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Abstract

Significance: This pilot study provides some insight about the potential benefits of 

telerehabilitation training to improve reading ability of adults with low vision with magnifiers, 

in order to spur future work with larger groups. Telerehabilitation services can be implemented 

clinically to facilitate access to follow-up care for low vision.

Purpose: A recent Cochrane systematic review revealed there are no published visual function 

outcomes for telerehabilitation with hand-held magnification devices for low vision; thus, this 

study aimed to provide evidence for its preliminary efficacy.

Methods: One to four months after receiving a new magnification device (i.e., hand-held or stand 

optical magnifier, or portable electronic magnifier), fourteen adult low vision patients (with any 
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visual acuity level or ocular diagnosis) received two training sessions at home via telerehabilitation 

with their vision rehabilitation provider located remotely in-office. Telerehabilitation included a 

loaner smartphone for Zoom videoconferencing with remote control access software. The MNread 

test to assess near reading (acuity and speed) with the new magnifier was administered during each 

of the telerehabilitation sessions.

Results: Mean reading acuity with the magnifier was 0.17 logMAR across subjects prior to 

training at telerehabilitation session-1, which significantly improved to 0.09 on average a few 

weeks later at telerehabilitation session-2 (95%CI: −0.001,−0.16; P=.047). Logarithm reading 

speed with the magnifier for the reading acuity level at session-1 improved significantly by 0.18 

log words per minute on average for the same text size at session-2 (95% CI: 0.06,0.29; P=.002). 

With the magnifier at session-2, 71% of participants gained at least 0.1 log unit in reading acuity 

and half improved by >0.01 in log reading speed; all participants with increased reading speed also 

improved in reading acuity (P=.02).

Conclusions: These preliminary data support that telerehabilitation can enhance reading ability 

and efficiency with newly prescribed magnifiers as an alternative option to in-office vision 

rehabilitation.

There are a variety of visual aids to assist people with low vision with near reading. 

The most commonly prescribed are magnification devices, such as hand-held or stand 

optical illuminated magnifiers, or portable electronic magnifiers.1 Optical low vision aids 

can significantly improve reading accessibility;2 however, after the dispense and initial 

in-office training for a new magnification device, patients may not retain the instructions 

on how to correctly utilize magnifiers at home or be able to successfully implement 

the recommendations for lighting and ergonomics without further guidance. Vision 

rehabilitation can improve reading ability and quality of life,3,4,5 but effectiveness depends 

on and increases when rehabilitation techniques are applied over repeated training sessions 

to reinforce patient motivation, compliance, and skills in the optimal use of magnifiers.6,7 

There are many important considerations during vision rehabilitation training for magnifiers, 

such as the working distance, proper viewing angle, application to appropriate types of near 

tasks, stability while utilizing the device, eccentric viewing strategies and/or use of spectacle 

correction if indicated.

A previous randomized controlled trial used the MNRead test, a validated outcome measure 

for reading ability, to evaluate the efficacy of additional training with low vision devices 

compared to dispensing a device without ongoing support or therapy.7 This clinical trial, the 

Veterans Affairs (VA) Low Vision Intervention Trial II (LOVIT II), found that additional 

therapy training improved reading acuity by 0.10 logMAR on average at the four month 

follow-up as compared to essentially no change (0.01 logMAR) in the group randomized 

to no additional therapy.7 Significant increases in reading speed also occurred following 

additional vision rehabilitation in the LOVIT II trial, which did not change in the group 

without additional therapy.7 This trial provided vision rehabilitation services in-office, but 

there are several barriers that can limit low vision patients’ ability to attend in-office 

training sessions as part of clinical practice, such as lack of transportation and poor physical 

health.8–11

Bittner et al. Page 2

Optom Vis Sci. Author manuscript; available in PMC 2023 October 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A much larger proportion of Medicare beneficiaries reported using a low vision device 

