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ABSTRACT 

	Background: Eye diseases remain a major public health challenge, particularly in low- and middle-income countries where socio-cultural beliefs and socio-economic conditions frequently influence health-seeking behaviour. Delayed utilisation of appropriate eye care services contributes to preventable visual impairment and blindness. The aim of this study was to assess the influence of socio-cultural and socio-economic factors on the health-seeking behaviour of individuals with eye diseases.
Methodology: A descriptive cross-sectional study was conducted among 400 respondents using a structured questionnaire to obtain information on socio-demographic characteristics, health-seeking behaviour, socio-cultural beliefs, and socio-economic factors influencing treatment choices. Data were analysed using descriptive and inferential statistics. Statistical significance was set at p < 0.05.
Results: Males constituted 68.75% of respondents, while 42.75% earned less than ₦30,000 monthly and 32.75% had no formal education. Native doctors (30.0%) and prayer houses (25.0%) were more frequently consulted as the first source of treatment than eye clinics (8.75%). Most respondents (86.5%) reported that socio-cultural factors influenced their treatment decisions, with witchcraft beliefs (49.5%) being the predominant influence. Traditional medicine (40.0%) and prayer (37.0%) were the most culturally expected responses to eye disease. Socio-economic factors influenced healthcare decisions in 84.25% of respondents, with income (69.75%) and treatment cost (46.25%) identified as the major determinants. Socio-cultural factors were negatively correlated with hospital consultation (r = –0.991, p < 0.05) but positively correlated with consultation of traditional practitioners (r = 0.921, p < 0.05). Conversely, socio-economic factors showed a positive correlation with hospital consultation (r = 0.930, p < 0.05). The combined influence of socio-cultural and socio-economic factors on health-seeking behaviour was strong (r = 0.895).
Conclusion: Socio-cultural beliefs and socio-economic conditions significantly influence health-seeking behaviour among individuals with eye diseases. Community-based health education, improved affordability and accessibility of eye care services, and culturally sensitive interventions are essential to promote early utilisation of orthodox eye care and reduce avoidable visual impairment.
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1. INTRODUCTION 
Visual impairment remains a major global public health challenge despite substantial advances in ophthalmic diagnosis, treatment, and preventive eye care. Vision is essential for education, employment, mobility, communication, social participation, and independent living; therefore, vision loss has profound physical, psychological, social, and economic consequences for individuals, families, and healthcare systems (World Health Organization [WHO], 2019; Burton et al., 2021). The World Health Organization estimates that at least 2.2 billion people worldwide live with near or distance vision impairment, with at least one billion cases being preventable or unaddressed because of inadequate access to eye care (WHO, 2019). Although age-standardised rates of blindness have declined, the absolute number of affected individuals continues to rise due to population growth and ageing (Bourne et al., 2021; Steinmetz et al., 2021). Uncorrected refractive errors and cataracts remain the leading causes of vision impairment, while glaucoma, diabetic retinopathy, age-related macular degeneration, corneal opacities, and retinal diseases are the major causes of irreversible blindness (Steinmetz et al., 2021). The increasing prevalence of diabetes mellitus and longer life expectancy are expected to further increase the burden of vision-threatening eye diseases (Burton et al., 2021; Flaxman et al., 2017; Steinmetz et al., 2021). Despite effective interventions, millions continue to experience avoidable vision loss because of limited access to affordable, timely, and quality eye care services (WHO, 2019; Burton et al., 2021).
The burden of avoidable blindness disproportionately affects low- and middle-income countries (WHO, 2019; Burton et al., 2021). In sub-Saharan Africa, shortages of skilled eye care personnel, inadequate infrastructure, poverty, poor transportation, and weak health financing continue to limit access to essential eye care (Burton et al., 2021). Nigeria bears one of the highest burdens of blindness in Africa, with cataract remaining the leading cause, followed by glaucoma, corneal diseases, and uncorrected refractive errors (Abdull et al., 2009). Recent evidence indicates that eye care utilisation in Nigeria is hindered by high treatment costs, poor awareness, long travel distances, cultural and religious beliefs, limited family support, and weaknesses within the healthcare