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ABSTRACT

Refractive errors, including myopia, hyperopia, and astigmatism, constitute a significant public

health concern affecting visual well-being of individuals as well as the academic performance of

pupils. Uncorrected refractive error, the second most common cause of preventable blindness

globally places a heavy burden on individuals and the society. This study aimed to assess the

knowledge, attitudes, and practices of refractive errors among secondary school students in Egor

Local Government Area (LGA). The study was carried out for a period of three month. A

stratified random sampling method was used where students from the selected schools within

Egor LGA were selected for the study. The sample size was 400 with a number of 151 females

and 249 males. Data was collected using a well structured self-administered questionnaires. This

questionnaire included demographic information and was further divided into three sections. The

data collected were analyzed using the statistical package for social sciences (SPSS) version 22.0.

Descriptive statistics (frequencies, percentages, mean and standard deviation) was used to

summarize the variables. Continuous variables was expressed as the mean ± standard deviation

for those that displayed normal distribution. A total of 400 students participated in the study

between the ages of 11 to 19years (mean age 16.07± 1.320). Majority of the participants was

male (249) while the remaining where females (151). The results showed that those who had

good knowledge about refractive errors was about 52.3% while those who had good attitudes to

refractive errors was 44% and who with good practice of refractive errors was just 17.5% of the

respondents. In conclusion, the knowledge about refractive error was fair, attitude towards

refractive error was good but the practices towards refractive error was poor.
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CHAPTER ONE

1.0 INTRODUCTION

Refractive error is a condition where the eyes cannot clearly focus the images from the outside

world resulting in blurred vision, which if severe, causes visual impairment. Pascolini et al

(2012). According to Resnokiff et al (2004) approximately 12.8 million children between the

ages of 5 and 15 years are visually impaired from uncorrected or inadequately corrected

refractive error with a global prevalence of 0.969%. Refractive errors affect more than one third

a population and although the exact cause of refractive errors remain unknown, common risk

factors includes heredity, nutrition and the environment. Hassan et al (2018).

Refractive errors cannot be prevented and can be diagnosed by an eye examination. (World

Health Organization, 2011). Wedner et al (2008) found refractive error to be the leading cause

of visual disability among school-aged children of African descent. Refractive errors might

hinder a child’s academic performance and this is mostly seen in the cases of school children

with refractive errors and other visual problems who find it difficult to make out writings on the

board that appear to them as blurry and those that experience headaches and eye strain while

doing close up tasks such as reading, writing amongst others. Resnokiff et al (2008).

Visual disability due to uncorrected refractive errors affects nearly 250 million individuals

globally and studies have revealed that uncorrected refractive error are the leading cause of

visual impairment. Naidoo et al (2003).

Globally, more than 2.3 billion people suffer from refractive error-related poor vision. Thulasiraj

et al (2003). However, refractive error can simply be detected, diagnosed, measured, and

subsequently corrected using optical corrective approaches and devices such as eyeglasses and
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contact lenses or by refractive surgical procedures. kempe et al (2016). Despite the fact that

majority of those with refractive errors could have their sight restored with spectacles or other

optical correction it is only 1.8 billion that have access to eye examinations and affordable

correction. This leaves approximately 500 million people, mostly in developing countries (close

to one-third are in Africa) and many children with uncorrected refractive error which exposes

them to blindness and impaired vision. (WHO 2011). Many are not aware that there is a

correction for their compromised vision, have no one to provide treatment, or cannot afford the

appliances they need. Naidoo et al (2003).

Though spectacles has been included in the essential drug list of the World Health Organizations,

people are not using glasses even when prescribed by a specialist due to beliefs and attitudes of

users, parent (in cases of children) and the community as a whole. (WHO 2011).

Globally, the prevalence rate of uncorrected refractive error (URE) amongst school-going

children is estimated to be approximately 11.7%,. Hashemi et al (2019). Asian population have

the highest prevalence of uncorrected refractive error (36.9%). Wu et al (2013) and the African

population, the lowest (9.7%). Ngozika et al (2018). In contrast, other studies have reported a

relatively low prevalence of 4.5% in an Asian population as opposed to 24% in some parts of the

African continent. Ovenseri-Ogbomo et al (2010). The prevalence of URE in South Africa has

been reported to be 7.0%. Wajuihian et al (2019). Myopia was found to be the leading type of

URE in most studies, followed by astigmatism and hypermetropia. Furthermore, 19 million

children have Visual impairment worldwide, of which 1.4 million are blind and 17.5 million

have low vision with 90% of them living in Africa. (WHO 2011).
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1.1 BACKGROUND INFORMATION

Refractive error still remains a main stay issue in developing countries especially in Africa. It is

sad to note that with the advancement of technology and evolution in artificial intelligence a lot

of individuals still remain ignorant on the issue of refractive errors especially in our local

communities. Naidoo et al (2003). It is more surprising that the various forms of correction of

this error is perceived as dangerous or harmful by some of these individuals.

Refractive error is highly predominant among school aged children. Castango et al (2015). These

issues can make it difficult for the affected child to comprehend and interpret written information,

which can make reading and learning more difficult. These difficulties can have a significant

impact on a child's ability to comprehend and interpret written information, ultimately making

reading and learning more challenging.

The definition of visual impairment in the International statistical classification of diseases,

injuries and causes of death, 10th revision (ICD-10), H54, is based on “best-corrected” vision, i.e.

visual acuity obtained with the best possible refractive correction. However, to assess the extent

of visual impairment caused by uncorrected refractive errors, estimates need to be based on

“presenting” vision, i.e. visual acuity obtained with currently available refractive correction, if

any. Thus, presenting vision, as opposed to best-corrected vision, provides the prevalence of

visual impairment that could be improved simply by appropriate corrective refraction. Basing the

definition of visual impairment on presenting vision extends the current definition to one that

characterizes visual impairment faced by people in day-to-day activities.

Visual impairment from uncorrected refractive errors can have immediate and long-term

consequences in children and adults, such as lost educational and employment opportunities, lost
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economic gain for individuals, families and societies, and impaired quality of life. Xu et al.

(1996). Various factors are responsible for refractive errors remaining uncorrected: lack of

awareness and recognition of the problem at personal and family level, as well as at community

and public health level; non-availability of and/or inability to afford refractive services for

testing; insufficient provision of affordable corrective lenses; and cultural disincentives to

compliance. Wong et al (2001)

Estimates of the prevalence of visual impairment caused by uncorrected refractive errors in 2004

have been determined at regional and global levels for people aged 5 years and over from recent

published and unpublished surveys. Resnokiff et al (2004). The estimates were based on the

prevalence of visual acuity of less than 6/18 in the better eye with the currently available

refractive correction that could be improved to equal to or better than 6/18 by refraction or

pinhole. Resnokiff et al (2008)

A total of 153 million people (range of uncertainty: 123 million to 184 million) are estimated to

be visually impaired from uncorrected refractive errors, of whom eight million are blind. (WHO

2011). This cause of visual impairment has been overlooked in previous estimates that were

based on best-corrected vision. Combined with the 161 million people visually impaired

estimated in 2002 according to best-corrected vision, 314 million people are visually impaired

from all causes: uncorrected refractive errors become the main cause of low vision and the

second cause of blindness. Resnokiff et al (2008). Using best-corrected vision, visual impairment

was estimated to affect 161 million people globally in 2002, of whom 37 million were blind.

Resnokiff et al (2004). The main cause of blindness and low vision was cataract; however, it

was recognized that unless uncorrected refractive errors were included among the causes, visual

impairment at global level was significantly underestimated.
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Uncorrected refractive errors can hamper performance at school, reduce employability and

productivity, and generally impair quality of life. Resnokiff et al (2008). Yet the correction of

refractive errors with appropriate spectacles is among the most cost-effective interventions in eye

health care.

The results presented in this paper help to unearth a formerly hidden problem of public health

dimensions and promote policy development and implementation, programmatic decision-

making and corrective interventions, as well as stimulate further research.

THE VARIOUS TYPES OF REFRACTIVE ERRORS ARE;

1. Hyperopia (long-sightedness)

2. Myopia (nearsightedness)

3. Astigmatism
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Figure 1.1 Diagram showing emmetropia and refractive conditions.

Source: Kolb et al (1995)

1.1.1 Hyperopia.

Hyperopia which is also known as farsightedness, is a refractive condition in which distant

objects can be seen more clearly than objects that are near. Moore et al (1997). This means that

the eye's ability to focus light onto the retina is affected. In a normal eye, light entering the eye is

precisely focused by the cornea and the lens directly onto the retina, the light-sensitive tissue

lining the back of the eye. This allows for single and clear vision of both near and distant objects.
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However, in hyperopia, the eyeball is either too short or the cornea has too little curvature,

causing the light to focus behind the retina instead of directly on it. As a result, when someone

with hyperopia tries to focus on a nearby object, the light rays entering the eye are not focused

sharply onto the retina, leading to blurry vision. Moore et al (1997). Hyperopia is often present

from birth, but it can also develop with age as the natural aging process affects the eye's ability to

focus. The effort involved in functioning with moderate to higher levels of uncorrected

hyperopia is likely to be responsible for asthenopic complaints and can additionally result in

fatigue and disengagement with learning activities. This in turn has the potential to make it

difficult for the affected individuals to perform efficiently in the classroom and may reduce their

academic performance in the context of reading and learning, hyperopia can pose several

challenges for school children especially those in secondary. This has to do with the fact that

they have more workload and tend to read a lot too. Hu et al (2015).

