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Abstract: Background: Despite evidence that low vision rehabilitation (LVR) services
can improve visual function in patients with neovascular age-related macular degenera-
tion (nAMD), many patients are not directed to access these resources. This study was
conducted to determine factors associated with LVR referral and to assess the visual out-
comes from completed evaluations. Methods: The study comprised a retrospective, cross-
sectional analysis of patients with nAMD. Referrals for LVR services were extracted from
the electronic health record (EHR). The effectiveness of each evaluation was determined by
assessing the change in best corrected visual acuity (BCVA) achieved after distance refrac-
tion. Costs, quality-adjusted life years (QALYs), and incremental costs per-QALY-gained
were calculated based upon the better-seeing eye by using a willingness-to-pay threshold
of $50,000/QALY. Results: Out of 560 eligible patients with nAMD, 110 were referred for
LVR (19.6%). Referral was more common for individuals who qualified as having low
vision, based upon the visual acuity of the better-seeing eye (adjusted odds ratio [aOR],
3.214; 95% confidence interval [CI], 1.920–5.380, p < 0.001), had bilateral nAMD (aOR, 1.592;
95% CI, 1.017–2.492, p = 0.042), or had commercial health insurance compared to those
who had Medicare (aOR, 2.887; 95% CI, 1.041–8.009, p = 0.042). Most patients referred
completed LVR appointments (86%). More than half of the patients achieved improved
BCVA for their better-seeing eye (53%) yielding an average gain of 0.04 QALYs/patient
at a cost of $3504/QALY. The estimated net monetary benefit was $1704 per evaluation
completed. Conclusions: Most patients with nAMD achieved improvements in visual
function after low vision evaluation, yielding improvements in vision-related quality of life
at a reasonable cost.

Keywords: age-related macular degeneration; electronic health record; low vision; delivery
of healthcare; quality improvement

1. Introduction
One out of every ten Americans above the age of eighty experience permanent visual

impairment resulting from advanced age-related macular degeneration (AMD) [1,2]. This
number is expected to rise significantly over the next twenty-five years as the United
States population rapidly continues to age [1]. Visual impairment ranks among the top ten
causes of disability in the United States [2] and is associated with difficulties performing
instrumental activities of daily living [3], lower quality of life [3,4], elevated rates of
depression [3,5], and increased morbidity and mortality [6]. Visual impairment additionally
takes a significant toll on the United States economy. As of 2020, the estimated global
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annual economic loss in productivity associated with visual impairment in the United
States surpassed $400 billion [7].

While neovascular age-related macular degeneration (nAMD) accounts for only 15%
of advanced AMD cases, it is responsible for over 80% of all vision loss secondary to
the disease [1,2,8]. Treatment for nAMD with anti-vascular endothelial growth factor
(anti-VEGF) agents tend to slow vision loss and, in some cases, patients may experience
short-term visual gains [9]. However, despite ongoing treatment, the natural course of the
disease results in decreased visual acuity, contrast sensitivity, and vision-related quality of
life [10]. Low vision rehabilitation (LVR) can help visually impaired individuals optimize
their remaining vision and improve their independence [11]. LVR can be of particular
benefit to those with advanced macular diseases, as demonstrated in the Veterans Affairs
Low Vision Intervention Trial [12]. Despite evidence that LVR can further improve visual
function, many patients with nAMD do not receive a referral to these services. Lack of
patient motivation, provider awareness, clear referral pathways, sufficient time during
clinic visits, and poor coordination of care have all been identified as impediments to LVR
referral [13]. While previous studies have examined provider referral patterns in patients
with intermediate age-related macular degeneration [14] there is little literature examining
referral patterns in patients with more advanced disease.

The aim of this study was to evaluate the rate of LVR referrals and identify patient
factors associated with LVR referrals for patients with nAMD. After identifying factors
associated with referrals, we evaluated visual outcomes and aspects related to the cost-
effectiveness of LVR in this population. We also analyzed potential benefits of vision-
related quality of life, such as economic considerations associated with the cost of these
interventions.

2. Materials and Methods
The present study was completed as part of a quality improvement project at Lahey

Hospital & Medical Center (Burlington, MA, USA) to ascertain the characteristics asso-
ciated with referral and utilization of LVR services for patients with nAMD at a large
academic ophthalmology practice. The investigation was conducted in compliance with
the tenets of the Declaration of Helsinki and received Research Ethics Board approval.
Information was gathered and secured in compliance with the Health Insurance Portability
and Accountability Act.

