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Summary

Anxiety and anxiety disorders among people with visual impairment are more frequent
than in the general population. It is estimated that ⅓ of people with visual impairment face
depression and/or anxiety, whereas 4–6% of people are diagnosed with anxiety disorders.
The purpose of this paper is analyzing the occurrence of anxiety in people with visual impairment based on current information. Literature review indicates that people with visual
impairment experience the common, as well as the more specific, often chronic anxiety symptoms. Despite the significance of the foregoing phenomenon and its negative consequences,
literature does not explain its causes, specify the problem, and most importantly, does not
provide recommendations for preventing the occurrence of anxiety in the foregoing group
of people. In order to understand the nature of anxiety, it is important to learn more about its
causes and consequences for health, both biopsychosocial and spiritual wellbeing. In people
with visual impairment this may depend on particular conditions which these people face every
day, therefore the concept of anxiety in this group of people requires a separate consideration.
Key words: anxiety, anxiety disorders, visual impairment

Introduction
In ICD-10, anxiety disorders are classified in the group of neurotic disorders and
include: general anxiety disorder, phobic anxiety disorder, panic disorder, obsessive-compulsive disorder as well as stress-related disorders – acute and post-traumatic
[1]. Furthermore, anxiety may also be observed in people with anxious (avoidant)
personality disorder and may accompany other psychopathological symptoms, which
are most commonly expressed by depressive-anxiety syndrome. Anxiety may also be
analyzed in a wider sense, e.g., as an attitude towards an illness (both of persons with
disabilities as well as their guardians), or stages of dealing with disability [2].
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The International Classification of Functioning, Disability and Health (ICF)
describes the vision function as a sensual function used to experience the world and
form, size, shape, and color of the visual stimulus. People with visual impairment are
a heterogeneous group, which results from the diverse period of the occurrence of
visual impairment, its causes, severity, and scope [3].
As estimated by statistical analysis, in 2015 there were over 34 million of blind
people worldwide, over 24 million had severe visual impairment, 214 million – moderate and 663 million had mild visual impairment. Vision loss is the third cause of
disability, right after anemia and hearing impairment; in terms of vision deficits, the
index of years lived with disability is significantly lower than that associated with
anxiety disorders [4]. Meta-analyses allow us to predict that by 2050 the number of
people with myopia, which is the main cause of visual impairment, will increase and
include over a half of the general population [5]. According to the Central Statistical
Office, over 60,000 Poles over 15 are people with visual impairment [6].
The prevalence of anxiety and anxiety disorders among people
with visual impairment
It has been indicated that people with visual impairment experience higher level of
anxiety than people without disabilities [7, 8]. It is estimated that one third of people
with visual impairment face depression and/or anxiety, whereas 4–6 % of people are
diagnosed with anxiety disorders. It has been shown that during the last four weeks
15.6% of people with visual impairment expressed anxiety symptoms, as compared
to 10.7% of people without visual deficits. The above-mentioned research shows that
both the subthreshold symptoms, which do not comply with the diagnostic criteria, as
well as those which help in diagnosing depression or anxiety disorders, are a significant health problem mainly of the elderly people with visual impairment [9]. Other
research has revealed this symptom in over 30.1% of elderly people with age-related
macular degeneration (AMD) [10]. Van der Aa et al. [11] confirmed the occurrence
of panic anxiety without agoraphobia during the last month in 0.16% of people with
visual dysfunctions and with coexisting agoraphobic symptoms among 0.33%. On the
other hand, the prevalence of agoraphobia without panic was observed in 4.2% and
social phobia in 2.4% of people in this group. General anxiety disorder within the last
six months was observed in 1.8% of people with visual dysfunctions [11].
Research conducted in Korea among people with anophthalmia showed that anxiety
disorders occur in about 30% of subjects [12], while in Japan such disorders occur in
almost 26% of people with high myopia [13]. According to the authors, high myopia
is very often present in the patients’ productive age, has greater influence on social
functioning and is a more significant burden to families and the society than AMD or
glaucoma. Cataract surgery is described as a factor which is significantly associated
with the occurrence of anxiety disorders because, in the case of high myopia, cataract
surgeries are performed in a younger age not only to treat the cataract itself, but also to
decrease the increasing fear of the progression of myopia. It has also been determined
that depression and anxiety disorders in people with high myopia are more frequent
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than in the general population, but are less frequent than in people with life-threatening
[13] or other chronic diseases [14].
