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Abstract 
Background: Odot is the head-quarter of Nsit-Atai local government, 70 kilometers from Uyo, the 
Akwa-Ibom state capital. About 5000 population has a Comprehensive Health Center, a Primary 
Health Centre and 2 Health Posts to meet its enormous health needs. Additionally, the workers in 
these health facilities are neither trained nor equipped to render eye care services. Patients with 
systemic diseases with potentially debilitating effects on vision come to the urban tertiary referral 
health center at terminal blinding stages. This trend requires an urgent attention to curb diabetic 
blindness among often vibrant working population. Objective: To explore how scheduled vision 
screening exercises can help reduce blindness from diabetic mellitus in this rural community. 
Methodology: Major databases including National library of Medicine PubMed were searched for 
relevant data. Additional information was obtained by on-sight assessment of the index commu-
nity. Conclusion: From community health standpoint, vision screening remains a cheap avenue to 
arrest diabetic blindness in Nsit-Atai and similar set-ups around the world. 
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1. Introduction 
Diabetic mellitus (DM) is a metabolic disease that remains a major cause of blindness globally. DM has been a 
source of concern to the developed world having been linked with debilitation and mortality. With the change in 
lifestyle which has not spared rural communities in developing world, diseases that are known to be uncommon 
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in this environment have continued to be sources of economic drain to an already impoverished population [1]. 
The incidence and prevalence of blindness is much lower in populations where screening for diabetic eye dis-
ease has been established compared to diabetic populations without screening [2]-[5]. Screening programs are 
economically viable as the costs of treating diabetes constitute a huge economic burden. Furthermore, treatment 
of late disease is fraught with failures, loss of man-hour and issues that border on compliance to regimented 
treatment schedules. This paper explores a broad-based community approach to vision screening in a typical 
Nigerian rural settlement. It is expected that the information derived from the article will be applicable to similar 
populations around the world towards eye health promotion and curbing avoidable blindness.  

2. Magnitude of the Problem 
DM is a well-known major public health problem world-wide [6]. Due to a lack of proper awareness and health 
education, diabetes sufferers are particularly prone to complications of which ocular complications are most dis-
tressing [7]. International Diabetes Federation reported that cases of DM in Africa have nearly doubled to more 
than 7 million within the past 15 years [8]. Nwafor et al. [9] have established that Nigerians have the propensity 
to have DM. The growing adoption of Western lifestyle is a plausible contribution. According to Adefemi [10], 
it has been estimated that the number of people with diabetes in Nigeria is presently over 1.5 million. This is an 
indication that the disease is spreading widely and silently in the country.  

The percentage of undiagnosed cases of DM was 18.9% in a Port-Harcourt study [9]. This is expected to be 
much higher in a rural community like Nsit-Atai, with dearth of health facilities. Duration of DM is the single 
most important risk factor to developing diabetic retinopathy (DR), a visually devastating ocular complication of 
diabetes. Forster reported that DR contributed 5% to global blindness [11]. This trend was reported in Nigeria 
with DR constituting a major cause of blindness in an Onitsha hospital-based study [12]. 

3. Community-Based Vision Screening among Rural Diabetics 
3.1. Sources of Program Financing 
Many avenues abound to raise funds for vision screening programs. Broadly speaking, governmental and non- 
government organizations are available sources in resource-limited economies of developing world. The impacts 
of international agencies like Sight-Savers International, Helen Keller Foundation among others have continued 
to be felt in sub-Saharan Africa and beyond. Politicians at the local government level, community representa-
tives in state and federal legislative houses are yet untapped areas. Indeed, a compromise that allows screening 
programs to be tagged with the slogan or with the name of a popular politician to solicit for sponsorship can eas-
ily be reached. 

