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Introduction: Cataract-related blindness is routinely reported globally. This study aimed to 
measure the effect of door-to-door eye health education in improving knowledge and attitude 
toward cataracts and the use of eyecare services among the elderly residing in a rural area of 
Naypyitaw Union Territory, Myanmar.
Methods: A quasi-experimental study design that used intervention and control groups was 
employed in Lewe Township from November 2018 to April 2019. Stratified sampling method 
was used to select lists of patients diagnosed with cataracts via a township-wide prevalence 
survey of eye diseases. A total of 56 elderly people with cataracts were involved in each group. 
The intervention group received door-to-door eye health education for 3 consecutive months. 
The data were collected using pre- and post-intervention surveys. Descriptive statistics for 
general characteristics as well as Chi-squared tests and multivariate analysis of variance for 
significant differences between knowledge and attitude scores of the two groups were analyzed.
Results: Both groups represented similarities in socio-economic characteristics, pre-existing 
knowledge and attitude levels, and eyecare services use. During the baseline study, the mean 
knowledge score in the intervention group was 7.8 and after the intervention, it increased to 10.67. 
Attitude score increased from 4.51 to 7.55. Among the control group, the scores remained 
unchanged. For use of eyecare services in the intervention group, 35.7% of patients sought eyecare 
services before the intervention, but after, 85.7% accessed eyecare services. Among them, 78.6% 
were satisfied with the treatment outcome. Further, there was a significant difference in knowledge 
and attitude between the control group and the intervention group (p-value <0.05), representing 
a medium effect of the intervention on improving knowledge and attitude level.
Conclusion: Door-to-door eyecare education significantly increased knowledge and attitude 
toward cataracts and the use of eyecare services among the elderly with cataracts. 
Intervention might be effective in improving the use of eyecare services and reduction of 
avoidable blindness due to cataracts.
Keywords: cataract, door-to-door, elderly, eyecare services use, health education, Myanmar

Introduction
Elderly populations are rapidly increasing worldwide. Currently, one out of ten 
people is 60 years or above, and by 2050, the number is predicted to reach one out 
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of five.1 Further, older age is a major risk factor for eye- 
related problems such as blindness, visual impairment, 
cataracts, glaucoma, and trachoma.2,3 Globally, the major
ity of those with visual impairment are above 50 years of 
age.4 Cataracts, glaucoma, trachoma, onchocerciasis, and 
vitamin-A deficiency were the most common causes of 
blindness in the world.2 More than 65 million patients 
with cataracts have been reported, responsible for 51% of 
world blindness cases.5 Cataracts were correlated with 
insufficient eyecare knowledge and attitude, poor eyecare 
seeking practice, and less use of eyecare services.6 

Therefore, the World Health Organization (WHO) has 
indicated the need for health promotion interventions in 
communities.5

According to data from the Prevention of Blindness 
Program in Myanmar, the prevalence of blindness totaled 
0.6% followed by 2% for visual impairment. In addition, 
55% were cataract-related blindness and 70% comprised 
cataract-related visual impairment.7 The climate 
conditions of Myanmar, with a subtropical environment, 
were also risk factors for visual impairment.7 

Nevertheless, as long as people access regular eyecare 
services for early diagnosis of cataracts and receive appro
priate treatment accordingly, cataracts are likely to be 
cured and should not lead to subsequent complications 
such as blindness. Although cataracts could be surgically 
removed through an operation, in many countries includ
ing Myanmar, poor knowledge, negative attitude, and 
delayed eyecare seeking practice in the community were 
reported as some of the barriers to accessing the services 
that exist.8,9 Appropriate and innovative interventions 
should be introduced to communities to address these 
challenges.

