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ABSTRACT

Background/Objective: Low vision rehabilitation (LVR) services aim to help people of all ages with visual impairment (VI) to
maintain and improve their quality of life and well-being. However, knowledge about elderly people’s subjective experiences of
the usefulness as well as their expectations of LVR is very limited. The aim of this study was therefore to produce new knowledge
that can be utilized in the development and improvement of LVR processes and services in order to better support well-being and
quality of life, and encourage the ‘active aging’ of elderly people with VI.
Methods: Qualitative research methods were used. The data was collected from elderly people with VI (n = 35) by unstructured
telephone interviews one year after the onset of individual LVR. The data was analyzed by inductive content analysis.
Results: Numerous and varied expectations were expressed for LVR, showing mainly hopes for vision improvement and the need
for services and support. The impact of medical care on vision outcome was mentioned in relation to the perceived benefits of
LVR. LVR was generally considered useful in terms of overall well-being and quality of life, the main practical benefits being the
provision of different visual aids and assistive devices.
Conclusions: The results proved the concept, process and multi-sided nature of LVR to be incompletely perceived by the
participants in the study. In light of this, we argue that there is a need for improved communication between people with VI and
medical staff when discussing the nature and the realistic possibilities of LVR; care should be taken to distinguish it from medical
care. The benefits of LVR in enabling independence in daily tasks were commonly recognized, however.
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1. INTRODUCTION

A vivid metaphor of the “silver tsunami” has been used to
describe the rapid and worldwide phenomena of population
aging in the 21st century.[1] In 2017, 13% of the global popu-
lation was estimated to be aged 60 or over, and in Europe the
figure was 25%.[2] Currently in Finland, 21% of the popula-

tion is aged 65 years or over and national projections show
that the number of elderly people will have increased by the
year 2060 to an estimated 29% of the population.[3] The old-
est of the old (people aged 80 and over) present the greatest
challenge in terms of providing health-related services and
finding ways to help them to maintain independence in their

∗Correspondence: Heidi J. Siira; Email: heidi.siira@oulu.fi; Address: Research Unit of Nursing Science and Health Management, University of
Oulu, Oulu, Finland.

16 ISSN 1925-4040 E-ISSN 1925-4059



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2019, Vol. 9, No. 8

everyday life.[4] The global burden of disease is expected to
increase in line with the aging population, and is predicted
to be heaviest among disorders that are strongly associated
with advancing age.[5] Impaired vision is a common con-
dition affecting older members of the population, together
with declining movement, hearing and cognition. Age of
onset, support and services available, as well as individual
coping strategies determine what kind of impact vision loss
or deterioration has on the lives of the elderly.[4]

In Finland, LVR services are provided to people who meet the
criteria of VI set by the World Health Organization (WHO),
according to which a person is visually impaired if the visual
acuity (VA) in the better eye with the best glass correction is
less than 0.3. A person is considered blind if the VA of the
better eye is less than 0.05 or the radius of the visual field is
less than 10 degrees.[6] According to FinTerveys 2017 data,
approximately 50 000 people (1% of the Finnish population)
are estimated to be visually impaired.[7] In Finland, VI par-
ticularly affects the aging segment of the population.[8] The
vast majority (80%-85%) of the newly registered persons
in the national register of VI are people aged 65 years or
over. The most common eye disease causing long-term VI in
Finland, and also across Europe, is age-related macular de-
generation.[8, 9] In addition, there is a large number (173,000)
of mostly elderly people in Finland with visual problems
not quite meeting the VI criteria, having a moderate long-
distance VA (0.5 to 0.32 Snellen decimal) but experiencing
such weak functional vision that they need help, services and
counseling in order to survive in their everyday life.[8]

