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ABSTRACT

ARTICLE HISTORY

Purpose: To conduct a systematic review of post-traumatic stress reactions among individuals with visual
impairment (VI).
Materials and methods: Qualitative and quantitative studies were identified through searches in
MEDLINE, EMBASE, PsycINFO, CINAHL, Web of Science, and Cochrane Libraries. The literature search was
limited to humans, of English and Scandinavian languages and publication year between 1980 and 2017.
Study quality was assessed for all the included studies and extracted data were synthesized using narrative analysis.
Results: Of 4235 records identified through literature search, eleven were included in the analyses.
Results from the qualitative studies illustrated multiple physical, behavioral, emotional, and cognitive
manifestations of trauma. Four out of five quantitative studies showed that various types of potentially
traumatic events were significantly associated with mental health adversities (p < 0.05). The prevalence of
post-traumatic mental disorders was 4–21.2% for depression, 0.9% for dysthymia, and 32% for substance
misuse. The quality of the reviewed studies was considered low to moderate.
Conclusion: Traumatic experiences appear to have a great impact on the mental health in people with
visual impairment (VI) and these results highlight their need for mental health care. Future studies with
higher methodological rigor are recommended.
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ä IMPLICATIONS FOR REHABILITATION

 Visual impairment entails a greater susceptibility to some types of potentially traumatic events, especially threats in everyday life. This calls for a greater emphasis on safe community environments and
universal design in public spaces.
 In rehabilitation after serious accidents or potentially traumatic events, professionals working with
people with vision impairment should be aware of the different manifestations of post-traumatic
stress responses and that some stress responses may cause additional disability.
 The high prevalence of traumatic events and their impact on mental health in individuals with visual
impairments highlights a need of mental health care.

Introduction
Visual impairment (VI) is a complex and heterogeneous condition
characterized as reduced ability to see, with problems being
related to the eyes and/or its connected nervous system [1].
There exist several diagnostic systems of VI. The International
Classification of Diseases (ICD) is the international standard diagnostic system where VI is set through direct assessments of visual
acuity (ability to discern fine details) and visual field (the area of
which objects are visible during steady fixation of the eyes). The
degree of VI is then categorized into moderate to severe VI, blindness, and unspecific VI [2]. The estimated number of people with
ICD-defined VI is 285 million in the world [3] and the number is
continuing to increase because of demographic changes, population growth, and greater frequencies of non-communicable diseases [4,5].
Individuals with VI may experience certain types of potentially
traumatic events (PTEs) at rates greater than the general

population. In comparison to sighted individuals, results from previous reviews have shown that people with VI have significantly
higher exposure to traumatic events like serious injuries [6] and
falls [7]. In addition to the social and health disparities between
populations with and without VI [8], increased exposure to some
types of PTE may be due to the fact that vision is a key sensory
modality to obtain rapid and precise information about one’s own
body and the surrounding environment [9]. Thus, VI could affect
an individual’s ability to predict, prepare for, and flee from dangerous and life-threatening situations.
Post-traumatic reactions are often manifested through reexperiencing symptoms; avoidance of trauma-related cues; negative
changes in mood and/or cognition; and increased sympathetic
activation causing disturbances with concentration and sleep
[10,11]. In most cases, individuals who have been exposed to a
traumatic event recover within a few months [12]. However, if the
challenges from the traumatic event surpass the individual’s coping abilities, this may lead to the development of post-traumatic
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stress disorder (PTSD) [13] as well as some other physical and psychiatric conditions [13–16].
While the impact of trauma exposure is well-documented in
various population groups [17–23], little is known about trauma
reactions of visually impaired and blind individuals. To our knowledge, none has systematically reviewed the research literature
about post-traumatic stress reactions of populations with VI.
Therefore, our aim was to systematically synthesize and appraise
data of qualitative and quantitative research on post-traumatic
stress reactions among individuals with VI. Addressing post-traumatic stress reactions in this group of people is essential for
accurate identification of adverse conditions, as well as to examine their need for mental health care and rehabilitation services.

