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ABSTRACT
Objective Having a visual impairment is known to be 
associated with an increased vulnerability to (potentially) 
traumatic events. Little is known about how people with 
visual impairment experience and process such events. 
This qualitative study aimed to provide more insight 
into experiences with traumatic events, consequences 
of traumatic events and post- traumatic stress disorder 
(PTSD)- related care among people with visual impairment 
and PTSD.
Methods Eighteen persons with visual impairment and 
(a history of) PTSD were interviewed. Among them were 
14 women and 4 men aged between 23 and 66 years. 
Recruitment of participants was done through health 
professionals from two low- vision service centres and a 
patient association for people with eye diseases and visual 
impairment in The Netherlands. Interviews focused on 
experiences with (1) traumatic events, (2) consequences 
of traumatic events and (3) PTSD- related care. Thematic 
content analysis of interview data was performed 
using  ATLAS. ti. The COnsolidated criteria for REporting 
Qualitative research (COREQ) checklist was used to check 
for completeness and transparency of the study. Data were 
collected between 2018 and 2020.
Results The most commonly reported traumatic events 
were sexual and physical abuse. Many participants 
experienced that their impairment had negatively 
affected their acceptance by others, independence and 
self- esteem, increasing their vulnerability for traumatic 
events. Additionally, having a visual impairment 
negatively impacted participants’ ability to respond 
to situations and aggravated post- traumatic stress 
reactions. Existing treatments seem suitable for people 
with visual impairment when accommodated to the 
impairment.
Conclusions Having a visual impairment may affect 
traumatic events and post- traumatic stress reactions, 
particularly by contributing to low self- esteem, problems 
in social interactions and a lack of visual information. 
Insights from this study provide starting points for adapting 
pretraumatic and post- traumatic care to the needs of 
people with visual impairment.

INTRODUCTION
Having a visual impairment is known to be 
associated with an increased vulnerability to 
experiencing events such as falls, traffic acci-
dents and abuse.1 2 Such events can be highly 
stressful and threatening and may trigger 
the development of a post- traumatic stress 
disorder (PTSD). PTSD is a mental disorder 
that may develop after exposure to traumatic 
events.3 Based on the Diagnostic and Statistical 
Manual of Mental Disorders, Fifth Edition (DSM-
5), to qualify for a PTSD diagnosis, a person 
must display one or more symptoms from 
each of the following four clusters: re- experi-
encing the event, avoidance of reminders of 
trauma, negative thoughts and emotions, and 
changes in arousal and reactivity.4 In addi-
tion, these symptoms must persist for at least 
1 month after the event and cause significant 

Strengths and limitations of this study

 ► This exploratory, qualitative study provides in- depth 
insights into a sensitive and largely unexplored top-
ic: the combination of post- traumatic stress and vi-
sual impairment.

 ► Participants were recruited through two low- vision 
service centres and a patient association, resulting 
in a diverse study population with respect to age, 
visual impairment and living conditions, which con-
tributed to the richness of data.

 ► Two patient representatives were involved in the 
research process, which specifically aided in in-
creasing feasibility and reducing the burden of data 
collection for participants.

 ► The study provides limited insight into experiences 
of persons with visual impairment and single trauma 
not involving abuse and does not allow for compari-
sons with the general population.

 ► The retrospective nature of the interviews may have 
resulted in recall bias.
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problems in functioning on important life domains (eg, 
social and vocational). According to diagnostic criteria 
for PTSD, vision loss in itself is not considered a traumatic 
event, unless it involves threatened death, serious injury 
or sexual violence. PTSD in people with visual impair-
ment is therefore more likely to result from traumatic 
events which are not or only indirectly related to their 
impairment.

