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Il giorno di Santa Lucia:

il mondo dell’anziano cieco

Marco Trabucchi



Santa Lucia, opera del Sassoferrato, XVII sec.
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Lucia di Siracusa, conosciuta come santa Lucia (Siracusa, 283 —
Siracusa, 13 dicembre 304), é stata una martire cristiana di
inizio IV secolo durante la grande persecuzione voluta
dall’imperatore Diocleziano.

E venerata come santa dalla Chiesa cattolica e dalla Chiesa
ortodossa che ne onorano la memoria il 13 dicembre.

E una delle sette vergini menzionate nel Canone romano e per
tradizione e invocata come protettrice della vista a motivo
dell'etimologia latina del suo nome (Lux, luce).

Le sue spoglie mortali sono custodite nel Santuario di

Lucia a Venezia.



Pablo Picasso, Vecchio cieco e ragazzo,
1903, olio su tela, cm 125 x 92. Mosca,
Museo Puskin.
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Un’area della medicina poco studiata,
anche perché ritenuta poco interessante.
Oltre alle cure per specifiche malattie
dell’occhio.



2

Sensory Impairment and Quality

of Life in a

Community Elderly Population

Corrado Carabellese,* MD, Ildebrando Appollonio,t MD, Renzo Rozzini,* MD, Angelo Bianchetti,* MD,
Giovanni B. Frisoni,* MD, Lodovico Frattola,t MD, Marco Trabucchi, MD.

Objective: To determine the association between quality of
life measures and sensory impairment in aged individuals
living at home.

Design: Survey

Setting: A community survey, carried out in the historical
center of a town in Northern Italy.

Patients: 1191 non-institutionalized elders (age 70-75 years).
Measurements: Comprehensive QOL questionnaire, free-
field voice testing, and Snellen eye chart.

Results: Single sensory impairments (either visual or audi-

tory) were significantly and independently associated with
increased risk for depression (odds ratio: 2.3, 95% confidence

interval: 1.5-3.4; OR:1.8, CL:1.1-2.7, respectively) and de-
creased self-sufficiency in daily living activities (OR:1.7,
CL:1.1-2.6; OR:2.1, CI:1.4-3.2, respectively). Visual dysfunc-
tion, but not hearing dysfunction, was independently asso-
ciated with lower social relationships (OR:2.0, CI:1.3-3.1).
Conclusion: The quality of life of community-dwelling el-
derly people is significantly linked to sensory impairment,
which can be detected through simple physical examination.
Mood level and social relationships are particularly affected
by visual impairment, whereas self-sufficiency in daily living
is more strongly related to hearing impairment. J] Am Geriatr
Soc 41:401-407, 1993




TABLE 1. FREQUENCY DISTRIBUTION IN THE DEMOGRAPHIC, PSYCHOSOCIAL, AND PHYSICAL
HEALTH SCALES

VA-HA VA-HI VI-HA VI-HI
(n = 948) (%) (1 = 106) (%) (n = 118) (%) (n = 20) (%) x?
Sex
Men 308 (32.4) 44 (41.5) 24 (20.4) 9 (45.0) 13.3%+
Women 640 (67.6) 62 (58.5) 94 (79.6) 11 (55.0)
Years of schooling
<3 601 (63.4) 72 (67.9) 85 (72.0) 16 (80.0) 6.0
>3 347 (36.6) 34 (32.1) 33 (28.0) 4 (20.0)
Financial status
Good 198 (20.8) 19 (18.0) 17 (14.4) 1(5.0) 6.6
Sufficient 424 (44.7) 46 (43.3) 54 (45.7) 11 (55.0)
Insufficient 326 (34.5) 41 (38.7) 47 (39.8) 8 (40.0)
Mood (mBDI)
Normal (<22) 677 (71.4) 60 (56.7) 57 (48.3) 9 (45.0)
Low (23-44) 224 (23.7) 37 (34.9) 49 (41.5) 6 (30.0) 45.7%%
Very low (45-66) 47 (4.9) 9 (8.4) 12 (10.2) 5(25.0)
Self-sufficiency (IADL):
Dependent (>1) 87 (9.2) 22 (20.8) 21 (17.1) 6 (30.0)
Indep. (0-1) 861 (90.8) 84 (79.2) 97 (82.9) 14 (70.0) 25.4%**
Cognition (MSQ)
Impaired (>2) 28 (3.0) 5 (4.7) 6 (5.1) 3(15.0)
Not imp. {0-2) 920 (97.0) 101 (95.3) 112 (94.9) 17 (85.0) 9.9
Sacial relationships (self)
Low (<12) 237 (25.0) 36 (34.0) 57 (48.4) 10 (50.0)
Middle (13-24) 464 (48.9) 54 (50.9) 44 (37.2) 7(35.0) 38.9%
High (25-36) 247 (26.1) 16 (15.1) 17 (14.4) 3 (15.0)
Physical health status
Good (5) 648 (68.3) 69 (65.1) B3 (70.3) 11 (55.0)
Border (6-10) 263 (27.7) 32 (30.2) 25(21.2) 8 (40.0) 8.8
Poor (11-20) 37 (4.0) 5(4.7) 10 (8.5) 1(5.0)
Sick days in bed
None 821 (86.6) 89 (84.0) 96 (81.4) 15 (75.0)
1-7 73 (7.7) 11 (10.4) 11 (9.3) 4 (20.0) 8.4
8-14 24 (2.5) 3(2.8) 4(3.3) 0(0.0)
>15 30 (3.2) 3(2.8) 7 (6.0) 1(5.0)