(26.1%) than those who had received vision rehabilitation services (3.5%), indicating 

that there is a gap in the delivery of care for these individuals.12 Telerehabilitation 

has the potential to overcome the barriers encountered for vision rehabilitation services 

that are traditionally rendered in-office. However, a recent Cochrane systematic review 

revealed there are no publications with outcomes on visual function changes following 

telerehabilitation for hand-held magnification devices for low vision.13 Clinical providers 

and insurance payors may be unlikely to embrace a new service delivery modality if 

there is no evidence for its efficacy. Therefore, we conducted a pilot study in which we 

measured changes in reading ability with a new magnifier at two telerehabilitation sessions 

to determine the proportion of people with low vision who improved in their ability to read 

a smaller print size and/or whether they read more efficiently. We hypothesized that it would 

be feasible for vision rehabilitation providers to give remote training via telerehabilitation to 

reinforce the skills needed for the optimal use of new magnifiers, which would be beneficial 

to improve reading outcomes in most participants with low vision after practicing with the 

magnifier between sessions.

METHODS

The multicenter study protocol was approved by the institutional review board at the 

University of California, Los Angeles (UCLA) and followed the tenets of the Declaration 

of Helsinki. All participants provided oral informed consent by phone. The study protocol 

was listed on clinicaltrials.gov with the identifier NCT04066075 prior to enrolling the first 

participant.

Participants were recruited at clinical practices that provided the vision rehabilitation 

services, which included the following four academic institutions and a private practice: 

(1) University of Nebraska Medical Center (UNMC) in Omaha, NE, (2) Mid-Michigan Eye 

Care, a private practice in Midland, MI, (3) New England College of Optometry (NECO) 

in Boston, MA, (4) Southern California College of Optometry (SCCO) in Fullerton, CA, 

and (5) UCLA Stein Eye Institute. The providers for the telerehabilitation training included 

optometrists at four sites and an occupational therapist at UNMC. At an in-office visit prior 

to study enrollment, participants received a new magnifier that was prescribed by the vision 

rehabilitation provider who measured best-corrected visual acuities at distance with either 

an Early Treatment of Diabetic Retinopathy Study chart or Snellen chart, and at near with 

a continuous text reading card or the MNRead test.14 The vision rehabilitation provider 

also measured the participants’ contrast sensitivity at the in-office visit using either the 

Peli-Robson or MARS charts (Precision Vision; Woodstock, IL).

Study participants were adults aged 18+ years who had newly received portable electronic 

video magnifiers, hand-held or stand optical magnifiers; only one magnifier per subject was 

included in the MNRead evaluations and analyses presented here. There were no specific 

inclusion or exclusion criteria for visual acuity or ocular diseases. Exclusion criteria were: 

medical or self-reported history of cognitive impairment, non-English speaking, no access to 

a home telephone, and moderate to severe cognitive impairment as scores less than 20 on 

the Telephone Interview for Cognitive Impairment (TICS).15 TICS scores of 21–25 indicate 
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mild cognitive impairment, scores of 26–32 are considered ambiguous, while scores of 

33 and above indicate normal cognition. The TICS, SF-36 general health questionnaire,16 

and Hospital Anxiety and Depression Scale (HADS)17 were administered by phone at the 

time of study enrollment and study completion 4-months later. Data are from a randomized 

controlled trial conducted from 2020–2022 and we excluded participants who had only one 

telerehabilitation session or received in-office training for the control group.

In advance of the scheduled telerehabilitation sessions, we shipped a kit of loaner equipment 

to participants’ homes. Participants used a loaner smartphone for the telerehabilitation 

session, which was a Verizon cellular data enabled Samsung Galaxy S6 smartphone, rather 

than their own Internet-enabled device. Participants were instructed to place the loaner 

smartphone in a loaner stand that was adjusted to allow the vision rehabilitation provider 

to view the participants’ magnifier relative to the reading material during the session. 

The Lighthouse continuous text near reading card and MNRead test were provided in 

sealed envelopes with instruction for participants to open it only during the session. We 

used videoconference services from Zoom.us and provided support in the connection to 

videoconferencing through the use of remote control access software (RescueAssist by 

LogMeIn, Inc.) on our loaner smartphones. This enabled the study principal investigator 

(AKB) to remotely initiate and end the Zoom videoconferencing sessions for participants 

after confirming by phone that they were ready to begin.

