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Abstract
Older African Americans have higher rates of vision impairment lower utilization rates of
comprehensive eye care, compared to whites. InCHARGE© is an eye health education program for
this population that promotes prevention through the annual, dilated comprehensive eye examination.
This study, using a pre/post design, evaluated whether InCHARGE imparted knowledge about
prevention and strategies for reducing barriers to care. The program was presented to 85 older African
Americans in 5 senior centers in Montgomery, Alabama. Changes in attitudes about annual eye care
were assessed by a questionnaire before and 3 months after InCHARGE. At baseline most (>85%)
responded it would not be difficult for them to find an ophthalmologist or optometrist, and the exam
cost was not a problem. 25% reported problems finding transportation to the doctor and covering the
eyeglasses cost. 44% reported not having an eye exam in the past year; 13% reported not having one
within 2 years. Three months after InCHARGE those who reported that they could find a way to get
to the doctor increased. After InCHARGE, 72% said they either had received or scheduled an eye
exam. Responses to a question about what was learned from InCHARGE indicated that the
InCHARGE’s key messages about comprehensive eye care were successfully imparted to most. This
study suggests that older African Americans in the urban South have positive attitudes about eye
care, even before an eye health education presentation. Following InCHARGE, they identified
transportation problems less frequently as a barrier, indicated that they learned InCHARGE’s key
message, and had plans for seeking routine, preventive eye care. A next step is to verify through
medical record review the extent to which the high rates of self-reported eye care utilization reflect
behavior.
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Introduction
Blindness and eye disease rates among older African Americans are two times higher than
those of older whites, especially uncorrected refractive error (e.g., myopia, presbyopia),
cataract, glaucoma, and diabetic retinopathy.1-3 The public health challenge is that if these
eye problems had been detected early, much of this disease and vision impairment would be
reversible and preventable with currently available ophthalmic treatments.1-6 For example,
early detection and treatment of diabetic retinopathy can reduce the development and
progression of the disease by at least 50%.4 Benefits to eye health and quality of life have been
reported for early detection and treatment of glaucoma, cataract, and refractive error.7-10
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Previous research has suggested that older African Americans are less likely to receive routine,
comprehensive eye care, when newly emerging eye conditions could be detected and treated
in a timely fashion,11-13 which could be contributing to their higher rates of eye disease and
vision impairment. Factors underlying this lower utilization include inadequate knowledge of
basic symptoms, risk factors, and treatments available, differences in financial resources, and
numerous barriers to receiving eye care such as transportation and cost.14-18

Researchers in other medical specialties (e.g., diabetes, oncology, and dentistry) have
successfully increased health care prevention practices and reduced impairment and disability
through health education programs based in a community’s cultural context.19-21 Thus, it is
reasonable that community-based eye health education programs might likewise be successful.
The literature on health education/promotion in eye care has been sparse, with a few position
papers underscoring its importance,22-24 and a few education initiatives25-28 and eye health
screening studies.29, 30 There have been very few scientific evaluations of existing programs
published in the peer-review literature. Providing eye health educational resources (booklet,
video, phone counseling) in a clinic where eye care services are available doubled the eye exam
rate among African Americans.25 A multimedia campaign in California combined with patient
interaction increased the use of eye care services.27 It remains to be determined if eye health
education initiatives targeted at elderly African American would have a similar positive
outcome. A vision screening initiative in the community found only moderate success in getting
those African Americans who underwent vision screening to subsequently go for complete eye
exams. Screening by itself does not serve as comprehensive health education, leading to health
behavior change.31-34 Thus it is probably unrealistic to expect vision screening initiatives on
their own to raise the African American community’s awareness of the importance of routine,
preventive eye care and lead to prevention practices.

Here we describe the first step in evaluating an eye health education program tailored for older
African Americans. The program is called InCHARGE©, which stands for In Communities
Helping African Americans Receive General Eye Care. It is designed for administration in a
group setting in the community, such as in senior centers where older adults congregate. The
primary message of InCHARGE is eye disease prevention through the annual, dilated
comprehensive eye examination and strategies for removing barriers to care. The purpose of
this study is to examine whether InCHARGE imparts knowledge to the target audience about
the importance of preventive eye care and strategies for overcoming barriers to eye care.

Methods
The Montgomery Area Council on Aging facilitated our efforts in contacting 5 senior centers
in metropolitan Montgomery that served predominantly African American communities and
were open between May and July 2007. All 5 centers were located within churches. The
Institutional Review Board at the University of Alabama at Birmingham approved the study
protocol.

