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Depression and Acquired Visual Impairment
Daryl R Tabrett and Keziah Latham

Depression is a relatively common mental disorder
characterized by low mood or loss of interest in activities
and hobbies (American Psychiatric Association 2000;
World Health Organization 2007). In recent years it has
become apparent that individuals who acquire visual
impairment in later life are more likely to be depressed
compared to their sighted peers. Depression can be seen as
a normal part of the bereavement process that occurs after
a loss such as the onset of visual impairment. However, it
can persist and have negative consequences. Therefore it is
important for practitioners, whether community-based
optometrists, dispensing opticians or hospital-based 
low-vision practitioners, to be aware of the prevalence of
depression along with the effects that depression may have
on their patients, and to consider what actions may be
relevant for the practitioner to take.

Adaptation to Acquired Visual Impairment

Loss of vision is a form of bereavement where a reaction of
grief may be provoked after acquiring a visual impairment
and the loss of vision is mourned (Berman & Brodaty 2006;
Blank 1957; Cholden 1954; De Leo et al. 1999). Three
basic stages of the grieving process have been suggested
(Adams & Pearlman 1970; Cholden 1954; Crossland &
Culham 2000; Fitzgerald 1970; Riffenburgh 1967): shock,
depression and acceptance. Between individuals the
duration and intensity of each stage can vary or even 
be missed.

From this typical model of grieving, depression can be seen
as a ‘necessary’ stage in adjustment to life with visual
impairment, although the length of such a stage 
is undefined and is likely to be influenced by the
individual’s underlying personal characteristics and 
social circumstance (De Leo et al. 1999). Almost 61% of
individuals with macular disease reported having
experienced depression and anxiety following diagnosis of
their condition (Mitchell et al. 2002). A reaction including
the experience of depressive symptoms along with
expressions of emotions such as denial, fear and anger
should therefore be initially viewed as a positive move
towards an end-stage of acceptance (Riffenburgh 1967).

Practitioners should explain to patients who have newly
acquired visual impairment the likely process involved in
the acceptance of their vision loss, explaining that a stage
of depression is expected. It is important for practitioners
and patients to realise that the ability to accept low-vision
aids or assistance may be impaired, especially in the early
stages of adapting to vision loss (Lee & Brennan 2006).
Regular appointments should ideally be scheduled to
monitor such a phase and patients must be made aware
how they can access services once they are ready to 
accept support.

In a significant number of people, however, depression can
persist (Emerson 1981; Rovner et al. 1996; Whittkomer &
Davenport 1946), even as long as 4 years after the onset of
vision loss (Fitzgerald et al. 1987), suggesting these people
are not recovering from the reactive depression stage to
reach acceptance of their visually impaired state. 

Identifying and Assessing Depression

In clinical psychology the World Health Organization’s
International Statistical Classification of Disorders,
Version 10 (ICD-10; World Health Organization 2007) is
used worldwide, providing diagnostic criteria for mental
disorders such as depression. The Diagnostic and
Statistical Manual of Mental Disorders (DSM; American
Psychiatric Association 2000) provides similar criteria. The
ICD-10 defines a depressive episode based on three key
aspects: symptoms, severity and duration (Table 1). Such
guidance can be used to distinguish between severe and
milder episodes of depression (Blazer et al. 1988; Paykel
1971). However, it is arguable whether such a discrete
differentiation is possible in reality (Kendler & Gardner
1998; Kessler et al. 1997) as depression is not an entity
that is entirely present or absent (Rovner & Shmuely-
Dulitzki, 1997) and symptoms can occur over a broad
spectrum (Massie 2004). Cases where the symptoms are as
a result of bereavement are excluded; however both the
ICD-10 and DSM recognise that normal bereavement can
evolve into a major depressive episode if the depressive
mood persists. 
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Table 1. Diagnostic criteria for a depressive episode according to the diagnostic guidelines of the International Classification of Diseases 
(World Health Organization 1992) 

Depressive episode

Symptoms Typical (a) Depressed mood throughout the day, almost every day

(b) Loss of interest or pleasure in normally pleasurable activities

(c) Fatigue or reduced energy

Other (a) Reduced concentration and attention

(b) Reduced self-esteem and self-confidence

(c) Ideas of guilt and unworthiness

(d) Bleak and pessimistic views of the future

(e) Ideas or acts of self-harm or suicide

(f) Sleep disturbance

(g) Change in appetite and weight change

Severity Mild At least two typical symptoms, and two other symptoms present

Moderate At least two typical symptoms, and three to four other symptoms present

Severe All three typical symptoms, and at least four other symptoms present

Duration Symptoms must be present for a minimum of 2 weeks
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In the routine optometric assessment of visually impaired
patients it may be difficult to gauge symptoms of
depression. Patients may indicate general unhappiness, an
attitude of resentment, social withdrawal, lack of interest
in daily activities and pastimes, persistently miss
appointments (Crossland & Culham 2000) or even show
guilt (Casten & Rovner, 2008). Depressed individuals are
more likely to be negative towards their environment and
be withdrawn from normal activities (First et al. 1996),
especially daily living tasks, such as preparing meals and
housework, and leisure activities (Heyl & Wahl 2001).

