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Objective: To examine the effect of treating uncor-
rected refractive error through spectacle correction on
vision-targeted health-related quality of life and depres-
sive symptoms in nursing home residents.

Methods: Persons aged 55 years or older residing in nurs-
ing homes in Birmingham, Alabama, having uncor-
rected refractive error were randomly assigned to either
immediate spectacle correction of uncorrected refrac-
tive error or delayed correction (after the 2-month fol-
low-up visit).

Main Outcome Measures: Vision-targeted health-
related quality of life (measured with the Nursing Home
Vision-Targeted Health-Related Quality-of-Life Ques-
tionnaire and the VF-14) and depressive symptoms (mea-
sured with the Geriatric Depression Scale), assessed at
baseline and at 2 months.

Results: At the 2-month follow-up, the immediate re-
fractive error correction group as compared with the de-
layed correction group had higher scores on the Nurs-

ing Home Vision-Targeted Health-Related Quality-of-
Life Questionnaire subscales of general vision, reading,
psychological distress, activities and hobbies, and social
interaction (all P� .04) and the VF-14 (P� .001) as well
as fewer depressive symptoms on the Geriatric Depres-
sion Scale (P=.003), adjusting for mental status and base-
line outcome variables.

Conclusions: Dispensing spectacles to treat uncor-
rected refractive error in nursing home residents leads
to improved quality of life and decreased symptoms of
depression.

Application to Clinical Practice: This study demon-
strates that older adults residing in nursing homes can
personally benefit from access to the most basic of eye
care services.

Trial Registration: clinicaltrials.gov Identifier:
NCT00347620
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N URSING HOME RESIDENTS

in the United States and
other industrialized
countries have high rates
of vision impairment,

with estimates ranging from 3 to 15 times
higher than corresponding rates for com-
munity-dwelling older adults.1-11 Studies
suggest that vision impairment in about
one-third of nursing home residents could
largely be reversed by treatment of uncor-
rected refractive error (myopia, hyper-
opia, presbyopia).4,12 There are several fac-
tors that could be contributing to these
high vision impairment rates. Persons with
vision impairment are more likely to be ad-
mitted to nursing homes as compared with
those with normal sight.13 Those in need
of eye care can lack transportation and es-
corts for trips to eye clinics.14 There is a
shortage of ophthalmologists and optom-
etrists who offer services at nursing

homes.15-18 The National Nursing Home
Survey found that only half of nursing
homes in the United States report having
contracts for vision and hearing ser-
vices,15 and the Medical Expenditure Panel
Survey16 estimates that only 12.6% of nurs-
ing homes have optometric services avail-
able on-site. Studies have estimated that
more than 50% of nursing home resi-
dents have no evidence of having re-
ceived eye care services in their medical
records even though an eye care provider
is on contract to the facility.7,19 Another
factor underlying high vision impair-
ment rates in nursing homes is that there
may be a pervasive attitude among the
nursing home staff, family, and/or health
care providers that many persons in nurs-
ing homes would not benefit from treat-
ments to improve vision because of cog-
nitive impairment and/or physical frailty.
Research that could demonstrate that re-
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fractive error correction through spectacles improved
health-related quality of life and psychological well-
being among nursing home residents could serve as a
strong impetus to increase the availability of these eye
care services in nursing homes.

Here we describe a randomized controlled trial ex-
amining the effect of treating uncorrected refractive er-
ror through spectacle correction on vision-targeted health-
related quality of life and depressive symptoms in nursing
home residents.

METHODS

The institutional review board at the University of Alabama at
Birmingham approved the study protocol. This study fol-
lowed the tenets of the Declaration of Helsinki. Seventeen nurs-
ing homes in the Birmingham, Alabama, area were sites for the
study. All of the 17 participating nursing homes had eye care
services available to residents in that a licensed optometrist vis-
ited the facility on a routine basis to provide services. Written
informed consent was obtained from each of the participants
and also the resident’s sponsor (a family member or state-
appointed guardian) after explaining the nature and possible
consequences of the study.