2.1. Study Participants

A retrospective, cross-sectional analysis was conducted to identify patients diagnosed
with nAMD in the 12-month period 1 July 2021 to 30 June 2022. Criteria for LVR referral,
as defined by the American Academy of Ophthalmology (AAO), included having a best-
corrected visual acuity (BCVA) of worse than 20/40 in the better eye, a central scotoma, a
visual field of less than 10 degrees around central fixation, or loss of contrast sensitivity [15].
Patients whose BCVA for the better-seeing eye was between 20/40 and 20/70, inclusive of
these endpoints, were classified as having “mild” visual impairment, whereas those with
a BCVA below 20/70 were classified as having low vision. Similarly, legal blindness was
defined as having a BCVA worse than 20/400 in the better-seeing eye or a visual field of
less than 10 degrees around central fixation. Finally, the subset of patients with BCVA for
the worse-seeing eye equal to or worse than to 20/200 with a better-seeing eye with BCVA
equal to or better than 20/70 were considered functionally monocular. All definitions
aligned with the categories established by the 2019 World Health Organization (WHO)
report on vision [16].
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Patients with other confounding retinal conditions (e.g., central serous retinopathy,
diabetic retinopathy, myopic degeneration, or retinal vein occlusions) were excluded from
the study. Patients who had previously received LVR services were also excluded.

2.2. Patient Characteristics

Patient characteristics were compared between those who received a referral to
LVR and those for whom a referral was not documented. Demographic data (age, sex,
race/ethnicity, primary language spoken, type of health insurance, employment status,
estimated mean household income, distance from the eye clinic) was extracted from the
data available in the electronic health record (EHR) by means of a customized reporting
tool (EPIC systems Inc., Verona, WI, USA) [17]. Insurance type was classified as either
commercial insurance (insurance offered by a private-sector insurance company), Medicare
(a federal U.S. insurance program for individuals 65 years or older and certain younger
individuals), Medicaid (federal United States insurance program offered to people with
limited income or resources) or other governmental insurance (non-Medicaid or Medicare
insurance offered by a federal or state government). An Excel VBA program was used to
access Microsoft Maps, which calculated the number of miles between each patient’s home
and the clinic by zip code [17]. Mean household income was approximated by dividing the
total income for a patient’s zip code based upon the 2018 U.S. Census Data by the number
of returns for that zip code, as previously described [18]. Clinical characteristics, including
nAMD severity, visual acuity, and visual impairment status, were documented for every
patient. The extent of visual impairment was defined as (1) low vision, (2) legal blindness,
or (3) monocular status as defined by the World Health Organization’s Study Group on the
Prevention of Blindness [16].

2.3. Low Vision Rehabilitation Utilization

A patient was considered to have received LVR services if they completed a clinic
visit within the study period. Because of variations in documentation, as well as the
type and extent of services provided, LVR effectiveness was quantified by comparing the
presenting visual acuity with the BCVA after distance refraction by a low vision specialist.
Costs, quality-adjusted life years (QALYs), and incremental costs per QALY gained through
utilization of LVR services were analyzed. Finally, the eyecare providers of patients who
had low vision but were not documented to have had a referral for LVR services within
the study period were notified and asked to consider placing an order for a consultation,
if appropriate.

2.4. Statistical Analysis

Data were encoded and analyzed using SPSS® Statistics version 28.0 (IBM Corp, Ar-
monk, New York, NY, USA). Snellen visual acuity was converted to the logarithm of the
minimum angle of resolution (logMAR) for comparison. Data are presented as mean (±SD)
for continuous variables, frequency (count), and relative frequency (percentage) for cat-
egorical data. Student’s t-test was used to compare normally distributed quantitative
variables. For non-normally distributed variables, the Mann–Whitney U test was utilized,
and results are presented as median with interquartile range (IQR). Change in BCVA after
low vision refraction was assessed by using the Wilcoxon Signed-Rank Test. Incremental
costs per quality-adjusted life year (QALY) gained were calculated using a willingness-to-
pay threshold of $50,000/QALY [19]. The estimated cost for LVR was set at the Medicare
professional payment rate for an established patient comprehensive eye examination in
2022 (CPT 92014, $128.39) [20]. The net monetary benefit (NMB) was calculated by using
the formula NMB = QALY gained × WTP—Cost [19]. Logistic regression was employed
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to identify factors associated with referral for LVR services. All tests were 2-sided and
p-values below 0.05 were regarded as statistically significant.

