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Abstract  

Background: This work describes a vision rehabilitation approach integrated with a self-help group, for 

psychological support of visually impaired people. The effectiveness and benefits of attending self- 

help group was analyzed in accordance to anxiety, depression symptoms and visual functions. 

Methods: The study, an observational perspective non randomized, was done on 31 visually impaired 

subjects, 16 females and 15 males, with a mean age of 63.7. Visual acuity, reading speed, anxiety and 

depression levels were valued before and after self-help group. 

Results: After the attending period of self-help group, a decrease to 0.74 LogMAR (± 0.3) and 1.08 

LogMAR (± 0.3) for the best corrected visual acuity was registered for the best and the worst eye 

respectively (p>0.05). There were significant improvements in anxiety (p<0.01) and depression levels 

(p<0.01). The average reading rate increased to 61.7 (± 24.4) wpm (p<0.01), representing 23% 

improvement. We found that anxiety was significantly determinant on the reading speed (p=0.02). 

Conclusion: The results of this preliminary study suggest that this innovative approach can enhance 

visual functions with an effect on self-efficacy, it can offer support to the patients to cope with the 

onset of depression and anxiety and it can be a tool to promote psychological and social welfare. 
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1. Introduction 

Approximately 253 million individuals worldwide are visually impaired. Low vision is one of the 

leading causes of disability induced by chronic eye diseases, such as macular degenerations, 

pathological myopia and glaucoma (WHO Publication, 2019). 

Low vision refers to a bilateral, severe and irreversible reduction of the visual function that 

cannot be corrected by means of standard eyeglasses, contact lenses or surgery, and which 

interferes with the ability to perform activities of daily living, such as reading, recognizing faces, 

watching TV, driving, etc. (Dell’Osbel, 1996). 

Many Authors have reported that the progressive and degenerative process of some eye 

diseases, in addition to the sudden and unpredictable loss of visual acuity, produces a state of 

emotional uncertainty (Cimarolli et al., 2016; Choi et al., 2018; Hodge et al., 2013; Horowitz et 

al., 2005; Rovner et al., 2002). Low vision also has a negative impact on everyday life and can 

lead to: the onset of feelings of inadequacy, distress and loneliness; decreased self-esteem and 

autonomy; loss of purpose, social and/or work withdrawal; abandonment of pleasure giving 

activities. All of these negative consequences can generate depression and anxiety (Filippello et 

al., 2013; Liotta et al., 2020; Manna et al., 2016; Myles et al., 2020). It has been estimated that 

approximately between 10 and 30 per cent of visually impaired individuals experience mild, but 

clinically significant symptoms of depression and anxiety (subclinical depression or anxiety), its 

prevalence being at least twice the rate found in the general population (Cimarolli et al., 2016; 

van der Aa et al., 2015). 

Low vision rehabilitation is the primary intervention for people with progressive and irreversible 

vision impairment (Markowitz, 2006). Its goal is to improve engagement in activities of daily 

living by helping people with reduced visual functions to optimize the use of their remaining 

sight through the provision of appropriate refractive correction, as well as providing training in 

the use of vision assistive equipment (VAE) and compensatory strategies (Binns et al., 2012). 

Many different low vision rehabilitation protocols are currently available. In particular, at our 

National Centre of Services and Research for the Prevention of Blindness and Rehabilitation of 

the Visually Impaired, WHOCC, low vision rehabilitation is based on a multidisciplinary 

approach that includes a complete functional disability assessment and psychological 

counselling. The psychologist is a key figure in a multidisciplinary rehabilitation team, both for 

supporting patients during their low vision rehabilitation pathway, and assessing any progression 

of self-reported vision functionality in activities of daily living (Casten et al., 2016; Cimarolli et 
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al., 2016). However, people who develop symptoms of anxiety and depression often do not 

receive any form of treatment and this can hinder not only potential access to the rehabilitation 

path but also and especially its effectiveness (Brody et al., 2002, 2006; Goldstein et al, 2014; 

Heesterbeek et al., 2017; Horowitz et al., 2006). 

