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Abstract 
Background: To dcscribc 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-sectional 
survey, an interviewer administered questionnaire 
was used to obtain information on respondents' 
demographic character is t ics , personal medical 
history, previous use of eye care services, ocular 
symptoms and reasons for not utilising eye care 
services. 
Results: A total of 643 participants were studied. 
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 facilities to seek eye care; and 23.9% of 
the respondents with presenting visual acuity worse 
than 6/18 in the better eye had previously sought 
eye carc. Reasons given by the respondents with 
ocular symptoms for not seeking eye carc included 
a pcrccption that the problem was not important in 
188 (44.2%) respondents and financial constraints 
in 139 (32.7%) respondents. Barriers encountered 
by respondents who had sought eye carc include 
financial constraints in 30 (24.6%) respondents, long 
distance in 21 (17.2%) and strikes by hospital workers 
in 3 (2.5%) respondents. 
Conclusion: A significant proportion of people in 
need of eye carc services in this rural adult population 
arc not utilising or seeking eye carc services. Reasons 
given for non-utilisation include the perception that 
the eye problem was not important , financial 

• constraints, ageism, fear and not knowing where to 
go for help. Barriers encountered were longdistance, 
long waiting time, repeated appointments, strikes by 
hospital staff and poor service delivery. 
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Resume 
Contexte: Pour dccrirc les raisons dc la non-
utilisation des services de soins oculaircs chcz des 
adultcs ages de 40 ans ct plus dans line population 
ruralc dc PAfriquc dc 1'Oucst. 
Methodes: Au cours d'unc cnquctc transversalc, un 
questionnaire administrc par un intcrvicwcur a etc 
uti l ise pour obtcnir des informat ions sur les 
caractcrisliqucs dcmographiqucs, les antecedents 
mcdicaux personnels, 1 'utilisation antcricurc des 
soins oculaircs, les symptomcs oculaircs ct les 
raisons a nc pas utiliscr les services de soins 
oculaircs. 
Resultats: Un total dc 643 participants ont etc 
ctudics. La majoritc des rcpondants (547, 85,1%) 
avaicnt des symptomcs oculaircs antecedents, soit 
dans lc passe, ou au moment dc f etude. Cent vingt-
dcux rcpondants (19,0%) avaicnt auparavant 
consultc des etablisscmcnts orthodoxes pour obtcnir 
des soins oculaircS; et 23 ,9% des pcrsonnes 
intcrrogccs prcscntant unc acuitc visucllc infcricurc 
a 6/18 dans lc mcillcur ceil avaicnt prcccdcmment 
consultc pour des soins oculaircs. Les raisons fournir 
par les rcpondants ayant des symptomcs oculaircs 
pour nc pas avoir consultc pour des soins oculaircs 
eta it que lc problcmc n'ctait pas important chcz 188 
rcpondants (44,2%) ct des contraintcs financicrcs 
chcz 139 rcpondants (32,7%). Les obstacles 
rencontres par les rcpondants qui ont demande des 
soins oculaircs comprcnncnt les contraintcs 
financicrcs chcz 30 rcpondants (24,6%), les longucs 
distances chcz 21 (17,2%) ct les greves des agents 
hospitalicrs chcz 3 (2,5%) rcpondants. 
Conclusion: Unc proportion importantc dc pcrsonnes 
ayant besoin dc services dc soins oculaircs dans ccttc 
population adultc ruralc n'utiliscnt pas ou nc 
rcchcrchent pas dc scrviccs dc soins oculaircs. Les 
raisons donnccs pour la non-utilisation inclucnt la 
perception que lc problcmc oculairc n'ctait pas 
important, les contraintcs financicrcs, Pagismc, la 
pcur ct nc sachant pas ou alter chcrchcr dc faidc. 
Les obstacles rencontres ctaicnt les longucs 
distances, les longs dclais d'altcntc, les rcndcz-vous 
rcpctcs, les greves des agents hospitalicrs ct la 
mauvaisc prestation dc scrvicc. 