Materials and methods
Search strategy and selection criteria
The literature search took place between 3 April 2017 and 6 April
2017. A standard literature search was performed in MEDLINE,
PsycNET, EMBASE, Web of Science, Cochrane Library, and CINAHL
to find published papers about PTE exposure and post-traumatic
stress reactions among individuals with VI. To be included in this
literature review, the studies had to be peer-reviewed journal
articles involving research on humans, of English or Scandinavian
language, and published between 1 January 1980 and 1 April
2017. The PTE exposure should have occurred among people with
VI, i.e., we excluded studies in which the PTE was preceding the
vision loss.
The search strategy was designed by a librarian and executed
by one of the authors (AB). The strategy was adapted specifically
to each database by using a combination of subject terms, text
words and filters. Multiple terms were used relating to PTE (e.g.,
violence, traumatic event, disaster, explosion, accident, and
terror), post-traumatic stress reactions (post-traumatic stress disorder, post-traumatic reaction, disaster mental health), and VI
(e.g., visual impair, vision disorder, blindness, and vision loss).
Additional strategies included screening of the reference list of
retrieved studies, free-text hand searches in Google, and screening
citations of articles in Google Scholar. Titles and abstracts were
read through by one of the reviewers (AB). Screening for duplicates was performed by uploading the results from the literature
search into EndNote X7 (Clarivate Analytics, Philadelphia, PA).
Figure 1 shows the flow chart of the extracted articles from
our literature search. Overall, 3492 non-duplicated articles were
identified. After a screening of the titles and abstracts, 11 articles
were submitted for data extraction in the main synthesis and 64
articles were submitted for data extraction in the supplementary
synthesis. Reasons for excluding papers were as follows: [1] nonrelevant event, outcome, and/or study population [2], PTE exposure occurred prior to VI onset [3], no information about the temporal sequence between PTE exposure and VI onset [4], other
papers than research papers or case reports [5], and papers having significant methodological weaknesses.
Data extraction and synthesis
One of the researchers (AB) extracted data on the following key
methodological elements: publication, origin of study, study
design, sampling procedure, study population, data collection procedure, and results. Additionally, in articles with qualitative
designs, data were extracted on perspective of inquiries and type
of data analysis. The extracted data were organized according to
research methods and are presented in Tables 1 and 2.

A narrative analysis was used to summarize themes from studies including qualitative data [24]. The data synthesis included a
series of steps. First, the reviewers read and re-read each paper to
get an overall impression of the studies. Next, the reviewers identified the most important themes reported by the researcher of
each study and brought them together. The identified themes fell
into one of the following four major categories: physical, behavioral, emotional and cognitive reactions, respectively. Finally, the
last stage involved exploring relationships and differences within
and between studies.
Quantitative studies were categorized into subgroups according to study aim and the study results were summarized using
narrative analysis. No overreaching meta-analysis was conducted
due to the methodological heterogeneity of the studies. In studies
aiming to assess the prevalence of post-traumatic reactions, the
range of the effect estimates was reported for outcomes included
in two or more papers. Additionally, in one study, relative risk and
corresponding confidence intervals (CIs) were calculated by one of
the reviewers (AB) based on numbers provided in the paper’s
result section [25].
In addition to the main data synthesis, a supplementary synthesis was performed by including studies aiming to examine the
risk of specific or cumulative PTEs among individuals with VI
(Figure 1). Results from the synthesis are presented in
Supplementary Table S1 included in the online supplement.
Quality assessment
All the articles were quality assessed independently by two
reviewers (ABand TH) based on reviewer-modified criteria
employed from the Centre for Reviews and Dissemination [26]
(quantitative studies) and the Critical Appraisal Skills Programme
[27] (qualitative studies). Differences in scoring across reviewers
were discussed until agreement was reached. A higher score indicates a better quality study. Detailed description of the two checklists and results from the study quality scoring can be found in
the online Supplementary Tables S2–S5.

