) avaicnt auparavant
consulté des établissements orthodoxes pour obtenir
dcs soins oculaires; et 23,9% dcs personncs
interrogées présentant unc acuité visuclle inféricure

a 6/18 dans lc meilleur ceil avaient précédemment

consulté pour des soins oculaires. Les raisons fournir
par les répondants ayant des symptomes oculaires
pour nc pas avoir consulté pour des soins oculaires
¢tait que le probléme n’¢tait pas important chez 188
répondants (44,2%) ct des contraintes financicres
chez 139 répondants (32,7%). Les obstacles
rencontrés par les répondants qui ont demandé¢ des
soins oculaires comprennent les contraintes
financiéres chez 30 répondants (24,6%), les fongucs
distances chez 21 (17,2%) ct les gréves des agents
hospitalicrs chez 3 (2,5%) répondants.

Conclusion: Unc proportion importante de personnes
ayant besoin de services de soins oculaires dans cette
population adultc rurale n'utilisent pas ou nc
recherchent pas de scrvices de soins oculaires. Les
raisons données pour la non-utilisation incluent la
pereeption que le probléme oculaire n’¢tait pas
important, les contraintes financiéres, 'agisme, la
peur ct ne sachant pas ot aller chercher de Iaide.
Les obstacles rencontrés étaient les longuces
distances, les longs délais d’attente, les rendez-vous
répétés, les gréves des agents hospitalicrs ct la
mauvaise prestation de service.

Mots-clés: Barricres, Services de soins oculaires,
Utilisation, Communauté rurale, Afrique de l'Ouest.
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Introduction .

Health care utilisation is an important factor that
influences the level of health or olhc.r'wisc of a
population. If available health carc ll:tcnhlncs are 1'101
utilised by the population, the level of health remains
low irrespective of any cfforts to provide more well-
equipped facilitics. It is thercfore important to ensurc
that available health facilitics arc utilised maximally
by reducing barriers to the barest minimum. In
developing countrics, where availability of health
care facilitics and resources are sub-optimal [1], it
is cven more imperative to understand the rcasons
for non-utilisation of health care facilitics.

Eyc care services are not exempted from this
phenomenon, and indeed, scveral studics have been
carried out to cvaluate the factors that affect the
uptake of cyc carc services [2-14]. Understanding
these factors is cxpected to contribute towards the
goal of reducing the burden of avoidable blindness
significantly by the year 2020 (VISION 2020: The
Right to Sight). This is duc to the fact that people
must first utilise the available eye care resources
before preventable blindness can be minimized [15].
Morcover, monitoring and cvaluation which arc
important components of the VISION 2020 initiative,
involve the assessment of the uptake of services
offered to the communitics.

When ophthalmic services in different
populations are being planned, the level and types
of services required by the target population arc
based primarily on estimates of the prevalence and
incidence of eyc discase in the community. It is
usually assumed that all the pcople with ocular
morbidity will attend for trcatment. It is clear that in
practicc not all thosc requiring cvaluation and
treatment attend [16], but the reasons for non-
attendancc are poorly understood [17].

If programmes for blindness prevention arc
to be cffective then the recasons for suboptimal
utilisation nced to be identified and appropriate
strategics implemented to improve utilisation.
Providing such information would assist in the design

of programs that may supply more mecaningful
services to those who have underutilised
them[18].Thercfore, this study was designed to
describe the reasons for non-utilisation of cye care
services among adults in in a rural community in
South Western Nigeria.

Methods

This was a descriptive cross- sectional survey
conducted in Akinyele Local Government Arca of
Oyo State in the southwestern region of Nigeria, |t
has a population of 211,359 people and is divided
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into 12 political wards, 10 of which are made yp o
rural scttlements. The local government area hag 4
agriculture bascd cconomy and farming is ye main
occupation. With regards to health facilitics, thcrn
arc 15 hcalth districts, cach with a primary hCaluc
centre; and one government owned general hoSpi‘a;
Nonc of these facilitics is well equipped for eye Caré
service delivery. They offer only basic Primary ey,
carc scrvices and patients who require sccondary ca);c
arc referred toa tertiary hospital, University Colle o
Hospital, Ibadan, which is about 15 kilometreg away,

Ethigal approval for the study was obtained
from the Un.lVCl:Sll)’ of l.budan/ University College
Hospital Institutional Ethical Review Board. Consen
was obtained from the local government authority,
community hcads as well as the participating
individuals. Using a multistage sampling technique
and probability proportional to size procedure, 660
participants were sclected from 40 settlements in the
10 rural wards. Eligible participants were individuals
aged 40 years and above who had been living in the
study arca for a period of at Icast one year and were
willing to participate in the study.

