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WORLD VIEW

Willingness to pay for cataract surgery in Kathmandu valley
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Aim: A cross sectional study was carried out on 78 screened cataract patients of two screening camps in
Kathmandu valley, Nepal, to assess the willingness to pay for cataract surgery.

Methods: A non-probability sampling technique with open ended and close ended questionnaires was
used.

Results: The average age of patients was 68.8 years. The ratio of men and women was 0.9:1. 42.3% (33)
of patients were willing to pay for cataract surgery. Among them 48.5% (16) of people were willing to pay
less than $13 and 51.5% (17) were willing to pay more than $13. The mean was $2.3 (SD $15.5) per
case. Patients with bilateral cataract were more willing to pay than unilateral cases. Poverty (44.4%, 20)
was the main barrier for unwillingness to pay for cataract surgery. Other reasons were the lack of fdmi|y
support (28.9%, 13), lack of knowledge of surgery and belief that it was an unnecessary procedure
(15.6%, seven), and waiting for a free surgical service (11.1%, five).

Conclusion: This study clearly indicates that although there was awareness of the availability of treatment
and services provided within the reach, people are not willing to pay for the surgery and use the facility
primarily because of poverty. Hence, to change patients’ attitudes, a more holistic approach is needed,
keeping in view the cultural, social, and economic background of the society.

orldwide, 16 million people are blind because of
Wcataracts and the burden of blindness is higher in
developing countries' and Nepal is no exception.”

Cataract surgery has become one of the most common cost
effective ambulatory elective surgical procedures as a result of
increased technology and anaesthesia costing less than $20.
However, in many parts of the world, people are still in
darkness, unable to utilise this technology.

Many studies show the magnitude of cataract prevalence
in the community**> including a few studies published from
Nepal,® 7 but no study has been carried out in this country to
assess the willingness to pay for this sight giving procedure.
Hence this study was carried out for the first time in Nepal to
determine patients” willingness to pay for cataract surgery.

PATIENTS AND METHODS

A total of 78 cataract cases were selected from 705 examined
from two screening eye camps of Kathmandu valley, Nepal
(Sankhu Village Development Committee and Bhaktapur
Municipality). All selected cases had vision less than 6/60 in
one or both eyes. These two places are within half an hour
drive with good transport links from Kathmandu city.
Kathmandu city has all the facilities of excellent eye surgical
services and the people of these two localities can easily
access them. A non-probability sampling technique was used
for sampling. The study design was cross sectional study
containing both open ended and close ended questionnaires.
Pretest was done in same types of communities. Local data
enumerators were selected and trained at Tilganga Eye
Centre. Willingness of patients was divided into two
categories: willing to pay less than $13 and more than $13.
Maximum and minimum amounts willing to be paid by
patients were also noted.

RESULTS

The average age of patients was 68.8 years; 46.2% (36)
patients were male and 53.8% (42) were female (0.9:1).
Women had more severe visual impairment than men. About
61% (47) of patients were farmers, and 81% (63) were
illiterate. In all, 43.6% (33) of patients were willing to pay for

cataract surgery. Among them 48.5% (16) of people were
willing to pay less than $13 and about 51.5% (17) were
willing to pay more than $13. The minimum and maximum
amounts they were willing to pay was $1.3 and $76
respectively. The mean amount women were willing to pay
was $2.3 (SD 15.1) and for men it was $13 (SD $19.9). The
overall mean amount people were willing to pay was $7 (SD
$15) per case. However, the median was zero. Bilateral cases
were more willing than unilateral. Illiterate patients were less
willing to pay than literate. Poverty (44.4%, 20) was the main
reason for the unwillingness to pay for cataract surgery.
Other reasons were the lack of family support (28.9%, 13),
lack of knowledge of surgery and belief that it was an
unnecessary procedure (15.6%, 7), and waiting to have a free
surgical service (11.1%, 5); though they were almost blind
with vision less than 3/60 (see Fig 1).

DISCUSSION
The high backlog of cataract blindness is due to ageing in the
developing countries even though cost effective cataract
surgery has been well defined in these regions.’ ©

The reasons for willingness to pay in the developed and in
the developing countries are not comparable. In industria-
lised countries, the main reason people were willing to pay is
to reduce the waiting time of surgery,®' whereas in the
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Figure 1 Reasons for patients being unwilling to pay for cataract

surgery.
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developing world patients with almost blinding vision are not
willing to pay even with services provided within their reach.
Primary barriers are poverty, lack of family support, and lack
of knowledge. A substantial number of subjects in this study
were not willing to pay even $13 for the sight giving surgery.
These socioeconomic barriers are similar to other studies
reported from Nepal and other developing countries.®” ''*"

We also found that women were less willing to pay than
men. This is probably the result of the patriarchical society
prevalent in Nepal and, as reported earlier,’ "’ the male
population is more mobile, whereas the female population is
traditionally more confined to the household.

Bilaterally blind people were more willing to pay for the
surgery than unilaterally blind patients. The patients with
bilateral cataracts were desperate to have good vision to lead
their daily lives whereas those with unilateral cataract and
good vision in the other eye were not bothered, despite the
vision in the eye with cataract being just hand movements.
Nearly all patients were unaware of the complications of
mature cataracts.

Most of them were waiting for free surgical camps in their
locality even though they were blind with vision of less than
3/60. Moreover, Kathmandu city with all the modern surgical
facilities is just half an hour drive with good transport links.

Poverty and lack of family support were the main barriers
for the unwillingness, because the costs of travel to the
hospital and of the follow up care are high. Additionally, the
wage earning hours lost by the family made them reluctant to
take scarce resources away from their children and other
productive family members and use them for their old
visually impaired family member who may not become
economically independent.

The above findings prove that the unwillingness to pay is
primary because of poverty, illiteracy, and lack of family
support. The most important determinant for improving the
surgical uptake with willingness to pay for surgery in the
future will be the real changes in the economy of the country
and an improved adult literacy in the community, especially
among the female population.

CONCLUSION

This study clearly indicates that, even with awareness of the
availability of treatment and good services provided within
the reach of patients, people are not willing to pay for the
cataract surgery and use the facility, because of poverty.
Hence to change attitudes, a more holistic approach is
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needed, keeping in view the cultural, social, and economic
background of the society.
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