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 With the estimated increase in the number of low vision patients, the 

need for optometrists with expertise in low vision rehabilitation services 

will increase especially among retail optometrist. The knowledge and 

awareness of low vision services among optometrists are needed to 

improve low vision rehabilitation services. This study intends to 

investigate the association between awareness, knowledge and years of 

experience among retail optometrists in Malaysia. A total of 344 

registered retail optometrists across Malaysia participated in this cross-

sectional web-based survey. A standardised questionnaire was generated 

using the Google Form, and the link was shared through social media-

WhatsApp and Telegram from April to June 2021. From their responses, 

knowledge and awareness level on low vision services were assessed. 

Pearson chi-square tests for independence were used for knowledge and 

awareness on low vision services with years of experience comparisons. 

The knowledge and awareness of low vision services among retail 

optometrists in Malaysia was inadequate (1.78 ± 0.543 and 1.76 ± 

0.545), respectively. Based on the results, no significant association 

between knowledge (χ2 = 11.517, p = 0.074) and awareness (χ2 =9.837, 

p = 0.132) on low vision services with years of experience of the 

respondents. These findings indicate that there is lack of knowledge and 

awareness on low vision services among retail optometrists in Malaysia 

despite the years of experience. More research is needed to enhance 

knowledge while also raising awareness among optometrists working in 

retail about the need of managing low vision patients, despite their years 

of experience. 

 

 

 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 

International License. 

 

 

1. INTRODUCTION 

Low vision is a permanent visual impairment, broadly defined as a best-corrected visual acuity worse than 

6/18 in the better eye, substantial visual field loss, or substantial loss of contrast sensitivity, that is not 

correctable by refraction, medical treatment, or surgery [1]. The 1996 National Eye Survey (NES) indicated 
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that up to 50% of 54 000 blind people and 80% of 464 000 people with low vision. In Malaysia, among 

18027 subjects examined, it was found that the age adjusted prevalence of blindness and low vision was 

0.29% and 2.44% respectively [2]. The significant contribution to the percentage of people with low vision 

were cataracts and uncorrected refractive errors, which are readily treatable with good visual restoration. 

Diabetic retinopathy, age-related macular degeneration, glaucoma was found to be the most commonly 

reported causes of low vision across all countries [3]. The prevalence of low vision in most country rely on 

the socioeconomic status, availability of medical and health care services, and literacy of the population [4]. 

Low vision services work well in controlling the functional and psychological impacts of visual impairment 

[5]. The low vision services that available in Malaysia are Ministry of Health Ophthalmology Department, 

special schools for visually impaired students, Malaysian Association for Blind, and St Nicholas home, 

Penang [4]. However, there is still limited of low vision services offering at a primary care level among 

retail optometrists [6], [7]. There was little encouragement to put low vision training from tertiary education 

into practice resulting in limited interest among optometrists in low vision management. Some optometrists 

felt that low vision care was time-consuming and not lucrative [8]. A previous study carried out in 

Melbourne, Australia found that low utilization of eye care services was due to lack of knowledge of the 

available eye care services [9]. Optometrists requires to have a good knowledge on low vision services as it 

is an emerging subspecialty practice area in several fields of rehabilitation therapy and is usually 

multidisciplinary, involving optometry, low vision specialties, and occupational therapy [10]. The focus of 

low vision services is often to help individuals maximize the use of any residual vision and compensate for 

lost vision using adaptive devices or task/environmental adaptations [11]. A working understanding of low 

vision services is essential so that appropriate patients may be recognised and referred promptly. It is 

because, low vision patients have difficulty with activities of daily living (ADLs), leading to a lower quality 

of life (QoL) and possibly loss of independence. They may need low vision aids for training, standard 

options (including magnifiers), electronic options, non-optical options, and surgical options [12]. 

 

Meanwhile, a study reported that a lack of awareness (91.5%) and availability of low vision care centres 

(81.5%) were the significant barriers to access low vision services by the patients from practitioners' 

perspective [13]. There is a similarity in findings of those reported by previous study who also found little 

encouragement to put low vision training from tertiary education into practice, which resulted in limited 

interest among optometrists in low vision management [14]. A lack of awareness by both the public and 

health care professionals is one of the significant global barriers to low vision services. The substantial 

constraints or barriers to providing low vision care are lack of training/knowledge (82.3%), lack of 

awareness (74.7%) and non-availability of low vision devices (72.2%) [8]. Another issue with access to 

services is the lack of effective referral systems for continuity of care. It is more likely because of the 

geographic distribution of services or lack of awareness about low vision services among eye care 

professionals. It has been identified that most developing countries lack formal training and professional 

development opportunities in the low vision field [15]. Meanwhile, optometrists in Ghana receive training 

in providing primary low vision services as part of their course requirement in school; however, the practice 

of low vision is on the downside. There are numerous anecdotes but little research on referral and provision 

of services for visually impaired people in Ghana [16]. This situation has led to assumptions that most of 

optometrists or eye care provider are lack interest or do not find the practice of low vision to be rewarding 

[17]. 