3. Results
3.1. Patient Characteristics

In total, 560 patients with nAMD met the inclusion criteria. The study population
consisted predominantly of older individuals (median age 84 years [IQR 78 to 89 years]),
who identified as White, non-Hispanic (94.3%), were female (62.3%), and were insured by
Medicare (94.5%). See Table 1.

Table 1. Demographic and Clinical Characteristics of Patients with nAMD.

Group

Characteristic All Patients
(n = 560)

Referred
(n = 110)

Not Referred
(n = 450)

Difference, %
(95% CI) p †

Age, Years
Median (IQR) 84 (78 to 89) 86 (80 to 91) 83 (78 to 88) - 0.020

Sex, % (n)

Female 62.3% (349) 64.5% (71) 61.8% (278) 2.8%
(−7.3% to 12.8%) 0.591

Male 37.7% (211) 35.5% (39) 38.2% (172) −2.8%
(−12.8% to 7.3%) -

Race/Ethnicity, % (n)

White (non-hispanic) 94.3% (528) 96.4% (106) 93.8% (422) 2.6%
(−6.7% to 1.6%) 0.295

Other 5.7% (32) 3.6% (4) 6.2% (28) −2.6%
(−1.6% to 6.7%) -

Primary Language,
% (n)

English 96.6% (541) 97.3% (107) 96.4% (434) −0.8%
(−4.3% to 2.7%) 0.667

Other 3.4% (19) 2.7% (3) 3.6% (16) 0.8%
(−2.7% to 4.3%) -

Insurance Type, % (n)

Commercial 3.2% (18) 5.4% (6) 2.7% (12) 2.8%
(−1.7% to 7.3%) 0.069

Medicaid 1.3% (7) 0% (0) 1.6% (7) −1.6%
(−0.42% to 2.7%) 0.021

Medicare 94.5% (529) 91.8% (101) 95.1% (428) −3.3%
(−8.8 to 2.3%) 0.096

Other Governmental § 8.9% (5) 2.7% (3) 0.4% (2) 2.3
(−0.8% to 5.4%) 0.046

Uninsured 0.2% (1) - 0.2% (1) −0.2%
(−0.7% to 0.2%) <0.001

Employment Status,
% (n)

Working 6.4% (36) 9.1% (10) 5.8% (26) 3.3%
(−2.5% to 9.1%) 0.204

Retired or Inactive 93.6% (524) 90.9% (100) 94.2% (424) −3.3
(−9.1% to 2.5%) -

Distance, Miles (SD)
Mean 14.0 (22.2) 12.6 (22.7) 14.3 (22.1) - 0.458

Estimated Household
Income, $ (SD) -

Mean (thousands) 111 (68) 112 (60) 110 (69) 0.740
AMD Severity, % (n)

Intravitreal Injections ‡ 90.5% (507) 88.2% (97) 91.1% (410) −2.9%
(−9.5% to 3.7%) 0.347

Observation 9.5% (53) 11.8% (13) 8.9% (40) 2.9%
(3.7% to 9.5%) -

Bilateral nAMD 48.0% (269) 60.9% (67) 45.1% (202) 16.0%
(5.9% to 26.3%) 0.003

Unilateral nAMD 52.2% (291) 39.1% (43) 54.9% (248) −16.0%
(−26.3% to −5.9%) -
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Table 1. Cont.

Group

Characteristic All Patients
(n = 560)

Referred
(n = 110)

Not Referred
(n = 450)

Difference, %
(95% CI) p †

Visual Acuity,
LogMAR (SD)

Better Eye Vision 0.368 (0.357) 0.514 (0.408) 0.332 (0.334) - <0.001
Worse Eye Vision 0.975 (0.829) 1.241 (0.910) 0.910 (0.796) - <0.001

Visual Status, % (n)
Mild Visual
Impairment 36.3% (203) 55.5% (61) 31.6% (142) 23.9%

(13.6% to 34.2%) <0.001

Low Vision 15.7% (88) 31.8% (35) 11.8% (53) 20.0%
(10.8% to 29.3%) <0.001

Legal Blindness 7.0% (39) 13.6% (15) 5.3% (24) 8.3%
(15.1% to 1.5%) 0.002

Monocular 30.0% (168) 39.1% (43) 27.8% (125) 11.3%
(21.4% to 1.3%) 0.020

† Significance is marked in bold (p < 0.05). ‡ Includes those patients receiving injections as-needed (pro re nata).
§ Other governmental insurance included Tr-Service Healthcare Program, Federal Employee Health Benefits
Program, and other federal and local government-sponsored health programs. nAMD = Neovascular age-related
macular degeneration. LogMAR = Logarithm of the minimum angle of resolution. SD = Standard deviation.

