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Abstract
Background. Depression and anxiety are highly prevalent, but often unrecognized in adults with visual
impairment (VI). The purpose of this study was to explore service users’ views on facilitators and barriers
in identifying and discussing mental health problems in adults with VI. 

Methods. Semi-structured interviews, based on the Integrated Model for Change, were conducted with 16
service users from three Dutch low vision service organizations. Interview data was analyzed using
the framework approach.                

Results. Prominent themes in service users’ cognitions and skills were their focus on VI, lack of health
literacy, misattribution of symptoms and di�culties in acknowledging their VI and mental health
problems. Informal and formal support were seen as facilitators. However, participants mentioned the
need of improving healthcare providers’ knowledge, skills and attitude to increase the likelihood of
detection and communication about depression and anxiety.     

Conclusion. Our �ndings suggest that, compared to barriers experienced in general population, adults
with VI face additional barriers in identifying and discussing mental health problems, partly caused by
their impairment and increased vulnerability. Healthcare providers and social support systems seem
essential for them in reducing these barriers. However, there might be a mismatch between service users’
needs and healthcare providers’ knowledge, skills and attitude. Training healthcare providers may
improve detection of depression and anxiety in adults with VI.

Introduction
About one third of adults with visual impairment experience subthreshold symptoms of depression
and/or anxiety (1, 2), indicating clinically signi�cant symptoms but no actual disorder. These prevalence
estimates are signi�cantly higher compared to the general population (1). In adults with VI, having
(subthreshold) depression can lead to decreased health-related and vision-related quality of life and
visual functioning (3). An early treatment approach is recommended to reduce negative in�uences on
quality of life.

Despite effective mental health treatments available for people with VI (4), more than half do not receive
any mental health support (5–7). Different barriers for receiving treatment are expressed by adults with
VI. A former study showed that they often experience a lack of knowledge about symptoms and
treatment possibilities, followed by not wanting to rely on others (5). Symptoms of depression and
anxiety seem to be systematically overlooked by adults with VI themselves, but also by others.

Healthcare providers often do not recognize depression in visually impaired adults. From the perspective
of healthcare providers, this may be due to their focus on physical health instead of psychological health
(8). A lack of con�dence in their own knowledge and skills seems to limit them in identifying symptoms
of depression in service users (9). Other examples of barriers experienced by healthcare providers are lack
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of training in recognizing depression, absence of standard procedures within their organizations to detect
depression, limited time and high workload (8, 10). Moreover, many healthcare providers believe service
users themselves create barriers: denial and a defensive attitude are the most common barriers
mentioned (8). Healthcare providers believe reluctance to discuss depression might be due to di�culties
in communication, social stigma related to depression, or perceived negative consequences of
acknowledging depression (8, 9).

While a few studies investigated barriers from the healthcare providers’ perspective, so far, no in-depth
research has been performed to explore the perspective of adults with VI. In addition, previous research
focused on detection of depression, leaving anxiety underexposed, while prevalence estimates of anxiety
are high as well (1). Therefore, this study aimed to explore the process of identifying and discussing
depression and anxiety from the service users’ perspective. Barriers and facilitators that contribute to the
identi�cation and discussion are determined, with special attention on the healthcare provider’s role.

Methods

Study design and participants
Adults with VI (18 years or older) and (a history of) symptoms of depression and/or anxiety were
recruited to participate in this qualitative study. A heterogenous group of adults with VI with varying eye
diseases, age and gender was included, for participating in semi-structured interviews. The six-item
screener, a short version of the Mini Mental State Examination, was used to measure participants’
cognitive abilities (11). Adults with severely impaired cognitive abilities (scores lower than three on the
six-item screener) or minimal understanding of the Dutch language were excluded from participation.
Participants were purposively recruited from three Dutch low vision service organizations. Psychologists
were asked to select eligible service users, approach them by telephone or during face-to-face meetings,
offer them a written information letter and informed consent form, and answer questions if applicable. All
participants provided written consent. One participant who consented to participate dropped out due to
declining mental health.