Because of fragile physical condition along with 
increasing age, generally, older people lack access to 
ordinary health interventions, community health education 
sessions, and group health talks which are routinely orga
nized in the community. Further, they are mostly unable to 
contribute to the family income although they remain as 
household leaders or decision-makers of their respective 
families in the family members registers. As such, seeking 
a diagnosis or treatment by themselves is mostly impos
sible except in the case of serious illness. Therefore, door- 
to-door interventions might be the best way to educate 
elderly people with family members including those 
responsible for the gross family income. Many studies 
have also investigated the effectiveness of door-to-door 
health interventions across the world in delivering high- 

quality services, strengthening community involvement, 
and spreading important health messages.10–12 Therefore, 
this study aimed to explore the effectiveness of commu
nity-based door-to-door eye health education to improve 
knowledge and attitude toward cataracts and enhance the 
use of eyecare services among elderly patients with catar
acts in Lewe Township, Naypyitaw Union Territory. The 
result of the study could provide valuable information for 
reducing the disparities in the primary eyecare interven
tions of the public health mission.

Materials and Methods
Study Design
A quasi-experimental design that used intervention and 
control groups was employed. Intervention and control 
groups were compared at different times. The effective
ness of door-to-door interventions to increase knowledge 
and attitude regarding cataracts and improving the use of 
eyecare services among the elderly with cataracts was 
assessed.

Study Area
Among eight townships in Naypyitaw Union Territory, 
Myanmar, Lewe Township was purposely selected as the 
study area because of its high prevalence of eye diseases, 
as stated in one study.13 It holds a total population of 
284,393 and consists of 60 villages. Health care is pro
vided by one 100-bedded hospital, three station hospitals, 
and ten rural health centers. To date, there is no record of 
any cataract intervention study in this township.

Sample Size Calculation
For the samples, male or female elderly patients, aged over 
50 years with confirmed cataracts were eligible to partici
pate in this study. The required sample size was calculated 
using the following formula.14

n ¼
Z1� α
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where, n = desired sample size should be at least 47 for 
each group, then adding 20% for drop out, so the sample 
size became 56 for each group. Z1-α = the standard normal 
deviation set at 1.96, corresponding to 95% confidence 
level, Z1-β = a type II error probability set at 0.84 corre
sponding to 80% power, p1 = proportion who have knowl
edge about cataracts in the control group in rural China = 
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54.5% or 0.545,15 p2 = proportion who have knowledge 
about cataracts in the intervention group in rural China = 
87.7% or 0.877,15 and r = ratio between sample size of two 
groups = 1.

Sampling Methods
A list of the patients with cataracts diagnosed by previous 
community-based eye diseases survey16 was requested from 
the respective researchers and the addresses and contact 
numbers were confirmed as necessary with the help of 
local administrative officials. A total of 169 patients with 
cataracts were reported in the list. Depending on the resi
dences of the patients, they were separately listed in eastern, 
western, northern, and southern parts of the township to 
create appropriate buffer zones among the locations to 
minimize any information contamination. After that, east 
and west areas were assigned as intervention places and the 
remaining were listed as control areas according to similar 
patterns of patients’ distribution.

Subjects were selected randomly from the list and the 
sample totaled 56 elderly for each group. Before recruiting 
the participants, the mental state of the elderly was assessed 
using the Mini-Mental State Examination (MMSE).17 The 
MMSE was utilized by a previous study in Myanmar to 
assess the cognitive ability of the elderly.18 Those patients 
with cataracts under normal scores (24 to 30 of MMSE) were 
recruited. All patients with cataracts showed normal mental 
status. Moreover, patients who were blind in both eyes or 
had undergone cataract surgeries on both eyes and those who 
were deaf were excluded.

Door-to-Door Eye Health Education 
Intervention
Before commencing the study, advocacy meetings were orga
nized with political and health authorities, local non- 
governmental organizations, and the community leaders to 
explain the purpose of the study to them. To deliver the 
intervention, two health educators with experience in collect
ing health information data were selected from the community 
and trained by the officials from the Prevention of Blindness 
(PBL) Program, Naypyitaw, together with the researchers. An 
informal meeting was organized among the researchers and 
educators to demonstrate the intervention procedures includ
ing the proper ways to converse with the elderly.