VA = Adequate visual function; HA = Adequate hearing function; VI = Visual impairment; HI = Hearing impairment. Financial status and housing
conditions are self-rated. Numbers in brackets are percentage for each group. * P < 0.05; ** P < 0.01; *** P < 0.001.
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TABLE 2. MULTIPLE LOGISTIC REGRESSION MODELS OF EFFECT OF EACH QUALITY OF LIFE
VARIABLE ON THE OTHER QUALITY OF LIFE PARAMETERS AND SENSORY FUNCTIONS

Independent Variables
Vision Hearing BDI SELF IADL MSQ Gender
Dependent Variable Impairment Impairment (Depressed) (Isolated) (Impaired) (Low) (Women)
BDI (depressed)
All Subjects 2.29%* 1.76** 3.66*** 1.47* 1.29 3.20%
(n=1192) (155-3.39)  (1.15-2.71) (2.67-5.02) (1.06-2.04) (0.64-2.61) (2.25-4.53)
SELF {low social rela-
tionships)
Adequate Hearing 1.98* 3.52%* 1.82%** 2.79%* 0.44***
(n = 1066) (1.28-3.07) (2.51-4.93) (1.29-2.56) (1.32-5.92) (0.32-0.61)
Adequate Vision 1.26 3.63* 1.79%** 2.56** 0.44**
n = 1054) (0.79-2.02) (2.57-5.13) (1.27-2.53) (1.20-5.46) (0.32-0.61)
IADL (low daily living
functioning)
Adequate Hearing 1.68* 1.49* 1.80** 2.73* 0.70*
(n = 1066) (1.08-2.60) (1.04-2.12) (1.28-2.54) (1.33-5.60) (0.51-0.97)
Adequate Vision 2,10 1.56** 1.78*** 2.42* 0.69*
(n=1054) (1.36-3.25) (1.09-2.23) (1.26-2.52) (1.16-5.02) (0.50-0.95)

The table shows five logistic models for mood level, social relationships, and daily living functioning with separate models when vision-hearing
interaction was present in univariate statistics. Values are odds ratio point estimates plus confidence intervals in brackets. BDI = Beck’s Depression
Inventory; SELF = Linn's Social scale; MSQ = Mental Status Questionnaire, * = P < 0.05; ** = P < 0.01; *** = P < (.001.



TABLE 3. ONE-WAY ANOVA FOR QUALITY-OF-LIFE PARAMETERS

F Statistic
VA-HA VA-HI VI-HA VI-HI df =
Variable (n = 948) (n = 106) (n =118) (n = 20) 3,1187)
SELF 18.6 (8.1) 15.9 (8.5) 15.1(7.9) 15.0 (7.7) 10, 1***
IADL 0.4 (1.0 0.8 (1.3) 0.7 (1.4) 1.3(1.7) 10.4**
BDI 16.8 (12.9) 19.9 (13.8) 24.2 (14.5) 29.9 (19.2) 17.1%**
MSQ 0.6 (0.9) 0.8 (1.1) 0.9 (1.1) 1.2 (1.6) 4.6**

VA = Adequate visual function; HA = Adequate hearing function; VI = Visual impairment; HI = Heatring impairment. Numbers are the mean (in
brackets: standard deviations) for each subgroup, * = P < 0,05; ** = P < 0.01; *** = P < 0.001 at the F-test.
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Preliminary data from our sample suggest that the
sensory aids can effectively reverse (at least in part)
the adverse effects of sensory impairment on the
QOL.* If these data are confirmed, they will contribute
to establish the value of routine evaluation for sensory
impairment in the elderly. This would have substantial
clinical meaning, especially if we consider that 80% of
primary care physicians do not routinely screen for
sensory impairment in their elderly patients.*?
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IS IT HEAVEN? PLEASANT VISUAL
HALLUCINATIONS IN NONAGENARIANS

To the Editor: Complex visual hallucinations are usually a
sign of acute psychopathology or gross cognitive impairment:
they have been reported in patients with senile dementia, late
paraphrenia, epilepsy, malignant hypertension, rumors, and
adverse drug reactions.! However, they may also occur in
people with an ophthaimologic disorder: the Charles Bonner
Syndrome is a condition in which otherwise healthy individ-
uals, i.e., withour demonstrable psychopathology, experience
vivid visual hallucinations.>* An analysis of the 64 cases
reviewed by Schultz and Melzack reveals that the syndrome
can occur at any age though it is more common in elderly
people.” During the last year, three very old patients, rwo
nonagenarians and an 87-year-old woman, have come to our
observation for “pleasant” complex visual hallucinations.

MARCH 1995-VQL. 43, NQO. 3

JAGS
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Case 1

A male, 93-years-old, with a university educartion, is in gen-
eral good health and suffers from a mild degenerative joinc
disease, predominantly affecting his left hip; there is no his-
tory of major diseases. The content of his hallucinations is the
representation of flowers (cyclamens’ fields, floods of wistar-
ias and lilacs), Renaissance paintings, Chinese tapestries, and
monumental squares. Hallucinatory symptoms have oc-
curred with a frequency of once/twice a week during the last
year. This partient is unimpaired in basic and instrumental
activities of daily living. His mental status is good, with a
MMSE score of 29/30. His Geriatric Depression Score is
7130. There is no evidence of psychopathology either anam-
nestic or present. There is no family history of mental dis-
eases. Neither epileptiform activity nor pathological slow
activity was observed during basal registration or hyperven-
tilation on EEG.

