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Abstract
Purpose—To survey the viewing experience (e.g. hours watched, difficulty) and viewing metrics
(e.g. distance viewed, display size) for television (TV), computers and portable visual display
devices for normally-sighted (NS) and visually impaired participants. This information may guide
visual rehabilitation.

Methods—Survey was administered either in person or in a telephone interview on 223
participants of whom 104 had low vision (LV, worse than 6/18, age 22 to 90y, 54 males), and 94
were NS (visual acuity 6/9 or better, age 20 to 86y, 50 males). Depending on their situation, NS
participants answered up to 38 questions and LV participants answered up to a further 10
questions.

Results—Many LV participants reported at least “some” difficulty watching TV (71/103),
reported at least “often” having difficulty with computer displays (40/76) and extreme difficulty
watching videos on handheld devices (11/16). The average daily TV viewing was slightly, but not
significantly, higher for the LV participants (3.6h) than the NS (3.0h). Only 18% of LV
participants used visual aids (all optical) to watch TV. Most LV participants obtained effective
magnification from a reduced viewing distance for both TV and computer display. Younger LV
participants also used a larger display when compared to older LV participants to obtain increased
magnification. About half of the TV viewing time occurred in the absence of a companion for both
the LV and the NS participants. The mean number of TVs at home reported by LV participants
(2.2) was slightly but not significantly (p=0.09) higher than NS participants (2.0). LV participants
were equally likely to have a computer but were significantly (p=0.004) less likely to access the
internet (73/104) compared to NS participants (82/94). Most LV participants expressed an interest
in image enhancing technology for TV viewing (67/104) and for computer use (50/74), if they
used a computer.

Conclusion—In this study, both NS and LV participants had comparable video viewing habits.
Most LV participants in our sample reported difficulty watching TV, and indicated an interest in
assistive technology, such as image enhancement. As our participants reported that at least half
their video viewing hours are spent alone and that there is usually more than one TV per
household, this suggests that there are opportunities to use image enhancement on the TVs of LV
viewers without interfering with the viewing experience of NS viewers.

Introduction
Television (TV) watching is a common activity of daily living. While TV is primarily a
visual experience, people with vision impairments (from mild to profound) report watching
TV for durations that are comparable to1–3 or more than4 those reported by normally-
sighted people. Some older studies have found that people with vision impairments reported
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TV watching as an important family time activity.1, 5, 6 TV watching is also commonly
included as one of the items in visual function and quality of life questionnaires7. In the last
two decades there have been large changes in the content, methods of delivery and viewing
patterns of videos. The internet has become a major source of information, and often
includes moving images, including TV programs, movies, videos (e.g. YouTube) and
various forms of animation (e.g. Flash). Moving image presentations are becoming common
on other devices, particularly portable devices such as iPad, iPod and mobile (cell) phones.

Older people (e.g. over 65 years of age) tend to spend more time watching TV than others.8
The current demographic trend in most western countries is for an increase in the proportion
of older people and the associated higher incidence of vision impairment with increasing age
from conditions such as age-related macular degeneration (AMD), 9–11 suggests that more
people with vision impairment will be spending more time watching TV.

Often, people with vision impairment due to reduced central vision report difficulty with
TV, with complaints such as difficulty in getting useful visual information, distinguishing
characters from their faces and following a storyline.3, 12 A small number of aids have been
devised to improve TV usage, some have been demonstrated to provide benefit to people
with vision impairment, but none have been widely adopted. The three main approaches
have been non-visual methods (sensory substitution), image magnification and contrast
enhancement. Additional information about TV can be provided by sensory substitution
techniques such as audio description provided by Descriptive Video Service 6, 13 or by
other people (e.g. a relative watching at the same time). While potentially useful, these are
limited and may interfere with the TV experience and the benefit has yet to be demonstrated.
13

To provide (effective) magnification, a common solution is sitting closer or using larger
sized TV screens. Sitting closer (e.g. 1m)14, 15 is often rejected by people with vision
impairment due to difficulty with room ergonomic needs and can disrupt the viewing
experience of others. A Fresnel lens placed over the screen can provide magnification, but
with reduced clarity and contrast. Others use head- and spectacle-mounted telescopes.
However, the field limitation of telescopes may result in context being lost, as the peripheral
parts of the image are no longer visible. Of people with spectacle-mounted telescopes about
80 to 50% report using them for watching TV.16, 17

Image processing for vision rehabilitation, first proposed in the 1980s,18,19 has been
evaluated for contrast enhancement,15,18,20–26 image binarisation,19,20,24,27 and edge
enhancement.3,14,28 In general, image enhancement has been shown to improve the
perceived image quality,3,14,23,25,26,29 was often selected (adjusted) over original
images14,15,25,30 and improved performance20, 25 for people with vision impairment.
However, the benefits found with these image enhancements have been modest. Thus far, no
image enhancement technique has been used in a commercial vision rehabilitation device.
While people with vision impairment have been reported to show a preference for image
enhancement, normally-sighted individuals may not prefer image enhancement.15, 26

Most image enhancement approaches to rehabilitation of viewing TV would have an impact
on other people watching at the same time. While family time was reported as an important
aspect of TV watching in surveys completed two to four decades ago,1, 5 viewing with
others may no longer be as important or as common. Watching alone is more common with
increasing age2 and there are an average of 2.86 TV sets per household in the USA,31
usually in different rooms, suggesting that many people with vision impairment could find
considerable opportunities to make use of vision rehabilitation such as image enhancement.
With the rapidly changing entertainment technology, the proliferation of portable visual
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display devices such as the Kindle and iPad, and with the extensive use of computers and
internet to obtain and watch videos, TV viewing habits can be expected to have changed
since the available studies. Also, while internet and computer use has expanded dramatically
in the last decade, people with vision impairment have been reported to use these
technologies less than normally-sighted people32, 33 and the same may be true for portable
video devices.

The purpose of our study was to survey the video viewing habits for TV, movies, computers
and portable visual display devices of people with vision impairment (particularly, reduced
central vision) and with normal sight. The information obtained through this survey will
help us understand their current video viewing habits. Such knowledge can guide vision
rehabilitation efforts for video watching by people with vision impairment for TV, computer
viewing and portable visual display devices.

Methods
The study was approved by the Institutional Review Board (IRB) of Schepens Eye Research
institute and adhered to the tenets of declaration of Helsinki. The survey was administered
either in person or as a telephone interview. Verbal consent from each participant was
obtained for the telephone-administered survey after the study was explained and the
consent form was read out. Written consent was obtained from participants who took the
survey in person.

