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Abstract 

Purpose: To assess the Vision Rehabilitation of Visually Impaired: An Eye care practitioner perspective In 

India.  

Background: We can see the world with help of our eyesight. Reduction of visual perception occurs due 

to incurable daily life activities. The prevalence of visual impairment is the burden of developing countries. 

It has been estimates that in India 20.5% blindness, 22.2% low vision and 21.9% visually impaired.27 Poor 

low vision service, lack of awareness among practitioner and public are the major barriers in India.  

Materials and Methods: This prospective, survey and questionnaire based study were conducted 

among the entire eye care practitioner with the help of a validated questionnaire. These questionnaires were 

through speed post, telephonic and face-to-face interview amongst Ophthalmologists and Optometrists in 

India. 

Results: In this study, the mean age of the practitioners was 27.25 ± 5.356 and male and female 

participants were 156 (54%) and 134 (44%), respectively.  Among all (n=290) participants, 27 were 

Ophthalmologist and 263 were Optometrist from 19 states of India. Among all participants, most of them 

were working at Private Hospital (69.3%), Optical Outlet (15.9%), Individual Practice (6.6%), Government 

Hospital (5.9%), Lecturer in Optometry (1.4%) and Assistant Professor (1.0%).  For visual rehabilitation, 

62.4% participants claimed to be providing both spectacle correction and low vision devices. 13.4 % said 

they only provide spectacle correction, 12.4% provide only low vision devices and remaining 10.4% referred 

to other centres for visual rehabilitation. Magnifiers (hand/stand/spectacle) 77%, non-optical devices (15%), 

electronic devices (3%), other devices (4%) and telescope (1%), were the most prescribed devices in low 

vision in practice. In this study, Retinitis pigmentosa (36.2%), Age-related macular degeneration (16.6%), 

Diabetic retinopathy (15.9%) and Glaucoma (10.0%), were reported to be the major category of visual 

impairment seen in clinics. 

Conclusion: The eye care practices in India barely focus on rehabilitation and prescription of low vision 

devices for the visually impaired. 
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Ophthalmologist and Optometrist. 
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Introduction  

It is estimated that India has 40% of the 245 million visually impaired patients yet the availability of low 

vision services and access to visual rehabilitation centres in India is found to be very poor. There is varied 

distribution of eye care services for visually impaired and a vast difference in rehabilitation services among 

the rural and the urban areas. The distribution of established low vision centres can be counted on fingers 

and is estimated to be 24. The eye care centres would provide different levels of the vision enhancement 

options most of them would refer to blind schools or organizations for rehabilitation.1, 2 

Vision Rehabilitation of visually impaired includes enhancing the visual ability of the affected person by 

providing assistance with low vision devices and rehabilitation services. It involves making the most of a 

person’s residual vision, and try to overcome his or her visual disabilities, mental stress and issues that are 

most problematic for their daily life activities. Vision rehabilitation  usually helps to enhance functional 

vision to overcome reading-writing and vocational related performance problem, mobility problems, identify 

people and  objects, recognizing details of signs and patterns, access to information, emotional well- being 

and overall quality of life.23  

Khan SA et al1 in 2005 reported that lack of training / knowledge (82.3%), non-availability of low vision 

devices (72.2%), lack of awareness (74.7%) and poor motivation (54.4%), were the major barriers to 

providing low vision services amongst ophthalmologists. In another study by Rakhi et al3, poor referral 

system was found to be major barrier in accessing low vision services. It found that psychological factors, 

expensive low vision services, poor cosmetic appearance of devices, non availability of vision rehabilitation 

centres and socio- cultural factors affect the utilization of low vision services. Marinoff et al5 has also 

reported lack of referral as major barrier in providing vision rehabilitation services.  

After almost 15 years of pilot study done by Sarfaraz et al1 in 200 the study aims to understand the change in 

perspective of eye care practitioners both optometrists and ophthalmologists towards vision rehabilitation of 

visually impaired people in India. The number of eye care practitioners and their updated knowledge about 

low vision and vision rehabilitation services is expected to have advanced over these years, yet we do not see 

proportional increase in low vision experts practicing in this field. To understand this we conducted a survey 

amongst the eye care practitioners. 