12



Case 2

A female, 92-years-old is a noblewoman with a secondary
school education. She is only moderately hypertensive and is
taking Enalapril 10 mg daily. She is in very good health and
has no history of major somatic disease. The content of her
visual hallucinations is characterized by flowers (chrysanthe-
mums and orchids) and by tropical plants and trees, paintings
(such as Botticelli’s Spring), golden frames, and silk currains
floating in the wind. Hallucinatory symptoms have occurred
three/four times a month during the last 3 months. Her
MMSE score is 30/30. She does not suffer from depressive

symptoms (GDS = 3/30). She is completely self-sufficient in
both ADL and IADL functions. There is no evidence of
psychopathology, either anamnestic or present. There is no
family history of mental diseases. Neither epileptiform activ-
ity, nor pathological slow activity was observed during basal
registration or hyperventilation on EEG.,

13



Case 3

This is an 87-vear-old female with primary education back-
ground. She suffers from a recent hip fracrure caused by an
accidental fall. Her MMSE is 25/30, and her GDS score is
10/30, indicating a mild degree of depression. Before the
fracture she was complerely self-sufficient in both ADL and
IADL functions.

The content of her hallucinations is poorer than the
previous two cases, bur equally pleasant: little geomerrical
and colorful flowers, floral tapestries, mountain brooks,
clouds moving fast in the sky, and waves crushing on the
shore. Hallucinatrory symproms occurred once/twice a week
during the last 3 years. In this old lady, as well, there was no
evidence of psychopathology, anamnestic or present, nor was
there a family history of mental diseases. EEG showed a
normal posterior alpha rhythm ar 10 Hz, bilateral and syn-
chronous, with short periods of theta rhyvthm (7 Hz), espe-
cially during hyperventilation, No epileptiform nor patholog-
ical slow acrivity was detected. The only common trait
among the patients was the presence of ocular pathology. The
93-year-old man (Case 1) suffers from bilateral cataract and
from the sequelae of a previous occlusion of the central
retinal vein in his left eve. Visual acuiry is 20/30 in the right
eye, and the left eve is complerely blind.

14
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The 92-vear-old woman (Case 2) suffers from a cataract
reducing her visual acuiry to 18/30 in the right eve and from
an opacity of the lens outside the lefr visual axis; presently,
there is no indicartion for surgerv. The visual evoked potential
revealed a normal bilateral N73 response and a slightly
delayed bilateral P100 response: right eve 113 msec, left eye
112 msec (laborarory range = 21-110 msec). Wave ampli-
tude was normal in the left and reduced in the right eye.

The second woman {Case 3) suffers from bilateral cata-
racts, reducing visual acuity in her lefteve ro 1.53/30 and in her
right eye to 15/30, for which there is an indication for surgery
extraction. The visual evoked potential showed a bilaterally
delayed P100 (right eye 126 msec, left eve 1235 msec) with a
normal amplitude in the leftr and reduced in the right eye.

In all three cases, the onset of the hallucinarions was not
associated with a detecrable change of vision; hallucinations
are stopped by focusing atrention on a specific object. Results
are consistent with earlier reporrs suggesting that these hal-
lucinations are not due to psyvchopathology or compromised
cognitive functioning. Our patients do not suffer from mental
disorders, and their insight is good.

15
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Because there are not symproms of mental diseases, it
could be proposed that complex visual hallucinations repre-
sent ongoing neural activity in the visual system following eye
damage. Sensory deprivation might produce patterns of nerve
impulses that give rise to visual experiences.” Complexity of
hallucinations is probably atiriburable to the degree of
schooling and culture of the patients: the richer the cultural
background, the greater the complexity of psychic symptoms.

Occurrence of visual hallucinations in old age is fre-
quently described, but, in general, they are negative and
unpleasant symptoms of mental diseases or the phenomenon

16



of adverse drugs effects. In our three very old patients, emo-
tional reactions to the visual hallucinations were positive and
perceived as pleasant; the 92-vear-old woman was onily wor-
ried that the symptoms were prodromes of impending death
(1s it Heaven?).

Literature observations suggest that the Charles Bonnert
Syndrome is frequently overlooked or misdiagnosed by both
ophthalmologists and psychiatrists. This may be true also for
gerlatricians.

Renzo Rozzini, MD

P. Richiedei Hospital Gussago

Roberto Mai, MD

Dante Facchetti, MD

Fondazione Clinica del Lavoro, Centro Medico di Gussago
Marco Trabucchi, MD

Geriatric Research Group

MARCH 1995-VOL. 43, NO.3  JAGS Brescia, Italy
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The serious eye problems that tend to
occur during old age are caused by a
disorder, not only by aging itself.
Examples are glaucoma, retinopathy,
macular degeneration, and cataracts.