THE SYMPTOMS OF HYPEROPIA CAN INCLUDE:

1. Blurred vision when looking at nearby objects (e.g., reading, writing).

2. Eye strain or discomfort, especially during close-up tasks.

3. Headaches, particularly after prolonged near work.

4. Squinting or straining the eyes to see clearly.
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Figure 1.1.1 Diagram depicting hyperopia

Source: (Lowth and Mary 2016).

ACCORDING TO KHURANA ET AL (2008) CAUSES OF HYPEROPIA CAN BE

CLASSIFIED AS:

1. Axial hyperopia; this occur when the axial length of eyeball is too short. About 1 mm decrease

in axial length cause 3 diopters of hyperopia. One condition that cause axial hyperopia is

nanophthalmos.
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2. Curvatural hyperopia; this occur when curvature of lens or cornea is flatter than normal. About

1 mm increase in radius of curvature results in 6 diopters of hyperopia Cornea is flatter in micro-

cornea and cornea plana.

3. Index hyperopia: Age related changes in refractive index (cortical sclerosis) can cause

hyperopia. Another cause of index hyperopia is diabetes. Occasionally, mild hyperopia shift may

be seen in association with cortical or sub capsular cataract also.

4. Positional hyperopia; this occur due to posterior dislocation of lens or IOL. It may occur due

to trauma.

5. Consecutive hyperopia; this occur due to surgical over correction of myopia or surgical under

correction in cataract surgery.

6. Functional: Functional hyperopia results from paralysis of accommodation as seen in internal

ophthalmoplegia, CN III palsy etc.

7. Absence of lens: Congenital or acquired aphakia can cause high degree hyperopia.

CLASSIFICATION OF HYPEROPIA

There are three clinical categories of hyperopia according to Moore et al (2008)

1. Simple hyperopia: Occurs naturally due to biological diversity.

2. Pathological hyperopia: Caused by disease, trauma, or abnormal development.

3. Functional hyperopia: Caused by paralysis that interferes eye's ability to accommodate.
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CLASSIFICATION ACCORDING TO SEVERITY

There are also three categories according to Moore et al (1997) :

1. Low: Refractive error less than or equal to +2.00 diopters (D).

2. Moderate: Refractive error greater than +2.25 D up to +5.00 D.

3. High: Refractive error greater than +5.25 D.

TREATMENT OF HYPEROPIA

The treatment involves the use of

1. Spectacles; refractive error is corrected with the use of plus spherical power. It could come in

form of single vision lenses, special order lenses or as bifocals. Moore et al (1997).

2. Contact lenses; this includes the use soft contact lenses, rigid gas permeable lenses amongst

other.Moore et al (1997).

3. Surgical method; this includes the following

A. LASIK; this is an eye surgery done to reshape the cornea so that glasses or contact lenses are

no longer needed. Settas et al (2012).

B. Refractive lens exchange; this is a variation of cataract surgery. The difference is the

existence of abnormal ocular anatomy which causes a high refractive error.

C. LASEK; this is similar to PRK but here alcohol is used to loosen the corneal surface. Settas et

al (2012).
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PROGNOSIS

Young children (ages 0-10) with uncomplicated low-to-moderate hyperopia usually do not

require intervention. With aging, loss of accommodation causes visual acuity to decrease and

hyperopia to worsen. Decreased quality of life is common with hyperopia. Moore et al (1997).

There may also be a decrease in the ability to learn and develop within normal limits when vision

is poor. Moore et al (1997).

Hyperopia that is not fully compensated with accommodation will force the eye into

convergence and an esotropia (crossed eyes) will develop. Trobe et al (2006).

Amblyopia can be another complication of hyperopia. Moore et al (1997). Monocular amblyopia

or Binocular amblyopia may result. Riordan et al (2011). Levels greater than 1.00D of hyperopic

anisometropia and 5.00D of isometric hyperopia are considered amblyogenic. Moore et al (1997).

Accommodative esotropia, acute angle closure glaucoma, and strabismus may also result from

hyperopia.

1.1.2 MYOPIA

Myopia also known as shortsightedness or nearsightedness is a condition in which visual images

are focused in front of the retina thereby making images that are close up clearer than those that

are far away. Moore et al (1997). Myopia occurs if the eyeball is too long or the cornea is too

curved. As a result of this, the light entering the eyes are not clearly focused. Myopia which is

the most common refractive error is seen to be on the rise globally and the World Health

Organization predicts that if the current trend continues, half of the world's population will be

near sighted by 2050 with up to one fifth at an increased risk of blindness due to complications

of severe myopia. This is as a result of the long amount of time spent on indoor activities, on
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phones, computers, television and other smart devices. Myopia usually develops during

childhood and adolescence, and it usually becomes more stable between the ages of 20 and 40.

Moore et al (1997). Adults with myopia may

notice difficulty reading street signs or signs

in a store. Some people may experience

blurry vision in dim light, as with nighttime

driving, even if they see clearly in

daylight. This condition is called

night myopia. Children may have difficulty seeing things on white boards or screen projections

in the classroom. Younger children might not express difficulty seeing, but they may have the

following behaviors that suggest difficulty seeing;

1. Persistently squint

2. Seem unaware of distant objects

3. Blink excessively

4. Rub their eyes frequently

5. Sit close to the television
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Figure 1.1.2 Diagram showing emmetropia, myopia and hyperopia

Source ; Kolb et al (1995)

CLASSIFICATION OF MYOPIA

1. Simple myopia: This is myopia in an otherwise normal eye, typically less than 4.00 to 6.00

diopters. Dolgin et al (2015).

2. Degenerative myopia, also known as malignant, pathological, or progressive myopia. It is a

high degree of myopia associated with degenerative in the posterior segments of the eyes. Wong

et al (2001). It is characterized by marked fundus changes, such as posterior staphyloma, and

associated with a high refractive error, subnormal or abnormal visual acuity after correction and

changes in visual fields.

3. Pseudo-myopia; It is the blurring of distance vision brought about by over stimulation of the

eye accommodation system or ciliary spasm. Gwiazda et al (2003). This condition is so named

because the patient only appears to have myopia due to inappropriate accommodative response.

4. Near work-induced transient myopia (NITM): it is a short-term myopic far point shift

immediately following a sustained near visual task. Some authors argue for a link between

NITM and the development of permanent myopia. Ong et al (1995)

5. Induced myopia, also known as acquired myopia, results from various medications, increases

in glucose levels, nuclear sclerosis, oxygen toxicity (e.g., from diving or from oxygen and

hyperbaric therapy) or other anomalous conditions. Wallman et al (2004).
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6. Form deprivation myopia; This occurs when the eyesight is deprived by limited illumination

and vision range, or the eye is modified with artificial lenses or deprived of clear form vision.

Napper et al (1995). In lower vertebrates, this kind of myopia seems to be reversible within

short periods of time. Myopia is often induced this way in various animal models to study the

pathogenesis and mechanism of myopia development.

DEGREE OF MYOPIA

This classification is according to Cline et al (1997) :

1. Low myopia usually described as myopia between −0.50 and −3.00 diopters.

2. Moderate myopia usually described as myopia between −3.00 and −6.00 diopters.

3. High myopia usually described as myopia of −6.00 diopters or more.

TREATMENT OF MYOPIA

These includes

1. Spectacles; this is corrected with the use of minus spherical powers. It could be in the form of

single vision, special order lenses or bifocals. Moore et al (1997).

2. Contact lenses; this includes soft contact lenses, rigid gas-permeable lenses amongst others.

Moore et al (1997).

3. Medications; the use of topical anti muscarinic medications in children under 18 years of age

may slow the worsening of myopia.

4. Refractive Surgery; these includes LASIK, LASEK and PHAKIC Intraocular Lenses. Settas et

al (2012).



15

1.1.3 ASTIGMATISM

Astigmatism is a common refractive error, where refraction changes in different meridians of the

eye. Schiefer et al (2016). This occurs when your cornea or lens is curved more steeply in one

direction than in another. Vision is distorted or blurry at all distances. The light rays passing

through the eye cannot converge at a particular focal point but form focal line. Sutter et al (2000).

In other words, astigmatism is a condition where parallel rays of light passing from the cornea do

not converge to a point focus on the retina. Wajuihian et al (2017). To understand astigmatism, it

is helpful to think of the normal eye as evenly rounded, like a basketball. With astigmatism, the

eye is egg- or oval-shaped like an American football. The steepest and flattest meridians of an

eye with astigmatism are called the principal meridians. When the cornea has an irregular shape

it is called corneal astigmatism. Mohammadi et al (2019). When the shape of the lens is distorted

you have lenticular astigmatism. As a result of either type of astigmatism, vision for both near

and far objects appear blurry or distorted. The cause of astigmatism is unclear; however, it is

believed to be partly related to genetic factors. The underlying mechanism involves an irregular

curvature of the cornea and protective reaction changes in the lens of the eye, called lens

astigmatism that has the same mechanism as spasm of accommodation. Bamotora et al (2017).

The symptoms of astigmatism include;

1. Blurry vision or areas of distorted vision at all distances.

2. Eyestrain especially after prolonged visual task.
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3. Headaches especially after reading.