A limited number of studies investigated traumatic 
event exposure and PTSD prevalence among people with 
visual impairment. The available literature suggests that 
traumatic experiences and PTSD are common within this 
group. Heir et al5 found that 80% of the people with visual 
impairment in their study had experienced at least one 
traumatic event, and 12% had PTSD. A recent literature 
review describes PTSD prevalence rates ranging from 
4% to 50% in this population.6 These percentages seem 
high compared with findings from a large epidemiolog-
ical study by the World Mental Health Surveys Consor-
tium, reporting a lifetime prevalence of PTSD of 3.9%.7 
However, due to a lack of a comparative research, it 
remains unclear whether these numbers are significantly 
higher among non- sighted populations compared with 
sighted populations. Nevertheless, the current evidence 
indicates that PTSD seems a relevant public health 
problem among people with visual impairment, which 
requires further investigation.

As visual impairment appears to be associated with 
unique experiences and coping styles with respect to 
trauma,2 6 clients may also experience specific challenges 
when receiving PTSD- related care. Visual impairment 
may interact with the access and quality of social support 
and with the likelihood of getting assistance or treat-
ment in the mental healthcare system.8 To the best of 
our knowledge, experiences and specific needs regarding 
care for people with visual impairment and PTSD have 
not been studied yet. Therefore, this qualitative study 
aimed for an in- depth exploration of experiences with 
traumatic events, consequences of traumatic events and 
PTSD- related care among people with visual impairment 
and PTSD.

METHODS
Study design
This study was based in The Netherlands and carried 
out between 2018 and 2020. The study used an explor-
ative, qualitative design, including in- depth interviews 
with people with visual impairment and (a history of) 
PTSD. The COnsolidated criteria for REporting Qualita-
tive research (COREQ) checklist was used to check for 
completeness and transparency of the study.

Study population
The population included adults (18 years and older) with 
visual impairment and (a history of) PTSD. Visual impair-
ment includes both low vision and blindness.9 Low vision 
is defined as visual acuity of less than 6/18, but equal to 

or better than 3/60, or a corresponding visual field loss 
to less than 20° in the better eye with best possible correc-
tion. Blindness is defined as visual acuity of less than 
3/60, or a corresponding visual field loss to less than 10° 
in the better eye with best possible correction. PTSD was 
defined by a patient- reported past or present diagnosis 
of PTSD by a health professional. Additional inclusion 
criteria were undergoing PTSD- related treatment not 
longer than 5 years ago, being able to understand and 
respond to questions, and being psychologically stable 
enough to discuss trauma- related topics.

Recruitment of participants was done through two 
channels: health professionals of two low- vision service 
centres and a patient association for people with eye 
diseases and visual impairment (The Eye Association 
Netherlands). Health professionals of low- vision service 
centres purposively recruited participants who met the 
inclusion criteria. Selection through the patient asso-
ciation involved a convenience sample of members 
who responded to a call in the association’s newsletter. 
Inclusion criteria were specified in the call and double- 
checked during a brief intake by telephone with poten-
tial participants. All potential participants received a 
patient information letter and the informed consent 
form. After participants consented to participate, an 
interview was scheduled at the time and place of their 
preference. In total, 18 participants were included in 
the study.

Interviews
In- depth interviews were carried out by the first author 
(LH) to explore participants’ experiences with trauma, 
PTSD and PTSD- related care. An interview guide 
consisting of open and closed questions was used to 
structure the interviews in six parts: (1) an introduction 
by the interviewer, explaining aims and procedures; (2) 
general questions about the participants, inquiring about 
their social network, education, work and visual impair-
ment; (3) experiences with traumatic events; (4) conse-
quences of traumatic events according to DSM-5 criteria 
for PTSD; (5) experiences with PTSD- related care; and 
(6) concluding questions, summarising and verifying 
information obtained. Throughout the interview, special 
attention was given to the role of visual impairment. The 
interview guide can be found in the online supplemental 
materials.