Data collection
Semi-structured face-to-face interviews with individual service users were performed by the �rst author
(EvM), who worked as a researcher at one of the low vision service organizations, but had no prior
relationship with the participants. Interviews were conducted at the participant’s home, except for two
interviews that were conducted at the low vision service organization. Participants were allowed to bring
a trusted person to the interview, which occurred during two interviews. Interviews lasted between 27 and
85 minutes (mean = 64 minutes), were audio-recorded and transcribed verbatim. The interviewer recorded
observations about the participant’s ability to re�ect on their own situation.

Theoretical Framework
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The Integrated model for Change (e.g. the I-Change model) was used as a theoretical framework to
develop the interview guideline (Additional �le 1), and to analyze barriers and facilitators for the detection
and discussion of depression and anxiety. The I-Change model is an integrative model using several
scienti�c models about social cognition, and explains motivational and behavioral change (12). I-Change
is often used in research about healthcare utilization from various perspectives (13, 14). According to the
I-Change model, behavior is the result of predisposing, environmental, awareness and motivational
factors.

Analyses
Thematic analysis of the interview data was performed to describe and understand barriers and
facilitators. I-Change model determinants were used as the coding framework (15). All analyses were
performed by two researchers (EvM, HvdA) using Atlas.ti8 software. The �rst step of analyzing the
interview data involved open coding to help the researchers get familiar with the data. Several interviews
were coded and consensus was reached, based on which the codebook was developed. Second, the
codebook was used to analyze all interviews. Third, codes were clustered into subthemes. It was
concluded that the last interview lacked new subthemes indicating that data saturation may have been
reached. Subsequently, subthemes were summarized into main themes and assigned to domains based
on consensus between the two researchers.

Results
Sixteen service users (44% male) participated in this study. Mean age was 60 years and ranged between
33 and 91 years. Participants’ medical �les showed different diagnoses as cause of their VI (Table 1). In
six participants comorbidities, such as hearing loss, autism spectrum disorder or physical complaints,
were present.
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Table 1
Participant characteristics (N = 16)

Characteristic N (%) Mean (SD) Median [range]

Sex: male 7 (43.8%)    

Age (in years)   59.8 (14.4) 58.0 [33–91]

Acquired VI (age of onset) 12 (75.0%) 40.5 (20.5) 35.5 [12–78]

Blind 12 (75.0%)    

Symptoms of depression in the past 13 (81.3%)    

Symptoms of anxiety in the past 7 (43.8%)    

Current symptoms of depression/anxiety 5 (31.3%)    

Eye disease Retinal detachment

Optic nerve disease

Macular degeneration

Other retinal disease

4 (25.0%)

4 (25.0%)

3 (18.7%)

3 (12.5%)

   

  Other 2 (43.7%)    

SD standard deviation, VI visual impairment

Barriers and facilitators
Main themes and subthemes identi�ed through the inductive process were mapped to domains within the
I-Change model. These were: 1) personal factors, 2) environmental factors, 3) awareness related factors,
and 4) motivational factors. Two domains were added based on the input that was gathered: 5) social
support system and 6) healthcare provider’s role. Table 2 represents all facilitators and barriers gathered
within these domains, their themes and sub-themes.
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Table 2
Themes and sub-themes in detection and discussion of (subthreshold) depression and anxiety

Domain Theme Sub-theme

1. Personal factors Coping • Coping strategies (+, -)

• Internal locus of control (+, -)

• Personality traits (+, -)

2. Environmental
factors

Acquired care

Social inclusion

• Receiving care (+, -)

• Experiences with low vision services (+, -)

• Stigma related to VI (-)

• Lack of equality (-)

3. Awareness
related factors

Risk perception

Detection

Knowledge

• Impact VI on mental health (+, -)

• Perceived severity (+, -)

• Need for help (+, -)

• Recognition of psychological complaints or
changes in behavior (+)

• Focus on VI (-)

• Misattribution of symptoms (-)

• Knowledge of mental health interventions (-)