A standard protocol for the interaction between the vision rehabilitation provider and 

the participant during the telerehabilitation encounter was utilized consistently across 

all training sessions for portable electronic video magnifiers, hand-held or stand optical 

magnifiers. The sessions took place in participants’ homes while the provider was in-

office and usually lasted approximately one hour. Participants were asked to set-up the 

videoconferencing where they typically did most of their reading with the magnifier in 

their home. Our vision rehabilitation providers assessed participants’ technique with their 

magnifier and reading fluency with the Lighthouse continuous text card and MNRead test, 

followed by their own reading materials of interest.

The magnifier training was individualized for each participant, based on their needs with 

the magnification device. Generally, the training strategy involved verbal instructions from 

the provider to make any necessary adjustments to the placement of the magnifier and/or 

reading material, including feedback on the working distance, viewing angle, movement 

of the magnifier, and/or device adjustments to obtain the best magnification level and 

field of view while reading. In each session, the vision rehabilitation provider was able to 

verify whether the participant had been utilizing and appreciated any recently prescribed 

updates to the spectacle prescription, the recently dispensed magnification device(s), and 

any supporting items, such as a gooseneck lamp or reading stand. While the provider 

administered the MNRead test and participants read their own materials of interest, valuable 

insights on each participant’s unique reading techniques (i.e., working distance, lighting) 

and reading fluency (i.e., speed, accuracy, print size) with their magnification device were 

obtained. Corrections, modifications and reinforcement for optimal use of the magnification 

device and placement of materials were often needed to maximize near visual function. 

This was accomplished through verbal instructions from the provider to make necessary 
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adjustment to the placement of the magnifier and/or reading material, including feedback on 

the working distance, viewing angle, movement of the magnifier, and/or device adjustments 

to obtain the best magnification level and field of view while reading.18 The two participants 

with a portable electronic video magnifier were instructed to manually self-adjust the 

magnification level that would allow them to read most efficiently and/or access smaller 

print sizes. Gains in fluency, confidence and motivation to continue reading were noticeable 

by the vision rehabilitation providers from the initial to the subsequent telerehabilitation 

session.

The MNRead measurements for timing and errors across all print sizes read by participants 

were obtained by a single investigator (AKB) across all telerehabilitation sessions and 

participants. At the first telerehabilitation session, the MNRead was administered for 

assessment purposes prior to magnifier training. For the second telerehabilitation session, 

the MNRead was used to evaluate if the participant had improved in their reading ability 

since the first session before offering any additional training if needed. The mean amount 

of time between sessions was 39 days (range 21–79 days; SD 16). Participants read the 

MNRead test sentences aloud as quickly as possible while trying to avoid errors, starting 

with largest print size without their magnifier (with spectacle correction if appropriate for 

near) and then were instructed to start using their magnifier whenever their reading ability 

slowed and became more difficult with smaller text sizes. They were allowed to either hold 

the MNRead test material or place it on the table, whichever was most appropriate for their 

reading needs, magnifier use, and/or level of vision.

Data Analyses

Descriptive statistics were used to summarize the study data and findings. Our study design 

allowed participants to read the larger text sizes without their magnifier, as they would 

during daily activities; therefore, since they only read a few smaller sized sentences with 

the magnifier, we were unable to calculate the traditional MNRead metrics for maximum 

reading speed across several sentences and critical print size. Forcing them to read all of the 

MNRead text sizes, including the larger sized sentences, with their magnifier would have 

been a difficult, impractical task. Reading acuity was defined as the smallest text size in the 

MNRead test for which the participant was able to read the entire sentence accurately with 

their magnifier. We compared the reading speed calculated as words per minute (600/time 

recorded in seconds) for the reading acuity level with the magnifier at session 1 to the 

same text size at session 2, which we defined as reading speed at the reading acuity level 

at session 1. We also calculated the logarithm10 reading speed change between sessions 1 

and 2, in order to determine whether it exceeded the previously reported 95% coefficient 

of repeatability of 0.1 log words per minute or 25% for the MNRead in visually impaired 

subjects.19 We used random-effects generalized least squares linear regression to account for 

within-subject correlation to evaluate for differences in logMAR reading acuity or reading 

speed between sessions 1 and 2. Logistic regressions were used to evaluate whether there 

were any significant factors related to the odds of improved reading acuity (≥0.1 logMAR) 

or reading speed (≥0.1 log words per minute or 25%) with the magnifier at the second 

session. Mean scores were used for the questionnaires (TICS, SF-36, HADS) completed at 
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baseline and study completion. Data were analyzed using Stata/IC version 15.1 (Stata Corp., 

College Station, Texas, USA).