Data collection was preceded by a house to
housc enumeration and registration of cligible
participants. Thereafter, a face to face interview was
conducted by trained rescarch assistants using a
structurcd questionnairc to obtain information
including sociodemographic data, medical history,
previous use of eye care services and past or present
ocular symptoms. Reasons for non-utilisation were
sought from respondents who had never used eye
care services while enquiry was made about barriers
cncountered by those who had sought eye care
scrvices. Visual acuity testing was then performed
using a Snellen chart or an Illiterate E chart. The
chart was placed at 6 metres from the participant in
a shaded open spacc in"the daylight with cach cye
tested scparatcly. The last completely rcad linc on
the chart was recorded as the visual acuity for that
cye. The visual acuity of cach cye was then tcst'cd
with a pin hole for those with presenting visual acuity
less than 6/9.

Ocular cxamination was subscquently
conducted by an ophthalmologist (BO) ina darkenod
room inside the subject’s housc or a suitable
alternative place. Each subject’s ocular adnexac and
anterior segment were examined using a pen reh
and dircct ophthalmoscopy was pcrl'ormcd w
ascertain lens clarity and to examine the postere’
segment. Pupillary dilatation was performed \\'I.W“'
there were media opacitics precluding a good \'10\'\
of the fundus or if the pupils were to0 small.
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Dilatation was achicved with the usc of 19
iropicamide and 2.5% phenylephrine cye drop.

Collected data was entered into a data base
and analysed using Statistical Package for Social
Sciences (SPSS version 17: IBM Corp., New York,
NY, USA). Proportions and means were used to
summarisc the data.

Results

A total of 643 pcople aged 40 years and above
completed the face to face interview and ocular
cxamination out of the 660 pcople who were

enumerated and registered giving a response rate of

97.4%. The mean age of the respondents was 58.9
+12.3 years (Range: 40 - 120 ycars). There were 340
males (52.9%), the remaining 303 respondents were
females.

Only 237 (36.9%) respondents had attained
at least primary school level cducation while the
remaining respondents had not reecived any formal
cducation. Majority of the respondents (547; 85.1%)
had a history of ocular symptoms, cither in the past
or at the time of the study. The symptoms included
poor vision in 467 (72.6%) respondents, cye pain in
133 (20.7%), itching of the cycs in 66 (10.3%) and
red eye in 14 (1.2%) respondents. One hundred and
cighty cight (29.2%) respondents reported
difficultics with their daily routinc activitics as a
- result of poor vision. Nincty-six (14.9%) respondents
had never had eye symptoms, ncither in the past nor
at the time of the study.

Fifty-cight (9.0%) rcspondents had
presenting visual acuity less than 3/60 in the better
cye, 87 (13.5%) had presenting visual acuity less
than 3/60 in at least one cyc, while 230 (35.8%)
respondents had presenting visual acuity less than
6/18 in their better cye. ’

With regards to previous utilisation of cyc
care services, only 122 (19.0%) respondents had
previously consulted any facility to scck cyc carc
and 521 (81.0%) respondents reported that they had
never sought eye care at any orthodox facility. Fifty-
five (23.9%) respondents out of the 230 individuals
with presenting visual acuity worsc than 6/18 had
Previously sought for cye care.

Various rcasons werc given by the
respondents for not sccking cyc carc despite having
ocular symptoms (Table 1). They include the fact
that the problem was not important in 188 (44.2%)
respondents and financial constraints in 139 (32.7%)
respondents. Forty-one (9.6%) respondents fL‘l’O“_Cd
that they did not scck cye care becausc of their bgllcf
that cye problems are closely associated with ageing,
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and s!wuld be accepted as an unavoidable featurc of
growing old.

Table 1:

Reasons given by respondents for not seekin g
cye care

Reason Number of Percent (%)
respondents (N =425)
(n)*
Problem not important 188 4.2
No money 139 32.7
Did not know where'to go 72 16.9
Eye problems arc associated
with ageing 4] 9.6
No time 28 6.6
Used OTC drugs' 20 4.7
Symptoms just started 14 3.3
Fcar 12 2.8
Adviscd by others to do
somcthing clsc 12 2.8
No escort 10 24
Used local herbal remedics 2 0.5

* 109 (25.6%) respondents gave more than one reason
7 OTC drugs — Over the counter drugs

The respondents who had previously sought
eyc care scrvices reported the various barriers they
had encountered. These include financial constraints
in 30 (24.6%) respondents, long distance in
21(1.7.2%) and strikes by hospital workers in 3
(2.5%) respondents. Forty cight respondents (39.3%)
out of thosc who had utilised services said that they
did not encounter any barricrs (Table 2).