Persons were eligible for enrollment if they met the follow-
ing criteria: (1) were identified by the unit charge nurse as a
person who could answer simple questions about vision and
daily activities; (2) were aged 55 years or older; (3) spoke En-
glish; (4) had a Mini-Mental State Examination (MMSE)20 score
of 13 or higher, since comprehension of simple requests and
questionnaire items was critical to valid outcomes measure-
ment; and (5) had uncorrected refractive error in 1 or both eyes
for near or far test distances as determined in a routine eye ex-
amination performed by an optometrist within the past month.
To be eligible for enrollment, correction of the uncorrected re-
fractive error had to improve visual acuity by at least 1 line on
a distance visual acuity chart for at least 1 eye according to the
optometrist’s records. Refractive error measurement and re-
fraction for best distance and near correction were carried out
by an optometrist using subjective refraction with trial lenses
and frames, a portable autorefractor, and/or retinoscopy, with
most enrollees receiving a combination of approaches.

Before randomization to either of the 2 arms of the study, a
research staff member assessed distance and near visual acuity
while the resident used habitual correction (or nothing if they
had no correction) for each eye separately and together. Test-
ing was carried out in either the resident’s room or another pri-
vate area with adequate lighting. Distance visual acuity was
assessed with the ETDRS chart using its standard protocol and
expressed as the logarithm of the minimum angle of resolu-
tion (logMAR).21 Near visual acuity was assessed using the
Lighthouse Near Visual Acuity Test (modified ETDRS) admin-
istered at 40 cm. The Nursing Home Vision-Targeted Health-
Related Quality-of-Life Questionnaire (NHVQoL)22,23 was used
to assess vision-targeted health-related quality of life. The
NHVQoL is an instrument specifically developed for the nurs-
ing home resident population and consists of 9 subscales fo-
cusing on general vision, reading, ocular symptoms, mobility,
psychological stress, activities of daily living, activities and hob-
bies, adaptation and coping, and social interaction. Two other
questionnaires were also administered, the Medical Outcomes
Study Short-Form 36 (SF-36)24 to assess generic health-
related quality of life (both mental and physical components)
and the VF-1425 to assess the visual activities of daily living.
Scoring on all of the 3 questionnaires is from 0 (severe disabil-
ity) to 100 (no disability), and all of the questionnaires were

interviewer-administered by trained personnel. The presence
of depressive symptoms was assessed by the 15-item Geriatric
Depression Scale (GDS),26,27 a widely used screening instru-
ment for estimating depressive symptoms in older adults, in-
cluding those residing in nursing homes.28 The screening ver-
sion of the Hearing Handicap Inventory for the Elderly29,30 was
administered to assess hearing difficulty because the protocol
relied on verbal communication with the participant. The medi-
cal record was abstracted to obtain information on demo-
graphic variables (age, sex, race/ethnicity, and education, which
were also verified by interview), current chronic medical con-
ditions, and length of stay in the nursing home.

Following the baseline assessment, each resident selected
his or her own preferred style of spectacle frames from 22 choices
presented in a portable display. Based on these selections, bi-
focal spectacles with each participant’s best refractive correc-
tion were ordered from the participating optical shop. Spec-
tacles were made at no cost to participants. Each participant
was then randomly assigned (irrespective of which nursing home
they resided in) to 1 of 2 groups as follows.

In the immediate refractive error correction group, the spec-
tacles were immediately dispensed to the participant once the
order was ready at the optical dispensary (within about 1 week).
Research staff specifically trained in spectacle fitting made ad-
justments to the spectacles during dispensing to ensure a com-
fortable fit. Staff also emphasized to both the resident and the
certified nursing assistant (CNA) primarily in charge of the resi-
dent’s day care the importance of the resident’s wearing the spec-
tacles and how to care for the spectacles. Compliance in wear-
ing the spectacles was formally monitored by separately
interviewing both the resident and the CNA on a weekly basis
during the 2-month follow-up period. The resident and the CNA
reported how much time overall the resident wore his or her
glasses during the last week; response options were all of the
time, most of the time, about half of the time, some of the time,
only once in a while, or never.