It has been suggested by the National Institute for Health
and Clinical Excellence (NICE 2007) that in primary care
and general hospital settings, screening patients for
depression in high-risk groups, such as those who have
significant physical illnesses causing disability, is
appropriate. Whether an optometrist or optician is
considered as a primary carer in this context is unclear.
However, the recommended screening questions that
could be asked of patients who are suspected to be
depressed are:

• ‘During the last month, have you often been bothered by
feeling down, depressed or hopeless?’ 

and

• ‘During the last month, have you often been bothered by
having little interest or pleasure in doing things?’

Guidance from the College of Optometrists on assessing
the patient with low vision suggests that it is appropriate
to carry out whatever tests are necessary to determine a
patient’s need for emotional support as part of the
examination (College of Optometrists 2007). Note that
this does not imply that the practitioner should be
responsible for providing any emotional support, but
should identify need and refer as appropriate. 

Models of Depression

Depression is not fully understood and it is unclear why it
occurs. Complex models have been proposed which
attempt to explain the cause and process of depression, yet 
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there is not a definitive answer (Hammen et al. 2004;
Kendler et al. 2002). A common conceptualisation is that
depression results when a pre-existing vulnerability is
activated by a stressful life event (Kessler et al. 1997;
Mazure 1998; Scher et al. 2005), where the pre-existing
vulnerability is genetic (Caspi et al. 2003; Kendler et al.
2007) or the result of past experiences (Heim et al. 2008;
Kendler et al. 2006). Stressful life events might include the
death of a significant other, illness or vision loss.
Depression may be treated and resolve over time as life
stressors pass (Posternak & Miller 2001; Posternak et al.
2006). However, loss of vision is generally irreversible,
meaning persistence of the stressor. 

For any cause of disability, it is the functional limitations
caused by the illness rather than the illness itself which
lead to disability (World Health Organization 2001). The
same conceptualisation is suggested for depression
associated with visual impairment: it is not the condition
causing the vision loss which is responsible for persistent
depression, rather it is the functional limitations caused by
the vision loss (Berman & Brodaty 2006; Casten & Rovner
2008; Horowitz et al. 2006; Pennix et al. 1998; Verbrugge
& Jette 1994; Zeiss et al. 1996), including a reduction in
perceived personal usefulness (Carey 2005). In addition to
restricted functioning causing depression and disability,
depression can also lead directly to disability (Bruce 2001;
Casten & Rovner 2008; Evans et al. 2007; Rovner & Casten
2001), though the true cause and effect is unknown. 

Prevalence of Depression

World Health Organization projections indicate that
depression will be the highest-ranking cause of disease
burden in developed countries by 2020 (NICE 2007). Major
depression can affect 1–2% of the older community-
dwelling population and 10–20% experience milder
depression (Parmelee et al. 1989; Pennix et al. 1998).
Those with milder depression are at greater risk of a major
depressive episode (Casten & Rovner 2008; Cuijpers &
Smit 2004; Judd et al. 1998). The prevalence of depression
or significant levels of depressive symptoms in community-
dwelling older patients with acquired visual impairment is
considerably higher, in the region of 30–45% (Brody et al.
2001; Casten et al. 2002, 2004; Horowitz et al. 2005b; Ip et
al. 2000; Rovner & Casten 2001; Rovner & Shmuely-
Dulitzki 1997; Rovner et al. 1996, 2002; Shmuely-Dulitzki
& Rovner, 1997; Shmuely-Dulitzki et al. 1995), which is 2.3
(Carabellese et al. 1993) to 4.6 times (Rovner & Ganguli
1998) the level for those without visual impairment. 

In a large UK community-based study investigating
depression and visual impairment in the elderly, 4.6% of
individuals whose binocular visual acuity was at least 6/6
were depressed. This rate increased to 7.5% for those who
had visual acuity between 6/6 and 6/18, rising to 13.5% in
those who achieved visual acuity worse than 6/18 (Evans et
al. 2007). The cause of visual impairment had little
influence on the prevalence of depression in this study,
although those whose cause of visual impairment was
unknown showed the highest prevalence of depression
(17.1%). Depression was present in 9.2% of individuals with
preventable visual impairment caused by refractive error,
highlighting the importance of regular sight tests. 