Table 2: Barricrs encountered by respondents who had
previously consulted facilitics for cye care

Barricr Number of Pcrcent
Respondents  (N=122)
(n)*
No barricr 48 39.3
Financial constraints 30 24.6
Long distance 21 17.2
Long waiting time 12 9.8
Poor service 6 4.9
Repeated appointments 4 3.3
Strikes by hospital staff 3 2.5
Difficult access 3 2.5
Fear 2 1.6
Lack of visual improvement .']2 (l)g

Too many paticnts

c ene A ¢ than one barrier
*10) respondents ene ountered more th
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Thosc respondents who had never had cyce
symptoms and did not scck cye care were asked Ill?()lll
their thoughts on the need for routine cye 'chccl\.-up
in the abscnce of perceived eye problems. Sixty-cight
(70.8%) of them said that routine cyec check-up was
necessary while cight (8.4%) felt there was no need

for such. The remaining 20 (20.8%) did not know if

there was a need for routine ¢yc check-up or not.

Discussion
In this study the ratc of utilisation of available cye
carc services, as cvidenced by previous consultation
for cyc problems by respondents, was markedly low.
This is similar to the findings of previous studics
that the utilisation of cye care services among rural
populations ranges from 7% to 35% [13, 14, 19].
Furthermore, the utilisation of cye carc services
among thosc with visual acuity less than 6/18 in the
better cyc (24%) is comparable to the World Health
Organisation (WHO) estimate that only a quarter of
those who nced eye care globally actually utilisc cye
services [20].

Low cye care service utilisation would have
an adversc cffect on the achicvement of the goals of
Vision 2020 in this local government arca as well as
simiiar rural communities in Africa. Morcover, the
burden of cye discase and blindness would likely
incrcasc rather than decreasc in magnitude if
appropriate measures are not instituted to improve
uptake of services.

Barricrs or obstacles to uptake of cyc care
services are those factors that prevent or militate
against would be scckers of eye care from receiving
such secrvices. Numerous studies have been
conducted to investigate these barriers in various
populations, although majority of them were focused
on the barricrs to the uptake of cataract surgery [17,
21-31]. Most of these studics obscrved similar factors
orreasons preventing utilisation of eye care services.

Dandona et al [21] classified these reasons
as personal, cconomic, and social. The reasons
dircctly related to the individual were classified as
personal; those relating to family members were
classified as social; and those dircetly related to
moncy were classified as cconomic reasons.
Lewallen and Courtright [23] grouped the barriers
lg cataract surgery as being related to cost of surgery;
distance to the hospital, cultural and social barriers,
knowledge of services and trust in outcome of

surgery.
A significant proportion of those who knew
:::]C;'( )lrltl‘(:uci/lc] (];lnl'z}:llc(l:fclcckltl:r;ll the p‘mhlcm was not
g s p. These

' : subjects may
have adjusted to their disability with

little evident
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handicap or their responses may actually magk
hidden barricrs such as problems with acc
finances. It is also possiblc that this is 3 reflection of
the existing gap bc.twccn the medical Communigy'g
pereeption of patient needs and paticnts’ own
perceptions of their needs. Eye care providers ofip
asscss patients” needs based upon visyal acuity while
the patients tend to asscss their needs based upon
their own perecived level of disability,

Currently, .thc c>§plz111ati()n for the pereeption
that the problem is unimportant is not clear, anq
requires further exploration. Nonetheless, Increasing
the level of awareness of the rural population about
the importance and benefits of sceking treatment for
visual impairment is cssential in order to facilitate
utilisation of scrvicces.

Financial constraints and the Opportunity
cost of sccking cye carc are also important and the
reduction of both the direct and indirect costs of
accessing cyc care services should result in increased
utilisation.

Other reasons such as symptoms just
starting, using altcrnative treatment options and not
knowing where to go, all reflect the potential effect
that awareness campaigns could have on increasing
utilisation of eyc carc in this rural population. Fear,
which relates mainly to surgical outcome, portrays
the need for patient counsclling as well as better
monitoring and cvaluation systems for cataract
surgical services.

The belicf that cye problems are incvitable
with age and care for such is, therefore, unnccessary
reflects a type of ncgative discrimination against
clderly individuals which may impair the **felt need”
for eye care services in old age [32]. This form of
ageism has been previously reported as a barrier to
the uptake of cataract surgical services [19, 20, 23
33]. Awareness campaigns with specific emphasis
on the importance and benefits of secking treatment
for cyc problems in old age should lead to increase
in utilisation of cye care services.