4. Squinting to try to see clearly

5. Eye discomfort or eye irritation

6. Difficulty seeing at night

WITH THE RULE ASTIGMATISM

In this, the two principal meridians are right-angled to each other, with the vertical meridian

being steeper than the horizontal. Refai et al (2015). This type of astigmatism requires a concave

cylinder at 180 ± 20 degrees or a convex cylinder at 90 ± 20. The vertical meridian is usually

curved 0.25 D more than the horizontal due to the pressure of the eyelids. Refai et al (2015).

AGAINST THE RULE ASTIGMATISM

In this, the horizontal meridian is more curved than the vertical meridian. This will require

convex cylindrical correction at 180 ± 20 or a concave cylindrical lens at 90 ± 20. Refai et al

(2015).

TYPES OF ASTIGMATISM

1. Simple myopic astigmatism; this is a type of astigmatism where there are two line foci point.

One is located on the retina and the other in front of the retina. Remol et al (2006).

2. Simple hyperopia astigmatism; this is a type of astigmatism where there are two line foci point.

One is located on the retina and the other behind the retina. Remol et al (2006)
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3. Mixed astigmatism; this type of astigmatism where there are two line foci. One is located in

front of the retina and the other behind the retina. Xu et al (1996).

4. Compound myopic astigmatism; this is a type of astigmatism where there are two line foci.

They are both located in front of the retina. Parrey et al (2019).

5. Compound hyperopia astigmatism; this is a type of astigmatism where the two line foci are

both located behind the retina. Parrey et al (2019)

Fig 1.1.3: Diagram depicting different types of Astigmatism.
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Source: ( Wooley and Charles 2008)

TREATMENT OF ASTIGMATISM

The treatment involves:

1. Spectacles; in addition to spherical lens power, it requires and additional cylindrical lens

power to correct the difference between the two principal meridians. Moore et al (1997).

2. Contact lenses; this includes soft, extended and rigid gas-permeable contact lenses. Moore et

al (1997).

3. Refractive Surgery; these includes laser surgery, astigmatic cataract and LASIK. Settas et al

(2012).

1.1.4 CAUSES OF REFRACTIVE ERRORS

Some factors have led to refractive error, exacerbated and influence their occurrence. Some of

these factors include;

1. Genetics: Refractive errors tend to run in families, indicating a genetic predisposition. If your

parents or close relatives have refractive errors, you may have a higher risk of developing them

too.

2. Eye Shape and Size: The shape and size of the eye play a significant role in refractive errors.

Eyes that are too long or too short can result in myopia or hyperopia, respectively.
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3. Corneal Shape: The cornea is the clear, front surface of the eye that helps focus light. An

irregularly shaped cornea, such as in astigmatism, can lead to blurred vision.

4. Age: As we age, the lens inside the eye becomes less flexible and loses its ability to focus on

nearby objects, leading to presbyopia.

5. Environmental Factors: Prolonged near work (e.g., reading or using digital devices for a long

period of time) and insufficient outdoor time have been linked to an increased risk of myopia

development especially in children.

6. Eye Health: Certain eye conditions or diseases can cause changes in the eye's structure,

leading to refractive errors.

7. Systemic Diseases: Some systemic conditions like diabetes can affect the eye's blood vessels

and impact the eye's focusing ability.

8. Eye Injuries: Trauma or injury to the eye can alter its shape and affect how light is focused.

9. Medications: Certain medications or drugs can temporarily change the focusing ability of the

eyes.

10. Pregnancy: Hormonal changes during pregnancy can sometimes lead to temporary refractive

changes.

1.1.5 TREATMENT FOR REFRACTIVE ERRORS

1. Eyeglasses: Prescription eyeglasses are the most common and straightforward way to correct

refractive errors. They compensate for the eye's focusing issues by altering the way light enters

the eye, providing clear vision.
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2. Contact Lenses: Like eyeglasses, contact lenses are used to correct refractive errors. They sit

directly on the eye's surface and provide a wider field of view. Contact lenses come in various

types, including soft, rigid gas-permeable, and specialized lenses for specific needs.

3. Refractive Surgery: Surgical procedures like LASIK (Laser-Assisted in Situ Keratomileusis)

are used to reshape the cornea, thereby changing the way light is focused on the retina. LASIK

and other refractive surgeries can correct myopia, hyperopia and astigmatism, reducing or

eliminating the need for glasses or contact lenses. Settas et al (2012).

4. Ortho-keratology (Ortho-K): This involves using specially designed rigid contact lenses

overnight to reshape the cornea temporarily. Settas et al (2012). During the day, the cornea

retains its new shape, providing clear vision without the need for glasses or contacts. However,

this effect is temporary and needs to be maintained with regular use.

5. PHAKIC Intraocular Lenses (IOLS): For people with severe refractive errors who are not

suitable candidates for LASIK, PHAKIC IOLS can be implanted in front of the natural lens to

correct vision. Settas et al (2012).

6. Multifocal IOLS: For presbyopia treatment, multifocal intraocular lenses can be implanted

during cataract surgery or as a standalone procedure, enabling clear vision at multiple distances.

1.2 STATEMENT OF PROBLEM

Refractive errors are common vision disorders that can significantly impact the academic

performance and overall well-being of secondary school students. There is limited research on

the knowledge, attitudes, and practices regarding refractive errors among secondary school

students in the Egor Local Government Area. This lack of information can hinders the
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development of targeted interventions and awareness campaigns to address and mitigate the

impact of refractive errors in this specific population. Therefore, it is essential to investigate the

knowledge, attitudes, and practices regarding refractive errors among secondary school students

in the Egor Local Government Area in order to identify gaps and develop appropriate strategies

for promoting eye health if need be and ensuring timely access to eye care services.

1.3 AIMS AND OBJECTIVES

1.3.1 AIM OF STUDY

The aim of the study is to investigate the knowledge, attitudes and practices of refractive errors

amongst secondary school students in Egor local government area.

1.3.2 OBJECTIVES

1. To assess the knowledge among secondary school students in the Egor LGA regarding

refractive errors, including their understanding of refractive errors, the common types, causes of

refractive errors and available treatment options.

2. To examine the attitudes of secondary school students in the Egor LGA towards refractive

errors, including their perception of the importance of seeking professional help.

3. To evaluate the current practices of secondary school students in the Egor LGA concerning

refractive errors, including their frequency of experiencing visual disturbances, wearing

corrective eyewear if prescribed, and having regular eye examinations.

4. To identify barriers and facilitators influencing the knowledge, attitudes, and practices

regarding refractive errors among secondary school students in Egor LGA, such as awareness of

and access to eye care services, parental influence and belief.
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1.4 RESEARCH QUESTIONS

1. What is the knowledge among secondary school students in the Egor LGA regarding

refractive errors, including their understanding of refractive errors, the common types, causes,

and available treatment options?

2. What are the attitudes of secondary school students in the Egor LGA towards refractive errors,

including their perception of the importance of seeking professional help?

3. What are the current practices of secondary school students in the Egor LGA concerning

refractive errors, including the frequency of experiencing visual disturbances, wearing corrective

eyewear if prescribed, and having regular eye examinations?

4. Are there barriers and facilitators influencing the knowledge, attitudes, and practices regarding

refractive errors among secondary school students in Egor LGA such as awareness of and access

to eye care services, parental influence and belief?

1.5 SIGNIFICANCE OF STUDY

1. By understanding the knowledge, attitudes, and practices regarding refractive errors,

appropriate interventions such as screening exercises for secondary school students can be

developed to address vision problems, leading to improved academic outcomes amongst

students.
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2. By investigating the knowledge, attitudes, and practices related to refractive errors, awareness

and access to eye care services can be improved, leading to better eye health outcomes among

secondary school students.

3. The outcome of this study can inform the development of targeted interventions and

awareness campaigns aimed at improving knowledge, fostering positive attitudes, and promoting

appropriate practices related to refractive errors.

4. The information from this study can help policymakers and stakeholders allocate resources

effectively and efficiently to improve access to eye care services, thereby reducing the burden of

refractive errors on student's ocular health.
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CHAPTER TWO

LITERATURE REVIEW

Assefa et al (2021) performed a school-based cross-sectional study was in Gondar city,

Northwest Ethiopia. The survey was carried out amongst public school students in selected

schools who were available. A total of 390 study participants were included in this study with a

92.4% response rate. The overall proportion of good knowledge and a favorable attitude towards

a refractive error were 53.8% and 52.1%, respectively. From the study participants, 38.7%,

41.7%, and 64.1% did not know the definition, the risk factors, and the symptoms of refractive

error, respectively. Moreover, about 31.3% of the participants believed that wearing spectacle

could damage their eyes, whereas 44.1% of the participants agreed with the need for spectacle

correction for young people with RE. From the results proportion of good knowledge and a

favorable attitude towards refractive error among public high school students were fair.

Institution based cross-sectional study was conducted on 565 primary school teachers in Gondar

city using pretested and structured self-administered questionnaire by Alemayehu et al (2018).

Of these study participants 55.9% had good knowledge and 57.2% had favorable attitude

towards refractive error. Knowledge and attitude of study subjects were low which needs training

of teachers about the refractive error.