(The Merck Manual of Health & Aging, 2004)
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Severe vision loss and blindness have always been an issue
going far beyond the mere functional loss and respective
medical-ophthalmological treatment into culture, society,
and fundamental questions concerning the human condition.
The prophet Tiresias in Greek mythology was blind but also
was able to offer wise recommendations and helpful forecasts.
The idea that blindness may bring man to fundamental
insights, new “ways of seeing’, and extraordinary achieve-
ments has persisted through cultural history. The secular
trend version of this cultural history comes with the more
recent significant expansion of life expectancy, increasingly
making the older adult the standard patient of eye care
specialists. APO now provides a rich portfolio of research
supporting the view that many older adults continue, in a
sense, in the Tiresias tradition and are able to make the best
out of their vision impairment. However, major subgroups of
older adults with vision impairment also are in need of high-
quality professional support to improve their psychosocial
adaptation. Although promising intervention research has
also been generated within APO, such psychosocial support
services currently seem to be more the exception than the
usual or even standard professional offer in the USA, as well as
in Europe or other regions of the world. This is disappointing
and requires that the multiprofessional treatment and reha-
bilitation of visually impaired older adults should find high

priority in public health terms in the future:

Hans-Werner Wahl

Journal of Ophthalmology
Volume 2013, Article ID 278135, 11 pages
http://dx.doi.org/10.1155/2013/278135
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Cataracts are usually age related and are the
leading cause of blindness in the world.
Cataracts affect whites more frequently than
other races, especially with increasing age.
Severe contrast sensitivity impairment resulting
from cataract disease increases at-fault
automobile crash risk, even when affecting only
1 eye.

(Landefeld CS. et al. Current Geriatric - Diagnosis & Treatment, 2004)
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A change in vision is often the most undeniable sign of aging.
Between the ages of 40 and 50, most people notice that
seeing objects closer than 2 feet becomes difficult. This
change in vision, called presbyopia, occurs because the lens in
the eye stiffens. Normally, the lens changes its shape to help
the eye focus. When the lens stiffens, the eye cannot easily
focus on objects that are close.
Many people try to ignore presbyopia for as long as they can.
But ultimately, almost everyone with presbyopia ends up
wearing reading glasses. People who need glasses to see
distant objects may need to wear bifocals or glasses with
variable-focus lenses.

(The Merck Manual of Health & Aging, 2004) 21
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As people continue to age, vision changes in other ways. Seeing in dim
light becomes more difficult. This change occurs because the lens tends to
become denser. Light passes through the lens to the retina at the back of
the eye. A denser lens means that less light enters the eye. Also, the
retina, which contains the cells that sense light, becomes less sensitive.
So for reading, brighter light is needed. On average, 60-year-olds need 3
times more light to read than 20-years-olds.

With aging, the pupil of the eye reacts more slowly to changes in light.
Light enters the eye through the pupil, which widens or narrows to let
more or less light in. Consequently, older people may be unable to see
when they first enter a dark room. Or they may be temporarily blinded
when they enter a brightly lit area. This effect is particularly bothersome
when a person enters or leaves a dark movie theater or drives in or out of
a dark tunnel. Older eyes are less able to adjust partly because the
muscles that widen and narrow the pupils tend to weaken as people age.
Older people may also become more sensitive to glare (bight light that
shines directly or is reflected into the eyes). However, increased sensitivity
to glare is usually due to an eye disorder, such as cataracts.

22

(The Merck Manual of Health & Aging, 2004)
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Colors are perceived differently as people age. This change
occurs partly because the lens tends to yellow slightly with ag-
ing. Yellowing affects how colors at the blue-violet end of the
light spectrum are seen. Blues tend to lose their vividness and
look more like gray. This change is insignificant for most people.
However, older people may have trouble reading black letters
printed on a blue background or reading blue letters. At the
other end of the spectrum, reds tend to appear more vivid.

The ability to see differences in shades and tones and to see
fine details decreases. This change probably occurs because the
number of nerve cells that transmit visual signals from the eyes
to the brain decreases. This change affects the way depth is per-
ceived, and judging distances becomes more difficult.

(The Merck Manual of Health & Aging, 2004) 23
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Older people may see more tiny black specks moving across
their field of vision. These specks, called floaters, are bits of fluid
within the eye that have solidified. Floaters do not significantly
interfere with vision. Unless they suddenly increase in number,
they are not a cause of concern.

(The Merck Manual of Health & Aging, 2004) 24
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Many older people are bothered by dry eyes. This change
occurs because the number of cells that produce fluids to lubri-
cate the eyes decreases. In some older people, tear production
decreases.

(The Merck Manual of Health & Aging, 2004)
25



The Telegraph
NHS urged to act more quickly to stop elderly patients going blind m

i

AMD is the leading cause of blindness in the UK CREDIT: CLARK AND COMPANY

By Laura Donnelly, HEALTH EDITOR
23 JANUARY 2018 - 8:00PM 26



Age-related macular degeneration classification

AMD
classification

Definition

Mormal eyes * MNosigns of age-related macular degeneration (AMD)
» Small ("hard") drusen (less than 63 micrometres) only
Early AMD * |Low risk of progression:

https://www.nice.

o medium drusen (63 micrometres or more and less than 125 micrometres) or
o pigmentary abnormalities
» Medium risk of progression:
o large drusen (125 micrometres or more) or
o reticular drusen or
¢ medium drusen with pigmentary abnormalities
s High risk of progression:
o large drusen (125 micrometres or more) with pigmentary abnormalities or
o reticular drusen with pigmentary abnormalities or

o vitelliform lesion without significant visual loss (best-corrected acuity better than
&6/18) or

o atrophy smaller than 175 micrometres and not involving the fovea

org.uk/guidance/ng82/chapter/recommendations (CO ntin UEd)

27



Age-related macular degeneration classification

AMD Definition
classification

Late AMD » Retinal pigment epithelial (RPE) degeneration and dysfunction (presence of
(indeterminate) degenerative AMD changes with subretinal or intraretinal fluid in the absence of
neovascularisation)

