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INTRODUCTION

This paper aims to bring together ongoing research within the working groups on elderly blind and partially sighted people conducted by the European Blind Union and the World Blind Union.  Both groups are looking at the potential impact of growth in the numbers of older people and of age related sight loss.  Few 

Governments and agencies in the industrialised countries have grasped this ‘time bomb’ and much less so those developing countries that lack basic health and social care infrastructures.

PREVALENCE OF SERIOUS SIGHT LOSS

At the Vision 2005 Conference[1] I presented a paper that looked at the evidence around the demographics of older age and the prevalence of serious sight loss.  Help Age International predict that the current 550 million older people worldwide will grow to 1.2 billion by 2025.  The population will shift in all parts of the world from large numbers of children and younger adults to equal numbers across the age range, before the numbers of older people eventually rise to exceed the numbers of younger people.

Alongside this growth in the numbers of older people come increases in the prevalence of serious sight loss.   The majority of blind and partially sighted people are elderly.  RNIB[2] suggest that 1 in 12 of those aged 60 have a sight loss and rising to 1 in 6 by the age of 70.  This mainly relates to age related conditions such as ARMD, which in England and Wales accounts for 57.2% of the registered total.  The World Health Organisation report that 82% of all blind are over the age of 50.

Table 1: Age Breakdown – Fife, Scotland
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This analysis of the change to the age breakdown of the registered population in my area of Fife, Scotland shows 73% plus of blind and partially sighted people are of pensionable age.  It also shows that we are increasingly working with the ‘older, old.’  Between 1980 and 2006 the percentage aged over 75 years increased from 50 to 60% of the total.  

TRADITIONAL REHABILITATION

Rehabilitation services emerged in most countries from a desire to meet the spiritual rather than the practical needs of the blind.  Julie Franks[3] in a literature review cited 1834 as the starting point in the UK with the founding in London of the 'Indigent Blind Visiting Society' by Lord Shaftesbury and Lord Ebury Wagg.  The purpose was described as “improving the condition of the blind resident in or near London by providing them with readers of the scriptures at their own homes.”  My own agency in Fife, Scotland first employed ‘missioners’ in 1865 with a role to teach Braille with a view to reading the bible. 

HOME TEACHERS

The role of agencies and of specialist workers steadily expanded to embrace the general welfare of their pupils or clients and, as local voluntary societies mushroomed during this period, they assisted poor blind people to tap into voluntary pensions and grants.  In the UK a ‘specialist worker’ called a ‘Home Teacher’ was developed to meet the needs of these emerging agencies.  In 1944 the National Association of Home Teachers of the Blind of England and Wales was established with a national examination in the core curriculum subjects including crafts, psychology, Braille and moon reading and writing plus practical hygiene.

The focus of attention shifted during the Second World War when a shortage of men to work in the factories led to a need to provide practical rehabilitation to blind people including those losing their sight as a result of conflict.  By the 1960’s there was a growing body of literature on blindness, rehabilitation and home teaching particularly in the US.  In his wide-ranging text, Thomas Carroll (1961)[4] focussed first on a list of twenty losses incurred by the onset of blindness followed by training in the use of the other senses and of devices to compensate for the loses.
The UK seemed to lag behind with professionals now described as Social Welfare Officers for the Blind.  Robert Greenhalgh (1969)[5] writing in "The Teacher of the Blind" called on the profession to commit itself to moving forward, rather than wallowing in its "pit of tradition" and recommending that much of the work with the older age group be apportioned to other workers and agencies.

By the 1970’s 'daily living skills' (DLS) had emerged as a core component of specialist worker training.  In 1970 the American Foundation for the Blind published "A step-by-step guide to personal management for blind persons" The approach was methodical suggesting thirty stages to bed making and twenty-three stages to cutting a pie!  These were clearly skills being taught to people who had no experience of making a bed or of cutting a pie.  This development was primarily based on experience, at the time, of working mainly with young adults who were mostly congenitally blind and lacking in basic domestic skills.
MOBILITY

The same happened with the development of mobility skills, these emerged from work with veterans returning from the Second World War.  In the 1950’s Warren Bledsoe and Richard Hoover introduced what was described as foot travel to severely and totally blind veterans.  What they all had in common was youth, fitness and high levels of motivation to regain the skills of independent travel.  These skills were gradually introduced in to the training programmes for rehabilitation specialists in the US and apart from some recent concessions to the use of residual vision, have remained much the same.  Exponents of orientation and mobility training have exported this training throughout the world.