At the end of the interview, interviewees received a 
gift certificate for their participation. Interviews lasted 
between 55 and 150 min. No repeated interviews were 
carried out. All interviews were audio- recorded and tran-
scribed verbatim. A summary was made of each interview 
and sent to the interviewee for a member check. Partici-
pants were able to inspect the interview summary with the 
help of a screen reading software or an enlarged font size, 
or by asking a family member or trusted care provider to 
read it out loud to them. Member checking led to several 
additions and adjustments by participants.
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Analysis
Thematic analysis of the interview data took place in 
three steps following an iterative process of data collec-
tion and analysis.10 The first step involved open coding by 
thoroughly reading transcripts and assigning provisional 
codes. Second, open codes were reviewed and clustered 
into main themes and subthemes. The main themes were 
based on the topics included in the interview guide: (1) 
experiences with traumatic events, (2) consequences of 
traumatic events and (3) PTSD- related care. Subcatego-
ries were identified based on the provisional codes from 
the open coding process. Open coding and establishment 
of main themes and subthemes were done by two people 
to guarantee inter- rater reliability. The final step involved 
reviewing of all transcripts based on the main themes, 
subthemes and specification of the various roles of visual 
impairment for each subtheme (table 1). ATLAS.ti8 was 
used to facilitate the analysis process.

Ethical considerations
During the entire research, specific attention was paid 
to respect key principles of care ethics as described by 
Barnes and Cotterel.11 Special attention was paid to 

accessibility with respect to visual impairment by offering 
information and forms in the format preferred by partic-
ipants and by arranging interviews at locations that were 
easily accessible (ie, the participants’ home, a care insti-
tution or local meeting centre). In addition, preventive 
measures were taken with regard to the potentially sensi-
tive nature of questions by actively inquiring whether 
participants felt comfortable, whether there were topics 
they did not want to elaborate on and emphasising that 
they could take a break or stop at any time. Interviewees 
could bring a relative or another trusted person to the 
interview if they preferred, which occurred in three 
cases.

Patient and public involvement
Two patient representatives were consulted during three 
meetings about the research design, data collection proce-
dures and interpretation of preliminary findings. They 
were specifically asked to reflect on feasibility and burden 
of the data collection for the target population. One of 
the patient representatives also assisted in the recruit-
ment of participants through a patient organisation.

Table 1 Overview of themes, subthemes and relative importance

Theme Subthemes Role of visual impairment Relative importance

Traumatic events Exposure to traumatic events Low self- esteem +

Dependence on others +

Lack of acceptance/isolation ++

Experience of a traumatic 
event

Not seeing the event coming ++

Missing visual information about situation +

Being able to respond/defend oneself +

Barriers in getting away ++

Consequences of 
traumatic events

PTSD symptoms Re- experiencing of the event ++

Avoidance ++

Negative thoughts and emotions ++

Arousal and reactivity +

Need for control +

Functioning Loss of social contacts and isolation +

Increased dependence +

Decreased mobility and participation +

PTSD- related care Help- seeking process Attributing complaints to other causes (eg, visual 
impairment)

+

Lack of expertise on trauma and visual 
impairment

+

Treatment Treatment modality +++

Communication ++

Accessibility ++

Attention for role impairment +

*Indication of relative importance of sub- themes with + (=mentioned in several interviews), ++ (mentioned in approximately half of the 
interviews) and +++ (=mentioned in a majority of the interviews)
PTSD, post- traumatic stress disorder.
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RESULTS
Participant characteristics
The main characteristics of the 18 persons participating 
in this study are presented in table 2. The table shows 
that the majority of the participants were female (n=14). 
They were from various age groups and had diverse 

living arrangements, and a majority did not have a paid 
job (n=16). Most of the participants were from various 
regions in The Netherlands (n=16) and had been 
recruited through the low- vision service centres (n=10) 
as well as the patient association (n=6). Two participants 
were from Flanders (Dutch- speaking part of Belgium) 
and had responded to the call in the newsletter from the 
patient association.

Two- thirds of participants were blind, while one- third 
had low vision. In almost all participants (n=17), visual 
impairment was due to congenital or hereditary causes, 
of which the most common causes were retinitis pigmen-
tosa, Leber hereditary optic neuropathy, retinopathy of 
prematurity and congenital cataract. One person had 
acquired blindness due to idiopathic panuveitis. Most 
participants had additional eye conditions such as glau-
coma, nystagmus and retinal detachment.