Self-help groups (SHGs) have proved to be an excellent methodological approach, which is 

useful for addressing the psycho-social consequences of chronic diseases (Calandri et al., 2016; 

Salzer et al., 2001). People who are affected by similar conditions have the opportunity to share 

their experiences and offer practical examples to each other on how to deal with common 

problems. Such groups are usually small (6-12 participants) and may offer psychological 

assistance and autonomy support to subjects affected by chronic pathologies, in an attempt to 

promote personal and/or social change (Albanesi, 2004; Calcaterra, 2013). Therefore, SHGs are 

a valid methodology for providing emotional support for low vision patients, so much, so that 

the World Health Organization has endorsed them as an effective tool for promoting well being, 

since they contribute to citizens’ participation in the management of their own health (Milan 

Cuijpers et al., 2010). 

The aim of this study is to describe the use of SHGs for the psychological support of visually 

impaired people and their impact on vision rehabilitation outcomes. In particular, the 

effectiveness and benefits of attending SHGs were also analysed with reference to anxiety and 

depression symptoms, visual functions and reading speed.  

2. Methods 

2.1 Design  

This is a pilot observational prospective non-randomized study. 

2.2 Participants 

The study enrolled 31 visually impaired subjects (16 females and 15 males) with a mean age of 

63.7 years (SD: 11.2; range: 45-82), who were selected from the patients of our National Centre. 

Participants had been diagnosed with different chronic eye diseases: age related macular 

degeneration (AMD), Stargardt disease (STGD), pathological myopia and glaucoma. Data were 

collected from January 2015 to July 2019. Inclusion criteria indicated that patients with a visual 

acuity of at least 0.5 LogMAR (20/63 Snellen equivalent) in the better eye, and/or a visual field 

of less than 30%, according to Italian laws on visual impairment, and who required psychological 

support, were eligible to take part in the study. Exclusion criteria stated that subjects with a 
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cognitive impairment (defined as having a Mini Mental Status Examination [MMSE] score of 

<24), and serious health problems, such as a terminal illness and/or neurologic disorders, were 

not able to participate. Approval for this study was obtained from the Ethical 

Committee/Institutional Review Board of the Fondazione Policlinico Universitario Agostino 

Gemelli IRCCS of Rome, Italy. Informed consent was obtained from all participants and the 

study is compliant with the Declaration of Helsinki.  

2.3 Procedure 

According to our standard procedure, the patients enrolled in this study underwent a clinical 

and functional assessment, consisting of the measurement of the best corrected visual acuity 

(BCVA) by means of Early Treatment Diabetic Retinopathy Study (ETDRS) charts. BCVA was 

expressed in LogMAR values obtained from a distance of 4m with the best refractive correction; 

reading acuity (RA) was measured with the Minnesota Reading test (MNRead) charts at a 

distance of 25cm with a +4.00 sph (1X) reading lens in addition to the distance refractive 

correction; contrast sensitivity (CS) was measured with Pelli-Robson boards at a 1m distance, 

with the addition of +1.00 sph to the distance refractive correction; and reading speed (words 

per minute [wpm]) was calculated with the International Reading Speed Texts (IReST), using 

the most suitable low vision aid that allowed patients to read a font size of 0.6 points. 

