
The State of Vision, Aging, 
and Public Health in America 

Vision impairment is a serious public health concern among 
older adults, affecting more than 2.9 million people in the United 
States.1–3 This issue brief summarizes the prevalence of vision 
loss and eye diseases reported by people aged 65 or older, and it 
provides information about access to eye care, health status, and 
comorbid conditions among older adults. Data were collected 
from 19 states that used the Vision Impairment and Access to Eye 
Care Module (Vision Module) of CDC’s Behavioral Risk Factor 
Surveillance System (BRFSS) during 2006–2008. 

Vision Impairment and the 
Health of Older Adults 
The prevalence of blindness and vision impairment 
increases rapidly with age among all racial and ethnic 
groups, particularly among people older than 75 years.4 
Cases of early age-related macular degeneration are 
expected to double by 2050, from 9.1 million to 17.8 
million for those aged 50 years or older.5 Cases of 
diabetic retinopathy among people aged 65 or older are 
expected to quadruple by 2050, from 2.5 million to 
9.9 million.6

National studies indicate that vision loss is associated 
with higher prevalence of chronic health conditions,7 
death,8 falls and injuries,9 depression, and social 
isolation.10,11 When combined with chronic health 
conditions such as diabetes, vision loss is associated with 
overall poorer health among people aged 65 or older.7 
Vision loss compromises people’s quality of life because 
it reduces their capacity to read, drive a car, watch 
television, or keep personal accounts. Often, it isolates older people 
and keeps them from friends and family. 

Direct medical expenses for older adults with vision impairment 
cost the United States $8.3 billion a year.12
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Vision Loss and Public Health 
Healthy People 2010 and Healthy People 2020 call for improving 
the vision health of the U.S. population through prevention, 
early detection, treatment, and rehabilitation.13 Public health 
research brings a distinct perspective to vision health and vision 
loss. Officials and researchers working in public health seek to 
better understand the magnitude and dimensions of vision loss at 
national, state, and community levels.

By collecting data on vision and health, researchers can identify 
specific health disparities among different populations and in 
different parts of the country. This information can be used to 
tailor health promotion interventions to state and local needs. 

Research has shown that recommended eye care that addresses eye 
diseases and refractive error may remediate 50% of vision problems.14 
However, many older adults do not seek regular eye care. Improving 
access to eye care, especially for those most at risk for vision loss, is an 
important way to improve vision health in the United States—and it 
should be a priority for the public health community.

Because smoking, high blood pressure, diabetes, and injury can 
contribute to vision loss, public health initiatives should promote 
community and state collaborations as a way to integrate vision 
health into community health promotion activities. For people 
with severe vision loss, much can be done to promote health and 
quality of life through better nutrition, increased physical activity, 
and positive lifestyle choices.

Vision Health Data 
In this issue brief, we present specific questions from the BRFSS 
Vision Module, as well as key findings from the resulting data. All 
findings are for U.S. adults aged 65 years or older who fall into one 
of three groups: 

♦♦ Those reporting no difficulty recognizing a friend across the 
street or reading print (no vision loss). 

♦♦ Those reporting a little difficulty with distance or near tasks 
(little vision loss).

♦♦ Those reporting moderate or extreme vision loss with distance 
and near tasks or unable to do tasks because of eyesight.

Healthy People 
2020 Adult Vision 
Objectives 

♦♦ Increase the proportion 
of adults who have 
a comprehensive eye 
examination, including 
dilation, within the past  
2 years or by age 45. 

♦♦ Reduce visual impairments 
caused by
•	 Uncorrected refractive 

error.
•	 Diabetic retinopathy.
•	 Glaucoma.
•	 Cataract.
•	 Age-related macular 

degeneration (AMD).
♦♦ Reduce occupational eye 

injuries.  
•	 Reduce occupational 

eye injuries resulting  
in lost work days.

•	 Reduce occupational 
eye injuries treated 
in emergency 
departments.

♦♦ Increase the use of personal 
protective eyewear in 
recreational activities 
and hazardous situations 
around the home.

