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Abstract

It has been estimated that in 2002, there were
about 124 million people worldwide who had low
vision. These people have best visual acuity (VA)
ranging from worse than 6/18 but equal or better
than 3/60 in the better eye after treatment and or
standard refraction. In terms of visual field (VF),
they have VF loss of less than 20 degrees in the
better eye with best possible correction?. Low vi-
sion may result from congenital or acquired dis-
eases, trauma, uncorrected refractive error or other
ocular disorders. Although such people may be
amenable to medical or surgical interventions, they
may be assisted to maximize their remaining vision
by using optical, non-optical or electronic devices
or combinations of these. Illumination control or
environmental modifications may also assist. As
a result of the low vision, the patient may have
social, psychological, economic and other related
problems which need to be addressed along with

the visual problems. For effective rehabilitation of
the low vision patient therefore, a multidisciplinary
team approach needs to be employed. In this ap-
proach, professionals from a number of disciplines
are independently involved in the assessment and
management of the patient. The purpose of this
review article is to highlight the importance of a
multidisciplinary approach to low vision rehabilita-
tion, the various professionals and their roles that
may be involved in the rehabilitation of the low vi-
sion patient. This article will increase knowledge
of rehabilitation of patients with low vision and
may improve the services offered to such patients.
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Low vision is a condition in which the visual acu-
ity and visual field that a person has cannot be im-
proved medically, surgically or by standard refraction
to VA of 6/18 or better or visual field of >20 degrees
in the better eye?. The prevalence of low vision is
likely to increase significantly because the percentage
of elderly people, who are most often afflicted with
low vision, is increasing®. As a result of low vision,
the patient would have difficulty performing many
Activities of Daily Living (ADL) and would require
rehabilitation programme. Rehabilitation in relation
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to health care has been defined as a process of help-
ing handicapped individuals move from positions of
dependency toward positions of independence in a
community of their choice® and this definition applies
to low vision rehabilitation. The rehabilitation of a
person with low vision requires a programme which
involves a holistic consideration of the person’s so-
cial, economic and psychological needs rather than
concentrating only on his or her visual needs.

Low vision can affect the quality of life of the per-
son who has the condition. It has been reported that
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most patients would benefit from rehabilitation proc-
esses provided by the low vision service and would
thus be able to improve their Quality of Life (QoL)%
Such programmes rely on an interdisciplinary team of
professionals or para-professionals to provide an ef-
fective service. The various professionals who could
be part of the vision rehabilitation team include the op-
tometrist, ophthalmologist, psychologist, psychiatrist,
audiologist, social worker, occupational therapist,
special educator, orientation and mobility instructor,
reading specialist, visual therapist and physiothera-
pist. The role of each of these professionals is briefly
discussed in this article.

Optometrist

Low vision care with respect to optometry is a
relatively new but rapidly growing field of eye care.
According to Stelmar®, the use of low vision devices
which include telescopes and microscopes to enhance
vision was not discussed in the ophthalmic literature
until 1910. A team approach, utilizing the rehabilita-
tion medicine approach has been advocated by Mas-
sof et al® and is still being developed®. The optom-
etrist is part of a rehabilitation team concerned with
helping the visually impaired patient functioning to
his or her full potential. The optometrist is often the
first professional that the low vision patient contacts
in the rehabilitative team and he or she is involved
with the visual assessment, diagnosis of the cause and
the degree of visual disability.