Loss of vision is a physical disability which has a profound
psychological dimension, one that seriously affects people’s
sense of well-being.[10, 11] Therefore, a fully supportive home
environment for the elderly should not only promote so-
cial and physical well-being, but also psychological well-
being.[12] VI also seriously compromises quality of life and
has been linked to a weakened financial situation, declining
physical and mental health and functional constraints that
affect everyday life and self-reliance, causing social isolation
and low life satisfaction.[13, 14]

Modern LVR can be defined as a multidisciplinary profes-
sional service that aims at optimal use of residual visual
functions, training in compensative skills and reintegration
in society.[15] LVR not only includes professionals work-
ing in the fields of ophthalmology and optometry but also
occupational therapy, social work and various teaching dis-
ciplines.[15] Despite this wide-ranging professional involve-
ment in the field, there is currently little research on VI and
LVR available. Previous international research on LVR has
focused on people of retirement age, but information and

knowledge on how LVR can help maintain and improve the
perceived quality of life and well-being of older adults with
VI is still limited.[16] Earlier studies on LVR have shown that
assistive devices improve functional vision under test condi-
tions, but as yet no effect has been demonstrated in the home
environment.[16] Also, there is little research on the cost
effectiveness of LVR. Group-based LVR interventions[16]

as well as interdisciplinary low vision services[17] have had
encouraging results and a positive impact on the lives of
service users.[17] It is clear then, that more research is needed
on home-based LVR services, counseling and guidance, as
well as the efficacy of assistive devices and equipment. In
addition, there is also limited information about the expe-
riences of elderly people with LVR, and the expectations
they have for LVR. The need to solicit user perspectives
of LVR services and attempt to achieve a good fit between
client needs and services provided.[18] Future research needs
base on knowledge of elderly people readjusting to every-
day life after a recent diagnosis of vision loss, and call for
implementation of knowledge in rehabilitation programs at
municipality level at the early stages of vision loss.[19]

In the light of the previous patchy research concerning LVR
and the gaps in our knowledge that remain, this study is im-
portant for Western societies as a whole; there is a definite
urgency for us to consider ways to improve the functional
capacity of aging populations and to mitigate as far as possi-
ble the negative effects of aging. Policy objectives and the
preferences of elderly people to “age in place” coincide in
that they refer to people being able to stay at home and in
a familiar neighborhood by adapting to changing needs and
conditions that occur as people age.[20] This study enriches
the scarce field of disability research by introducing a nurs-
ing science perspective, and supplements the general image
of VI among elderly people by bringing out their own voices
directly. The study provides a basis for assessing the useful-
ness of LVR, and the results outline possibilities for future
research approaches. The ultimate purpose of this study is
to explore the experiences of elderly people with VI in LVR
after a period of one year, expectations for LVR in the future,
and the usefulness of LVR in terms of improving well-being
and quality of life. We seek to produce new knowledge that
can be utilized in the development and improvement of LVR
processes in order to better support well-being, improve the
quality of life and encourage active aging in place of elderly
people with VI as much as possible.

Research questions were: 1) How do VI elderly people as-
sess their experiences of the LVR process after a period of
one year? 2) What are the expectations of VI elderly people
for LVR in the future? 3) What things do VI elderly people
consider beneficial and useful in LVR for their well-being
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and quality of life?

2. METHODS
2.1 Study protocol
The study is part of a larger, mainly quantitative follow-
up study that examines the health-related quality of life
(HRQoL) and well-being of home-dwelling elderly people
with VI in relation to their home environment, the severity
and degree of VI and the LVR process. Qualitative data
was collected to study people’s experiences, their expecta-
tions and the tangible benefits of LVR. The setting was the

Northern Ostrobothnia Hospital District in northern Finland
and Oulu University Hospital Low Vision Center (OLVC),
which receives all patients referred to LVR in the Hospital
District area in question. A prospective cohort of consecutive
older adults with VI referred to OLVC for LVR was included.
Recruitment took place in OLVC during a 12-month period
from May 2016 to May 2017. People eligible for inclusion
were aged 65 years or over, living at home and visually im-
paired according to the WHO definition.[6] There were 79
referrals, and 39 persons ended up taking part in the study.
Flowchart of the study protocol can be seen in Figure 1.