Door-to-door health education was conducted by the 
trained health educators once a month for three consecu
tive months using specifically designed materials on 

blindness and eye diseases in terms of prevention and 
treatment, as well as availability, accessibility, and safety 
of the services. Educational topics varied from month to 
month. The topics included types of cataracts, awareness 
of cataracts, poor vision among the elderly, preventive 
measures, and the role of eyecare to prevent cataracts. 
These educational materials had been developed in 
Burmese by the PBL Program and were based on the 
National Eye Health Education Program. Videos, hand
outs, education, and communication (IEC) materials such 
as pamphlets, T-shirts, posters, and calendars with health 
messages were provided. For the control, group similar to 
the intervention group, a one-time group health education 
session that focused on treatment options for cataracts and 
locations for treatment was held before the intervention.

Before intervention day, selected participants were 
contacted and a time was scheduled for the intervention. 
Two household visiting teams were established. Each team 
included trained educators as well as local people who 
visited the household of each selected participant. During 
the very first visit, the team thoroughly explained the 
procedures of the intervention and encouraged their parti
cipation. Other family members were invited to join the 
education session. Normally, one education session lasted 
one hour. During one day, two teams completed sessions 
for an average of 16 participants, and thus the whole 
intervention took four days within one month.

Study Tools
The questionnaire was designed according to the WHO 
cataract survey questionnaire19 and other relevant 
surveys.20,21 Next, it was translated to Myanmar using back- 
translation methods by two experts from the PBL Program, 
Myanmar. The questionnaire was used both in pre- and post- 
intervention surveys. The designed questionnaire contained 
six parts as described in the following paragraphs.

Part 1: General characteristics: this part of the ques
tionnaire comprised 10 questions, covering age, sex, mar
ital status, education level, and monthly income.

Part 2: Social support: this portion of the questionnaire 
consisted of 20 mini-statements to measure how the 
elderly received social support which possibly directly or 
indirectly gave them an advantage to retain good eye 
health status by preventing cataracts. A 3-point Likert 
scale model (always, sometimes, and never)22 was applied 
to construct the statements. The measures for the scoring 
ranged from “1” as minimum and “3” as maximum. 
Therefore, the full score for social support ranged from 
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“20” to “60”. Classification of social support: 48 to 60, 
good, 36 to 47, and 20 to 35, poor social support, accord
ing to Bloom’s Taxonomy theory.23

Part 3: Accessibility, availability, and affordability of 
eyecare services: this portion of the questionnaire com
prised seven questions to measure accessibility, availabil
ity, and affordability of eyecare services covering distance, 
travel time, mode of transportation, cost, and affordability 
of eyecare services. The conditions for sorting accessibil
ity of eyecare services were “accessible with great diffi
culties”, “accessible with some difficulties” and, “easily 
accessible”.

Part 4: Knowledge about cataracts: this portion of the 
questionnaire consisted of 13 items containing both posi
tive and negative mini-questions. The overall score for 
determining knowledge level about cataracts among the 
elderly ranged from 0 to 13.

Part 5: Attitude toward cataracts: this part comprised 
nine items with three possible answers applied to 
a 3-point Likert scale.22 The overall score for determin
ing attitude toward eyecare-seeking behavior ranged 
from 9 to 27.

Part 6: Seeking eyecare to prevent cataracts among 
the elderly: this portion consisted of five questions cal
culating the extent of seeking eyecare to prevent catar
acts among the elderly. The sorting standards of seeking 
eyecare focused on the basic locations the sought such 
as seeking eyecare whenever eye problems occurred, 
seeking or not seeking eyecare, and the location where 
the elderly received eyecare services within the 
last year. The classifications for seeking eyecare 
services were: 1) seeking eyecare services and not seek
ing eyecare services, 2) seeking eyecare according to 
referral or not, and 3) seeking eyecare at a referral 
government hospital or not. Furthermore, there were 
also questions about satisfaction with eyecare services 
and outcome of cataract surgery. The exact dates they 
used eyecare services during the intervention period 
were also recorded.