Although, there may be no possibility of revers-
ing the visual impairment of the low vision patient,
the person with the condition can return to an active,
productive, rewarding and independent lifestyle with
low vision devices and rehabilitation training’- 8. For
instance, a person who otherwise may not be able to
move around independently due to visual impairment
may be able to do so after undergoing a visual ex-
amination, provision of a telescope and appropriate
mobility training. A person who is not able to read
personal mail due to reduced vision, and had to de-
pend on others for this task may on acquiring a mag-
nifier (spectacle, hand or stand) of appropriate power
and training be able to read such post independently.
Also, a student who suddenly becomes visually im-
paired and therefore, is not able to continue his or her
studies may be able to resume such studies after ac-
quisition of relevant optical and/or electronic devices

The South African Optometrist

OA Oduntan- A review of rehabilitation of low vision patients

and training in their use. Furthermore, a person may
lose his or her job as a result of low vision. With ap-
propriate low vision devices, training and counseling,
he or she may be able to secure another job. Optom-
etrists therefore, have a great role to play in the reha-
bilitation of the low vision patient.

With regard to optometry, rehabilitation includes
educating the patient about low vision, referral to
community resources, teaching the client how to ec-
centrically view and read more effectively, the use of
both optical and non-optical assistive devices and in
some cases sensory substitution® for ADL. It has been
reported that improvement in both near and distance
vision activities would improve daily functioning and
remove barriers to ADL,

Many people with low vision are frustrated be-
cause they can no longer engage in simple activities
such as reading their letters while others feel socially
isolated because they can no longer travel independ-
ently as they used to. Therefore, vision rehabilitation
for patients with low vision can involve a range of
services depending to a large extent on the degree of
vision loss't. The services required may include pro-
grammes for independent living, the provision of as-
sistive devices and training programmes, low vision
therapy, orientation and mobility training, and crea-
tion of job opportunities for the visually impaired™*.
Some of these activities can be provided by the op-
tometrist.

Once the patient has been referred to such a pro-
gram, it is the duty of the multidisciplinary reha-
bilitation team to ensure the cooperation and active
participation of the patient in the entire rehabilitation
process'?. Rehabilitation strategies for patients have
been considered to be functional, goal or attitude
oriented®. The functional oriented strategy consists
of providing the patients with assistive technology,
teaching them the alternative strategies and recom-
mending environmental modifications with the aim
of helping them to achieve specific behavioral goals’.
The goal oriented strategy, in turn consists of assist-
ing the patient to engage in specific behavioral activi-
ties (such as reading the newspaper) that the patient
wants to perform but no longer can because of visual
impairment’. With regard to low vision, the function-
al and goal-oriented strategies are within the domains
of the optometrist. The optometrist may also be able
to provide some attitude-oriented strategies, but this
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is particularly within the domain of psychologists or
psychiatrists.

Referral to other professionals, services or resourc-
es is one of the roles of the optometrist. Although
optometry training includes caring for patients with
low vision, not all optometrists engage in low vision
care and therefore an optometrist may refer a low vi-
sion patient to another optometrist for further care.
Depending on the ocular clinical findings, the optom-
etrist who engages in low vision care may refer the
low vision patient to other professionals. In certain
cases, referral should take place before the optometric
management is commenced because the assessment,
treatment and rehabilitation outcome of one profes-
sional can influence the activities of the other. For in-
stance, referral to the ophthalmologist for active dis-
ease management should be done before optometric
services are commenced, otherwise the use of low vi-
sion devices may not be successful. Also, low vision,
like other disabilities is frequently associated with
psychological, social and economic consequences;
therefore patients with the low vision should be seen
as a whole person having ranges of physical and psy-
chological needs®3. Therefore, if there are indications
of serious emotional reactions as a result of the vision
loss, the patient may need to be referred for psycho-
logical management before optometric management.
The optometrist also refers the low vision patients to
other relevant services, particularly social services,
orientation and mobility training, applications for fi-
nancial assistance such as transport subsidies and dis-
ability support, if the eligibility criteria are met*,

A major role of the optometrist is to prescribe ap-
propriate low vision optical, electronic or non-opti-
cal devices which would enable the patient to achieve
certain functional goals. Following the establishment
that the patient is a low vision patient and absence of
a need for a referral, the optometrist would examine
the patient. The conventional pattern of basic vision
assessment generally includes case history, visual
acuity measurement, refraction (objective and sub-
jective), ocular health evaluation, visual field, colour
vision and contrast sensitivity. This is followed by
functional visual assessment in which the low vision
devices that the person requires to perform desired
tasks are determined. These could be optical or elec-
tronic devices for distance and or near. The power of
the device/s and the distance where each device will
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be used have to be determined. Quite often, a low
vision patient would benefit from optical, electronic
and non-optical devices; therefore more than one de-
vice may need to be prescribed.