Population survey of secondary school year 3 students in Nairobi City was carried out by

Nyamai et al (2020). A total of 11 out of 80 eligible schools were selected and 1390 students



25

enrolled into the study. Only 539 (39%) of the 1390 students had ever had an eye-checkup.

Overall 418 (30.1%) of the students did not know whether they had normal vision or not, and

316 (22.7%) did not know where to seek eye-health services. The students believed, as reported

by 526 (37.8%) students, that the most common reason for poor vision was inadequate nutrition.

Spectacles were identified as the commonest method of correcting poor vision by 851 (61.2%)

students. Of 427(30.7%) students who had been advised to wear spectacles during previous

screenings, only 148 (10.5%) of them admitted to using spectacles, The commonest reasons for

students failing to wear spectacles to correct poor vision were; fear of being teased and cost as

reported by 529 (38.1%) and 488 (35.1%) students respectively. Generally, students had a

positive attitude towards spectacles but the myths that spectacles can damage your eyes, lead to

dependence, or worsen eyesight were still prevalent. Conclusion: Accessibility and affordability

of eye-health services are the major reasons for non-correction of low vision. There is also

inadequate knowledge of refractive error as a cause of poor vision. However, attitudes towards

spectacle use are generally poor.

A study was conducted in Sao Paulo, Brazil to assess the level of awareness of participants,

concerning their own refractive errors and the use of corrective lenses found that 73% of the

participants were using corrective lenses for over five years and 59% did not know what type of

lenses they used. The most prevalent ametropia from the account of participants, which was later

checked was near-sightedness (17%) and 68% did not know what type of ametropia they had.

Out of this 68%, 38% reported that they did not know what type of refractive error they had

because their doctor had not explained it to them. Another relevant fact raised by the study is that

the vast majority of the participants (95%) had their spectacles prescribed by an ophthalmologist:

a general practitioner had prescribed 3% and only 2% by an optometrist. The participants of this
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study showed a low level of knowledge regarding their refractive error and corrective lenses.

Low level of education and lack of interest were the main causes for the high number of

uninformed patients.

A cross-sectional survey by Ormsby et al (2012) was performed to investigate how knowledge

and attitudes influence the access to eye-care services in Takeo Province, Cambodia. It was

found that knowledge of eye diseases was highest for eye injury (97.0%). Knowledge regarding

red eye was 15.0%, age-related macular degeneration was 12.0%, glaucoma knowledge was

12.0% and diabetic associated eye disease knowledge was 8.0%. Older people were less likely to

know about different eye diseases compared with the younger ones and more women compared

with men were likely to go for an eye examination when experiencing eye problems. More men

than women reported using spectacles with 68.0% of spectacles being from the market, 26.0%

from an optical shop, 16.0% from a relative and 10.0% from an eye hospital. Most of the

participants (47.0%) reported that they did not know of conditions that could lead to blindness.

Cataract treatment was unknown by 48.5% of participants and 19.0% reported surgery as the best

treatment to restore blindness. Knowledge about cataract and refractive error was low amongst

this population sample. This study reveals that poor knowledge of eye diseases could contribute

to a higher occurrence of untreated cataracts and uncorrected refractive error.

A study was performed to assess the psychosocial aspects of refractive errors and the

effectiveness of health education in correcting stigmas related to spectacle use in high-school

students. Dhoble et al (2013) reported that the respondents did not use their prescribed

spectacles, as they believed that spectacles were cosmetically unacceptable, feared rejection from

the opposite sex and were afraid of being teased by colleagues. Following health education, there

were statistically significant changes in the knowledge, attitude and care seeking behavior of
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spectacle use. In another cross-sectional school-based study based in Sudan to assess the

attitudes and perceptions of high-school students and their parents towards spectacle wear, the

results revealed that the students believed that wearing spectacles negatively affected their

opportunities for education, employment and marriage. A total 36.4% of the students believed

that wearing spectacles could lead to making the eyes weaker or could damage the eyes, resulting

in early blindness, and 22.5% of the respondents believed that spectacles were only for older

people. Overall, perceptions towards spectacle use differed between genders. Females reported to

be more vulnerable to social and psychological distress when wearing spectacles compared with

males. The study also showed that parents believed that their children had lost an important asset,

the community looked at them as handicapped and their children would be blind in future. These

results show that the fear and stigma related to spectacle use was widely experienced amongst

students and their parents, particularly amongst females.

A descriptive cross-sectional study was performed on undergraduate students from a Ghanaian

university to determine their attitudes and beliefs about spectacle wear by Mireku et al. (2017).

The results revealed that 75.8% of the student population had heard of refractive error before,

57.4% felt that spectacles could be used to correct refractive error and 61.0% agreed they would

wear spectacles if they were prescribed by an eye doctor. The majority of the sample population

did not know that spectacles could be used to relieve other forms of ocular discomfort such as

headache and tearing. Approximately 54.2% of respondents saw people who wore eyeglasses as

visually handicapped, whilst 14.6% believed that eyeglasses were only for old people and 27.8%

of the respondents believed that they would be teased if they wore spectacles. Although

spectacles are still the most commonly preferred modality for the correction of refractive errors

in the world today, acceptance of spectacles for the correction of refractive errors amongst the
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undergraduates was not encouraging. The research found that certain misconceptions regarding

refractive errors and the methods of correction still lingers in the minds of the educated

population, which needs to be addressed.

A study conducted to determine the knowledge, attitude and practice (KAP) towards refractive

error amongst high school students was conducted by Naimah et al (2016) reported that 39.0%

of the students had never had an eye check-up, 30.1% of the students were not aware of whether

they had normal vision or not and 22.7% did not know where to seek eye-health services. Many

of the students believed that poor vision was because of inadequate nutrition. Approximately

10.5% of students who were previously advised to wear spectacles admitted to actually using

them. The reasons cited for students failing to wear spectacles to correct poor vision were the

fear of being teased and the cost factor associated with spectacles.8 Accessibility and

affordability of eye-health services were the major reasons for non-correction of vision.

Inadequate knowledge of refractive error as a cause of poor vision was observed, however

overall attitudes towards spectacle use were positive.

A study in Saudi Arabia by Saber et al (2013) established that most of the participants who used

eyeglasses appreciated the need to use spectacles all the time, as the need was explained to them

by their eye doctor. It was also reported in the same study that level of education influenced the

level of knowledge of spectacle use in the correction of refractive error. 41% of those with high

and medium education knew more on the need to use spectacles while only 20% of the

participants with low education knew about the need to use spectacles to correct refractive error.

Ogbu et al (2022) carried out a study on knowledge of rural secondary school students in

Ebonyi State on spectacle wear for correction of refractive errors. It was a descriptive cross-
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sectional questionnaire-based survey of 11 randomly selected rural secondary schools in Ebonyi

State. There were 453 participants comprising 192 males and 261 females. Most (60.3%; n=273)

of the respondents had good knowledge of spectacle wear for refractive error correction.

Knowledge of spectacle wear for correction of refractive error was generally good. However

most of the participants had poor knowledge of the use of eye glasses for correction of refractive

errors.

Ebeigbe et al (2018) carried out a cross sectional study of 500 undergraduates of the University

of Benin, Nigeria. Age range was from 18 to 30 years. There were 269 males and 231 females.

Semi structured questionnaires were distributed to the participants and collected same day after

completion. Two-thirds (68%) of the total population studied had not heard of refractive error.

About a third (38%) believed wearing eyeglasses was one of the methods used to correct

refractive error. Half (50%) believed they would wear spectacles if prescribed with one by their

doctor. Sixty-four percent believed eyeglasses are harmful to the eyes; and 65% did not know

that eyeglasses could be used to relieve other forms of ocular discomfort like headache and

tearing. Fifty-seven per cent of respondents saw people who wore eyeglasses as visually

handicapped, while 60% believed that eyeglasses were meant for old people. Majority of the

respondents (56%) believed that they would be teased if they wore glasses. The conclusion was

that knowledge of refractive errors and acceptance of glasses for the correction of refractive

errors among Nigerian undergraduates was not encouraging.

Resnikoff et al (2004) carried out a study on global magnitude of visual impairment caused by

uncorrected refractive errors in 2004. The result was as follows in the age group 5–15 years, non-

correction of refractive errors is due to several factors: the lack of screening, and the availability

and affordability of refractive corrections are the most important. However, cultural
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disincentives also play a role, as shown in surveys from countries where routine screening and

provision of corrections are free of charge or easily accessible, but compliance remains low.

Perhaps one of the most remarkable findings in this study is that even in economically

advantaged societies, refractive errors can go undetected or uncorrected in children. In this age

group the prevalence of myopia reported in studies that used the same definitions and cut-off

levels ranges from 3% to 35%, hypermetropia from 0.4% to 17%, astigmatism from 2.2% to

34% depending on the region and on the urban/rural setting. The estimated number of people

aged 50 years and older visually impaired from uncorrected refractive errors is over 94 million, a

figure that could be an underestimate, being based in part on studies that used only pinhole in

place of full refraction. In countries where the prevalence is very high, important underlying

causes are index myopia caused by cataract, uncorrected aphakia and insufficient intra-ocular

lens correction. This is particularly true in rural areas.