Mots-cles: Barrieres, Services de soins oculaircs. 
Utilisation, Communaute ruralc. Afrique de I 'Quest. 
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Introduction 
Health care utilisation is an important factor that 
influences tlie level of health 01 otheiwisc of a 
population. If available health care facilities are not 
utilised by the population, the level of health remains 
low irrespective of any cflorts to provide more well-
equipped facilities. It is therefore important to ensure 
that available health facilities are utilised maximally 
by reducing barriers to the barest minimum. In 
developing countries, where availability of health 
care facilities and resources are sub-optimal [1], it 
is even more imperative to understand the reasons 
for non-utilisation of health care facilities. 

Eye carc services arc not exempted from this 
phenomenon, and indeed, several studies have been 
carried out to evaluate the factors that affect the 
uptake of eye carc services [2-14]. Understanding 
these factors is expected 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 due to the fact that people 
must first utilise the available eye care resources 
before preventable blindness can be minimized [15]. 
Moreover, monitoring and evaluation which arc 
important components of the VISION 2020 initiative, 
involve the assessment of the uptake of services 
offered to the communities. 

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 eye disease in the community. It is 
usually assumed that all the people with ocular 
morbidity will attend for treatment. It is clear that in 
practice not all those requiring evaluation and 
treatment attend [16], but the reasons for non-
attendance arc poorly understood [17]. 

If programmes for blindness prevention arc 
to be effective then the reasons for suboplimal 
utilisation need to be identified and appropriate 
s t ra tegics implemented to improve uti l isat ion. 
Providing such information would assist in the design 
of programs that may supply more meaningful 
se rv ices to those w h o have unde ru t i l i s ed 
thcm[l 8].Therefore, this study was designed to 
describe the reasons for non-utilisation of eye carc 
services among adults in in a rural community in 
South Western Nigeria. 
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into 12 political wards, 10 of which arc made i 
rural settlements. The local government area I ^ 
agriculture based economy and farming is t h j ^ 3 " 

Methods 

This was a dcscriptivc cross- sectional survey 
conduced in Akinyelc Local Government Area of 
Oyo State in the southwestern region of Nigeria It 
has a population of 211,359 people and is divided 

occupation. With regards to health facilTfe I T " 
arc 15 health districts, each with a pr imary L ? 
centre; and one government owned general ho -

None of these facilities is well equipped for cycT ' 
service delivery. They offer only basic primary n 
carc scrviccs and patients who require secondary caT 
arc referred to a tertiary hospital, University CoHe^ 
Hospital, Ibadan, which is about 15 kilometres awa ° 

Ethical approval for the study was obtained 
from the University of Ibadan/ University Colic 
Hospital Institutional Ethical Review Board. Consent 
was obtained from the local government authority 
communi ty heads as well as the participating 
individuals. Using a multistage sampling technique 
and probability proportional to size procedure, 660 
participants were sclcctcd from 40 settlements in the 
10 rural wards. Eligible participants were individuals 
aged 40 years and above who had been living in the 
study area for a period of at least one year and were 
willing to participate in the study. 

Data collection was preceded by a house to 
house enumera t ion and registration of eligible 
participants. Thereafter, a face to face interview was 
conducted by trained research assistants using a 
s t ruc tu red ques t ionna i re to obtain information 
including sociodemographic data, medical history, 
previous use of eye carc scrviccs and past or present 
ocular symptoms. Reasons for non-utilisation were 
sought from respondents who had never used eye 
care scrviccs while enquiry was made about barriers 
encountered by those who had sought eye carc 
scrviccs. 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 space in ' the daylight with each eye 
tested separately. The last completely read line on 
the chart was recorded as the visual acuity for that 
eye. The visual acuity of each eye was then tested 
with a pin hole for those with presenting visual acuity 
less than 6/9. 

O c u l a r examina t i on was subsequently 
conducted by an ophthalmologist (BO) in a darkened 
room ins ide the s u b j e c t ' s house or a suitable 
alternative place. Each subject's ocular a d n c x a c a n d 

anterior segment were examined using a pen torch 
and direct o p h t h a l m o s c o p y was p e r f o r m e d to 
ascertain lens clarity and to examine the posterior 
segment. Pupillary dilatation was performed when 
there were media opacities precluding a good N ^ 
of the fundus or if the pupils were too snial • 
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pjlatat ion was a c h i e v e d wi th the u se of 1% 
tropicamide and 2.5% phenylephrine eye drop. 