Successful low vision rehabilitation involves more
than prescribing low vision devices as it includes pro-
vision of instruction, training, and supportive services
to enhance the patient’s performance in the ADL®.
Whatever device that is prescribed for the patient, an
appropriate training in their use has to be provided
otherwise the patient will not benefit maximally from
the devices. Further, a follow-up visit will have to
be scheduled to ensure that the patient is complying
with the mode of use, is using and benefiting from
the devices. For many low vision patients, the provi-
sion of appropriate level of illumination can mean the
difference between being able or unable to perform a
visual task®. The optometrist is also involved in the
illumination control processes; hence they prescribe
relevant filters and educate the patient on the appropri-
ate level of illumination that will enhance their visual
performance. Coloured filters are able to contribute
substantially to rehabilitation of low-vision patients;
they can lead to improved VA, contrast sensitivity
function (CSF) for all frequencies; reduction in glare
sensitivity, reduction of photophobia, eye-strain and
eye discomfort!’.

The optometrist is also involved in educating and
advising the patient on the limitations of his vision.
For instance he or she informs the patient if the vision
does not meet the legal limits such as for driving®4.
Even when a patient does not benefit from assistive
devices, the optometrist still has a role to play**. He
or she may play an important but relatively minor
role in the vision rehabilitation of patients with se-
vere visual impairment, especially those with signif-
icant visual field loss. Referrals for counseling and
social support are vital to assist such patients to man-
age their visual handicap. Practical assistance to help
overcome their limitations in ADL is then more likely
to be accepted'“.

Optometrists also play a role in establishing a low
vision patient’s eligibility for rehabilitation, educa-
tional and recreational activities as the information
from the eye examination has a role in establishing
a patient’s eligibility for both rehabilitation and edu-
cation involvement®. The optometrist therefore, can
initiate the access to these facilities. People with low
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vision are usually apprehensive of going blind and
this may result in emotional consequences. In this re-
gard, the optometrist counsels the patient to help him
or her to understand the present visual status, possi-
ble prognosis and what opportunities are available for
low vision care. It is essential to let the patient know
that there may be no cure for his or her eye condition,
but that low vision care can assist in using remaining
vision to a certain degree and a comprehensive reha-
bilitation process would improve his or her quality of
life.

Ophthalmologist

The ophthalmologist’s role in eye care is funda-
mentally one of treatment, restoration, prevention
and provision of information about the condition, its
prognosis as well as referral for rehabilitation'®. The
ophthalmologist is, therefore involved in examining
the patient and establishing the etiology of the low
vision. He or she is also involved with the manage-
ment of the pathological ocular conditions that may
require medication or surgical intervention. He or she
also decides the stability or otherwise of the ocular
disease. This is an important decision as optometric
low vision care may not commence until there are in-
dications that the eye or systemic disease resulting in
low vision has stabilized. The ophthalmologist is also
involved with the recommendation of the patient for
registration as a low vision patient and informing the
patient about the nature of the disease and motivate
them to start low vision care in order to improve their
quality of life.