COMMUNICATION SKILLS

The other central theme of what in the UK was now titled Technical Officer training was communications, retaining at its core the learning and teaching of Braille and Moon, typewriting, handwriting skills and communication skills with deaf-blind people.  These skills were designed to provide the skills needed by youngsters embarking on education or adults seeking to retain employment, not I would suggest, to meet the needs of older blind people with a lifetime of print reading and writing behind them.

For the younger and adult population, communication skills now relate to computers using speech and large character software.  Computing offers the totally blind access to information and communication in a way that has the potential to remove many of the barriers traditionally faced.  Again the traditional rehabilitation services are targeting the young who are eager to access the Internet.  The UK National Statistics Omnibus Survey for 2002[6] found Internet usage to reduce dramatically with age:

Table 2: UK National Statistics Omnibus Survey 2002 – Internet Usage
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These figures relate to the general population and so the percentage of older blind persons accessing the Internet would be much lower than 12%.

TOTAL BLINDNESS

It is only in the last 30 years that there has been an acknowledgement that total blindness represents a very small group in terms of those requiring rehabilitation.  In Fife, Scotland those who have congenital and total blindness represent less than 5% of the total registered population. 

Table 3: Registered numbers – Fife, Scotland
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This breakdown of the numbers registered blind and partially sighted between 1970 and 2006 shows how the relative split has changed from predominantly blind to nearly equal proportions.  And yet mobility, communication and independent living skills were likely to be geared to methodology that met the needs of the totally blind. Not until the 1960’s, finally, did we see an increased emphasis on low vision work, a considerable expansion of counselling skills in meeting emotional support needs, and a more realistic understanding among the profession of the place of technical skills work.  Despite this shift in understanding in the 1960’s, many parts of our systems have been slow to adjust programmes to meet the needs of the low vision client.

THE SPECIFIC NEEDS OF OLDER PEOPLE

As evidenced earlier, the majority of blind and partially sighted people are elderly and they have lost their sight in later life.  Firstly they are people who have grown old and with that they have acquired the frailties of older age.  Jean-Marie Robine[7] in a number of published papers evaluates population data to explore whether the present sustained increase in life expectancy is resulting in an older age of disability and frailty or whether better health care is resulting in a disability free older age.  Robine found a mixed picture, which suggests that a simplistic view of older age equals greater frailty could not be assumed as the norm.  John Crews[8] writing on his study of the American population found very high levels of comorbid conditions among older people with vision loss.  In Crew’s work many conditions were specifically associated with sight loss including a higher prevalence of hip fracture, depression, cognitive decline, and falls.  There is no doubt that for many, older age will bring breathing problems, depression, diabetes, hearing impairment, heart problems, hypertension, joint symptoms, back pain and stroke.  Crew’s went on to demonstrate how these comorbid conditions, linked to sight loss increased significantly the functional impact.

Older people with a serious sight loss experienced, according to Crew’s, greater difficulty in walking ¼ mile, climbing stairs, shopping and socialising.  Further evidence comes from the Help the Ages Spotlight statistics for 2007[9], which found that women aged 65 plus spend an estimated average of 8.8 years living with a disability, for men the average is 7 years. Timothy Salthouse[10] writes that, “It is a fact that our physical and cognitive abilities decline with age. This means that not only are older people more likely to suffer from a particular disability, they are more likely to experience a combination of different disabilities which can interact with each other to create new 'emergent' problems not experienced by those with a single disability.”  What we have to conclude is that we cannot generalise about old age.  Many will remain sprightly with a disability free life expectancy, for others it will mean longer years living with the impact of age related disabilities.

WORK OF EBU AND WBU

The European Blind Union Working Group on Elderly Blind has been working to identify the specific needs of elderly blind.  It has looked at the training of both specialist workers for the blind in meeting the needs of elderly people and of care workers for the elderly in meeting the needs of the blind.  Further work has been done to identify areas of good practice across the European Union.  Work has also been done to encourage links to older peoples organisations and to seek common agendas for change and development.  Ideas have emerged for intergenerational programmes and for assisting older people to engage in life long learning.

Working along a similar theme, the World Blind Union Working Group on Elderly Blind has been analysing global demographic data, its potential impact regionally but particularly on developing countries that lack the infrastructure for even basic care provision for the elderly.  From the earlier programme of the WBU working group was an initiative around merging methodologies for work with older people with rehabilitation training.  This gerentological model of rehabilitation offers a theme that can help to address the shortcomings of many of our current programmes.

EXAMPLES OF GOOD PRACTICE

In matching what we now know about the needs of older people it is helpful to structure our thinking in terms of function.  It would be possible to utilise the WHO International Classification of body functions but I am suggesting a more simplistic model, partly using the comorbid conditions listed by Crews.