In addition to the ophthalmological evaluation, a psychological assessment was conducted on 

patients in order to: identify their real needs and expectations; verify the existence of the 

emotional, cognitive and motivational characteristics that favour participation in the various 

rehabilitation activities and are conducive to being part of a team; guide rehabilitators in defining 

rehabilitation programs; and support the psychological, emotional and relational processes that 

sustain the operator-patient relationship (Hans-Werner, 2013). During the initial psychological 

assessment, the psychologist also administered three questionnaires: Zung’s anxiety scale (Self-

Rating Anxiety Scale) (Zung, 1971), Beck’s Depression Inventory (BDI) (Beck et al., 1961) and 

the General Self-Efficacy Scale (GSES) (Schwarzer, 1992). With consideration given to the 

psychological assessment, the results of the questionnaires and the patient's motivation for 

attending a vision rehabilitation pathway, the psychologist proposed participation in a SHG to 

the visually impaired patients. Since anxiety and depression levels could have hindered the 

outcome of vision rehabilitation, patients started their vision training for the identification of 

the best device, after at least four SHG sessions. 
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Figure 1. Flow chart explaining rehabilitation approach adopted for this study. The vision 

rehabilitation intervention is integrated with self-help group 

2.4 The Self-Help Group 

Our SHGs were structured according to the eye disease and vision problems of the patients and 

four groups were then created: AMD, STGD, pathological myopia and glaucoma. Each group 

consisted of 6-12 participants. SHG sessions were conducted twice a month for two years, and 

were facilitated by the same psychologist. During group meetings, the psychologist supervised 

discussions and communications. Every session lasted for approximately two hours. The 

members were thus able to recount their experiences and highlight what they had learned from 

them. As for the developmental stages of the group, there was an initial stage during which, 

with the help of the psychologist, patients discovered the similarities of the difficulties they 

encountered in daily life. In the intermediate stage, group members opened up to a personal 

analysis of their problems and tried to attribute meaning to their experience. The purpose of 

SHGs is to offer people who are dealing with similar issues the opportunity to share their 

experiences and help each other by advising on how to cope with them. Participants were 

encouraged to seek further information about their problem, research the most advantageous 

aids available and adopt new behavioural and cognitive strategies. Sharing experiences within 

the group favours the acceptance of vision aids and encourages patients to achieve greater 

autonomy (Fortini et al., 2018). 
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2.5 Tools 

Before and after SHG sessions, the following questionnaires were administered to each 

participant by the same psychologist:  

General Self-Efficacy Scale. (Italian version, Sibilia et al., 1995). The Generalized Self-Efficacy 

Scale (GSES) was created to measure perceived self-efficacy in general terms and with the aim 

of predicting the type of coping mechanism used to deal with, and adapt to, various stressful 

life events. Self-efficacy, as intended by the developers of the GSES, refers to the assessment of 

optimistic self-beliefs that are needed to cope with new or difficult experiences in life. The 

perception of self-efficacy facilitates the pursuit and achievement of one's goals, persistence in 

the face of adversity and the ability to quickly recover after a stressful event. It can therefore be 

considered as a resilience factor (Schwarzer, 1992). The GSES manual reports .76-.90 alphas 

and .75 reliability. 

GSES is a one-dimensional scale consisting of 10 items, which uses a 4-point Likert scale 

ranging from 1 = "not at all true" to 4 = "totally true", as a measurement mode. The scores for 

each of the ten items are added together to give a total score. GSES has been used in numerous 

projects in different research fields.   

Self-Rating Anxiety Scale (SAS). The scale is made up of 20 sentences (e.g. "I feel more nervous 

than usual", "I feel broken and I feel like I'm about to collapse" etc.), where each sentence states 

how the subject may have felt during the week. The scores are the following: 1 if the answer is 

never, 2 if it is sometimes, 3 if it is often, 4 if it is almost always. The total score is evaluated as 

follows: up to 20 points, irrelevant anxiety level; between 21 and 40 points, low anxiety level; 

between 41 and 60, moderate anxiety level (intervention is recommended); from 61 to 80, high 

anxiety level. The SAS manual reports .66-.74 alphas and .80 reliability. 