Approximately 1 week before the InCHARGE presentation at a senior center, posters
announcing the upcoming event were posted, and brochures providing information on the
purpose of InCHARGE were made available at the center’s front desk. The health educator,
who would be delivering the presentation, visited the center before the day of the event to
introduce herself to the center staff and to become familiar with the room set-up where
InCHARGE would be held. In addition to the health educator who delivered the presentation,
the InCHARGE team consisted of 2 to 3 assistants who helped greet attendees and assisted
with distributing a short 7-item questionnaire to all attendees before the presentation began.
The self-administered questionnaire asked about attitudes, beliefs, and perceived barriers with
respect to issues involved in going to the ophthalmologist or optometrist, including “If you

Owsley et al. Page 2

J Natl Med Assoc. Author manuscript; available in PMC 2009 September 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



wanted to see an eye doctor, would it be hard to find one?”, “If you had an appointment at an
eye doctor, would you have a way to get there?”, “Is the cost of having an eye exam a problem
for you?”, “If you need to get new eye glasses, would cost be a problem for you”, “Are you
comfortable talking to the eye doctor about your eyesight?”, “Do you think it is important to
go to the eye doctor every year?”, and “Do you think the eye doctor cares about your eyesight?”.
The response options were “yes” or “no”. Two additional items asked the respondent about
the last time when he/she visited an eye doctor and about the quality of his/her eyesight
(response choices of excellent, very good, good, fair, and poor).

The InCHARGE presentation started after all questionnaires were collected. The instructor
stood in front of the group, and an easel was set up in front of the room and displayed a sequence
of posters conveying key messages and themes of InCHARGE, synchronized in time with the
instructor’s remarks. The presentation lasted 45 minutes and was interactive in that the
instructor often posed questions and solicited comments from the audience to facilitate
audience participation and rapport. As attendees left the event, each received a tote bag
containing a booklet summarizing the InCHARGE key points made, contact information for
ophthalmologists’ and optometrists’ offices and transportation services in their area, and a
coupon from area optical shops for the purchase of new eyeglasses. Table 1 lists the content
domains addressed by the InCHARGE curriculum. The curriculum’s content was based on the
results of a content analysis of the discussions in focus groups with older African Americans
in Birmingham and Montgomery, Alabama;16 the topic of discussion in these groups was
attitudes and beliefs about vision and eye care and about the perceived barriers to care. Its
structure was based on the empowerment model,35 the Health Belief Model,33 and Social
Learning Theory.34

Three months after the InCHARGE presentation, an interviewer telephoned attendees in order
to repeat the 7-item questionnaire administered before the class. Additional questions were
also asked about whether the person sought a comprehensive eye exam in the three-months
since the class, whether the exam was worthwhile, whether they used the resource book sent
home, what they learned from the class, and what were their eye care plans for the next two
years.

Results
Eighty-five older African Americans attended one of the presentations. Group size at the five
senior centers where InCHARGE was held varied from 9 to 24 attendees (mean 17). The
average age was 77 years old (SD 9) and ranged from 52-100 years old. When asked when was
the last time they visited an eye doctor for an eye exam, 56% of attendees reported that it was
within the last year, and 31% reported within 1 to 2 years. Twelve percent reported their last
visit to the eye doctor was more than 2 years ago and 1% reported never having been to an eye
doctor. Participants’ self-rating of their eyesight was 5% reporting excellent, 32% very good,
46% good, 12% fair, and 5% poor.

All 85 attendees provided responses on the pre-event questionnaire. At the three-month
telephone follow-up, 71 participated; the remaining 14 did not participate because they
declined to participate (8), had no memory of attending the class (1) or could not be contacted
by telephone (2 with no answer after 10 call-attempts, 3 invalid phone numbers). Figure 1
displays the results from the 7-item questionnaire on attitudes and beliefs about eye care, before
and three-months after InCHARGE. Before the presentation, the vast majority of attendees
displayed positive attitudes about going to the eye doctor annually (89%), communicating with
the eye doctor (89%), finding an eye doctor (91%) and covering the cost (87%) and
acknowledged that the eye doctor cares about their eyesight (100%). Percentages were lower
for items addressing they had a way to get to the appointment (76%) and the cost of eyeglasses
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was not a problem (73%). Three months following InCHARGE, the percentage of attendees
expressing positive attitudes about eye care increased, even for those positive responses that
were at high rates to begin with before InCHARGE. However, only one of these increases was
statistically significant, the percentage of those who said they had a way to the eye appointment
(p=0.04)