Overall, 110 of these patients (19.6%) were referred for LVR services. Patients referred
tended to be older (median age 86 years [IQR 80 to 91 years] versus median age 83 years
[IQR 78 to 88 years], p = 0.020), have other forms of government-sponsored health insurance
(2.7% versus 0.4%, p = 0.046), and have bilateral nAMD (60.9% versus 45.1%, p = 0.003).
Of note, none of the small number of patients who had Medicaid health insurance (seven
patients, 1.3%) or who lacked health insurance coverage (one patient, 0.2%) were referred
for LVR services.

Visual acuity was one of the most significant factors associated with referral for LVR
services. Patients referred tended to have worse visual acuity in both the better-seeing
(LogMAR 0.514 ± 0.408 versus LogMAR 0.332 ± 0.334, p < 0.001) and worse-seeing eye
(LogMAR 1.241 ± 0.910 versus LogMAR 0.910 ± 0.796, p < 0.001). Patients were also more
likely to be referred if the visual acuity in their better-seeing eye was 20/40 or worse (55.5%
versus 31.6%, p < 0.001), if they had more advanced visual impairment as defined by the
World Health Organization (low vision: 31.8% versus 11.8%, p < 0.001; legal blindness:
13.6% versus 5.3%, p = 0.002), or if they had monocular status (39.1% versus 27.8%, p = 0.020).
Finally, there was no difference in the rate of referral for LVR services for those patients who
were receiving treatment with intravitreal injections compared with observation. However,
for the subset of patients who were actively receiving treatment for nAMD, less frequent
intravitreal injections were associated with an increased referral rate (average injection
interval 6.6 ± 4.2 weeks versus 5.9 ± 4.1 weeks, p = 0.044).

Stepwise logistic regression was used to assess the interaction of factors associated with
referral to LVR among patients with nAMD. Qualifying as having low vision, based upon
the visual acuity of the better-seeing eye (adjusted odds ratio [aOR], 3.214; 95% confidence
interval [CI], 1.920–5.380, p < 0.001), bilateral nAMD (aOR, 1.592; 95% CI, 1.017–2.492,
p = 0.042), and commercial insurance (aOR, 2.887; 95% CI, 1.041–8.009, p = 0.042) were all
included in this model and remained significant stepwise predictors of referral to LVR
services (Table 2). The other demographic and clinical variables identified in Table 1 were
excluded from our logistic regression model because they lacked unique predictive value
with respect to the likelihood of a patient being referred for LVR services.
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Table 2. Multiple Logistic Regression Analysis of Variables Associated with Referral for Low Vision
Evaluation.

Characteristic β Standard
Error

Wald
χ2

Odds
Ratio

95% CI
p †Lower

Bound
Upper
Bound

Visual Status
Low Vision 1.167 0.263 19.717 3.214 1.920 5.380 <0.001

nAMD Severity
Bilateral Disease 0.465 0.229 4.139 1.592 1.017 2.492 0.042

Health
Insurance Type

(Relative to Medicare)
Commercial 1.06 0.521 4.149 2.887 1.041 8.009 0.042
Medicaid ‡ −19.337 15,157 0 0 - - 0.999

Other Governmental § 1.776 0.985 3.25 5.905 0.857 40.718 0.071
Uninsured ‡ −20.428 40,192 0 0 - - 1.0

Constant −1.943 0.178 118.636 0.143 - - <0.001
† Significance is marked in bold (p < 0.05). ‡ The logistic regression model could not compute meaningful
coefficients for the effect of having Medicaid health insurance or being uninsured because of perfect prediction
and small sample size in these categories. § Other governmental insurance included Tr-Service Healthcare Program,
Federal Employee Health Benefits Program, and other federal and local government-sponsored health programs.