Survey Administration
A pilot survey of 19 participants with vision impairment was conducted in June 2008 (aged
40 to 86y; binocular visual acuity 6/15 to 6/120). A more detailed survey (items are reported
in the Appendix) of 223 participants (aged 20 to 90y; binocular visual acuity 6/4.5 to 6/300)
was administered from July 2009 to September 2010. The detailed survey was repeated on
14 of the 19 pilot subjects who were reachable and agreed to participate. As the average time
interval between the administration of the pilot survey and the detailed survey was about 2
years (range 1.8 to 2.2y) for these 14 participants differences between the two
administrations reflected both repeatability of the items and the change of responses with
time, which could have happened due to change in lifestyle or circumstances of these
participants. Three examiners administered the detailed survey either over the telephone or
in person and one examiner administered the survey only in person. For both the telephone
(n=147) and in person (n=76) administration of the survey, the questions were verbally
asked and all the choices were read out before the participant could choose an answer. There
were a total of 48 questions and the survey took about 10 to 15 minutes to complete. All
participants were asked up to 38 questions (depending on the number of TVs in the
household and usage of computers) to determine their video viewing habits on TV,
computer and portable devices. Participants with vision impairment also answered up to 10
additional questions to determine the difficulty level of viewing videos (the Appendix lists
all questions and the available responses). Most participants seemed able to give the
distances and screen dimensions of the video devices without difficulty. When interviewed
by telephone, the participant was able to measure or estimate the distances from their TV at
home (if they so desired). For in-person administration of the questionnaire, participants, if
they had difficulty, were able to look at the different TV/computer monitors in our lab and
drawings of sample outlines on a board to estimate the distances and sizes. Data collection
was administered by the examiner using a custom FileMaker Pro5.5 (FileMaker Inc., Santa
Clara, CA, USA) interface with a layout like a paper-based form. The verbal responses were
recorded in the electronic file by the examiner.
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Study participants
Participants who visited our vision rehabilitation laboratory to participate in other studies
were approached to participate in the survey. Some of the normally-sighted participants
were employees of our institute or were escorting the participants with vision impairment for
studies. We used a database that contains information about individuals who have
participated in studies or indicated an interest in participating in studies to identify other
potential participants. Telephone calls to these individuals were made to request their
participation in the survey over the telephone.

Since our interest was the impact of reduced central vision, people with extensive peripheral
visual field loss (e.g. hemianopia and retinitis pigmentosa), that could impose other or
additional problems for viewing TV and other video images, were not included. Participants
with a binocular habitual visual acuity of 6/9 or better were considered as having normal
sight (NS). Participants with a binocular visual acuity worse than 6/18 were considered as
having low vision (LV). By those criteria, there were 94 participants with NS (aged 20 to
86y; 50 males) and 104 participants with LV (aged 22 to 90y; 54 males). The remaining 25
participants (aged 20 to 88y, 11 males) had visual acuity 6/12 to 6/18 and were considered
as having reduced vision. Five of the NS participants had early AMD in one or both eyes.
This classification of the groups based on visual acuity is similar to that proposed by
Colenbrander.34 Results for the participants with reduced vision are not reported here, but
analyses that included some or all of these 25 individuals were not substantively different
from the result reported here for the remaining 198 participants.

Visual acuity measurements were made for participants who took the survey in person.
When the survey was administered over the telephone, if the participant reported that their
vision had not changed since their last visit to our laboratory, the visual acuity that was
recorded in our database from the participant’s earlier visit was used. When the survey was
administered over the telephone, if the participant knew a more recent visual acuity
measurement, the new, participant-reported values were used (n=5 participants). When the
survey was administered over the telephone, if the participant did not know their present
visual acuity but reported their vision to be reduced when compared to the most recent visit
to our laboratory, then a visual acuity one line worse than the earlier value was used (n=8
participants). There was no significant correlation between visual acuity and age for the LV
participants (Spearman, ρ103=−0.05, p=0.64), but there was a significant correlation
(ρ93=0.33, p=0.001) for the NS participants, as has been noted previously.35

As shown in Figure 1, there were more participants aged less than 30 years with NS (n=12)
than with LV (n=6), and there were more participants aged over 80 years with LV (n=26)
than with NS (n=19), but overall, there was no significant difference between the age
distributions of the two groups (Kolmogorov-Smirnoff two sample, z197=0.81, p=0.53).
Neither was there a significant difference in gender between the two groups (Pearson chi-
square, χ2

1=0.03, p=0.86). There was a significant difference in race between the two groups
(χ2

2=10.4, p=0.006), with more Asian (7 versus 0), more Black (10 versus 5) and fewer
White (70 versus 87) participants in the NS than the LV group. This difference may reflect
limitations in our recruitment methods for this convenience sample, or it may reflect real
differences in the prevalence of LV.10, 36 Participants with LV reported a wide range of
ocular diseases, of which age-related macular degeneration was the most common (Table 1).
Sixteen participants reported more than one ocular disease condition.

Data Analysis
Data from the FileMaker Pro5.5 database was exported into the SPSS statistical package (v.
19.0.0, IBM, Somers, NY) for data analysis. Since we performed many statistical analyses, p
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≤ 0.01 was considered statistically significant. As our sample size was not large (n=198),
effects that approached significance (0.01 < p ≤0.10) are also noted.

Results
Television

All but three participants (one LV, age 34y and two NS, aged 26y and 31y) had a TV at
home. Of these three, the two NS participants watched TV elsewhere (at a friend or
relative’s residence) and answered the survey questions based on that viewing experience.
The one LV participant did not watch TV elsewhere and did not answer questions related to
TV viewing. Most (176/198) had cable or satellite TV access, while 19 participants relied on
broadcast TV service, with no difference between the LV and NS groups.

The number of TVs at home reported by LV participants (average 2.2) was slightly, but not
significantly, higher than the number reported by normally-sighted participants (average 2.0)
(Table 2). The number of TVs at home increased with increasing age for the NS group but
not for the LV group, and not with visual acuity for either group (Table 3). Many
participants (77/196) had a wide screen (high definition: HDTV) for their first TV, with the
proportion of wide screen TVs becoming lower for the second (23/103) and third (6/30)
TVs. LV participants were slightly more likely to have a first and second TV that was
widescreen than NS participants.

The number of hours of TV watched per day was slightly, but not significantly (p=0.07),
higher for the LV group (average 3.6 h) than the NS group (average 3.0 h). The number of
hours of TV watching was correlated with age but not with visual acuity. The number of
hours of TV watched increased with increasing number of TVs at home for both groups
(ρ≥0.45, p<0.001). When watching TV, people reported that about half of their viewing
occurred when there was usually not another viewer (“sometimes”, rarely” and “never”)
(Figure 2). This viewing pattern was the same for the two groups (Kolmogorov-Smirnov
two sample, z195=0.71, p=0.69).