 

Methodology  
A prospective questionnaire based survey conducted which was distributed through speed post, telephonic 

and face-to-face interview amongst Ophthalmologists and Optometrists in India. 

The recorded responses were entered in the excel sheet and the data was transferred and analysed using 

SPSS 20.0. 

 

Results 
Two hundred and ninety participants (27 ophthalmologists and 263 optometrists) across the country actively 

responded to the questionnaire. The mean age of the participants was 27.25 ± 5.35 years, out of which 54% 

were males and 44% were females. 69.3% of total participants were working in private hospitals, 6.9% were 

in government hospitals, 15.9 % were in optical industry and 8% were private practitioners.  

http://www.jetir.org/


© 2019 JETIR June 2019, Volume 6, Issue 6                                                             www.jetir.org (ISSN-2349-5162) 

JETIR1907J43 Journal of Emerging Technologies and Innovative Research (JETIR) www.jetir.org 359 
 

Retinitis pigmentosa (36.2%) was reported to be the major category of visual impairment seen in clinics, 

followed by age related macular degeneration (16.6%), diabetic retinopathy (15.9%), glaucoma (10.0%), 

albinism (6.6%), nystagmus (4.8%), optic atrophy (2.8%) and remaining diseases would be around 7.2%.  

For visual rehabilitation, 62.4% participants claimed to be providing both spectacle correction and low 

vision devices. 13.4 % said they only provide spectacle correction, 12.4% provide only low vision devices 

and remaining 10.4% referred to other centres for visual rehabilitation. 

Out of the low vision devices prescribed, magnifiers (77%) were found to be the most common followed by 

non-optical devices (15%) and only (3%) would be prescribing electronic devices and telescopes as optical 

device for distance was also prescribed by only 1% of the participants. 

94.8 % of the participants were aware of the WHO definition of low vision, yet 59.3% of participants use 

only visual acuity as criteria to refer patients to visual rehabilitation centre. The table below represents the 

visual acuity cut off consideration response of the participants. 

 

Table.1 Criteria of cut off visual acuity to refer the patient as visually impaired 

 
Criteria  1/60 3/60 6/60 6/36 6/18 Not Sure Total 

Optometrist 6 22 38 23 164 10 263 

Ophthalmologist 2 8 6 1 8 2 27 

Total 8 30 44 24 172 12 290 

 

Figure 1.Barriers in providing low vision care among practitioners. 

 

 
  
 

 

Figure no 1 helps presents the reasons for lesser number of low vision practices. Poor knowledge (73.4%) 

and training (55.5%) were found to be the major barrier followed by poor interest in practising low vision, 

increased chair time and unable to satisfy patient were other reasons for poor low vision services. Poor 

availability of devices and less profit were also mentioned as barriers.  
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Figure 2.Participants perspective about low vision training programs 

 

 
As poor training was mentioned as one of the major barrier to low vision services, we also looked in to the 

participants’ perspective about low vision training programs. Figure 2 shows the details of barrier in 

attending low vision training programs. Lack of time and poor accessibility to training programs were listed 

as major barriers. They also reported that poor interest in practising low vision and less profit were also 

documented as barriers. Interestingly, participants with less than three years of experience showed higher 

interest and keenness to participate in training programs.  

 

Figure 3.Knowledge of participants about the rehabilitation facilities availability in India 

 
We also looked into the understanding and knowledge of participants about the services and support 

provided by government to visually challenge people. Majority of participants were aware of travel (79%) 

and educational concession (77.2%) provided by government. Nearly half of the respondents claim to have a 

fairly good knowledge about the government concessions and support provided to visually challenged 

population. Figure 3 shows the details of participant’s response to the related questions.   

Discussion 
The study has shown mixed results of vision rehabilitation services for the visually impaired patient in the 

country. The very fact that out of 1405 only 290 Eye care practitioners (ECP’s) reverted indicates the status 

of involvement in the vision rehabilitation or low vision care in India Of the responses received almost one 

third of the respondents had chosen not sure as their choice in reply. This is interesting and leads us to think 

that the knowledge is very poor.  

Practitioners with less than three years of practice had relatively better knowledge and awareness. 