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

si 

and should be accepted as an unavoidable feature of 
growing old. 

Table I: 
eye carc 

Reasons given by respondents for not seeking 

Results 
A total of 643 people aged 40 years and above 
completed the face to face interview and ocular 
examination out of the 6 6 0 peop le w h o 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 years). There were 340 
males (52.9%), the remaining 303 respondents were 
females. 

Only 237 (36.9%) respondents had attained 
at least primary school level education while the 
remaining respondents had not received any formal 
education. 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, eye pain in 
133 (20.7%), itching of the eyes in 66 (10.3%) and 
red eye in 14(1.2%) respondents. One hundred and 
eighty eight ( 2 9 . 2 % ) r e s p o n d e n t s r e p o r t e d 
difficulties with their daily routine activities as a 
result of poor vision. Ninety-six (14.9%) respondents 
had never had eye symptoms, neither in the past nor 
at the time of the study. 

F i f ty -e igh t ( 9 . 0 % ) r e s p o n d e n t s had 
presenting visual acuity less than 3/60 in the better 
eye, 87 (13.5%) had presenting visual acuity less 
than 3/60 in at least one eye, while 230 (35.8%) 
respondents had presenting visual acuity less than 
6/18 in their better eye. 

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

Various r e a s o n s w e r e g iven by the 
respondents for not seeking eye carc despite having 
ecular 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 reported 
that they did not seek eye carc bccausc of their belief 
that eye problems arc closely associated with ageing, 

Reason Number of Percent (%) 
respondents (N = 425) 
(n)* 

Problem not important 188 44.2 
No money 139 32.7 
Did not know w h e r e t o go 72 16.9 
Lye problems arc associated 
with ageing 41 9.6 
No t ime 28 6.6 
Used O T C drugs : 20 4.7 
Symptoms just started 14 3.3 
Fear 12 2.8 
Advised by others to do 
someth ing else 12 2.8 
No escort 10 2.4 
Used local herbal remedies 2 0.5 

* /09 (25.6%) respondents gave more than one reason 
: OTC drugs - Over the counter drugs 

The respondents who had previously sought 
eye carc services reported the various barriers they 
had encountered. These include financial constraints 
in 30 ( 2 4 . 6 % ) respondents , long d i s t ance in 
21(1.7.2%) and strikes by hospital workers in 3 
(2.5%) respondents. Forty eight respondents (39.3%) 
out of those who had utilised services said that they 
did not cncountcr any barriers (Table 2). 

T a b i c 2: Barriers encountered by respondents who had 
previously consulted facilities for eye carc 

Barrier Number of 
Respondents 
(n)* 

Pcrccnt 
(N=122) 

No barrier 
Financial constraints 
Long dis tance 
Long wait ing time 
Poor service 
Rcpca t cd a p poi n t m cuts 
Strikes by hospital staff 
Difficult access 
Fear 
Lack of visual improvement 
Too many patients 

48 39.3 
30 24.6 
21 17.2 
12 9.8 
6 4.9 
4 3.3 
3 2.5 
3 2.5 
2 1.6 
2 1.6 
1 0.8 

*/{) respondents encountered more than one harrier 
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Those respondents who had never had eye 
symptoms and did not seek eye carc were asked about 
their thoughts 011 the need for routine eye check-up 
in the absence of perceived eye problems. Sixty-eight 
(70.8%) of them said that routine eye check-up was 
necessary while eight (8.4%) felt there was no need 
for such. The remaining 20 (20.8%) did not know if 
there was a need for routine eye check-up or not. 

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

Low eye care service utilisation would have 
an adverse clTcct on the achievement of the goals of 
Vision 2020 in this local government area as well as 
similar rural communities in Africa. Moreover, the 
burden of eye disease and blindness would likely 
increase ra ther than decrease in magn i tude if 
appropriate measures arc not instituted to improve 
uptake of scrviccs. 

Barriers or obstacles to uptake of eye carc 
services arc those factors that prevent or militate 
against would be seekers of eye carc from receiving 
such s c rv i cc s . N u m e r o u s s t u d i e s h a v e been 
conducted to investigate these barriers in various 
populations, although majority of them were focused 
on the barriers to the uptake of cataract surgery [ 17, 
21-31]. Most of these studies observed similar factors 
or reasons preventing utilisation of eye carc services. 