Figure 1. Flowchart of the study protocol
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2.2 Data collection

The research data were collected by telephone interviews at
the point when individual LVR had lasted for one year. The
researcher had visited each participant at home six months
previously. 35 of the 39 were available for the phone in-
terview. If the participant was busy or otherwise unable to
answer the questions at the time of the phone call, a new time
was scheduled within a few days. One of the interviews was
split into two sessions. Nobody refused to be interviewed
after answering the phone.

A telephone interview was selected as a data collection
method because answering questions on the phone is easy
for the participants and does not require much effort on
their part (such as traveling somewhere or writing answers
to a questionnaire). Telephone interviewing is considered
to be a participant-centered data collection method,[21] and
suits cases where contact with participants has already been
made.[22] Conducting a telephone interview was also a cost-
effective way to collect data in northern Finland, where long
geographical distances present very practical difficulties for
fieldworkers.

The elderly participants were oriented by telling them that
the questions would deal with LVR, an explicit reference
to a process that had begun a year ago when they first vis-
ited OLVC as referral patients. LVR includes individually
planned actions which assess the customer’s overall situation,
planning and monitoring the rehabilitation process, service
management, disability-related support, counseling and guid-
ance, adaptation training, evaluation and guidance related to
home-environment as well as providing and fitting the visual
aids and other assistive devices.

Three open questions were asked: 1) How have you experi-
enced the LVR process during the past year? 2) What kind
of expectations do you have for LVR in the future? 3) What
has been useful in the LVR from your well-being and quality
of life point of view, and why? Telephone interviews lasted
15-75 minutes. The researcher wrote the answers down man-
ually on a sheet of paper during the telephone conversation.
Communication on the phone was successful and uncom-
plicated, although many respondents were using a hearing
aid. Age and gender as background variables were registered.
Diagnoses of primary eye disease and level of VI were col-
lected from patient records. The answers were compiled for
analysis with word-processing software (Microsoft Word),
and the participants were encoded by numbers in order to
anonymize the data. The raw data consisted of seven pages
of written text of 11-point font, single-spaced. The data
appeared on first reading to be rich but fragmented.

2.3 Data analysis
The data was analyzed by inductive content analysis, follow-
ing Elo and Kyngäs.[23] The main phases of analysis were
preparation, organizing and reporting. Initially, the material
was read through several times to form an overall view and
get a general sense of the data, while making notes to the
material to organize it. The unit of analysis was selected to
be an expression of a theme. The analysis was focused on
the manifested content of the data. Original expressions cor-
responding to the research questions were identified, listed
and simplified, and then grouped by combining expressions
that seemed to be one or mean the same, in order to form sub-
categories. Abstraction of the data was continued by forming
common descriptive upper categories of sub-categories. Up-
per categories were named after their content.

2.4 Ethics
The study has been approved by the Northern Ostrobothnia
Hospital District and the Regional Ethics Committee. The
study follows good scientific practice and research ethics
principles according to the Finnish Advisory Board on Re-
search Integrity 2012, and adheres to the guidelines of the
2017 Helsinki Declaration of the World Medical Associa-
tion.[24, 25] The participants in the study have given voluntary
informed consent to participate in the research at the outset
of LVR and first visit to OLVC.

3. RESULTS

3.1 Characteristics of participants
Mean age of the participants at the time of the interview
was 84 years (range 71-94). A majority of the participants
were women (n = 25). Eye disease mainly responsible for VI
was age-related macular degeneration or other retinal disease
(n = 31), followed by glaucoma (n = 4). The participants
were divided into categories describing the severity of VI
according to WHO classification[6] as follows: moderate VI
(1) (n = 30); severe (2) VI (n = 4); and deep (3) VI (n = 1).