Most participants identified multiple events as the 
cause of PTSD, including a combination of sexual, phys-
ical and emotional abuse over a prolonged period of 
time. Participants often discussed these types of trauma 
in an integrated way. Several participants additionally 
mentioned other types of traumatic events that contrib-
uted to the development of PTSD (table 2). Two partic-
ipants mentioned a single traumatic event as the cause 
of PTSD, which included a kidnapping with sexual abuse 
and a fall in a hole.

Based on the analysis of the interview data, the results 
about the experiences of people with visual impairment 
with traumatic events, consequences of traumatic events 
and post- traumatic stress and PTSD- related care were 
dived into subthemes. For each of the subthemes, the 
role of visual impairment is described.

Traumatic events
Two topics were addressed with respect to the role of 
visual impairment in traumatic events: exposure to trau-
matic events and the experience of a traumatic event.

Exposure to traumatic events
The role of visual impairment in the exposure to trau-
matic events varied for different event types. According 
to some participants, the events they experienced would 
have happened regardless of their visual impairment. 
This included, for example, an event in which a partici-
pant was kidnapped, as the perpetrator was probably not 
aware of the visual impairment of the victim. Several other 
participants thought that the traumatic events would 
probably not have happened without the visual impair-
ment. This included, for example, cases of abuse occur-
ring at boarding schools for children with low vision or 
blindness, as participants explained that they otherwise 
would not have attended such schools. The fall accident 
could directly be contributed to the visual impairment 
as seeing the construction hole would have prevented it 
from happening. Also, witnessing the injury of a guide 
dog would not have occurred as a traumatic event:

Table 2 Overview of the participant characteristics (n=18)

Characteristic Categories Participants (n)

Age M=45 
(SD=15.0, 
range: 23–66)

Sex Male 4

Female 14

Living situation Living alone 
independently

6

Living with partner, 
family or housemate

6

Assisted living 6

Work situation Paid job 2

Unpaid work 7

No work 9

Region Gelderland 7

Noord- Brabant 3

Noord- Holland 2

Drenthe 2

Vlaanderen (Belgium) 2

Overijssel 1

Zuid- Holland 1

Visual impairment Low vision 6

Blind 12

Traumatic events Sexual assault 16

Physical assault 15

Emotional abuse/
neglect by family

8

Bullying/loneliness at 
school

3

Witnessing injury/harm 
to others

2

Fire/struck by lightning 2

Suicide of friend/close 
one

2

Aggression- related 
incidents at work

1

Acute vision loss due to 
eye disease

1

Incident during a 
medical appointment

1

Exposure to details of a 
severe accident

1

Fall incident 1
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A guide dog that falls away, he was my everything, he 
was my life. He came into my life and he took me out-
side, he gave me something to live for. […] and that 
accident, I think if I had not been blind, this would 
have never happened. (Woman aged 40–49 years, 
blind)

According to the majority of participants, their visual 
impairment had influenced the exposure to events only 
to some extent by increasing the likelihood that the event 
would occur. This mainly concerned events involving phys-
ical, sexual and emotional abuse. Participants explained 
that their impairment had contributed to low self- esteem 
and dependence on others and a lack of acceptance by 
family members or partners (on whom they depended) 
and peers. They thought this may have made them more 
vulnerable for experiences of abuse.

I think, the relation between me and my mom would 
have been much better if I hadn’t had this impair-
ment.[…] For years I was not allowed to walk with a 
cane because that would make my mother look bad. 
So I was dependent on them and I always had to hold 
someone’s arm when walking and sometimes they 
would leave me standing next to the car and things 
like that. (Woman aged 20–29, blind)

You often can’t keep up with others because of your 
visual impairment and you’re often excluded. There 
was a boy who was sweet and kind, which made me 
really happy. I thought ‘finally someone who sees me 
and who is not bothered by my impairment. […] But 
well, the consequence [sexual abuse] was horrible. 
(Woman aged 50–59 years, low vision)

Experience of a traumatic event
The majority of participants indicated that the lack of 
visual information while an event occurred had influ-
enced their experience of events. The visual impairment 
affected four aspects of events:

First, participants explained that they did not see the 
events coming, for example, in case of aggressive out-
bursts, punches or vehicle collisions. Because of this, 
it felt as if events occurred very suddenly and partici-
pants were being caught off guard.
Second, for some respondents, not knowing what was 
happening due to a lack of visual information contrib-
uted to feelings of insecurity and the stressfulness of 
the event.
Third, because participants had limited information 
about the situation, they often could not respond in a 
timely manner.