 

The years of experience somehow affect the level of knowledge and awareness among primary eye care 

practitioners who work in a non-hospital based setting [18]. For instance, competent-level optometrists who 

have lesser years of experience compared to expert optometrists have less structured clinical knowledge 

bases in their practice [19]. At present, only one-third of potential providers make an active contribution to 
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low vision services, and the majority either do not provide this service at all or sell magnifiers without 

professional support, especially in the retail shop [7]. According to prior research, expert optometrists use a 

more patient- centered approach than competent-level optometrists [18]. The statement correlates with data 

from previous study that expertise is characterised by a personal approach that is unique to each patient. 

Furthermore, expert- level optometrists have more diagnostic proficiency than competent-level optometrists 

since experts have more years of experience confronting patients on a regular basis [20]. The study is in 

accordance with the literature on expertise, which stipulates that experts are likely to recognise important 

information more rapidly than are professionals at lower levels of expertise development. This is due to 

competent-level optometrists having a less structured clinical knowledge base because their knowledge is 

not the same as in experts [19]. A more experienced retail optometrist was significantly less likely to 

generate a false positive referral. If an inexperienced optometrist is unsure of a diagnosis, it would be unfair 

and potentially dangerous to criticise or discourage referral as there is a natural learning curve with 

experience in any profession [21]. Years of experience has the most significant effect on referral accuracy 

[22]. As practitioners become more experienced, they appear to become more confident about their ability 

to monitor or manage patients rather than refer them. There is also a significant effect of gender on referral 

accuracy, with women tending to refer more false positives. This may be due to a different approach to 

patient care and possibly a greater sensitivity to litigation [23]. 

 

Based on what is said above, the lack of knowledge, training and awareness on low vision services among 

optometrists contribute to the patients’ significant barriers to access low vision services. It is important to 

have data on the knowledge and awareness of low vision services among eye care practitioners to improve 

low vision care in the developing world [5]. To the best of our knowledge, no recent study has been 

conducted on assessing the association between knowledge, awareness, low vision services and years of 

experience among retail optometrists in Malaysia. Hence, the aim of this study is to determine the level of 

knowledge and awareness on low vision services among retail optometrists in Malaysia. Also, this study 

aims to investigate the association between awareness, knowledge on low vision services and years of 

experience among retail optometrists in Malaysia. 

 

2. METHODS AND MATERIALS 

 

2.1 Sampling 

The recruitment strategy of subjects includes a convenience sampling method, and the participants were 

among retail optometrists from the Malaysian Optical Council (MOC) and Association of Malaysian 

Optometrist (AMO) committee that was readily available with the subjects’ contact information. The 

sample size was calculated using Raosoft sample size software from a total population of 2200 retail 

optometrists in Malaysia [24]. Raosoft software was used to calculate the sample size with a 95% 

Confidence Interval, 50% response distribution, 5% margin error and population size of 2200 participants. 

From the calculation, the sample size of 328 retail optometrists in Malaysia was needed to participate in this 

study. By considering the 20% drop outrate of the participants), the total number of participants recruited in 

this study is 344 retail optometrists. 

 

2.2 Inclusion and exclusion criteria 

The optometrists registered under the Malaysian Optical Council (MOC) currently working in retail 

participated in this research. Optometrists registered under the MOC but are currently working in hospitals, 

clinics, or eye care specialist centres were excluded from this study. 

 

2.3 Research instruments and procedure 
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The close-ended questionnaires were used in this study for data collection. The questionnaire was adopted 

and reconstructed from previous studies about the questionnaires on the awareness, knowledge, and barriers 

to low vision services among eye care practitioners [13]. Since the questionnaires were adapted from the 

previous study, a pilot study consisting of 15 retail optometrists was conducted to validate the 

questionnaires. A pilot study was conducted among 15 retail optometrists, and the Cronbach's alpha values 

obtained for knowledge and awareness were 0.932 and 0.856, respectively. Cronbach’s alpha value of 

between 0.8 and 0.9 is considered as high reliability of the questionnaire [25]. 

