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Abstract

HI Monye*, F Kyari1, RO Momoh2

Background: The prevalence of functional low vision in southeast Nigeria is
reportedly the highest in the country. Aim: This study evaluated the state of low
vision services and perceptions of providers and users of the service in tertiary
hospitals in the region, to facilitate advocacy and planning. Methods: This was
a cross‑sectional survey of available low vision services in the nine tertiary
hospitals in Southeast Nigeria utilizing mixed methods. Data were collected on
human resources, service delivery, and low vision equipment and devices. In‑depth
interviews were conducted to determine the perceptions of providers and users of
the service. Results: Varying levels of low vision services were actively provided
in three of the nine hospitals surveyed. Services, equipment, and devices were
suboptimally available. The three functional centers had a combined output of
61 patients seen within 6 months preceding the study and had at most two‑thirds of
required equipment. Low vision devices (LVDs) were available in varying degrees in
only four (44%) of the hospitals. Twenty‑one (7.6%) of the 278 eye care personnel
had some low vision training across seven hospitals. The challenges highlighted by
providers were mainly inadequate funding (infrastructure, training, and equipment),
communication gaps, and bureaucracy. Poor awareness, affordability, acceptability,
and accessibility of LVDs were major constraints for users. Conclusion: Low vision
services are available in some tertiary facilities in southeast Nigeria. Improved
funding and better awareness of the availability of low vision services by eye care
providers and the general public are needed to strengthen services.
Keywords: Challenges, low vision, low vision services, perceptions, southeast
Nigeria

Introduction

T

he World Health Organization (WHO) defines low
vision as “visual acuity less than 6/18 and equal
to, or better than 3/60 in the better eye with the best
correction” (International Classification of Diseases,
ICD‑10 categories).[1] However, such people may
potentially be able to utilize their vision to perform
tasks if they receive low vision care. Because of this
potential functional vision, the WHO working definition,
therefore, describes a person with low vision as one
with “impairment of visual functioning even after
treatment and/or standard refractive correction, and has
a visual acuity of less than 6/18 to perception of light
in the better eye, or a visual field of less than 10° from
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the point of fixation, but who uses, or is potentially able
to use vision, for the planning and/or execution of a
task.”[2]
Low vision services comprise vision and rehabilitation
activities geared towards optimizing the vision
potentials of people with low vision.[3] These include
vision services such as vision assessment, refraction,
prescription and dispensing of optical and nonoptical
low vision devices (LVDs), and training on their
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use. LVDs are on WHO’s priority assistive products
list because they are highly needed and improve the
individual’s functioning, well‑being, and quality of life
along with the potential for socioeconomic benefits.[4]
They need to be available at a price the community/state
can afford. Rehabilitation services include counseling on
the underlying disease, use of residual vision, mobility
and orientation training, occupational rehabilitation and
environmental modification, referral to other services
such as special education and job placement services.[5]
The WHO recommends at least one tertiary low vision
unit/10 million population.[6]
The Nigeria national blindness and visual impairment
survey reports that the nationwide prevalence of
functional low vision in people aged 40 years and above
is 3.5% (95CI 3.1–3.9%), with the highest prevalence
in the southeast zone (4.2%).[7] Most other studies that
evaluated low vision services in Nigeria were carried
out in individual units of some tertiary hospitals in
other zones of the country (north, southwest, and
south‑south).[8‑10] There is a dearth of low vision studies
in the southeast zone which has the highest burden of
functional low vision.
In this paper, we report the findings of a study that
assessed the state of low vision services and the
perceptions of eye care providers (ECPs) and the users
of the available services in all tertiary facilities in
southeast Nigeria. It is envisaged that these data will
be used to influence advocacy and planning to improve
the scope, quality, and uptake of low vision services in
Nigeria.