♦♦ Increase vision 
rehabilitation.
•	 Increase the use of 

vision rehabilitation 
services by people with 
visual impairments.

•	 Increase the use of 
assistive and adaptive 
devices by people with 
visual impairments.
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Key BRFSS Findings 

♦♦ The prevalence of moderate or extreme vision loss ranged 
from 5.4% in Tennessee to 16% in Georgia.

♦♦ By race/ethnicity, 16.2% of older non-Hispanic black adults 
and 16.1% of older Hispanic adults reported moderate or 
extreme vision loss, compared with 11.4% of non-Hispanic 
white adults.

 ♦ By education level, moderate or extreme vision loss was 
reported by
•	 16.8% of older adults without a high school education.
•	 12.5% of older adults with a high school education.
•	 10.5% of older adults with more than a high school 

education.
♦♦ Older adults with moderate or extreme vision loss were

•	 More likely to report diabetes, heart disease, and stroke 
than those without vision loss. 

•	 Less likely to report excellent or very good health and 
more likely to report fair or poor health than those 
without vision loss.

♦♦ Across the 19 states, the prevalence of eye diseases ranged from
•	 25.3% to 33.7% for cataracts.
•	 6.8% to 12.3% for glaucoma.
•	 6.8% to 11% for macular degeneration.
•	 1.6% to 5% for diabetic retinopathy.

See page 15 for a summary of state-level, self-reported moderate 
or extreme vision loss rates by sex and race/ethnicity among U.S. 
adults aged 65 years or older.

BRFSS Questions 
The BRFSS asks two questions 
about visual function: 

1.	 How much difficulty, if any, 
do you have in recognizing a 
friend across the street? 

2.	 How much difficulty, if any, 
do you have reading print 
in newspapers, magazines, 
recipes, menus, or numbers 
on the telephone? 

Possible responses include the 
following: 

	No difficulty.
	A little difficulty.
	Moderate difficulty.
	Extreme difficulty.

5.4%–11.0%

Did not implement Vision Module

11.1%–12.8%
12.9%–14.5%
14.6%–16.0%

Percentage of U.S. adults aged 65 years or 
older who reported moderate or extreme 
vision loss, by state, BRFSS, 2006–2008

Visual Function 
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Chronic Health Conditions 

Older adults with moderate or extreme vision loss reported higher 
prevalence of diabetes, heart disease, and stroke than those without 
vision loss.

Health Status 

Older adults with moderate or extreme vision loss were less likely 
to report excellent or very good health than those without vision 
loss. They also were more likely to report fair or poor health. 

Chronic Health Conditions Among Older Adults 
With and Without Vision Loss, BRFSS, 2006–2008
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Among older adults 
without vision loss, 
70.2% reported 
that they engaged 
in physical activity. 
Only 59.6% of those 
with moderate or 
extreme vision loss 
engaged in physical 
activity. 
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25.3%–28.4%
28.5%–29.4%

29.5%–31.1%
31.2%–33.7%

Percentage of U.S. adults aged 65 years or older 
who reported having a cataract, by state, 
BRFSS, 2006–2008

Eye Diseases

Did not implement Vision Module

Cataracts

A cataract is a clouding of the eye’s lens. Cataracts can 
occur at any age with a variety of causes, and they can 
occur at birth. Treatment for the removal of cataracts is 
widely available. 

Data from the BRFSS Vision Module show that
 ♦ Self-reported cataracts ranged from 25.3% in 

New Mexico to 33.7% in Iowa.  The average 
prevalence for all 19 states was 29.2%.

 ♦ When analyzed by sex, 26.4% of men and 31.1% 
of women reported they now have cataracts; 
22.7% of men and 30.8% of women reported 
that they had cataracts removed.

 ♦ Among those aged 85 years or older, 54% 
reported that they had cataracts 
removed. 

Data from other sources indicate 
that more than 15 million Americans 
aged 65 years or older have a cataract 
in one or both eyes. By 2020, the 
estimated number of people aged 40 
or older with cataracts is expected to 
rise to more than 30 million.15

BRFSS Question 
Have you been told by an eye 
doctor or other health care 
professional that you NOW have 
cataracts?