Of the 103 LV participants, 71 reported at least “some” difficulty for overall TV viewing
(Figure 3a), with 77 reporting having difficulty at least “often” with details and 67 reporting
missing important information at least “often” (Figure 3b). As the three questions about
difficulty with TV (overall difficulty, missing details and missing important information)
were significantly correlated (ρ102=0.48 to 0.56, p<0.001), by averaging the responses to
those questions, we produced a composite variable that was used to investigate predictors of
difficulty with watching TV. Difficulty with watching TV increased slightly, but not
significantly, with age (Spearman, ρ102=0.17, p=0.08) and was not correlated with visual
acuity (p=0.33).

The TVs reported by LV participants were larger (p<0.001) than those reported by the NS
participants (Table 2 and Figure 4). There was a non-significant trend (p=0.09) for NS
participants with “worse” visual acuity (visual acuity of NS participants ranged from 6/4.5
to 6/9) to have a larger TV, but, surprisingly, this was not the case for LV participants
(Table 3). TV size was not significantly correlated with difficulty with watching TV among
the LV participants (ρ101=−0.16, p=0.11). TV size decreased with increasing age among LV
participants but not among NS participants (Table 3). A multiple regression analysis found
that younger LV participants had larger TVs than younger NS participants, whereas older
LV and NS participants had TVs of about the same size. This suggests that, in general, older
LV participants did not have access to larger TVs to compensate for poor vision or
perceived difficulty with their viewing experience.
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The viewing distances reported by LV participants (average 4.3 feet) were smaller (p<0.001)
than those reported by the NS participants (average 7.6 feet). LV participants with worse
visual acuity had shorter TV viewing distances (Table 3).

Effective magnification, obtained by increasing TV size or decreasing viewing distance, was
directly assessed through the visual angle of the TV, estimated from the reported size and
viewing distance. Among the NS participants, visual angle was more highly correlated with
TV size (ρ92=0.64, p<0.001) than with viewing distance (ρ92=−0.40, p<0.001), suggesting
that changes in visual angle were obtained more from changes in TV size than changes in
viewing distance. Conversely, for the LV participants, visual angle was more highly
correlated with viewing distance (ρ102=−0.81, p<0.001) than with TV size (ρ102=0.41,
p<0.001), suggesting that, for LV participants, changes in visual angle were obtained more
from changes in viewing distance than changes in TV size.

The visual angle of the TV reported by LV participants (average 49 degrees diagonal) were
larger than those reported by the NS participants (average 19 degrees diagonal). A larger TV
viewing angle was associated weakly with worse visual acuity (Table 3) and not with
increased difficulty with watching TV (ρ102=0.08, p=0.43), though some LV participants
with greater difficulty watching TV had a larger visual angle (Figure 5) and those LV
participants tended to be younger. As age increased, visual angle decreased among the LV
participants but not among NS participants (Table 3). Overall, this suggests that some,
younger, LV participants were making use of this simple mode of obtaining magnification,
though it had not resolved their viewing difficulties (Figure 5).

Most of the LV participants did not use any visual aid for viewing TV (84/103), while 9
reported using their spectacles, 5 used a telescope, 3 used binoculars, and 2 used a Fresnel
sheet. This indicates that there was little use of vision rehabilitation devices in this sample of
LV participants. Of the 104 LV participants, 67 indicated an interest in assistive technology
for TV viewing, with only 7 indicating no interest.

Almost 3/4 participants reported watching movies on a TV at home that were not broadcast
(e.g. DVD player), with a wide variety of viewing frequencies (Figure 6a). LV participants
(35/104) were slightly, but not significantly (Mann-Whitney, z197=1.25, p=0.21), less likely
to watch such movies than NS participants (24/94). Of those that watched such movies, the
LV group watched them slightly, but not significantly, less frequently than the NS group
(Mann-Whitney, z138=1.60, p=0.11) (Figure 6a). The frequency of watching such movies at
home decreased with increasing age for both groups (Table 3). NS participants that viewed
such movies on TV more frequently had larger TV sizes (ρ92=0.21, p=0.05) and sat closer
(ρ92=−0.20, p=0.05), while LV participants that viewed such movies on TV more frequently
also had larger TV sizes (ρ102=0.32, p=0.02), but tended, not significantly, to sit further
from the TV (ρ102=0.11, p=0.29).

Theatre
About 4/5 people reported watching movies in a theatre (cinema), with most watching such
movies a ‘few times a year’ (Figure 6b). Frequency of attendance decreased with age (Table
3). LV participants were slightly less likely to watch such movies than NS participants
(Table 2). Of those people with LV who went to the movie theatre, their frequency of
attendance was similar to that of NS subjects (Mann-Whitney, z158=1.30, p=0.19).

Computer
About 4/5 participants reported having a computer at home, with no difference in
availability between the two groups (Table 2). Younger (≤60y) participants were more likely
(86/90) to have a computer at home (χ2

1=16.9, p<0.001) than older participants (99/133). Of
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the 185 participants reporting a computer at home, most participants did not view movies
(e.g. DVD) on the computer (131/163) or high-definition movies (e.g. HD-DVD or Blu-ray)
on computer or TV (176/198), and there was no difference in frequency of such viewing
between the two groups (Table 2). Frequency of viewing movies on a computer decreased
with increasing age but was not related to visual acuity (Table 4). LV participants were
slightly less likely to have internet access at home and much less likely to have internet
access elsewhere (other than home) than NS participants (Table 2). As the most common
other internet access site was work, these differences in internet access may reflect
frequency of employment possibly being lower among LV participants (employment status
was not asked in the survey). Most (133/155) of the participants with internet access
reported using the internet at least once per day. Internet use was more frequent among the
normally-sighted than the LV group (Mann-Whitney, z197=3.30, p=0.001) and decreased
with age for both groups (Table 4). Many participants with internet access reported watching
internet video content (e.g. music videos, YouTube), with normally-sighted participants
watching such videos slightly more frequently than LV participants (Mann-Whitney,
z154=1.84, p=0.07) and frequency of watching internet video content declined with
increasing age in both groups (Table 4). Among those people watching internet video
material, it was uncommon for there to be another viewer present, with only 20/122
reporting another viewer often or always present.

The computer monitors used by LV participants tended to be larger, the viewing distances
were shorter and the angular sizes were greater (Table 2) than those reported by NS
participants, indicating that many LV participants were making use of this simple mode of
obtaining magnification. However, while NS participants with “worse” visual acuity had
larger computer monitors, surprisingly, this was not the case for LV participants (Table 4).
As visual acuity became worse, LV participants sat slightly closer to the monitor, while NS
participants tended to sit slightly further (Table 4). Among LV participants, woman (average
17 inches) sat closer to the monitor (Mann-Whitney, z44=3.0, p=0.002) than men (average
28 inches). This difference was not found among NS participants.