Dandona et al [21 ] classified these reasons 
as personal , economic, and social. T h e reasons 
directly related to the individual were classified as 
personal; those relating to family members were 
classified as social; and those directly related to 
money were c l a s s i f i e d as e c o n o m i c r e a s o n s 
L e wall en and Courlright [23] grouped the barriers 
to cataract surgery as being related to cost of su r K ery 
distance to the hospital, cultural and social barriers' 
k n o w l e d g e of s c r v i c c s and trust in o u t c o m e o f 
surgery. 

A significant proportion o f those w h o knew 
7 h a d c y c l , r o b l c i ™ felt that the problem was no, 

important enough to seek help. T h e s e s u b j e c t s ' ™ 
a d j U S , c d 1 0 l h c i r disability with little evident 

handicap or their responses may actually mask 
hidden barriers such as problems with access^'110 

finances. It is also possible that this is a rcflrn; , /1^ . . . . , ,,v^uon of 
the existing gap between the medical communit • 
percept ion of pat ient needs and patients' 
perceptions o f their needs. Eye carc prov iders oft " 
assess patients' needs based upon visual acuity whil" 
the patients tend to assess their needs based u C 

their own perceived level of disability. 
Currently, the explanation for the pcrccpt i o n 

that the p r o b l e m i s unimportant i s not c lcar and 
requires further exploration. N o n e t h e l e s s , increasing 
the level o f awareness o f the rural population about 
the importance and benefits of seeking treatment for 
visual impairment i s essential in order to facilitate 
utilisation of scrviccs. 

Financial constraints and the opportunity 
cost of seeking cyc carc arc also important and the 
reduction of both the direct and indirect costs of 
acccssing cyc carc scrviccs should result in increased 
utilisation. 

O t h e r r e a s o n s such as symptoms just 
starting, using alternative treatment options and not 
knowing where to go, all rcflcct the potential effect 
that awareness campaigns could have on increasing 
utilisation of cyc carc in this rural population. Fear, 
which relates mainly to surgical,outcome, portrays 
the need for patient counselling as well as better 
moni tor ing and eva lua t ion systems for cataract 
surgical scrviccs. 

The belief that cyc problems arc inevitable 
with age and carc for such is, therefore, unnecessary 
reflects a type of negative discrimination against 
elderly individuals which may impair the "felt need" 
for cyc carc scrviccs in old age [32]. This form of 
ageism has been previously reported as a barrier to 
the uptake of cataract surgical scrviccs [19, 20, 22, 
33). Awareness campaigns with specific emphasis 
011 the importance and benefits of seeking treatment 
for eye problems in old age should lead to increase 
in utilisation of eye carc scrviccs. 

T h e o t h e r b a r r i e r s e n c o u n t e r e d by 
respondents were related to the quality of service 
i.e. repeated appointments, waiting time, and strikes 
embarked upon by hospital workers. This emphasizes 
the role of poor quality service delivery as a barrier 
to uptake of services. 

Limitations of this study include the fact t h a t 

recall bias might have negatively i n f l u e n c e d ttf 
accuracy of respondents * reports with r e s p e c t u 
utilisation of scrviccs and medical history. Second)' 
only prev ious visits of respondents to ortho 0* 
facilities were considered, and no enquiry was mJt<j 
regarding the utilisation of unorthodox m e t h o d s <• 
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health carc. Consequently, it is possible that the 
efforts made by the respondents to seek eye care may 
have been underestimated, since it is known that 
people would most likely first seek help f rom 
alternative sources [34, 35]. Finally, the actual use 
of treatment remedies was not evaluated. Thus, 
subjects who had acccsscd the services may, in fact, 
not have utilised those services, in the real sense, if 
they did not use the remedies prescribed. 

In conclusion, a considerable proportion of 
people in need of eye carc services in this rural adult 
population of southwest Nigeria arc not utilising the 
available services. Various reasons were given for 
not utilising eye carc services. These include the 
perception that the eye 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. 
Therefore, during the planning and provision of eye 
carc services in rural parts of West Africa, these 
reasons and barriers need to be addressed in order to 
optimise the utilisation of such services by the 
recipient communities. 
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