The other group was the delayed refractive error correc-
tion group whereby the spectacles were not dispensed until 2
months after baseline, after the follow-up outcomes assess-
ment was administered. The dispensing process for partici-
pants in the delayed group was the same as for the immediate
refractive error correction group (adjustment and fitting of spec-
tacles, instruction in the appropriate care of spectacles) ex-
cept that the spectacles were not dispensed until after the fol-
low-up assessment.

Follow-up assessment for participants in both groups was
at 2 months after their baseline assessment and consisted of ad-
ministering the NHVQoL, SF-36, VF-14, and GDS and mea-
surement of visual acuity.

The target sample size was 136 persons, providing a power
of at least 80% for detecting small effects (5%-10% change in
outcomes). The treatment groups were compared using �2 and
t tests for categorical and continuous variables, respectively;
where appropriate, Fisher exact test and the Wilcoxon test were
used for these comparisons. For the comparison of 2-month
outcomes in the 2 groups, analysis of covariance was used to
calculate P values for treatment group differences that were ad-
justed for the MMSE score and baseline measures of the rel-
evant outcome variable. For example, differences in the fol-
low-up VF-14 score were adjusted for the MMSE score and the
baseline VF-14 score. Adjustment for the MMSE score was done
to account for observed differences between the treatment groups
at baseline. Adjusting for baseline measures is the preferred tech-
nique with studies such as this because the treatment group
comparison will be unaffected by baseline differences (signifi-
cant or not) and regression to the mean.31 P� .05 (2-sided) was
considered statistically significant.
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RESULTS

One hundred fifty-one persons were randomized to the
2 arms, 81 to the immediate refractive error correction
group and 70 to the delayed correction group. After ran-
domization, 3 persons in the immediate correction group
were lost to follow-up (2 died, 1 declined further par-
ticipation) and 6 persons in the delayed correction group
were lost to follow-up (3 died, 1 became too ill to par-
ticipate, 1 moved out of the nursing home, 1 declined
further participation). Thus, results are based on a total
of 78 persons in the immediate refractive error correc-
tion group and 64 persons in the delayed correction group
who had completed the protocol.

At baseline, the 2 groups had similar distributions of
demographic and medical characteristics (Table 1). The
average age of enrollees was in the late 70s, three-
quarters were female, approximately one-quarter were
African American, and three-quarters were white of non-
Hispanic origin. About half had attended school but were
not high school graduates, with the other half being high
school graduates and beyond. Participants had on aver-
age 5 to 6 chronic medical conditions, and about two-
thirds had a diagnosis of cataract. The mean Hearing
Handicap Inventory for the Elderly score in both groups
was approximately 8, the borderline between no handi-
cap and mild handicap.32 The average duration of resi-
dence in the nursing home was approximately 2 years.

The MMSE scores averaged 20.2 in the immediate group
and 21.7 in the delayed group, which had borderline sta-
tistical significance (P=.06).

The distribution of baseline refractive error was not dif-
ferent in the 2 groups for either eye (Table2). Regardless
of group, about one-quarter of participants were approxi-
mate emmetropes (��0.50 diopters [D] but�−0.50 D),
halfweremodestlyhyperopic(�0.50to��2.00D)ormy-
opic (−0.50 to�−2.00), and one-quarter were moderately
to severelyhyperopic (��2.00)ormyopic (�−2.00).The
mean add needed for correction of presbyopia for near vi-
sion was approximately �2.50 D. The 2 groups were also
similarly distributed with respect to the extent of refractive
errorthatwasuncorrectedbyspectaclesatbaseline(Table3).
At distance, about 33% had no or only minor uncorrected
refractive error, about 50% had refractive error with an ab-
solute value between 0.50 and 2.00 D, and 17% had refrac-
tive error with an absolute value of 2.00 or greater. Presby-
opia was undercorrected by an average of �1.25 D.

Baseline visual acuity with habitual correction was simi-
lar in the 2 groups (Table 4). Monocular visual acuity
for distance averaged approximately 0.5 logMAR (ap-
proximately 20/70), and monocular visual acuity for near
was a little worse, averaging approximately 0.6 logMAR
(approximately 20/85). Binocular visual acuity was on
average better than monocular visual acuity by about 1
line on the ETDRS chart. Scores on the health-related qual-
ity-of-life questionnaires including their individual sub-
scales and the GDS were not statistically different in the
2 groups (Table 5).