	Yes.
	Yes, but had them removed.
	No.
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Glaucoma

Glaucoma is a group of diseases that can damage the eye’s optic 
nerve and result in vision loss and blindness. Glaucoma occurs 
when the normal fluid pressure inside the eyes slowly rises. 
However, recent findings now show that glaucoma can occur 
with normal eye pressure. With early treatment, eyes can be 
protected against serious vision loss.

There are two categories of glaucoma: open angle and closed 
angle. Open angle glaucoma is a chronic condition that 
progresses slowly without the person noticing vision loss until 
the disease is very advanced. Because of this slow progression, it 
is called the “sneak thief of sight.” Closed angle glaucoma can 
appear suddenly and is painful. Visual loss can progress quickly, 
but the pain and discomfort typically lead patients to seek 
medical attention before permanent damage occurs. 

Data from the BRFSS Vision Module show that 
 ♦ Glaucoma ranged from 6.8% in New Mexico to 12.3%  

in Texas.
 ♦ 9% of men and 10% of women reported that they had 

glaucoma.
 ♦ 6% of older adults aged 65–69 years reported they had 

glaucoma. The percentage increased with age and was 
17% among those aged 85 years or older.

According to Prevent Blindness America and the National Eye 
Institute, glaucoma is more prevalent among blacks than among 
other U.S. racial and ethnic groups.4 In addition, the number 
of glaucoma cases among Hispanics aged 65 years or older who 
have diabetes is expected to increase 12-fold by 2050.6 

6.8%–8.4%
8.5%–9.4%

9.5%–10.2%
10.3%–12.3%

Percentage of U.S. adults aged 65 years or 
older who reported glaucoma, by state, 
BRFSS, 2006–2008  

Eye Diseases

Did not implement Vision Module

BRFSS Question 
Have you EVER been told by 
an eye doctor or other health 
care professional that you had 
glaucoma?

	Yes.
	No.
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Age-Related Macular Degeneration

Age-related macular degeneration (AMD) affects the macula, 
the central part of the retina that allows the eye to see fine 
detail (e.g., during reading and driving). There are two forms: 
wet and dry. Wet AMD occurs when abnormal blood vessels 
behind the retina grow under the macula, ultimately leading 
to blood and fluid leakage. Bleeding, leaking, and scarring 
from these blood vessels cause damage and lead to rapid 
central vision loss. 

In dry AMD, the macula thins over time as part of aging, 
gradually blurring central vision. The dry form accounts for 
85%–90% of AMD cases. 

Data from the BRFSS Vision Module show that
 ♦ AMD ranged from 6.8% in Tennessee to 11.5% in 

Wyoming among people aged 65 years and older.
 ♦ AMD increases rapidly among older age groups: from  

4% among those aged 65–69 years to 22% among those 
aged 85 years or older.

 ♦ 9% of men and 10% of women reported AMD.

Other data sources show that AMD is more likely to affect whites 
than members of other racial and ethnic groups. AMD is the 
leading cause of blindness in older adults today, accounting for 
54% of all blindness among white Americans.5 Cases of early 
AMD are expected to double by 2050, increasing to 17.8 million.5 

6.8%–8.1%
8.2%–9.8%

9.9%–10.5%
10.6%–11.5%

Percentage of U.S. adults aged 65 years or 
older who reported age-related macular 
degeneration, by state, BRFSS, 2006–2008

Eye Diseases

Did not implement Vision Module

BRFSS Question 
Have you EVER been told by an 
eye doctor or other health care 
professional that you had age-
related macular degeneration?

	Yes.
	No.
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Diabetic Retinopathy

Diabetic retinopathy is a common complication of 
diabetes that usually affects both eyes. It is characterized by 
progressive damage to the blood vessels of the retina, the 
light-sensitive tissue at the back of the eye that is necessary 
for good vision. 