3.2 Experience of a one-year low vision rehabilitation
process

Four upper categories described experiences of LVR after
one year: satisfaction/dissatisfaction with services; suitabil-
ity and functionality of visual aids; medical treatment of eye
disease; and psychological factors. The upper category of
LVR as medical treatment emphasized the impact of medical
care or surgical procedures on vision outcomes. Regular or
repeated treatment at the time of the interview due to eye
disease was discussed, most commonly the injection treat-
ment of wet age-related macular degeneration. The decision
to withdraw from medical treatment due to it not having a

Published by Sciedu Press 19



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2019, Vol. 9, No. 8

significant or a desired impact on visual acuity was consid-
ered, as were the medical possibilities available to treat the
eye disease.

“One cannot say that there have been significant
benefits from low vision rehabilitation or visual
aids because the vision itself cannot be cured.”
(ID 8, Female)

“My low vision rehabilitation was discontinued.
It was said that it can no longer be cured. Earlier,
I was receiving injections.” (ID 39, Male)

“It [vision] is by no means rehabilitated. There
are no therapies available.” (ID 27, Female)

The upper category of satisfaction/dissatisfaction with ser-
vices raised notions of their adequacy and accessibility, as
well as their usefulness for everyday life. The fact that LVR
services have been brought home in the form of visual aids
and improvements for lighting was considered good. Like-
wise, the services were considered easily accessible as use
of the Internet was not necessary. Certain unmet needs were
identified concerning the visual aids, services and contact
with the rehabilitation counselor. Some uncertainty was ex-
pressed about whether LVR had taken place at all. Discussion
support provided by different occupational groups at various
stages of the LVR process was also hoped for.

“Help, I have received, yes. OLVC has pro-
vided visual aids at home, and lights have been
improved for disability. Online access has not
been needed for rehabilitation services.” (ID 17,
Female)

“Not in any way; I do not experience having low
vision rehabilitation on my part.” (ID 7, Female)

“Absolutely non-existent. Just one contact had.”
(ID 15, Female)

“Quite bad. I have hardly gotten [any] visual
aids. There has not been a home visit by the re-
habilitation counselor; they called once, but the
time was not suitable for me, and a new time for
the visit has not been offered.” (ID 4, Female)

“There has not been a proper discussion. I was
disappointed at not having been able to talk to a
doctor, really not once. The bright lights were
installed, but no question was ever asked. I’ve
missed discussions.” (ID 28, Female)

The suitability, functionality, usability and usefulness of vi-
sual aids in supporting independent living were considered.
On one hand, the visual aids were found to be functional,

useful and easy to use, but on the other hand, they were found
difficult to use, not very helpful or laborious. In addition,
uncertainty about the skills required to use the visual aids
properly was expressed.

“I got the magnifying glasses so I can read the
things I want.” (ID 12, Female)

“There is one magnifying glass, but I cannot use
it. I do not know if it is helpful and I’m not even
sure if I can use it correctly and appropriately.”
(ID 15, Female)

The year-long LVR process also inspired reflections on the
profound feelings and emotions of becoming disabled and
adapting to visual impairment. The deterioration of vision
aroused feelings of depression which, sadly, seemed in-
evitable. Treatment visits – many participants were receiving
anti-VEGF injections for AMD on a regular basis – in the
hospital were also found to be exhausting. The importance
of the participants’ own attitudes, motivation, activity and
passivity, and the impact of their own approving or negative
attitude on the success of the overall LVR process was also
reflected on. It was commonly felt that one has to survive in
everyday life on one’s own; there is much that simply cannot
be done by an outsider. A certain level of contentment with
the situation despite advanced age was exhibited, but the
visual aid provided could be unpleasant and there was some
reluctance to learn how to use it. Visual aids had sometimes
been consistently refused although they had been repeatedly
offered. Nevertheless, activity in the use of visual aids was
also demonstrated.