system (Maduakolam et al., 2026). A recent systematic review of 18 Nigerian studies identified financial constraints as the most consistent barrier to eye care utilisation, while education, age, geographical accessibility, and cultural beliefs also significantly influenced healthcare-seeking behaviour (Maduakolam et al., 2026). Similarly, evaluations of primary eye care implementation in Nigeria have highlighted inadequate service availability, weak referral systems, and poor public awareness as persistent barriers to achieving universal eye health (Aghaji et al., 2018; Burton et al., 2021). These factors contribute to delayed presentation, advanced disease at diagnosis, poorer treatment outcomes, and an increased burden of avoidable blindness. Recent Nigerian studies likewise document constrained uptake of eye-care services, with affordability, distance, socioeconomic characteristics, and service-delivery barriers influencing utilisation (Ezinne et al., 2023; Nwachukwu et al., 2024; Chukwukaodinaka et al., 2025).
Health-seeking behaviour is a key determinant of the prevention, early diagnosis, and effective management of visual impairment. It refers to the decisions and actions individuals take from recognising symptoms to utilising appropriate healthcare services (MacKian, 2003). Early diagnosis and appropriate treatment can prevent avoidable vision loss and slow the progression of irreversible eye diseases, thereby preserving visual function (Burton et al., 2021; Steinmetz et al., 2021). Nevertheless, delayed utilisation of orthodox eye care remains common in many low- and middle-income countries, including Nigeria (Ramke et al., 2017; Burton et al., 2021). 
Socio-cultural and socioeconomic factors strongly influence health-seeking behaviour by shaping perceptions of eye disease, treatment preferences, and access to healthcare. In many African communities, visual impairment may be attributed to spiritual or supernatural causes, leading affected individuals to seek care from traditional healers, herbal practitioners, or religious leaders before consulting qualified eye care professionals, thereby delaying definitive treatment (Burton et al., 2021). Socioeconomic factors, including education, income, occupation, health insurance, and place of residence, also determine access to and utilisation of eye care services (Ramke et al., 2017; Maduakolam et al., 2026). Individuals with higher educational attainment generally demonstrate better awareness of eye diseases, greater acceptance of preventive eye examinations, and improved adherence to treatment than those with limited education (WHO, 2019; Burton et al., 2021). Likewise, poverty remains a major barrier because consultation fees, transportation costs, medication expenses, and income loss discourage timely care-seeking (Maduakolam et al., 2026). In addition, deficiencies in Nigeria's primary eye care system, including shortages of trained personnel, inadequate equipment, weak referral pathways, and poor integration of eye care into primary healthcare, continue to limit access to quality ophthalmic services, particularly in rural communities (Aghaji et al., 2018; Aghaji et al., 2021). Community-based evidence from Lagos also indicates that educational attainment is associated with more favourable attitudes and practices related to eye care, reinforcing the importance of awareness and education in eye-health behaviour (Fajola et al., 2024). Recent literature documenting the continued use of ethnomedicinal approaches for eye disorders further illustrates the cultural persistence of traditional therapeutic practices in eye care (Sridharan et al., 2026).
Although numerous studies have described the prevalence, causes, and barriers to eye care utilisation in Nigeria, few have simultaneously examined how socio-cultural beliefs and socioeconomic circumstances interact to influence health-seeking behaviour among visually impaired persons, particularly in Akwa Ibom State. Existing studies have focused mainly on disease burden, clinical management, or barriers to service utilisation, with limited attention to how cultural beliefs, education, income, occupation, family support, and healthcare accessibility interact to influence treatment-seeking decisions (Abdull et al., 2009; Burton et al., 2021; Maduakolam et al., 2026). This knowledge gap limits the development of targeted interventions to address delayed presentation and poor utilisation of orthodox eye care services. Therefore, this study aims to examine the socio-cultural and socioeconomic determinants of health-seeking behaviour among visually impaired persons in Eket Senatorial District, Akwa Ibom State, Nigeria. The findings will provide evidence to inform culturally appropriate health education, strengthen community-based eye care programmes, improve primary eye healthcare delivery, and guide policies aimed at reducing avoidable visual impairment and blindness in Nigeria.