Factors associated with the occurrence of anxiety in the case
of visual impairment
Anxiety is one of psychological consequences of the loss of vision. Literature
emphasizes the fact that psychological reactions to such stressful situation may depend on, e.g., the age in which the dysfunction occurred, its influence on everyday
functioning, the system of formal and informal support as well as the used adaptive
strategies [15]. Reports confirm that people who lost sight before they turned 12 present
a higher level of anxiety than those who lost their vision later in life [16]. Research
conducted among Japanese massage practitioners with visual dysfunction shows that
the level of anxiety decreased with age. It was also shown that marriage was among
the protective factors and that high anxiety levels were associated with the tendency to
repress emotions. It has also been reported that trait anxiety correlates positively with
helplessness and daily hassles, and a negatively with self-assessment and perceived
emotional support [17].
Research conducted on people with AMD shows that loss of vision in one eye
and an accompanying fear of losing vision in the second eye may be more stressful
than losing vision in both eyes [18]. Similarly, higher psychological costs (including
higher level of anxiety and lower quality of life) are observed with a milder vision loss
[17, 19]. This is probably due to a constant fear of further deterioration of eyesight in
people with moderate disability, whereas people with a more severe deficit are more
likely to accept the disability more quickly [17]. Furthermore, people with a moderate
deficit experience difficulties in interpersonal communication, while their disability is
invisible to others. Therefore they are expected to communicate in a manner typical for
a healthy person, and the need to meet this expectation often has a negative influence
on their mental condition [17].
The process of acquisition and acceptance of disability vs. anxiety
According to Stelter [20], people with disabilities may suffer from the so-called
total suffering, which includes physical, emotional, social, and spiritual suffering. Spiritual pain is expressed in the fear about the future and in existential anxiety. Emotional
suffering is associated with fear of pain and the feeling of danger resulting from the
different appearance and functioning. Finally, anxiety is one of the responses to physical
suffering, pain and their consequences as well as to the difficulties in social life [20].
Vision loss is a traumatic experience [21] which forces a person to adapt to the
new situation, to reformulate their life plans and find their place in a new social group
(transfer from the group of physically fit people to a group of people with disability).
According to the suspension theory, this situation is related to the inconsistency between
the image of oneself, the vision of one’s life and the present situation; it distorts the
image of the future and undermines the sense of any future decision made. This leads
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to anxiety, resentment and anger. The concept assumes that disability may be a turning
point in a person’s life and have a developmental meaning, however, the foregoing
suspension condition may, according to the author, last even a few years [22].
The process of gradual deterioration of vision until a complete loss of vision in
one eye, together with an emotional condition including anxiety, is described by Sacks
[23] based on own experience. In his case, anxiety associated with vision impairment
was intensified by melanoma diagnosis and fear for his own life. On the other hand,
the following situation presents fear of a 5-year-old boy after losing his sight (i.e., in
the initial stage of adaptation to disability, in the so-called shock stage): “I noticed
a change after breakfast, I could not see almost anything. When I came closer, I could
distinguish the blue color of the door between the kitchen and the room. I got scared.
I started to cry. I hugged my mom and couldn’t say a word. Finally, I managed to say:
Mommy! I can’t see… I stood there silent, scared of my mom’s tears and sadness,
and afraid of going to the hospital again. This feeling of fear was overwhelming,
I couldn’t even cry from fear” [24, p. 61]. In the first stage of disability, anxiety is
one of the most common emotions. It may be caused by the perception of the current
situation and may include the method of treatment, fear of the hospital, deprivation,
separation from family. In situation when disability is acquired gradually, distress,
the feeling of danger and anxiety may occur after some time, when the symptoms are
more noticeable and troublesome. The risk of fear of further loss of fitness increases
with increasing severity of disability and becomes a constant element of the child’s
emotionality together with periods of hope of recovery. The next danger is fear of
being rejected by others.