Over half (44/75) of the LV participants who used a computer reported “always” using
assistive technologies (e.g. ZoomText) while using the computer, while about a quarter
(19/75) reported never using assistive technologies. Those LV participants who used
assistive technologies accessed the internet more frequently (ρ67=0.28, p=0.02) and had
larger computer monitors (ρ72=0.38, p=0.001). Of the LV participants that used a computer,
most (64/76) reported at least “sometimes” having difficulty with details on a computer
screen, most (39/48) reported at least “sometimes” missing important information in video
content and most (28/44) reported at least “some” difficulty watching videos on the
computer (Figure 7). As the three questions about difficulty with computers and computer
video viewing (overall difficulty, missing details and missing important information) were
significantly correlated (ρ=0.38 to 0.66, p≤0.006), we produced a composite variable that
was used to investigate predictors of difficulty with computer use. Difficulty with computers
did not increase as visual acuity worsened, but did increase with age (Table 4). Lower
frequency of watching internet videos was also associated with greater difficulty with
computers (Table 4). Most (50/74) of the LV participants that used a computer indicated an
interest in assistive technology for computer use, with only 5 expressing no interest in such
technology.

Portable devices
About a quarter (53/193) of participants reported owning a handheld device with video
capabilities such as an iPod or other mp3 player, mobile (cell) phone, or personal video
game system (such as a PlayStation Portable), and there was no significant difference in the
frequency between the two groups (Table 2). Most (162/198) participants had not watched
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videos on handheld devices (owned by them or on a friend or relative’s device), while 22
participants watched rarely and 14 participants watched sometimes or more often. Of the
participants who watched video on handheld devices, most (11/16) of the LV participants
reported extreme difficulty, while 7/22 NS participants reported at least “some” difficulty,
and difficulty was greater among the LV group than the NS group (Mann-Whitney,
z37=3.00, p=0.003). Most (157/198) participants reported never using a portable DVD
player to watch videos, with no difference between the two groups (Table 2). While there
were no significant differences related to these portable devices between the two groups, age
was a factor. Participants aged over 60y were less likely (12/110) to own a video-capable
handheld device (χ2

1=35.2, p<0.001), were less likely (7/115) to have watched video on a
handheld device (χ2

1=27.0, p<0.001), and were less likely (17/115) to have used a portable
DVD player (χ2

1=5.86, p=0.015) than younger participants (41/83; 29/83; 24/83,
respectively).

Discussion
Video viewing habits for participants with a wide range of visual acuities were surveyed,
and normally-sighted (NS) and low vision (LV) participants compared. In our sample,
compared to NS participants, LV participants tended to have slightly more TVs at home
(p=0.10), were slightly more likely to have a widescreen (HD) TV (p=0.06), were less likely
to have internet access at home (p=0.02) or elsewhere (p<0.001) and used the internet less
frequently (p=0.004). Many LV participants reported having moderate or extreme difficulty
with TV (42/103) (Figure 3a), with computer display use (15/44) (Figure 7a), and with
watching videos on handheld devices (12/16). Difficulty in watching videos on handheld
devices was asked to both the NS and LV participants, and the LV participants reported
greater difficulty. A similar pattern of difficulty can be assumed for difficulty in watching
TV and videos on computers, the questions for which were not asked of the NS participants.
The rate of difficulty with TV viewing was similar to that found in a recent Dutch survey,12
which also found that most of their participants (80%) reported difficulty with subtitles, a
question not included in our survey.

Most (50/75) of the LV participants used assistive technologies for the computer at least
“often”, but few LV participants (19/103) used any visual aid to watch TV, with most of
those (9/19) using only spectacles specifically as an aid to watch TV. The worst visual
acuity of our participants was 6/300, and 17 had a visual acuity worse than 6/60. All these
individuals reported watching TV. We did not ask about the usage of radios in our survey.
Four participants reported using the TV mainly to hear the programs, rather than to view.
Overall, this confirmed our suspicions that people with LV have difficulty with viewing
video, that there is a need for further development of rehabilitation approaches and, as
discussed below, there are opportunities for improved assistance even within currently
available rehabilitation approaches.

Effective magnification (larger visual angles) rather than rehabilitation devices has been
used by our LV participants to improve their viewing experience with TV, but as illustrated
in Figure 5, many individuals who report high levels of difficulty with watching TV do not
use a TV with a large visual angle. LV Participants with greater difficulty watching TV did
not have larger TVs (p=0.11), shorter viewing distances (p=0.20) or larger visual angles of
the TV screens (p=0.43). The lack of significant relationships between these components of
effective magnification and difficulty with TV may reflect the use of effective magnification
by, at least some of the LV participants. Figure 5 indicates that a substantial number of the
LV participants in our sample could benefit from using effective magnification.
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Overall, LV participants had larger TVs than the NS participants (p<0.001), but this
difference was only found among younger participants, with older LV participants having
TVs of the same size as older NS participants. This interaction between vision status, age
and TV size could reflect, in part, the buying habits of younger adults to purchase the
current technological gadgets (e.g. HDTV), and it may reflect the financial status of the
participant, in that people with LV often have lower disposable incomes.4, 37, 38 However,
the younger LV participants did tend to have larger TVs, and many of our older participants
were retired, a time at which the disposable income difference might be less. It seems that,
though low vision practitioners often advise their patients with reduced central vision to get
a bigger TV, at least among our sample, many did not heed this advice, particularly those
who were older. Thus, increasing the strength of the advice given to older LV patients about
using a larger TV, if financially affordable, may improve rehabilitation and it can be adopted
easily.

Few of our LV participants (10/103) reported using a visual aid other than spectacles for TV
viewing, all of which used optical means to provide magnification (telescopes, binoculars
and Fresnel sheet). This rate is much lower than the 64% (38/59) rate reported in a recent
Dutch survey.12 In that study, participants were reported as being prescribed telescopes
because of the difficulty reading the subtitles (nearly all foreign language TV programs,
which accounts for about 30% of the programs, are subtitled). For participants in our study,
the low rate of use of optical magnification for TV viewing may reflect much less need to
read subtitles, the prescribing habits of local practitioners, and be related to whether the
costs of such devices are subsidised. Even so, assuming that optical magnification is of
benefit, increasing the emphasis on this rehabilitation strategy seems an easy way that
practitioners might assist LV patients with TV viewing. Over half (44/75) of the LV
participants reported always using assistive technologies for computer viewing. Most of
these technologies involve modification (electronic magnification) of the display on the
computer monitor.