The other barriers cncountered bY
respondents were related to the quality of scrylc‘f
.. repeated appointments, waiting time, and slrl.kt‘f
embarked upon by hospital workers. This cmphasxza?
the role of poor quality service delivery as a barri
to uptake of services.

Limitations of this study include the f X
recall bias might have ncgatively influcneed lht)
accuracy of respondents® reports with respoct l“'
utilisation of services and medical history. Sccond,:
only previous visits of respondents to orthodo!.‘
facilities were considered, and no enquiry Was l“:‘.“}
regarding the utilisation of unorthodox mcthods ©

Some
€SS angd

act that
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health carc. Conscquently, it is possible that the
¢Norts made by the respondents to seck cye care may
have been underestimated, since it is known that
people would most likely first seck help from
alternative sources [34, 35]. Finally, the actual use
of treatment remedics was not cvaluated. Thus,
subjects who had accessed the services may, in fact,
not have utilised those scrvices, in the real sensc, if
they did not usc the remedics prescribed.

In conclusion, a considcrable proportion of
people in need of eye carc services in this rural adult
population of southwest Nigeria arc not utilising the
available scrvices. Various rcasons werc given for
not utilising cye carc scrvices. These include the
perception that the cyc problem was not important,
financial constraints, ageism, fecar and not knowing
where to go for help. Barricrs encountered were long
distance, long waiting time, repeated appointments,
strikes by hospital staff and poor service delivery.
Therefore, during the planning and provision of cyc
carc scrvices in rural parts of West Africa, these
reasons and barricrs nced to be addressed in order to
optimise the utilisation of such services by the
recipient communitics.

References

1. Pcters DH, Garg A, Bloom G, et al. Poverty and
access to health care in developing countrics.
Ann N Y Acad Sci. 2008;1136:161-71.

2. Arinze OC, Ezc BI, Ude NN, et al. Dcterminants
of cye care utilization in rural south-castern
Nigeria. ] Community Health. 2015;40(5):881-
90. :

3. Gnyawali S, Bhattarai D and Upadhyay MP.
Utilization of primary cyc health services by
pcoplc from a rural community of Ncpal. Nepal
J Ophthalmol. 2012;4(1):96-101.

4. Olusanya BA, Ashayc AO, Owoajc ET, Baiycroju
AM and Ajayi BG Decterminants of utilization
of cye care scrvices in a rural adult population
of a developing country. Middle East Afr J
Ophthalmol. 2016;23(1):96-103.

5. Palagyi A, Ramke J, du Toit R and Brian G. Eyc
carc in Timor-Leste: a population-based study
of utilization and barricrs. Clin Exp Ophthalmol.
2008;36(1):47-53.

6. Clendenin C, Coffcy M, Marsh M and West S.
Eyc carc utilisation patterns in a rural county in
Ircland: implications for service delivery. Br J
Ophthalmol. 1997;81(11):972-975.

7. Ellwein LB, Friedlin V, McBcan AM and Lee
PP. Usc of cyc carc services among the 1991

Medicare  population.
1996;103(11):1732-1743.

8. Francis V. Cataract services: increasing utilisation
and creating demand. Community Eye Health.
2006:19(60):57-59.

9. Ke KM, Montgomery AM, Stevenson M, O'Neill
C, Chakravarthy U. Formal and informal care
utilisation amongst clderly persons with visual
impairment.Br J Ophthalmol. 2007;91(10):1279-
81.

10. McCarty CA, Lloyd-Smith CW, Lce SE, et al.
Usc of cyc care scrvices by people with diabetes:
the Mclbourne Visual Impairment Project. Br J
Ophthalmol. 1998;82(4):410-414.

I1. Muller A, Vu HT, Ferraro JG, Kceffec JE and
Taylor HR. Utilization of cyec care services in
Victoria. Clin Exp Ophthalmol. 2006;34(5):445-
448.

12. Ahmad K, Zwi AB, Tarantola DJ and Azam SIL.
Eye Carc Service Use and Its Determinants in
Marginalized Communitics in Pakistan: The
Karachi Marinc Fishing Communities Eye and
General Health Survey. Ophthalmic Epidemiol.
2015;22(6):370-379.

13. Marmamula S, Giridhar P and Khanna RC.
Utilization of cyc carc services among those with
unilateral visual impairment in rural South India:
Andhra Pradesh Eyc Discase Study (APEDS).
Int J Ophthalmol. 2017;10(3):473-479.

14. PengY, TFao QS, Liang YB, et al. Eye carc use
among rural adults in China: the Handan Eye
Study. Ophthalmic Epidemiol. 2013;20(5):274-
280.