 

The first part (section A) of the questionnaires comprised the retail optometrist' demographic information, 

such as age, gender, qualification level, years of experience and type of private practice. The second part 

(section B) of the questionnaires consisted of 23 items in total. It was divided into two categories which 

were knowledge on low vision services (A1, A2, A3, A4, A5, A6, A7 A8) and awareness of low vision 

services (B1, B2, B3, B4, B5, B6, B7, B8, B9, B10, B11, B12, B13, B14, B15). The five points Likert Scale 

was used from "Strongly Disagree" to "Strongly Agree." It took approximately 15 minutes for the 

respondents to complete the questionnaires. A validated self-administered questionnaire is made available 

in a web-based questionnaire format (google form). The e-survey included the purpose of the study, 

informed consent, the confidentiality of the survey and instructions on how to answer the questionnaire. The 

link for Google Form that contained the questionnaire was distributed through WhatsApp, Telegram and 

email to the retail optometrists. As the participants were given consent, the confidentiality and anonymity of 

the participant were assured. 

 

2.4 Research instruments and procedure 

All the responses were directly collected into Microsoft Excel and exported to Statistical Package for the 

Social Sciences (SPSS) version 25 for data analysis. The data were analysed using the computer software 

SPSS version 25. The data was analysed using two types of statistics: descriptive statistics and inferential 

statistics. The level of knowledge and awareness on low vision services among retail optometrists in 

Malaysia and demographic variables was examined with descriptive statistics (median, mean, standard 

deviation). Meanwhile, the Chi-Square Test of Association is used to assess the association between 

awareness, knowledge on low vision services and years of experience among retail optometrists in 

Malaysia. 

 

3. RESULTS 

 

3.1 Demographic data 

Questionnaires were sent to 360 retail optometrists, and the responses were obtained from 344 practitioners, 

indicating a 95.5% response rate of the participants. More than half of the respondents (n = 195, 56.7%) 

were women, and 149 respondents (43.3%) were men. The findings showed that the age group with the 

highest frequency (47.7%) was 20- 30 years old. Among the participants, retail optometrists who had the 

most working experience of more than ten years working in retail showed the highest frequency (36.9%). 

Demographic data of the retail optometrists are shown in Table 1. 

 

Table 1 Demographic information of retail optometrists 

Variable Total 
(N) 

Percentage 
(%) 

Gender   

Male 149 43.3 
Female 195 56.7 

Age   
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20 to 30 years-old 164 47.7 

30 to 40 years-old 94 27.3 

40 to 50 years-old 79 23.0 

50 to 60 years-old 7 2.0 

Qualification Level   

Bachelor of Optometry 
(Hons.) 

276 80.2 

Master of Optometry 
(M.Optom) 

58 16.9 

Doctor of Philosophy 
Optometry (Ph.D) 

10 2.9 

Type of Private Practice   

Individual Practice 61 17.7 

Optometry Center 139 40.4 

Optical Outlet 144 41.9 

Years of Experience   

Less than 5 years 125 36.3 

5 to 10 years 92 26.7 

More than 10 years 127 36.9 

 

3.2 Responses of retail optometrists to each item 

In this study, the findings revealed that knowledge on low vision services among retail optometrists in 

Malaysia were at a low level (1.78 ± 0.54) despite the years of experience. Only 21.8% of the respondents 

with the lowest mean value (1.97 ± 1.28) denoted that they would consider a patient is having a low vision 

with the best-corrected visual acuity in the better eye is worsen than 6/18, which was in accordance to 

World Health Organization (WHO) criteria of low vision. However, 41.6% with highest mean value (2.45 ± 

1.42) who participated in this study acknowledged that they would provide glasses, telescopes, and 

magnifiers for low vision patients (Figure 1). 
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Figure 1 Knowledge on low vision services among retail optometrists in Malaysia 

 

Meanwhile, the results showed that the awareness level on low vision services among retail optometrists 

was also at a low level (1.76 ± 0.55). Just a small number of the partcipants (20.7%) knew the current WHO 

definition of low vision. Awareness of organisations that provide low vision rehabilitation and concession 

facilities were observed among 12.5% and 14% of the participants, respectively. Of the 344 respondents 

who responded to the survey, 44.5 per cent said that raising public knowledge of low vision services is 

critical to improve low vision practice. Figure 2 depicts retail optometrists’ awareness of low vision 

services in Malaysia. 