Thirty respondents were pre-tested in other similar 
villages and Cronbach’s Alpha coefficient was used for 
reliability and resulted in 0.83. To test the internal consis
tency of the questions with dichotomous choices, Kuder– 
Richardson formula 20 (KR20) was also calculated and it 
was satisfactory at 0.86. Moreover, the final version of the 
questionnaire was reviewed and approved by the national 
program.

Data Collection and Processing
Before the intervention, a baseline measurement was con
ducted to compare preexisting conditions in both intervention 
and control groups. Another follow-up measurement was 
performed immediately after a three-month intervention in 
both groups to assess the changes in knowledge and attitude. 
An end-line survey at six months was conducted to summar
ize the numbers of eyecare services used in both groups.

To proceed with data collection, two research assistants 
were hired and trained for two days regarding the ques
tionnaire, data collection procedures, practice under real 
conditions and maintaining human ethics. The assistants 
visited households of selected participants using 
a predefined sample list. They also requested the help of 
locals to accompany them during interview visits to the 
households. Normally, an interview lasted about 30 min
utes. The researcher checked all the answers to the ques
tionnaires daily during the data collection time and when 
data were found to be missing, they checked with data 
collectors who recollected the data the following day.

Collected data were coded and entered using Epi- 
data (Version 3.1), and analyzed with Statistical Package 
for the Social Sciences (SPSS, Version 23). Frequencies, 
proportions, mean and standard deviation for descriptive 
analysis were calculated to describe socio-demographic 
factors, knowledge, attitude, and practice of the elderly 
regarding cataracts. Chi-squared tests were used to test 
the homogeneity between intervention and control 
groups for categorical variables. Multivariate analysis 
of variance (MANOVA) was applied to analyze the 
mean differences of knowledge and attitude scores 
among intervention and control groups along with the 
effect size of the intervention. Comparison of using 
eyecare services between the two groups was also ana
lyzed by using Chi-squared test and patients’ satisfaction 
was with descriptive statistics.

Ethical Consideration
Request for ethical approval for this study was sub
mitted and approved by the Institutional Review 
Board, Department of Medical Research, Lower 
Myanmar, with approval number: Ethics/DMR/2018/ 
144. The study was conducted in accordance with the 
Declaration of Helsinki.

The interviewers explained the objectives and activities 
of the study which would be done with the participants and 
obtained informed consent from the respondents.
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Results
Preexisting Characteristics of the 
Participants
To explore the potential confounding factors of participants 
toward implemented interventions, their characteristics as 
well as socio-economic conditions were compared. As 
described in Table 1, all the constructed variables were 

similar between the two groups, showing p-values at 
>0.05. Social support, availability of eyecare services, 
affordability of travel and service costs and accessibility to 
eyecare services in each group were compared in Table 2. 
The results suggested insignificant differences between 
intervention and control groups at p-value >0.05.

Changes in Knowledge, Attitude, and Use 
of Eyecare Services After Intervention
Before and after the intervention, multivariate analysis 
of variance (MANOVA) was calculated to identify 
group differences based on the intervention; significant 
differences in change over time were noted between the 
two groups in knowledge and attitude (Table 3). Before 
the intervention, the mean knowledge score was 7.80 in 
the intervention group and 7.61 in the control group. 
After the intervention, the mean knowledge score was 
10.67 in the intervention group and 7.63 in the control 
group. Significant differences over time were also noted 
in attitude scores between the two groups (p = 0.032). 
The mean score of attitudes was 7.55 in the intervention 
group and 4.62 in the control group after the interven
tion, whereas the score was 4.51 in the intervention 
group and 4.53 in the control before the intervention. 
After calculating the effect size of intervention on both 
knowledge score and attitude score between the two 
groups before and after the intervention, the value 
0.167 for knowledge and 0.236 for attitude revealed 
that there was a medium effect of the intervention on 

Table 1 Comparison of General Characteristics Between 
Intervention and Control Groups

Descriptions Control 
(n=56)

Intervention 
(n=56)

p-value

n (%) n (%)

Age (years)