Table 4: Bodily Function
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ADDRESSING SOCIAL ISOLATION

Crews in his study of comorbid conditions was concerned at the frequency and effect of depression among older people and more so amongst those with vision loss.  More than two-fifths of people over age 65 reported risk of mild or moderate depression.  Peter Verstraten[11] in a 2005 published study from the Netherlands found that amongst those aged 55 plus and attending Sensis Rehabilitation Centres, were described as lonely.  In Fife, Scotland we find that a majority of clients live alone and have minimal social contacts.  Partners have died and family have often moved away to work.

To address the problem of loneliness and of social isolation, Verstraten[12] has worked with the University of Nijmegen in the Netherlands to adapt a friendship enrichment programme developed for older women. The programme was to empower its participants through an understanding of relationships and developing strategies to improve existing friendships and to develop new friendships.  Practical adaptations were made with regard to the needs of visually impaired participants, including elements around transportation and communication.  The programme is delivered by a psychologist and a social worker both having experience of group work.  This is a practical programme geared to helping individuals regain the skills of social engagement to reduce loneliness. 

MEMORY TRAINING

Sonja Bernard[13] from Germany, writes, “Blind Seniors depend far more on a good memory than their sighted peers do.  However some memory functions tend to decrease during ageing and memory has to be trained to delay the process.”  Anecdotally we all appreciate that our memory for names, places, events, where we left things, is not as good as it once was.  An example could be taking different types of medication at certain times of the day, as elderly people often need to do, you can differentiate between them from their colour or inscription. If you forget which of the four kinds you should take at lunch etc., you can easily reread your doctor's prescription. A blind person on the other hand, has to remember the form of the tablets or their container and the time of taking very carefully.
The idea of memory training or brain jogging in Europe came primarily from a Czech Society founded in 1994.  They have been training memory trainers to provide classes to the public as an effective tool against mental deterioration.  

Hans-Eugen Schulze[14] of The German Association of Blind and Partially Sighted Students and Professionals, describes how training tapes and materials have been modified and used with visually impaired seniors working alone or in groups.
LOW VISION

Low vision is one of those areas that demand inter-disciplinary or inter-professional working that provides a continuum between clinical eye care, optical interventions and rehabilitation.  A new profession of low vision therapist has emerged but more importantly, existing professionals need to fully understand low vision.  A European funded ‘Leonardo’ programme[15] between 1997 and 2001 developed a programme of training and education for professionals who work in the field of low vision, including ophthalmologists, optometrists, orthoptists and practitioners in health, social care and education sectors.  The models covered visual function, counselling and interpersonal skills, optics, light contrast and size, vision assessment and vision training.

A good practical example applicable to the significant numbers of older people with age related macula degeneration is training in eccentric viewing strategies.  Visibility, a voluntary organisation in Glasgow, Scotland[16] has published the results of work undertaken with 21 subjects with central vision loss.  Subjects were provided with training and materials over a mean of 6.4 hours and showed mean increases in reading speeds of 45.5 up to 69.5 words per minute. The mean age of subjects was 70 (range was 20-90 years.)

DUAL SENSORY LOSS

Chryrisse Heine[17] from La Trobe University, Australia published a study in 2003, which referenced the increased prevalence of sensory loss in older adults.  This particular study explored communication and psychological perceptions of older adults with singe or dual sensory loss.  A lead in terms of acknowledging dual sensory loss had been taken by Vision Australia who were one of the first blindness agencies to directly employ an Audiologist and a Speech and Language therapist on the staff.  Dual sensory loss was directly built into all staff and volunteer training and particular assessment facilities were built in to programmes.

Building on the work developed by Vision Australia, Fife Society for the Blind has developed a programme for screening assessments of people within residential care facilities.  The objective is to ensure that sight and hearing loss issues are clearly identified, that clinical interventions are provided if appropriate and that steps are taken to improve communication resources for individuals by training care staff.

HEALTHY LIVING

Many of the comorbid conditions identified by Crews are linked to an unhealthy lifestyle.  Poor diet, smoking and lack of exercise can impact on many of the chronic conditions affecting older people.  Realistically, failing sight can contribute to a downward spiral of reduced access to a healthy lifestyle as difficulties with cooking or walking safely, limit opportunities.  The UK’s department of Health in the National Framework for Older People 2001[18] are clear that, “most older people want to remain healthy and live independent lives for as long as possible.  With a high uptake of health promotion activities amongst older people and early returns for improved health, independence and well-being, it makes economic sense to invest in systems which promote health in old age.”