In some countries, only the ophthalmologist can
recommend a patient for registration as a low vision
patient. The ophthalmologist may also provide some
education to the patient regarding the level and limi-
tation of his vision and what services are available for
rehabilitation. A few ophthalmologists may also be
involved in prescribing optical, non-optical and elec-
tronic devices to low vision patients, but in most cases,
patients are referred to an optometrist for provision of
optical and non-optical devices. It has been reported
that ophthalmologist can help improve the QoL for
the patient with age-related macular degeneration by
treating the patient and providing referral for psychi-
atric care for depression, especially if symptoms are
persistent®®.
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Psychologist and psychiatrist

Low vision can be a traumatizing experience, de-
pending on several factors such as severity, sudden-
ness, duration of the vision loss, the economic status,
age and attitude of the person. For instance, a sud-
den vision loss can lead to emotional reaction such
as shock and denial, which can eventually lead to de-
pression?®. Low vision can leave a person anxious,
depressed, confused or even fearful of his or her sur-
roundings’. The depression associated with low vi-
sion may be because the person can no longer partake
in the activities that he or she used to do such as voca-
tional, educational, recreational and social activities
and Activities of Daily Living (ADL). The common
incidence of depression among people with visual
imapirment has been associated with impaired visual
and physical functions?'. With loss of vision, a person
finds that he or she has lost one of the main sensory
organs and is no longer as independent as previously.
In addition, loss of vision may sometimes result in
loss of a job. Disability, handicap and frustration as-
sociated with visual impairment, therefore are often
associated with psychological problems. The inabil-
ity to perform ADL, decreased QoL and the reported
increase in economic burden among this population
may also be some of the reasons for the depression?!,

It has been reported that persons with low vision
have a higher probability of concentration problems
during reading and entertainment, losing interest and
enjoyment in their activities, feeling fatigued, irrita-
ble, sad, and tearful; having less hope for the future
and wishing for death??. Karlsson?® reported an asso-
ciation between visual impairment and perceived low
level of happiness in life, difficult periods or crisis
and symptoms of distress such as depression, sleep-
ing difficulties and tiredness, intrusive thoughts es-
pecially about vision, isolation and loneliness, wor-
ries and tension, distress about economic conditions,
poor health attribution and depressive feelings. It has
been proposed that, since attitudes are culturally de-
termined, the loss of vision may threaten a person’s
integrity?.

Beaty?® hypothesized that visual impairment may
lead to feelings of inadequacy and inferiority which
may result in self-concept deficit. In a similar study,
Obiakor and Stile?%, however, did not find such self-
concept deficit among adolescents with visual im-
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pairments. It is, therefore, possible that self-concept
deficit is not a general finding among individuals with
visual impairment. The difference may be related to
the environment in which an individual finds himself.
For instance, a low vision patient who works among
other low vision patients is less likely to exhibit a
work-related negative self-concept, but another pa-
tient who works among normally sighted individuals
may exhibit such a concept, especially if the co-work-
ers are critical of him or her. A psychologist or psy-
chiatrist can therefore be of help in cases where there
is an associated psychological manifestation of poor
self concept.

Low vision and loss of ability to perform ADL re-
sult in decline of quality of life (QoL)?"-3L. The dete-
rioration in QoL has been associated with increase in
the degree of visual impairment (V1)? and presum-
ably may also be a consequence of the economic bur-
den that has been associated with visual impairment.
The presence or absence of psychological problems
may be influenced by personality factors, severity and
type of onset of the condition. The nature of the con-
dition such as suddenness, gradual and steadily de-
teriorating, or fluctuating may elicit emotional reac-
tions. For the visually impaired persons not to suffer
psychological disorders, the person should positively
adapt to the new situation using positive strategies
such as acceptance, trust, positive avoidance, minimi-
zation and control®,

