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COLLABORATING WITH LOW
VISION SPECIALISTS

Knowing when to refer to a low vision expert may enable patients with vision
impairment to lead more independent, happier lives.

BY SCOTT GARTNER, OD; STEPHEN G. SCHWARTZ, MD, MBA; anp INGRID U. SCOTT, MD, MPH

In 2015, an estimated
1 million US adults
aged 40 years and
older were blind
and 3.2 million were
visually impaired.!
These numbers are
projected to double
by 2050. Some of these patients, especially those over age

70 years, also have hearing loss, and this combination of sen-
sory impairments can result in substantial deficiencies in the
ability of these individuals to perform activities of daily living
(ADL)? such as reading, walking, cooking, recognizing faces,
shopping, handling money, taking medications, and partici-
pating in social interactions.

According to the National Eye Institute (NEI),? low
vision is defined as best corrected visual acuity (BCVA) of
less than 6/12 (20/40) in the better-seeing eye of a patient
not considered blind.

By definition, the vision of patients with low vision cannot
be further improved (to better than 20/40) with standard
refraction or currently available pharmacologic or surgical
interventions. Low vision specialists seek to maximize these
patients’ remaining vision through the use of devices such
as telescopes, magnifiers, video magnifiers, special absorptive
filters, and computer technologies.

With the number of patients with age-related macular
degeneration (AMD), diabetic retinopathy, and other
related conditions on the rise, it is important for retina
specialists to determine how patients with low vision can
best be served.

THE IMPORTANCE OF REFERRING EARLY

In general, it is better to refer a patient to a low vision
expert earlier rather than later for several reasons. First,
when visual impairment is in its early stages, the magnifica-
tion and special devices a patient requires will be relatively
less intensive, and the patient may more readily accept
these interventions. At early stages, these aids may include
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electronic reading devices (eg, Kindle, Nook, iPad), brighter
reading lights (eg, OttLite), high-plus reading lenses, and
handheld magpnifiers (Figure). Additionally, patients may
benefit from simply holding reading material closer.

Second, when a patient is referred to a low vision special-
ist in the early stages of visual impairment, he or she may be
more accepting of additional interventional measures, such
as assistive technologies like the Job Access With Speech
(JAWS; Freedom Scientific) screen reader. Third, earlier
referrals allow more time for the patient and the low vision
specialist to build a rapport and reduce or prevent stress,
anxiety, or depression, any of which may interfere with visual
rehabilitation.

WHEN TO REFER

Patients with reasonably good BCVA may still have
substantial visual deficits. The NEI Visual Function
Questionnaire 25 (NEI VFQ-25) has been validated in
many studies,*> and has been reported effective as a way
of tracking visual rehabilitation outcomes in patients with
low vision.®

AT AGLANCE

- Low vision is more than special magnifiers and
devices; it is also about helping the visually
impaired lead more independent, happier lives.

ulul«l

« When visual impairment is in its early stages, the
amount of magnification and special devices a
patient requires are less intensive, and the patient
may more readily accept these interventions.

- Early involvement with a low vision specialist and
referral to a psychosocial specialist may improve
overall functional outcomes.



Outside of the clinical trial setting, it may be cumbersome
to administer the NEI VFQ-25 in a busy clinical practice. The
following circumstances are examples of when a referral from
a retina specialist to a low vision expert may be warranted.

BCVA 20/60 or Worse in the Better Eye

With this level of visual acuity, a patient will have dif-
ficulty reading a newspaper or writing checks. He or she
will also have difficulties with distance tasks such as driving,
reading street signs, and recognizing faces. Magnification,
glare control, and illumination devices may help patients
see small objects better.

Specific Task-Related Complaints

If a patient complains of difficulties with such ADL as
reading, watching television, and recognizing faces, the use
of special magnification devices such as telescopes, micro-
scopes, and video magnification may help him or her to
perform these tasks more effectively.

Glare or Photophobia

Many patients with visual loss experience light sensitiv-
ity both indoors and outdoors. Photophobic patients may
benefit from special filtering lenses to reduce glare and
enhance contrast.

Figure. Demonstration of the use of a handheld video
magnifier. Photo courtesy of Armando Monroig.
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“Although retina

specialists typically treat
diseases of the macula,
other eye diseases
associated with visual
field loss ...may increase
patients’ risk of bumping
into objects or falling
while walking.”

Mobility Concerns

Although retina specialists typically treat diseases of the
macula, other eye diseases associated with visual field loss
(eg, glaucoma, retinitis pigmentosa, and neurologic field loss)
may increase patients’ risk of bumping into objects or fall-
ing while walking. Special prisms and mirrors may help to
enhance their visual fields.

Blind Spots and Distortion

Many patients with macular diseases complain of miss-
ing letters while reading or of not perceiving noses when
looking at faces (in person or on television). Although
magnification and contrast enhancement may not be
effective for these patients, a low vision specialist may be
able to work with an occupational therapist and/or other
specialists to help such patients use the peripheral retina
with eccentric viewing techniques.

Depression and Anxiety

Many visually impaired patients experience depression
or anxiety, which may put them in a vicious cycle of feeling
left out, helpless, and unable to cope.” Depression has been
reported to be significantly associated with reduced NEI
VFQ-25 scores independent of demographics, visual acuity,
mental status, and general health.® Early involvement with
a low vision specialist, and referral to a psychosocial spe-
cialist when appropriate, may improve overall functional
outcomes.
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LOW VISION RESOURCES

Time to have the low vision talk with your patient?
The organizations listed below are some of the many
available to help patients, their caregivers, and their
health care practitioners find low vision specialists and
various information and additional resources.

FIND A LOW VISION SPECIALIST
The Vision Council
http://whatislowvision.org/find-a-low-vision/

STEER PATIENTS IN THE RIGHT DIRECTION
American Association for the Deaf-Blind
www.aadb.org

American Council of the Blind
www.acb.org

Envision
WWW.eNvisionus.com

Lighthouse Guild
www.lighthouseguild.org

National Eye Institute, National Institutes of Health
www.neinih.gov/lowvision

Prevent Blindness America
http://lowvision.preventblindness.org

VisionAware
WWWw.visionaware.org

EDUCATE YOURSELF

American Academy of Ophthalmology’s Preferred
Practice Pattern Guidelines on Vision Rehabilitation
bitly/visionrehabPPP

MORE TO IT THAN READING DEVICES

The low vision specialist may work with a variety of other
practitioners to help rehabilitate patients. A community-
based organization, such as Lighthouse for the Visually
Impaired and Blind or a similar entity, may provide valuable
counseling and other services (see “Low Vision Resources”).
Orientation and mobility specialists can provide instruction
in safe community mobility, especially with respect to using
a cane and navigating public transportation. Occupational
therapists can also contribute to the multidisciplinary team.?
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The busy retina specialist should keep in mind the
potential importance of a low vision evaluation for patients
with advanced AMD and other sight-threatening conditions.
Using a multidisciplinary approach, substantial improve-
ments in reading, mobility, and emotional well-being may be
achieved in patients with ophthalmologic disease who are
no longer amenable to refractive correction or to pharmaco-
logic or surgical therapy and who have not yet been evalu-
ated by a low vision specialist.’® Low vision is not just about
special magnifiers and devices to help patients read better;
it is about helping visually impaired patients to lead more
independent, happier lives. |
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