Compliance in spectacle wear as reported by the resi-
dent and the CNA is shown in the Figure. Data are av-

Table 1. Baseline Demographic and Medical Characteristics

Variable

Immediate
Refractive

Error
Correction

Group
(n = 78)

Delayed
Refractive

Error
Correction

Group
(n = 64)

P
Value

Age, mean (SD), y 79.2 (8.4) 78.0 (8.2) .46
Race/ethnicity, No. (%)

African American 29 (37.2) 16 (25.0)
.18White, non-Hispanic 48 (61.5) 48 (75.0)

Hispanic 1 (1.3) 0
Sex, No. (%)

Female 60 (76.9) 48 (75.0)
.79

Male 18 (23.1) 16 (25.0)
Education, No. (%)

Attended school but not a high
school graduate

44 (56.4) 29 (45.3)

.53High school graduate 21 (26.9) 23 (35.9)
� Some college 11 (14.1) 9 (14.1)
No information available 2 (2.6) 3 (4.7)

MMSE score, mean (SD) 20.2 (4.4) 21.7 (4.5) .05
Medical conditions, mean (SD), No. 5.2 (3.0) 5.7 (3.0) .30
Eye conditions, No. (%)

Glaucoma 1 (1.3) 4 (6.5) .10
Age-related macular degeneration 13 (16.7) 9 (14.5) .73
Cataract 53 (68.0) 38 (60.3) .35
Diabetic retinopathy 3 (3.9) 6 (9.7) .16

HHIE score, mean (SD) 7.7 (9.7) 7.9 (10.5) .91
Length of nursing home stay, mean

(SD), y
1.6 (1.5) 2.2 (2.5) .12

Abbreviations: HHIE, Hearing Handicap Inventory for the Elderly;
MMSE, Mini-Mental State Examination.

Table 2. Baseline Refractive Error

Variable

Immediate
Refractive

Error
Correction

Group
(n = 78)

Delayed
Refractive

Error
Correction

Group
(n = 64)

P
Value

Right eye
Spherical equivalent, mean

(SD), D
�0.19 (1.32) −0.19 (1.73) .13

Spherical equivalent, No. (%)
��2.00 D 9 (11.5) 6 (9.5)

.23
��0.50 D but ��2.00 D 23 (29.5) 19 (30.2)
��0.50 D but �−0.50 D 20 (25.6) 16 (25.4)
�−0.50 D but �−2.00 D 23 (29.5) 13 (20.6)
� −2.00 D 3 (3.9) 9 (14.3)

Add for near vision, mean
(SD), D

�2.64 (0.29) �2.60 (0.18) .29

Left eye
Spherical equivalent, mean

(SD), D
�0.15 (1.40) −0.10 (1.61) .26

Spherical equivalent, No. (%)
��2.00 D 6 (7.7) 5 (8.1)

.72
��0.50 D but ��2.00 D 30 (38.5) 17 (27.4)
��0.50 D but �−0.50 D 19 (24.4) 17 (27.4)
� −0.50 D but �−2.00 D 16 (20.5) 15 (24.2)
� −2.00 D 7 (9.0) 8 (12.9)

Add for near vision, mean
(SD), D

�2.63 (0.32) �2.60 (0.18) .53
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eraged across the 8 weeks of compliance assessment be-
cause reported compliance did not change over time
(resident, P=.90; CNA, P=.58). Compliance data were
not available for 6 residents. Fifty of 72 residents (69.4%)
reported wearing their spectacles at least half of the time
or more often. The CNA reported that 49 of 72 resi-
dents (68.1%) wore their spectacles at least half of the
time or more often. Visual acuity for distance improved
from baseline to the 2-month follow-up by a mean (SD)
of 0.06 (0.23) and 0.06 (0.19) logMAR for the right and

left eye, respectively, for participants in the immediate
refractive error correction group. Both of these improve-
ments were statistically significant (P=.02 and .01, re-
spectively). The improvement for near vision was a mean
(SD) of 0.08 (0.25) and 0.07 (0.25) logMAR for the right
and left eye, respectively, with both of these improve-
ments being statistically significant (P=.01 and .02, re-
spectively). The delayed refractive error correction group
had no change in distance or near visual acuity during
the 2-month period (P� .05).