* Serous pigment epithelial detachment (PED) without neovascularisation

[ Tablel Age-related macular degeneration

Late AMD (wet s Classic choroidal neovascularisation (CNV)
active) . o
s QOccult (ibrovascular PED and serous PED with neovascularisation)
» Mixed (predominantly or minimally classic CNV with occult CNV)

* Retinal angiomatous proliferation (RAP)

» Polypoidal choroidal vasculopathy (PCWV)

Late AMD (dry) = (Geographic atrophy (in the absence of neovascular AMD)
» Significant visual loss (6/18 or worse) associated with:

o dense or confluent drusen or

o advanced pigmentary changes and/or atrophy or

o vitelliform lesion

https://www.nice.org.uk/guidance/ng82/chapter/recommendations (CO ntin UEd)



Age-related macular degeneration classification

) =N
—

AMD Definition
classification

Late AMD (wet s Fibrous scar
inactive) ]
s 5Sub-foveal atrophy or fibrosis secondary to an RPE tear

» Atrophy (absence or thinning of RPE and/or retina)

» Cystic degeneration (persistent intraretinal fluid or tubulations unresponsive to

treatment)

MNB Eyes may still develop or have a recurrence of late AMD (wet active)

https://www.nice.org.uk/guidance/ng82/chapter/recommendations
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Vision loss and disability

The effect of AMD on a patient's life can be devastating because vision loss 1>
one of the major contributors to loss of independence and diminished quality
of life in older persons. Williams and colleagues interviewed 86 patients with
AMD and found that their overall ratings of quality of life were sub stantially
lower than those of visually intact older persons, older persons with severe
chronic obstructive pulmonary disease, or patients with AIDS. Compared with
older persons who have intact vision, the patients with AMD were 8 times
more likely to have trouble shopping, 13 times more likely to have difficulty in
managing finances, 4 times more likely to have problems with meal
preparation, 9 times more likely to report difficulty with light housework, and
12 times more likely to have trouble using a telephone.

Another study found that persons with impaired vision were almost twice as
likely as unimpaired persons to experience a fall or a broken hip. They were 3
times as likely to have difficulty in walking, 3.3 times more likely to have
trouble getting outside, 3.1 times more likely to have difficulty in managing
their medications, and 3.5 times more likely to have problems with meal
preparation. Vision loss in the elderly is a significant contributor to functional
limitations and reduced quality of life.

(Casten RJ, Rovner BW. Psychiatric Times 23(16):1-3, 2006)
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Visual Impairment and Quality of Life Among Older
Adults: An Examination of Explanations for the
Relationship

Robyn Lewis Brown! and Anne E. Barrett?

Objectives. We examine 4 potential explanations for the lower quality of life reported by older adults with greater visual
impairment.

Methods. Using 2 waves of data from a nationally representative sample of older persons (a subsample of the Americans’
Changing Lives Study, 1986 and 1989), we run residual change regression analysis to assess the extent to which the effect
of visual impairment on quality of life, indicated by depressive symptoms and life satisfaction, is explained by changes in each
of the following: (1) activity limitations; (2) socioeconomic resources, measured as income and financial strain; (3) social
resources, indicated by social integration and perceived support; and (4) psychological resources, measured by self-efficacy.

Results. Higher levels of visual impairment are associated with more depressive symptoms and lower life satisfaction
over the 3-year period. Each hypothesized mediator plays a role in explaining the effect of visual impairment on declines
in quality of life; however, the strongest mediating effects are found for self-efficacy.

Discussion. By identifying multiple pathways through which visual impairment diminishes quality of life among older
adults, this study highlights the importance of multipronged intervention efforts.

Key Words: Coping resources—Quality of life—Visual impairment.

The Journals of Gerontology, Series B: Psychological Sciences and Social Sciences,
66(3), 364-373, 2011 31
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Our findings provide further evidence of the negative ef-
fect of visual impairment on quality of life and a range of
factors that influence it. Consistent with previous work and
supporting our first hypothesis, we find significantly greater
declines in quality of life, as indicated by more depressive
symptoms and lower life satisfaction, among older adults
who report a greater degree of visual impairment. Our re-
sults also support our second hypothesis. We find that expe-
riencing greater visual impairment is significantly associated
with more activity limitations and fewer socioeconomic, SO-
cial, and psychological resources at baseline. In addition,
greater visual impairment significantly predicts increases in
activity limitations and financial strain and declines in so-
cial integration and self-efficacy over three years.

(Lewis Brown R, Barrett AE. The Journals of Gerontology, Series B:
Psychological Sciences and Social Sciences, 66(3), 364—-373, 2011)
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In addition to examining effects of visual impairment on
quality of life as they unfold over a longer time span, future
research should examine whether the strength of the effects
or underlying processes vary across segments of the elderly
population. Sources of potential variation include gender,
race—ethnicity, and SES, as well as the community-dwelling
population compared with nursing home residents; each of

these contrasts points to variation in levels of resources
to address challenges faced in later life, including visual
impairment.