Beck's Depression Inventory (Beck et al., 1988) (Italian version, Ghisi et al., 2006). The 

questionnaire is made up of 13 groups of sentences (e.g. 0 = I don't feel sad; 1 = I feel sad and 

melancholic; 2 = I am sad or melancholic all the time and I don't know how to get out of it; 3 

= I am totally sad or unhappy that I can't stand it). The questions are based on what best 

describes how the subject has been feeling in the past two weeks. The score obtained can vary 

from 0 to 39. If the total score is less than 10, there is no depression; between 10-19 points, 

mild depression can be present; a score between 20-29 points indicates moderate depression; 

and a score greater than 30 points to the presence of serious depression. The Beck manual 

reports .56-.87 alphas and .75 reliability. 
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2.6 Data Analysis  

2.6.1 Outcomes and measured parameters  

The main outcomes are low anxiety and low depression levels, based on the scores obtained by 

means of the GSES, Zung and Beck questionnaires. The outcome measures were evaluated and 

recorded immediately before treatment (Pre-) and after the last session of the full treatment with 

SHG (Post-). The secondary outcome was the achievement of reading speed, between 40-80 

words per minute. The psychological and visual parameters that were measured were self-

efficacy, anxiety levels, depression levels, distance visual acuity, critical print size and contrast 

sensitivity. 

2.6.2 Sample size 

A preliminary power analysis (power of 0.8, α= 0.05, and effect size 0.5) was executed. The 

sample size was calculated in accordance with the number of new patients assessed at the 

National Centre of Services and Research for the Visually Impaired over the course of one year. 

Consequently, 31 subjects with vision impairment caused by different eye diseases were enrolled 

in this study.  

2.6.3 Statistical methods  

A descriptive analysis of the sample was performed. The parametric variables were processed 

with means and standard deviations, while categorical variables were expressed as frequencies 

and percentages. Differences between characteristics of patients were analysed by using the chi-

squared test and Independent Samples T-test. The paired-samples T-test was used to detect the 

changes in the data obtained before and after SHG sessions. The analysis of variance on 

repeated measures, ANOVA, was carried out in order to analyse data per session. Furthermore, 

multiple linear regression analysis was used to explain the relationship between dependent 

variables (anxiety, self-efficacy and depression scores) and independent variables (reading speed, 

critical print size, contrast sensitivity). We also reported 95% confidence intervals. The p-values 

less than 0.05 were considered statistically significant.   

3. Results 

Thirty-one visually impaired subjects (16 (52%) females and 15 (48%) males) with a mean age 

of 63.7 ± 11.2 years were enrolled in this study and they were assigned into four groups 

according to their eye disease and visual field defects. Age-related macular degeneration (7), 

Stargardt disease (9), glaucoma (8) and pathological myopia (7) groups were established.  Their 

demographic (age, gender, education degree and marital status) and clinical characteristics (eye 
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disease and visual acuity) at baseline are shown in table 1. There were no significant differences 

in the baseline sociodemographic characteristics (P>0.05) between the four groups of 

participants. Those who failed to attend the group continuously (at least 15 meetings) were 

excluded from the study sample. 

Table 1. Clinical and demographic characteristics of the patients 

- ID 

Age 

(Years) Gender  Education degree Marital Status Eye Disease  

BCVA ( LogMAR) 