Table 6 shows the postintervention results. At the
2-month follow-up, the immediate refractive error cor-
rection group as compared with the delayed correction
group had higher scores on the general vision, reading,

Table 3. Refractive Error That Was Uncorrected at Baselinea

Variable

Immediate
Refractive

Error
Correction

Group
(n = 78)

Delayed
Refractive

Error
Correction

Group
(n = 64)

P
Value

Right eye
Spherical equivalent,

mean (SD), D
−0.14 (1.10) −0.53 (1.70) .11

Spherical equivalent, No. (%)
��2.00 D 3 (3.9) 4 (6.4)

.18
��0.50 D but ��2.00 D 22 (28.2) 9 (14.3)
� �0.50 D but �−0.50 D 25 (32.1) 18 (28.6)
�−0.50 D but �−2.00 D 22 (28.2) 22 (34.9)
�−2.00 D 6 (7.7) 10 (15.9)

Add for near vision,
mean (SD), D

�1.42 (1.34) �1.10 (1.28) .16

Left eye
Spherical equivalent,

mean (SD), D
−0.18 (1.16) −0.44 (1.55) .24

Spherical equivalent
��2.00 D 1 (1.3) 3 (4.8)

.31
��0.50 D but ��2.00 D 23 (29.5) 11 (17.7)
��0.50 D but �−0.50 D 26 (33.3) 24 (38.7)
� −0.50 D but � −2.00 D 21 (26.9) 15 (24.2)
�−2.00 D 7 (9.0) 7 (14.5)

Add for near vision,
mean (SD), D

�1.41 (1.32) �1.17 (1.28) .29

aDifference between refractive error and current spectacle correction at
the baseline assessment.

Table 4. Baseline Visual Acuity Characteristics

Variable

Immediate
Refractive

Error
Correction

Group
(n = 78)

Delayed
Refractive

Error
Correction

Group
(n = 64)

P
Value

Distance visual acuity, mean (SD),
logMAR

Right eye 0.52 (0.28) 0.51 (0.31) .82
Left eye 0.50 (0.27) 0.55 (0.31) .36
Both eyes 0.37 (0.20) 0.39 (0.27) .70

Near visual acuity, mean (SD),
logMAR

Right eye 0.68 (0.29) 0.59 (0.31) .08
Left eye 0.65 (0.26) 0.63 (0.34) .64
Both eyes 0.52 (0.21) 0.50 (0.34) .69

Abbreviation: logMAR, logarithm of the minimum angle of resolution.

Table 5. Health-Related Quality of Life and Depression
at Baseline

Variable

Immediate
Refractive

Error
Correction

Group
(n = 78)

Delayed
Refractive

Error
Correction

Group
(n = 64)

P
Value

NHVQoLsubscale score, mean (SD)
General vision 65.0 (19.8) 63.2 (18.9) .58
Reading 80.6 (21.3) 80.3 (22.8) .93
Ocular symptoms 70.5 (29.3) 72.4 (30.5) .71
Mobility 87.8 (12.8) 88.9 (10.4) .59
Psychological distress 71.1 (20.5) 70.4 (22.7) .83
Activities of daily living 98.4 (5.1) 97.4 (8.0) .37
Activities and hobbies 91.7 (14.9) 89.7 (16.4) .45
Adaptation and coping 83.8 (24.9) 87.3 (24.1) .40
Social interaction 94.5 (12.5) 93.8 (12.6) .75

VF-14 total score, mean (SD) 86.6 (13.9) 81.9 (21.9) .13
SF-36 score, mean (SD)

Mental component summary 80.1 (18.1) 78.8 (15.5) .64
Physical component summary 44.4 (14.0) 46.3 (10.3) .38

GDS score, mean (SD) 4.6 (3.4) 4.8 (3.4) .68

Abbreviations: GDS, Geriatric Depression Scale; NHVQoL, Nursing Home
Vision-Targeted Health-Related Quality-of-Life Questionnaire; SF-36, Medical
Outcomes Study Short-Form 36.
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and activities and hobbies subscales of the NHVQoL as well
as on the VF-14. Scores on the other NHVQoL subscales
and on the SF-36 were not statistically different in the 2
groups. The immediate refractive error correction group
had lower scores on the GDS than the delayed group. When
comparisons were adjusted for the baseline value of the
outcome measure under evaluation and baseline mental
status, the immediate refractive error correction group had
higher scores on the NHVQoL subscales of general vi-
sion, reading, psychological distress, activities and hob-
bies, and social interaction as well as on the VF-14, and
they had lower scores on the GDS.

