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Access to eye care

Helping older people get 
the eye care they need
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Despite being more affected by visual 
impairment and blindness than any other 
population group, older people are the 
group least likely to seek help when faced 
with eye problems or a deterioration of their 
vision. Even in the Kilimanjaro region in 
Tanzania, one of the few regions in Africa to 
have an excellent community eye care 
programme, it is estimated that only one in 
three older people with cataract actually 
receives an operation.

This article looks at some of the most 
important reasons that older people don’t 
get the eye care they need.

Cost of eye care
Worldwide, particularly in low- and middle-
income countries, older people tend to be 
the poorest members of society.1 As a 
result, the cost of eye care services is a 
major issue, especially when people have to 
pay for their own health care.2 

There are direct and indirect costs to eye 
care. In one region in Madagascar, for 
example, we recently discovered that 
indirect costs such as transportation and 
meals for older people and their caretaker(s) 
can amount to more than three times the 
price of a cataract operation or ten times 
the price of presbyopic spectacles. Such 
indirect, or hidden, costs (which can even 
include bribes) tend to discourage many 
older people from seeking treatment. 

Barriers related to direct cost can be 
reduced by introducing a tiered pricing 
system which allows patients to pay 
according to their ability. One hospital the 
author worked in had such a system for their 
consultation fees: US $0 for patients who 
were too poor to pay, US $1 for regular 
patients, and US $20 for ‘fast-track’ 
patients (who paid extra for special waiting 
areas and shorter waiting times). Such a 
system should be clearly formulated and 
transparent to users and should make 
provision for people who cannot afford to 
pay for the services. 

To help with indirect costs, a fee system 
could be set up where the fee for treatment 
includes transportation, meals for the 
patient and his or her caretaker, medicines, 
and so on. This eliminates any hidden costs 
and allows patients and their families to 
budget sensibly and in advance.3 

Occasionally, patients give ‘lack of money’ 
as a reason for refusing an operation when 
there are deeper, more complex reasons 
that they may not wish to divulge. Proper 
counselling and repeat visits by field workers, 

outreach workers, or community workers 
can explore these reasons and often help 
the patient make an informed decision 
about surgery.

Fear of eye surgery 
Fear of eye surgery is universal, even among 
eye care workers – which should help eye 
care workers be more sympathetic to the 
fears of others.

The attitude and skill of an eye care team 
will determine how successful it is at allevi-
ating fear in potential patients. However, a 
well-trained social worker, counsellor, or 
patient advisor may be more successful 
than an eye surgeon at calming an older 
person’s fear and winning their confidence. 
Older people who have successfully received 
treatment may also be trained to promote a 
service to their peers.

Difficulty getting to eye 
care facilities
Most eye care facilities are located in urban 
areas, whereas older people usually live in 
rural areas. 

Eye care programmes need to include 
comprehensive outreach services as one of 
their strategies. Such services should locate 
older people in need of eye care in the 
community; they should not be limited to 
screening for cataract and should look for 
other problems which may lead to visual 
impairment. These services could also 
provide refractive services, including the 
sale of ready-made spectacles. 

Where they exist, community-based 
services can provide a link with a more 
distant eye care facility. Community-based 

rehabilitation workers can usually help with 
the following:

identification and referral of older people •	
with visual problems
follow-up in the community•	
low vision and rehabilitation services for •	
those who may not benefit from surgery. 

Poor communication
Another major barrier is lack of awareness 
about treatable eye conditions, about where 
help can be sought, and about the real cost 
involved in eye treatment.2,3 This lack of 
awareness is compounded by a lower level 
of literacy among older people in Africa. 

In order to overcome this barrier, it is 
important to work closely with the 
community and ensure that two-way 
communication takes place; eye care 
workers should not only talk to older people, 
but also listen to them. This builds trust and 
helps health workers understand what the 
real issues are. 

It is also important to remember that the 
decision to seek medical help can be quite 
complex. In many low- and middle-income 
countries, the final decision is not made by 
the patient, but by the family (children, 
grandchildren, husband or wife, etc.) and 
peers (see article on page 31). Eye care 
workers, where possible, should help these 
decision makers to understand the socio-
economic benefits of good eyesight for older 
adults (see article on page 24).5 

Spend some time finding the most 
efficient channel for the dissemination of 
information; this may depend on the 
specific situation. For example, a recent 
study in Tanzania suggested that churches 

‘Eye care workers should not only talk to older 
people – they should also listen to them’
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Organised transport to an eye 
clinic. These older persons were 
diagnosed with cataract in a 
remote district. MADAGASCAR



were the most effective channel in a 
predominantly Christian community.6 Our 
preliminary observations in Madagascar 
suggest that working with local community 
leaders and pension pay points may also be 
very effective. 