Most of LV participants expressed interest in assistive technology such as image
enhancement for TV (67/104) and for computer viewing of videos (50/74). This high rate of
interest may be a reflection of recruitment bias, as our LV participants tended to be
motivated to seek available rehabilitation options, as many attended the institute for vision
rehabilitation research study participation. Typically, image enhancement involves
modification of the image that is displayed, and an image that is acceptable to LV viewers
may not be acceptable to normally-sighted viewers.26 If much TV and video watching by
LV viewers occurred in the presence of normally-sighted viewers, and could hinder the joint
enjoyment, image enhancement might not be a useful rehabilitation strategy. In our survey,
we observed that half of the TV viewing time by LV participants (Figure 2b) was without
another viewer (similar to that of NS participants, Figure 2a). For computer video viewing, it
was much less common to view in the presence of another viewer (about 20%). Also, on
average there were more than two TVs per household in our survey and the national average
is almost three: 31 We did not ask the number of people at home, so it is possible that even
when only one TV is reported, it could be a personal TV used only by the participant. The
results of this survey suggest that most people with LV have access to a TV that they could
watch without interfering with the viewing experience of NS viewers. Obtaining effective
magnification through a short viewing distance will interfere with the viewing experience of
others watching the same screen. Further, while telescopes and binoculars can serve as
visual aids for the intermediate viewing distances of TV and computer viewing, the need to
maintain a fairly steady head position due to the limited field of view can make them
difficult to use (if the head is not kept steady, the screen may no longer be visible). Since
image enhancement of the video image can be viewed with more natural head and eye
movements, it may be more widely used. Therefore, the development of image enhancement
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for vision rehabilitation to improve the video viewing experience of LV patient is a valuable
endeavour.

Currently, it is often suggested in the media that computers and other video display devices,
which frequently draw content from the internet, are being used instead of the TV,
particularly by younger people. Within our sample, only three participants (1 LV and 2 NS)
reported not having a TV at home and using the computer as their primary source to watch
videos, including material that might otherwise have been viewed on TV. Older participants
were less likely to have a computer at home, less likely to view video on the computer,
accessed the internet less frequently, less likely to own a handheld device with video
capabilities and less likely to use a portable DVD player. There was no difference between
LV and NS groups for computer access, video viewing, handheld device ownership and
portable DVD player use. The greater frequency of internet access by the NS group was
probably related to access at work. Great difficulty viewing videos on the smaller portable
device screens was commonly reported by LV participants both young and old.

Study Limitations
The questionnaire was not developed in a systematic manner, such as that used for quality of
life instruments. Some of the questions (Appendix) may be considered technical or difficult
(e.g. asking the size and distance of displays). It is possible that such difficult questions
might produce variable responses, and the resultant low reliability could make it more
difficult to find affects. Since the questionnaire was always administered by an interviewer,
the interviewer was able to facilitate the response process, for example, by providing an
explanation or alternative phrasing of the question, and by assisting the participant in
assessing the size and distance of displays. The questionnaire could be improved and an
assessment of its reliability would be appropriate. Visual acuity of participants was often not
assessed at the time of the survey administration, introducing a potential source of error.
Even so, we were surprised at how similar the visual acuities reported by participants were
to those that we had measured at previous visits (confidence limits for visual acuity
measures in such populations are about 2 to 3 lines).39, 40

Most of the participants in this survey study had attended the institute in relation to our low
vision research. Those people might be more active (e.g. prepared to leave their home) than
the general population. These people may also be more prepared to try new things, such as
computers and other electronic devices than the general population. Most of our study
participants (202/223) were recruited from the geographical location of New England, USA
(Massachusetts, New Hampshire, Vermont, Rhode Island, Connecticut and Maine) area,
majority of whom were from Massachusetts (189/202). In the greater Boston
(Massachusetts) region, within which most participants lived, there is better public
transportation than in most parts of the USA, and this may allow people with reduced vision
to more easily participate in activities outside the home. As a further indication of this
possibility, in our sample, the participants reported slightly fewer (average 2.1) TVs per
household than the national average of 2.9.31 Also, our survey did not include questions
about the socio-economic status or the educational level of the participants. Hence some
caution needs to be applied when using this data to compare it with patient population
elsewhere.

Nevertheless, the few results obtained in this survey that can be compared to the previous
available literature provided similar outcomes. The amount of time reported watching TV
was similar for the NS and LV participants, in agreement with previous literature,1–3 with a
trend (p=0.07) for the LV participants to watch more TV, as has been previously noted.4
Like previous studies,8 TV viewing duration was higher amongst older adults in our study
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population. This suggests that our convenience sample was similar to previous larger
studies, but it could have suffered from a recruitment bias.

Conclusion
In general, we found that our LV participants had similar TV, theatre, computer and
portable-device video viewing habits to those of our NS participants. There was a substantial
effect of age on such video viewing. Difficulty viewing video in all three formats was
reported by most of our LV participants. Older LV participants are those who have most
difficulty and they make less use of video. Most of the LV participants showed interest in
image enhancing technology to assist with viewing video. There is a clear need for visual
rehabilitation technology for video viewing. With the increase in computer and portable-
video device usage and an aging population, rehabilitation technology should address both
the TV viewing and computer video viewing needs. Portable devices that accommodate the
needs of people with reduced vision should also be developed. For the low vision
practitioner, there seems to be two currently available strategies that could immediately
improve the experience of people with reduced vision, the first being to place greater
emphasis on increasing TV and computer monitor size among older patients, and secondly
to increase the use of optical magnification devices for TV by patients.
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Appendix

List of Questions asked in the Survey
(Questions in bold were asked only to participants with vision impairment)

1) Do you find it difficult to see details on the TV?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

2) Do you feel that while watching TV you miss important information that is
available to people without vision impairments?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

3) How difficult, if at all, do you find it to watch TV?

   (a) Not difficult  (b) A little difficult  (c) Somewhat difficult

   (d) Moderately difficult  (e) Extremely difficult  (f) Not
applicable

4) Would you be interested in technology to enhance the TV image to help you see
it?

   (a) No  (b) Maybe  (c) Yes  (d) Don’t know

5) How often do you watch movies at home on your TV that are not broadcast on
television?
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   (a) Never  (b) Once a year  (c) Few times a year

   (d) Once a month  (e) Once every two weeks  (f) Once a week

   (g) Few times per week

6) How many TV's do you have in your home?

   (a) 1  (b) 2  (c) 3  (d) 4  (e) 5

7) Which service provider do you watch?

   (a) Broadcast  (b) Broadcast & cable  (c) Cable

For the TV at home you use most frequently…

8) How many hours do you watch this TV per day?