With respect to eye care utilization in the three months following InCHARGE, 72% (51 of 71)
of those interviewed indicated that they either had a comprehensive eye exam by an
ophthalmologist or optometrist since InCHARGE (40), or had made an appointment for one
(11). All 40 of those persons who had undergone a comprehensive exam since InCHARGE
reported it worthwhile. Sixty-four percent reported receiving a new prescription for eyeglasses
during the exam, although less than half (44%) who received a prescription reported getting it
filled. Of those who did not undergo an exam or did not set up an appointment after InCHARGE
(n = 20), their reasons for not doing so were that they saw no reason to go for a comprehensive
eye exam (8), they had not gotten around to it yet (7), or they went to the eye doctor shortly
before the InCHARGE class (5).

Table 2 lists how participants responded to the question “What was the most important thing
you learned from the InCHARGE class?” Responses fell into 7 categories, with 75% of
respondents (55 of 71) identifying messages presented at the class. In order from most to least
frequent message conveyed, these were the importance of getting an eye exam, obtaining
information on common eye conditions, that the eye exam should occur every year, importance
of that exam being a dilated exam, establishing good communication with the doctor, and other.
Twenty-five percent of respondents (18 of 71) were unable to identify what they learned, even
though they attended the class.

Table 3 lists how participants responded to the question “What plans do you have for your eye
care in the next two years?” Responses were grouped into two categories, those that were
consistent with the main messages of the InCHARGE curriculum, and those that were
inconsistent. Results were that 87% of respondents (62 of 71) identified plans for the future
consistent with InCHARGE’s key messages, with most centering on a plan for routine eye care
by an eye specialist. The remaining 13% (9 of 71) did not provide a response in line with
InCHARGE’s key message of preventive routine eye care.

Discussion
These results suggest that, even before an eye health education class, older African Americans
living in the urban south who attend senior centers had generally positive attitudes about
seeking eye care, consistent with previous focus groups.16 Over 85% of those surveyed stated
they agreed it was important to seek annual care from an eye doctor, felt comfortable talking
to the doctor, and could find and cover the cost of an eye doctor appointment. On the other
hand, there was less affirmation they could find transportation to the appointment. Previous
research has suggested that finding transportation to healthcare appointments remains a
challenge for older adults because driving cessation is more common among the elderly,36,
37 and even for those who do drive, driving exposure is often limited to highly familiar routes
close to home.38, 39 The cost of eyeglasses was a concern for about ¼ of those surveyed.
Medicare does not cover the cost of spectacle frames or lenses, except following cataract
surgery, and thus for many older adults, eyeglasses are an out-of-pocket expense.

Positive attitudes about seeking eye care, finding and communicating with an eye doctor, and
covering the appointment’s cost were pervasive in the sample, creating a ceiling effect at
baseline. Thus, an increase in the percentage of participants expressing positive attitudes in
these areas following InCHARGE could not be observed. However, our post-InCHARGE
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survey revealed the program had a positive impact on attitudes about transportation problems
in that there was an increase in the percentage of attendees at the three-month follow-up who
indicated that they could find a way to the appointment. This suggests InCHARGE successfully
conveyed strategies for reducing transportation barriers (e.g., asking family/friends for ride,
using community transportation services).

Before InCHARGE, about half of attendees (56%) reported having an eye examination by an
eye doctor in the previous year. Although our sample size is small, this eye care utilization rate
for older African Americans is similar to those reported for larger sample studies that also used
self-report methods.12, 13 Given the higher rate of vision impairment among older African
Americans as compared to other segments of the population, that half of older African
American may not be receiving annual eye care is cause for concern. An important question
is to what extent self-reported eye care utilization rates by older African Americans reflect
actual use, but there are no studies that have addressed this issue. Many studies have examined
the relationship between self-reported health care utilization (not just eye care) and actual
utilization, largely in older adult populations, finding that self-report data have highly variable
accuracy.40 This body of work has not focused on utilization by older African Americans.

Three-months following InCHARGE, ¾ of attendees reported they received an exam since
InCHARGE or had one scheduled for the near future. These results suggest InCHARGE may
have been effective in influencing behavior to seek comprehensive eye care. However, given
that previous research suggests uncertainty about the accuracy of self-reported health care
utilization, further research is advisable to confirm that medical records verify these self-
reported visits to the eye care specialist.