When low vision patients show exacerbating emo-
tional or psychological reactions, their rehabilitation
will not be complete without the assistance of a clini-
cal psychologist, psychotherapist or a psychiatrist
who will deal with such problems, which have to be
dealt with along with the visual problems. The visu-
ally impaired persons need psychological support at
two levels in the rehabilitation process: the emotional
level and the level of coping with daily activities®.
These two levels of support are provided by the psy-
chologist or psychiatrist whose modes of operation
include counseling or psychotherapy. Some psychol-
ogists are involved in skills training for the low vision
patients®2. Visually, impaired children and adolescents
and their families are at a high risk for maladjustment
and distress, and in such cases, the psychologists can
help in parent-child problems solving interactions in
the families®3 34,
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Attitude oriented strategy of rehabilitation is main-
ly in the hands of the psychologist and psychiatrist
and may involve helping the patient to adjust psycho-
logically to the limitations imposed by the impair-
ments and this may involve counseling the patient to
surrender unrealistic goals, learn to accept the current
situation and face the challenges imposed by the vis-
ual impairment’. They need to be assisted in gaining
a new perspective, to re-evaluate their goals, and to
accept the challenges imposed by the visual impair-
ment. Also, people with low vision need counseling
in order to have hope for the future in spite of the cur-
rent changes in their visual status. They need to be
informed that there is a possibility of improvement in
their quality of life, in spite of their reduced vision. In
view of the various psychological factors associated
with low vision, the psychologist and psychiatrists are
important components of low vision rehabilitation.

Audiologist

In Dual Sensory Impairment (DSI), visual disabil-
ity is associated with hearing loss; hence the audi-
ologist may be involved in low vision rehabilitation.
DSI may present at any age as a result of genetic
defect, accident, injury, disease or environmental in-
sults®. This condition has wide range implications for
physical and psychological functioning and quality
of life®®. In Usher’s syndrome, a genetic condition,
retinitis pigmentosa is accompanied by hearing loss®®.
With hearing loss, subjective refraction may be diffi-
cult. Hearing may be aided by modern electronic aids
or hearing assisted telephones. The problems encoun-
tered by individuals with DSI are considerably great-
er than the effects of vision impairment or hearing
impairment alone, because when these two sensory
impairments are combined, the individual is seriously
deprived of compensatory strategies that make use of
the non-impaired sense®”. Cochlear implant can play
a significant rehabilitative role in patients with severe
hearing loss and visual impairment3e,

About two-thirds of patients with age-related mac-
ular degeneration (AMD) have visuomotor and bal-
ance deficits resulting in clumsiness and increased
risk of falls. Visual, vestibular and somatosensory
functions in balance control can be rehabilitated by
training. This may result in a significant improve-
ment for the vestibular input and fixation stability in-
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cluding postural sway, pointing accuracy and reading
performance®.

Social worker

Low vision can lead to loss of jobs or inability to
secure employment, therefore having social and eco-
nomic implications. The implication for the patient in
terms of job, pension et cetera must be considered.
Also, the effects of visual performance on dependency
relationships and family role have to be kept in mind.
While the immediate situation must be dealt with, the
patient’s long term adjustment to his or her disability
is often more important?°. Therefore, a social worker
may be needed for counseling and to search for an
appropriate alternative employment. Also, the social
worker can play an important role in both the evalu-
ation and treatment of the patient with low vision.
Social workers can participate in the psychosocial
assessment, and help assess the client’s coping and
adaptation to the vision loss®. Vision impairment has
been associated with depression®. An important role
for the social worker in rehabilitation is to provide
referral for counseling services. The social worker is
also knowledgeable about community and govern-
ment resources as well as potential financial assist-
ance. Providing guidance and education about these
issues may lead to more effective adaptation and cop-
ing with the vision impairment®.

People with low vision need hope and need to
know that their quality of life can improve, even
though their vision is not as good as it used to be.
They need to be informed of how adaptive devices
and low vision services can help them use remain-
ing vision more effectively. Inaddition, their families
need to be informed about how they can support their
loved ones with low vision®. The social worker can
effectively play this role. Also, the social workers can
guide the patient through the rehabilitation process by
way of encouraging the patient, particularly when he
or she needs to try tasks or activities which are new
or threatening or for which the person has low con-
fidence. Also, assisting job seekers with disabilities
to find jobs is an important part of rehabilitation®!.
The social worker can also assist in the assessment of
whether or not the devices prescribed for the patient
is being used.

