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ABSTRACT:

Background: Aging of the baby boomers presents a unique set of challenges for health care
workers. Low vision among patients may be a barrier to providing appropriate patient care,
may impede communication, and may decrease patients’ satisfaction with health care. It is
important to train the medical workforce to understand the unique challenges of the aging
population.

Objective: To test an interactive educational learning model targeting health care workers to
improve knowledge and awareness of low vision.

Methods: Participants completed a survey prior to and after an educational intervention that
consisted of 4 components: (1) normal aging, (2) eye-disease of the elderly, (3) experiential
learning, and (4) written material with references and further resources.

Results: Three hundred eight-six members of the hospital workforce completed the training.
There was statistically significant improvement in 7 of the 8 test questions. One question

Providing medical care to the elderly
in hospital settings is a challenge due
to multiple medical problems and the
prevalence of geriatrics syndromes. It is
important for the hospital workforce to
be equipped with training in issues spe-
cific to the elderly population. In addi-
tion, there is a need for ongoing educa-
tion of the hospital care workforce to
ensure they are in touch with the latest
in geriatrics care.

Low vision is a common problem in
the hospitalized elderly, affecting almost

half of the patients.4 Low vision is associ-

demonstrated a positive trend but was not statistically significant.

Conclusion: An interactive educational model on low vision can improve the knowledge of
the health care team. This may lead to improvement in patients’ satisfaction and quality of

care and help create a vision-friendly hospital.

BACKGROUND

In the year 2030, the last of the baby boomers will celebrate their
65th birthday, and nearly 1 in 5 US residents will be 65 years
or older. The elderly population is projected to increase to 88.5
million in 2050, more than double the number in 2008 (38.7
million).! Although they comprise only 12% of the population,
they’re responsible for 35% of hospital stays.2 The Institute of
Medicine (IOM) reports a shortage of a competent workforce to
care for the older population.3 The IOM further notes that there
is a paucity of required geriatrics exposure during training for
nurses, pharmacists, social workers, and medical students.
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ated with memory loss,> falls,® impaired
quality of life,” driving difficulties, lon-
ger length of stay,” and higher mortal-
ity.10 Screening and bedside evaluation
as part of a multi-component interven-
tion in hospitalized elderly has shown to
reduce delirium.!!

Interdisciplinary education about low vision is important in
creating a health care workforce sensitive to the needs of the
elderly.12 It may empower health care professionals to take sim-
ple steps to ensure a comfortable hospital experience!3 and cre-
ate a “vision-friendly hospital.” A “vision-friendly hospital” is
sensitive to the needs of seniors with low vision. This includes
screening for low visual function and providing interventions
to improve the experience of these people during their hospital
stay. This is a quality improvement project to test an interac-
tive educational model for health care workers whose purpose
is to improve knowledge and awareness of low vision among

the elderly.

METHOD

This intervention took place in a community teaching hospi-

tal in Milwaukee, Wisconsin, that has a geriatrics consultation

service, geriatrics fellows, and an “acute care for elders” unit.
All members of the hospital health care team were invited to
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Do you wear glasses or contacts? X
Do you have any eye problems? Ensure patient has glasses or contacts
For Diabetic patients: Have you while in the hospital.

had laser photocoagulation

\ 4

treatment for your eyes?

A 4

Screen for functional visual loss: “What would you like to do that you cannot do

because of your vision?”’

Provide low-vision intervention
Magnifiers for reading

Large-print magazines
Increase lighting
Decrease glare

Color/contrast aids: tape to mark edge of call light,
phone, steps to enhance visibility and safety.

Reduce clutter and help set up food tray

Organize environment for ease of use and reduce
clutter.

Orientation to room: using compass directions.
Describing room as north, south wall, etc.

Orient to use of hand rails and safe mobility
Use appropriate walking devices

Wear non skid shoes

Offer free reading glasses

v AN

Re-evaluate every shift Improvement in visual

functional loss

No improvement in visual
functional loss

v

Consult rehabilitation services Continue intervention
or occupational therapy.