 

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%100%

Do you agree that macular degeneration, glaucoma,

diabetic retinopathy and retinal detachment are the

causes of low vision?

Do you agree low vision rehabilitation include

counseling, mobility and adaptive training for jobs?

Would you provide glasses, telescopes and

magnifiers for low vision patients?

Would you provide best possible spectacle

correction, low vision devices and rehabilitation

when you get a patient with low vision

Do you consider a person is having low vision when

the best corrected visual field in the better eye is

worse than 20°?

Do you consider a person is having low vision when

the best corrected visual acuity in the better eye is

worse than 6/18?

According to you the criteria for low vision should be

based on Visual Acuity and Visual Field

Do you consider a person as having low vision based

on WHO criteria?

Knowledge on Low Vision Services

Strongly Disagree Disagree Neutral Agree Strongly Agree
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Figure 2 Awareness on low vision services among retail optometrists in Malaysia 

 

3.3 Knowledge on low vision services and years of experience 

The degree of freedom (df), Pearson chi-square (χ²) and significance value (p) for the association of years of 

experience with knowledge level on low vision services were presented in Table 2. The key result in the 

Chi- Square tests table includes the Pearson Chi Square value of the test statistic is 11.52 with expected cell 

counts are all greater than 5. 6 cells (50.0%) have expected count less than 5. The corresponding p-value of 

the statistic is p=0.074. As p>0.05, the result revealed no significant association between years of 

experience and knowledge level on low vision services among retail optometrists in Malaysia. 

 

Table 2 Association of years of experience and knowledge level on low vision services using Chi-Square 

Test of Independence 

  

Value 

 

df 

 

Asymptotic Significance (2-sided) 

Pearson Chi-Square 11.517a 6 .074 
Likelihood Ratio 11.850 6 .065 
Linear-by-Linear Association 5.520 1 .019 

N of Valid Cases 344   

0% 10% 20% 30% 40% 50% 60% 70% 80% 90%100%

Is creating public awareness on low vision services

crucial to improve low vision practice?

Do you think that creating awareness among retail

optometrists on low vision services is needed?

Do you agree that non-availability of low vision

devices is one of the barrier in providing low vision…

Do you agree that low vision care is profitable?

Does lack of experience become one of the barrier for

you to provide low vision services?

Are you interested in providing low vision services in

your practice?

Do you think that areas of low vision patient is

eligible to get concession consists of  pension for…

Do you agree that bank loans, income tax and

reservation of jobs are included in the areas of low…

Are travel, postage and telecommunications are

included in the areas of low vision patient eligible…

Do you know what are the areas in which a low vision

patient is eligible to get concession?

Are you aware of any concession facilities available

to low vision patients?

Do you know any organizations which provide low

vision rehabilitation?

Do you often provide low vision services in your

practice?

Do low vision patients often visit your practice?

Are you aware of WHO (World Health Organization)

definition of low vision?

Awareness on Low Vision Services

Strongly Disagree Disagree Neutral Agree Strongly Agree
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a. 6 cells (50.0%) have expected count of less than 5. The minimum expected count is 1.07. 

 

3.4 Awareness on low vision services and years of experience 

Table 3 shows the Pearson’s chi-square test (with α=0.05) that was used to evaluate whether years of 

experience among retail optometrist is associate to whether or not with the awareness on low vision. The 

key result in the chi-square tests table includes the Pearson chi-square value of the test statistic is 9.84, with 

expected cell counts are all greater than 5. 4 cells (33.33%) have expected count less than 5. The 

corresponding p-value of the test statistic is p=0.132. As p>0.05, the result revealed there is no significant 

association between years of experience and awareness level on low vision services among optometrists in 

Malaysia. 

 

Table 3 Association of years of experience and awareness level on low vision services using chi-square test 

of independence 

  

Value 

 

df 

 

Asymptotic Significance (2-sided) 

Pearson Chi-Square 9.837a 6 .132 
Likelihood Ratio 10.746 6 .097 
Linear-by-Linear Association .429 1 .512 
N of Valid Cases 344   

a. 4 cells (33.3%) have expected count less than 5. The minimum expected count is .27. 

 

3.5 Association between knowledge, awareness of low vision services and years of experience among 

retail optometrists in Malaysia 

Since the p-value is 0.074 and 0.132, which is greater than our chosen significance level (α = 0.05), we do 

not reject the null hypothesis. Based on the results, we can state that there is no significant association 

observed between knowledge (χ2 = 11.517, p = 0.074) and awareness (χ2 =9.837, p = 0.132) with years of 

experience of the respondents. 

