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to 62 years of age and an average age of 38
(Standard Deviation = 11.8). All subjects
were tested at the facility in surroundings
that were familiar to them. None of the
subjects was wearing glasses at the time of
the evaluation and there was no record of
them ever having been fit with lenses or
prisms.
Methods
The testing was performed while the
subjects were either in a wheelchair or in a
special orthopedic bed in accordance with
feasibility. Attempts at measuring visual
acuity using shapes or pictures were unsuccessful and no more elaborate means
were available at this stage of the study.
Ophthalmoscopy was performed using a
monocular direct ophthalmoscope without dilation. Estimation of refractive status was obtained by retinoscopy (without
the use of cycloplegia) along with the use
of hand-held lenses. Distance fixation/attention was obtained through the assisVolume 10/1999/Number 3/Page 60

tance of staff members who were available at the time and known to the subjects.
The presence or absence of strabismus
was determined by a cover test with a
prism bar or by the Hirschberg method.
Pupillary responses were evaluated with a
transilluminator and visual tracking (ocular motility) was tested using a shiny bell
as a target or with other appropriate targets. These methods had also been used
effectively in a previous study on Down’s
Syndrome subjects.6
Results
Figure 1. shows that more than 20% of
the subjects had significant refractive errors. The criteria for this category were
6.00 diopters or more in spherical error
and/or 3.00 diopters or more in cylindrical
error. An additional 30% had refractive errors in the medium range (2.00-6.00 diopters sphere, 1.00-2.00 diopters cylinder).
Additionally, as seen in Figure 2., 20%
had some form of ocular pathology that

was not previously documented. And 30%
had strabismus, while 50% manifested a
dysfunction of ocular motility (visual
tracking). The frequency of high uncorrected refractive errors (20%) was quite
significant, though, in view of previous
studies, not unexpected.4,5,15,17 The ocular
pathologies noted included retinal detachm ent s , opt i c ner ve a t r o p h y a n d
chorio-retinitis.
Discussion
As has been shown in other studies,13-18 when mentally retarded adults are
evaluated in an area beyond mental capacity, the results justify the effort. The incidence of pathology and refractive error
fairly well matches available data. In 55%
of the subjects, changes in their treatment
plans were made based on the ocular and
visual evaluations. These included altering the visual environment, providing protective eyewear for monocular patients,
providing corrective lenses when indicated and felt that they would be worn,
and determining the degree to which the
individual patient was visually responsive. One of the most significant outcomes was that in many cases, previously
unexplained behavior patterns became
comprehensible in the context of the ocular
and visual conditions. These included head
tilts, eye closings, postural deviations and
preferred location of sitting in communal
areas. In all cases the results of the evaluation were important in deciding whether
the treatment strategies should stress, include, or eliminate visual stimulation.
This has important implications both for
the individual treatment offered each patient and to the overall design of the treatment and living areas. An important facet
of this preliminary study that was essential in understanding and utilizing the data
obtained, was the ability to discuss the
findings with the entire evaluation team
and correlate the various findings.
This preliminary report strongly indicates the need to enlarge the population
pool of future projects of this nature and
the advantage of a multi-professional
team that coordinates its efforts.
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