2. material and methods 

2.1 Study Design
This study employed a descriptive cross-sectional analytical design to investigate the socio-cultural and socio-economic determinants of health-seeking behaviour among visually impaired persons in Eket Senatorial District, Akwa Ibom State, Nigeria. 
2.2 Study Area
The study was conducted in Eket Senatorial District, one of the three senatorial districts in Akwa Ibom State, located in the South-South geopolitical zone of Nigeria. Akwa Ibom State occupies approximately 8,412 km² and encompasses the entire Qua Iboe River basin as well as the western portion of the lower Imo River basin. Geographically, the state is situated between latitudes 4°32′ and 5°53′ North and longitudes 7°25′ and 8°25′ East (Ajibesin et al., 2008). The Eket district comprises twelve Local Government Areas (LGAs): Abak, Eastern Obolo, Eket, Esit Eket, Etim Ekpo, Ibeno, Ika, Ikot Abasi, Mkpat Enin, Nsit Ubium, Onna, and Ukanafun. The inhabitants are predominantly of the Ibibio, Annang, and Oro ethnic groups, whose major occupations include farming, fishing, trading, civil service, and small-scale businesses (Nkpoyen et al., 2021). Eye care services are provided through primary healthcare centres, general hospitals, private hospitals, mission hospitals, and specialist eye clinics, although access to comprehensive ophthalmic services remains limited in many rural communities.
2.3 Study Population
The study population comprised visually impaired persons residing in Eket Senatorial District who attended selected eye care facilities during the study period. Eligible participants were adults aged 18 years and above with a confirmed diagnosis of visual impairment who had resided within the study area and voluntarily consented to participate. Individuals who were severely ill, cognitively impaired, or unwilling to participate were excluded from the study.
2.4 Sample Size and Sampling Technique
A sample size of 400 participants was used for the study. Because the population size of visually impaired persons in the study area was unknown, the sample size was determined using the Cochran formula for estimating a single population proportion in a large or unknown population. The standard normal deviate at a 95% confidence level (Z) was 1.96; the estimated prevalence (p) of the condition was 50%, and the allowable margin of error (d) was 5%. The minimum calculated sample size was therefore approximately 385 participants. To account for possible non-response and incomplete responses, the sample size was increased to 400 participants, which constituted the final target sample for the study.
A multistage sampling technique was employed to select the study locations and communities, while purposive sampling was used to recruit eligible participants. Eket Senatorial District, comprising 12 Local Government Areas, served as the primary sampling frame. Three Local Government Areas, namely Eket, Ikot Abasi, and Okobo, were selected using simple random sampling. Subsequently, the Akwa Ibom State Traditional Edict, which contains a list of communities in the state, was used as the secondary sampling frame to randomly select 50 communities across the three selected Local Government Areas, with each selected community serving as a sampling cluster.
2.5 Data Collection Instrument
Data were collected using a structured interviewer-administered questionnaire developed based on the objectives of the study and relevant literature. The questionnaire collected information on socio-demographic characteristics, socio-cultural beliefs, socio-economic factors, and health-seeking behaviour. Socio-cultural variables included traditional beliefs, religious beliefs, family influence, perception of visual impairment, and the use of traditional eye medication. Socio-economic variables included educational level, occupation, monthly income, affordability of treatment, transportation, and accessibility to eye care services. Health-seeking behaviour variables included the first source of treatment, delay before presentation, previous treatment received, and utilisation of orthodox eye care services. The questionnaire was administered by trained research assistants in English or the local language where necessary.
2.6 Statistical Analysis
Data were entered into Microsoft Excel and exported to the Statistical Package for the Social Sciences (SPSS) version 25 for analysis. Descriptive statistics were computed and presented as frequencies, percentages, means, and standard deviations where appropriate. Relationships between variables were assessed using correlation analysis. Confidence intervals (95% CI) were reported, and statistical significance was established at p < 0.05.
3. results and discussion