In response to the question about what they learned from InCHARGE, the vast majority stated
one of the curriculum’s key messages about the routine use of comprehensive eye care or
strategies for removing barriers to care. When asked about plans for the future and eye care,
most acknowledged they would seek care on a routine basis. These responses are encouraging
since they were spontaneously generated answers, rather than choosing among multiple-choice
options.

This study suggests that the InCHARGE curriculum conveys and reinforces information about
the preventive importance of routine comprehensive eye care to older African Americans and
may influence their seeking of eye care. This study was conducted in metropolitan
Montgomery, Alabama. The older African Americans from this region who attended displayed
generally positive attitudes about eye care even before participating in InCHARGE, and thus
were near ceiling on some outcomes of interest. Thus they may not have been the ideal
population for testing the responsiveness of InCHARGE. Our next step is to explore
InCHARGE’s responsiveness among older African Americans in rural counties, where vision
impairment rates are even further exacerbated and perceived barriers to care are more
numerous.
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Figure 1.
Percentage of attendees agreeing with statements about eye care before and three months after
participating in InCHARGE.
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Table 1
InCHARGE© curriculum

Key Components

Being InCHARGE of your eye health

 Understanding prevention

  What is prevention and why it is advantageous to health

  How a comprehensive eye exam can be a way to prevent eye problems

 Common eye problems for older African Americans

  Blurry vision (near-sightedness, far-sightedness, presbyopia, cataract)

  Glaucoma

  Diabetic Retinopathy

 What does a comprehensive eye exam involve

  Parts of the eye your doctor may discuss with you

  What does “dilated” mean; why is it important to have your eyes dilated

  The difference between a comprehensive eye exam and a vision screening

  Why it’s important to get a comprehensive eye exam every year

Being InCHARGE of solving common challenges

 How to find an eye doctor

  What is an ophthalmologist; optometrist; optician

  Resource list for eye doctors in your area.

  Making and keeping the appointment

 How to find transportation to the eye doctor

  Transportation services in your area if you don’t drive or family/friend can’t take you

 Covering the cost of your comprehensive eye exam

  Medicare and Medicaid: What do they cover

  If you don’t have health insurance: a resource list for eye care services

 Communicating with your doctor

  Your rights as a patient

  Being a good listener

  If you have questions, ask them.

  Before the doctor leaves the room …

  Building trusting relationship with your doctor

Being InCHARGE of your eye care future

 Setting a goal to have a dilated comprehensive eye exam every year

 Be InCHARGE; Steps 1, 2, and 3

 Making the commitment to your eye health
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Table 2
At follow-up, how participants responded to the question “What was the most important thing you learned from the
InCHARGE class? (N=71)

Categories of Response and Examples Frequency of
Category

Importance of getting eye examination 17

 “It’s important to have your eyes checked”

 “It’s important to get an eye exam”

Obtained information on eye care and common eye conditions in older adults 13

 “I learned a lot about cataract and glaucoma”

 “To take good care of your eyes”

Importance of getting eye examination every year 10

 “Get eyes checked yearly to prevent something being wrong with eyes”

 “Learned how important it is to see an eye doctor every year”

Importance of getting eyes dilated during exam 5

 “Make sure you get your eyes dilated when you go”

 “It is important to get your eyes dilated”

Establishing good communication with eye doctor 4

 “Be frank with your doctor; express how your eyes feel”

 “Be comfortable with doctor; ask the doctor questions”

Other 4

 “I can use the discount coupon for eyeglasses at the optical shop”

 “Keep your glasses clean”

Don’t know 18

 “I can’t remember”
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Table 3
At follow-up, how participants responded to the question “What plans do you have for your eye care in the next two
years?” (N=71)

Categories of Response and Examples Frequency of
Category

Responses consistent with InCHARGE 62

 “To get my eyes checked once each year”

 “To keep getting my eyes checked”

 “Follow-up on appointments”

 “To continue to see my doctor and use my eye drops”

 “To keep my appointment and keep a watch on my cataracts”

 “Because of severe vision loss, hoping not to go completely blind so I will
  keep my appointments”

 “Have my eyes checked at least yearly and more often if necessary”

 “Continue to see my ophthalmologist”

 “See my optometrist as often as needed”

Responses inconsistent with InCHARGE 9

 “Will go to doctor only if my eyes worry me”

 “No plans; if anything goes wrong, I will go to the doctor then”

 “Not certain”

 “Just hope my eyes are good”

 “Don’t have plans”
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