   (a) 0–1  (b) 1–2  (c) 2–3  (d) 3–4  (e) 4–5  (f) >5

9) Do you watch this TV with other people?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

10) When watching this TV, how close are you to it (feet)?

   (a) Less than 2  (b) 2–4  (c) 4–6  (d) 6–8  (e) 8–10  (f)
more than 10

11) How big is this TV (inches diagonal)?

   (a) 10–14  (b) 15–20  (c) 21–28  (d) 29–40  (e) 41–56
(f) >57

12) What type of TV is this?

   (a) Wide Screen (HDTV)   (b) Old TV (SDTV)   (c) HDTV (non-
wide screen)

13) Do you use a visual aid to watch this TV?

   (a) No  (b) Glasses  (c) Telescope  (d) Binocular  (e)
Fresnel

   (f) Other

For the TV you use second most frequently (skip if not applicable)…

14) How many hours do you watch this TV per day?

   (a) 0–1  (b) 1–2  (c) 2–3  (d) 3–4  (e) 4–5  (f) >5

15) Do you watch this TV with other people?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

16) When watching this TV, how close are you to it (feet)?

   (a) Less than 2  (b) 2–4  (c) 4–6  (d) 6–8  (e) 8–10  (f)
more than 10

17) How big is this TV (inches diagonal)?

   (a) 10–14  (b) 15–20  (c) 21–28  (d) 29–40  (e) 41–56
(f) >57
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18) What type of TV is this?

   (a) Wide Screen (HDTV)  (b) Old TV (SDTV)  (c) HDTV (non-
wide screen)

19) Do you use a visual aid to watch this TV?

   (a) No  (b) Glasses  (c) Telescope  (d) Binocular  (e)
Fresnel

   (f) Other

For the TV you use third most frequently (skip if not applicable)…

20) How many hours do you watch this TV per day?

   (a) 0–1  (b) 1–2  (c) 2–3  (d) 3–4  (e) 4–5  (f) >5

21) Do you watch this TV with other people?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

22) When watching this TV, how close are you to it (feet)?

   (a) Less than 2  (b) 2–4  (c) 4–6  (d) 6–8  (e) 8–10  (f)
more than 10

23) How big is this TV (inches diagonal)?

   (a) 10–14  (b) 15–20  (c) 21–28  (d) 29–40  (e) 41–56
(f) >57

24) What type of TV is this?

   (a) Wide Screen (HDTV)   (b) Old TV (SDTV)  (c) HDTV (non-
wide screen)

25) Do you use a visual aid to watch this TV?

   (a) No  (b) Glasses  (c) Telescope  (d) Binocular  (e)
Fresnel

   (f) Other

26) Do you have a computer in your home?

   (a) Yes  (b) No

27) Do you ever watch DVDs on your computer?

   (a) Never  (b) Once a year  (c) Few times a year

   (d) Once a month  (e) Once every two weeks  (f) Once a week

   (g) Few times per week

28) Do you ever watch Blu-ray or HD DVD on your computer or TV?

   (a) Never  (b) Once a year  (c) Few times a year

   (d) Once a month  (e) Once every two weeks  (f) Once a week

   (g) Few times per week

29) Do you have internet access at home and is it “dial-up”?

   (a) No  (b) Yes  (c) I have dial-up
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30) Do you access the internet in places other than your home?

   (a) Yes  (b) No

31) If yes, where do you access the internet? (Check all that apply)

   (a) Library  (b) Work  (c) School  (d) Friend or Relatives’
House

   (e) Internet Cafe  (f) Other

32) How frequently do you use the internet at home or elsewhere?

   (a) Never  (b) Once a year  (c) Few times a year

   (d) Once a month  (e) Once every two weeks  (f) Once a week

   (g) Few times per week  (h) Once a day  (i) More than once a day

33) Do you ever watch videos on the internet?

   (a) Never  (b) Once a year  (c) Few times a year

   (d) Once a month  (e) Once every two weeks  (f) Once a week

   (g) Few times per week  (h) Once a day  (i) More than once a day

34) What types of “videos” do you watch over the internet? (check all that apply)

   (a) You Tube  (b) TV shows  (c) Downloaded movies  (d)
Music videos

   (e) Movie trailers  (f) Short video clips  (g) Other

35) When watching any video or DVD on a computer do you watch with other
people?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

36) When watching videos or DVDs on a computer, how close to the screen are
you?

   (a) Less than 0.5’   (b) 0.5’−1’  (c) 1–2  (d) 2–3  (e) > 3’

37) How big is the computer screen (inches diagonal)?

   (a) 0–8  (b) 9–12  (c) 13–15  (d) 16–20  (e) 21–30  (f)
>30

38) Do you use any assistive technologies on your computer such as ZoomText,
or any other enhancement or magnification software?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

39) Do you find it difficult to see details on the computer screen?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

40) Do you feel that while watching videos on your computer you miss
important information that is available to people without vision
impairments?
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   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

41) How difficult, if at all, do you find it to watch videos on the computer?

   (a) Not difficult  (b) A little difficult  (c) Somewhat difficult

   (d) Moderately difficult  (e)Extremely difficult  (f) Not
applicable

42) Would you be interested in technology to enhance the computer image to help
you see it?

   (a) No  (b) Maybe  (c) Yes  (d) Don’t know

43) Do you video stream from computer?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

44) Do you have a handheld device with video capabilities such as an iPod or other
mp3 player, cell phone, or personal video game system?

   (a) Yes  (b) No

45) Have you ever used any handheld device to watch a video?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

46) How difficult, if at all, did you find it to watch the video on the handheld
device?

   (a) Not difficult  (b) A little difficult  (c) Somewhat difficult

   (d) Moderately difficult  (e) Extremely difficult  (f) Not
applicable

47) Do you ever use a personal DVD player?

   (a) Never  (b) Rarely  (c) Sometimes  (d) Often  (e)
Always

48) How often do you watch movies in the theater?

   (a) Never  (b) Once a year  (c) Few times a year  (d) Once a
month

   (e) Once every two weeks  (f) Once a week  (g) Few times per
week

References
1. Berkowitz, M.; Hiatt, L.; deToledo, P.; Shapiro, J.; Lurie, M. Characteristics, Activities, and Needs

of People with Limitations in Reading Print. New York: American Foundation for the Blind; 1979.
2. Packer, J.; Kirchner, C. Who's watching? A profile of the blind and visually impaired audience for

television and video. American Foundation for the Blind; 1997. accessed.
3. Wolffsohn JS, Mukhopadhyay D, Rubinstein M. Image enhancement of real-time television to

benefit the visually impaired. Am J Ophthalmol. 2007; 144:436–440. [PubMed: 17632067]
4. McBroom, LW.; Kirchner, C.; Nelson, KA.; Graves, WH. Lifestyles of employed legally blind

people; A study of expenditures and time use. Mississippi State, MS: Mississippi State University
Rehabilitation Research Training Center on Blindness and Low Vision; 1992.