(Brown RL, Barrett AE. The Journals of Gerontology, Series B: Psychological
Sciences and Social Sciences, 66(3), 364-373, 2011) 33
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RESIDENTS’ PERSPECTIVES ON LIVING WITH
VISION IMPAIRMENT IN LONG TERM CARE: AN

UNSEEN FACTOR IN QUALITY OF LIFE AND

et B s APPROPRIATENESS OF CARE

Abstract

Few qualitative studies have explored the day-to-day experiences of people with vision impairment living in assisted living.
Long-term care residents with wision impairment are more likely to have problems with ADLs, like dressing and feeding
themselves, and increased rates of depression, social isolation, and falls. To better understand how visual health may impact
care and quality of life in long-term care, this qualitative study used semi-structured interdiews to consider the direct
experiences of vision impairment among residents of an assisted living facility within a continuing care retirement community
(CCRC) in the United States [M=13). Results indicate that vision impairment may be an ‘unseen’ and often overlocked
experience among institutionalized elders that is critical for appropriate care and improving quality of life. Residents' reported
impact of wvision impairment on daily life and their reported coping strategies are discussed, yielding implications for
adaptations of individuals, caregivers, and long-term care institutions and staff.

Key words: Long-term care, ageing, vision impairment, disability, institutionalized care, care providers.

34
(Journal of Nursing Home Research 2:34-40, 2016)
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CaitlinMorgan

INSURANCE SERVICES

What Assisted Living Facilities Can Do to Care
for Visually Impaired Residents

! Posted on: January 4, 2012 by Chris Murray
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» Improving contrast, especially in transitions between 3’“3
walking areas or where steps are present. Painting door
trim a different color than surrounding walls can prevent
bump hazards.

» Controlling glare by using adjustable lighting fixtures and
appropriate window coverings.

» Removing trip/slip hazards promptly, including wet areas,
loose floor coverings, and cords or wires that can cause
injury.

» Communicating any changes in furniture arrangement or
equipment moving beforehand.

» Explaining any unusual noises.

» Providing directions with clear verbal directions,
especially when helping new residents learn the different
areas of the facility. Bold, easy to read signage can also
provide navigational directions.

(Murray C. What assisted living facilities can do to care for visually impaired residents. 36
January 4, 2019. www.caitlin-morgan.com)



» Creating a moral support system between staff, residents,

and visitors, especially family members of elderly residents.

» Speaking directly to those affected by vision loss instead of
talking around them.

» Encouraging open communication between staff and
residents.

» Allowing visually-impaired residents to set the pace and
tone of interactions.

» Not making assumptions about how much or how little a
given resident can see — there are different levels of visual
impairment.

» Offering help where needed while fostering a sense of
independence among residents.

(Murray C. What assisted living facilities can do to care for visually impaired residents.
January 4, 2019. www.caitlin-morgan.com)
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» "My sister is blind and has other health problems that make nursing home
care necessary. What should | look for to make sure she gets the care she
needs?"

» Blindness, in and of itself, is not a sickness. Most people who are blind do
not live in nursing homes. However, some people who need nursing home
care for other reasons happen to be blind. Here are a few things to
consider in choosing a nursing home suitable for a person who is blind:

» Are there other blind people living in the home? What do they do all day?

» Do they have talking books? If not, they may receive them without cost
from the National Library Service for the Blind and Physically Handicapped
of the Library of Congress.

» Are blind residents encouraged to travel independently around the home?
Will staff members show new residents where to find the dining room, or is
it automatically assumed that blind people must be taken everywhere they
wish to go?

» Do blind residents participate in the regular activities of the home? They
should.

» Are residents who want to learn Braille encouraged to do so? Do staff
members speak to patients upon entering or leaving a room?

(Older Blind and Visually Impaired Persons.

continued
National Federation of the Blind, 1994) ( )



» Do staff move the personal belongings of residents without notifying them ?1“3
or asking their permission?

» Are blind residents who used to enjoy needlework encouraged to continue
with this hobby and shown ways to do needlework as a blind person?
Knitting, crocheting, weaving, and other such skills are truly handwork and
do not require sight.

» Are large print or Braille bingo cards, playing cards, and scrabble sets
available?

» Does the home have good lighting? Can people have high intensity lamps
with low glare in their rooms? Are public areas well lit? Is attention paid to
reducing glare?

» Are blind people in wheelchairs routinely told about their surroundings if
they are being pushed from one place to another?

» Itis sometimes hard, particularly if a person has a severe hearing loss, to
tell very much about surroundings while sitting in a wheelchair. This
purpose can be accomplished in the course of a general conversation. Ask
the director of nursing if there has been a staff training session on
blindness recently. If there has not, we can probably find a local blind
person who would be glad to offer staff training.

(Older Blind and Visually Impaired Persons. National Federation of the Blind, 1994) 39
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THE NEW OLD AGE

A Change in Medicare
Has | herapists Alarmed

Medicare revamped its reimbursement policy for physical,
occupational and speech therapy in nursing homes. That has

left some patients with less help.

By Paula Span

MNov. 29, 2019
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Visual impairment and risk s

of depression: A longitudinal
follow-up study using a national
sample cohort

Hyo Geun Choil*3, Min Joung Lee® & Sang-Mok Lee ()3

The association of visual impairment and depression has been investigated in several studies based
on a cross-sectional design, which cannot delineate temporal relationships. In the present study,

we evaluated the influence of visual impairment on depression in all age groups using a longitudinal
database of a national sample cohort from 2002 to 2013 provided by the Korean National Health
Insurance Service. Of a total of 1,025,340 subjects, 5,846 participants who were registered as visually
impaired persons without a previous diagnosis of depression were enrolled at a 1:4 ratio with 23,384
control participants matched for age, sex, income, and region of residence. The crude and adjusted
(age, sex, income, region of residence, hypertension, diabetes, and dyslipidemia) hazard ratios (HRs)
for the development of depression between the visually impaired and control groups were analyzed
using a Cox proportional hazards model. Visual impairment increased the risk of depression after
adjusting for age, sex, income, region of residence, hypertension, diabetes, and dyslipidemia (adjusted
HR=1.19, P =0.002). The risk of depression increased significantly in both the non-blindness visual
impairment (adjusted HR=1.15, P=0.036) and blindness subgroups (adjusted HR=1.31, P =0.016),
with a higher HR in the blindness subgroup.