 

4. DISCUSSION 

 

4.1 Knowledge on low vision services among retail optometrists in Malaysia 

The primary objective of this study is to determine the knowledge level on low vision services of retail 

optometrists in Malaysia. The findings revealed that the knowledge on low vision services among retail 

optometrists in Malaysia was at a low level. As a long-term measure, optometrists should have a minimal 

level of understanding in low vision rehabilitation. Three main reasons for the high prevalence of visual 

impairment are non-availability, non-accessibility and non- affordability of eye care services. However, 

there are several factors that may act as barriers to the use of available, accessible and affordable eye care 

services. These include the lack of knowledge of the services among eye care practitioners [26]. As cited by 

lack of trained personnel and infrastructure has been identified as barrier to refractive error corrections in 

Southern India [8]. Contrary to what is beginning to be seen in some developed and underdeveloped 

countries, the optometrists' model in Malaysia is reduced. The majority of the sample's individuals, 41.9%, 

are exclusively practicing in retail optical shops. The results indicate that Malaysian optometrists' who work 

in optical outlets are most frequently performed procedures that have very reductive views of the 

optometrist scope of practice, especially in the specialisation of low vision. These could result in low 

knowledge on low vision services among retail optometrists despite their years of experience. 

 

The current study found that half of the respondents (41.6%) agreed that they would provide glasses, 

telescopes and magnifiers for low vision patients in which it was similar finding with the previous literature. 
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A study reported that magnifiers were found to be most commonly prescribed low vision devices which was 

79% [13]. However, the discrepancy in percentages on providing magnifiers between these two studies 

could be due to different target populations. The previous study that was being conducted in Kerala, India, 

included all eye care practitioners that consisting of clinical-based optometrists and ophthalmologists, 

which tend to have more exposure to handling patients with low vision in providing the most effective 

assistive devices as there is easy accessibility in providing low vision aids for low vision patient [13]. On 

the other hand, the target population of current study only focuses on retail optometrists in Malaysia. A 

visual acuity chart, trial frame, and trial lenses would typically be available for performing a routine eye 

exam in a retail-based practice. If respondents only had this equipment, they would only be able to provide 

low vision services up to prescribing for high additions and giving lighting advice. Therefore, having the 

proper devices and equipment would be essential to provide a higher level of low vision service. The most 

frequent reason for not providing low vision examination beyond was the lack of equipment and devices. 

 

In real, a certain number of professionals lacked of knowledge and awareness on the significance of optical 

low vision aids [27]. For example, low vision devices were also not being the topic of discussion with their 

patients nor oriented them towards low vision rehabilitation services. It appeared that maintaining positive 

interactions between the patient or client and low vision health care professionals were essential in the 

process of acquiring and incorporating low vision devices [28]. Poor knowledge of devices, unmet device 

needs, negative health care experiences, and delays in obtaining an appointment were considered as barriers 

to the use of magnifying devices [29]. 

 

4.2 Awareness on low vision services in Malaysia 

This study also aims in determining the awareness level on low vision services among retail optometrists in 

Malaysia. In this study, it was found that there was a lack of awareness on low vision services among retail 

optometrists in Malaysia as the majority of the respondents (94.8%) was at a low or very low level of 

awareness. The study outcomes showed a similarity with the recent studies, in which majority of the 

practitioners 88.7% and 73%, respectively have lack of awareness that lead to major barriers restricting the 

provision of low vision services [5] [30]. It is important to raise awareness among optometrists by 

organizing outreach programs to inform them the general health and eye care issues that enhance awareness 

and improve uptake of the low vision services [30]. However, there is a discrepancy between current and a 

previous study, in which current study discovered that only a minority of the participants (20.7%) are 

familiar with the WHO definition of low vision and are aware of organizations that provide low vision 

rehabilitation and concession facilities [13]. Meanwhile, cited in their study that awareness about the WHO 

definition of low vision and organisations that provide low vision rehabilitation and concession facilities 

were observed among 86.3%, 75.4%, and 64% of the participants, respectively [13]. This might be due to 

different exposures from different modes of practice, either clinical or retail as majority do not provide low 

vision service at all or simply sell magnifiers without professional support especially in retail shop. Besides, 

among the participants in this study, only 34% of them responded that they provide low vision services in 

their private practices throughout their years of experience. These responses were in accordance with the 

recent study as the findings revealed that 30.2% provided low-vision services [31]. It was dissatisfying to 

find optometrists investing little time in providing these core optometry services. The primary cause of the 

discrepancy is due to inadequate funding, less interested, and preoccupation with general ophthalmic care 

are additional factors for poor coverage of low vision services in the country [32]. 