Ebri et al (2019) carried out a study to determine the proportion of students with vision

impairment among learners aged 10–18 years. The study site included two of 18 local

government areas of the Cross River State in Nigeria, with 23 public and mission secondary

schools. The prevalence of vision impairment (presenting visual acuity worse than 6/12) was

7.9%. The prevalence of vision impairment because of refractive error was 7.2%. Astigmatism

was the predominant type of refractive error with a prevalence of 4.2%, followed by myopia

1.72% and hyperopia 1.3%. There were statistically significant differences in proportions of

female participants who presented with myopic astigmatism (30.8%; p < 0.012). Statistically

significant difference in proportions was found in older (33.3%; p < 0.0004) and male (29.6%; p

< 0.0003) participants who presented with hyperopic astigmatism compared to younger and

female participants, respectively. Myopia accounted for 4.8% and was significantly higher in
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female participants. The results from this study concluded that refractive error was the major

cause of vision impairment and myopic astigmatism was the predominant type of refractive error

among secondary school children in Calabar.

A cross sectional study on screening for refractive error in school children was carried out in

Yenagoa Local Government Area of Bayelsa State in Nigeria by Ibeinmo et al (2013) in pupils

aged between 5-15 years). Visual acuity (VA) for each eye , was assessed outside the classroom

at a distance of 6 meters. Those with VA ≤6/9 were presented with a pinhole and the test

repeated. Funduscopy was done inside a poorly lit classroom. An improvement of the VA with

pinhole was considered refractive error. A total of 1,242 school children consisting of 658

females and 584 males were examined.About 97.7% of pupils had normal VA (VA of 6/6) while

56 eyes had VA ≤ 6/9. Of these 56 eyes, the visual acuity in 49 eyes (87.5%) improved with

pinhole. Twenty seven pupils had refractive error, giving a prevalence of 2.2%. Refractive error

involved both eyes in 22 pupils (81.5%) and the 8-10 years age range had the highest proportion

(40.7%) of cases of refractive error followed by the 9-13 year-old age range (37%). The study

concluded that the prevalence of refractive error was 2.2% and most eyes (97.7%) had normal

vision.

A study was carried out by Ajaiyeoba et al (2006). The aim of the study was to assess the

prevalence and identify the causes of blindness and visual impairment in school children of Ilesa-

East Local Government Area of Osun State, Nigeria. A total of 1144 school children in primary

and secondary schools were selected using a 2-stage random sampling method and examined to

determine the prevalence and causes of blindness and visual impairment. A total of 17 (1.48%)

children were blind or visually impaired. These comprised of 11 (0.96%) children who were

visually impaired and 4 (0.3%) who were severely visually impaired. Only 2 (0.15%) school
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children were blind. The causes of visual impairment were refractive error 10 (0.87%) and

immature cataract 1 (0.08%), causes of severe visual impairment included corneal opacities 2

(0.2%), amblyopia leading to squint 1 (0.08%) and 1 cataract 1 (0.08%). The conclusion was that

refractive error was one of the major cause of visual impairment.

A study conducted by Kotingo et al (2014), among secondary school children in South-South

Nigeria, highlighted the importance of screening for uncorrected refractive errors and other eye

conditions that can cause visual impairment. This topic has been extensively researched in recent

years. Scholars suggest that school vision screening is an effective method to identify children

who may benefit from vision therapy, such as wearing glasses. The study involved 350 students

from two schools, and the results revealed that 28.29% of them had reduced visual acuity, while

71.71% had normal visual acuity in one or both eyes. Among the 350 students, 46.57% had

unsatisfactory or poor school performance. However, among those with reduced visual acuity,

only 42.42% had such poor academic performance. The study found a significant correlation

between visual acuity and academic performance.

Comparably, Kathryn et al (2003), conducted a study titled 'Prevalence of undetected ocular

conditions in a pilot sample of school children'. The study involved performing LogMAR visual

acuity tests and other ocular assessments, including cycloplegic auto refraction and examination

of the media and fundus. The prevalence of significant ocular conditions was found to be 28.2%.

Out of the sample, 8.4% of children wore glasses, and five of them were referred for a change in

their correction. Previously undetected ocular conditions, including ocular pathology and

strabismus, were found in 19.8% of the children. The most common reason for referral was

uncorrected refractive error, which accounted for 16.8% of cases. It was noted that senior

students had a higher prevalence of uncorrected refractive error (25%), suggesting an age-related
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shift towards myopia in mean spherical equivalent refraction. Although the focus of the study

was not to establish a relationship between oculo-visual problems and academic performance, its

results are relevant to this research.

In the same vein, Vincent et al (2018) provided an extensive review of the relationship between

vision and academic learning in a 2019 publication titled 'Do reduced visual acuity and refractive

error affect classroom performance? The review highlighted the long-standing debate on the

connection between vision and academic achievement, with various visual factors associated

with learning-related problems. These factors include reduced visual acuity, uncorrected

refractive error, binocular vision dysfunction, and delayed development of visual information

processing skills. Binocular vision dysfunction encompasses anomalies related to

accommodation, vergence, and ocular motility, while visual information processing involves

perceptual skills such as visual spatial awareness, visual analysis, and visual motor integration.

Rakhi et al (2018) carried out a study to assess the prevalence, distribution, and demographic

associations of refractive error in an urban population in southern India. Two thousand five

hundred twenty-two subjects (2522) of all ages, representative of the Hyderabad population,

were examined in the population-based Andhra Pradesh Eye Disease Study of the 2,321 subjects,

663 (28.6%) were ≤15 years of age. Data on objective refraction under cycloplegia were

available for 599 (90.3%) subjects. Of these 599 subjects, 352 (58.8%) were between 0 and 9

years, and 295 (49.2%) were females. Myopia in the worse eye was present in 30 subjects, an

age-gender–adjusted prevalence of 4.44% (95% CI, 2.14%–6.75%). On applying multiple

logistic regression, myopia was significantly more frequent in subjects 10 to 15 years of age

(odds ratio, 2.75; 95% CI, and 1.25–6.02). Hyperopia in the worse eye was present in 350

subjects, an age-gender–adjusted prevalence of 59.37% (95% CI, 44.65%–74.09%). Astigmatism
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in the worse eye was present in 44 subjects, an age-gender–adjusted prevalence of 6.93% (95%

CI, 4.90%–8.97%). No significant associations of hyperopia and astigmatism with age, gender,

socioeconomic status, and religion were found on applying multiple logistic regression.

This study was done by Kalikivayi et al (1997) to determine the prevalence of visual impairment

due to refractive errors and ocular diseases in lower middle class school children of Hyderabad,

India. A total of 4,029 children, which included 2,348 males and 1,681 females, in the age range

of 3 to 18 years from 9 schools were screened with a detailed ocular examination protocol.

Among 3,669 children in whom visual acuity could be recorded, on presentation 115 (3.1%) had

visual acuity < 6/18 in the better eye (equivalent to visual impairment), while 41 (1.1%) had

visual acuity of 6/60 in the better eye (equivalent to legal blindness) out of which 18 (0.5%) had

visual acuity < 6/60 in the better eye (equivalent to economic blindness). Of 115 children who

presented with initial visual acuity < 6/18, vision improved to ≥6/18 with refraction in 109

(94.8%). No child was legally or economically blind after refractive correction. Prevalence of

hyperopia was 22.6%, myopia 8.6% and astigmatism 10.3%. The prevalence of myopia was

significantly higher among children ≥10 years of age (P<0.001). The maximum, mean and

median values for myopia were 10.00, 1.35 and 0.75 D in the better eye. For hyperopia these

values were 8.50, 0.65 and 0.50 D. The major causes for best corrected visual acuity < 6/9 in the

worse eye for 51 (1.4%) children included amblyopia in 40 (1.1%), corneal diseases in 5 (0.1%),

cataract in 2 (0.05%) and others in 4 (0.1%). Out of the total, 30 (0.7%) children had strabismus.

These data support the assumption that vision screening of school children in developing

countries could be useful in detecting correctable causes of decreased vision, especially

refractive errors, and in minimizing long term permanent visual disability Murthy et al.
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Ezegwui et al (2021) carried out a study in Enugu south east on to determine the prevalence and

cause of refractive errors in school children. A total of 1167 children were examined. The mean

age (standard deviation) was 10.58 ± 3.0 years. Females were 653 (54.4%) of the study

population. The uncorrected, presenting and best-corrected visual acuity of ≤20/40 (6/12) in the

better eye of the children in this study were 3.6%. 3.5% and 0.4%. Among the children that had

visual impairment, refractive error accounted for 33.3% of reduced vision while the overall

prevalence of refractive error was 2.1%. Prevalence of myopia was 1.9% and hyperopia, 0.1%.

The most prevalent astigmatism was ≤0.75 dioptre cylinder. The study concluded that prevalence

of refractive error in this study is low, with myopia being more common.

CHAPTER THREE

METHODOLOGY

3.1 STUDY DESIGN

This study is a cross sectional study design.

3.2 STUDY AREA

This study was conducted in secondary schools located within Egor Local Government Area of

Edo state, Nigeria.

3.3 SAMPLING TECHNIQUE

A stratified random sampling method was employed for this study. Each class represented a

stratum.

3.4 SAMPLE POPULATION
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The study population was drawn from secondary school students within SS1 - SS3 located in

Egor LGA who was willing to participate in the study.

3.4.1 STUDY DURATION

The study was carried out within three months from June to August.

3.4.2 SAMPLE SIZE

A sample size of 400 secondary school students were used.