Results
Of the eleven studies being selected for inclusion in the main synthesis (Figure 1), five studies used qualitative methods [28–32]
and six studies used quantitative methods with cross-sectional
designs [25,33–37]. Sample sizes ranged from 4 to 1052 individuals, with a combined total of 1670 individuals with VI. The age distribution was from 10 to 100 years. All studies included both
women and men. There was an equal geographical spread of publications from countries across Oceania (n ¼ 3), Middle East (n ¼ 3),
North America (n ¼ 3), and Europe (n ¼ 3).
Review of qualitative studies
Table 1 shows summary of five studies with qualitative methodology that included themes related to post-traumatic stress reactions in individuals with VI. Three studies investigated lived
experiences of people with VI having various levels of traumatization [28,29,32], one study assessed the lived experiences of individuals with VI having considerable emotional distress caused by
the traumatic event [30], and one study included a clinical evaluation of four patients with blindness who had developed PTSD
[31]. The studies included themes about various types of stress
reactions (physical, behavioral, emotional, and cognitive reactions)
and sources of stressors (PTE exposure, social, and environmental).
When critically appraising the literature, maximum quality score

Identification
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4233 records identified through database
searching
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2 additional records identified through other
sources

Screening

3492 records after duplicates removed

Eligibility

182 full-text articles assessed for
eligibility

107 full-text articles excluded
due to various reasons

Included

3492 records screened

3310 records excluded
1592 about causes of VI
424 about neurological or
cognitive aspects
415 included populations
other than VI
175 had non-relevant
outcomes
74 were reviews, books,
letters, and comments
625 articles not relevant
5 duplicates

75 articles identified as relevant

64 articles included in
supplementary synthesis

5 articles with qualitative
designs

6 articles with quantitative
designs

Figure 1. Flow chart of article selection. VI: visual impairment.

was not achieved in any of the qualitative studies (Supplementary
Table S2). Main issues were related to limitations in data analysis
and no discussion around the researcher-participant relationship.
Physical reactions
Physical reactions included bodily shock from the trauma [29,30],
experiencing the traumatic episode as a sort of physical memory
[29], sleep disturbances [28,30], and worsening of existing chronic
condition [30]. Individuals with VI also spoke of hyperarousal and
being at alert in case of future events [29,31,32]. The following
description of a blind adult with PTSD was given in one of the
studies: “She was hyperalert, tended to startle at the most minor
noises, and was unable to concentrate” [31].
Behavioral reactions
Most articles included themes about social isolation [29–31] and
avoidance of triggers associated with previous experiences
[29,30,32]. One person explained: “I could not see, but I also chose
not to listen to the news because it made me feel tenser … ” [32].
Reduction or changes in activities were reported by some individuals [29–32], while others mentioned that the event did not
impact what they were doing during the day [32]. Some talked

about increased difficulties in performing activities such as cooking and mobility [31].

Emotional reactions
A number of negative emotions were reported [28–32], either
emotions immediately following the event or emotions existing
on a more long-term basis. Common emotions and moods were
intense fear, shock, anxiety, frustration, self-blame, helplessness,
anger, guilt, and shame. One person described his intense anxiety
towards riding a car after experiencing a motor vehicle accident:
“I was so shaky that I barely managed … I had to take a seat in
the car again; we were all on our way to a job. … I was a wreck.
When we’d finished work, I refused to sit in a car ever again. It
bothered me for almost 20 years. I was terrified to ride in a car … .”
[29]. Many spoke of increased feelings of vulnerability [29–31] and
uncertainty about future events [28,30]. Some individuals reported
that the traumatic event influenced how they felt about
others, such as feeling more socially detached [30]. Only a few
persons experienced emotional constrictions and emotional
numbness [30,31].

Lived experiences.
Thematic analysis.
n: Five adults with VI.
Age: 30–56 years.
Gender: 40% males.
Shpigelman and Gelkopf [32]
Israel
QS: 4/7

Review of quantitative studies
Table 2 shows detailed information about the six studies with
quantitative designs. The majority of studies included depression (n ¼ 4) as an outcome measure, followed by PTSD (n ¼ 1),
anxiety (n ¼ 1), substance dependence (n ¼ 1), negative selfesteem (n ¼ 1), and life satisfaction (n ¼ 1). Three studies
included more than one outcome. The studies were considered
to be of low quality because most of them did not meet more
than five out of ten study quality criteria. The limitations of
most of these studies were related to the sampling procedure
and the description of non-respondents (Supplementary
Table S4).