Counseling may be required before some patients
will accept referral or advice regarding practical solu-

The South African Optometrist

OA Oduntan- A review of rehabilitation of low vision patients

tions to overcome their limitations in ADL®. Assist-
ance with ADL and counseling can also be provided
too by the social worker. Therefore, a multi-discipli-
nary approach to the management of low vision and
blindness should include the social worker.

Occupational therapist

Occupational therapy as a profession entered the
field of low vision rehabilitation only recently, being
preceded by orientation and mobility (O&M) special-
ists, low vision therapists, and teachers of the visually
impaired'?. OTs started working in LVR in the United
States some time after 1990 and a similar situation
subsequently developed in Canada with a handful
of OT practitioners applying LVR2. Occupational
therapy offers a programme that specializes in the
treatment of people with low vision!2, Restoring
and maintaining the ability of the low vision patient
to function independently through the use of specific
interventions is an intricate process that calls for the
collaboration of various health care professionals and
occupational therapists (OTs) are essential members
of the multidisciplinary rehabilitation team provid-
ing such interventions'?. The role of the occupation-
al therapist includes determination of the cognitive,
psychosocial, and physical needs of the client. The
evaluation process allows the occupational therapist
to evaluate visual and non-visual client factors, his-
tory, roles, physical environment, and occupational
performance®.. Based on the evaluation, the therapist
will design a vision rehabilitation program to teach
the client how to function more effectively in ADLs
in spite of the vision loss®.

In low vision rehabilitation, OTs can enhance per-
formance of specific ADL by training skills that are
dependent on residual vision such as reading and writ-
ing. They also conduct environmental assessments in
the home and in the workplace or school to improve
and promote a safe environment for patients with low
vision!2, The OTs may also assist in developing reha-
bilitation programs for orientation and mobility, driv-
ing, and vision rehabilitation therapy?. When there is
a difficulty in coping with daily living activities, the
occupational therapist has to train the patient on alter-
nate methods, in the use of assistive devices, modify
environment and educate the patient and the family
on coping strategies*?. This approach may lead to
increased level of independence, improved safety,
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increased adequacy of performance and decreased
difficulty and increased satisfaction*?. Also, OTs may
be involved in the assessment, recommendation and
provision of assistive devices and instructing peo-
ple in the use of the devices in solving the patient’s
specific vocational, avocational and functional prob-
lems*2. During the occupational therapy evaluation,
two parameters of activity, namely safety and inde-
pendence are emphasized*®. This will help the patient
perform ADL independently and safely. Management
of lighting, contrast, and glare are also critical roles
of the therapist. The occupational therapist may need
to refer the client to the low vision optometrist if he/
she finds that the client may benefit from low vision
devices or the prescribed optical, non-optical or elec-
tronic devices are not as effective as desired. In ad-
dition, the occupational therapist may assist where a
patient requires training in the use and adjustment to
the optical devices and non-optical devices*®. For a
new employment, there is usually a need for training
in the use of the various equipments in the workplace
to ensure independence and safety, and this training
may be done by the OT.