3.1 Results
A total of 400 questionnaires were correctly completed and returned, giving a response rate of 100%. The data obtained were analysed using descriptive and inferential statistical methods. The results are presented in Tables 1–9. Table 1 summarises the socio-demographic characteristics of the respondents, including their sex, educational level, occupation, marital status, monthly income, and religion. Of the 400 respondents, 275 (68.75%) were male, while 125 (31.25%) were female.

Table 1. Socio-demographic Characteristics of Respondents.
	Variable
	Category
	Frequency (n)
	Percentage (%)

	Sex
	Male
	275
	68.75

	
	Female
	125
	31.25

	Educational level
	No formal education
	131
	32.75

	
	Primary
	93
	23.25

	
	Secondary
	89
	22.25

	
	Post-secondary
	60
	15.00

	
	First degree
	20
	5.00

	
	Postgraduate
	7
	1.75

	Occupation
	Student
	125
	31.25

	
	Unemployed
	60
	15.00

	
	Self-employed
	55
	13.75

	
	Private sector
	10
	2.50

	
	Civil servant
	100
	25.00

	
	Politician
	50
	12.50

	Marital status
	Married
	150
	37.50

	
	Single
	100
	25.00

	
	Divorced
	50
	12.50

	
	Widow
	75
	18.75

	
	Widower
	25
	6.25

	Monthly income
	< ₦30,000
	171
	42.75

	
	₦31,000–₦50,000
	100
	25.00

	
	₦51,000–₦70,000
	85
	21.25

	
	₦71,000–₦90,000
	30
	7.50

	
	≥ ₦91,000
	14
	3.50

	Religion
	Christianity
	382
	95.50

	
	Islam
	15
	3.75

	
	Traditional religion
	2
	0.50

	
	Paganism
	1
	0.25














Table 2. Health-seeking Behaviour of Respondents
	Variable
	Frequency (n)
	Percentage (%)

	First Place of Treatment for Eye Problems
	
	

	Chemist
	95
	23.75

	Native doctor
	120
	30.00

	Church/Prayer house
	100
	25.00

	General hospital
	50
	12.50

	Eye clinic
	35
	8.75

	Person Influencing the First Treatment Decision
	
	

	Father
	100
	25.00

	Mother
	85
	21.25

	Siblings
	55
	13.75

	Self
	60
	15.00

	Spouse
	67
	16.75

	Friends
	33
	8.2



Table 3. Socio-cultural Factors Influencing Health-seeking Behaviour
	Variable
	Frequency (n)
	Percentage (%)

	Perceived Influence of Socio-cultural Factors
	
	

	Yes
	346
	86.50

	No
	34
	8.50

	Undecided
	20
	5.00

	Major Socio-cultural Factors
	
	

	Witchcraft beliefs
	198
	49.50

	Traditional medicine
	82
	20.50

	Religious/Faith beliefs
	120
	30.00



Table 4. Cultural Beliefs and Perceptions about Eye Diseases
	Variable
	Frequency (n)
	Percentage (%)

	Cultural Expectations When Eye Problems Occur
	
	

	Pray
	148
	37.00

	Visit chemist
	44
	11.00

	Traditional medicine
	160
	40.00

	Hospital/Eye clinic
	48
	12.00

	Perceived Causes of Eye Diseases
	
	

	Witchcraft
	387
	96.80

	Will of enemies
	25
	6.30

	Family curse
	14
	3.50

	Act of God
	5
	1.20

	Perceived Cause of Respondents' Present Eye Condition
	
	