RESULTS

Table 1 shows the participants’ demographics, ocular diagnoses, visual function data, 

magnifier information, and MNRead results, including the smallest text size (i.e., reading 

acuity) that was read with the magnifier at each session. Mean reading acuity with the 

magnifier was 0.17 logMAR across subjects prior to training at the first telerehabilitation 

session, which significantly improved to 0.09 logMAR on average at the second 

telerehabilitation session a few weeks later (95% CI: −0.001,−0.16; P=.047). The majority 

(71%; n=10 of 14) of participants gained at least 0.1 log unit in near reading acuity with 

their magnifier at the second telerehabilitation session. Most of the participants gained 0.1 

logMAR in reading acuity (57%; n=8 of 14) since only 14% (n=2 of 14) of all participants 

gained more than 0.1 logMAR.

Table 2 displays the data for logistic regression analyses in which we explored whether 

any patient-related, vision-related or magnifier-related factors were significantly associated 

with whether the participant improved in their reading acuity or speed with the magnifier 

between-sessions. Mean SF-36 general health was the only variable that was significantly 

predictive of which participants improved in reading acuity with their magnifier. Participants 

with better general health had significantly greater odds of improved reading acuity at 

telerehabilitation session 2, as shown in figure 1. All the participants who did not improve 

in near reading acuity (29%; n=4 of 14) had a hand-held optical magnifier, but half of those 

who improved in reading acuity had a hand-held magnifier.

Reading speed with the magnifier for the reading acuity level at session 1 improved 

significantly by 15 words per minute on average for the same text size at session 2 (95% 

CI: 2,29; P=.026). For the logarithm of the reading speed with the magnifier for the reading 

acuity level at session 1, there was a significant improvement by 0.18 log words per minute 

on average for the same text size at session 2 (95% CI: 0.06,0.29; P=.002). Half of the 

participants (50%; n=7 of 14) had an improvement in log reading speed by >0.1 log words 

per minute or >25% between sessions 1 and 2 for the reading acuity level at session 1. 

The odds of developing a meaningful increase in reading speed with the magnifier (i.e., 

>0.1 log words per minute or >25%; outside previously reported test-retest variability) was 

not significantly associated with any of the variables in table 2. However, subjects with 

the slowest log reading speeds at session 1, had the greatest improvement in log reading 

speed (−0.49; 95% CI: −0.85,−0.14; P=.01) or percent change in log reading speed (−204%; 

95% CI: −345%,−61%; P=.009) with the magnifier at session 2, as shown in figure 2. The 

two participants with the greatest improvement in log reading speed had portable electronic 

magnifiers. All of the participants who had a meaningful increase in reading speed with the 

magnifier (i.e., >0.1 log words per minute at session 2), also improved in their reading acuity 

with the magnifier at session 2 (Pearson chi2=5.6; P=.02), as shown in figure 2.
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DISCUSSION

This prospective cohort pilot study provides evidence for the potential to gain improvements 

in near reading acuity and/or speed for most participants who received telerehabilitation 

for a new magnifier. We documented that the majority of participants were able to access 

a smaller text size in the range of fine print with their magnifier and/or read small 

text more quickly a few weeks after receiving instruction from their vision rehabilitation 

provider remotely via videoconferencing. Based on the previously reported precision of 

the coefficient of repeatability of 0.08–0.12 logMAR for reading acuity and 0.08–0.13 log 

words per minute for reading speed with the MNRead in visually impaired subjects,19 

it remains possible that our statistically significant mean changes of 0.08 and 0.18 log 

units for reading acuity and log reading speed could be considered meaningful, but larger 

studies of telerehabilitation training are needed to further evaluate these estimates of effect 

size. This preliminary work provides support for the feasibility and potential benefits of 

telerehabilitation to provide magnifier training, in order to help support the design and 

conduct of future, larger scale studies on this topic.