15. Robin AL, Nirmalan PK, Krishnadas R, et al.
The utilization of cye carc scrvices by persons
with glaucoma in rural south India. Trans Am
Ophthalmol Soc. 2004;102:47-54; discussion
54-5.

16. Abubakar T, Gudlavallcti MV, Sivasubramaniam
S, et al. Covcrage of hospital-based cataract
surgery and barriers to the uptake of surgery
among cataract blind persons in nigeria: the
Nigeria National Blindness and Visual
Impairment Survey. Ophthalmic Epidemiol.
2012;19(2):58-66. '

17. Whitworth J, Pickering H, Mulwanyi F, er al.
Dcterminants of attendance and paticnt
satisfaction at cyc clinics in south-western
Uganda. Health Policy Plan. 1999;14(1):77-81.

18. Fotouhi A, Hashemi H and Mohammad K. Eyc
care utilization patterns in Tchran population: a
population bascd cross-scctional study. BMC
Ophthalmol. 2006;6:4.

Ophthalmology.



21.

22.

23,

24,

23.

26.

27

BA Olusanva. AO Ashaye

. Donoghue M. People who don’tuse eye services:

‘making the invisible visiblc'. Community Eyc
Health. 1999;12(31):36-38.

. du Toit R, Ramke J, Naduvilath T and Brian G.

Awareness and use of cye care services in Fiji.
Ophthalmic Epidemiol. 2006;1 3(5):309-320.
Dandona R, Dandona L, Naduvilath TJ, McCarty
CA and Rao GN. Utilisation of cyccare services
in an urban population in southern India: the
Andhra Pradesh cyc discasc study. BrJ
Ophthalmol. 2000:84(1):22-27.
Flctcher AE, Donoghue M, Devavaram 1, et al.
Low uptake of cye services in rural India: a
challenge for programs of blindness prevention.
Arch Ophthalmol. 1999;117(10):1 393-1399.
Lewallen S and Courtright P. Recognising and
reducing barricrs to cataract surgery. Community
Eye Health. 2000;13(34):20-21.
Mpyet C, Dincen BP and Solomon AW. Cataract
surgical coverage and barriers to uptake of
cataract surgery in leprosy villages of north
castern Nigeria. Br J  Ophthalmol.
2005;89(8):936-938.

Nirmalan PK, Katz J, Robin AL, ¢t al. Utilisation
of eye carc services in rural south India: the
Aravind Comprchensive Eye Survey. Br J
Ophthalmol. 2004;88(10):1237-1241.

Oluleye TS. Cataract blindness and barriers to
cataract surgical intervention in three rural
communitics of Oyo State, Nigeria. Niger J Med.
2004;13(2):156-160.

Rabiu MM. Cataract blindness and barriers to
uptake of cataract surgery in a rural community
of northern Nigeria. Br J Ophthalmol.
2001;85(7):776-780.

28.

29

30.

31.

32,

33

34.

3.

15T Owoaye, ¢t al.

Sncllingen T, Shrestha BR, Ghart MP,¢r o1
Sociocconomic barricrs 10 cataract surgery i.
Nepal: the South Asian cataract mang em .
study. Br J Ophthalmol. 1998:82( 12):1424- 1454
Bekibele CO and Murthy GV. Barricrs 1o Calaraci
surgery of persons screened at camps i Ibadan
Nigeria. Afr J Med Med Sci. 2012;41(3):2;7:
504.

LiZ,Song Z, Wu S, et al. Oulcgmcs and barrierg
to uptake of cataract surgery in rural northerp
China: the Heilongjiang Eye Study. Ophthalmic
Epidemiol. 2014:21(3):161-168.

Mitsuhiro MH, Berczovsky A, Belfort R, J;.
Ellwein LB and Salomao SR. Uptake, Bﬂrricr;
and Outcomes in the Follow-up of Patients
Referred for Free-of-Cost Cataract Surgery in
the Sao Paulo Eyc Study. Ophthalmic Epidemiol,
2015:;22(4):253-259.

Finger RP. Cataracts in India: current situation,
access, and barriers to services over time.
Ophthalmic Epidemiol. 2007;14(3):112-118.
Finger RP, Ali M, Earnest J and Nirmalan PK.
Cataract surgery in Andhra Pradesh state, India:
an investigation into uptake following outrcach
screening camps. Ophthalmic Epidemiol.
2007;14(6):327-332.

Poudyal B. Traditional hecalers as cye team
members in Nepal. Community Eye Health.
1997:10(21):4-5.

Aschwanden C. Herbs for health but how safe
arc they? Bull World Health Organ. 2001
79(7):691 - 692.