“It depresses me that my sight has gone”. (ID 4,
Female)

“Every morning, when I open my eyes, it’s dark.”
(ID 11, Female)

“I said then that I do not want [visual aids]. They
were offered on several occasions, I abandoned
those as I was thinking ‘I’m not blind yet’.” (ID
19, Male)

“I have not learned to like the electronic video
magnifier much, and I have not had a desire
to learn because I am not succeeding.” (ID 8,
Female)

3.3 Expectations for low vision rehabilitation
Four upper categories were found to describe expectations
for future LVR. These related to vision quality, gaining infor-
mation, the level of services and support, as well as the roles
of the patient and the doctor. Some participants expressed
a cautious sense of contentment with the current state of
their vision, and hoped that their vision would not deteriorate

20 ISSN 1925-4040 E-ISSN 1925-4059



http://jnep.sciedupress.com Journal of Nursing Education and Practice 2019, Vol. 9, No. 8

or that eye disease would not lead to complete blindness.
However, the knowledge that in some circumstances nothing
can be done or that there is no healing treatment available
showed a degree of realism about declining visual ability.
Yet set against this sober realism, there was also a longing for
an improvement in visual acuity, finding a cure, and getting
a driving license back.

“That sight would not go completely. That I
would maintain some kind of vision.” (ID 4, Fe-
male)

“... to get better vision, for example through
surgery, to survive better in everyday life.” (ID
11, Female)

“I hope to have my driving license back, if only
I could see one line better.” (ID 10, Male)

The expectations related to gaining practical information
were characterized by uncertainty of whether something
could be done to improve vision, and unawareness about
the support and services available. The expectations for LVR
were also not considered or not known about.

“I cannot say if there is anything, because it was
said that glasses would not help.” (ID 9, Female)

“What kind of glasses and aids would I get?
There are some, but I do not know where to get
them.” (ID 14, Female)

There were various expectations of services and support: con-
tact by the rehabilitation counselor and an out-patient visit to
the doctor was hoped for, as well as the provision of visual
aids and financial assistance. Recreational activities, such as
camps, were desirable for day-out breaks. The importance
of timing and the continuity of LVR were also emphasized.

“Visiting the OLVC was too early, I was not
ready to gain and comprehend information.” (ID
28, Female)

“I hope that rehabilitation will continue for as
long as possible.” (ID 25, Male)

Expectations brought up for LVR also related to the roles
of the doctor and the patient. The role of the patient was
essentially seen as one of passive outsider in the treatment,
while responsibility and authority for the treatment and situa-
tion was given to the doctor. Adaptation to VI was reflected
through the fears raised of blindness, thoughts of death and
pondering survival in everyday life as vision deteriorates.
However, not having expectations for LVR reflected adapta-
tion to the current situation and the services received, and
knowing where to turn to with needs related to LVR.

“I cannot answer, it’s for the doctors.” (ID 16,
Male)

“What I have thought about, is that how do I
manage when I cannot see, whether I should set
threads around the room, different colors don’t
even help, when you cannot see them. One must
start to recognize based on the sound.” (ID 37,
Male)

“It’s not too long ago when the rehabilitation
counselor left a phone number that I could call.
Things do not come to mind right now.” (ID 31,
Female)

3.4 The usefulness of low vision rehabilitation in terms
of well-being and quality of life

Seven upper categories were found to describe the usefulness
of LVR: visual aids that enable seeing, coping in the home
environment, independent living in everyday life, thorough-
ness and accessibility of LVR services, patient involvement
in the LVR process, negative feelings and thoughts, and com-
prehending LVR as medical treatment of the eyes. The main
benefits of LVR for well-being and quality of life stemmed
from the different devices provided that aid vision (elec-
tric video magnifiers, magnifying glasses and binoculars).
However, the use of these assistive devices was perceived as
somewhat awkward – they provided just a little bit of help or
no help at all. The electric video magnifier was liked, almost
without exception, however.