	Age
	14
	3.50

	Diabetes/Hypertension
	126
	31.50

	Accident/Injury
	4
	1.00

	Power of darkness
	285
	71.30

	Family history
	30
	7.50






Table 5. Perceptions of Traditional Eye Care
	Variable
	Frequency (n)
	Percentage (%)

	Perceived Most Effective Treatment
	
	

	Native doctor
	79
	19.75

	Prayer house
	200
	50.00

	Eye clinic
	80
	20.00

	Combination
	41
	10.20

	Availability of Traditional Eye Doctors
	
	

	Yes
	381
	95.25

	No
	19
	4.70

	Perceived Effectiveness
	
	

	Effective
	60
	15.75

	Not effective
	321
	84.2

	Reasons for Continued Patronage
	
	

	Lack of alternatives
	73
	22.74

	Reputation
	69
	21.50

	Juju influence
	39
	12.15

	Low treatment cost
	140
	43.60




Table 6. Socio-economic Factors Influencing Health-seeking Behaviour
	Variable
	Frequency (n)
	Percentage (%)

	Perceived Influence of Socio-economic Factors
	
	

	Yes
	337
	84.25

	No
	38
	9.50

	Undecided
	25
	6.20

	Major Socio-economic Factors
	
	

	Income
	279
	69.75

	Occupation
	81
	20.25

	Educational status
	40
	10.00

	Determinants of Choice of Eye Care Facility
	
	

	Cost
	185
	46.25

	Distance
	100
	25.00

	Facility reputation
	81
	20.25

	Recommendation
	24
	6.00

	Suspected cause
	10
	2.50

	Reasons for Not Visiting the State Eye Clinic First
	
	

	Unaware of clinic
	106
	26.50

	Perceived high cost
	150
	37.50

	Long waiting time
	100
	25.00

	Thought hospital unnecessary
	44
	11.00




Table 7. Relationship Between Socio-cultural Factors and Health-seeking Behaviour
	
	SCF
	COECH
	COHTMP

	SCF
	1
	
	

	COECH
	-0.991**
	1
	

	COHTMP
	0.921*
	-0.041
	1


SCF- Socio-cultural factors, COECH-Consultations of eye clinics and hospitals, COHTMP-Consultation of herbalists/traditional medical practitioners. 
** Significant at p = 0.01
* Significant at p = 0.05

Table 8. Relationship Between Socio-economic Factors and Health-seeking Behaviour
	
	SEF
	COECH
	COHTMP

	SEF
	1
	
	

	COECH
	0.930*
	1
	

	COHTMP
	-0.977**
	0.174
	1


SEF- Socio-economic factors, COECH-Consultation of eye clinics and hospitals, COHTMP- Consultation of herbalists/traditional medical practitioners. 
** Significant at p = 0.01
* Significant at p = 0.05

Table 9. Joint Influence of Socio-cultural and Socio-economic Factors on Health-seeking Behaviour
	
	SCASEF
	EHTSB
	

	SCASEF
	1
	
	