War events.

Participants recruited through the
Norwegian Association of the
Blind and Partially Sighted and
personal networks.
Data collected via semi-structural
interviews and focus groups.
Convenience sample.
Data collected through focus groups
with general and
specific questions.
n: Seventeen adults with VI;
Age: 20–70 years;
Gender: 29.4% males.
Saur et al. [29]
Norway
QS: 5/7

Occurrence of stress reactions
The prevalence of mental disorders was assessed in three
studies, including 1264 individuals with VI. Two studies
showed that the prevalence of depression and dysthymia
among individuals with VI were 4–21.2 and 0.9%, respectively
[36,37]. Brooks et al. [34] found that the prevalence of substance dependence was 32% among participants of a training
program for people with VI.

QS: quality score; VI: visual impairment.

n: Four adults with blindness;
Age: 26–34 years;
Gender: 50% males.
McFarlane [31]
Australia
QS: –

Marques-Brocksopp [30]
Marques-Brocksopp
UK
QS: 4/7

Cognitive reactions
People with VI had often problems recalling key features of
the event [29–31], whereas some themes were about disturbed
concentration and memory [31]. The following description was
provided by McFarlane: “ … he found it more difficult to discriminate cues and could not concentrate on his orientation
tasks” [31]. Recurrent nightmares, flashbacks, or intrusive memories were common [29–31], with flashbacks and intrusive
memories being manifested visually, auditorily, or bodily
[29,31]. Auditory and bodily flashbacks were more common
among those with a greater degree of vision loss [31]. A few
narratives were about exaggerated blame of self or others for
causing the trauma [30,31].

Descriptive. Three with moderate
to severe VI and two
with blindness.

Clinical evaluation.
Description of post-traumatic
stress symptoms for each
case.
Lived experiences.
Thematic analysis.
Descriptive. Three with congenital
blindness and one with
acquired blindness. Three with
no light perception.
Various types of events (bullying, Descriptive. Seven with moderate
accidents, assaults, disasters,
VI, three with severe VI, and
witnessing a near death experiseven with blindness
ence, abuse, cancer, and getting lost).

Not reported.

Not reported.

Recruited through The Association of Earthquake.
Blind Citizens.
Data collected via semi-structured
face-to-face interviews.
Purposive sampling strategy of
Dog attack on the individual’s
individuals experiencing emotional
guide dog.
impact after a guide dog attack.
Data collected via in-depth semistructured telephone interview.
Clinical case study of individuals with Various types of events
blindness who had a diagnosis of
(Accidents, assault, and sexpost-traumatic stress disorder.
ual abuse).
n: Twelve elderly adults with VI who
have survived a few earthquakes
and three staff members from the
Blind Foundation.
n: Twenty individuals with VI who
are currently or have been an
owner of a guide dog.
Good et al. [28]
New Zealand
QS: 2/7

Definition of VI
Type of events
Methods
Sample characteristics
Publication, country, and QS

Table 1. Summary of qualitative studies about post-traumatic stress reactions among individuals with VI.

Lived experiences and
experiences of staff
members.
Thematic analysis.
Lived experiences.
Thematic analysis.
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Perspective of
inquiries/data analysis
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Post-traumatic stress reactions
Five of the reviewed studies examined the association
between negative life events or traumatic experiences and
stress reactions, covering 1977 individuals with visual impairments [33–37]. In studies showing significant associations, the
event of interest was associated with depression [36,37] and
substance dependence [34]. On the other hand, one study
did not find any differences in depression and life satisfaction
in data collected 2 months before a terror attack in comparison to 2 months after the attack [33]. One study showed that
the impact of potential traumatic exposure varied across outcome measures [35]. Duyan and Karatas [35] found significantly greater symptoms of trait anxiety and negative selfesteem, but not state anxiety, among completely blind individuals living in an earthquake-prone area than among completely blind individuals living in an area without
earthquakes.
Characteristics of visual impairment
The degree of vision loss was the only VI characteristic of interest in the reviewed studies. The study by Shaar [25] found
higher rates of PTSD in adolescents who were blind compared
with hard-of-hearing adolescents (OR: 8.57, 95% CI:
2.24–32.76), whereas a non-significantly higher rate was
observed in those who had moderate to severe VI (OR: 1.58,
95% CI: 0.43–5.87). In addition, two studies observed a

Type of diagnostic tool
not described.

