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Statement of the Research Problem

The National Association of Social Workers' Code of Ethics cites age and physical
handicap as traits to which special attention should be paid to prevent and eliminate
discrimination (NASW Code of Ethics, 199, VI.P). By the year 2030, the number of
Americans over the age of 65 who suffer from visual impairment is projected to be 14
million. Those with visual impairment of sufficient severity to compromise ability to
perform activities of daily living is projected to be 6 million (Crews, 1994).

It has been reported in the literature that loss of vision was the greatest single
predictor of impending mortality in a clinic for older adults (Chamove & Young, 1989) It
has also been reported that loss of vision was the physical loss most highly correlated with
depression in adults over age 75 (Carbellese, Appollonio, Rozzini, Bianchetti, Frisoni,
Frattola, & Trabucchi, 1993).

Adults over the age of 65 are seldom referred for visual rehabilitation by health
care professionals for a variety of reasons including: lack of knowledge regarding
community programs, a philosophy of treating acute rather than chronic medical problems,
and reluctance on the part of the professional to tell the client that a debilitating condition
is "not going to get better" (Greenblatt, 1988). Furthermore, this type of rehabilitation is
not covered by medicare and other major insurers, leading to a reluctance on the part of
health care professionals to recommend this type of service to older adults on limited
incomes. This lack of coverage is particularly frustrating in light of the fact that other
types of restorative training i.e. occupational and physical therapy, are covered by
medicare and other major insurers. To date, controlled outcome studies of the
effectiveness of visual rehabilitation in restoring life skills for older adults with visual
impairment, have not appeared in the literature. In the absence of such studies, it is
difficult to promote insurance coverage for this service.

Research Background QuestionslHypotheses

The lack of controlled outcome studies ofvisual rehabilitation gave rise to the
following questions: "Does visual rehabilitation improve functional independence in older
adults with visual impairment?" and "Does visual rehabilitation improve psychological well
being in older adults with visual impairment?" The literature has widely cited both
psychological well being and ability to perform activities of daily living as indicators of
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quality oflife for older adults and for individuals with disabilities (Gilman, Simmel, &
Simon, 1986; Branch, Horowitz, & Carr, 1989; Cassel, Besdine, & Siegel, 1999).

Methodology

Thirty adults with an age range of 65 to 90 years old were randomly assigned to
treatment and control groups. These clients had also suffered significant vision loss during
the previous year and were seeking visual rehabilitation for the first time. The sample for
both groups was drawn from individuals seeking visual rehabilitation services at a
midwestern agency which received federal and state grant funds for the purpose of
rendering these services to adults who were 55 and older.

The Functional Independence Measure for Blind Adults (FIMBA) (Long & Crews,
1995) was used to measure sample independence in the performance of activities of daily
living. The Nottingham Adjustment Scale 2 (NAS2) (Dodds, Bailey, Pearson, and Yates,
1991) was used to measure psychological well being in the sample. Professionals involved
in rehabilitation rendered by this agency consisted of an orientation and mobility
instructor, a blind rehabilitation teacher, a social worker, an optometrist, and an
occupational therapist.

Visual rehabilitation included: I) joint goal setting by the rehabilitation
professionals and the client; 2) obtaining pretest scores by means ofprofessional
observation on one measure and by means of reading the other measure to clients to
obtain their responses; 3) rendering a combination of orientation and mobility training,
optical and non-optical aids for visual impairment, blind rehabilitation teaching,
occupational therapy, and individual psychotherapy The intervention used was dependent
upon client goals; 4) obtaining post test scores by professional observation on the FiMBA
and reading the NAS2 to the client; 5) determining goal attainment by client
demonstrating achievement.

The treatment group began visual rehabilitation training as soon as possible
following their initial agency intake appointment while the control group was placed on a
waiting list. By agreement with the agency, time on the waiting list was not to exceed
eight weeks unless intervening variables such as illness and travel occurred. Univariate
ANCOVA was used to compare gains in the treatment and control group between pretest
and post test scores on the FIMBA and the NAS2. ANCOVA was used rather than
ANOVA due to a significant difference in marital status between the two groups. Fisher's
exact test was used to compare the statistical significance of personal rehabilitation goals
attained by the treatment and control groups.

Summary of Results

The control group attained 1 of30 rehabilitation goals while the treatment group
attained 29 of 30 goals. Fisher's exact test yielded a significant difference with a p value
of<.OOI between the two groups. While functional independence and psychological
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measures approached significance at the.05 level, significant differences between the two
groups in gains between pretest and post test scores were not obtained.

Utility for Social Work Practice

The intervention used in this study was tailored to individual goals set by clients
with the help of rehabilitation professionals. Therefore, it is not surprising that the
statistical analysis of the proportion of goals achieved by each group (Fisher's Exact Test)
was clearly demonstrative 0 f the effectiveness of the intervention while the standardized
measures (the FIMBA and NAS2) were not. This finding has two important implications
for social work practice. First, in the research realm, the results indicate that standard
measures, designed by rehabilitation professionals, do not necessarily measure personal
goals of clients. Second, the philosophical basis of social work practice which stresses
importance of autonomy and empowerment of the client is better represented in
rehabilitation research which uses individualized measures such as proportion of goals
attained, allowing both client input and professional observation as modes of evaluation
rather than depending solely upon standardized measures designed by rehabilitation
professionals.

It is also important to note that the majority of visual rehabilitation centers in the
United States have at least one masters level social worker on staff who is responsible for
handling case management and therapy issues. Depression commonly accompanies vision
and other sensory loss, particularly in older adults who often have limited or non-existent
social support. Currently, issues surrounding medicare reimbursement for services for
older adults are the focus of much political discussion, The current President has
mentioned lack of provision of vision care for older adults as one of the issues for
medicare reform. There has also been legislation proposed in Congress for medicare to
cover the cost blind rehabilitation teaching and orientation and mobility training.

Furthermore, for those social workers working with older adults, in their role as
advocates, it is important to know of resources in the community to help their clients with
visual impairment. Individuals over 85 are the fastest growing portion of the United
States population. The problem of visual impairment in this group is projected to increase
dramatically in the next 30 years as "baby-boomers" reach the age of 65 and older and life
expectancy continues to increase with technological and other developments in medical
treatment.
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