Methodology
A descriptive, cross‑sectional, multicenter survey of
tertiary level low vision services was undertaken in
southeast Nigeria from June to August 2014. A mixed
approach of qualitative and quantitative methods was
used to enhance validity and provide more insight into
the results obtained.
Ethical clearance for the study was obtained from the
Ethics Committee of the London School of Hygiene
and Tropical Medicine. Local permission/approval was
granted by each of the study units. Informed consent was
obtained from all participants. The study adhered to the
guidelines of the Declaration of Helsinki. The study did
not interfere with any treatment that the patients were
receiving. The anonymity of study units and participants
was maintained by the use of codes.
The study included all tertiary hospitals with an
ophthalmology department in the study area to obtain
an objective assessment of available low vision services
920

at the tertiary level in the zone. Southeast Nigeria
comprises five states, namely, Abia, Anambra, Ebonyi,
Enugu, and Imo with a combined population of about 16
million people.[11] There are nine tertiary level hospitals
in the zone; one federal and one state center in each
state except Ebonyi state, which has just one tertiary
center. All nine tertiary hospitals were included in the
study.
Study participants were purposively selected to include
25 eye care professionals and 10 patients who had
accessed low vision services in the functional low
vision units. Eye care professionals (ophthalmologists,
optometrists, ophthalmic nurses) were selected while
ensuring a good mix of people with and without low
vision training. This was to ensure that the perspectives
of those directly providing or trained to provide low
vision services, as well as those of people who refer or
would potentially refer patients to the service could be
explored appropriately.
A four‑part questionnaire was designed and used to
collect information on low vision service provision
including hospital characteristics, human resources
and available services and infrastructure, low vision
assessment equipment, and LVDs. The section on
availability of equipment and LVDs was adapted from
the Vision2020 Standard List for setting up tertiary level
low vision services.[12] Thirty‑five in‑depth interviews
were conducted for 10 users and 25 providers of low
vision services using interview topic guides for prompt
questions. For users, interviews were centered on
participants’ awareness of their underlying conditions,
challenges faced in daily life and in accessing low vision
services, and their impressions of, and expectations from
the service.
Quantitative data were analyzed using Stata/IC 13 (Stata
Corp, College Station, TX, USA). Descriptive analyses
were undertaken to indicate the number of personnel
trained and the range of low vision services available,
the types of LVDs prescribed and the demographic
characteristics of the patients and eye care professionals.
Qualitative data were thematically analyzed as a
continuous process, with emerging themes being
explored in subsequent interviews.

Results
Human Resource

There were 278 eye care professionals in the study
units making up six different cadres. Twenty‑one (7.5%)
of them had had some training in low vision service
provision [Figure 1]. There were no rehabilitation
officers, low vision therapists, or orientation and
mobility trainers. Only one ophthalmic nurse had been
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Hospital

Table 1: Number and demography of patients seen in the low vision units from January to June 2014
Number of patients seen

Unit 1
Unit 2
Unit 3
Total

10
25
26
61

Sex n(%)
Females
Males
4
6
7
18
12
14
23 (37.7%)
38 (62.3%)

<15 years
5
6
6
17 (27.9%

Age n (%)
15-39 years
1
7
8
16 (26.2%)

≥ 40 years
4
12
12
28 (46%)

Table 2: Characteristics of low vision service users
interviewed

S/N Feature
Frequency Percentage (%)
A Age (years)
<15
1
10%
15-39
5
50%
40-65
3
30%
>65
1
10%
B
Sex
Male
8
80%
Female
2
20%
C
Diagnosis
Glaucoma
2
20%
High refractive error
3
30%
Oculocutaneous albinism
2
20%
Optic neuritis
1
10%
Optic atrophy
1
10%
Retinitis pigmentosa
1
10%
D Duration of low vision (years)
≤ 10
4
40%
11-20
3
30%
>20
3
30%

Figure 1: Number of eye care personnel in the tertiary hospitals in
southeast Nigeria, and a number of each cadre that has received low
vision training

Availability and service delivery

trained in low vision care. Two of the hospitals had no
trained low vision practitioners.