• Abilities to collect information (-)

4. Motivational
factors

Attitude

Willingness to discuss

• Attitude towards discussion (+, -)

• (Dis)advantages of discussion (+, -)

• VI complicates discussion(-)

• Self-con�dence on discussion (+, -)

5. Social support
system

Informal emotional
support

Network size

• Recognition and discussion by social support
system (+, -)

• Guidance and encouragement from social
support system (+, -)

• Indifference and incomprehension impact VI on
mental health (-)

• Number of social contacts (-)
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Domain Theme Sub-theme

6. Healthcare
provider’s role

Focus of healthcare
provider

Formal support

Expertise of healthcare
provider

• Focus on practical rehabilitation VI (-)

• Attention impact VI on mental health (+, -)

• Referral to healthcare provider with knowledge VI
(+)

• Discuss mental health/current symptoms (+, -)

• Help-seeking (+, -)

• Transfer knowledge (-)

• Knowledge healthcare provider (-)

• Skills healthcare provider (-)

• Attitude healthcare provider (-)

• Relationship with service user (+)

VI Visual Impairment, + facilitator, - barrier

Personal factors
Participants used various ways to cope with their mental health problems. More than half of them
mentioned a passive or ineffective coping strategy, such as denial and overcompensation. Active problem
solving was addressed as an often used coping strategy by a few participants. Some of them felt the
need to solve their problems by taking the initiative to ask for help, most often from general practitioners
(GPs), while others tried to solve their problems relying on their own resources.

Environmental factors
A few participants mentioned that receiving care from low vision service organizations increased their
likelihood of discussing depression or anxiety, in any stage of the symptoms, just because they had
access to a healthcare provider. In addition, having a VI changed some participants’ perspectives on
social inclusion due to perceived stigma and an experienced lack of equality. They felt that their VI made
them different, vulnerable and unequal to others, and that discussing mental health problems would
increase those feelings. One participant mentioned: “I feel like they are looking down on me, because I am
already different from everyone else. (...) If I can just participate in society in a normal way or if everyone
sees me as a normal person, that is already so different. Then mental health problems become less
uncomfortable and more negotiable (female, aged 41, blind).”

Awareness
After discussing mental health, participants believed that VI increased their feelings of being vulnerable
and inferior to others. In their opinion these feelings and permanent loss, or future losses in progressive
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eye diseases, caused their mental health problems. One participant explained: “Vision loss is bigger than
just losing your sight. There is so much more you can’t do anymore, which makes you feel worthless and
changes you as a person (female, aged 49, blind).” However, in the beginning almost all participants
focused on the practical implications of their VI, and therefore failed to acknowledge its impact on their
mental health. In addition, half of the participants mentioned misattribution of symptoms limited their
recognition. They thought symptoms such as having low energy, physical complaints and having less
interest in activities were related to their old age, their personality, medicines they used, a previous
accident or their VI instead of acknowledging them as mental health problems. After a while, they became
aware of the signi�cant impact of the VI on their mental health and often identi�ed the VI as the cause of
their mental health problems.

Being unaware of possibilities for receiving mental health support was often mentioned as a barrier for
discussing symptoms, especially within low vision service organizations. Two participants still lacked
knowledge about where to �nd appropriate care. Some participants explained that their reduced ability to
collect visual information may have caused this lack of knowledge: “The general practitioner’s waiting
room is full of posters. If you are a good sighted person waiting, you can look around and can be
triggered to investigate a subject further on the internet. As a blind person you just happen to hear it or
need to think of it yourself (female, aged 41, blind).” Because of the decreased ability to receive and
collect information, participants stressed the importance of healthcare providers to provide appropriate
information on the increased risk of depression and anxiety in people with VI, and on possibilities for
support.