Woods and Satgunam Page 15

Ophthalmic Physiol Opt. Author manuscript; available in PMC 2012 May 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



5. Josephson. The Social Life of Blind People. American Foundation for the Blind. 1968; 19:3–107.
6. Cronin BJ, King SR. The development of the descriptive video service. J Visual Impair Blind. 1990;

84:503–506.
7. Massof RW, Rubin GS. Visual function assessment questionnaires. Surv Ophthalmol. 2001;

45:531–548. [PubMed: 11425359]
8. Depp CA, Schkade DA, Thompson WK, Jeste DV. Age, affective experience, and television use.

Am J Prev Med. 2010; 39:173–178. [PubMed: 20621265]
9. Massof RW. A model of the prevalence and incidence of low vision and blindness among adults in

the U.S. Optom Vision Sci. 2002; 79:31–38.
10. Congdon N, O'Colmain B, Klaver CC, et al. Causes and prevalence of visual impairment among

adults in the United States. Arch Ophthalmol. 2004; 122:477–485. [PubMed: 15078664]
11. Friedman DS, O'Colmain BJ, Munoz B, et al. Prevalence of age-related macular degeneration in

the United States. Arch Ophthalmol. 2004; 122:564–572. [PubMed: 15078675]
12. Neve, H.; van Doren, K. Watching television by visually impaired elderly people. Proceedings of

the 9th International Conference on Low Vision - Vision 2008; Montreal, Canada. 2008.
13. Peli E, Fine EM, Labianca AT. Evaluating visual information provided by audio description. J

Visual Impair Blind. 1996; 90:378–385.
14. Peli E, Kim J, Yitzhaky Y, Goldstein RB, Woods RL. Wide-band enhancement of television

images for people with visual impairments. J Opt Soc Am (A). 2004; 21:937–950.
15. Fullerton M, Woods RL, Vera-Díaz FA, Peli E. Measuring perceived video quality of MPEG

enhancement by people with impaired vision. J Opt Soc Am (A). 2007; 24:B174–B187.
16. Watson GR, De l'Aune W, Stelmack J, Maino J, Long S. National survey of the impact of low

vision device use among veterans. Optom Vision Sci. 1997; 74:249–259.
17. Lowe JB, Rubinstein MP. Distance telescopes: A survey of user success. Optom Vision Sci. 2000;

77:260–269.
18. Peli E, Peli T. Image enhancement for the visually impaired. Optical Eng. 1984; 23:47–51.
19. Peli E, Arend LE Jr, Timberlake GT. Computerized image enhancement for low vision: New

technology, new possibilities. J Visual Impair Blind. 1986; 80:849–854.
20. Peli E, Goldstein RB, Young GM, Trempe CL, Buzney SM. Image enhancement for the visually

impaired. Simulations and experimental results. Invest Ophthalmol Visual Sci. 1991; 32:2337–
2350. [PubMed: 2071344]

21. Peli, E.; Fine, EM.; Pisano, K. Video enhancement of text and movies for the visually impaired. In:
Kooijman, AC.; Looijestijn, PL.; Welling, JA.; van der Wildt, GJ., editors. Low Vision: Research
and New Developments in Rehabilitation. Amsterdam: IOS Press; 1994. p. 191-198.

22. Myers L, Rogers S, Kabrisky M, Burns T. Image perception and enhancement for the visually
impaired. IEEE Engineering in Medicine and Biology. 1995:594–602.

23. Kim J, Vora A, Peli E. MPEG-based image enhancement for the visually impaired. Optical Eng.
2004; 43:1318–1328.

24. Leat SJ, Omoruyi G, Kennedy A, Jernigan E. Generic and customized digital image enhancement
filters for the visually impaired. Vision Res. 2005; 45:1991–2007. [PubMed: 15820517]

25. Peli E. Recognition performance and perceived quality of video enhanced for the visually
impaired. Ophthalmic Physiol Opt. 2005; 25:543–555. [PubMed: 16343130]

26. Fullerton M, Peli E. Digital enhancement of television signals for people with visual impairments:
Evaluation of a consumer product. J Soc Inf Disp. 2008; 16:493–500. [PubMed: 19255610]

27. Peli E. Simple 1-D image enhancement for head-mounted low vision aid. Visual Impairment Res.
1999; 1:3–10.

28. Massof RW. High-tech help for low vision. NASA Tech Briefs. 1993; 17:20–22.
29. Leat SJ, Mei M. Custom-devised and generic digital enhancement of images for people with

maculopathy. Ophthalmic Physiol Opt. 2009; 29:397–415. [PubMed: 19292829]
30. Tang J, Kim J, Peli E. Image enhancement in the JPEG domain for people with vision impairment.

IEEE Trans Biomed Eng. 2004; 51:2013–2023. [PubMed: 15536903]
31. Nielsen Company. A2/M2 Three Screen Report. Television, Internet and Mobile Useage in the

U.S. 2009 [accessed 24 August, 2010].

Woods and Satgunam Page 16

Ophthalmic Physiol Opt. Author manuscript; available in PMC 2012 May 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



http://en-us.nielsen.com/content/dam/nielsen/en_us/documents/pdf/White Papers and Reports II/
A2 M2 Three Screen Report - Q2 2009.pdf,

32. Gerber E, Kirchner C. Who's surfing? Internet access and computer use by visually impaired
youths and adults. J Visual Impair Blind. 2001; 95:176–181.

33. Chiang MF, Cole RG, Gupta S, Kaiser GE, Starren JB. Computer and World Wide Web
accessibility by visually disabled patients: problems and solutions. Surv Ophthalmol. 2005;
50:394–405. [PubMed: 15967193]

34. Colenbrander, A. Visual Standards, Aspects and Ranges of Vision Loss with Emphasis on
Population Surveys; Sydney, Australia: 29th International Council of Ophthalmology; 2002.

35. Elliott DB, Yang KCH, Whitaker D. Visual acuity changes throughout adulthood in normal,
healthy eyes: seeing beyond 6/6. Optom Vision Sci. 1995; 72:186–191.