Four of the five states in the study area had two
tertiary hospitals each while the fifth had only one,
a total of nine hospitals in all. Three of the nine
hospitals in two different states showed evidence of
providing low vision services in at least 6 months
before the study. For a population of 16 million,
this implies an average of one facility per 5.33
million population. However, only two of these
three hospitals had established units provided by the
government or hospital management. In the third
hospital with a functional low vision unit, low vision
services were available but the equipment in use was
privately purchased by the low vision practitioner.
Plans were being made to setup units in two of the
other hospitals while the remaining four had no units
and no immediate plans to setup any.

More than half of the low vision‑trained
practitioners (57.1%, n = 12 of 21) had received only
one training. Training included didactic and practical
sessions in 81% (n = 17 of 21) of cases. The duration
of training was from <1 week to >4 weeks. Four
optometrists were undergoing a longer 4‑year training
program in low vision as at the time of this study. The
training for 12 (57.1%) practitioners was self‑funded and
18 (85.7%) practitioners had received all their training
in Nigeria.

As shown in Figure 2, all the hospitals reported that
they counseled their patients on their low vision
status, referred them for low vision assessment
and performed at least basic refraction. More
than half (n = 6/9, 66.6%) counseled patients on
environmental modification, non‑optical devices, and
gave vocational advice. However, services such as
orientation and mobility training and prescription of
optical LVDs were limited to the three hospitals with
functioning units.

Table 3: Characteristics of the eye care professionals and
low vision practitioners interviewed (Total=25)

S/N
1
2
3

CHARACTERISTICS
Mean age
Sex
Cadre

4

Low vision training

VALUES
45.7 years (SD=7.2)
Males=15, Females=10
Ophthalmologists (n=15),
Optometrists (n=9), Ophthalmic
nurse (n=1)
Yes=14, No=11
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Output

The number and demography of patients seen from
January to June 2014 in the functioning units (Units 1, 2
and 3) are as shown in Table 1.
Records were paper‑based and incomplete to varying
degrees in the three centers. Therefore the diagnosis
of every patient could not be ascertained. However, in
one center, six out of the 12 recorded cases were due to
oculocutaneous albinism. Other common causes across
all units were glaucoma, retinitis pigmentosa, and high
refractive errors.
The low vision clinics run once a week. There were no
waiting lists and a minimum time of 40 minutes was
spent on consultation per patient. Patients were referred

Figure 2: Summary of the range of low vision services provided in the
region (LVD ‑ Low vision devices, LV ‑ Low vision)

from the hospitals’ ophthalmology departments and
other hospitals in the same, or neighboring states. The
cost of consultation in the eye unit was less than 1000
Naira (about £4)[13] in all centers offering the service and
there was no extra charge for low vision assessment.
Low vision equipment and devices

A hospital was classified as having an equipment or a
device only if the equipment or device was functional.
In places where some equipment was available but
not functioning, reasons were mainly attributed to the
inability to fix, or lack of funds to replace them.
In eight of the nine facilities, at least two‑thirds of
general ophthalmic equipment were available, while
only four had LVDs to varying degrees [Figure 3].
Where present, LVDs were used mainly for patient

Figure 3: Percentage of hospitals that have various low vision devices

Box 1: Key themes of perceptions of the users of the low vision services (U ‑ User)
User perspectives
Cost
There are many of us in the albino foundation [...]and I have not even seen one
person among us here in State X who has been able to procure the low vision kit
[...] because of the cost...U5
It wasn't really affordable in the sense that my salary here was very small, and I
had to take a loan from my company which I paid back in instalments [...] the
first one I bought from Dr X cost me, 210,000.00 naira...U9

Expectations
[...] at least if these things will be a little subsidised. You know it's more
dangerous for you to see something that can help you...You know it exists but
you can't access it...U5
I think patients need to be told how broad the field is so that we make our
choice. Because what I have read since then shows me that perhaps, I would
have tried some other options...U10