“Magnifiers – with them I can see something.
I’ll check the mail with the help of them.” (ID
24, Female)

“With an electric video magnifier, I look at mag-
azines and bills. It is the most useful tool, it is
good.” (ID 22, Male)

Practical modifications to the living environment, such as
making lighting improvements, were also held to be a benefi-
cial result of LVR. Assistance with maintaining the familiar
order of things in the home, and improving ways of gaining
information and carrying on communication with others were
also appreciated. This could involve very simple innovations:
for example, notes and instructions were made more legible
by using a black marker instead of an ordinary pen.

“The [new] lights have definitely been a good
thing. I did not think (they would be available),
and I did not think to ask for them.” (ID 29,
Female)

“The familiar environment and things in their
own places help to find and survive.” (ID 11,
Female)
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In an example of hearing compensating to some extent for
sight loss, audiobooks and voice subtitling services were
used for leisure reading and to acquire practical informa-
tion. Sensory-based means were also used to facilitate prac-
tical housekeeping tasks, e.g. marking the stove and other
household appliances. In addition, the availability of family
members for reading aloud and providing help was taken
advantage of. The services of OLVC and LVR in general are
thought to be thorough and accessible, and to have eased the
life of the respondents in various ways; having it explained
why, for example, vision has deteriorated was appreciated.
The fact that it was possible to bring things home was con-
sidered as a particularly good aspect of the services.

“Thoroughly cared for and studied. Eased feel-
ing.” (ID 27, Female)

“I know now what is wrong.” (ID 31, Female)

The usefulness of LVR was considered by looking at the
importance of involving patients in the LVR process. Experi-
encing oneself as an active actor contributes to independent
survival in the service system. The responsibility of the in-
dividual was emphasized in cases where an elderly person
with VI had at first refused the LVR services and visual aids
offered, but later on realized that they would, in fact, be of
use. However, sometimes the assistive devices and aids were
not actively used in everyday life, or their usability was not
maintained by replacing the batteries, regular servicing, etc.

“I can still handle things.” (ID 27, Female)

“I have not used much [aids]. I have not al-
ways had the magnifying glass with me while
shopping. And if the battery runs out, I will
not always realize to buy a new one.” (ID 26,
Female)

LVR and VI also raised negative thoughts and emotions. In
some cases LVR was perceived as useless because wishes
and expectations were not fulfilled. More particularly, the
usefulness of LVR was evaluated solely in relation to vision
and positive changes, and because it did not restore vision
LVR was dismissed out of hand.

“I do not feel anything useful. I feel it’s diffi-
cult that I have become disabled in later life. It
irritates me.” (ID 7, Female)

“It has not been any good because my vision has
not improved.” (ID 37, Male)

4. DISCUSSION
In this paper LVR was studied through the subjective expe-
riences, the expectations and benefits perceived by a group

of elderly people with VI in order to better understand a
point of view that has hitherto been largely ignored by re-
searchers and practitioners. The experiences of LVR after
it had lasted for one year manifested as satisfaction and/or
dissatisfaction with services, the use or non-use of suitable
and functional visual aids, ophthalmological treatments and
in various psychological forms. Based on the results, the
concept, process and multisided nature of LVR proved to
be problematic. The conclusion must be that the realistic
possibilities and actions of LVR should be more clearly com-
municated to elderly patients right from the beginning of
the LVR process. The differences between LVR and med-
ical treatment should also be clearly stated and clarified if
necessary. In reaching this conclusion we follow previous
studies[18, 26] which also called for improved communication
between LVR customers and providers.