You don’t see a punch coming so you are absolute-
ly not resilient. My brother would enter my room 
and suddenly hit me. You know, had you seen it, you 
would have defended yourself or something, but that 
just wasn’t possible. (Woman aged 20–29 years, blind)

Fourth, about half of the participants mentioned that 
their impairment hindered them from getting away 

from situations because it prevented them from iden-
tifying escape options. Some also indicated that a lack 
of self- reliance due to their poor sight prevented them 
from getting away, as they did not know where to go, 
how to get there and who to turn to.

At some points I thought about trying to get out of 
the van, but I just didn’t see where I could open it and 
I think this stopped me from trying. And had I gotten 
out, how would I know where to go? I think that also 
stopped me. (Woman aged 30–39, low vision)

Consequences of traumatic events
Following the traumatic events, participants had experi-
enced symptoms and matching formal DSM criteria for 
PTSD, including re- experiencing of the event, avoidance, 
negative thoughts and emotions, and hyperarousal. In 
addition to these symptoms, impaired functioning was 
evident for the stories of participants. Visual impairment 
seemed to impact consequences of trauma in diverse 
ways.

PTSD symptoms
Intrusions were affected by the lack of visual informa-
tion during events. The senses that were used during the 
traumatic events largely determined the senses through 
which intrusions manifested themselves. Participants with 
residual sight reported intrusions of visual nature, while 
those people who were completely blind mostly experi-
enced intrusions in terms of sound, feelings and smells. 
Although some of them explained that they also had 
some sort of mental image, they had no idea whether this 
matched reality.

With respect to avoidance of reminders of trauma, about 
half of the participants reported avoidance of certain social 
situations. Avoidance was also strongly related to feelings 
of distrust of others. Whereas some participants avoided 
social situations in general, others avoided specific situa-
tions such as contact with men, coworkers, peers or care 
providers. Several participants explained that since they 
were not able to see who exactly had been involved in the 
abuse or assault, they tried to stay away from peers and 
professionals related to boarding schools or institutions 
for people with visual impairment altogether.

For a long time I did not want contact with visually 
impaired people and organisations for people with 
impairments. Now sometimes you meet old class-
mates or others who went to the boarding school. 
Some are a little bit older and then you always think: 
were you involved in it or not? (Woman aged 40–49 
years, blind)

Furthermore, some participants reported avoiding 
going out on the street, as they associated this with poten-
tial risks and danger. They were afraid of not being able 
to timely identify danger due to their impairment, which 
resulted in not going out of the house at all or sticking to 
familiar routes. This was most clear for the participant who 
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had been kidnapped from the street and the participant 
who had fallen in a construction hole in the pavement.

Approximately half of the participants felt that the 
negative thoughts and emotions they experienced after 
trauma exposure were reinforced by their visual impair-
ment. More specifically, their visual impairment seemed 
to strengthen negative feelings about themselves, others 
and the world in general. Their self- esteem and trust in 
others had already been low before trauma exposure and 
decreased further due to the impact of the traumatic 
event. In addition, the fact that participants could not 
identify facial expressions made them unsure about other 
people’s intentions.

I just trusted no one, but I also could not see whether 
a person had good intentions or if I could walk some-
where safely and without any danger. (Woman aged 
50–59 years, low vision)

The lack of visual cues about the environment also 
made them more aware of their own vulnerability and 
potential dangers in the world.