SCIENTIFICREPORTS| (2018) 8:2083
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Table 2. Crude and adjusted hazard ratios (95% confidence interval) of visual impairment for depression. *Cox
proportional hazard regression model; significant at P < 0.05. "Adjusted model for age, sex, income, region of
residence, hypertension, diabetes, and dyslipidemia.

Depression
Characteristic Crude P-value | Adjusted’ P-value
Total visual impairment (n =29,230)
Visual impairment 1.22(1.09-1.36) 0.001°% 1.19 (1.06-1.33) 0.002°*
Control 1.00 1.00
Non-blindness visual impairment (n=23,140)
Visual impairment 1.17 (1.03-1.33) 0.017%* 1.15(1.01-1.31) 0.036*
Control 1.00 1.00
Blindness (n =6,090)
Visual impairment 1.37 (1.10-1.70) 0.005%* 1.31 (1.05-1.64) 0.016%*
Control 1.00 1.00

(Choi HG et al. Scientific Reports 8(2083):1-8, 2018) 42
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Table 3. Crude and adjusted hazard ratios (95% confidence interval) of visual impairment for depression for
age and sex subgroups. *Cox proportional hazard regression model; significant at P < 0.05. Adjusted model for
age, seX, income, region of residence, hypertension, diabetes, and dyslipidemia.

Depression
Characteristic Crude P-value | Adjusted’ P-value
Young (0-29 years old, n=3,485)
Visual impairment 1.39(0.95-2.04) | 0.095 1.30 (0.88-1.92) | 0.186
Control 1.00 1.00
Middle-aged (30-59 years old, n =14,140)
Visual impairment 1.31(1.11-1.55) | 0.001* 1.26 (1.07-1.49) | 0.006*
Control 1.00 1.00
Elderly (60+ years old, n=11,605)
Visual impairment 1.11 (0.95-1.31) | 0.203 1.11 (0.94-1.30) | 0.228
Control 1.00 1.00
Male (n=17,405)
Visual impairment 1.22(1.04-1.43) | 0.012% 1.19 (1.02-1.40) | 0.029*
Control 1.00 1.00
Female (n=11,825)
Visual impairment 1.21(1.04-1.41) | 0.017* 1.19 (1.01-1.39) | 0.032%
Control 1.00 1.00

(Choi HG et al. Scientific Reports 8(2083):1-8, 2018)
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Review Article

The Psychological Challenge of Late-Life Vision Impairment: VY
Concepts, Findings, and Practical Implications

Hans-Werner Wahl

The intention is to summarize the body of evidence speaking to the
psychological challenges faced by visually impaired older adults, as well as
their coping efforts. This evidence is substantiated by a rich set of concepts,
theories, and empirical findings that have accumulated under the umbrella of
age-related psychoophthalmology (APO). | introduce the field of APO and
continue with a discussion of important concepts and theories for a better
understanding of adaptational processes in visually impaired older adults.

| then summarize the most relevant and most recent data from four areas:

(1) everyday competence, (2) cognitive functioning, (3) social functioning, and
(4) subjective well-being-related outcomes, depression, and adaptational
processes. Thereafter, major insights related to the current state-of-the art
psychosocial interventions with visually impaired older adults are reviewed.

| close with the need that the public health community should become more

aware of and address the psychosocial needs of visually impaired older adults.

Journal of Ophthalmology
Volume 2013, Article ID 278135, 11 pages 44
http://dx.doi.org/10.1155/2013/278135



International research

Psychosocial needs of elderly visually
impaired patients: pilot study of

patients’ perspective

Elizabeth A King, Sarah EL Gilson, Robert C Peveler

Background The diagnosis of severe eye disease
is a traumatic event that may result in depression
that, if untreated, has a poor prognosis, and can
exacerbate effects of co-existing medical condi-
tions. The perceived psychosocial needs of patients
have not been well studied.

Method In this pilot study we interviewed 66
elderly (65+ years) sight-impaired patients recruited
from general practitioner (GP) practices and mem-
bers of a local Society for the Blind, in one-off
appointments using four interviewer-administered
measures. We recorded their recollections of re-
action to diagnosis; support received from clin-
icians; and current levels of functioning and
health with a view to identifying unmet needs.
Thirty-six of the 66 respondents were registered
blind (21) or partially-sighted (15), and 30 were
not registered.

Results Over 70% of the blind or partially sighted
respondents had felt depressed following diag-
nosis, and 81% of the blind and 60% of the

partially sighted were currently depressed. Mean
Geriatric Depression Scale (GDS) scores for blind
individuals were significantly higher P<0.01 than
tor not-registered individuals. Visual Functioning
Questionnaire (VFQ-25) scores indicated lower
levels of social functioning for blind than partially
sighted individuals. Many respondents reported
difficulty in talking about their worries to their
doctors, and expressed a need for more infor-
mation about their diagnosis.

Conclusion Severe sight loss appears to be asso-
ciated with long-term emotional distress and
poor social functioning, but many respondents
did not perceive their doctors as sympathetic.
Regular health checks in primary care of severely
visually impaired older patients could both ident-
ify depression, and monitor changing needs of
patients with degenerative sight problems.