Data from the BRFSS Vision Module show that
♦ Diabetic retinopathy ranged from 1.6% in 

Connecticut to 5% in Georgia.
♦ 4% of men and 3% of women reported that 

they had diabetic retinopathy.

Among people aged 65 years or older in the United States, 
diabetic retinopathy is expected to increase from 2.5 
million in 2005 to 9.9 million by 2050.6 According to 
national data, black and Hispanic people with diabetes are 
more likely than whites to develop diabetic retinopathy.17 

A recent national study indicated that diabetic retinopathy 
among Hispanics aged 65 years or older is expected to 
increase 9-fold by 2050.6

1.6%–2.9%
3.0%–3.4%

3.5%–3.9%
4.0%–5.0%

Percentage of U.S. adults aged 65 years or 
older who reported diabetic retinopathy, 
by state, BRFSS, 2006–2008 

Eye Diseases

Did not implement Vision Module

BRFSS Question 
Has a doctor EVER told you that 
diabetes has affected your eyes 
or that you had retinopathy?

	Yes.
	No.
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Access to Eye Care Findings

♦♦ The percentage of older adults who reported having an eye 
examination within the past year ranged from 69.5% in 
Missouri to 80.5% in Florida. 

 ♦ The percentage of older adults who reported having a dilated 
eye examination within the last year ranged from 62.8% in 
Missouri to 77.1% in Florida.

 ♦ Older adults who report moderate or extreme vision loss 
are no more likely than those with no vision loss to get eye 
examinations.

BRFSS Questions
The BRFSS asks the following 
questions about access to eye 
care:

1.	 When was the last time you 
had your eyes examined 
by any doctor or eye care 
provider? 

2.	 When was the last time you 
had an eye exam in which 
the pupils were dilated? 

Possible responses include the 
following: 

	Within the past month 
(anytime less than 1  
month ago).  

	Within the past year  
(1 month but less than  
12 months ago). 

	Within the past 2 years  
(1 year but less than  
2 years ago). 

	2 or more years ago. 
	Never. 

69.5%–71.4%
71.5%–73.7%

73.8%–76.8%
76.9%–80.5%

Percentage of U.S. adults aged 65 years or older 
who reported having an eye examination 
within the last year, by state, BRFSS, 2006–2008

Access to Eye Care

Did not implement Vision Module

Percentage of Older Adults With and Without Vision Loss 
Who Report Having Access to Health Care and 

Eye Health Care, BRFSS, 2006–2008
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Reasons for Not Seeking Eye Care

Among older adults who reported moderate or extreme vision loss,
 ♦ More than one-third (35.9%) said their main reason for not 

seeing an eye care provider in the last 12 months was that 
they had no reason to go. 

 ♦ Nearly one-quarter (23.5%) said that cost or insurance 
concerns prevented them from seeking eye care.

 ♦ Another 7.5% said they had not thought about it. 

Medicare pays for glaucoma screening, cataract removal, and 
treatment of macular degeneration in some cases. It does not pay 
for routine eye examinations or glasses.

These findings suggest that older adults, even those with substantial 
vision loss, may need to be educated about the importance 
of vision health and routine eye examinations. Primary care 
physicians also may need to be educated about the importance of 
referring patients to eye care specialists who can detect and treat 
eye diseases and conditions that affect vision. 

Reasons for Not Visiting an Eye Care Professional 
Among Older Adults With and Without Vision 

Loss, BRFSS, 2006–2008
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Vision Loss

Little Vision 
Loss
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BRFSS Question
What is the main reason you 
have not visited an eye care 
professional in the past 12 
months? 

	Cost/insurance. 
	Do not have/know an  

eye doctor. 
	Cannot get to the office/

clinic (too far away, no 
transportation). 

	Could not get an 
appointment. 

	No reason to go (no 
problem). 

	Have not thought of it.
	Other. 
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Technical Notes

Behavioral Risk Factor Surveillance System 
Since 1984, the BRFSS has helped states survey civilian, non-
institutionalized U.S. adults aged 18 years or older about a wide 
range of health risk behaviors, preventive health practices, and 
health care access. In 2008, about 350,000 people were surveyed 
through this state-based telephone surveillance system. The BRFSS 
provides data to help state and national public health agencies 
monitor population health, as well as identify trends and emerging 
health concerns.