I think my blindness played a role, because I suddenly 
considered the world to be an unsafe place. I could 
not oversee things, literally. And I noticed everything 
I came across on the street, I saw every loose tile. 
(Man aged 60–69 years, blind)

Several participants discussed symptoms of hyperarousal 
in relation to their visual impairment. They explained 
having experienced a lot of tension and hypervigilance 
as they were constantly alert, which seemed enhanced by 
their fear that they would not be able to identify potential 
danger in time.

Although sleeping problems were prevalent, some partic-
ipants indicated that this could (partly) be explained as 
a consequence of their visual impairment. Furthermore, 
several participants reported self- destructive behaviours 
in the form of automutilation and eating disorders.

Noticeable was that several participants explained that 
they experienced a very strong need for control. The lack 
of visual information made participants insecure about 
the safety of their environment and sometimes enhanced 
compulsive behaviour.

I would put out the trash and when I came back to my 
room I checked my entire room. So also under the 
cupboards, behind the cupboards, under the bed, be-
hind the shower curtain, everywhere. I just wanted to 
be sure: they [parents] are not here. (Woman aged 
40–49 years, low vision)

Functioning
Almost all participants who had a job or study had to quit. 
For some of them, functioning was disrupted soon after 
the traumatic event(s) took place. Others were able to 
function for years, often in a mode of survival, before they 
broke down. The role of visual impairment was most clear 
in reinforcing the loss of social contacts and isolation. 

People already experienced obstacles in mobility prior to 
the traumatic event due to their impairment, and they 
had been often dependent on others for participating 
in activities. Several participants explained that after the 
traumatic event, they experienced an increase in mobility 
problems and thus in dependency on others. At the same 
time, the threshold for engaging with others had become 
even higher, which caused many participants to withdraw 
from activities and social contact. As a result, participants 
often felt isolated and lonely.

I often can’t follow the conversations if there are too 
many people at the table. I also don’t see it if they 
look at me or if they are talking to me. This, on top 
of a lack of self- confidence, makes it hard to keep up 
with others. […] Because of this I’m also quite lonely. 
(Woman aged 40–49 years, low vision)

PTSD-related care
With respect to PTSD- related care, participants shared 
experiences in the help- seeking process and PTSD- 
related treatment.

Help-seeking process
The process of seeking and getting help for PTSD varied 
widely among the participants. For some, especially those 
who experience single traumatic events, PTSD symptom-
atology was recognised early in the process, on which 
treatment was provided. For others, especially those 
suffering from complex trauma involving sexual, physical 
and emotional abuse, it took many years before help was 
sought and/or provided. Reasons for this were that symp-
toms sometimes appeared or intensified later on and that 
participants avoided care. In addition, PTSD symptoms 
were often not recognised or were attributed to other 
causes. Some participants described how their complaints 
were interpreted by others as being related to the visual 
impairment instead of to post- traumatic stress. In several 
cases, the need for PTSD treatment was recognised, but 
mental health professionals indicated not to be special-
ised in complex traumatisation or in visual impairment, 
which led to delays in provision of treatment.

Treatment
All participants had had some traditional form of psycho-
therapy, and they often received this several times in their 
lives. They often did not recall what kind of therapy exactly, 
but they described elements of cognitive–behavioural 
therapy. One participant specifically mentioned having 
had imaginary exposure therapy. In addition to the tradi-
tional types of psychotherapy, approximately two- thirds of 
the participants (n=11) also had eye movement desensi-
tisation and reprocessing (EMDR) using auditory stimuli 
via headphones (n=9) and/or tactile stimuli via hand- 
held buzzers (n=4) or tapping on hands/knees (n=4). 
Next to psychotherapy and EMDR, several participants 
mentioned other forms of treatment and care that they 
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found helpful, including psychomotor therapy, yoga and 
mindfulness.

The role of the visual impairment in the treatment 
process was limited according to many participants. The 
aspects of treatment that required most adjustment or 
attention included treatment modality, communication 
and accessibility. Participants explained that some mental 
healthcare providers were not familiar with non- visual 
EMDR techniques. This was sometimes a reason not to 
start treatment, and other times professionals made an 
effort to get acquainted with suitable techniques.