36. Resnikoff S, Pascolini D, Etya'ale D, et al. Global data on visual impairment in the year 2002. Bull
World Health Organ. 2004; 82:844–851. [PubMed: 15640920]

37. Lafuma A, Brezin A, Lopatriello S, et al. Evaluation of non-medical costs associated with visual
impairment in four European countries: France, Italy, Germany and the UK. Pharmacoeconomics.
2006; 24:193–205. [PubMed: 16460138]

38. Taylor HR, Pezzullo ML, Keeffe JE. The economic impact and cost of visual impairment in
Australia. Br J Ophthalmol. 2006; 90:272–275. [PubMed: 16488942]

39. Woods, RL.; Lovie-Kitchin, JE. Vision Sci Appl. Santa Fe, New Mexico: 1995 OSA Technical
Digest Series Optical Society of America, Washington DC; 1995. Reliability of visual
performance measures in low vision; p. 246-249.

40. Kiser AK, Mladenovich D, Eshraghi F, Bourdeau D, Dagnelie G. Reliability and consistency of
visual acuity and contrast sensitivity measures in advanced eye disease. Optom Vision Sci. 2005;
82:946–954.

Woods and Satgunam Page 17

Ophthalmic Physiol Opt. Author manuscript; available in PMC 2012 May 1.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://en-us.nielsen.com/content/dam/nielsen/en_us/documents/pdf/White


Figure 1.
The age distribution of the 104 low vision (LV) and 94 normally-sighted (NS) survey
participants.
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Figure 2.
Cumulative hours per day watched on the first, second and third most frequently viewed TV,
categorized by frequency of the presence of another viewer for (a) normally-sighted (NS)
and (b) low vision (LV) participants. The distributions for the two groups were not
statistically significantly different.
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Figure 3.
For the 103 LV participants: (a) The reported overall difficulty with watching TV; and (b)
The reported frequencies of difficulty seeing details and of missing important information
while viewing TV.
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Figure 4.
TV sizes (in inches measured diagonally) reported by the normally-sighted (NS) and low
vision (LV) participants. LV participants tended to have larger TV screen sizes.
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Figure 5.
There was a non-significant trend for the visual angle of the primary TV to be larger for
some LV participants with greater reported difficulty with TV. This use of effective
magnification was mainly by younger LV participants. Of interest for vision rehabilitation is
the group of participants in the lower right corner of the plot, as these participants reported
high difficulty but were not making use of effective magnification. To improve legibility,
some overlapping data points were randomly offset along the x-axis.
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Figure 6.
The number of participants reporting watching movies (a) at home; and (b) in the theatre
(cinema) is shown for normally-sighted (NS) and low vision (LV) participants. LV
participants were slightly less likely to watch movies in a theatre than NS participants.
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Figure 7.
For the LV participants that reported use of a computer: (a) The reported difficulty watching
videos on the computer; and (b) The reported frequencies of difficulty seeing details and of
missing important information while using or watching videos on computer.
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Table 1

Frequency of ocular diseases reported by the survey participants. Some (n=16) participants reported more than
one condition.

Ocular Disease Number of cases

Age-related Macular Degeneration (AMD) 59

Stargardt’s /Juvenile Macular Degeneration (JMD) 20

Optic Neuropathy 13

Albinism 8

Glaucoma 7

Myopic Degeneration 6

Retinopathy of Prematurity 6

Nystagmus 5

Cone/Rod Dystrophy 4

Diabetic Retinopathy 3

Cataract 3

Others 14
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Table 2

Summary of video viewing habits compared between the Low Vision (LV) group and Normally-Sighted (NS)
group. Number of hours watch TV per week is the sum of the hours reported for up to three TVs (questions 8,
14 and 20). Visual angles were computed from the reported size and viewing distances. Significant (p≤0.01)
differences are indicated by bold font and differences that approached significance (0.01<p≤0.10) are
underlined. The Mann-Whitney test was used to compare frequencies and other distributions of responses. The
Pearson Chi-square (χ2) test was used to compare binary responses (e.g. Q26). For simplicity of presentation
in this table, responses to some questions about frequency (e.g. Q27) were binarised (i.e. either “never” or
“yes”). Comparisons of those frequencies are presented in the text.

(Survey Questionnaire Number), Survey Question LV Group
Median
(range) /
proportion

NS Group
Median
(range) /
proportion

Statistical
test of
difference

(6) Number of TVs at home 2 (0 to 6) 2 (0 to 5) z196=1.65,
p=0.10

(7) Service provided by cable or satellite 95/104 81/94 χ2
1=2.02,

p=0.16

(8 +14 + 20) Duration for viewing TV (h) 3.5 (0 to 10.5) 3.0 (0 to 9.5) z197=1.79,
p=0.07

(10) Viewing distance for the first TV (feet) 5 (<2 to >10) 7 (~3 to >10) z195=8.5,
p<0.001

(11) Size of the first TV (inches) 35 (~17 to ~60) 25 (~12 to ~60) z195=3.5,
p<0.001

Visual angle of first TV (from questions 10 and 11, degrees) 38 (~12 to ~127) 18 (~6.4 to ~44) z195=9.1,
p<0.001

(12) First TV is HDTV 47/103 30/93 χ2
1=3.66,

p=0.06

(18) Second TV is HDTV 18/61 5/42 χ2
1=4.44,

p=0.03

(26) Computer at home 87/104 78/94 χ2
1=0.02,

p=0.90

(27) Viewing DVDs on computer 22/84 25/78 χ2
1=0.68,

p=0.41

(28) HD-DVD or Blu-ray on computer or TV 12/104 10/94 χ2
1=0.04,

p=0.84

(29) Internet access at home 77/87 77/78 χ2
1=6.02,

p=0.014

(30) Internet access elsewhere 38/104 63/94 χ2
1=18.4,

p<0.001

Internet access elsewhere if no computer at home 2/17 5/16 χ2
1=1.87,

p=0.17

(32) Internet access 73/104 82/94 χ2
1=8.43,

p=0.004

(33) Watching videos on internet 40/73 54/82 χ2
1=1.98,

p=0.16

(36) Viewing distance from computer (feet) 0.75 (0.25 to 2.5) 1.5 (0.25 to 2.5) z152=4.1,
p<0.001

(37) Size of computer screen (inches) 18 (10.5 to 25) 16 (10.5 to 30) z103=3.4,
p<0.001
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(Survey Questionnaire Number), Survey Question LV Group
Median
(range) /
proportion

NS Group
Median
(range) /
proportion

Statistical
test of
difference

Visual angle of computer screen (from questions 36 and 37, degrees) 76 (33 to 153) 53 (26 to 143) z102=5.0,
p<0.001

(44) have video-capable handheld device 24/102 29/91 χ2
1=1.68,

p=0.20

(45) Used handheld device to watch videos 16/104 20/94 χ2
1=1.15,

p=0.28

(47) Use personal DVD player 19/104 22/94 χ2
1=0.79,

p=0.37

(48) Watch movies in theatre 77/104 82/94 χ2
1=5.44,

p=0.02
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