Cross-sectional design.
Two group sample,
recruited from two different regions.

Cross-sectional design
Non-random, convenience
sample.
Response rate: 55.5%.

Cross-sectional design.
Non-random, convenience
sample.

Cross-sectional design.
Recruited between 1991
and 1992.
Random selected schools
of non-impaired adolescents
Response rate: 71.6%.

n: Hundred and seventy five adults
with blindness.
Years: 35.1 (Sakaraya) and 32.0
(Ankara).
Gender: 58.3% males
Origin: Citizens of Sakaraya (earthquake region) or Ankara (nonearthquake region).

n: Thousand fifty two adults with VI,
21% with best corrected VA
<20/200 in the better-seeing
eye.
Age: 65–100 years
Gender: 47.3% males.
Origin: applicants for communitybased vision rehabilitation services.

n: Hundred and forty three adults
with VI, 18.2% with >1.0 bestcorrected LogMAR.
Age: 24–97 years.
Gender: 40.6% males.
Origin: eye clinic patients
in Melbourne.
n: Threehundred and thirty four, of
which 49.7% had VI.
Age: 10–20 years.
Gender: 39.8% males.
Origin: educational services for individuals with SI.

Duyan and Karatas [35]
Turkey
QS: 4/10

Horowitz et al. [37]
USA
QS: 5/10

Rees et al. [36]
Australia
QS: 5/10

Visual acuity. Type of diagnostic tool
not described.

Type of diagnostic tool
not described.

Self-reported

Data collection

Questionnaire.
Exposure: exposure to traumatic events.
Outcome: Post-traumatic
Stress Reaction Checklist
for Children (PTSRC).

Structured interview-administered questionnaire.
Exposure: negative life events
(12 month).
Outcome: Patient Health
Questionnaire-9 (PHQ-9).

Structured interview.
Exposure: negative life events
(12 month).
Outcomes: Mood Disorders
Module of the Structured
Clinical Interview; Center
for Epidemiologic Studies
Depression Scale (CES-D).

Structured interview.
Exposure: Earthquake.
Outcome: Self-esteem
Inventory; State-Trait
Anxiety Inventory (STAI).

Questionnaire.
Exposure: a history of physical
or sexual abuse.
Outcome: Substance Abuse
Screening Inventory
(SASSI-3).

Structured interview.
Exposure: terror attack.
Outcome: Centre of
Epidemiological Studies
Depression Scale (CES-D).

Results

PTSD: Highest odds of PTSD for those with
complete blindness (OR: 8.57, 95% CI:
2.2–32.8) compared with those who
were hard-of-hearing, whereas the odds
were non-significantly higher for those
with moderate to severe VI (OR: 1.58,
95% CI: 0.43–5.87).

Exposure prevalence: –.
Depression: no significant association
between terror attack and mean depression scores (CES-D, Mean (SD): 7.63
(7.10) versus 8.63 (6.60), p ¼ 0.81), after
adjusting for age, gender, and education.
Life satisfaction: terror attack not significantly associated with life satisfaction (p > 0.05).
Exposure prevalence: 35%.
Outcome prevalence: 32%.
Alcohol: a history of abuse significantly
associated with moderate to high probability of substance dependence
(p ¼ 0.05). Significant gender differences
(Men: 62% and Women: 27%).
Exposure prevalence: –.
Anxiety: individuals in an earthquake-prone
area had significantly more trait anxiety
(mean: 49.7 versus 45.2) compared with
individuals in non-earthquake area
(p < 0.001), but not state anxiety (mean:
38.1 versus 37.9, p  0.001).
Self-esteem: earthquake significantly associated with lower self-esteem (mean: 15.4
versus 17.6, p < 0.001).
Exposure prevalence: 24.7%.
Outcome prevalence: subthreshold depression: 26.9%; Major depressive disorder:
7.2%; Dysthymia: 0.9%; CES-D score
16: 21.2%.
Depression: in fully adjusted models, negative life events were associated with
increased odds of subthreshold depression (OR: 1.81, 95% CI: 1.16–2.83,
p < 0.05) and clinical depression (OR:
2.22, 95% CI: 0.96–5.16, p > 0.05).
Exposure prevalence: 26.6%.
Outcome prevalence: 14.7%.
Depression: negative life event in the past
year were significantly associated with
depression symptoms in the fully
adjusted models (b ¼ 0.15, p < 0.05).