50–65 16 28.6 12 21.4 0.383
>65 40 71.4 44 78.6

Sex

Male 23 41.1 21 37.5 0.699

Female 33 58.6 35 62.5

Marital status

Single 10 17.9 11 19.6 0.928

Married 27 48.2 25 44.6
Widow/widower 19 33.9 20 35.7

Education

Illiterate 10 17.9 11 19.6 0.995

Primary 29 51.8 28 50.0
Secondary 8 14.3 7 12.5

High school 2 3.6 2 3.6

Graduated 0 0.0 0 0.0
Other 7 12.5 8 14.3

Occupation

Housework 24 42.9 28 50.0 0.981

Farmer 21 37.5 17 30.4
Retired 1 1.8 1 1.8

Labor 6 10.7 6 10.7

Unemployed 1 1.8 1 1.8
Other 3 5.4 3 5.4

Household members

< 5 44 78.6 35 62.5 0.062

≥ 5 12 21.4 21 37.5

Monthly family income (MMK*)

< 500,000 39 69.6 41 73.2 0.676

≥ 500,000 17 30.4 15 26.8

(Continued)

Table 1 (Continued). 

Descriptions Control 
(n=56)

Intervention 
(n=56)

p-value

n (%) n (%)

Presence of underlying disease(s)

Yes 31 55.4 29 51.8 0.705
No 25 44.6 27 48.2

Duration of cataracts (years)

<1 9 16.1 10 17.9 0.968

≥1 42 75.0 41 73.2
Do not know 5 8.9 5 8.9

Previous knowledge about cataracts

Yes 36 64.3 32 57.1 0.439
No 20 35.7 24 42.9

Notes: *USD1 ~MMK1500. Degree of freedom for Chi-squared test=1.
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improving knowledge and attitude level and it might 
have reliable impact on a targeted population.

As a secondary outcome measure, the use of eyecare 
services among the participants was assessed. Along with 
the increasing knowledge and attitude levels among the 
participants within the intervention period, their behaviors 
toward the use of eyecare services for possible treatment at 
referral health centers are listed in Table 4. Before deliver
ing the intervention, all participants received a diagnosis 
of cataracts and were referred to the locations to receive 
treatment. Before the intervention, the results revealed that 
eyecare use practices between intervention and control 
groups were similar and did not differ significantly (p = 
0.392). Only 8.9% of participants in the control group 
sought eyecare services while 16.1% in the intervention 
group used services.

After the intervention, the use of eyecare services 
among intervention and control groups was reassessed 
and the results described a large increment in the interven
tion group. More than 85% in the intervention group had 
used eyecare services after or within the intervention. Only 
40% from the control group sought and received eyecare 
treatment. Figure 1 reveals the numbers of eyecare ser
vices used during the intervention period. Both groups 
were advised to keep to the follow-up instructions given 
by the researcher. About 75% followed the referral.

Patients’ Satisfaction Toward Eyecare 
Services
The patients’ satisfaction toward eyecare services was 
a factor related to the participants’ referred to or using 
the services. Therefore, patients’ satisfaction was assessed 
among pooled samples in both intervention and control 
groups, as shown in Table 5. First, most patients preferred 
to seek eyecare at government hospitals (82.9%) followed 
by private eye clinics (12.9%). Among those who had 
undergone any type of eye operation, about 70% were 
satisfied with the services received and 78.6% were satis
fied with the results or outcomes of the operation. 
However, there was no difference in patient satisfaction 
according to gender.

Discussion
The results of the study showed no significant difference 
between the two groups when comparing social support, 
availability of eyecare services, affordability, and accessi
bility. This could be because they were from the same 
township and were all from rural areas. Moreover, their 
family income and number of family members did not 
differ. Significantly, most elderly people from each group 
only had poor social support, 91.1% in the intervention 
group and 85.7% in the control. However, these elderly 
with poor support believed that they could afford travel. 
Moreover, 71.4% from the intervention and 66.1% from 
the control could also afford the treatment cost. On the 
other hand, only 37.5% from the intervention and 41.1% 
from the control group thought that they could easily 
access eyecare services. This could be because social sup
port played a significant role even when they reported 
convenient services and affordable cost. Otherwise, older 
people could also be afraid of visiting hospitals and clinics 
without any family members or support.