Acceptability
Yes they were looking because you know people here in Nigeria are not used to seeing
people who use lenses that have this thing mounted on it. So coupled with the fact that I
am an albino [...] some will come and gaze at it. They will be so astonished […] you
will see all kinds of comments, some of them positive, some negative...U9
But what matters is that I understand the reason why I am using it and I am determined
to cling to it, as I wasn't using it for anybody's pleasure...U9

Acceptability, adjusting
Once they said that I should go to State X, I would go to State Y, fly to State X, stay in a
hotel overnight because it couldn't be a day trip...U10
It took me like one month and some weeks to adjust. It requires careful training...U9

Impressions
When I was introduced to the low vision specialist, my interaction with him was awesome. He listens to you and really understands what you want...U9
It makes it better (the glasses) but I cannot still see well with it... because my vision is still ... U2
It's a huge difference because for one thing, if I didn't have these low vision aids, then I was pretty much struggling [...] so I sort of go with confidence into a meeting knowing
that I would be able to read whatever I am handed...U10
They said that there's nothing they can do for me again, that I have to get used to the environment. It even worsened the issue for me to know I have this...U3
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Box 2: Providers’ perceptions ‑ Non‑low vision trained respondents (NLVP ‑ Non‑low vision trained professional)
Perceptions of non-low vision trained provider (NLVP) respondents about low
vision services
Because there's nothing available […] we don't talk
about it much with the patient...P8-(NLVP)

[...] I can tell them to go to hospital X, or they can try, not
that I am quite sure that they have it... P18-(NLVP)

[...] the few patients I have sent there, have not been excited
really... P20-(NLVP)

I am not sending patients to them because I am not seeing
anything they are doing..... P5–(NLVP)

We have the school for the blind at “location Y”. But of recent I have thought to myself, [...] when I send a patient to Y, I
don't know exactly what I expect that patient to get. I don't know the quality of education, and what the facilities available
are, and I don't know what the outcome of sending a patient [...] P5-(NLVP)

Box 3: Provider perceptions ‑ Low‑vision trained respondents (LVP ‑ Low‑vision trained professional)
Perceptions of low vision-trained provider (LVP) respondents about low vision services
First of all we make a diagnosis. Then we counsel, we assess, evaluate them, then after evaluation, depending on what
we feel the person needs, if the people need to have optical or non-optical devices, or they just need environmental
modification or whatever, so depending on what we have available, we prescribe. The ones we don't have available,
we can assist in procuring them....P9-(LVP)
Sometimes you'll be frustrated, sometimes you enjoy it, sometimes it's hectic. What we are doing
is actually humanitarian service...P17-(LVP)
So we are doing more of counselling, more of referrals....P11-(LVP)
The percentage that get it is maybe, let me say
about 10%, or even less, 5% will end up getting it, mainly
because of finance…P1-(LVP)

One thing about low vision is when you give sight back to a
person who thinks that he is blind, it's very rewarding. Just the
smile on that person's face is enough...P24-(LVP)

We cannot say that we are very proud of what we are doing for now, but we can also say that we are trying our best given the
resources available to us […] At least they feel that somebody has listened to them if nothing else. Because they hardly
go to a place where people are willing to spend one hour, two hours with you...P9-(LVP)

assessment but were not dispensed. Electronic LVDs
were the least available, found in only one facility while
most magnifiers and telescopes were available in up to
four facilities surveyed.
Perception of users

Ten users were interviewed and their demographic
characteristics are shown in Table 2.
Challenges encountered in accessing the service include
the cost of devices, accessibility, acceptability, and
difficulty in adjusting to use of the devices. These
resulted in mixed feelings about their experiences and
ultimately informed their impressions and expectations
from the service. Key themes derived are as outlined in
Box 1 (U ‑ User).