Help the Aged, a UK charity which works 
in partnership with HelpAge International, 
suggests the following for improving 
awareness of eye care among older people:

Ensure eye clinics are well promoted •	
within a local area, bearing in mind 
language and communication channels: a 
leaflet may not always be appropriate if 
there are low literacy levels. Some alter-
natives are radio announcements or 
advertisements, and using community 
health workers to spread the message.
Pay special attention to explaining any •	
costs; also explain what assistance is 
available to help older people meet 
those costs.
Where treatment is free, ensure this is •	
well understood and that any indirect 
costs are explained.
Forge long-term links between •	
non-governmental organisations and 
other representative groups working with 
older people.

Gender inequalities
Many studies have shown that, although 
women account for more than 60 per cent 
of people living with visual impairment, they 
are less likely to seek help than men. In 
some areas, this barrier is even more 
significant for older women, especially 
those who are widowed or childless, as  
hey have less social support.

Proper counselling and organised trans-
portation seem to be extremely important in 
improving access to eye care for women. In 
addition, special education programmes 
with women’s groups could help increase 
awareness about eye health. It is also 
important that men, who often have the final 
say, understand that the rights of women to 
good vision are as valid as those of men.7 

Insufficient collaboration 
among professionals who 
care for older people
In addition to eye problems, older people 
usually have other age-related health 
problems, such as hearing impairment, 
arthritis, cardiovascular disorders, and 
diabetes (see article on page 31). 

The disability caused by such disorders 
could make some older people reluctant to 
visit health facilities. When they do visit, the 
health team very often doesn’t check their 
eyes, even though there might be an eye 
department in the health facility and these 
older people may have visual impairment or 
a sight-threatening condition. 

The general health of older people is not 
a topic often included in the training 
curricula of eye personnel. This, coupled 

with overspecialisation, results in many eye 
care workers feeling overwhelmed by the 
health problems of older people when these 
are not related to the eye. 

It is necessary to develop a team 
approach. In large hospitals, the eye 
department should work closely with other 
relevant specialties. In stand-alone eye 
units, experienced physicians, geriatricians, 
paramedics, and community nurses need to 
be identified who can help with the 
management of health problems faced by 
older people.

Living in a nursing home
The prevalence of visual impairment among 
older people in care institutions is much 
higher than in similar groups in the general 
population. The author recently found 
nursing home residents blind from cataract 
in Madagascar, although the home was a 
ten-minute drive from a reputable eye unit 
offering cataract surgery. 

This problem can be solved by working 
closely with nursing homes and other care 
institutions, where they exist, and arranging 
regular eye examinations that include low 
vision services (which should be offered at 
these institutions, where possible). 

Not perceiving the need 
for eye care
Many older people consider poor vision to 
be normal in later years. In some places, it 
even earns them respect and certain privi-
leges. In some Muslim communities, for 
instance, blind older people are responsible 
for making the call to prayer at the mosque 
or for reciting the Qur’an during public 
events. Faced with other pressing needs, 

Like all other service users, older people must be treated with dignity and respect; they 
should not feel embarrassed to ask for any extra help they may need. 

Physical considerations
It is important to ensure that older people are able to use the building independently, 
where possible. 

When designing a building, use ramps in addition to steps where possible and remove •	
any obstacles which could make people trip over. 
Toilets should be spacious, with handrails. •	
Rooms should be well lit and glare shoud be avoided. •	
The wording on all signs in a building should be in mixed-case large print; the •	
background should be in a contrasting colour. 
There should be plenty of seating available at reasonable height; this should not •	
obstruct the areas where people are likely to walk. Seating should be in a contrasting 
colour to that of the floor.
Treatment areas should maintain the privacy of a patient: ensure treatment take place •	
in separate areas, screened off from other patients

Other considerations
Staff should be patient and take time to explain processes to older people without •	
being patronising. They should listen carefully to any concerns. Where possible, staff 
should be given basic awareness training and be sensitive to the needs of older people 
with visual impairment.
Older people often like to be informed in advance so that they can be ready and •	
prepared. For example, ask them to bring lists of their current health conditions and 
drugs with them. As there is often a limit to the amount of time older patients can 
concentrate for, asking them to prepare in advance both speeds up the consultation 
(and improves its accuracy) and allows patients to be fresh for the important part of the 
consultation (what disease they have and what treatment they will need, etc.). 
It may be very helpful to use volunteers. They can let older people know where they are •	
in the queue; this allows an older person to visit the toilet without being anxious about 
losing his or her place, for example. Volunteers can also get older patients ready and 
deliver them to the consultation room. This has the double advantage of not taking up 
the professional time of the nurse/ophthalmologist and of letting patients take their 
own time so that they do not arrive flustered, out of breath, or anxious. 

With thanks to Help the Aged, www.helptheaged.org.uk 

How to ensure a clinic is age-friendly

Article continues overleaf ➤

A Community eye health field assistant 
uses a flyer to counsel an older person 
about glaucoma. MADAGASCAR
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LOW VISION AND REHABILITATION

Low vision and rehabilitat io
integrating services into t

Unfortunately, in many parts of the world, 
the above scenario is all too common in eye 
clinics. Faced with patients like Mary, eye 
care practitioners often feel uncomfortable 
and do not know what to say. Too often, 
therefore, these patients are turned away 
when in fact much can be done to help 
them. 