Motivation
Both advantages and disadvantages of discussing feelings of depression and anxiety with a healthcare
provider emerged. The prospect of receiving support was mentioned as an advantage. Participants felt
that tailored support could help them comprehend and improve their situation, and help them feel in
control again. Disadvantages included fear of further deterioration of mental health by discussing it, fear
of potential changes in daily life, and the need to acknowledge their VI. One participant explained: “The
moment I was going to discuss it with a psychologist, I had to admit something was wrong. I miss
something (vision) and I have to adjust my life accordingly. I wasn't ready until last year (female, aged 47,
blind).”

Participants often considered their VI made discussing mental health with a healthcare provider more
di�cult. Several of them indicated that their VI made it di�cult to open up about their mental health
problems, because they had to acknowledge their disability and deal with its consequences. Also, they
had to open up about two subjects that made them feel vulnerable. One participant mentioned VI could
also decrease trust in others, because it limits interpretation of body language. Another participant
referred to having depression as an extra burden on top of his VI: “People without vision loss do not
struggle with a visual impairment. Therefore, they have the capacity and time to put energy in other
things, like feelings of depression (male, aged 33, blind).”
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Social support system
Informal emotional support was indicated as a signi�cant facilitator in identifying and discussing
depression and anxiety. More than half of the participants felt guided by a loved one, who helped them to
recognize the symptoms of depression or anxiety, and encouraged them to discuss it with a healthcare
provider. However, some participants lacked informal support or received more practical solutions, e.g.
write feelings down or get a guide dog. Some of them also expressed their loved ones’ incomprehension
of the impact of VI on mental health: “It was the beginning of us growing apart. She (partner) literally
shrugged her shoulders and said ‘You’ll get over it.’ As if it were a common cold (male, aged 56, blind).”
One participant mentioned that VI could limit the size of the service user’s social network due to loss of
daily activities (e.g. losing their job or decrease in social activities), and therefore might leave them with
fewer people that are able to provide informal support.

Healthcare providers
Participants expressed the importance of the healthcare provider’s role in their recognition and
willingness to discuss symptoms. They mentioned that ophthalmic personnel and GPs not often linked
the VI with mental health problems and almost never discussed mental health. Nevertheless, participants
were positive about their referrals to low vision service organizations, because they expected healthcare
providers with knowledge of VI would understand their situation. However, only half of the participants
mentioned a healthcare provider discussed mental health after referral, and if discussed, always by social
workers or counsellors. In addition, low vision service workers often focused too much on the practical
side of low vision rehabilitation and had little attention for the impact of VI on mental health. “VI de�nitely
has an impact. Actually, there are institutions that can help you deal with using an iPad or they tell you
that you can no longer drive a car. But in that case your state of mind is ignored (male, aged 80, low
vision).”

Participants mentioned that healthcare providers should have a constant focus on possible mental health
problems in people with VI, from the �rst diagnosis until the end of rehabilitation, and anticipate on
mental di�culties in the future. Ophthalmic personnel and GPs should be aware of both the physical and
emotional impact of VI, and the opportunities for support. Participants stressed the importance of follow-
up care to see how the service user is doing, and referrals to low vision service organizations in an early
stage. “I think when ophthalmologists diagnose permanent vision loss, it should trigger them to start
providing care (male, aged 64 blind).” Participants recommended that healthcare providers invite them to
talk about mental health problems and transfer their knowledge about different aspects of depression
and anxiety in relation to the VI, such as prevalence rates, possible symptoms that may be experienced
and opportunities for receiving support.

However, participants thought that healthcare providers, especially GPs, often lacked knowledge, skills,
expertise and the proper attitude to detect and discuss depression and anxiety. In addition, GPs and
ophthalmic personnel seem to be unaware of the impact of VI on mental health, and have di�culty
referring service users to the appropriate care. According to service users, low vision service personnel
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tended to have di�culty linking the impact of VI with mental health problems as well. Overall, healthcare
providers tended to have di�culties recognizing symptoms of depression and anxiety and seemed to lack
con�dence and skills in empathizing with service users concerning these symptoms. Moreover,
participants assumed a lack of critical attitude in healthcare providers because they often focused on
practical solutions regarding VI, and occasionally trusted service users’ statements about having a good
mental health too easily. Therefore, participants proposed that healthcare providers consider complaints
as an aspect of depression or anxiety, and integrate mental health in their routine care, for example by
using a screening instrument. “A general practitioner should check some things in adults with visual
impairment by default, such as energy, activities and mood. Ask how everything is going and if
necessary: provide a referral (male, aged 33, blind).” Finally, participants indicated a longer, persistent,
equal and trustworthy relationship with their healthcare provider as facilitating. According to participants,
healthcare providers can establish this by sharing personal stories and considering themselves equal to
service users.