As with other medical conditions, the range of figures for
prevalence of depression in the visually impaired may
represent the different conceptualisations of depression,
the different assessments and criteria used to measure and
define depression and the differing study populations
(Massie 2004). Nevertheless, it has consistently been
shown that depression is more prevalent in individuals with
acquired visual impairment than in those who are visually
unimpaired. The increased rates of depression in the
visually impaired are comparable to the prevalence of
depression in other chronic diseases such as cardiovascular
disease (15–25%), stroke (22–50%), cancer (6–39%),
Parkinson’s disease (40–50%) and diabetes (22–24%)
(Berman & Brodaty 2006; Brody et al. 2001; Casten &
Rovner 2008; Lebowitz et al. 1997; Massie 2004; NICE
2007; Robinson et al. 1984).

As many of the studies described are cross-sectional it is
less clear how many people remain depressed after the
initial expected stage of depression following vision loss.
Fewer studies have investigated the course of depression in
individuals with acquired visual impairment longitudinally,
but in one study, 23% of individuals with newly acquired
second-eye age-related macular degeneration (AMD) were
depressed at baseline, and 20% of these patients declined
significantly over the 6-month study period (Rovner &
Casten 2001). Additionally, 28% of non-depressed
individuals became depressed over the 6 months of the
study. In another study, 83% of the AMD patients who were
initially depressed were still depressed after 2 years
(Rovner et al. 1996). These figures suggest that a
significant number of people who experience vision loss do
not overcome the initial phase of depression, at least over
a 2-year period.
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Predictors of Depression in Acquired Visual
Impairment

Factors such as level of vision, general health, social
support and personality can influence the likelihood of a
visually impaired patient being depressed. Identifying such
factors when assessing visually impaired patients may
increase the suspicion of the presence of depression or
identify those at risk, allowing the management of these
patients to be adjusted accordingly.

Level of vision

People with total visual loss, or no perception of light, may
show less severe levels of depression compared to those
with visual impairment and some residual vision (Oehler &
Fitzgerald 1980; Stern 1983; Wuslin et al. 1991) as they
are forced to accept their irreversible impairment. Those
with residual vision may have false hope regarding
treatment and prognosis (Fitzgerald & Parkes 1998) or
may fear further visual loss, which, if progressive, requires
the need constantly to change rehabilitation strategies and
optical devices (De Leo et al. 1999). People with AMD with
marked acuity loss in only one eye tend to exhibit more
symptoms of depression than those with marked vision loss
in both eyes (Rovner & Casten 2001; Williams et al. 1998).

Evans et al. (2007) showed that the prevalence of
depression increased with the severity of visual
impairment, and that prevalence was not influenced by the
cause of visual impairment. In people with AMD,
depression has been seen to be most prevalent in those
with more severe impairment (Augustin et al. 2007). In
people with various retinal diseases, worse clinical visual
function has been strongly correlated with increased
emotional distress, including depression (Scott et al.
2001), and the prevalence of depression has also been
found to be associated with the severity of glaucoma
(Skalicky & Goldberg 2008).

However, worse vision is not always associated with higher
levels of depression. Even in the relatively asymptomatic
condition of newly diagnosed glaucoma, 9–35% of
individuals had experienced depressive symptoms (Jampel
et al. 2007), suggesting that fear of future impairment may
be an indicator for depression as well as actual visual loss.
In AMD patients, worse visual acuity was only just
significantly associated with levels of depression, and
depressed and non-depressed groups had similar
proportions of people with moderate and severe visual
acuity loss (Brody et al. 2001). In a longitudinal study,
although increased depressive symptoms were associated
with worse visual acuity at baseline, an increase in

depressive symptoms after 6 months was not associated
with changes in visual acuity (Rovner et al. 2002). Studies
of people with other conditions such as glaucoma,
cataracts and diabetic retinopathy have found no
significant difference in visual acuity between those who
are depressed and those who are not (Rovner & Shmuely-
Dulitzki 1997; Rovner et al. 1996; Shmuely-Dulitzki et al.
1995; Teitelbaum et al. 1994). 

Even in those studies where an association between visual
acuity and depression has been shown, the relationship is
much weaker after controlling for function in activities of
daily living (Evans et al. 2007). Such findings add weight to
the hypothesis that it is loss of activity function as opposed
to the level of visual impairment that mediates depression.

Despite equivocal findings as to the influence of visual
function on depression, there is sufficient evidence to
suggest that depression may occur regardless of the level
of visual impairment. Such mixed findings also indicate
that any relationship that does exist is complex.
Nevertheless, practitioners should spend time explaining
the ocular condition to the patient, the effect it has on
visual function and its likely prognosis, including any
possible treatments. A thorough assessment of clinical
visual function will help the practitioner understand the
likely restrictions affecting the patient caused by visual
impairment, as well as providing the ability to monitor for
any change in function over time, which is important as
worsening visual function may be a risk factor in becoming
depressed. Patients should be given an uninterrupted
chance to voice any concerns, such as fear of deterioration,
and the practitioner should answer any questions tactfully
but honestly to avoid false hope. In addition, clinical tests
can be used to help explain the effects visual impairment
has on function, for example, using an acuity chart to
demonstrate the benefits of eccentric fixation in patients
with central scotomas, or a contrast chart to highlight the
importance of good lighting. Such techniques can help
reassure patients that even though a loss of vision has been
experienced there is often still useful residual vision. 