Patients like Mary, who are not 
completely blind, but whose sight cannot be 
improved either by treatment (such as 
cataract surgery) or by the provision of 
ordinary near or distance spectacles, are 
said to have ‘low vision’. 

What is low vision?
Low vision refers to a permanent loss of 
vision which makes it difficult for a person to 
perform many daily activities. A person with 
low vision presents all three of the following 
characteristics:

impairment of visual functioning even •	
after treatment and/or standard refractive 
correction
visual acuity ranging from light perception •	
to <6/18 (0.3 logMAR), or a visual field 
smaller than ten degrees from the point of 
fixation
the person uses, or is potentially able to •	
use, vision for the planning and/or 
execution of a task.1

People with low vision are, in principle, 
capable of using their vision and wish to do 
so. If given the appropriate low vision 
devices and training, they do not typically 
need to use white canes or to learn Braille 
(although these may benefit some persons 

with low vision as an additional or comple-
mentary support). Many of these patients 
are not technically considered blind, 
although they might be classified as such in 
their country.

For patients with low vision, there is still 
hope for a better life. This is possible 
through the use of low vision devices and 
rehabilitation. Low vision devices (such as 
magnifiers) help patients make the best use 
of whatever vision is available to them. 
Rehabilitation teaches patients how to 
adapt their environment appropriately in 
order to make the best use of their existing 
vision. Patients who are prescribed low vision 
devices are also taught how to use these 
devices in their daily life.

Low vision in older people
The causes of low vision in older people 
vary according to region. In general, low 
vision can be due to glaucoma, diabetes, 
macular degeneration (which is not present 
in some parts of Africa), hypertensive retin-
opathy, or retinal detachment. Cataract 
cannot be considered a cause of low vision, 
unless there is a good reason not to 
perform a cataract operation (by definition, 
low vision is a permanent loss of vision that 
cannot benefit from surgical or medical 
intervention).

Older people with low vision face specific 
challenges. They have more difficulty getting 
access to eye care and treatment in general 
as they are often dependent on their relatives 
(financially and physically) and tend to be 
more socially isolated (see articles on 
pages 24, 26, and 31). 

Mary K, a 71-year-old widow, had been gradually losing her sight over the past five 
years. Looking after her five grandchildren had become increasingly difficult. 
Recently, her neighbour told her about the eye hospital 80 km away; the neighbour 
had heard of older people who came back from the hospital able to see again. 

After much convincing, Mary made plans to go to the eye hospital. She sold three 
bags of maize and gave her radio to the taxi driver so that he would take her to the 
hospital. The grandchildren cried when they saw her leave, but her neighbour agreed 
to look after them for a few days. All this was worth it: after all, she would come back 
able to see again. 

Mary was sick in the taxi and the road took its toll on her old, aching body, but she 
did not mind because the eye doctor would make her see again. After two hours of 
waiting in the queue at the eye clinic, Mary was seen by the eye doctor. She was very 
excited. Dr N examined her eyes and, after what seemed like forever, he told her 
that she should go back to the village. He was sorry, but there was nothing he could 
do for her eyes. Mary protested and told him what her neighbour had said, but he 
just repeated the same words: “I am sorry, there is nothing I can do for you.” Mary 
walked out of the eye clinic, wondering what to do. No one could help her and no one 
seemed to care.

CASE STUDY : MARY K

family members may also give less priority 
to the health of their older relatives.

Proper information and counselling, as 
well as public information programmes, may 
be needed to overcome this barrier. 

HIV and AIDS
HIV and AIDS have resulted in a ‘missing’ 
generation in many communities in 
sub-Saharan Africa. In severely affected 
areas, it is estimated that nearly half of 
older people have either lost their children 
or have to take care of their children who 
are sick; they often have to foster their 
grandchildren as well. Not only is the 
financial support they might have expected 
from their children gone, but the little 
money they might have left is also used for 
the welfare of their children and grand-
children. Their own health becomes less of 
a priority and they become physically and 
emotionally drained.

Eye care programmes need to partner 
with programmes for people living with HIV 
and AIDS, especially home-based care 
programmes. They need to advocate for 
the health of older people who act as 
caretakers. Caretakers need recognition, 
information, and financial support, not just 
for the sake of their children and grand-
children, but also for the sake of their 
own health. 

Going forward
The global elimination of avoidable 
blindness by 2020 will depend largely on 
how well we address the needs of older 
people and the barriers to eye care they 
face worldwide. 

Understanding and overcoming these 
barriers is an ongoing process. It may be 
helpful to put a tracking system in place to 
monitor people who don’t come for 
treatment after they have been identified in 
the community. If possible, return visits 
should be made to find out what the 
problems are and to work with older people 
and their families to solve them.
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