Special educators

The eye is an important organ for learning as
a large proportion of what a child learns is via the
eye and the visual system. Children who are visu-
ally impaired are potentially at a great disadvantage
academically unless a special educational system is
provided. Many children with visual impairment re-
ceive education at specialized schools for the blind
where, besides the core curriculum, they are taught
adaptive skills*. Special educational system requires
special teachers and special learning materials as well
as necessary environmental modifications. The par-
tially sighted children need teachers who understand
their visual limitations and demands and who have
the special knowledge required for their social and
educational circumstances and needs*4. Children who
are blind and/or visually impaired must be allowed
to learn compensatory skills to achieve therapeutic
goals. Development of these skills can be accom-
plished most effectively when these children receive
services from qualified specialists in a team setting®.
Special educators are specifically trained to meet the
social, educational and developmental needs of chil-
dren with various types of disabilities. These teach-
ers occupy an important position in the rehabilitation
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process of the children as they are usually the link
between the child and other rehabilitation profession-
als.
Orientation and mobility (O&M) instructor
Orientation and mobility (O&M) is a set of skills
that allow persons with visual impairments to move
safely efficiently and gracefully, know their location
and remain orientated in their environment during
travel*. These skills are taught by O&M specialists*.
The orientation and mobility instructor is an impor-
tant professional in the rehabilitation of the visually
disabled. Many low vision patients do not need ori-
entation and mobility, there are, however, a few who
may need such training. The OM instructor teaches
the low vision and blind persons how to move around
freely in their environment, by introducing them to
certain landmarks in the environment which they then
use for navigation. An important aspect of orientation
and mobility training may be in cases of those with
severe peripheral field loss, therefore need training in
environmental navigation. The O&M instructor may
also train the person in performing certain ADLS in
the environment. This rehabilitation process is neces-
sary each time a visually disabled patient locates into
a new environment such as new school, new work
place or new accommodation and helps to minimize
the frustration associated with the visual loss with re-
gard to environmental navigation.

Physiotherapist

There are a variety of ways in which vision modu-
lates locomotion in a feedback manner®. Vision loss
affects primarily stability aspect of gait, reducing the
patient’s ability to modify gait in response to obsta-
cles in the environment. Also, visual inputs are an im-
portant source of information for postural control?®.
Balance has been shown to be more impaired with
greater visual impairment which could result in fall
and injury*” and visual impairment has been reported
to increase the risk of fall*®. These highlight the im-
portance of physiotherapeutic role in the rehabilita-
tion of the visually impaired.

Physiotherapy can contribute to both the assess-
ment and intervention programmes of the visually
impaired. Motor development and associated postural
reactions will be trained, abnormal postures prevented
or decreased, and body image and use of residual vi-
sion developed. Selection and supervision of devices
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and play equipment, as well as decreasing of physi-
cal handicap are also included in the physiotherapist’s
role in helping the child and his family*°. It has been
recognized that motor training programmes such as
balance, coordination, strength, visuomotor control,
and finger dexterity improved skills of children with
low vision®®. Children with low vision have some
useable vision and learning to use the available vision
depends on proper rehabilitation including physi-
otherapy management®. Children and elderly with
visual impairment can therefore benefit from motor
training provided by the physiotherapist. Since visual
impairment may increase risk of falling, the physi-
otherapist will also be helpful in caring for the visu-
ally impaired persons who sustain injury as a result of
falling due to visual impairment.

Reading specialist

Acquired low vision presents numerous challenges
to the affected person, for many, it is difficulty with
reading®’. Reading is a major desire of many low vi-
sion patients. Many want to read newspapers while
others wish to read religious books such as the bible.
Unfortunately, even with necessary devices, reading
with low vision requires more efforts than needed by
the normally sighted persons. Also, reading with low
vision requires certain compromises such as reading
at a very short distance such as 25 cm or even closer.
Low vision affects many aspects of reading, for in-
stance, it is usually associated with a decreased read-
ing speed, even when the optimum reading size is used® %,
The person with low vision may require a higher or
lower than normal level of illumination for reading,
depending on the etiology of his or visual condition.
He or she may need to turn the book upside down and
read from right to left due to visual field defect and
may require the use of electronic adaptive devices
such as the closed circuit television (CCTV). These
require special training and a reading specialist may
be quite helpful®®. A considerable variation has been
observed in the results of studies in reading perform-
ance of people with visual impairment and this has
been attributed to several factors. According to Leat
and Woodhouse® these factors include whether eye
movements are required to scan along a line of print,
whether the text is scanned across a CCTV screen,
size of the print relative to acuity, whether unrelated
words or continuous text is used, and pathology of the
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group studied and experience of the subject. A read-
ing specialist is required where there are indications
of difficulty in achieving the desired reading ability
with prescribed devices.