Best eye Worse eye OU 

P1 62 M Middle school diploma Divorced Pathological myopia 0.96 1.5 0.96 

P2 73 F University Widowed Pathological myopia 0.34 1.5 0.34 

P3 61 M Middle school diploma Widowed Pathological myopia 0.92 1.1 0.92 

P4 73 F University Married Pathological myopia 0.66 1.5 0.66 

P5 59 F University Widowed Pathological myopia 0.82 1.8 0.82 

P6 78 M High school diploma Married Pathological myopia 0.94 1 0.94 

P7 57 F University Married Pathological myopia 0.46 0.56 0.46 

P8 53 F High school diploma Married STGD 1 1.5 1 

P9 66 F High school diploma Divorced STGD 0.82 0.84 0.82 

P10 47 F University Married STGD 0.9 0.92 0.9 

P11 45 F High school diploma Nubile STGD 0.1 0.1 0.1 

P12 45 M High school diploma Married STGD 1.1 1.1 1.1 

P13 71 F High school diploma Divorced STGD 1 1.02 1 

P14 57 M University Married STGD 0.2 0.36 0.2 

P15 49 F Middle school diploma Married STGD 0.88 0.9 0.88 

P16 50 F High school diploma Married STGD 0.4 0.84 0.4 

P17 74 F Middle school diploma Married AMD 0.76 1 1 

P18 82 M Middle school diploma Divorced AMD 0.52 1.02 0.52 

P19 73 M Middle school diploma Married AMD 0.2 0.56 0.2 

P20 80 M Middle school diploma Divorced AMD 0.3 0.5 0.3 

P21 73 M Middle school diploma Married AMD 0.72 1.08 0.72 

P22 69 F University Nubile AMD 0.54 0.62 0.54 

P23 69 F Middle school diploma Married AMD 1.04 1.64 1.04 

P24 75 F University Divorced Glaucoma 0.32 1.58 0.32 

P25 51 M University Bachelor Glaucoma 0.3 0.38 0.3 

P26 78 M Middle school diploma Married Glaucoma 0.3 1.5 0.3 

P27 58 M High school diploma Married Glaucoma 0.52 1.68 0.52 

P28 54 M High school diploma Married Glaucoma 1 1.06 1 

P29 64 F University Married Glaucoma 0.2 1.06 0.2 

P30 55 M Middle school diploma Married Glaucoma 1.26 1.3 1.3 

P31 75 M High school diploma Widowed Glaucoma 1.3 1.62 1.3 
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The full program of support group treatment was composed of 15 sessions between January 

2015 and July 2019. All subjects who participated in the SHGs completed the program and 

performed the post-treatment evaluation.  

The mean BCVA in the better eye was 0.67 LogMAR (±0.3), while it was 1.06 LogMAR (±0.4) 

in the worse eye. Contrast sensitivity mean was 0.8 LogC (±0.4) in the better eye, while it was 

0.6 LogC (±0.4) in the worse eye. The mean reading acuity was 17.3 (Character Print Size, CPS) 

(±16.4) and 37,2 CPS (±23.6) in the better and worse eye, respectively.  

With regard to anxiety levels, the mean score at the Zung Questionnaire before attending the 

SHG was 43.4 (± 9.1). In particular high levels of anxiety were detected in 2 subjects, moderate 

anxiety in 19 and low levels of anxiety in 10 respectively. The mean score obtained by the 

administration of the Beck questionnaire was 16 (± 7.3); only 1 patient had a severe depression, 

10 patients had moderate depression, 18 had low depression and 2 did not have any depression. 

The mean GSES was 25.2 (± 6.3), indicating a generalised poor self-efficacy belief in the 

patients. 

Relative to the rehabilitative needs of patients, the whole sample reported experiencing glare in 

an outdoor setting. Moreover, 87% of participants asked for solutions in order to restore their 

ability to read, while the remaining 13% expressed the desire to move more confidently 

outdoors. In order to respond to their needs, patients participated in the vision rehabilitation 

training. The training was aimed at identifying the most suitable low vision aid and consisted of 

about 5 sessions for each patient. Absorptive polarized lenses were prescribed to each patient 

to control glare. One hand magnifier, 7 tablets with specific apps, 9 magnifying spectacles and 

12 video magnifiers (CCTV) were prescribed, in order to restore reading ability. Two patients 

with glaucoma did not need any magnifying aid for reading, but preferred to use their own 

reading glasses. Baseline reading speed with the prescribed reading aids was 49.8 (±26.5) wpm. 

Four patients attended Orientation and Mobility training. 