Table 2 Comparison of Social Support, Accessibility, Availability, 
and Affordability of Eyecare Services Between Intervention and 
Control Groups

Descriptions Control 
(n=56)

Intervention 
(n=56)

p-value

n (%) n (%)

Social support

Good 8 14.3 5 8.9 0.376

Poor 48 85.7 51 91.1

Availability of eyecare services

Distance to travel to eyecare services (miles)

< 10 27 48.2 33 58.9 0.256

≥ 10 29 51.8 23 41.1

Transportation route

Convenient 48 85.7 50 89.3 0.815

Inconvenient 8 14.3 6 10.7

Affordability

Affordable travel

Yes 50 89.3 51 91.1 0.751
No 6 10.7 5 8.9

Affordable service costs

Yes 37 66.1 40 71.4 0.541

No 19 33.9 16 28.6

Easy access to eyecare services

Yes 23 41.1 21 37.5 0.699

No 33 58.9 35 62.5

Note: Degree of freedom for Chi-squared test=1.
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Table 3 Comparison of Knowledge and Attitude Between Intervention and Control Groups Before and After Intervention

Description Before Intervention After Intervention F Stat p-value Effect Size

Control (Mean±SD) Intervention 
(Mean±SD)

Control (Mean±SD) Intervention 
(Mean±SD)

Knowledge 7.61±2.7 7.80±2.6 7.63±2.3 10.67±1.2 30.56 <0.001* 0.167

Attitude 4.53±2.1 4.51±2.0 4.62±1.5 7.55±1.0 2.93 0.032* 0.236

Note: *Significance at multivariate analysis with p-value <0.05.

Table 4 Comparison of Using Eyecare Services Among Intervention and Control Groups Before and After Intervention

Descriptions Control Intervention p-value

n (%) n (%)

Before intervention

Use of eyecare services (n=56) (n=56)

Yes 5 8.9 9 16.1 0.392

No 51 91.1 47 83.9

After intervention

Use of eyecare services (n=56) (n=56)

Yes 22 39.3 48 85.7 <0.001*

No 34 60.7 8 14.3

Followed referral (n=22) (n=48)
Yes 17 77.3 36 75.0 0.837

No 5 22.7 12 25.0

Notes: *Significance at p<0.05. Degree of freedom for Chi-squared test=1.

Figure 1 Use of eyecare services among elderly people with cataracts.
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Before starting the intervention, the underlying knowl
edge and attitude scores were tested in both groups and did 
not significantly differ. After three months’ intervention, 
the scores significantly differed between the two groups. 
Knowledge and attitude scores were significantly higher in 
the intervention than in the control group. To further 
explore the changes in knowledge and attitude scores in 
each group, within-group comparisons also justified the 
results that in the intervention group, the scores appeared 
high after the intervention, showing significant change. 
These results confirmed that door-to-door consecutive 
health education was better than group health education. 
As a result of repeated information including interesting 
videos and user-friendly pamphlets, older people demon
strated an awareness of correct information about catar
acts. This result is in line with a study done in Korea,24 in 
which increased knowledge and attitude levels were 
achieved by door-to-door health education intervention. 
The national program should train more human resources 
like adding some more activities to village health volun
teers and manage improved distribution to rural and 
remote areas for eye health education and eyecare support.

The use of eyecare services at referral health centers 
was measured as a secondary outcome in both groups 
accompanied by increasing knowledge and attitude levels 
during or after six months’ intervention period. Before the 
intervention, the eyecare use practices between the two 

groups did not differ significantly. This might be because 
of insufficient or wrong information about cataracts and 
their cultural beliefs that eye problems are due to aging 
and are unavoidable. On the other hand, even when they 
could easily access services and had a sufficient budget for 
eyecare, as already mentioned previously, they did not 
have sufficient support to access eyecare services. This 
result was aligned with another study conducted in Sri 
Lanka25 where sufficient knowledge, attitude, and good 
social support were required for patients with cataracts in 
order to seek eyecare services.