3.5 STUDY MATERIAL

A research questionnaire was employed for this study. This was adapted from the study of Ogbu

et al (2022).

3.5.1 INCLUSION CRITERIA

1. Secondary school students in Egor LGA.

2. Secondary school students in Egor LGA who are willing to participate in the study.

3.5.2 EXCLUSION CRITERIA

1. Secondary school students not in Egor LGA.

2. Secondary school students in Egor LGA who do not want to participate in the study.

3.6 DESCRIPTION OF PROCEDURE
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The study employed a pretested semi-structured questionnaire as its primary data collection tool.

The questionnaire comprised four distinct sections. The initial section focused on gathering

participants' demographic characteristics, including factors such as age, gender, and academic

class. The subsequent section delved into assessing participants' knowledge regarding refractive

errors. This segment addressed queries about their familiarity with refractive errors, their various

types, and the accessibility of eye care services within their localities.

The third section of the questionnaire explored participants' attitudes towards refractive errors. It

included inquiries about their inclination to consult eye care professionals when confronted with

visual discomfort. Lastly, the fourth section was devoted to understanding participants' practices

concerning refractive errors including if they wear corrective aids if prescribed and how often

they go for check up.

Two secondary school was used for the purpose of this study. The first was the Technical college

(a public school) while the second was Calvary crown academy (a private school) both in Egor

LGA. Approval was got from the principals of both schools before the research questionnaire

was administered. The purpose of the questionnaire was first explained to the students in each

class that was visited and those who were willing to participate in the survey were selected and

the questionnaire distributed to them. The research questionnaire was distributed per class and

the questionnaire was also collected the same day after the students filled it. This was done in a

span of three weeks.

3.7 STATISTICAL ANALYSIS
The data collected were analyzed using the statistical package for social sciences (SPSS) version

22.0. Descriptive statistics (frequencies, percentages, mean and standard deviation) were used to



38

summarize the variables. Continuous variables were expressed as the mean ± standard deviation

for those that displayed normal distribution.

3.8 ETHICAL CONSIDERATIONS

Ethical approval was obtained from the Departmental Research and Ethics Committee of the

Department of Optometry, University of Benin. This study adhered to the tenets of the

Declaration of Helsinki.

Informed consent was sought from each of the participants and only consenting participants was

participated for the study.

Personal details such as name was not collected to maintain anonymity of the participants.

CHAPTER FOUR

4.0: RESULTS

Table 4.1 showing Age Distribution of Respondents
AGE FREQUENCY PERCENT (%)

13 8 2.0

14 28 7.0

15 117 29.3

16 90 22.5

17 109 27.3
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18 29 7.2

19 19 4.8

Mean Age: 16.07± 1.320

The table 4.1 shows the age groups range from 13 to 19 years old, with the highest frequency of

respondents being 15 years old (117 respondents or 29.3%). The second highest frequency is 17

years old (109 respondents or 27.3%). The least frequent age group is 13 years old (8

respondents or 2.0%).
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Figure 4.1 : Diagram showing gender distribution where females were 151 and males 249
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Table 4.2 showing class distribution of respondents
CLASS FREQUENCY PERCENT (%)

1 147 36.8

2 247 61.8

3 6 1.5

According to the table 4.2, the majority of the respondents are from Class 2, with 247

respondents or 61.8%. Class 1 has 147 respondents or 36.8%, while Class 3 has only 6

respondents or 1.5%.
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Table 4.3 showing Respondents’ Knowledge about Refractive Errors
VARIABLE FREQUENCY PERCENT

Do you understand what refractive errors are?

Yes

No

No response

209

177

14

52.3

44.3

3.5

Do you know the common types of refractive errors?*

Myopia

Hyperopia

Astigmatism

None

All

72

56

118

103

32

18.0

14.0

29.5

25.8

8.0

Are you aware that refractive errors can affect academic

performance?

Yes

No

I don’t know

259

119

22

64.8

29.8

5.5

Do you know that refractive errors can be corrected with

eyeglasses or contact lenses?

Yes

No

267

104

66.8

26.0
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I don’t know 29 7.2

Are you familiar with the importance of regular eye

examinations?

Yes

No

I don’t know

207

183

10

51.7

45.8

2.5

Do you know about available eye care services in your area?

Yes

No

I don’t know

170

222

8

42.5

55.5

2.0

* Multiple choice

The table 4.3 is divided into several sections, each with a different question related to knowledge

about refractive errors.
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Table 4.4 showing Respondents’ Attitudes to Refractive Errors

Variable Knowledge Mean SD

Strongly
Disagree

Disagree Neutral Agree Strongly
Agree

It is important to seek
professional help if I
experience visual
disturbances

51(12.8 27(6.8) 28(7.0) 118(29.5) 176(44.0) 3.85 1.382

I believe that wearing
eyeglasses or contact
lenses can improve my
vision

74(18.5) 40(10.0) 52(13.0) 102(25.5) 132(33.0) 3.44 1.491

I think regular eye
examinations are
necessary to maintain
good eye health

52(13.0) 22(5.5) 26(6.5) 111(27.8) 189(47.3) 3.91 1.387

I am comfortable
discussing my vision
problems with my
parents/guardians

56(14.0) 21(5.3) 42(10.5) 114(28.5) 165(41.3) 3.78 1.398

I believe that
refractive errors can
negatively impact my
academic performance

66(16.5) 34(8.5) 42(10.5) 119(29.8) 137(34.3) 3.57 1.451

Table 4.4 is broken down into different sections, each with questions pertaining to the attitudes

of the participants regarding refractive errors.
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Table 4.5 Showing Respondents’ Practices towards Refractive Errors

VARIABLE FREQUENCY PERCENT

Have you ever experienced any visual disturbances?

Yes

No

172

224

43.0

56.0

Have you sought professional help (e.g. visited an eye doctor,
optometrist) for any visual disturbances?

Yes

No

N/A

97

297

6

24.3

74.3

1.5

Were you ever prescribed with glasses or contact lens?

Yes

No

N/A

64

72

264

16.0

18.0

66.0

If yes, do you wear your glasses or contact lens?

Yes

No

N/A

46

18

336

11.5

4.5

84.0

If no, why don’t you wear them?*

It does not make any difference.

I feel headaches.

I don’t like the way it makes me appear.

I lost the glasses

6

6

12

3

1.5

1.5

3

0.8



46

My parents would not want me to wear them.

I think they make my eyes go bad

6

6

1.5

1.5

Do you have regular examinations (at least once a year) to
monitor your vision?

Yes

No

No response

70

328

2

17.5

82.0

0.5

Table 4.5 is broken down into different sections, each with the practices of the respondents

towards refractive errors.
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CHAPTER FIVE

5.0 DISCUSSION

Refractive error is a common eye disorder in Nigeria and is one of the most significant causes of

visual impairment and second foremost cause of blindness following cataract. Dandona et al

(2001) When left uncorrected, refractive errors can hamper school performance, reduce

employability and productivity, and generally impair quality of life. Adeoye et al (2007).

The table 4.1 shows the age groups range from 13 to 19 years old, with the highest frequency of

respondents being 15 years old 117 respondents (29.3%). The second highest frequency is 17

years old 109 respondents (27.3%). The least frequent age group is 13 years old 8 respondents

(2.0%). The table also shows that 28(7%) were aged 14years, 90(22.5%) were aged 16years, 29

(7.2%) were aged 18years and 19(4.8%) were aged 19years. The mean age for both males and

females was 16.07 ± 1.320. This is above the expected age for secondary school students in

Nigeria public schools. The mean age of the respondents in the study of Ebeigbe et al (2018)

was 14.6 ±1.8 years with majority of them females (57.5%). This was similar to a study done in

Kebbi State where mean age of respondents was found to be 15.5 years (±2.12 standard

deviation), however male (50.8%) and female (49.2%) were almost on equal distribution.

From the pie chart we can deduce that majority if the students who participated in this study

were males. The sample consisted of 400 populations, (37.8%) were females n = 151 and (62.3%)

were males n = 249.

According to the table 4.2, the majority of the respondents are from Class 2, with 247

respondents or 61.8%. Class 1 has 147 respondents or 36.8%, while Class 3 has only 6

respondents or 1.5%.
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The table 4.3 is divided into six sections, each with a different question related to refractive

errors. The first section asks whether respondents understand what refractive errors are, and the

majority of respondents 209 or (52.3%) answered "YES". This is an important finding because it

suggests that more than half of the respondents have a basic understanding of what refractive

errors are. This is similar to the study of Assefa et al (2021) were those who has good

knowledge were 53.8% and that of Alemayehu et al (2018) were 55.9% of the study participants

had good knowledge of refractive errors both of which was conducted in Gondar city. A study

conducted in Ghana by Mireku et al (2017) showed that those who had good knowledge of

refractive error was 75.8% which is higher than that of this study and the reason could be

because the study by Mireku et al (2017) carried out on undergraduate students while than of

this study was on secondary school students. Those who had no knowledge of refractive error

was 44.3%, it also means that almost half of the respondents do not have a clear understanding of

this concept. This value is lower than the study done by Ebeigbe et al (2018) were the

individuals who have no good knowledge of refractive errors were 68%. From this study, those

who were neutral was 3.5%.