Treatment (SHG) Effects 

After attending the SHG program, BCVA in the better and worse eye declined to 0.74 LogMAR 

(± 0.3) and 1.08 LogMAR (± 0.3) respectively (t30= 1.4; p>0.05). Contrast sensitivity did not 

change in the better eye, while a slight improvement of 0.69 LogC (±0.5) was registered in the 

worse eye, however this figure was not considered statistically significant (t30= 1.9; p>0.05).  In 

addition, reading acuity declined both in the better and worse eye to 18,6 cps (± 14.5) and 40.9 

cps (± 25.7) (p>0.05) respectively. 
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At completion of the SHG program, significant improvements were registered in the anxiety 

(t30=7.8, p<0.01) and depression levels (t30=8.3, p<0.01) of patients. Results are shown in Fig. 

2. A 26% improvement in the level of anxiety and a 55% improvement in the level of depression 

were assessed through the Zung and Beck Questionnaires respectively.  

 

Figure 2. The bars represent the mean scores (±1SE) of the Zung (anxiety) and Beck 

(depression) questionnaires for all patients. 

 

Figure 3. The bars represent the number of patients with reference to anxiety and depression 

levels, showing improvements in both dimensions. 

The effects of the SHG on anxiety and depression levels are demonstrated by the data on 

participants represented in the graphs:  the questionnaires showed significantly lower scores 

among participants in all the anxiety and depression subgroups. Participants with lower levels 

of anxiety represented 61% of the sample. Patients with no depression symptoms after SHG 

were 84% of the sample. 
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Figure 4. Zung and Beck scores before vs after SHG. Scatter plot representing the results of 

the questionnaires before and after the SHG. Note that data points above the dashed line 

represent patients who experienced an improvement in both anxiety and depression levels. 

The mean GSES increased to 35.1 (± 5.1) (t30=1.6; p<0.01), revealing a generalised 

enhancement in self-efficacy belief. 

Furthermore, the average reading rate increased to 61.7 (± 24.4) wpm after attending the SHG 

(t30= -6.7, p<0.01), which represents a 23% improvement. In Figure 5, the data points of pre- 

and post- SHG reading performance were plotted illustrating this improvement. Participants 

were able to read more fluently after completing the group sessions. 

 

Figure 5. Reading speed values before and after the SHG program were compared. Data points 

above the dashed line indicate an improvement in reading speed after SHG. 
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The multivariate linear regression analysis also showed that the improvement of depression 

levels was not related to the changes in reading performance (p>0.05). On the other hand, we 

found that anxiety was a significant determinant of reading speed (P=0.02). Patients with similar 

visual acuity but higher levels of anxiety read more slowly than patients with lower scores on 

the Zung questionnaire. 

Table 2. The multivariate linear regression analysis 

 

4. Discussion 

The results of this study highlight the presence of improvements in the psychological status of 

visually impaired subjects, as measured by the General Self-Efficacy Scale, the Self-Rating 

Anxiety Scale and the Inventory for Beck's depression, also indicating the progression of reading 

ability as a visual outcome measure after attending a low vision rehabilitation pathway integrated 

with a SHG program. To the best of our knowledge, this paper is the first study that attempts 

to investigate a multidisciplinary vision rehabilitation program integrated with SHGs. Previous 

findings reported that an integrated mental health and low vision intervention, specifically low 

vision rehabilitation with supportive therapy (Barr et al., 2012; Hodge et al., 2013; Thetford et 

al., 2011; Utoyo, 2015), halved the incidence of mental disorders, such as anxiety and depression, 

in the outpatient approach in people with low vision due to AMD (Cimarolli et al, 2012; Deemer 

et al., 2017; Grant et al, 2011; Rovner et al., 2006, 2008, 2011). 