QS: quality score; SI: sensory impairment; VI: visual impairment; PTSD: post-traumatic stress disorder; logMAR: minimum logarithmic angel of resolution; VA: visual activity; OR: odds ratio; –: exposure prevalence not directly assessed.

Shaar [25]
Lebanon
QS: 6/10

Visual acuity. Type of diagnostic tool
not described.

Cross-sectional design.
One group, non random,
convenience sample.

n: Sixty nine adults with VI and 57%
with blindness.
Years: 18–78.
Gender: 62% males.
Origin: participants of a training
program for people with VI.

Brooks et al. [34]
US
QS: 5/10

Definition of VI
Visual acuity. Type of diagnostic tool
not described.

Study methodology
Cross-sectional design;
Two group sample: those
providing data either 2
months prior or 2
months following the
September 11 attacks.

Study population

n: Hundred and seventy two adults
with VI;
Years: 65–98;
Gender: 44% males.
Origin: vision rehabilitation service
applicants living in New York
during the terror attack.

Brennan et al. [33]
US
QS: 5/10

Publication, country,
and QS

Table 2. Description of the quantitative studies about post-traumatic reactions in individuals with visual impairments.
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significant association between negative life events and depression after controlling for severity of visual acuity loss [36,37].
Sociodemographic characteristics
Some studies examined for differences across sociodemographic
characteristics [25,33–35]. The study by Brooks et al. [34] showed
that abused men had a higher risk of substance dependence compared with abused women. One study reported differences in
adverse outcomes across categories of all sociodemographic characteristics [35], while another study did not find any significant
subgroup differences [33].
Supplementary synthesis: risk of potentially traumatic events
Supplementary Table S1 shows the summary of quantitative studies investigating the risk of specific and cumulative PTEs among
individuals with visual impairments. When the reference category
was individuals without any visual impairment, majority of the
previous publications have found that individuals with visual
impairments had a significantly higher risk of falls, different types
of accidents, bullying, violence, and abuse. Only one study had
previously assessed the cumulative risk of PTE among individuals
with and without visual impairments. In contrast to the specific
PTEs, Shaar [25] observed that adolescents with sensory impairments living in war conflict areas had lower scores on cumulative
PTE than their non-impaired peers.

Discussion
Our review is the first to synthesize and appraise the evidence of
post-traumatic stress reactions among individuals with VI. It provides an overview of the existing literature, including results from
a broad range of study types, methodology, samples, PTE exposures, and VI characteristics. Our synthesis of the five qualitative
studies illustrated the multiple types of post-traumatic stress reactions among individuals with VI; categorized into physical, behavioral, emotional, and cognitive reactions. Of the quantitative
studies, four out of five studies found significant associations of
PTE exposure with mental health adversities, and the prevalence
of various trauma-related mental disorders ranged between 0.9%
and 32%.
Stress responses
The synthesis of qualitative data illustrated a complexity and variability of traumatic stress reactions among people with moderate
to severe VI and blindness. This is in line with our expectations as
a broad range of factors prior to, during, and after trauma affects
the manifestation of stress reactions. Individual experiences,
access to support, coping and life skills, and potential responses
from the larger community are essential factors in this respect.
Mental health adversities
Some themes from the qualitative data were about post-traumatic
stress symptoms like avoidance behavior, hypersensitivity, negative emotions, and reexperience. In our review, we only found one
quantitative study including measurements of PTSD. Results from
previous systematic reviews of VI-prone populations have shown
that the prevalence of current PTSD ranged from 0.7% to 32.5%
[22,23], which is both lower and higher than what has been found
in general Westernized populations (range: 2.5–4.9%) [13,38].
Based on current evidence, we cannot conclude on whether