The second section asks whether respondents know the common types of refractive errors, and

the majority of respondents (118 or 29.5%) answered "Astigmatism". Other common types of

refractive errors mentioned were "Myopia" (72 or 18.0%) and "Hyperopia" (56 or 14.0%). This

findings is lower than that of a study that was done in Gondar by Assefa et al (2021) were the

knowledge about myopia was 31%. This finding is important because it shows that many

respondents are aware of the different types of refractive errors, which can help in identifying

and addressing specific eye care needs.
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The third section asks whether respondents are aware that refractive errors can affect academic

performance, and the majority of respondents (259 or 64.8%) answered "Yes". This is higher

than that of the study done in Gondar city by Alemayehu et al (2018) where only 40% believed

that uncorrected refractive error can affect academic performance. 119(29.8%) of the

respondents answered "No". This finding is significant because it highlights the potential impact

of refractive errors on academic performance, which can have long-term consequences for an

individual's education and career prospects.

The fourth section asks whether respondents know that refractive errors can be corrected with

eyeglasses or contact lenses, and the majority of respondents (267 or 66.8%) answered "Yes".

This findings is similar to that of Ogbu et al (2022) were 60.3% believed that wearing spectacles

could correct their refractive errors. The findings is also slightly higher than that of Mireku et al

(2017) were 57.4% believed that spectacles could be used for correction of refractive errors and

this is way higher than the study performed by Ebeigbe et al (2018) were only 38% believed that

spectacles could correct their refractive error. From this section, 29(7.2%) of the respondents

stayed neutral and 104(26%) believed that refractive errors cannot be corrected with eyeglasses

or contact lenses.

This finding is important because it suggests that many respondents are aware of the available

treatment options for refractive errors, which can help in promoting early detection and

intervention.

The fifth section asks whether respondents are familiar with the importance of regular eye

examinations, and the majority of respondents 207 (51.7%) answered "YES", 183 (45.6%)

believed that there was no importance on routine eye check this percentage is close to half of the
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respondents while 10(2.5%) were neutral. This finding is significant because it highlights the

importance of regular eye examinations in maintaining good eye health and preventing vision

problems.

The final section asks whether respondents know about available eye care services in their area,

and the majority of respondents answered "NO" 225 (55.5%) while 170 (42.5%) answered yes.

This findings was higher than those in the study by Naimah et al (2017). 22.7% did not know

where about eye care facilities in their environment. From this section, 8(2%) were neutral. This

finding is important because it suggests that many respondents are aware of the available eye

care services in their area, which can help in promoting access to eye care services and reducing

barriers to eye care.

The table 4.4 represents the attitudes of the respondents towards refractive errors.

The first section asks whether respondents think it is important to seek professional help if they

experience visual disturbances, 12.8% strongly disagreed, 6.8% disagree, 7% were neutral,

29.5% agree and majority of the participants 44% STRONGLY AGREED . This finding is

significant because it suggests that many respondents recognize the importance of seeking

professional help if they experience visual disturbances, which can help in promoting early

detection and intervention.

The second section asks whether respondents think it is important to wear corrective eyewear if

they have refractive errors, and the majority of respondents 132 (33%) answered "STRONGLY

AGREED", 18.5% strongly disagreed, 10% disagreed, 13% were neutral, 25.5% agreed. This

finding is important because it suggests that many respondents recognize the importance of using
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corrective eyewear to correct refractive errors, which can help in improving their vision and

quality of life.

The third section asks whether respondents think regular eye examinations are necessary to

maintain good eye health, and the majority of respondents 47.3% answered "strongly agreed ",

13% strongly disagreed, 5.5% disagreed, 6.5% were neutral, 27.8% agreed.

The fourth section asks whether respondents are comfortable discussing their vision problems

with their parents or guardians, and the majority of respondents 165 (41.3%) answered

"STRONGLY AGREED", 14% strongly disagreed, 5.3% disagreed, 10.5% were neutral, 28.5 %

agreed. This finding is important because it suggests that many respondents feel comfortable

discussing their vision problems with their parents or guardians, which can help in promoting

early detection and intervention.

The final section asks whether respondents believe that refractive errors can negatively impact

their academic performance, majority of the respondents 34.3% ticked "STRONGLY AGREED",

29.8% agreed, 10.5% were neutral, 8.5% disagreed while 16.5% strongly disagreed. This finding

is significant because it highlights what the respondents think about the potential impact of

refractive errors on academic performance, which can have long-term consequences for an

individual's education and career prospects.

From table 4.5, the first section of the table asks whether respondents have ever experienced any

visual disturbances, and the majority of respondents 224 (56%) answered "No" while 43%

answered yes. This finding is significant because it suggests that a significant proportion of

respondents have not experienced any visual disturbances, which can gave an insight for the

prevalence and burden of refractive errors in the population.
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The second section asks whether respondents have sought professional help for any visual

disturbances, and the majority of respondents 74.3% answered "No" while 24.3% answered yes.

This finding is important because it highlights the potential underutilization of eye care services

among young people, which can have implications for the early detection and intervention of

refractive errors.

The third section asks whether respondents have ever been prescribed with glasses or contact

lenses, and the majority of respondents 66% answered "Not applicable" while 16% answered yes

and 18% answered no. This finding is significant because it suggests that a significant proportion

of respondents have not been prescribed with corrective eyewear, which can have implications

for the accessibility and affordability of eye care services and the percentage of those who do not

wear their correction is slightly higher than that of those who wear theirs.

The fourth section asks whether respondents who have been prescribed with glasses or contact

lenses wear them, and the majority of respondents or 84% answered "Not applicable", 11.5%

wear their prescribed spectacles while 4.5% of the respondents do not wear theirs. This findings

shows that most of the population who have been prescribed with spectacles wear their

correction and also a lot of the respondents have not been prescribed with spectacle wear.

The fifth section asks respondents who do not wear their prescribed corrective eyewear why they

do not wear them, and the majority of respondents 3% answered "I do not like the way it (the

glasses) makes me appear", 1.5% felt it did not make any difference, 1.5% said they had

headaches with it, 0.8% lost their glasses, 1.5% said their parents would not want them to wear

and 1.5% said it made their eyes go bad. This finding is significant because it highlights the

potential barriers to treatment adherence.
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From the final section on those who have regular eye examinations, 17.5% said they had regular

eye examination to monitor their vision while majority of the respondents 82% do not have

regular examination to monitor their vision. This finding is way higher than the findings by

Naimah et al (2017) where 39% of the students had never had an eye checkup and the reason for

this could be due to lack of awareness of eye care facilities in Egor LGA.



54

CHAPTER SIX

6.0 CONCLUSION

The study findings reveal that while the knowledge about refractive error was fair a notable

portion still lacks awareness regarding these vision issues, their impact on academic performance,

and the necessity of regular eye check-ups. Regarding attitudes, most respondents have a positive

inclination towards seeking professional assistance for visual problems and recognize the

importance of regular eye exams. However, a significant segment of respondents displays

negative attitudes towards wearing corrective eyewear. Practice towards refractive error was

poor as the results indicate that most respondents have not encountered visual disturbances,

sought professional help, or received prescriptions for corrective eyewear. Among those with

prescriptions, a substantial proportion does not use them.

6.1 RECOMMENDATIONS

1. Regular awareness campaigns at the grassroots level, such as in schools, churches, and

community gatherings, to educate people about the importance of consulting eye care

professionals when needed should be carried out.

2. Adequate informations about available eye care facilities in Egor Local Government Area

should be provided via ocular awareness programs.
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3. Routine based vision screening programs should be carried out in secondary schools to

enhance visual health awareness.

4. Advocating for visits to government officials and policymakers to integrate refractive services

into school eye health programs is also advised.
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APPENDIX

QUESTIONNAIRE

RESEARCH PROJECT QUESTIONNAIRE; INVESTIGATING THE KNOWLEDGE,

ATTITUDES AND PRACTICES REGARDING REFRACTIVE ERRORS OF

SECONDARY SCHOOL STUDENTS IN EGOR LOCAL GOVERNMENT AREA.

Dear participant, my name is Chineye Vivian Nwankwo, a 600l student Optometry Department,

University of Benin.
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Thank you for taking the time to participate in this research project, which is part of my final

year Optometry research project at UNIBEN. Your valuable input will contribute to our

understanding of the factors affecting school-based vision screening programmes in Egor LGA.

Please carefully read the instructions for each question and select the option(s) that best apply to

you by ticking the appropriate box or choosing the most relevant answer.