Immediately after the intervention and three months 
after the intervention, the use of eyecare services between 
the two groups was re-examined and an increase was 
observed in the intervention group. This occurred because 
the intervention group received repeated information in 
more interesting ways even when the information was 
the same. Similar results could be found in another study 
where the results showed the good effect of door-to-door 
eye health education.26 Among the patients with cataracts 
who used eyecare services in both groups, many of them 
went to the government hospitals (referral hospital) as they 
were informed before starting the intervention to seek 
eyecare using a referral letter. Some patients sought eye
care at private eye clinics and pharmacies, and a few were 
treated using traditional healing methods. This situation 
was similar to a study conducted in Burkina Faso27 in 
which before health education, most of the elderly did 
not know the etiology of cataracts and modern treatment 
methods, while some believed health workers or village 
health volunteers should come as traditional healers.

Moreover, most of the patients with cataracts who used 
eyecare services in both groups were satisfied with the 
operation or treatment performed. A similar result was 
found in another study in Western Canada28 where most 
of the patients with cataracts were satisfied with the opera
tion or treatment received, but just not with the length of 
time being on the waiting list. Regarding surgical out
come, 78.6% were satisfied. This was similar to another 
study in which patients’ satisfaction was determined by 
their visual outcome, quality of care during their hospital 
stay delivered by hospital staff, and the relevance of 
patient education. Therefore, cataract outputs and surgical 
quality outcomes need to be improved and, simultaneously 
eye health services monitoring, reporting systems, and 
quality assurance mechanisms should be established.

There were some limitations in this study. Some factors 
might have impacted the data quality. Elderly with 

Table 5 Patients’ Satisfaction Toward Eyecare Services (n=70)

Descriptions Male 
(n=32)

Female 
(n=38)

Total

n (%) n (%) n (%)

First place to seek eyecare

Government hospital 26 81.2 32 84.1 58 82.9

Private eye clinic 5 15.6 4 10.5 9 12.9
Drug store/pharmacy/ 

optical shop

1 0.3 1 0.3 2 2.9

Traditional healing 0 – 1 0.3 1 1.3

Satisfaction toward eyecare services

Operation/treatment performed

Satisfied 23 71.9 26 68.4 49 70.0
Unsatisfied 9 28.1 12 31.6 21 30.0

Outcome/results

Satisfied 27 84.4 28 73.7 55 78.6

Unsatisfied 5 15.6 10 26.3 15 21.4
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cataracts might receive other information about cataracts 
like via radios and televisions, which could have affected 
the overall knowledge, attitude, and practice scores in 
intervention and control groups. However, it most likely 
did not create a major effect on the outcome because there 
was a similar effect in both groups. The intervention was 
conducted for three months followed by immediate after 
intervention and three months follow-up assessments, and 
the result may vary in comparing with prolonged interven
tion. Like any study, as it was a quasi-experimental study, 
the allocation of participants to the intervention and con
trol groups were lack of randomization, and the results of 
this study have limitations and are not generalizable to all 
areas in Myanmar. Long-term studies in other places are 
recommended.

Conclusion
The results of the study provided useful information to 
reduce the disparity in primary eyecare interventions 
which is of public health concern. Knowledge and attitude 
levels of the intervention group were significantly higher 
after the intervention. It indicated the need for specific 
interventions to improve eye health education in the com
munity. As a result, higher use of eyecare was observed in 
both groups. Next, most patients followed the referral 
guide and went to government hospitals, but some sought 
eyecare at private hospitals. The national program might 
want to develop increased access to cataract services by 
integrating with other primary health services at least at 
provincial hospital level. Many patients with cataracts who 
used eyecare services were satisfied with the operation or 
treatment received and the visual outcome. In contrast, this 
door-to-door education about eye health to improve 
knowledge, attitude, and use of eyecare services among 
patients with cataracts, has shown absolute success in 
improving eye status in a rural community. Cost- 
effectiveness studies should be pursued to test the feasi
bility of interventions in other resource-limited settings.
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