The participants in the study had some trouble defining their
expectations for future LVR. Elderly might express only a
few demands for support if they are told by a doctor that
their vision could not be improved.[19] Practical help with
assistive devices and technology makes for an exception,[19]

which was also seen in this material. Expectations related to
LVR showed clear hopes for positive rehabilitation outcomes,
such as major improvement in eye health status, and for it
to answer the need for information concerning services and
support. The hope for sufficient improvement in vision in
order to get a driving license back is unrealistic from the
point of view of medical care but understandable in the light
of the review noting that individuals with VI find that driving
is something which is particularly difficult to relinquish.[27]

After all, car ownership and driving symbolizes freedom and
highly valued independence. The hope that vision will no
longer deteriorate or eye disease will not lead to complete
blindness so that survival in everyday life will not get any
more difficult was also expressed by many. Again, we may re-
late our findings to those of Magnus and Vik,[19] who studied
elderly people recently diagnosed with age-related macular
degeneration and found similar perceptions of fear of more
extensive vision loss that would threaten independence and
reduce activity in everyday life.

LVR was generally considered useful in terms of overall
well-being and quality of life. The benefits were mainly
practical – the provision of visual aids and assistive devices,
assisted survival in the home environment and improved,
independent coping with the challenges brought by VI in
everyday life. Lighting adaptation was seen as a particularly
important part of LVR. Previous research supports this con-
fident assertion by noting that better lighting significantly
improves the quality of life of elderly people with VI, and
that good lighting contributes to the ability to carry out daily
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activities.[28] Reading is vital in everyday life activities both
at home and in its surroundings,[19] and the ability to read
with the help of optical aids was seen as important. The
participants who were using an electronic magnifying reader
considered it as a particularly good visual aid. Electronic
magnification provides superior magnification compared to
normal handheld devices and is one of the most advanced
interventions in LVR technology available today.[15]

Information and communication technology (ICT) devices
and applications such as computers, laptops, smartphones
and tablets were not mentioned by our participants as being
extensively used as visual aids. Yet mobile phones in partic-
ular have been widely considered as promising in terms of
improving quality of life for the elderly.[29] At bottom, this
may well be a generational issue as people from the younger
generation who have poor vision or suffer from blindness
currently take full advantage of digitalization, and it is likely
that future generations will want to keep using digital so-
lutions into old age, despite impaired vision, if they have
become familiar with the devices and applications earlier in
life.[29] Somewhat related to this is the fact that the subjects
of this study made it clear that they were very pleased to be
able to contact the LVR services without having to use the
Internet. However, Internet access may well be considered a
minor issue after a decade or two.

It is noteworthy that training was not brought up in terms
of its importance in adapting to vision loss, VI and coping
in everyday life – not even when learning the use of visual
of aids and the skills of the visually impaired proved to be
challenging in some degree. The need for discussions with
professionals during the first year of LVR is clear from our
results. In developing the LVR process, it would be worth
considering whether elderly people with VI would benefit
from a group-based intervention on adaptation training rather
than individual guidance; indeed, counseling sessions as
group-based LVR interventions have already produced en-
couraging results.[16] A control phone call for a period might
also be beneficial in helping to maintain the LVR relation-
ship with elderly people and assisting them to adapt to their
new situation and comprehend the range and possibilities
of support available for everyday life. Scheduled control
calls require resources, of course, but investing in adaptation
training can save healthcare costs in the future, as elderly
people with VI stay active and independent actors in their
lives for longer despite suffering from VI. In some cases, the
first visit to OLCV and the onset of LVR was too soon after
the diagnosis. Resources should be concentrated on assisting
those who need to understand the nature and difficulties of
life for an elderly VI person; as Ivanoff et al. suggest,[30]

early detection and better integration within the system of

people with VI might improve the effectiveness of LVR.

In the future, our understanding of the experiences and per-
ceptions of elderly people with VI of LVR should be further
deepened with qualitative research methods, and findings
should be compared to the LVR services provided by gath-
ering information from patients’ records. Aspects of missed
care in relation to LVR should also be considered in future
research as the feeling of non-existent or inadequate LVR
was evident in this study. In the development of the LVR
process the use of outcome indicators and measures, such as
quality of life instruments, should be used to support indi-
vidual goal setting and assessing the effectiveness of LVR.
Outcome measures would also help the patients to perceive
and comprehend the contents and possibilities of LVR, which
would increase commitment to LVR and empower elderly
patients with VI in the rehabilitation process.