	EHTSB
	0.895*
	1
	


SCASEF - Socio-economic and socio-economic factors, EHTSB - Eye health treatment seeking behaviour.
* Significant at p = 0.05.
3.2 Discussion
The present study investigated the socio-cultural and socio-economic factors influencing health-seeking behaviour among individuals with eye diseases. The findings demonstrate that both socio-cultural beliefs and socio-economic conditions substantially influence treatment choices, with many respondents preferring traditional and faith-based interventions over orthodox eye care services. These findings highlight the persistent role of cultural beliefs, economic constraints, and accessibility barriers in determining health-seeking behaviour within the study population.
The socio-demographic characteristics revealed that males constituted over two-thirds of the respondents; this may reflect the characteristics of the sampled population rather than true differences in disease occurrence or healthcare utilisation. This male predominance is similar to findings reported by Aghaji et al. (2021), who observed higher male participation in community-based health surveys in southeastern Nigeria. Conversely, several studies on eye health have reported greater healthcare utilisation among females because women generally seek healthcare more frequently than men (World Health Organization [WHO], 2019). The observed difference may therefore reflect local demographic characteristics, occupational patterns, or sampling variations rather than true sex differences in eye disease occurrence.
Educational attainment among respondents was generally low, with more than half having either no formal education or only primary education. Low educational status has consistently been associated with poor health literacy, delayed presentation, and reduced utilisation of specialist eye care services (Kyari et al., 2009; WHO, 2019). Individuals with limited education may experience difficulty recognising symptoms of eye disease, understanding available treatment options, or appreciating the consequences of delayed management. This may partly explain the high reliance on traditional healers and religious centres observed in this study.
Economic indicators similarly demonstrated that a large proportion of respondents belonged to low-income households, with almost half earning less than ₦30,000 monthly. The financial burden associated with consultation fees, transportation, investigations, medications, and indirect costs often discourages early presentation to specialist eye facilities, forcing patients to seek cheaper alternatives such as chemists, traditional healers, or prayer houses.
One of the most important findings of this study is the pattern of first treatment-seeking behaviour. Only a small proportion of respondents initially visited an eye clinic, whereas the majority first consulted native doctors, prayer houses, or chemists. This finding indicates considerable delays in accessing appropriate ophthalmic care. Similar observations have been reported across sub-Saharan Africa, where traditional healers frequently constitute the first point of contact for eye diseases because they are more accessible, culturally accepted, and perceived to provide affordable treatment (Burton et al., 2021). Unfortunately, delayed presentation often results in disease progression and poorer visual outcomes.
The study also found that family members strongly influenced treatment decisions, with fathers and mothers accounting for nearly half of all first treatment decisions. This finding reflects the communal nature of healthcare decision-making within many African societies, where health decisions are often collective rather than individual. Similar observations have been reported by Aghaji et al. (2021), who noted that family members frequently determine healthcare choices, especially for chronic illnesses. Family influence may therefore either facilitate or delay access to appropriate healthcare depending on prevailing beliefs and available resources.
An overwhelming majority of respondents acknowledged that socio-cultural factors influenced their healthcare decisions. Witchcraft beliefs represented the most frequently identified socio-cultural factor, followed by religious beliefs and traditional medicine. These findings suggest that supernatural explanations for illness remain deeply embedded within the study population. Cultural interpretations of disease significantly influence treatment choices because individuals who attribute illness to supernatural causes are more likely to seek spiritual or traditional interventions before consulting medical professionals.
The findings regarding cultural perceptions of eye diseases further reinforce the influence of traditional beliefs. Forty percent of respondents indicated that traditional medicine is the expected response to eye disease, while more than one-third preferred prayer. Remarkably, almost all respondents considered witchcraft to be a cause of eye disease, and more than two-thirds believed that their current eye condition resulted from "powers of darkness." These findings demonstrate the persistence of supernatural explanations for disease despite advances in medical knowledge. Such perceptions may discourage prompt utilisation of hospital-based eye care services.
Although half of the respondents perceived prayer houses as the most effective treatment, most regarded traditional eye care practices as ineffective. This apparent contradiction suggests that continued patronage of traditional care may not necessarily reflect confidence in its effectiveness but rather other contextual factors such as accessibility, affordability, social pressure, or cultural expectations. Indeed, respondents identified low treatment cost as the leading reason for continued patronage, followed by lack of alternatives and perceived reputation of traditional practitioners. These findings are consistent with Andersen's Behavioural Model of Health Services Use, which proposes that healthcare utilisation depends not only on beliefs but also on enabling resources and accessibility (Andersen, 1995).
Socio-economic factors were also shown to exert substantial influence on health-seeking behaviour. More than four-fifths of respondents acknowledged that socio-economic conditions affected their treatment decisions, with income emerging as the most important determinant. Cost was similarly identified as the principal factor influencing choice of healthcare facility, while perceived high treatment costs represented the commonest reason for not attending the state eye clinic. These findings agree with numerous studies demonstrating that financial barriers remain among the strongest predictors of poor utilisation of eye care services in low-resource settings (Burton et al., 2021). Even where services are available, affordability remains a significant obstacle to timely access.
Accessibility issues also emerged as important determinants of healthcare utilisation. Besides cost, respondents cited long waiting times, lack of awareness of available eye clinics, and geographical distance as major barriers. Similar challenges have been identified in the World Report on Vision, which emphasises that improving service availability alone is insufficient unless communities are adequately informed and services remain affordable and geographically accessible (WHO, 2019). Public awareness campaigns, improved referral systems, decentralisation of eye care services, and community outreach programmes may therefore substantially improve healthcare utilisation.
The correlation analysis provides quantitative evidence supporting these observations. Socio-cultural factors demonstrated an extremely strong negative relationship with hospital or eye clinic consultation (r = –0.991, p < 0.01) and a very strong positive relationship with consultation of herbalists or traditional practitioners (r = 0.921, p < 0.05). These findings indicate that socio-cultural beliefs were strongly associated with lower hospital consultation. Similar associations have been reported in several African studies investigating determinants of healthcare utilisation (Aghaji et al., 2021; Burton et al., 2021).
Conversely, socio-economic factors demonstrated a strong positive correlation with hospital consultation (r = 0.930, p < 0.05) and a strong negative correlation with traditional practitioner consultation (r = –0.977, p < 0.01). These findings suggest that improvements in socio-economic conditions, particularly income and education, increase the likelihood of utilising formal eye care services while reducing dependence on traditional care. Higher socio-economic status generally improves affordability, health literacy, transportation access, and confidence in modern healthcare, thereby facilitating timely presentation to specialist facilities.
The strong positive association (r = 0.895) suggests that both socio-cultural and socio-economic factors are jointly related to treatment-seeking behaviour. This finding indicates that healthcare decisions result from the interaction of multiple determinants rather than a single factor. Health-seeking behaviour is therefore multidimensional, involving cultural beliefs, financial capacity, educational attainment, family influence, and accessibility of healthcare services. Effective interventions should consequently adopt a comprehensive approach that combines community health education, poverty reduction strategies, culturally sensitive health promotion, engagement of religious and traditional leaders, and improved accessibility and affordability of eye care services. Such integrated interventions are more likely to improve timely utilisation of appropriate eye care and reduce avoidable visual impairment within the community.