Discussion
The aim of this study was to explore facilitators and barriers in the detection and discussion of
depression and anxiety in adults with VI. Based on interviews with service users, this study uncovers
several important facilitators and barriers regarding service users’ cognitions and skills, social support
networks and the in�uence of healthcare providers. These factors are in accordance with the
determinants of the I-Change model.

Service users acknowledge that depression and anxiety are highly prevalent in people with VI. However,
they seem to encounter di�culties in acknowledging their own mental health problems and VI. This
refusal to acknowledge VI may be part of someone’s grieving process and may aggravate feelings of
depression and anxiety. People with VI can be recurrently confronted with their loss, because new
situations and new problems keep rede�ning their loss (16), for instance not being able to see their
newborn grandchild. This suggests that adults with VI need to adapt to and acknowledge, their VI
repeatedly during their lives. Healthcare providers should be aware of these reoccurring confrontations
with loss of vision that can cause mental health problems.

Being visually impaired may limit service users to open up about mental health problems, because of
increased feelings of vulnerability and decreased trust in others. Previous studies con�rm that adults with
VI often experience di�culties in opening up about mental health problems and sometimes even deny
psychological distress (17, 18). Many service users experience self-stigma on both VI and mental health
problems, which may exacerbate these di�culties. Self-stigma may prevent them from seeking help and
receiving treatment (19, 20). Self-stigma can potentially be reduced by providing psychoeducation (21).
This emphasizes the importance of healthcare providers discussing mental health problems related to VI
(e.g. “it is not surprising that you experience these symptoms, as many other adults with VI do”).
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In addition, people with VI seem to experience di�culties in identifying their mental health problems.
Some indicate this is due to limited knowledge about the impact of VI on mental health and treatment
possibilities. Especially in this population lack of knowledge seems to be experienced as a barrier for
help-seeking (5), since it is less often mentioned in the general population (22, 23). This may be caused
by the limited abilities of people with VI to obtain processable information, which can lead to low health
literacy (24, 25), i.e. the ability to “obtain, process and understand basic health-related information and
services to make appropriate health decisions” (26). Health literacy seems an important facilitator in help-
seeking for mental health problems (27). People with VI might face speci�c barriers in obtaining health-
related information because it is inaccessible (e.g. posters in a waiting room or information on a
website). This emphasizes the importance of using accessible and tailored ways of informing people
with VI on mental health problems and treatment possibilities, e.g. during contacts with an experienced
healthcare provider or via audio recordings on a website.

Another important reason for di�culty in identifying mental health problems may be a misattribution of
symptoms. Some symptoms of depression and anxiety, such as loss of daily activities, poorer self-care
and fatigue, are often seen in people with vision loss (28–30), but can also be symptoms of mental
health problems as they are highly prevalent in this population. Informing service users about the high
prevalence of mental health problems in people with VI in a timely manner is warranted.

An active problem solving coping strategy seemed to assist service users in being able to discuss
symptoms with a healthcare provider. However, from the literature we know that especially service users
with an avoidant coping style seem to experience mental health problems (31) and people with mental
health problems seem to have more di�culty in using adaptive coping strategies (32). Therefore, these
service users seem to be more dependent on others, i.e. informal and formal support systems, in being
able to discuss mental health symptoms.