High cost ranked as a major challenge and was indicated
by six people as the main reason for the non‑purchase
of prescribed optical aids (U5, U9). Notwithstanding,
two users were able to purchase spectacle‑mounted
telescopes (U9, U10). The bulky nature of the devices
negatively influenced acceptability and was a source of
concern because of poor societal awareness (U9). This,
however, did not always deter their use of them (U9).
The devices were not usually available for immediate
collection and patients had to be carefully trained on the
use and care of the devices (U9, 10).
In terms of impressions about services accessed, most
respondents expressed some satisfaction with their
interactions with the low vision providers even when
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Box 4: Challenges highlighted by eye care providers (LVP ‑ Low‑vision trained professional, NLVP ‑ Non‑low vision
trained professional)
Challenges highlighted by eye care providers

High cost
Part of the cause is the cost. Cost of training and the government's inability
to sponsor people. And also after training what next? You need to get the
things involved. The equipment. You don't just practice low vision with
your bare hands...P3-(NLVP)

Procurement of equipment and devices
They are not commonly available in the market, procuring them is a long
way. Like my hospital does not provide these accessories. We will do
assessment. But we are not the ones to dispense it to you. So most times we
just give the prescription for you to source it elsewhere...P22-(LVP)

I have been using my salary for everything...P4-(LVP)

We have subsidized ones (device) from Vision 2020 but they are limited
[…] we don't have binoculars, only up to 2x only. But higher
magnifications like 4x, 6x, they are not in binoculars. [...] Those ones are
very expensive...P25-(LVP)

Low vision needs update training and courses. When a person always
sponsors himself to go for training it's not encouraging...P1-(LVP)

Poor acceptance
[...] and patient is not even happy after spending that money because he still wants to see like he used to in his youthful days...P1-(LVP)
I am just specific about some albinos that I have seen. They'll say "when I put this one on, they'll think that I am already blind or that my own has no
hope"...P7-(LVP)
Lack of infrastructure
We are waiting for when we have more space then we'll start...P17-(LVP)
Poor referrals
I don't think they refer enough […] because they also understand that even the people offering the services are also handicapped...P16-(LVP)

Box 5: Suggestions proffered by eye care providers to improve low vision services
Suggestions proffered by eye care providers to improve low vision services
Provision of subsidies
Subsidy... If it's possible to get these things in bulk the price will crash per unit. And then you have something like a revolving scheme in which from
the pool of that money you get devices in advance so that the patient doesn't have to wait for 3 months to get a device...P1-(LVP)

Better training
[...] if we can be given a sort of training abroad. We have done the limited training here in Nigeria. We need to be trained so as to do more things that
are done overseas...P21-(LVP)

Better awareness
What is needed actually is, you have a place for low vision, you have to have links with other eye care providers around you, so that there'll be
communication. But if you just do it and keep quiet, nobody knows you exist...P10-(LVP)
If we had the opportunity of saying same in the television, radio, once in a while, it will go to a very large audience...P15-(LVP)

Central low vision centre
Have a national low vision centre funded by the government, [...] that generally will just take care of the whole awareness thing...P24-(LVP)

their concerns were not fully addressed (U2, 9, 10).
One respondent, however, expressed some despondence
as the main help offered him was environmental
modification (U3). The respondents also proffered some
suggestions to improve the service including subsidizing
the cost of devices, improving the appearance of devices,
and better patient information (U5, 10).
Provider perspectives

Twenty‑five eye care professionals were interviewed, 14
of whom had had some low vision training (P‑LVP: Low
924

vision‑trained providers). Their demographic features
are as shown in Table 3.
All provider respondents had good knowledge of
functional low vision and expressed the need for an
established system of tackling it. However, both groups
of eye care practitioners had varying perceptions about
the available services. The group without low vision
training was mostly unsure of or skeptical about the
locations, range, and outcomes of available low vision
services [Box 2].
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The low vision trained group, on the other hand, felt that
some progress was being made despite the numerous
challenges [Box 3]. Services rendered varied depending
on whether or not there was a functioning low vision
unit in the hospital. Those without units mostly
counseled and referred patients. Service utilization was
poor especially the purchase of prescribed devices.
Challenges highlighted by providers are as outlined
in Box 4. Funding was a major challenge identified
by respondents in terms of training, setting up and
maintaining services and procuring equipment and
devices. Some of them often have to augment training
and running costs with their funds (P3‑(NLVP),
P4‑(LVP), P1‑(LVP)).
Other challenges highlighted include logistics of
procuring equipment and devices (P21‑(LVP),
P22‑(LVP), P25‑(LVP)), bureaucracy in setting up
infrastructure (P17‑(LVP), the dearth of referrals to the
service (P16‑(LVP), and poor acceptance of prescribed
devices by users (P7‑(LVP).