3.2. Low Vision Rehabilitation Utilization

Eighty-six percent of patients who were referred to LVR completed an LVR encounter.
Fifty-three percent of those referred had improved BCVA in their better-seeing eye (me-
dian ∆BCVA = −0.2 logMAR, IQR = −0.324 to −0.12, p < 0.001), with 36% of patients
gaining ≥ 2-lines of BCVA. Just over half of patients with low vision who completed
an LVR visit (14 of 27 patients) ceased to qualify as having low vision after refraction
(W = 28, Z = −3.04, p = 0.002). The improvement in BCVA yielded an average gain of
0.04 QALYs/patient at a cost of $3504/QALY. The estimated net monetary benefit was
$1704 per evaluation completed. Finally, each of the eyecare providers for the 53 patients
(11.8%) who had low vision but were not documented to have had a referral for LVR
services within the study period were notified through the EHR, asking them to consider
placing an order for a future consultation, if appropriate.

4. Discussion
As the population of the United States and the world ages, the prevalence of AMD

continues to rise proportionally [1,8]. The present study, conducted as part of a quality
improvement project at a large academic medical center, examined LVR referral patterns
for patients with nAMD. In our study, fewer than one in five patients (19.6%) received
a referral for LVR services—a similar rate to that observed in previous LVR studies [14].
Patients were more likely to receive a LVR referral if they were older, had other forms of
government-sponsored health insurance, bilateral nAMD, or had poor visual acuity in
both their better- and worse-seeing eye. Unsurprisingly, patients were also more likely
to receive a referral if they met criteria for having legal blindness or monocular status.
Many of these same factors have been shown to be associated with low vision referrals for
patients with intermediate-stage AMD [14], as well as other ocular diseases [21]. The aim
of our study was to evaluate the utilization of LVR services within our practice. Future
studies are needed to determine if these efforts, including educational notifications sent
out to eyecare providers who had patients with low vision yet to be referred, improved
access to these services.

The initiative of making an LVR referral is a duty shared by both optometrists and
ophthalmologists. In our study, we did not seek to examine the characteristics of retina
providers who made the referrals. However, a large study examining referral patterns
to glaucoma specialists found higher referral rates among providers with a high number
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of patients who had already received LVR services [21]. Additionally, increased referral
rates were observed for providers who reported adherence to the American Academy of
Ophthalmology’s Vision Rehabilitation Preferred Practice Pattern® recommendations for
low vision [22], although only 22% of glaucoma specialists in that study reported following
these guidelines [21].

Of the patients in our health system who received a referral, most followed through
and completed a consultation. While the rate in our study (86%) is higher than that
previously reported (43%) [23], our study population had advanced-stage disease. In one
large retrospective analysis of more than 7000 patients, disease severity was correlated
with completing a LVR visit [24]. Studies demonstrated that patients are more likely to
follow through with an LVR appointment if the service is provided at the same practice
where the referral was made [23,24]. Our ophthalmic practice provides LVR services at two
hospital-based locations where retinal services are also provided. This may explain the
high rate of appointment completion. Future studies should survey the subset of patients
who failed to make appointments or access LVR services to better understand the barriers
patients with AMD face in obtaining visual rehabilitation.

There are several physician-related factors commonly cited to explain why an eligible
patient is not referred. These factors include time constraints imposed at an ophthalmology
visit, psychological implications of the referral, and poor provider awareness of services
provided by LVR [25]. By contrast, the number of years in practice, practice location or
type, and patient volume have not been associated with referral rates [25]. Physicians
should be vigilant for patients who meet the definition of low vision based upon the Vision
Rehabilitation Preferred Practice Pattern® published by the AAO [22]. While BCVA is the
most widely used metric to define low vision status, greater efforts are needed to screen
for and measure deficits in contrast sensitivity. Doing so would likely increase the number
of patients identified who could benefit from LVR and serve as another important marker
of LV status. Additionally, while many scheduling and practice-based factors are out of
a clinician’s control, physicians should stay informed about the benefits of LVR services.
Such consultations may encompass an assessment of visual and functional needs through a
multidisciplinary approach. Vision rehabilitation is also not limited to optometrists and
ophthalmologists, but may include occupational and physical therapists, nurses, behavior
psychologists, and social workers. An older prospective observational study examined the
benefits of LVR services on patients with non-neovascular AMD. The study demonstrated
that the utilization of advanced optical aids, along with education on how to properly
utilize those aids, led to an increase in the number of patients able to read television subtitles
from 7% to 58% and an increase in the number of individuals able to read newspaper text
from 0.8% to 92% [26].