 

More than half of the respondents in current study (61.1%) agreed that the non-availability of low vision 

devices is one of the barriers in providing low vision services. The findings portrayed a similarity with a 

previous study where the majority of the participants in the study highlighted that the main reason (95.2%) 
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for not providing and delivering low vision services was non-availability of low vision aids and equipments 

[16]. With the increasing prevalence of visual impairment, the non-availability of low-vision services is a 

major concern in developing countries, especially in the Asia Pacific region. Among 178 (out of 195) 

countries that responded to a recent global low vision services survey, low vision services were reported to 

be present in 115 (64%) countries [15]. However, the presence of services does not necessarily equate to 

good coverage of services. Another study done by [33]. Among ophthalmologists in Nigeria also agreed 

that non- availability of low vision devices within the country, and lack of public awareness of low vision 

care and its practitioners and the ophthalmologists’ preoccupation with general ophthalmic practice as the 

major barriers in clinical low vision provision.  

 

Hence, educational campaigns would lead to better understanding and promote greater utilization of eye 

care services where there is poor utilization of available services [34]. Early detection and management of 

eye diseases would reduce the burden of visual impairment and disability. Therefore, eye care providers and 

health care managers must have good knowledge of the various factors that would negatively influence 

utilization of eye care services and be responsive to them. Low vision also has significant implications for 

economic growth and the health care system of the country. Despite the need for awareness towards 

increasing health care for those with low vision, the global coverage and availability of low vision care in 

most countries has been found to be 10%. Lack of availability of low-vision services in hospitals and 

countries is a main reason for the increasing global low-vision burden [35]. Our study also provides 

additional support and considerable insight into past research done in Pakistan [36]. Out of the 344 subjects 

who took part in the survey, 49.1% agreed that creating awareness among retail optometrists on low vision 

services is needed to improve accessibility of low vision practice for low vision patients in Malaysia [36]. 

The study also stated majority (42%) of providers suggested that awareness of low vision services is the key 

factor to improve the uptake [36]. An increasing awareness of the need for providing such services on a 

daily basis would be pivotal in preventing missed referrals, despite easy access. Also, frequent reminders 

and the possible inclusion of regular classes in teaching hospitals may ensure that such information is not 

forgotten during routine clinical patient care [7]. 

 

4.3 Association between knowledge, awareness on low vision services and years of experience among 

retail optometrists in Malaysia 

Based on the findings, there was no significant association between knowledge on low vision services and 

years of experience among retail optometrists in Malaysia. This study finding shared a number of 

similarities with previous findings, as they deduced no association between awareness, knowledge, age, 

type of practice, and years of experience of the participants in their study [13]. These outcomes correlate 

favourably well with our study, which further support our hypothesis. Less year of experiences among retail 

optometrists should be no excuse for them to prepare with low vision services at their workplace. The 

limitations of study include limited previous literatures that relevant to this study. There are a number of 

additional areas for further research that can be highlighted from this study. These include the further 

investigation on the knowledge, awareness on low vision services and the barriers of providing low vision 

services from retail optometrists’ perspectives. From there, further research could rule out the factors 

associated with each barrier or constraint and perceptions on providing low vision care in retail-based 

practice. 

 

5. CONCLUSION 

This study has investigated the knowledge and awareness level among retail optometrists in Malaysia which 

the evidence from this study implies that the knowledge and awareness on low vision services among retail 

optometrists in Malaysia was at a low level. Our research has highlighted that there was no significant 
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association observed between knowledge, awareness on low vision services and years of experience among 

retail optometrists in Malaysia. These findings add to a growing body of literature on the association 

between knowledge, awareness on low vision services and years of experience among retail optometrists in 

Malaysia. Thus, further study is expected to enhance the knowledge in spite of creating awareness among 

optometrists that are currently working in retail on the importance of managing low vision patients despite 

their years of experience. With this initiative of improving the provision of low vision services in Malaysia, 

it could solve the needs of low vision patients towards accessibility of low vision services. The knowledge 

and awareness among retail optometrist is essential in allowing patients the necessary access to resources 

and services without waiting their list appointment in government hospital or clinic. 
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