General health

Deterioration in health or poor current health is
associated with depression in people both with (Horowitz
et al. 2005b; Owsley & McGwin 2004; Rovner et al. 2002)
and without visual impairment (Henderson et al. 1997;
Jang et al. 2003; Kennedy et al. 1989; Parmelee et al.
1989). However, physical function was not found to be a
significant risk factor for becoming depressed over a 6-
month period after acquiring second-eye AMD (Rovner &
Casten 2001). 
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Despite possible conflicting evidence, for the most part it
appears that poorer general health is a further risk factor
for depression in those with visual impairment. This is
perhaps not surprising as if a person’s activities are already
limited by poor general health, visual impairment is likely
to limit activities even more. The diagnosis of any medical
conditions may also act as a stressful event prompting
depression. Evaluating patients’ general health status to
determine any medical comorbidities and medications,
and whether conditions are stable or not, can help the
practitioner identify those at increased risk of depression.
Regular health checks and compliance with any medical
treatment should be promoted by the practitioner,
especially in patients who have, or are at risk of,
depression. 

Social support

Social support is thought to be a significant factor in
influencing depression (Oxman et al. 1992; Winefield
1979). Support can act as a buffer to stressful life events
that may trigger depression (Cohen & Hoberman 1983),
and social isolation is associated either directly or
indirectly with depression (Ash et al. 1978; Vilhjalmsson
1993). However, social support is a complex,
multidimensional construct that has different facets,
usually relating to structural and functional aspects, and
can be difficult to measure (Barrera 1986; Brookings &
Bolton 1988; Cohen & Wills 1985; Krause et al. 1992; Rook
1997; Winemiller et al. 1993). 

Structural aspects of social support include the source,
size, quality and proximity of support available. Sources of
support include friends, family, neighbours, groups and
service providers; size is the number of supportive sources;
and proximity relates to the availability of support.
Functional aspects include the type of support provided.
Types of support include emotional support, which
includes encouragement, sympathy and caring (Barrera et
al. 1981; Cutrona 1990); informational support, which
includes defining, educating and coping with problems;
recreational support, which includes companionship in
social and leisure activities; finally, instrumental support
includes providing financial help and equipment resources
(Barrera et al. 1981; Cohen & Wills 1985; Winemiller et al.
1993). Poorer social support can lead to worse adjustment
to visual impairment (Horowitz & Reinhardt 1998),
especially if lacking emotional support (Reinhardt 2001).

Depression has been found to be associated with specific
aspects of social support in non-vision-specific (Henderson
et al. 1997; Okun & Keith 1998; Sarason et al. 1983; Wells
& Sherbourne 1999) and vision-specific (Reinhardt 2001)

studies. Instrumental support designed to promote
autonomy can help maintain independence, reducing the
risk of depression (Fitzgerald et al. 1987). However,
overprotection by care providers and a resultant loss in
autonomy can increase depression in the visually impaired
(De Leo et al. 1999; Fitzgerald et al. 1987; Park 1999). In
addition, visually impaired individuals are less able to
reciprocate instrumental support and can compensate for
this by returning emotional support to maintain
relationships (Reinhardt 2001). The resultant unbalanced
exchange of emotional and instrumental support can
actually lead to a negative impact of support (Cimarolli &
Boerner 2005; Kef 2002; Oxman et al. 1994). 

Although better support has been associated with
improved psychological functioning, support should be
aimed at promoting a patient’s autonomy and producing a
balanced exchange between patients and carers. Poor
agreement has been seen between the views of caregivers
compared to their patients with visual impairment, with
carers showing a poor understanding of patients’ vision
condition, the level of their overprotection, and patients’
adaptation to their vision loss (Horowitz et al. 2004). As a
poor understanding between patients and carers may
cause negative interactions and hinder consequent
treatment plans (Horowitz et al. 2005a), it is important to
educate both the patient and any significant others,
including likely carers. It is relevant to spend time
explaining the condition, the effect it has on visual
function and its likely prognosis to carers as well as to
patients themselves (where consent has been given).
Fundus photographs or simulator spectacles may be
beneficial in such situations. Practitioners should also be
aware that friends and family members are thought to
experience a similar grieving process to the one
experienced by their visually impaired peer to reach
acceptance (De Leo et al. 1999), including increased levels
of depression (Bambara et al. 2009; Haley et al. 2003). 