Visual impairment has also been associated with increased rates of depression [27] and
lower quality of life [3,28]. The 25-item National Eye Institute Visual Function Questionnaire
(NEI VFQ-25) was developed to assess vision-specific health-related quality of life in low
vision patients, including those with AMD [29]. Patients with advanced AMD score poorly
on this instrument, especially on the Vision Subscales (General Vision, Difficulty with
Distance Tasks, Difficulty with Near Tasks) and Vision-specific Subscales (Dependency,
Role Difficulties, Mental Health, and Social Function) [30]. Importantly, access to LVR
services has been associated with increases in both patient quality of life [31] and NEI-
VFQ subscale scores (General Vision, Near Activities, Distance Activities, and Peripheral
Vision) [32,33]. Our study demonstrated that the completion of an LVR evaluation often
resulted in significant improvements in BCVA. This conservatively yielded an estimated
net monetary benefit of $1704 per evaluation completed.
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By contrast, retina appointments, which often include treatment with intravitreal
injections every four or more weeks, can be significantly more costly depending on the
type of intravitreal injection administered and the number of injections needed. While
off-label bevacizumab (Genentech Inc., San Francisco, CA, USA) costs around $68 for the
drug, increasing numbers of patients are being treated with aflibercept ($1644 for the drug)
or faricimab-svoa ($2055 for the drug), especially in treatment refractory cases [34]. One
large study that examined the experience of more than 170,000 patients found the costs of
maintenance injections totaled between $10,702 and $11,351 annually [35]. Furthermore,
the primary goal of treatment for such patients is to slow progression of disease, but it
typically does not restore vision that has already been lost. By contrast, the frequency of
low vision assessments varies, but they are typically conducted about once per year and at
a fraction of this cost. Those factors make LVR services one of the most cost-efficient means
for adding to a patient’s vision-associated quality of life.

The present study has several limitations. The population examined was derived from
a large suburban, academic practice where most patients were older, identified as White,
and were insured largely by Medicare. Medicare is a federal health insurance program
in the United States administered by the Centers for Medicare and Medicaid Services.
It primarily provides coverage for individuals aged 65 and older, as well as younger
individuals with qualifying disabilities or specific medical conditions (e.g., end-stage renal
disease). However, not all individuals in the U.S., including those over the age of 65, qualify
for Medicare. In our study, we relied on primary insurance information documented in
the electronic health record (EHR) and did not have access to data to allow for further
stratification of insurance types. The high proportion of patients with Medicare in our
study likely reflects both the age of participants with AMD-associated vision loss and the
well-insured, suburban population in the northeastern U.S. Consequently, our study was
not well suited to make full assessment of the influence of insurance status on LVR referrals,
because the model presented could not estimate meaningful coefficients for the effect of
having Medicaid health insurance or being uninsured, owing to the small sample size
of each category. Studies have demonstrated that the type of health insurance can shape
vision-related health outcomes and is linked to other social determinants of health [33,36].
Future studies should be performed in larger, more diverse patient populations with a
wider range of socioeconomic backgrounds to enhance our understanding of the impact
of these factors. The retrospective nature of our study may also introduce a selection bias,
whereby eyecare providers may have been more prone to document conversations about
LVR services for patients who expressed a willingness to accept a referral. Finally, LVR
encompasses a wide range of services and healthcare professionals. We focused on the
improvement in BCVA after low vision refraction as our primary outcome measure because
of its uniform documentation in the EHR. Many of the other benefits provided by LVR
consultations are not as easy to quantify or are unevenly documented. Future prospective
studies should use evidence-based quantitative surveys such as the NEI-VFQ-25 to better
examine vision-specific health-related quality of life in low vision patients [29].

5. Conclusions
In conclusion, our study demonstrated that many patients with nAMD experienced a

significant improvement in BCVA after completion of an LVR evaluation. Many patients
with nAMD are considered to have low vision and could therefore benefit from LVR
services. Patients with low vision or bilateral nAMD were more likely to be referred
by retina providers, and most patients who received an LVR referral followed through
with those consultations. Despite the proven benefits of LVR in enhancing vision-related
quality of life, these services remain underutilized, even though they are affordable from
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a population cost perspective. Further efforts are needed to improve the rate at which
patients with nAMD access LVR services.
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