The results of this preliminary study show that some psychological and functional outcomes 

can improve when SHGs are added to visual rehabilitation pathways in the management of 

different chronic eye diseases. The significant improvement in psychological features can be 

interpreted as indicative of the feasibility of a supportive approach by means of SHGs. Our 

findings attest specifically to the efficacy of low vision services integrated with SHGs for 

psychological support for patients showing symptoms of depression and anxiety. Patients’ visual 

functions, such as distance visual acuity, reading acuity or contrast sensitivity worsen because 

all patients are suffering from chronic degenerative ocular deseases that evolve slowly but 
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inexsorably. On the other hand, the scores on psychological questionnaires increased in a 

statistically significant manner. These results appear conflicting and we suppose that the changes 

in the levels of depression, anxiety and self-efficacy are due to the effects of participating in 

SHGs. This hypothesis is strengthened by the observation of a marked reduction in the severity 

of depression and anxiety symptoms in participants who experienced a significant improvement 

in their reading speed levels only. The multivariate analysis also demonstrated that the changes 

in anxiety levels might influence the patients’ reading speed, reflecting a low performance when 

anxiety is high. In accordance with other Authors, it has been demonstrated that patients 

receiving low vision device training were able to overcome visual difficulties, achieving baseline 

demands, such as regaining their reading ability (Grant et al., 2011). Device training in SHGs 

seems to have a positive impact. Furthermore, the participation in a support group is responsible 

for improvements in psychological disorders in adults. These are important outcomes, 

considering the seriousness of the consequences that depression and anxiety may have on 

individuals. Multiple studies have shown that the reaction to a chronic disease and adaptation 

to it are also linked to self-efficacy and the ability to cope, which if of a lesser degree, may lead 

to the development of depression and anxiety symptoms (Moroianu et al., 2020; Sheikh et al., 

2019). In particular, both patients with a chronic disease resulting in low vision, and their 

families, are faced with difficult situations, as well as with serious and permanent discomforts.  

SHGs are aimed at providing supportive therapy by sharing common individual experiences, a 

practise that helps people limit their isolation, combat both passivity and a sense of 

powerlessness and increase self-confidence. In addition, empathic communication, which is 

created within the groups, is fundamental for the overall development of an individual's 

personality and positive self-image. SHGs meet the needs of patients to rediscover the 

communicability of their experiences and enhance their potential through the encounters with 

the other participants (Kalafat et al., 1993; Mehta et al., 2020). According to our preliminary 

date, SHGs seem to allow visually impaired subjects to strengthen certain abilities that manifest 

themselves in behaviour, express their feelings in order to improve their problem-solving skills 

and, therefore, increase their self-esteem with regard to personal abilities and resources. Vision 

impairment can affect mental health, with serious implications on an individual’s social 

interactions that may negatively affect their self-confidence and psychological balance. 

According to our experience the vision rehabilitation interventions integrated with SHGs can 

have positive effects on self-efficacy; help patients cope with the onset of depression and 

anxiety, offer a tool to promote psychological and social welfare by giving people who live in 

similar conditions the opportunity to share their experiences and advise each other on how to 

deal with common problems. 
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5. Limitations 

This is a pilot study, so participation was limited to small groups of visually impaired people. 

However, the sample appears to match the age, gender and eye disease diagnosis of other studies 

(Moschos et al., 2016). On the other hand, a control group and a non-randomized sample are 

needed for future research. 

6. Conclusions 

The role of self-help groups in the treatment of vision impairments is a little debated issue in 

the literature. The results of this preliminary study suggest some considerations. The addition 

of SHGs to vision rehabilitation interventions showed clinical and statistical improvements for 

depression and anxiety symptoms. Importantly, the enhancements of psychological outcomes 

are not related to changes in visual functions, suggesting that they are an effect of SHG sessions 

only. Therefore, the participation in SHGs can help visually impaired subjects containing and 

reducing potential anxiety and depression symptoms. These findings provide important new 

information for the management and development of enhanced-care models for the 

rehabilitation of the visually impaired. Further investigation is also needed to assess if the 

benefits of this intervention are maintained over time. In conclusion, SHGs seem represent an 

effective approach for partially sighted subjects, allowing them to improve their self-esteem and 

sense of self-efficacy, reducing depression and anxiety levels. Furthermore, self-reorganisation 

could nurture and develop interpersonal skills that can help the visually impaired reduce the risk 

of social isolation. 
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