For optical practitioners, one of the primary roles in low-
vision care is to signpost patients to appropriate sources of
support. For example, instrumental support may require
referral to social services via a low-vision leaflet (LVL) or a
referral of vision impairment (RVI) in England, or by using
a low-vision passport in Wales (College of Optometrists
2007; Department of Health 2007). For recreational
support, providing contact information for local self-help
groups such as a local chapter of the Macular Disease
Society (Macular Disease Society 2009) might be
appropriate. Informational support can be provided by
local charity groups or third-sector organisations (National
Association of Local Societies for Visually Impaired People
(NALSVI) 2009). The support available to a patient will
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vary depending on location, and practitioners are
encouraged to determine the support available locally and
the referral procedures to gain access to such services. 

Personality

Costa & McCrae (1992) suggest that individuals higher in
the personality trait neuroticism are more prone to
experience negative emotions such as depression and
anxiety, and are more likely to be tense, insecure and self-
conscious, and may not deal with their negative emotions
effectively (Bolger & Zuckerman 1995; Costa & McCrae
1992). Neuroticism is significantly associated with
depression in twin-based studies (Kendler et al. 2007), and in
the elderly (Henderson et al. 1997). In a longitudinal study
of people with newly acquired second-eye AMD (Rovner &
Casten 2001) the level of neuroticism was found to be a
significant risk factor for acquiring depression over the 
6-month study period, predicting depression better than
general physical health, disability or severity of vision loss. 

Although personality is thought to be relatively stable
throughout an individual’s lifetime and is partly as a result
of genetic predisposition (Caspi & Roberts 2001; Pedersen
& Reynolds 1998), offering patients an uninterrupted
opportunity to voice any concerns, queries or questions
regarding their visual impairment, and answering them
during a low-vision assessment can help reduce anxiety
(Rosenthal 2008). Self-consciousness resulting from
neuroticism may be expressed as a refusal to use a low-
vision aid in public. It is also important to address these
issues and other negative feelings and stress that patients
may feel in response to vision loss (Casten & Rovner 2008).

Effects of Depression

The symptoms and associated risk factors for depression
have been discussed to help practitioners in identifying
their visually impaired patients who may be suffering from,
or be most at risk of, depression. Patients who are
depressed can also have additional negative outcomes that
will affect patient management. 

Mortality

People with chronic health problems who are depressed are
more likely to die, within a given time frame, than those who
are not depressed (NICE 2007). Increased mortality has
been seen in people with visual impairment (Appollonio et al.
1996; Brody et al. 2001; Keller et al. 1999). 

Visual impairment has also been associated with suicide
ideation (Forsell et al. 1997). Approximately 4% of
individuals with macular disease reported having suicidal
thoughts (Mitchell et al. 2002), and suicide rates in the
visually impaired are greater than those in other forms of
sensory impairments (De Leo et al. 1999). Patients with
vision loss are seven times more likely to commit suicide
than patients without vision loss (Waern et al. 2002).

According to NICE guidelines, patients already diagnosed
as depressed (and, if applicable, their carers) should be
advised to contact the appropriate healthcare practitioner
if at all concerned regarding suicidal ideas, especially
during high-risk periods (NICE 2007). In addition, where a
patient presents considerable immediate risk to self or
others, urgent referral to an appropriate healthcare
practitioner (eg a specialist mental health service) may be
indicated. However, there is no guidance specifically for
practitioners concerned with low-vision rehabilitation and
it is not clear what is deemed best practice if such a
situation arises.

Self-care

On average, depressed individuals are three times more
likely to be non-compliant with their medical treatment
than non-depressed individuals (DiMatteo et al. 2000). In
vision care, this is likely to have the greatest impact on
patients with diabetes or glaucoma, who require ongoing
medication for their condition. For example, diabetes has
many possible ocular complications and individuals with
both depression and diabetes are less likely to adhere to
diet, exercise and medication treatment than people who
have diabetes without depression (NICE 2007).

Since poorer general health is a risk factor for depression,
poorer compliance with treatment by depressed
individuals should be identified. Practitioners should
promote regular health checks and encourage compliance
with any medical treatment, especially in patients who
have, or are at risk of, depression. Depression can lead to
low motivation and less successful rehabilitation
(Fitzgerald & Parkes 1998), so depressed visually impaired
patients may be less likely to present for optical or
rehabilitative support services in the first place, and are
more likely to miss appointments. Therefore it is
important to encourage treatment and/or refer these
patients to appropriate services from the outset. 
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Poorer self-reported function

Self-reported visual function relates to the assessment of a
patient’s perceived ability in different tasks using a
structured selection of questions or a specifically designed
questionnaire (de Boer et al. 2004; Massof & Rubin 2001).
Such assessment can be used to guide rehabilitation by
identifying areas of difficulty, or to measure the effects of
any related intervention. Questions are usually phrased
along the lines of: ‘How much difficulty do you have…
[performing a given task]?’ with responses recorded on a
predetermined rating scale.