3.2. Community Entry and Advocacy 
In sponsored program, the sponsors can ease access to the community especially if they come from that commu-
nity. Key to acceptance of community-based health interventions is the approach such interventions are pre-
sented to the target population. Opinion leaders, traditional rulers, political leaders, religious leaders, age groups, 
representative of market women among others are members of the community that can be approached to en-
hance community participation. Advocacy visits to influential persons and groups will also help dispel fears and 
anxiety of a program by non-members of the community. 

3.3. Training of Team Members 
Team member will include staff of the community health facility and eye care workers from outside the com-
munity. These eye care workers will include ophthalmologists, optometrists, ophthalmic nurses and support staff. 
Primary eye care worker can be integrated into the existing health facility. Community volunteers can be trained 
to alert on sinister ocular signs and symptoms. By engaging members of the community, there is community 
participation and ownership. 

3.4. Execution of Program 
The duration of actual screening exercise will depend on the target population. A few days are often sufficient 
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based on the resources available. It is not feasible to conduct vision screening on all participants. Therefore, 
those with history of DM or abnormal sugar level confirmed with glucose strip test should have vision screen-
ing. 

Program should be executed when the community members will be most available. It should not be during 
traditional festivals, market days or days when community members will have statutory engagements. Docu-
mentation is key to enable program evaluation. Participants’ data should include: demographic profile, Body 
Mass Index (BMI), duration of DM, metabolic regulation (glycosylated haemoglobin), presenting systemic 
complications traceable to DM (e.g. amputation), and associated systemic hypertension, information of diabetic 
treatment including compliance.  

Record of previous eye disease or treatment (cataract, glaucoma, glasses, and trauma) is also vital. Screening 
should include visual acuity determination with Snellen’s chart (both literate and illiterate charts), pen light ex-
amination of the anterior segment of the eye and dilated fundoscopy. Glasses, antibiotics and anti-allergic drugs 
can be dispensed free to those in need. This will encourage more people to participate. Identified cases of di-
abetic eye disease or those with long duration of DM, 10 years and above are referred to the urban tertiary center 
for follow-up and treatment under a sponsored or subsidized scheme. 

3.5. Barriers to Early Hospital Presentation among Diabetics in Rural Communities 

Economic wherewithal has been the bane of seeking early medical attention in impoverished nations of Africa 
and Asia [13] [14]. Lopsided distribution of healthcare services whereby eye care providers tend to be found in 
the cities, dissuading peer group, ignorance about availability of treatment for a compromised vision play addi-
tional key roles. Socio-cultural beliefs that attach supernatural forces to medical conditions have continued to 
thwart concerted efforts to prevent avoidable disability and mortality in our African settings. 

3.6. Accessing Hard to Reach Members of the Community 

Some members of the society could be difficult to access. This could be due to previous unpleasant experience 
with similar programs, ignorance, and skepticism about a program organized by unknown people. A town crier 
is a designated member of the community that goes round in early morning hours to inform them of a new de-
velopment using a megaphone. Services of a town crier, regional radio and television programs and posters can 
be useful. 

3.7. Monitoring 

There should be clear indicators for monitoring and program improvement, and to measure success and chal-
lenges. It should also make provision for independent evaluation by governmental agencies and program spon-
sors.  

3.8. Program Evaluation 

This involves collecting relevant data from patients with DM or family members, available health records, and 
program participants. Observation, opinionnaires, questionnaires are additional tools for data gathering. The data 
should be analyzed using simple statistics that can easy be understood. The outcome of evaluation could be pre-
sented to agencies for sponsorship of future programs or ploughed back into future programs. Importantly, trust 
is established between program sponsors and executors when evaluation shows accountability. 

4. Conclusion 
The current gap between eye care providers and the many cases of diabetic blindness is unacceptable, and could 
be best bridged through community-based vision screening. Given the dysfunctional nature of eye care systems 
in many impoverished parts of the world, it could be best bridged through the establishment of permanent eye 
care structures and services that feed well-equipped facilities in urban centers at no cost or affordable cost. Fur-
thermore, these facilities should be acceptable socio-culturally to the target community to enable unfettered pa-
tronage.  
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