The next stage of adaptation to disability, specified as the stage of learning about
one’s limitations or the depression stage, starts with the analysis of own situation and
with an attempt to understand the consequences. In terms of emotional experience,
a person may still experience anxiety associated with the need of taking certain
actions in different conditions (e.g., fear of moving around). This is intensified by
initial failures. In the next stages – an attempt to live with the disability and adapting
to it – we may observe a change in psychosocial functioning and the perception of
one’s current situation; anxiety decreases. However there is a risk of crisis, e.g., in the
maturation period, associated with shaping one’s future, choosing a career, entering
into a relationship [24].
Specificity of anxiety experienced by people with visual impairment
Fears experienced by people with visual impairment, apart from the most common
ones, may also include fear of moving around on an unknown territory [25], fear
of falling [26], or fear of staying in particular places or situations (e.g., in a bus, in
a crowd, public speaking or eating with others), which was described by van der Aa
et al. [9] in relation to the elderly people with visual deficits. Limitations resulting
from visual dysfunctions together with an actual or anticipated lack of adapting the
school or workplace to the needs of the disabled raise fear of undertaking educational or occupational activity [25]. Furthermore, reports have described anxiety
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experienced by people with visual deficit in a relationship with a person without
disability [27, 28].
Literature describes characteristic personality features of people with primary
glaucoma, which include unspecified or specific anxiety associated with staying at
home and with the disease process. Based on the personality determinants, primary
glaucoma is described as a psychosomatic disease [29].
Visual impairment may be associated with the occurrence of secondary disorders,
such as Charles Bonnet syndrome, which affects approx. 12% of older people with
visual deficits and is manifested by hallucinations of different form and intensity. Their
forms may be so terrifying and troublesome that people suffering from them experience
anxiety, and then fear of their own mental health [30].
Consequences of anxiety associated with visual impairment
Czerwińska [25], in her paper on people losing their eyesight, states that increasing changes and their influence on the functioning of a given person make it difficult
to conduct an adequate evaluation of a person’s own potential. As a result of fear of
losing one’s eyesight, a person may adopt an extremely defensive attitude, where
a person is extremely cautious and does not undertake any new challenges or, on the
contrary – a person behaves in a risky way with the hope of improving his/her vision,
which is closely connected to defensive mechanisms of denial and repression [31].
Anxiety disorders are the major risk factor (before a decreasing vision in the better
eye and depression) which decreases the quality of life associated with vision in people
with high myopia [13]. A similar influence has been confirmed with the co-existence
of depression in people with chronic ophthalmic diseases, such as AMD and glaucoma [10, 32, 33]. This dependence may be examined in two ways – low quality of life
caused by visual disorders leads to mental disorders, and, on the other hand, mental
disorders caused by vision deficits decrease the quality of life [13].
Interventions associated with reduction of anxiety among people with visual
impairment presented in the literature
Yokoi et al. [13] believe that early detection of mental disorders in patients with
high myopia may have a positive influence on the health-related quality of life. Based
on the conducted research, the authors recommended using two statements as a method
of screening for anxiety disorders. They are derived from the Hospital Anxiety and
Depression Scale (HAD-S) and read as follows: “I can sit at ease and feel relaxed”
and “I get sudden feelings of panic”.
Mental condition of people with health difficulties is closely related to their
functioning in the society. Van der Aa et al. [11] conducted a meta-analysis on the
influence of psychosocial intervention on improving mental condition, also in terms
of anxiety of the person with visual impairment. Observations on visual impairment
led to the development of an Israeli program aimed at supporting grandmothers and
grandfathers with visual impairment worried about their contact with grandchildren
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[34]. Due to a negative influence of difficulties in communication on the mental condition of people with visual impairment, there is a need to develop specific skills in
this area [17]. Sun et al. [29] described a positive impact of psychological therapy and
participation in supportive groups on the emotional condition and quality of life of
people with primary glaucoma, whereas Ueda and Tsuda [35] recommend group work
with individual cognitive therapy to decrease distress, including tension and anxiety
in people with acquired visual impairment. Applying of a 20-week program aimed at
psychosocial rehabilitation of people over 55 with vision deficits [36] led to a decrease
of fear of falling due to poor eyesight, as well as general fear in the first period after
the intervention. The level of the latter increased in the examination conducted after
6 months, which, according to the authors, could be caused by the winter season and
suggests implementing additional reinforcing sessions.