The type of optical devices employed for reading
also affects the process of reading. Compared to or-
dinary reading (without magnification), one might ex-
pect magnification of the text and the limited reading
field to give rise to difficulties when reading with the
aid of a magnifier. In view of the above, a reading
specialist needs to be involved in the rehabilitation of
the low vision patient.

Low vision therapist

Low vision therapy is one of the most recent de-
velopments in the area of low vision care and also the
most difficult to describe**. The Certified Low Vi-
sion Therapist (CLVT) works as part of an interdisci-
plinary team with an ophthalmologist or optometrist
who provides low vision care. The CLVT performs
functional low vision evaluation relating to activities
of daily living, educational and vocational pursuits,
leisure, social activities, access and participation in
community programmes, coping ability and impact of
the vision disability on other relevant people®. He or
she uses functional vision evaluation instruments to
assess visual functions such as visual acuity, visual
fields, contrast sensitivity function, color vision, ster-
eopsis, visual perceptual and visual motor function-
ing as well as literacy skills in reading and writing,
as they relate to visual impairment and disability.
He or she trains the use of specific visual motor skills
such as the identification and use of preferred retinal
locus for fixation, accurate saccades, and smooth pur-
suits as well as the use of appropriate environmen-
tal modifications such as positioning, organization,
illumination control and marking. The CLVT also
educates the family of the visually impaired and other
relevant persons on the functional implications of vi-
sion and refers patients to other professionals in the
rehabilitation team®.

Success of rehabilitation services

A successful rehabilitation programme may re-
duce the rehabilitation demand by reducing the level
of difficulty associated with the goal or task and/or
by reducing the value assigned to the goal or task’ 8,
Effective rehabilitation processes can make a lot of
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difference in the quality of life (QoL) of the low vi-
sion patient. Following an evaluation of the effective-
ness of a multidisciplinary low vision rehabilitation,
in which first time low vision referrals were assessed
before and after 3-6 months rehabilitation, significant
improvements were found in the impact of impairment
score, reading, accessing information and emotional
well being*®. This confirms that effective low vision
rehabilitation can greatly improve the quality of life
(QoL) of the low vision patient. It is incumbent on
those providing rehabilitation of the disabled persons
to measure the effectiveness of such care®. QoL isan
important outcome used in the evaluation of rehabili-
tation provided to individuals®¢-%8. Improvement in
QoL is often given as a major goal for therapy®®. The
factors that have been used for defining QoL in rela-
tion to rehabilitation include social utility or the op-
portunity to fulfill valued social roles including work,
emotional states such as happiness, satisfaction with
one’s own life conditions, achievement of personal
goals and normal life measure by comparing current
status to either pre-health or pre-illness condition®8.

In low vision rehabilitation, clinical outcomes
such as visual acuity in relation to visual performance
achieved with the low vision devices or the usage of
the devices have been used in the evaluation of low
vision rehabilitation. Task performance such as the
ability to read television titles or newspaper texts and
questionnaires on low vision devices satisfaction rates
have also been used®®. There is currently a strong case
for using a wide range of outcome measures which
should include task performance (ability to perform
certain ADL) and a measure of psychological adjust-
ment to visual loss®® 6! in addition to vision specific
measures.

Conclusion

Effective rehabilitation of the low vision patient
demands that a multidisciplinary approach be used.
This implies that all relevant professionals should be
involved in the rehabilitation of the patient. When
necessary, every professional involved in the rehabili-
tation should involve other relevant ones so that the
desired level of rehabilitation can be achieved. With
this approach, the frustration that is inherent in low
vision can be avoided and a better quality of life can
be enjoyed by the patient.

The South African Optometrist
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