individuals with VI are at higher risk for PTSD. Thus, there is a
need for future research to consider prevalence, causes, and trajectories of PTSD in populations with VI.
Depression is common in the aftermath of disasters and lifethreatening events [16,17]. The prevalence of depression in the
reviewed studies was higher than that reported in the general
population [39], with 2- to 5-fold higher rates. However, our study
findings for depression may not be generalizable to populations
with VI as the studies recruited elderly adults seeking rehabilitation services. Moreover, the use of self-report may not be completely comparable with clinical interviews. These two factors
should be taken into account in future research.
Many themes from the qualitative studies were about anxietyprone stress reactions. Only one quantitative study examined the
impact of PTE on anxiety disorders. Future research may benefit
from the use of quantitative methods to illuminate the impact of
trauma on anxiety disorders.
Functional limitations
A few themes from the qualitative research were related to individual functioning in daily life, i.e., mobility, instrumental activities
of daily living, and social interactions. Some stress responses may
cause significant disability for the affected person. For example,
we observed from the qualitative studies that some stress reactions were connected to sound or noise, with reactions such as
auditory hypersensitivity [32] and auditory reexperience of the
trauma [29,31]. Disruption to the perception of auditory information may be an additional burden to the functioning of individuals
with VI as they rely more heavily on auditory information in everyday situations than sighted individuals [9,40].
None of the reviewed quantitative studies included functioning
as an outcome measure. The assessment for how PTE influences
functioning of populations with VI may lead to implications in a
rehabilitation perspective.
Trauma characteristics
In the current review, mental health adversities among people
with VI were associated with a broad range of life-threatening
events. However, the majority of the reviewed studies were concerned with single events or events lasting for a short period in
time. Recurrent events, such as repeated abuse or violence, may
result in different mental health adversities than events that happens once [41,42].
In the quantitative studies, it is unclear whether the participants had actually experienced the event as traumatic as most of
the reviewed studies either assessed whether the individual had
experienced certain types of events (e.g., sexual abuse) or selected
populations living in areas affected by mass accidents or catastrophes. There is evidence that the subjective appraisal of danger differs between individuals with and without VI [43]. Thus, we
recommend future research to include validated measurement
tools for assessing both objective and subjective components of
trauma exposure.
Strengths and limitations
Several methodological issues must be taken into account for the
individual studies, as none of them reached maximum score in
the quality assessment. For the quantitative studies, differences
were found in terms of assessment tools, timing of assessment,
sample size, and response rate. None of the reviewed studies,
apart from the study by Shaar [25], had whole population
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samples. The likelihood of selection bias is high given that most
studies used convenience sampling. Few of the reviewed studies
had a sufficient description of the affected visual functions, as
well as the cause, stability, progression rate, and onset-age of
vision loss. Furthermore, none of the studies had information
about the type of diagnostic system used to classify VI. Based on
the poor documentation related to causes of VI, we cannot
exclude the possibility that previous trauma exposure might have
caused the vision loss.
This systematic review has some strengths and limitations
worth noting. Among the strengths is the inclusion of qualitative
and quantitative research methods, the multiple-database standardized search strategy, the flexible eligibility criteria, and finding
relevant literature by searching reference lists and using internet
searches. Of limitations, it should be mentioned that we might
have missed out on some relevant papers because of publication
bias or the exclusion of gray literature, and although the included
studies were considered to be “roughly about the same things”,
our inclusion criteria were very heterogeneous in terms of study
type, publication year, study aim, methodology, and sample characteristics. This heterogeneity, in combination with a low number
of studies, hampered our ability to perform meta- or comparative
analysis. Finally, we restricted our review to populations already
living with VI when the dangerous situation occurred. We highly
recommend additional reviews to assess the impact and burden
of vision loss caused by disasters or serious accidents.
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Implications
Mental disorders cause suffering or reduced ability to functioning
in daily life for those affected. For visually impaired individuals
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