COMMENT

This study found that dispensing spectacles to treat un-
corrected refractive error in nursing home residents leads
to improved vision-targeted health-related quality of life,
less reported difficulty in the visual activities of daily liv-
ing, and decreased depressive symptoms. Compared with
those who did not receive new spectacles, residents who
received new spectacles not only rated the overall quality
of general vision more highly but also reported less diffi-
culty with reading (eg, newspaper, books, wall clock) and
with the performance of instrumental activities and hob-
bies (eg, writing, using the telephone, watching TV, play-
ing cards) at the 2-month follow-up. After intervention,
scores on some NHVQoL subscales increased dramati-
cally—about 12 points—following refractive error cor-
rection (general vision, reading), with others exhibiting
more modest increases, on average about 5 points (psy-
chological distress, activities and hobbies, social interac-
tion). Because the average level of uncorrected refractive
error at baseline was±1.00 D for distance and�1.25 D for
near, these results show that remediation of even modest
to moderate levels of optical defocus can be helpful to the
health and well-being of nursing home residents.

There were also psychological benefits accrued as a
result of the spectacle intervention, including less re-
ported psychological distress (eg, worry, frustration, up-
set), increased social interaction (eg, visiting with fel-
low residents in their rooms, participating in group
activities), and fewer depressive symptoms. Thus, opti-
cal correction of myopia, hyperopia, and/or presbyopia
goes further than improving vision in that it can en-
hance the psychological well-being of nursing home resi-
dents. Nursing home residents are at increased risk for
depression,33 which in turn increases their risk for mor-
tality over 1 year.34 With prevalence estimates in the nurs-
ing home for major depression ranging as high as 43%,33

interventions that successfully reduce depressive symp-
toms in this population are practically significant. Be-
cause cognitive impairment is pervasive among nursing
home residents, disruptive social behavior is also com-
mon,35,36 which is personally disabling to the resident,37

increases mortality risk,38 and causes serious staffing chal-
lenges for nursing home facilities.36,39 The fact that a spec-
tacle intervention in this study increased self-reported
participation in socially appropriate interactions illus-
trates the potential behavioral benefits of a spectacle in-
tervention, an issue worthy of further investigation.

A generic measure of health-related quality of life (SF-
36) did not reveal treatment benefits in this study. Our
participants had serious medical conditions that prompted
nursing home placement. It appears that improved vi-
sion through refractive error correction is unlikely to out-
weigh the negative implications of these serious medi-
cal problems for general health-related quality of life.
Although the SF-36 has been correlated with certain as-
pects of eye conditions or vision impairment in the lit-
erature,40,41 these associations are typically weaker than
those between vision-targeted health-related quality-of-
life instruments and eye conditions or vision impair-
ment. In addition, generic measures such as the SF-36

Table 6. Health-Related Quality of Life, Visual Task Difficulty, and Depression at 2-Month Follow-up

Variable

Immediate Refractive
Error Correction Group

(n = 78)

Delayed Refractive Error
Correction Group

(n = 64)

P Value

Unadjusted Adjusteda

NHVQoL subscale score, mean
General vision 77.3 65.0 � .001 � .001
Reading 92.9 84.7 .004 � .001
Ocular symptoms 81.4 78.3 .49 .23
Mobility 91.5 90.0 .35 .24
Psychological distress 76.0 70.7 .08 .02
Activities of daily living 99.7 99.1 .24 .17
Activities and hobbies 98.0 94.0 .02 .04
Adaptation and coping 92.4 90.0 .39 .11
Social interaction 97.3 94.1 .04 .03