(Other Criteria to consult
Rehab services:

Reduced acuity of less than
20/50

Central or peripheral field loss
with intact acuity

Reduced contrast
Glare sensitivity

Light/dark adaptation
difficulties

Figure 1: Example of the educational intervention
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participate, and the module was approved
«q. . . »
as dlver51ty training —a mandatory Low-vision knowledge survey Survey ID:
training ¢every year. The intervention was For each question, please select one answer only.
carried out in the hospital cafeteria. The 1. Low vision is an important issue in the hospital because people with low vision may have:
. . a. Longer length of stay
study was approved by the Institutional b. Higher mortality
. c. Poor patient satisfaction Iam:
Review Board (IRB) as an exempt study. 4 Allofihe abovs L RN
2. CNA
. 0 2. Which of the following may co-exist in people with low vision? 3. PT
The Educatlonal Interventlon a. Geriatric syndromes (like depression, falls, hearing loss) 4. OT
A “hands-on” interactive model was b. E‘apgrg,P"a‘e behavior 5. ST
c. Heart diseases
. . . X . . 6. MD
developed Wlth the goal Of imparting d. No other disease is associated 7. PA
knowledge and changing attitude by 3. The most common cause of poor vision is? 8. NP
. . . . a. Refractive errors (far or near sighted) 9. IS.
allowing experiential learning. Learners b. Cataracts 10. Dietary
bl « lk . h h » f . c. Glaucoma 1. En\{ Services
are able to walk 1n the shoes of a senior d. Diabetic retinopathy g I]\_/lamten:tnce
. . . Transporter
and experience the affeCt Of aging and 4. Which vision problem is a result of normal aging? 14~ Chap}ams
disease on the eye. The intervention had a. Double vision 3. Admin.
b. Pain in or around eye 16. Other
the following ComponentS: c. Reduced near vision (Presbyopia)-Difficulty Reading
. d. Seeing flashes of light My Age:
1. Normal aging model: A model of the 1. <30
d . h d 5. |feel sympathy for people who have trouble seeing. 2. 30-45
cye CmOl’lStraUﬂg the anatomy an a. Strongly Agree 3. 46-60
effects of normal aging. b. Agree zst 6;—070
c. Disagree >
2. Diseases affecting the eye: Pathological d. Strongly Disagree
. Gender:
Changes that Commonly occur in the 6. Lcan name some ways to improve quality of life . M
. for seniors with low vision.
s e 2. F
eye demonstrated by the anatomical o Strongl Agree
site: cataract, macular degeneration, b. Agree
c. Disagree
diabetic retinopathy, and glaucoma. d. Strongly Disagree
3. Experiential learning: The learners 7. An appropriate approach to evaluate “functional visual loss” in older patients is?
. a. Snellen’s test
were able to experience the effect b PACT ot
of diseases affecting the eye. Pairs o Jaeger test
d. Ask patient “what would you like to do that you cannot do because of your low vision?”
of glasses simulating macular de-
. . . 8. By age 80, a person needs how many times more light to see than a younger person.
generation, glaucoma, and diabetic a 2times
: . b. 3times
retinopathy were available. The O atimes
learners were able to use the simula- d. 5 times
tions to experience the world of our
. Figure 2: Low-vision knowledge questionnaire
patients. Effect of cataracts on the g g8

eyes was demonstrated by Claude

Monet’s serial paintings of “Bridge tenance, 8% dietary, and 2% transportation department, and
at Giverny.”14 His cataracts, developed over the years, were 18% other. A large proportion of the participants were 46-60
evident in the paintings as the bridge became less clear.15.16 years (45%) and female (78%).

Learners were provided with visual-aid devices they could Six questions measured medical knowledge, all of which
try. showed statistically significant improvement. Question 5 mea-

4. Written material (Figure 1): The learners were able to take ¢\ 1oq the actitude toward people with low vision. There was

written material that noted normal aging, discases affect- improvement, but it was not statistically significant. Question

ing the eye, further references, and resources. , ..
g e ’ 6 measured the learners’ self-confidence; there was statistically

We measured outcomes using a pre- and post-test question- . .