Normally sighted individuals with depression have reduced
self-reported physical and health function (Wells et al. 1989),
self-care function (Kuriansky et al. 1976) and life functioning
(Wells & Sherbourne 1999). Several studies have looked
specifically at the self-reported visual function of depressed
patients with AMD. Depressed individuals with newly
acquired second-eye AMD were 8.3 times more likely to self-
report poorer visual function than non-depressants,
regardless of visual acuity (Rovner & Casten 2001). An
increase in depressive symptoms over 6 months was
associated with a decline in self-reported visual function,
independent of changes in visual acuity (Rovner et al. 2002),
and a greater dissatisfaction with ability in important vision-
related tasks was associated with a greater chance of
depression (Rovner et al. 2007a). It has been concluded that
depression may influence self-reported visual function
almost irrespective of visual acuity (Brody et al. 2001;
Hayman et al. 2007; Williams et al. 1998), and it has also
been noted that such results are found even if depressive
symptoms are only minimal (Rovner et al. 2006). 

In other conditions, depression has been associated with
self-reported visual function but not clinical visual function,
such as visual acuity and visual fields (Jampel et al. 2007;
Owsley & McGwin 2004). Rovner & Ganguli (1998) showed
that people with visual impairment who were depressed had
a greater likelihood of functional decline independent of
vision. Individual cases have also been described where
visual acuity improved over time but self-reported ability
remained low, corresponding to the elevated levels of
depressive symptoms that were found (Rovner et al. 1996).

The results of such studies suggest that a self-reported
decline in function is likely to represent both negative
thoughts towards one’s self as a consequence of depression
and a reduction in actual function. Reduced reported
function could represent a decrease in motivation to
participate in tasks of daily living either as a consequence,
or as a cause, of depression (Lenze et al. 2001).

Poorer measured function

In addition to poorer reported function, actual
performance in daily visual tasks has been shown to be
worse in those who are depressed, despite similar levels of
clinical visual function (Rovner et al. 2006). A reduction in
reported function was also noted, suggesting that self-
reported visual disability by people who are depressed does
not just reflect the negative views of the depressed but also
an actual decline in function (Rovner et al. 2006).

Low-vision practitioners should be aware that the
difficulties reported by a visually impaired person could
represent actual reductions in function caused by visual
impairment, or could be exaggerated or caused by
depression, or both. A thorough assessment of clinical
visual function including measures such as visual acuity,
contrast sensitivity and visual fields is necessary. Apparent
discrepancy between clinical and reported visual function
should alert the practitioner to the possibility of
depression. 

Treatment of Depression in the Visually
Impaired

It is not known what proportion of individuals pass through
the initial stage of depression associated with vision loss, and
what proportion remain depressed without assistance.
Although episodes of depression can resolve over time with
or without treatment in visually normal individuals
(Posternak & Miller 2001; Posternak et al. 2006), since visual
impairment is generally permanent and psychosocial
deterioration over time has been shown with acquired vision
loss (Brody et al. 2005; Heyl & Wahl 2001), intervention
should be considered. Reducing the levels of depression can
ultimately reduce disability (Birk et al. 2004; Brody et al.
2005; Lenze et al. 2001; Pennix et al. 1998) despite possible
further losses in vision (Rovner et al. 1996).

Generally, when loss of vision cannot be treated,
practitioners should provide appropriate rehabilitation to
address activity limitation (Park 1999). Increasing
participation in personally meaningful activities and
reducing activity limitation with the use of appropriate
low-vision aids and/or rehabilitative training (eg mobility
training), teaching effective problem-solving skills and
promoting independence can help reduce depression.
When treating patients with acquired visual impairment,
there is no strong evidence to suggest the use of one low-
vision aid over another is better (Hooper et al. 2008).
However, it has been suggested that prescribing aids which 
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achieve continuity in the way tasks are accomplished for as
long as the patient’s remaining vision allows, rather than
learning completely new adaptive techniques for achieving
goals, may reduce depression (Horowitz et al. 2006). 

Low-vision rehabilitation can help patients adapt to their
visual loss and address depression. Patients who use
outpatient rehabilitative services more frequently (Tolman
et al. 2005) and who make the most use of rehabilitation
instruments and maintain independence, especially in
mobility and their occupation, are the least depressed,
with the lowest risk of suicide and the highest level of
social integration (Fitzgerald et al. 1987). However, while
an improvement in depression after low-vision
rehabilitation has been seen (Horowitz et al. 2005a;
Pankow et al. 2004), depression can still develop following
routine low-vision rehabilitation. Twenty-three per cent of
a group of visually impaired patients at risk of developing
depression became depressed after 2 months of routine
low-vision support, increasing to 27% after 6 months
(Rovner et al. 2007b). Therefore other more targeted
treatment options also need to be considered. 