They wanted to start EMDR, but that never happened. 
[…] They didn’t know how to do that with someone 
with a visual impairment and they did not know if I 
was stable enough or strong enough; a lot of this kind 
of excuses. (Woman aged 20–29 years, blind)

Despite the hesitation to apply non- visual EMDR among 
some professionals, all participants but one who followed 
EMDR experienced beneficial effects. They explained 
that EMDR helped to make the memories less traumatic 
‘taking the sharp edges off’ and to reduce or eliminate 
the intrusions. This had been a very intensive process and 
several participants mentioned feeling unwell for several 
days after having had a session. Some of them needed 
additional assistance or support during those days. One 
participant explained that the EDMR had not worked for 
her, although she could not explain why.

Similar experiences were reported, for example, for 
certain group therapies and creative therapies.

With respect to communication, participants indicated 
that (mental) healthcare providers were regularly not 
used to communicating with people with a visual impair-
ment. This meant that adaptations were needed by elimi-
nating the use of visual tools during treatment, explaining 
more about what was going on and providing more verbal 
feedback.

You always have to communicate a lot. If you don’t 
talk, you’re also not communicating. Many people 
first have to learn to talk a lot to someone […], to 
not point at something and say ‘there it is’. You have 
to put me in a chair, hand everything to me and tell 
me where everything is. (Woman aged 40–49 years, 
blind)

Furthermore, participants explained that attention 
was needed for accessibility and suitability of facilities. 
Treatment facilities were not always easy for them to 
access, and it helped, for example, if they were assisted in 
reaching the location, if sessions always took place in the 
same room and if rooms were free of noise.

In addition, some participants thought that it helped 
when the role of their visual impairment in traumatic 
experiences and treatment processes was explicitly 
addressed. This could also help to unravel which symp-
toms could be attributed to either PTSD or the visual 
impairment, as they felt that sometimes symptoms were 
too easily attributed to a certain cause.

DISCUSSION
This study provides insight into experiences of people 
with visual impairment and PTSD. Although participants’ 
stories are unique and diverse, the results clearly describe 
how visual impairment can play a role in various aspects 
related to trauma and PTSD.

Notably, combinations of various types of abuse, often 
occurring during childhood and/or adolescence, were 
common in our study population. The risk of experi-
encing abuse has been found to be higher in people with 
impairments compared with the general population.12–14 
In our study, the vulnerability of this particular population 
was partly explained by attendance of boarding schools or 
institutions for people with visual impairment, which have 
been found to expose children to various types of abuse.15 
Besides this, study participants described other instances 
of abuse in family context and abusive relations. In all 
cases of abuse, dependency, low self- esteem and/or a lack 
of acceptance by others played a role, and this was often 
(partly) attributed to having a visual impairment. Brunes 
and Heir,(14, p6) state that people with visual impairment 
may be more prone to sexual abuse as they are more 
likely to face social isolation and dependency and to have 
a lower socioeconomic status, and ‘this makes it easier for 
a perpetrator to assert power and control over the victim’. 
Adverse childhood experiences and childhood abuse 
have been identified as risk factors for PTSD.16–18 In the 
light of the existing body of literature, the current study 
underlines the idea that abuse and disability are inter-
linked, and as such, visual impairment is hypothesised to 
be a risk factor in the development of PTSD.

Insights from our study suggest that visual impairment 
may contribute to the risk of PTSD by aggravating feel-
ings of helplessness, insecurity and fear during and in the 
aftermath of traumatic events. This is in line with other 
studies about experiences with traumatic events among 
people with visual impairment, which showed that barriers 
in accessing the physical environment and information 
during and after events increased the levels of distress 
of participants.19 20 Additionally, some studies described 
how the lack of crucial visual information during events 
negatively affected the ability to cope emotionally.2 6 Such 
peritraumatic emotional responses during or in the after-
math of the event were identified as important predictors 
of PTSD in a meta- analysis on PTSD predictors.21