VF-14 total score, mean 95.7 83.1 � .001 � .001
SF-36 score, mean

Mental component summary 81.9 80.8 .68 .96
Physical component summary 47.6 46.1 .53 .24

GDS score, mean 3.6 4.9 .02 .003

Abbreviations: GDS, Geriatric Depression Scale; NHVQoL, Nursing Home Vision-Targeted Health-Related Quality-of-Life Questionnaire; SF-36, Medical
Outcomes Study Short-Form 36.

aAdjusted for the baseline value of outcome under evaluation and baseline mental status.
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were not specifically constructed to tap key domains iden-
tified by visually impaired persons as important in con-
tributing to their health and well-being.42 The lack of re-
sponsiveness of the SF-36 in this study implies that future
studies evaluating interventions to improve vision in the
nursing home population should focus on vision-
targeted quality-of-life outcome measures rather than ge-
neric measures. Also of note is that the activities of daily
living subscale of the NHVQoL was at the ceiling at base-
line, with scores averaging in the high 90s. At first this
may seem paradoxical because nursing home residents
typically have serious functional challenges that ham-
per their ability to independently carry out basic activi-
ties of daily living such as toileting, bathing, eating, and
dressing. However, residents in nursing homes by de-
sign can heavily rely on nursing home staff for comple-
tion of these basic daily activities, which may reflect why
the residents are not reporting any difficulty with these
basic activities.

Strengths of this study include the use of a random-
ized, controlled design, thus permitting inferences about
cause and effect. After the conclusion of the study, the
delayed treatment group also received spectacles that re-
versed their uncorrected refractive error and improved
their near and distance visual acuity (P� .001), which
was ethically appropriate because the treatment had dem-
onstrated efficacy with respect to several outcomes. The
treatment group’s compliance in wearing the spectacles
was relatively high as reported by 2 independent sources.
Primary outcome measures selected for the study were
valid and reliable tools for assessment of their respec-
tive constructs. Limitations must also be acknowl-
edged. The nature of the intervention itself (spectacle
wear) did not allow the participant and interviewer to
be masked to treatment assignment. Generalizability of
conclusions beyond 2 months of follow-up and to nurs-
ing home residents in other geographic areas remains un-
known. This study cannot address the efficacy of a spec-
tacle intervention for nursing home residents with MMSE
scores less than 13.

This study implies that there are significant, short-
term quality-of-life and psychological benefits to pro-
viding the most basic of eye care services—namely, spec-
tacle correction—to older adults residing in nursing
homes. These findings underscore the need for a sys-
tematic evaluation of the factors underlying the perva-
sive unavailability of eye care to nursing home residents
in the United States so that steps can be taken to im-
prove service delivery and eye care utilization. Because
most persons (68%) residing in nursing homes in the
United States are covered by Medicaid or Medicaid plus
Medicare16 (which essentially cover most eye examina-
tion and spectacle expenses), it seems unlikely that cost
alone is the major barrier. At least half of nursing home
residents in the United States live at least 1 year in a nurs-
ing home, and 21% reside there for almost 5 years.43 These
are lengthy periods for a population to be without even
the most rudimentary of eye care services given the high
risk for vision impairment.1-11
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Archives Web Quiz Winner

Archives Web Quiz Winner

C ongratulations to the winner of our June quiz, Damien Luviano, MD, Medical Retina Fellow,Vitreoretinal Consult-
ants, Houston, Texas. The correct answer to our June challenge was talc retinopathy. For a complete discussion of this

case, see the Photo Essay section in the July Archives (Zoumalan CI, Marmor MF. Revisiting talc retinopathy. Arch Ophthal-
mol. 2007;125[7]:988).

Be sure to visit the Archives of Ophthalmology Web site (http://www.archophthalmol.com) and try your hand at our Clini-
cal Challenge Interactive Quiz. We invite visitors to make a diagnosis based on selected information from a case report or
other feature scheduled to be published in the following month’s print edition of the Archives. The first visitor to e-mail our
Web editors with the correct answer will be recognized in the print journal and on our Web site and will also be able to
choose one of the following books published by AMA Press: Clinical Eye Atlas, Clinical Retina, or Users’ Guides to the Medical
Literature.
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