) ) ] gap P q significant improvement (Table 1).
naire (Figure 2). The Chi-square test was performed to test the
proportional difference. All statistical analyses were performed

using SAS 9.2.

DISCUSSION
Lessons Learned
RESULTS Education in the form of lectures has a modest effect in

Three hundred eighty-six members of the hospital workforce changing clinician behavior.1” Passive education—including

completed the training; 19% were nurses, 32% ancillary ser- distribution of guidelines, written material, and continuing

vices, 3% physicians, 13% environmental services, 5% main- medical education—are not very effective in changing cli-

nician behavior, whereas interactive sessions that allow par-
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Table 1. Survey Questions - Pre- and Post-test Results CONCLUSION
An interactive model to educate clini-
Pre-Test Post-Test cians on visual loss and function can
Survey No % No % P-value * . . . . ..
improve patients’ satisfaction, clinicians’
Question 1 Wrong 50 13.0 12 31 <0.001 . . .
- 336 - . 96l knowledge, and visual function during
Question 2 Wrong 78 20.2 25 6.5 <0.001 the hospital stay.
LS — e &l e Acknowledgments: We would like to thank
Question 3 Wrong 163 42.2 64 16.6 LY Gina Muscato for her help, Han-Yang Chen and
TS e T 2 i) the hospital workforce for their enthusiasm.
Question 4 Wrong 52 13.5 34 8.8 0.039
Correct 334 86.5 352 91.2 Funding/Support: None declared.
Question 5 Zt;):fly Agree fj: 3?;31 2;3:) g;g 0323 Financial Disclosures: None declared.
Disagree 1 29 7 1.8
Strongly disagree 8 21 5 1.3 REFERENCES
Question 6 Strongly Agree 119 30.9 221 57.3 <0.001 1. www.census.gov. Accessed September 6, 2011.
Agree 232 60.3 150 38.9 2. Merrill CT, Elixhauser A. Hospitalization in the
Disagree 27 70 13 34 United States, 2002. HCUP fact book no. 6. AHRQ.
Strongly disagree 7 18 2 05 3. Institute of Medicine (IOM). 2008. Retooling for
Question 7 Wrong 202 52.3 126 326 <0.001 an Aging America: Washington DC. The National
Caics 184 477 260 674 Academies Press. www.nap.edu. Accessed September
Question 8 Wrong 177 459 22 57 <0.001 6, 20M.
Gl 209 54.2 364 94.3 4 .Jad.< Cl, Smith T, .Neoh C, gt al. Prevalence of I.ow.
vision in elderly patients admited to an acute geriatric

ticipation are more effective.!¥ We developed an interactive
model that allowed experiential learning.

Some of the limitations of the model are an inability to
demonstrate completion of the module. During the day, there
was a research intern available to encourage participation. We
are not able to measure the effect of her presence; however, her
participation did not include imparting education and was only
for facilitation of the process. We were not able to measure the
effect of the intervention on patient outcomes. Unfortunately,
we do not have a control group because it is difficult to ran-
domize the workforce in a midsize hospital. The educational
intervention was able to accommodate multiple learners at dif-
ferent levels of knowledge. It was available for 7 days and 24

hours per day in the cafeteria.

Implication

It is known that interdisciplinary teams are able to change the
culture in the hospital.120 By increasing the medical knowl-
edge, we believe they are more likely to be sensitive to the needs
of patients with low vision. This intervention can be replicated
easily in other hospitals. In the past, we had low participation
in online and face-to-face geriatrics lectures. To improve par-
ticipation, this training was approved as one of the “diversity
training” modules for the employees, a yearly requirement by
the institution. One-third of the hospital employees partici-
pated. We believe this critical mass will be the “change agent”
required for organizational change.”! The increase in workforce
knowledge along with changes in the hospital environment
may be critical in creating a senior-friendly hospital and may

improve quality of care and patient satisfaction.
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