Treatment methods aimed at reducing depression in
visually impaired patients have shown some success,
although there are currently no validated treatment
protocols (Hooper et al. 2008). One approach assessed is a
self-management programme, involving a 12-hour
education programme over 6 weeks designed specifically
for patients with AMD (Brody et al. 1999, 2002, 2005,
2006). Similarly, problem-solving treatment plans aim to
teach effective problem-solving skills to promote
independence by providing 6-hour-long in-home sessions
over an 8-week period (Rovner et al. 2007b). Both
strategies address poor problem-solving skills, which have
been associated with greater depression and emotional
distress (Dreer et al. 2005). Information is provided about
the condition causing the visual impairment and possible
rehabilitative strategies, along with exchanging disease-
related experiences and teaching behavioural techniques,
including effective ways of dealing with the challenges
presented by visual impairment (Becker et al. 2006; Birk et
al. 2004; Brody et al. 1999, 2002, 2006; Rovner et al.
2007b; Williams et al. 1998).

A significant improvement in depressive symptoms among
depressed patients with AMD and a significantly lower
incidence of depression in initially non-depressed patients
were seen using the self-management programme (Brody
et al. 1999, 2002, 2006), where improvements were
sustained after 6 months (Brody et al. 2005). While
depressive symptoms were significantly less after the self-
management programme, a significant level of depression

still remained (Brody et al. 2006). Use of the problem-
solving treatment as part of low-vision rehabilitation also
produced a lower incidence of depression; just 12%
acquired depression after 2 months of treatment and an
improved rate of participation in activities important to
the patient was seen (Rovner et al. 2007b). However, at 6
months there was no significant difference in rates of
depression compared to patients receiving routine low-
vision support (Rovner et al. 2007b). Therefore, regardless
of the treatment type implemented, it has been suggested
that due to the declining function associated with age-
related visual impairment, continued support is needed in
the prevention of depression where the low-vision
practitioner regularly monitors for any factors that may
trigger depression and instigates maintenance treatment
as necessary (Casten & Rovner 2008).

If a practitioner suspects that a patient is depressed,
consider discussing with the patient referral to the general
practitioner (GP), in addition to any implemented low-
vision rehabilitation. The GP acts as a central point in a
patient’s healthcare and can refer a patient for counselling
or consider medical treatment as required. Relevant local
services should also be considered. For example, in
Cambridge the local voluntary organisation CamSight
offers emotional support for visually impaired people both
individually and in groups (CamSight 2009): other local
groups may also offer such services and patients can be
directed to these accordingly. Moorfields’ low-vision
service provides patients with information about the
Macular Disease Society helpline (Macular Disease Society
2009; telephone number: 0845 241 2041).

Summary

There is a high prevalence of depression amongst
individuals with visual impairment, often regardless of the
level or cause of visual loss. Depression can be a normal
stage in the acceptance of a visual loss; however, such a
period of depression can persist indefinitely and is
associated with negative outcomes such as increased
mortality and non-compliance with healthcare. Associated
factors can increase the likelihood of a patient becoming
depressed: such factors include deteriorating vision,
poorer general health, poorer social support and higher
levels of neurotic personality trait. Optometrically,
depressed patients may report more difficulties with visual
tasks independent of measures of clinical visual function,
show poorer performance on practical visual tasks and be
less compliant with any treatments implemented.
Intervention can improve symptoms of depression and
increase function but may need maintaining over time.
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Advice for Practitioners

1. Consider the use of screening tests, such as the NICE-
recommended questions, to identify patients in high-
risk groups who may be depressed.

2. Explain to a visually impaired patient and carers that a
stage of depression is expected when adapting to visual
impairment, but that this should not continue
indefinitely. 

3. Practitioners should be aware that, particularly in the
early stages of adapting to visual loss, patients may not
be ready to accept optical aids or rehabilitative
assistance. Ensure patients know how to access services
once they are ready to accept support and that they
know how to re-access secondary care services following
discharge.

4. Inform patients about their ocular condition, explaining
its effects on visual function, and the likely prognosis
and treatment. Allow uninterrupted time for patients to
voice any concerns or fears and answer any questions to
reduce anxiety.

5. A comprehensive assessment of visual function will help
to identify those at greater risk of depression (such as
those with deteriorating vision), help to understand the
impairment and possible limitations, and to determine
any discrepancies with reported visual function that
may suggest depression. 

6. Educate friends, family and carers as well as the patient.
Promote a balanced exchange of support that
encourages independence and autonomy. 

7. Encourage compliance with any medical treatments and
discourage neglect of general health.

8. If a patient is, or appears to be, depressed, in addition
to any low-vision rehabilitation discuss referring the
patient to the appropriate healthcare practitioner to
arrange further assessment, and/or give the patient
information on relevant local services. Practitioners
should make themselves aware of services available in
their area. 

9. At follow-up appointments, any previous referrals should
be explored and monitored for non-compliance.
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Multiple Choice Questions

This paper is reference C-11470. Three points are available for
optometrists and dispensing opticians. Please use the inserted
answer sheet. Copies can be obtained from Optometry in Practice
Administration, PO Box 6, Skelmersdale, Lancashire WN8 9FW.
There is only one correct answer for each question.

