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Abstract 
Introduction: Low vision significantly impacts daily functioning and quality of life. Visual 
rehabilitation programs aim to maximize residual vision and promote independence. 
However, multiple barriers limit their success. 
Accessibility Challenges: Limited availability of rehabilitation centers, especially in 
underserved areas, and difficulties accessing tele-rehabilitation services are major concerns. 
Lack of referral pathways and inadequate awareness further restrict access. 
Financial Barriers:  High costs of assistive devices, limited insurance coverage, and 
out-of-pocket expenses pose financial burdens. Insufficient government support exacerbates 
the issue. 
Psychosocial Challenges: Patients often experience depression, anxiety, social isolation, and 
stigma. The absence of mental health support and counselling services complicates emotional 
adjustment. 
Training and Adaptation: Difficulties Inadequate training for low vision specialists, poor 
technological literacy, and resistance to device adoption hinder rehabilitation outcomes. 
Limited follow-up care further reduces long-term adaptation. 
Interdisciplinary: Coordination Issues Lack of collaboration between healthcare 
professionals and fragmented care delivery negatively impact patient management. Absence 
of personalized rehabilitation plans results in suboptimal outcomes. 
Socioeconomic and Cultural Factors: Cultural stigma, illiteracy, and gender disparities 
further restrict access to rehabilitation services. Misconceptions regarding visual impairment 
discourage patients from seeking care. 
Conclusion: Addressing these challenges requires a collaborative approach. Establishing 
community-based services, expanding tele-rehabilitation programs, and providing financial 
support are essential. Incorporating counselling, interdisciplinary coordination, and 
patient-centered care can significantly improve visual rehabilitation outcomes and enhance 
the quality of life for individuals with low vision. 
 
Introduction 
Low vision, characterized by significant visual impairment that cannot be corrected with 
standard eyeglasses, contact lenses, or surgery, remains a major global health concern. It 
significantly impacts daily living, reducing independence and quality of life. Visual 
rehabilitation aims to maximize residual vision and enhance functional abilities, yet 
numerous challenges hinder the effectiveness of these programs (1,2). 



The World Health Organization (WHO) defines low vision as a visual acuity of less than 6/18 
but equal to or better than 3/60 in the better eye with the best possible correction (16). Despite 
advancements in medical treatments and assistive technologies, many individuals with low 
vision face substantial challenges in accessing and benefiting from rehabilitation services. 
This narrative review explores the multifaceted barriers to effective visual rehabilitation and 
proposes actionable strategies for overcoming them. The review utilizes insights from various 
sources to analyse accessibility issues, financial barriers, psychosocial challenges, and gaps in 
interdisciplinary coordination, providing evidence-based solutions. Additionally, it 
emphasizes the need for policy reform and increased funding to ensure equitable access to 
rehabilitation services. 
Several studies highlight financial and systemic barriers, which include the high cost of low 
vision services and limited insurance coverage (36,37). Accessibility challenges have been 
examined extensively, with research emphasizing the inadequacy of rehabilitation services in 
many areas (39,40). Psychosocial challenges, including the impact of vision impairment on 
mental health and social functioning, have been a key focus in previous literature (41,42). The 
importance of interdisciplinary coordination in effective visual rehabilitation is well 
established, with studies indicating that collaboration between ophthalmologists, 
optometrists, and occupational therapists improves patient outcomes (43-47). Additionally, 
research on technological advancements and assistive devices suggests that they play a 
critical role in enhancing the independence of individuals with low vision, yet adoption rates 
remain low due to financial and educational barriers (49,50,52). Understanding these challenges 
is essential for developing comprehensive strategies to improve visual rehabilitation 
outcomes and enhance the quality of life for individuals with low vision. 
1. Accessibility Challenges 
Limited Availability of Rehabilitation Services: Many regions, particularly low-resource 
settings, lack specialized rehabilitation centers (13,15). 
Transportation Barriers: Individuals with severe visual impairment face challenges in 
accessing distant rehabilitation facilities (14). 
Tele-rehabilitation Constraints: Although virtual rehabilitation programs exist, not all 
patients have access to the necessary digital devices and internet connectivity (11). 
Lack of Referral Pathways: Many primary healthcare providers are not adequately 
informed about available rehabilitation services, resulting in fewer referrals to appropriate 
facilities (5). 
Proposed Solutions: 
Establish mobile clinics and satellite rehabilitation centers to serve remote populations. 
Expand tele-rehabilitation programs with simplified user interfaces and provide training for 
patients and caregivers. 
Develop community-based referral networks to ensure timely access to rehabilitation services 
(17). 
2. Financial Barriers 
High Cost of Assistive Devices: Optical and non-optical aids remain expensive, particularly 
in developing countries (10). 
Insurance Limitations: Many insurance providers do not cover the cost of low vision 
rehabilitation services (19). 
Out-of-Pocket Expenses: Patients may incur additional costs for transportation, home 
modifications, and assistive technologies (51). 