The BRFSS includes the following components:
 ♦ Core questions asked in all 50 states, the District of 

Columbia, and 3 U.S. territories.
 ♦ Supplemental modules that ask questions about specific 

topics, such as vision.
 ♦ Additional questions added by individual states.

The core survey gathers demographic information (such as age, 
race, and education level), as well as information about self-
reported mental and physical health, life satisfaction, and specific 
health conditions and behaviors (such as diabetes, tobacco use, and 
exercise). In addition, the 2008 BRFSS contained 23 modules that 
asked in-depth questions about various health concerns, including 
vision.

The BRFSS is the world’s largest random-digit-dialed telephone 
survey, and its data are considered to be reliable and valid.18 
Despite its breadth, BRFSS data do have some limitations. The 
survey excludes people who do not have a landline or who live in 
institutional settings. It may exclude people who have substantial 
hearing loss and do not use a conventional telephone. In addition, it 
may exclude people with impairments so severe that it is difficult to 
get to the telephone or participate in the interview. The BRFSS survey 
relies on self-reported answers, and responses are not confirmed. Self-
reported eye diseases are not confirmed by clinical examinations. 
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BRFSS Vision Module 
The BRFSS Vision Module was developed by CDC’s 
Vision Health Initiative and first implemented in 
2005. CDC provides financial support to states that 
implement the module, and 19 states have begun 
using it since 2005.

The Vision Module contains nine questions 
about visual function, eye diseases, frequency of 
eye examinations, and reasons for not seeking 
eye care. Two of the nine questions are about 
function (distance and near vision), four are about 
access to eye examinations (related to dilated eye 
examinations, reasons for not visiting an eye care 
professional, and vision insurance), and three are 
about specific eye diseases (cataracts, glaucoma, and 
age-related macular degeneration). Information 
about diabetic retinopathy is taken from the 
BRFSS’s diabetes module. 

The BRFSS Vision Module surveys adults aged 40 
years or older. In this issue brief, we report data 
for those aged 65 or older from the 19 states that 
implemented the module during 2006–2008. These 
states are Alabama, Arizona, Colorado, Connecticut, 
Florida, Georgia, Indiana, Iowa, Kansas, Missouri, 
Nebraska, New Mexico, New York, North Carolina, 
Ohio, Tennessee, Texas, West Virginia, and 
Wyoming.

Yes
No

States that implemented the BRFSS 
Vision Module, 2006–2008 

BRFSS Vision Module



13

How BRFSS Data  
Promote Public Health
Data collected by the BRFSS Vision Module 
can be used to promote public health in 
several ways. These data can be used to 
identify and address health conditions among 
people aged 40 years or older who have vision 
problems; to determine the level of access to 
eye care among members of this population; 
and to provide other evidence that can be used 
to improve the effectiveness, accessibility, and 
quality of eye care.

These data also enhance public health surveillance and guide 
programs and policies in important ways. For example,

 ♦ Reliable and timely surveillance allows for accurate state and 
national estimates of eye diseases, vision loss, and access to 
eye care.

 ♦ Accurate data allow states to identify health disparities 
among different population groups, focus on populations at 
risk, and tailor interventions to educate and empower people 
with vision loss.

 ♦ Accurate state data guide collaborations within and among 
states, as well as with federal agencies such as CDC, to 
improve vision health for all older adults and quality of life 
for those with vision loss. 

The BRFSS is a powerful surveillance tool that provides extensive information on 
the prevalence of health conditions and behaviors among U.S. adults. The BRFSS 
is administered and supported by CDC’s Office of Surveillance, Epidemiology, and 
Laboratory Services. 

For more information, visit http://www.cdc.gov/brfss. 

Suggested Citation: Centers for Disease Control and Prevention. The State of Vision, Aging, and Public Health 
in America. Atlanta: U.S. Department of Health and Human Services; 2011.
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