Section 1: Demographic Information

Please provide the following information:

Age: ______ years

Gender: Male / Female / Other

Grade/Class: _______

Section 2: Knowledge about refractive error

Do you understand what refractive errors ( visual problems) are? Yes ( ) No ( )

Do you know the common types of refractive errors? Pls tick the ones you know: A. Myopia ( )

B. Hyperopia ( ) C. Astigmatism ( ) D. None ( ) E. All ( )

Are you aware that refractive errors can affect academic performance? Yes ( ) No ( )

Do you know that refractive errors can be corrected with eyeglasses or contact lenses? Yes ( ) No

( )

Are you familiar with the importance of regular eye examinations? Yes ( ) No ( )
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Do you know about available eye care services in your area? Yes ( ) No ( )

Section 3: Attitudes to refractive errors

For the following items, we ask you to mark only one number that corresponds to your answer,

as follows:

1: Strongly disagree; 2: I disagree; 3: Neutral; 4: Agree; 5: Strongly Agree

It is important to seek professional help if I experience visual disturbances. 1( ) 2( ) 3( ) 4( )

5( )

I believe that wearing eyeglasses or contact lenses can improve my vision. 1( ) 2( ) 3( ) 4( )

5( )

I think regular eye examinations are necessary to maintain good eye health.1( ) 2( ) 3( ) 4( )

5( )

I am comfortable discussing my vision problems with my parents/guardians.1( ) 2( ) 3( ) 4( )

5( )

I believe that refractive errors can negatively impact my academic performance. 1( ) 2( ) 3( )

4( ) 5( )

Section 4: Practices towards refractive error

Have you ever experienced any visual disturbances (e.g., blurred vision, difficulty reading or

seeing the board) Yes ( ) No ( )
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Have you sought professional help (e.g., visited an eye doctor, optometrist) for any visual

disturbances.

Yes ( ) No ( )

Where you ever prescribed with glasses or contact lens? Yes ( ) No ( )

If yes do you wear your glasses or contact lenses? Yes ( ) No ( )

If no. Why don’t you wear them A. It doesn't make any difference( ) B. I feel headaches( )

C I don't like the way it makes me appear ( ) D. I lost the glasses ( ) E. My parents would not

want me to wear them ( ) F. I think they make my eyes go bad ( )

Do you have regular eye examinations (at least once a year) to monitor your vision. Yes ( ) No ( )

Thank you.

Adapted from Ogbu et al (2022).

APPENDIX II

Table showing Age Distribution of Respondents

Age
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val 13 8 2.0 2.0 2.0
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id 14 28 7.0 7.0 9.0
15 117 29.3 29.3 38.3
16 90 22.5 22.5 60.8
17 109 27.3 27.3 88.0
18 29 7.2 7.2 95.3
19 19 4.8 4.8 100.0
Tot
al

400 100.0 100.0

Gender

Frequen
cy Percent

Vali
d

Perc
ent

Cumulative
Percent

Val
id

Male 249 62.3 62.3 62.3
Fema
le

151 37.8 37.8 100.0

Total
400 100.0

100.
0

Class
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

1 147 36.8 36.8 36.8
2 247 61.8 61.8 98.5
3 6 1.5 1.5 100.0
Tot
al

400 100.0 100.0

Do you understand what refractive errors are?
Freque
ncy

Perce
nt

Valid
Percent

Va
lid

14 3.5 3.5
No 177 44.3 44.3
Ye 209 52.3 52.3
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s
Tot
al 400 100.0 100.0

Myopia
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

328 82.0 82.0 82.0
Select
ed

72 18.0 18.0 100.0

Total 400 100.0 100.0

Hyperopia
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

344 86.0 86.0 86.0
Select
ed

56 14.0 14.0 100.0

Total 400 100.0 100.0

Astigmatism
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

282 70.5 70.5 70.5
Select
ed

118 29.5 29.5 100.0

Total 400 100.0 100.0
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None
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

297 74.3 74.3 74.3
Select
ed

103 25.8 25.8 100.0

Total 400 100.0 100.0

All
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

368 92.0 92.0 92.0
Select
ed

32 8.0 8.0 100.0

Total 400 100.0 100.0

Are you aware that refractive errors can affect academic
performance?

Frequen
cy

Percen
t

Valid
Percent

Cumulative
Percent

Val
id

22 5.5 5.5 5.5
No 119 29.8 29.8 35.3
Yes 259 64.8 64.8 100.0
Tot
al 400 100.0 100.0

Do you know that refractive errors can be corrected with
eyeglasses or contact lenses?

Frequen
cy

Percen
t

Valid
Percent

Cumulative
Percent

Val
id

29 7.2 7.2 7.2
No 104 26.0 26.0 33.3
Yes 267 66.8 66.8 100.0
Tot
al 400 100.0 100.0
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Are you familiar with the importance of regular eye
examinations?

Frequen
cy

Percen
t

Valid
Percent

Cumulative
Percent

Val
id

10 2.5 2.5 2.5
No 183 45.8 45.8 48.3
Yes 207 51.7 51.7 100.0
Tot
al 400 100.0 100.0

Do you know about available eye care services in your area?
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

8 2.0 2.0 2.0
No 222 55.5 55.5 57.5
Yes 170 42.5 42.5 100.0
Tot
al 400 100.0 100.0
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Descriptive Statistics

N
Minim
um

Maxim
um Mean

Std.
Deviation

Age 400 13 19 16.07 1.320
It is important to seek
professional help if I
experience visual
disturbances

400 1 5 3.85 1.382

I believe that wearing
eyeglasses or contact
lenses can improve
my vision

400 1 5 3.44 1.491

I think regular eye
examinations are
necessary to maintain
good eye health

400 1 5 3.91 1.387

I am comfortable
discussing my vision
problems with my
parents/guardians

398 1 5 3.78 1.398

I believe that
refractive errors can
negatively impact my
academic
performance

398 1 5 3.57 1.451

Valid N (list wise) 398

It is important to seek professional help if I experience visual
disturbances

Frequen
cy

Percen
t

Valid
Percent

Cumulative
Percent

Val
id

Strongly
disagree

51 12.8 12.8 12.8

Disagree 27 6.8 6.8 19.5
Neutral 28 7.0 7.0 26.5
Agree 118 29.5 29.5 56.0
Strongly
Agree 176 44.0 44.0 100.0
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Total 400 100.0 100.0
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I believe that wearing eyeglasses or contact lenses can improve my
vision

Frequen
cy

Percen
t

Valid
Percent

Cumulative
Percent

Val
id

Strongly
disagree

74 18.5 18.5 18.5

Disagree 40 10.0 10.0 28.5
Neutral 52 13.0 13.0 41.5
Agree 102 25.5 25.5 67.0
Strongly
Agree 132 33.0 33.0 100.0

Total 400 100.0 100.0

I think regular eye examinations are necessary to maintain good eye
health

Frequen
cy

Percen
t

Valid
Percent

Cumulative
Percent

Val
id

Strongly
disagree

52 13.0 13.0 13.0

Disagree 22 5.5 5.5 18.5
Neutral 26 6.5 6.5 25.0
Agree 111 27.8 27.8 52.8
Strongly
Agree

189 47.3 47.3 100.0

Total 400 100.0 100.0

I am comfortable discussing my vision problems with my
parents/guardians
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Valid Strongly
disagree

56 14.0 14.1 14.1

Disagree 21 5.3 5.3 19.3
Neutral 42 10.5 10.6 29.9
Agree 114 28.5 28.6 58.5
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Strongly
Agree

165 41.3 41.5 100.0

Total 398 99.5 100.0
Missi
ng

System 2 .5

Total 400 100.0

I believe that refractive errors can negatively impact my academic
performance

Frequen
cy

Percen
t

Valid
Percent

Cumulative
Percent

Valid Strongly
disagree 66 16.5 16.6 16.6

Disagree 34 8.5 8.5 25.1
Neutral 42 10.5 10.6 35.7
Agree 119 29.8 29.9 65.6
Strongly
Agree

137 34.3 34.4 100.0

Total 398 99.5 100.0
Missi
ng

System 2 .5

Total 400 100.0

Have you ever experienced any visual disturbances?
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

4 1.0 1.0 1.0
No 224 56.0 56.0 57.0
Yes 172 43.0 43.0 100.0
Tot
al

400 100.0 100.0
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Have you sought professional help?
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

6 1.5 1.5 1.5
No 297 74.3 74.3 75.8
Yes 97 24.3 24.3 100.0
Tot
al

400 100.0 100.0

Were you ever prescribed with glasses or contact lens?
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

264 66.0 66.0 66.0
No 72 18.0 18.0 84.0
Yes 64 16.0 16.0 100.0
Tot
al 400 100.0 100.0

If yes, do you wear your glasses or contact lenses?
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

336 84.0 84.0 84.0
No 18 4.5 4.5 88.5
Yes 46 11.5 11.5 100.0
Tot
al

400 100.0 100.0

Q4.5A
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

394 98.5 98.5 98.5
Select
ed 6 1.5 1.5 100.0

Total 400 100.0 100.0
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Q4.5B
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

394 98.5 98.5 98.5
1 3 .8 .8 99.3

Select
ed 3 .8 .8 100.0

Total 400 100.0 100.0

Q4.5C
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

388 97.0 97.0 97.0
1 5 1.3 1.3 98.3

Select
ed 7 1.8 1.8 100.0

Total 400 100.0 100.0

Q4.5D
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

394 98.5 98.5 98.5
1 3 .8 .8 99.3

Select
ed

3 .8 .8 100.0

Total 400 100.0 100.0
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Q4.5E
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

394 98.5 98.5 98.5
1 3 .8 .8 99.3

Select
ed

3 .8 .8 100.0

Total 400 100.0 100.0

Q4.5F
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

394 98.5 98.5 98.5
1 3 .8 .8 99.3

Select
ed

3 .8 .8 100.0

Total 400 100.0 100.0

Q4.6
Frequen

cy
Percen

t
Valid
Percent

Cumulative
Percent

Val
id

2 .5 .5 .5
No 328 82.0 82.0 82.5
Yes 70 17.5 17.5 100.0
Tot
al 400 100.0 100.0
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