Limited Government Support: In many countries, low vision care is not integrated into 
national health policies, limiting financial support for patients (48). 
Proposed Solutions: 
Advocate for the inclusion of low vision rehabilitation services under national health 
insurance schemes. 
Promote public-private partnerships to subsidize assistive devices and reduce patient 
expenses. 
Provide financial assistance programs and grants for low-income individuals (18). 
3. Psychosocial Challenges 
Adjustment Difficulties: Patients often struggle with emotional responses like depression and 
anxiety following vision loss (3,22). 
Social Isolation: Reduced mobility and difficulty in recognizing faces may lead to social 
withdrawal (27). 
Stigma: Misconceptions and societal prejudices about visual impairment can negatively 
impact patients’ self-esteem (28). 
Lack of Counseling Services: Many rehabilitation programs do not include psychological 
support, limiting patients' emotional adjustment (23). 
Proposed Solutions: 
Integrate psychological counseling and peer support groups into rehabilitation programs. 
Develop public awareness campaigns to reduce stigma and promote inclusion. 
Provide family counseling to foster supportive home environments (20,21). 
4. Training and Adaptation Barriers 
Lack of Specialized Training: Many rehabilitation centers lack adequately trained low vision 
specialists (38). 
Technology Literacy Issues: Older adults often face difficulties in using assistive technologies 
(9). 
Compliance and Adaptation: Patients may resist using devices due to discomfort or perceived 
ineffectiveness (12). 
Insufficient Follow-Up: Lack of regular follow-up sessions hinders long-term adaptation to 
rehabilitation strategies (7). 
Proposed Solutions: 
Expand training programs for healthcare professionals in low vision management. 
Provide hands-on training and step-by-step guidance on device usage. 
Implement regular follow-up visits to assess progress and provide additional support (24,25). 
 
5. Interdisciplinary Coordination Issues 
Lack of Collaboration: Effective rehabilitation requires coordinated efforts from 
ophthalmologists, optometrists, occupational therapists, and counselors (5). 
Fragmented Care: Inconsistent communication among healthcare providers can result in 
suboptimal patient management (7). 
Insufficient Patient-Centered Care: Rehabilitation plans may lack personalization, leading 
to reduced patient satisfaction and outcomes (26). 
Proposed Solutions: 
Develop interdisciplinary teams within rehabilitation centers to provide holistic care. 
Implement centralized electronic health records to enhance communication. 



Encourage patient involvement in care planning to tailor interventions to individual needs 
(30,31). 
6. Socioeconomic and Cultural Factors 
Cultural Beliefs and Stigma: In some communities, visual impairment is perceived as a 
punishment or curse, discouraging patients from seeking rehabilitation (29). 
Illiteracy and Language Barriers: These can hinder understanding and acceptance of 
rehabilitation programs (33). 
Gender Disparities: Women in some regions face greater challenges in accessing low vision 
services due to societal norms (13). 
Proposed Solutions: 
Conduct community outreach programs to address cultural misconceptions. 
Provide multilingual resources and interpreters for non-native speakers. 
Promote gender-inclusive rehabilitation policies to ensure equal access (32,34,35). 
 
Conclusion 
Addressing the challenges of visual rehabilitation among low vision patients requires a 
comprehensive, multidisciplinary approach. Improving service accessibility, providing 
financial support, increasing awareness, and enhancing psychosocial support are essential. 
Additionally, advancements in tele-rehabilitation and assistive technology offer promising 
solutions to bridge gaps in care. Stakeholders, including governments, healthcare institutions, 
and advocacy groups, must collaborate to create inclusive and sustainable rehabilitation 
programs that prioritize patient-centred care. 
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