Kucharczyk [37] emphasizes the role as well as difficulty of developing skills used
to understand emotions, emotional maturity and social understanding in children with
visual impairment. Acquiring those skills is made difficult by the lack of the possibility
to observe and imitate others as well as by poor interpersonal relations. Therefore,
children may have difficulties in describing their emotions, which leads to the need to
learn how to communicate those feelings, fears and difficulties.
Van der Aa et al. [9] describes a program of gradual help in terms of depression
and anxiety disorders in the elderly people with visual impairment, which engages
occupational therapists, social workers and psychologists from organizations dealing
with visual rehabilitation. The program, based on an individual analysis of patients’
needs, included an observation period, counselling regarding self-help based on
cognitive-behavioral methods, problem-solving training, and medical consultations.
It was found that this form of work may reduce symtpoms of depression and anxiety
disorders as well as protect against their development, and it leads to the improvement
of quality of life.
Analysis of the literature shows that the highest number of interventions aimed at
decreasing peoples’ anxiety associated with vision deficits was conducted in people after
cataract surgeries. The first report from 1981 recommended using stereo headphones
with relaxing music [38]. 35 years later, there was a similar suggestion which stated
that music may help decrease the perioperative anxiety [39]. Other methods included
acupuncture [40] and hand massage [41]. Furthermore, attention was paid to the role of
informing the patients before the surgery, educating them and planning future care [42].
Conclusions
Visual impairment is associated with a high risk of different psychopathological
symptoms. However, as proved by researches, there is a lack of appropriate and unique
diagnostic and psychotherapeutic procedures that will provide proper functioning of
persons with visual impairment already in childhood and adolescence [43].
On the basis of literature review, we can state that there is higher risk of anxiety
disorders among people with visual impairment, which can have negative influence on
their quality of life as well as health and social functioning. Epidemiological prognosis
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that indicates rapid growth of persons with sight deficits in general population allows
to predict that the number of persons with anxiety disorders will grow as well. Papers
used in this publication do not exhaust the raised issue. With regard to methodological
aspects, including those associated with heterogeneity of a group of people with visual
impairment, not all results can be generalized. The number of publications that describe
psychosocial interventions that could reduce the level of anxiety and in consequence
improve the quality of life and functional efficiency of persons with sight impairment
is still insufficient. Until now most of reports have been performed in a population of
elderly people.
Observation of functioning of people from the discussed group and information
obtained from them allow to state that solutions presented in the literature on reducing
anxiety are not commonly used. On the one hand, patients focused on ophthalmologic
treatment do not search for help to improve their psychological health and on the other,
there is a great need to increase the awareness of this problem among ophthalmologists
in order to make them pay more attention to emotional experiences of their patients
that can be associated with sight deficits. In particular, it should be emphasized that
a psychiatrist also plays a valid role in an interdisciplinary team responsible for psychosocial rehabilitation of a person with visual impairment. Experience shows that
at different stages of psychiatric rehabilitation of blind and poor-sighted people there
is a need not only for pharmacological help in the treatment of psychiatric disorders
but also for psychotherapy, counselling regarding, e.g., planning life in conditions
changed after the loss or deterioration of sight, motivation to benefit from existing
forms of support from self-support groups and associations as well as emotional and
informational support of persons from the environment. As suggested by the authors
of the publication on psychosocial rehabilitation of people with vision impairment
[9], providing support by psychologists and social workers can be preventive and
protect against depression and anxiety disorders. However, this help is insufficient
if a person already had episodes of psychiatric disorders before problems with sight.
In this situation pharmacotherapy and more intensive psychiatric and psychological
interventions are essential [9].
Interdisciplinary research on diagnosis, prevention and therapy of anxiety disorders
among persons with visual impairment are indispensable to improve the effectiveness
of work of psychiatrists, psychologists, pedagogues, and ophthalmologists. There is
also a need of further development of research not only among adults and elderly
people, but also in a group of children and adolescents because of small number of
studies on this issue conducted so far. Development of research on this issue should
bring results that will allow to work out recommendations for interdisciplinary teams
in which ophthalmologists, psychiatrists, psychologists, and members of other professions will collaborate to improve the psychiatric rehabilitation among persons with
visual impairment, which can have a positive influence on their quality of life and on
reducing costs of healthcare.
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