1. What is the prevalence of depression or significant levels of
depressive symptoms in community-dwelling older patients
with acquired visual impairment?

(a) 1–2%
(b) 30–45%
(c) 60–75%
(d) Over 75%

2. Which of the following is not a common defining symptom
of depression?

(a) Loss of interest in normally pleasurable activities
(b) Feeling down over the past week
(c) Sleep disturbance
(d) Poor concentration

3. Which of the following is least likely to alert a practitioner
to the possibility of depression?

(a) Patient wants new glasses or low-vision aids for a hobby that
he or she has recently taken up

(b) Patient persistently fails to attend appointments
(c) Patient suggests that he or she is responsible for 

the sight loss
(d) Patient demonstrates general unhappiness

4. Which patient would be considered at the greatest risk of
depression due to visual problems? 

(a) A middle-aged patient with long-standing retinopathy of
prematurity

(b) A widowed elderly patient with recent monocular wet AMD
(c) An adult with a corrected refractive error
(d) An elderly patient with stable dry AMD in both eyes, with a

close-knit family and active social circle

5. Which of these statements is not true regarding general
health and depression? 

(a) Practitioners should investigate the general health 
of visually impaired patients to help identify those 
at risk of depression

(b) Compliance with any medical treatment should be
promoted by practitioners of visually impaired patients

(c) Depressed patients with visual impairment should be left 
to their own devices when managing personal health

(d) People with poor general health as well as visual impairment
have a higher risk of depression

6. Which of these statements is true regarding social support
and depression?

(a) Family members should be encouraged to perform all daily
activities for their visually impaired relation

(b) Visually impaired people should be encouraged to provide
emotional support for their carers in return for their
assistance with daily tasks

(c) Carers of visually impaired people always show a good
understanding of the patient’s condition

(d) Carers of visually impaired people are also at increased risk
of depression

7. The personality trait most commonly associated 
with depression in visually impaired people is: 

(a) Openness
(b) Conscientiousness
(c) Neuroticism
(d) Introversion



8. It has been found that patients with vision loss are:
(a) Twice as likely to commit suicide than patients without

vision loss
(b) Not at a greater risk of committing suicide than those

without vision loss
(c) Three times less likely to commit suicide than those

without vision loss
(d) Seven times more likely to commit suicide than patients

without vision loss

9. Which of the following forms of support is a practitioner
most likely to be able to provide to a depressed visually
impaired patient directly, without referral to another agency?

(a) Emotional support
(b) Recreational support
(c) Informational support
(d) Financial instrumental support in the form 

of a review of benefits

10. Which of these statements is true regarding depression and
self-reported visual function?

(a) Depression has not been found to be associated with self-
reported visual ability in patients with visual impairment

(b) Depressed visually impaired patients are generally less likely
to report poor visual function than non-depressed visually
impaired patients

(c) Differences in self-reported visual function are always
accounted for by differences in clinical visual function 

(d) Depressed visually impaired patients are generally more
likely to report poor visual function than non-depressed
visually impaired patients

11. Which of these statements is true regarding the
management of visually impaired patients with suspected
depression?

(a) Emotional support services for visually impaired patients
vary across the UK 

(b) Referral of patients suspected of having depression is
beyond the remit of the optometrist/optician

(c) A widely used and validated intervention exists which
practitioners should follow when managing depressed
patients with visual impairment

(d) All visually impaired patients pass through and recover from
the initial stage of depression associated with vision loss

12. Which of these statements is false regarding the
recommendations to practitioners of visually impaired
patients?

(a) A patient who rejects the low-vision aids and services offered
at an initial low-vision assessment should be discharged with
a standard recall

(b) A comprehensive assessment of visual function should be
carried out on at least the first initial appointment of a
patient with a visual impairment

(c) Practitioners should be aware of local protocols and services
which can then be recommended to appropriate patients

(d) Any previous referrals should be monitored for compliance
at the next appointment with the patient

13. A study by Mitchell et al. (2002) found what percentage of
macular degeneration sufferers reported feeling depressed
following diagnosis?

(a) About 40%
(b) About 50%
(c) About 60%
(d) About 70%

14. A newly diagnosed macular degeneration sufferer presents
to her GP with the following history: loss of interest in
normally pleasurable tasks, reduced energy, poor
concentration and disturbed sleep. How would this be
classified, according to the guidelines on depression from
the World Health Organization?

(a) Clinically insignificant
(b) Mild depression
(c) Moderate depression
(d) Severe depression

15. Which of the following statements regarding treatment of
depression in the visually impaired is false?

(a) Even with progressive visual loss, reducing levels of
depression can reduce the patient's disability

(b) Practitioners should provide rehabilitation to reduce activity
limitation

(c) Patients who use rehabilitative services have the highest
levels of social interaction

(d) A study in 2007 found that less than 10% of patients with
low-vision support became depressed after 6 months
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