Keywords: blind, elderly, psychosocial needs

oY

Primary Care Mental Health 20074
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Recommendations for further research include:
assessing the attitudes of primary and secondary
clinicians with respect to their role at diagnosis

and assessment of mental health of newly diagnosed
patients with severe sight problems; how and by

whom needs can be best assessed; and ways in which

identified needs can be addressed. Controlled trials
should then be undertaken to test the effectiveness
of implemented suggestions.

(King EA et al, Primary Care Mental Health 2007;4)
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Ageing vision and falls: a review

Liana Nafisa Saftari and Oh-Sang Kwon'

Abstract

Background: Falls are the leading cause of accidental injury and death among older adults. One of three adults
over the age of 65 years falls annually. As the size of elderly population increases, falls become a major concern for
public health and there is a pressing need to understand the causes of falls thoroughly.

Main body of the abstract: While it is well documented that visual functions such as visual acuity, contrast sensitivity,
and stereo acuity are correlated with fall risks, little attention has been paid to the relationship between falls and the
ability of the visual system to perceive motion in the environment. The omission of visual motion perception in the
literature is a critical gap because it is an essential function in maintaining balance. In the present article, we first review
existing studies regarding visual risk factors for falls and the effect of ageing vision on falls. We then present a group of
phenomena such as vection and sensory reweighting that provide information on how visual motion signals are used to
maintain balance.

Conclusion: We suggest that the current list of visual risk factors for falls should be elaborated by taking into account the
relationship between visual motion perception and balance control.

Keywords: Falls, Ageing, Vision, Visual motion perception, Postural balance, Vection
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Visual function unavoidably deteriorate with age, and
the deterioration of visual function in turn increases fall
risk [15, 20, 28, 29]. In this section, we will first provide
an overview of anatomical and functional changes in the
visual system in the elderly and will then review the
studies that examined whether and how specific deficits
in visual functions are correlated with fall risks. Both the

effects of ageing on visual functions and the relationship
between the visual functions and fall risk are summa-
rized in Table 1. Notably, although numerous studies
have reported a significant correlation between diverse
visual declines and falls, the correlation between the

ability of processing visual motion signal and fall risk

has not been reported [t is an important gap in the lit-
erature because visual motion signals induce an auto-
matic reaction of the balance control system. We will
discuss the relationship between visual motion percep-
tion and balance control further in the next section.

Saftari and Kwon Journal of Physiological Anthropology (2018) 37:11
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Tactile acuity, aging, and braille reading in long-term blindness.

5+ exPORT ¢ Add To My List B8 © Request Permissions %< Database: PsycARTICLES ~ Joumal Article

Stevens, Joseph ©. Foulke, Emerson  Patterson, Matthew Q.

Citation

ST.E"-I'EI'IS, J. 'C_, FDU]KE, E., & PEITTE‘TS'DJ'I, M. Q. (1 995]_ Tactile EICU]T}', aging, and braille reading in |CIF'IQ-TEFJT[ blindness. Journal
of Experimental Psychology: Applied, 2(2), 91-106. hitps://doi.org/10.1037/1076-898X.2.2.91

Abstract

Tactile acuity came under investigation in 63 blind and 63 age-matched, sighted adults. Measures comprised thresholds for
discriminating gaps, length {lines), and orientation {along vs. across the finger). Acuity of blind and sighted participants' index
fingertip declined as a function of age at the same rate: roughly 1% threshold rse per annum. Slower braille reading paralleled this
decline, as assessed with a tactile adaptation of the Tinker-Carver test. From youths to elders, however, blind participants
outperformed sighted participants with the fingertip but not the lip, a site of commensurate acuity. Experimental trials of enlarged
braille and development of a tactile Snellen-type chart for screening of acuity-related difficulty suggest themselves as promising
applications. (PsycINFO Database Record (c) 2016 APA, all rights reserved)
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The decline in many visual functions in older adults can
be directly attributed to anatomical changes of the eye-
ball. The anatomical changes reduce the quality of sen-
sory inputs to higher-level visual processing and, as a
result, visual functions deteriorate. However, some func-
tional declines cannot be fully explained by anatomical
changes. Declines of computational efficiency and com-
pensatory heuristics in the higher-level visual processes
are responsible for those functional changes. In this sec-
tion, we will review anatomical changes of eyeball first

and functional declines of vision in general.

Saftari and Kwon Journal of Physiological Anthropology (2018) 37:11
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How to Make Life Easier and Safer for Seniors with Low Vision W

Carol Bradley Bursack(/authors/carol-bradley-bursack)

Provide Moral Support

It’s important to create a strong support system for those with new or
worsening visual impairments. Encourage your loved one to remain active
with their friends and stick with the hobbies and pastimes they enjoy.
Offer to accompany or assist them with these things so they can be more
confident in their ability to participate.

Encourage open and honest communication as well. Some people with
low vision experience hallucinations known as Charles Bonnet syndrome
(CBS). This is often confused with dementia but is very different. Although
these hallucinations are harmless, they can be unsettling. Let your loved
one know they can talk to you about new symptoms and if something
seems to be amiss.

Seniors often worry that sight impairments will affect their ability to live
independently. Put your loved one at ease by suggesting resources that
will allow them to remain independent, and help them implement the tips

above to improve their ability to complete day-to-day tasks on their own. &1

https://www.agingcare.com/articles/making-life-easier-for-older-adults-with-low-vision-177792.htm