To cover the ophthalmologists for the survey, the investigator approached them for interview in the major 

educational meetings and approached as many possible personally to volunteer to respond. However the 

number of ophthalmologists who volunteered to participate in the study was very less because almost 7 out 

of 10 approached refused to reply. 57 forms filled by ophthalmologists were rejected because they refused to 

complete the survey as they were not comfortable with this subject. Refusal even on face to face interview 

itself hints a poor awareness status amongst ophthalmologists in our country. 

Our study reported “Age-Related Macular Degeneration (16.6%)”, “Diabetic Retinopathy (15.9%)” and 

“Glaucoma (10%)”, as the most common causes of low vision in India which was comparable to Sanitha 

Sathyan et al6 study however Retinitis Pigmentosa (36.2%)”was stated as the major cause to visual 

impairment seen in their eye care practices. This large number of Retinitis Pigmentosa (RP) numbers report 

indicates that the RP patients had disability issues which were not well managed by the eye care services; 

hence these patients may be frequent visitors with expectation of some possible advancement in their 

management.    
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Practitioners feel that 50% of the patients would not accept the low vision device due to cosmetic reasons or 

would not be convinced about the utilization of the device in their routine. They approximate that 50% of 

their patients find them to be expensive. The local made devices are assumingly low cost yet this perception 

of patients response hints that visual impaired patients seen might have very poor economic condition or the 

another other  reason could be that it is  less convincing recommendation by the practitioner which makes 

them feel the device is not worth the money spent.  

Similar to Adam R et7 in our study also most of the practitioner would refer patients to rehabilitation centre 

or would send to another hospital for low vision assessment only when the patient shows concern on 

inability to do tasks. 55 % of eye care practitioners who practice low vision would consider vision 

rehabilitation on their own. The representation of these figures could be misleading as the meaning of the 

term rehabilitation as understood by them was “training to use low vision devices (81.4%)”, “counselling 

(74.8%)” “mobility training (70%)” and “adaptive training for job (62.1%)”.  

Unfortunately all this depict that neither there is enough awareness about vision rehabilitation centre nor 

many ECP’s are interested in offering low vision service to the visually disabled. Most of the patients are left 

with low vision without any vision rehabilitation or enhancement. Anecdotal experience is also such that eye 

care practitioner has not thought seriously on low vision services for the patients.  

Interestingly the questionnaire itself triggered awareness amongst some practitioners during face to face 

interaction. They were keen to discuss and know more about the low vision and rehabilitation centres in their 

region. The attitude was positive but seems to be directionless and on least priority to help enhance the 

vision of low vision patients.  

The study summarises some key aspects in visual impaired management which are as follows. The 

Management criteria for the patient are mainly focused on prescribing optical devices and none of them 

would look over the patients need and other psychological aspects. 

 

Emphasis should be on increasing level of knowledge amongst practitioners in management and referral 

criteria of a visual impaired patient. Not only should this process of referral be well defined. Contact 

between different rehabilitation organization and practitioner would be very useful information for these 

patients and their family provided by such centres. Patient counselling should be more specific and based on 

physical, social and psychological perspective of low vision patients. Training and continuing medical 

education meetings can be way forward but almost a quarter of them would not be interested in such and 

almost one third of them feel it is not a profitable business option. 36.9% responded that access to such 

trainings is an issue as they are majorly focussed in major cities. This means that distribution of these 

trainings has to be local and regional as far as possible. 

Practitioner prescriptions have to shift from just prescribing a magnifier as optical device to other useful 

need based device selection. Non-optical and electro-optical devices were not recommended because most of 

the practices would not have trials of such devices to demonstrate. Availability of low vision devices is poor 

in India due to this limited demand and thus  the industry does not find the investment in low vision devices 

as  a profitable option. The increasing prescriptions and demand will automatically increase the resources 

and availability in the market.  

Training and improvement of the low vision practice would be required for almost levels of eye care 

practice. Low vision curriculum should be extensively expanded. Ophthalmology’s strong recommendation 

and co management with optometrist can satisfy and make life of many visual impaired vision patients 

independent.  The younger practitioner is very optimistic and better educated and they can be targeted and 

supported to build many rehabilitation centres or clinics across the nation.  

Conclusion   
The eye care practices in India barely focus on rehabilitation and prescription of low vision devices for the 

visually impaired. Lack of initiative, training, knowledge and non availability of devices are major barriers 

which can be addressed easily with proper strategy and advocacy. 
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