PTSD symptoms and consequences in people with 
visual impairment described in the current study seem 
largely consistent with PTSD criteria as stated in DSM-5. 
Nonetheless, study participants often described how their 
visual impairment shaped the symptoms they experi-
enced. This was most clear for intrusions, as visual content 
of intrusions may be limited for people who were poor- 
sighted at the time of the event or lacking completely for 
people with congenital blindness. The dominant role of 
auditory intrusions in people with visual impairment has 
been previously described in two qualitative studies.2 22 
With respect to other symptoms, visual impairment may 
have contributed to the severity of avoidance, negative 
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thoughts and emotions and hypersensitivity, which is in 
line with other literature describing PTSD symptoms 
in people with visual impairment.1 2 6 A notable finding 
concerns the strong need for control found among several 
participants, which is not one of the common symptoms 
for PTSD. Possibly, these participants suffered from an 
undiagnosed comorbid obsessive compulsive disorder. 
However, it is also possible that the lack of visual informa-
tion and the inability to visually identify possible threats 
triggered a stronger need for control, implying that these 
symptoms could also be considered in relation to PTSD.

Especially apparent in our results was the impact of 
trauma on the daily life of participants. The particular 
and severe impact of PTSD on social functioning of 
people with visual impairment has only scarcely been 
described in literature so far. Visual impairment in itself is 
associated with lower social functioning.23–25 Additionally, 
the current study shows that PTSD further reduces social 
functioning in terms of loss of work, studies and social 
contacts. Especially, social withdrawal and loneliness were 
often reported problems among the study participants.

Regarding the help- seeking process, there were some 
evident delays in treatment. As is the case for PTSD in 
general, participants’ hesitation to seek care was often 
related to avoidance of trauma- related details and social 
withdrawal, likely strengthened by their visual impair-
ment. A general lack of recognising PTSD among profes-
sionals and hesitance on their side with respect to the 
lack of knowledge regarding visual impairment further 
hampered this process. These findings suggest that the 
percentage of people with visual impairment receiving 
PTSD treatment may be even lower than the 53.5% found 
among the general population.7 This points at a need 
for better identification of PTSD in people with visual 
impairment. Such identification requires professionals 
providing low- vision services, mental healthcare and eye 
care to become more aware of the particular vulnerability 
of people with visual impairment with respect to trauma 
and to collaborate on this issue. Treatment may be possible 
both in a mental healthcare setting and in the context 
of low- vision services. Professionals in both settings may 
benefit from each other’s expertise. Our study shows that 
even though mental health professionals may be hesi-
tant to use EMDR in people with visual impairment as 
the preferred treatment modality (eg, eye movements) is 
not applicable, other modalities (using auditory or tactile 
stimuli) can be applied successfully.

One of the strengths in this study was the exploratory, 
qualitative design, which allowed for in- depth insights 
into this sensitive and largely unexplored topic. Charac-
teristics of participants were heterogeneous with respect 
to age, visual impairment and living conditions, which 
contributed to the richness of data. Regarding some 
topics, new themes still emerged during the last inter-
views, indicating that saturation was not optimal yet. The 
study provides limited insight into experiences of persons 
with visual impairment and single trauma not involving 
abuse. Furthermore, recall bias may have influenced the 

data, considering the retrospective focus of the inter-
views. Lastly, inherent to the qualitative methodology, this 
study does not provide insights regarding the epidemio-
logical profile of the target group or comparisons with 
the general population.

CONCLUSIONS
This study indicates that visual impairment seems to play 
a role in traumatic events and consequences of such 
events. The lack of visual information potentially contrib-
utes to the development of PTSD by shaping exposure 
to events, experiences of events and PTSD symptom-
atology. Insights from this study provide starting points 
for adapting pretraumatic and post- traumatic care to the 
needs of people with visual impairment. Recognition and 
treatment of PTSD in people with visual impairment can 
be improved to fit the needs of this vulnerable population 
and require collaboration between professionals from 
mental healthcare and low- vision services.
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