in this study indicated the need for further training.
Funding, and in some cases, quality of training were,
however, the challenges identified. Over 50% of the
training undertaken had been self‑funded and this was
identified as a demotivator, especially as low vision
practice which is already perceived as a venture that is not
lucrative by providers in Nigeria.[14] Furthermore, though
these training programs had both global and local experts
as resource persons, the respondents still expressed the
need for further training abroad to acquire more skills
and knowledge of current global best practices.
Infrastructure and service delivery

The study revealed that only three hospitals were
actively providing low vision services while logistics
and hospital bureaucracy were impediments to the
establishment in two other centers.

Human Resource

Often, competing priorities for limited resources for
health means that less attention may be paid to areas
such as low vision, which is less associated with
mortality. WHO recommends at least one tertiary
low vision unit/10 million population,[6] therefore
the availability in the zone of three per 16 million
population or one per 5.33 million population seems
adequate. In this setting, however, it may be more
practical to plan services on a needs‑based assessment
of the proportion of adults who present routinely with
functional low vision to the outpatient’s departments
as suggested by van Dijk et al.[17] It is also important
to consider the spread of the centers with regards to
accessibility for the patient.

With regard to training, it is advocated that low vision
be included in the curricula of eye care professionals to
improve awareness among providers.[16] The practitioners

In terms of output, lower patient numbers were
recorded (61 patients in three units in 6 months) when
compared with findings from units in other parts of the
country such as University College Hospital, Ibadan
(193 patients in 18 months)[9] and ECWA Eye Hospital,
Kano (1200 patients in 5 years).[8] These numbers
are however considerably lower than those from
studies in western countries such as Australia (1082 in
12 months).[18] This could be attributed to differences in
service delivery, or to barriers such as poor awareness of
low vision and available services on the part of patients
and poor referral on the part of eye care professionals
as observed in this and other studies.[16,19] The low
output is also at variance with the response given by
the hospitals that they all referred their patients for low
vision assessment. However, it is also likely that patients
referred did not follow through with the referral due
to the barrier of cost, as alluded to by patients in the
in‑depth interviews conducted. Besides, patients may
have patronized private facilities rather than the tertiary
centers.

Providers also suggested ways of improving low vision
services [Box 5] including providing subsidies for
the purchase of equipment and devices, better training
opportunities, better awareness about locations and
range of available services, and the establishment of a
central low vision center.

Discussion
Most hospitals (77.8%, n = 7 of 9) had at least one
trained low vision practitioner but they were mainly
ophthalmologists and optometrists with just one
ophthalmic nurse (trained counselor). The roles that
can be feasibly played by different cadres need to
be considered. It may not always be practicable for
ophthalmologists to be actively involved in low vision
assessment of patients due to their workload[14] and
existing human resource deficit in some places. Most
ophthalmologists with low vision training in this study
were not actively providing low vision care. Two‑thirds
of the trained personnel were optometrists and they may
be in a better position to do the actual assessment. This
is dependent on the available personnel and workload.
Though task shifting to midlevel ophthalmic personnel
may be ideal in some settings,[15] it may not always be
feasible in high volume centers or centers with a dearth
of personnel as was the case in some of these hospitals.
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Equipment and devices