The trustworthiness of the study is discussed by looking at
issues of credibility, transferability, dependability, confirma-
bility and authenticity.[31] Inductive content analysis is well
suited to the analysis of this data, as it is a data-driven and
material-sensitive method for analyzing qualitative informa-
tion.[23] Extensive dialogue among co-researchers was used
to increase the dependability of the analysis. It should be
emphasized that the researcher has a great deal of experience
working with elderly people so she was able to discuss sensi-
tively the issues involved with aging, VI and home survival
with the participants of the study. The researcher has also
been working as a rehabilitation counselor with other elderly
patients, so she had a preliminary understanding about LVR
and some of the general perceptions elderly people had about
it. However, the researcher was thoroughly professional and
did not let her pre-understanding influence the research in any
way, although it did help her to understand and empathize
with the elderly participants during the interviews. The con-
clusions made are based purely on the research data. The
transparency, consistency and confirmability of the analysis
process can be seen in Figure 2.

The respondents were familiar with the researcher from pre-
vious points of longitudinal follow-up data collection. The
researcher was therefore a familiar person that facilitated the
interviews. The participants were selected from a prospective
sample at the beginning of the follow-up study according
to certain inclusion criteria, and with their particular age
and gender distribution, they are an accurate sample of the
Finnish population of VI people. They all had the same pos-
sibilities to receive LVR services, get counseling, adaptation
training, visual aids and other services because of national
health insurance. The participants are therefore a very het-
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erogeneous group of people with their disabilities, place of
residence and their state of overall health. On the other hand,
the subjects are also homogeneous when it comes to their

visual status, the majority being moderately VI because of
age-related macular degeneration.

Figure 2. Independence in everyday living as a useful outcome of LVR in terms of well-being and quality of life

Not recording the telephone calls is a factor that may decrease
the reliability of research. However, the researcher wrote
the answers down as accurately as possible and checked
with the respondents whether the expressions written down
were what the respondents had meant. The respondents were
asked, based on the pre-understanding of the researcher, what
aspects of LVR are useful in terms of their well-being and
quality of life. Not all the respondents understood the ques-
tion, and they had to be given examples of things that might
be useful, for example visual aids. A pilot interview might
have brought up the fact that LVR as a concept was not com-
pletely familiar to all of the respondents. It was explained to
all of the participants at the beginning of the interviews how
LVR is understood in this study; it was also explained that
for the purposes of the study they had to consider that the
process of LVR had begun at their first visit to OLVC one
year before. The study produced a multi-sided and informa-
tion saturated rich seam of data that allowed us to produce
relevant and consistent conclusions. The illustrative quota-
tions were chosen based on the perceptions of the first author
who saw them as relevant to the research questions. The
research results are transferable to other hospital districts in
Finland because the data is nationally representative.[8] The
results can also be utilized internationally in similar LVR
contexts concerning elderly people. The inclusion criteria of

the research also support transferability.

5. CONCLUSION
During their year of low vision rehabilitation others adapted
to VI by learning the use of assistive devices and adopting
appropriate substitutive behaviors to cope with a decline in
their VA in everyday life. In contrast, others demanded a
significant – almost certainly unrealistic – improvement in
vision, set great expectations for medical care and were reluc-
tant to learn new compensative skills such as correctly using
visual aids. Frankly discussing the nature and the realistic
possibilities of LVR with the patients, especially distinguish-
ing it from medical care, apparently needs emphasizing. In
general, the overall experience of the participants in this
study is that LVR does improve the well-being and quality
of life as well as independent and active aging in place de-
spite VI, but, paradoxically, stimulating such an active and
realistic attitude can create the conditions for failure in some
cases.
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