Service users often mentioned informal support helped them to recognize and discuss mental health
problems. In adults with VI this support from loved ones seems to be even more important, because they
often report a loss of control, low self-esteem and increased dependency on others for many daily
activities (33–35). Informal support consists of instrumental support (e.g. assisting with tasks of daily
living) and emotional support (e.g. affective support) (36). Strong informal emotional support is
associated with help-seeking in mental health problems (37). However, adults with VI more often receive
instrumental support than emotional support, and most often responsibilities for providing support lies
with their family members (38). Service users experienced different levels of emotional support, that may
be explained by adaptation to vision loss. Vision loss is associated with possible isolation from the
family, changes in roles and responsibilities between family members, and burden within family members
(39–41). Therefore, some social support networks might have focused on providing instrumental support
or had limited resources to provide emotional support.

Healthcare providers could help service users to identify and discuss mental health problems. It seems
important that healthcare providers understand the impact of VI on mental health, start a conversation
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about mental health and share knowledge about prevalence and symptoms of mental health problems. A
previous study in women with VI con�rms healthcare providers’ importance in service users achieving
health literacy (24). However, healthcare providers often seem to focus on VI, which is consistent with
previous studies (8). Service users also expressed the need of receiving information about the impact of
VI on mental health and sometimes questioned the expertise (e.g. knowledge, skills and attitude) of
healthcare providers. Nevertheless, only a quarter of ophthalmic and low vision service personnel
provides education and information for suspected depression (10). In addition, they often report a lack of
con�dence in knowledge and skills as barriers to depression management in adults with VI (9, 10). These
barriers may have limited healthcare providers in providing information about mental health and
treatment options, but also in starting a conversation about depression or anxiety. A possible explanation
for the lack of critical attitude might be that healthcare providers think service users are often reluctant to
discuss mental health (8, 9). Therefore, there might be a mismatch between the service users’ needs and
healthcare providers’ abilities, resulting in underrecognition of mental health problems.

Strengths and limitations
A �rst strength is that this study describes potential barriers and facilitators from the perspective of
adults with VI. The qualitative design allows us to understand the actual experiences of this fragile
population in discussing this highly prevalent problem. Second, the I-Change model turned out to be
valuable to create a comprehensive interview guide. Third, a heterogeneous group of adults with VI from
different gender, age groups and with various ophthalmic diagnosis and comorbidities was included to
provide a broad picture of experienced barriers and facilitators.

Although common in qualitative interview studies, the results might lack generalizability and
completeness. Despite heterogeneity of the participant group, the sample size was small, and lacked
diversity in for instance cultural differences, cognitive abilities and (in)experience in discussing mental
health problems. Another limitation is the retrospective design of the study, which can be affected by
inaccuracy or incompleteness of recollection (42). Finally, service users differed in re�ective abilities, and
together with recall bias, this may have resulted in missing some information. Future (quantitative)
studies might take into account these limitations.

Clinical implications
An important implication for clinical practice is that healthcare providers should be aware of possible
additional limitations service users experience in identifying and discussing mental health problems. In
addition, they should understand their in�uence on service users’ acknowledgement of and willingness to
discuss mental health issues. GPs’ knowledge on VI and overall healthcare providers’ knowledge on the
impact of VI on mental health should be increased. Moreover, standard procedures could be introduced,
with a screening instrument as a routine part of care. This might facilitate healthcare providers to start a
conversation about the impact of VI on mental health. Finally, healthcare providers could actively provide
information about depression and anxiety, in a way that is suitable for adults with VI (verbally, digitally or
in Braille) to increase health literacy.
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Conclusion
This study revealed important factors related to the detection and discussion of depression and anxiety
in adults with VI from the service users’ perspective. The results suggest that an increased vulnerability of
adults with VI, concerning di�culty acknowledging both their VI and mental health problems, low health
literacy, di�culty of attributing symptoms to the right impairment and reluctance to discuss symptoms,
complicates identifying and discussing mental health problems. As for many other things in life, this
greatly increases their dependency on others. Both the social support system and healthcare providers
can play an important role in eliminating these barriers. Insights from this study could facilitate training
for healthcare providers and improve detection of depression and anxiety in adults with VI. Ultimately, this
might improve quality of care and subsequently the service users’ quality of life.
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