Though none of the units had the full complement of
recommended equipment for tertiary hospitals,[12] some
were able to provide services with limited hospital or
personal resources. Reasons for having non‑functioning
equipment included the inability to fix or and lack
of funds to replace them, as are often associated
with equipment maintenance issues in developing
countries.[20]
The major problem, however, was with the
procurement of devices because of high cost and poor
accessibility. Procurement is usually one of the most
difficult aspects of low vision service provision[17]
and was a major challenge identified in this and
other studies.[14,16,19] It was cited as one of the factors
that discouraged referrals by the other eye care
professionals interviewed. In some western countries,
unlike in Nigeria, these devices are provided free of
charge (e.g. in Canada)[21] or maybe largely covered by
insurance (e.g. in the United States)[5]
These devices were not available for immediate
procurement, therefore patients may not have
information on the final cost. This may affect their final
decision to purchase the devices. It raises ethical issues
and may amount to a waste of time and resources to
assess patients and prescribe devices they may never be
able to purchase. Furthermore, only 5–10% of patients
purchased prescribed devices. An earlier study in
Nigeria noted that only a third of prescribed LVDs were
dispensed.[10] Bulk purchase of frequently prescribed
devices is a cost‑effective option that was successfully
employed in northern Tanzania[17] and could be explored
in this setting.
Perceptions of users

All but one user interviewed had at least secondary
education, with a number of them have achieved
academic and professional excellence. This may having
been responsible for their level of awareness about the
underlying causes of their low vision, proactive actions
to seek help and expectations from the service. However,
it may not be possible to generalize this finding to all
the patients who routinely access the service or to the
general population as a prevalence study of functional
low vision in Nigeria found that only 9.3% low vision
patients were literate and of working age.[7] However, it
does have implications on the type and level of services
to plan for when setting up units.
The respondents’ impressions about the services they
accessed and/or the devices they acquired differed
depending on the perceived level of involvement in
their management, improvement, accessibility, and
affordability of the prescribed devices, and adjunct
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services they were referred to. The low vision services
provided in the region are mostly clinical, as in many
developing countries,[19] with poor links to educational
and rehabilitation facilities. Patients who required
further services and or devices that were not financially
or physically within their reach were more disappointed.
This underscores the importance of having clear and
accessible referral points for the aspects of low vision
service not which are not available in a unit, as well
as sufficient information about how these can be
conveniently accessed by the patient.
The poor cosmetic appearance of the devices is also a
major barrier associated with the use of LVDs[19] but the
users opined that though a major challenge, the benefits
outweighed the disadvantages. Strong evidence suggests
that patients value and utilize their LVDs.[22] Increased
utilization and societal awareness may, therefore, be
beneficial in overcoming this problem.
Perceptions of providers

The low vision‑trained group showed more awareness
about available low vision services and associated
challenges while the other ECPs were less aware
and more skeptical about referring patients. This
communication gap between the two groups probably
contributed to the low output of the units. By not
referring appropriately, ophthalmologists may be a
hindrance to their patients accessing low vision care
as reported by studies in Canada,[21] India,[23] and
Australia[24]
Other major challenges identified were bureaucracy,
associated costs, and acceptability. Besides, van Dijk
et al. posit that the support and engagement of key
clinical, financial, and administrative leaders in the
hospital are invaluable in successfully establishing a low
vision service.[17]

Limitation
A limitation of this study is that only services in
tertiary hospitals were assessed and so it may not give
a fully representative picture of low vision care in the
entire zone. Although most low vision services in the
country take place at the tertiary level, some level of
low vision services may be provided in private eye care
facilities. Therefore the findings of this study may be
an underestimation of the true situation of low vision
services in the zone, hence this study has rightly limited
its findings to tertiary facilities in the zone.

Recommendations
Low vision service provision may be strengthened
by tackling the challenge of cost through subsidized
services, equipment and devices; and more sponsored
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training opportunities for practitioners. Increased
awareness among patients and providers, effective
communication, and referral channels between eye
care professionals and low vision practitioners, and the
creation of accessible channels for procuring low vision
equipment and devices will also greatly enhance uptake.

8.

Conclusion

10.

The state of low vision services in Southeast Nigeria is
suboptimal. The identified challenges are an interplay
between available human and material resources
and perceptions of low vision patients and eye care
professionals. There is a need to address these to
improve low vision services.
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