4. Conclusion

This study demonstrates that both socio-cultural and socio-economic factors significantly influence the health-seeking behaviour of individuals with eye diseases in the study area. Socio-cultural beliefs, particularly beliefs in witchcraft, spiritual causation, and the use of traditional medicine and prayer houses, strongly affected respondents' initial treatment choices and often delayed the utilisation of orthodox eye care services. Likewise, socio-economic factors such as low income, educational status, treatment costs, and accessibility of health facilities played a major role in determining where respondents sought treatment. The significant correlations observed between these factors and treatment-seeking behaviour indicate that cultural beliefs discourage hospital utilisation while favourable socio-economic conditions promote the use of formal eye care services. The combined influence of socio-cultural and socio-economic factors further underscores the multifactorial nature of health-seeking behaviour. Therefore, improving eye health outcomes requires interventions that address both cultural misconceptions and financial barriers through community-based health education, public awareness campaigns, affordable eye care services, and greater engagement of traditional and religious leaders in promoting timely referral to appropriate eye care facilities.
Limitation

The cross-sectional design captures health-seeking behaviour and associated factors at one point in time and therefore supports interpretation of associations rather than temporal relationships. The study involved visually impaired persons attending selected eye-care facilities in Eket Senatorial District, so the findings are most directly applicable to the sampled population and setting. Questionnaire-based responses reflect participants’ reported beliefs and treatment choices at the time of data collection. These considerations should be recognised when interpreting the observed relationships and applying the findings beyond the study context.
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