In Fife we have been a partner in a Big Lottery funded, ‘Healthy Living and Sensory Awareness Project’ that has worked to improve access to information and services that can contribute to a healthy lifestyle.  Examples include accessible information on alternate therapies, taster days at community leisure facilities and provision of training to primary healthcare staff.

NEUROLOGICAL VISION TRAINING

Crews in his analysis of all US adults over 65 years found 8% of the population having a stroke and 15.5% of these having a stroke and a visual impairment.  Gayle Clark[19] in her paper presented in 2006 suggests that between 30 – 35 % of the population diagnosed with acquired brain injury suffer from associated neurological vision impairment.  This is very much a condition of older age.  The Stroke Awareness Foundation in the US states, “for each decade after age 55, the risk of stroke doubles.  Recognising the prevalence of neurological sight loss, Clark, working with colleagues in Australia has developed a specialised training package for Orientation & Mobility Instructors and related vision rehabilitation professionals.  The programme consists of training rehabilitation staff in proven techniques involving the NVT Scanning Device and standard Orientation and Mobility methodology. The training provides the vision rehabilitation professional with skills to assess and train a person with NVI to maximise the use of their remaining vision and to become as independent as possible.

Starting in January 2006, Fife Society for the Blind, using staff trained by NVT from Australia, has been providing a service as part of a Managed Clinical Network of Stroke professionals.  From a local population of 350,000, around 500 individuals annually are admitted to acute care following a stroke.  Of those that survive, the NVT service has received nearly 100 referrals in the first year, which is calculated to conform to the 30 to 35% predicted incidence.

HOME SAFETY

Steven La Grow[20] in New Zealand writes in 2006 “Older persons with impaired vision fall more frequently than those with normal sight.”  He went on to speculate that environmental factors or hazards may play an especially important role in causing falls among those with visual impairment.  Falls have a major impact on health and well-being amongst older people and have a significant impact on health and social care services.  Dr P Scuffham[21] working with the York Health Economics Consortium in 1999, looked at the financial impact on health and social care of fall involving those over the age of 60.  There were 647,721 A&E attendances and 204, 424 admissions to hospital for fall related injuries in people aged 60 years and over. These falls cost the UK government £981 million, of which the NHS incurred 59.2%. 

Having suspected that hazards play an important role in causing falls, La Grow conducted a controlled trial with individuals referred from 4 low vision clinics, aged 75 plus and with a distance acuity of 6/24 or worse in the better eye.  Individuals participated in either a home safety programme or a control group.  In the home safety programme OT’s assessed for hazards such as:

· Poor visibility of external steps/stairs 

· Loose or curled floor mats within the home 

· Inadequate lighting or problems with glare inside the home 

· Slippery surface or awkward step in shower or bath 

· Poor visibility or condition of paths and driveways outside the home 

· Obstacles in internal walkways 

· Mobility aid in need of repair or replacement
With participant agreement changes were implemented and it was found that the home safety group had 0.90 falls per person per year, with the control group having 1.47 per person per year.  La Grow believes that much of this improvement is down to the increased awareness of hazards amongst the home safety group.

EXERCISE PROGRAMMES

Encouraging physical fitness through participation in moderate and regular exercise was identified in the UK’s National Framework for Older People.  Ken Wah Cheung[22], a Physiotherapist with the Hong Kong Society for the Blind believes that exercise can contribute to good balance, which can also reduce falls amongst older visually impaired people.

Working with care home residents aged 65 and above, Cheung ran individually tailored exercise programmes for half of the 50 selected residents.  He used three tests: chair stand test, timed up and go test and Berg’s balance test on both the exercise and the control group.  Balance, as reflected in the Berg balance score improved with physiotherapy supervised exercise programmes.  It was suggested from previous studies that improving balance contributed to a reduction in falls.

CONCLUSION

In this paper I have tried to demonstrate that rehabilitation services for visually impaired people, have not been best placed to deal with the specific needs of the growing number of people acquiring sight loss in older age.  Both the EBU and the WBU working groups on older blind have been seeking to identify changes to practice and services that have the potential to impact on the lives of this majority of blind and partially sighted people.  From the few practical examples identified in this paper, it is possible to see the potential for a change in emphasis, which should be reflected in the training of specialist workers and in the design of rehabilitation programmes.  Alberta Orr[23] writing in 2006 sums up the complexities of rehabilitation with older visually impaired people.  She concludes that the, “challenge to the field of vision rehabilitation to interact and join forces with colleagues in public health.”  The answers do not all lie within vision rehabilitation and we need to look and to learn from colleagues in the fields of ageing and public health.
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