Our participants who did not improve in reading acuity with the magnifier had worse general 

health; we hypothesize that they may require more than two training sessions due to other 

comorbidities that might limit rehabilitation. Reduced general health may be associated with 

reduced dexterity; Dickinson et al. found that impaired dexterity can significantly impact 

outcomes and limit the successful use of near optical aids.20 The vision- or magnifier-related 

factors that we measured were not associated with the odds of improved reading acuity 

or speed, indicating that the potential for improvement with telerehabilitation may not 

restricted according to type or level of visual impairment or magnification device. Similarly, 

a previous scoping review identified that age, ocular diagnosis and visual acuity did not 

influence usage of optical visual aids, whereas consistent training was a contributing factor 

to magnifier usage, which highlights the importance of ongoing training as in our study.21 

Our multicenter study’s findings may be generalizable to a diverse group of adults who 

receive magnifiers for low vision since we included participants who had a wide range of 

visual impairment and evaluated several types of magnifiers.

The LOVIT II7 trial reported a mean increase in maximum reading speed of 19.5 words per 

minute following additional vision rehabilitation, which was similar to our mean increase 

of 15 words per minute, although we only assessed reading speed for a single sentence at 

the reading acuity level, so the definitions for reading speed differed between studies. The 

LOVIT II trial7 found slightly greater improvement in reading acuity on average following 

vision rehabilitation services than our study. This could be explained by the fact that LOVIT 

II participants were U.S. veterans who received all low vision devices deemed appropriate 

for them, whereas our participants were recruited from clinical practices in which they were 

required to self-pay or obtain devices from state commissions or other agencies. This factor 

may have impacted which devices were dispensed and provided, with potentially fewer or 

less expensive devices in our study. Our participants had better baseline mean reading acuity 

(0.54 log units) than LOVIT II participants (0.89 log units), and we included participants 

with mild cognitive impairment who were excluded from LOVIT II; either of those factors 

could potentially influence outcomes, but have not yet been evaluated in a large cohort. 
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Additionally, the LOVIT II trial participants received longer duration of training (mean 234 

minutes) than in our study (~120 minutes), with more intensive instruction in eccentric 

viewing, word and letter recognition skills, scanning techniques, and homework to practice 

skills. Our study did not specifically give homework other than to practice using their 

magnifier for typical reading tasks as part of daily activities. Future studies could explore 

dose effects for the amount of device training and/or inclusion of homework, as well as 

whether a specific type of magnifier tends to yield the greatest improvement in reading 

acuity. This data was not reported from the LOVIT II trial, presumably because multiple 

devices were used per participant.

In subjects with age-related macular degeneration who had adapted to the use of magnifiers, 

reading speed improved following at-home training through a computer program for reading 

sequentially presented text (RSVP) compared to those who were randomized to receive no 

training.22 Similar to our study, they found the largest improvements among those with 

the slowest baseline reading speed. Home-based computer reading training programs also 

improved reading speed for individuals with juvenile macular dystrophies who were already 

using magnifiers.23 Collectively, the research on additional home-based training, either 

computerized or via a vision rehabilitation provider as in our study, indicates an increased 

potential for improvements in reading beyond the initial gains provided solely by the device 

when first dispensed, particularly for the slowest readers.

A limitation of our small sample size was that there were only two or three participants 

with portable electronic or stand optical magnifiers, respectively. Therefore, we were unable 

to assess whether there were significant changes in reading according to magnifier type, 

and we recommend that larger future studies should address this question. We did not 

include desktop closed circuit televisions (CCTVs) in our study, but a previous randomized 

controlled trial indicated that additional training did not improve reading with desktop 

CCTVs.24 This deserves further investigation, although training is often given by a company 

representative upon delivery of the CCTV rather than a vision rehabilitation provider. 

Affordability of care is also an important consideration when comparing telerehabilitation 

to in-office care, and while there was no formal cost evaluation performed in our study, this 

should be a focus of future investigations. The loaner phone and stand that were provided in 

our study are important elements of the protocol to enable accessibility for patients with low 

vision, which we would recommend for future studies or clinical care; otherwise many who 

cannot access videoconferencing on their own would be excluded, as in a previous report.25 

We did not encounter any issues with the phones and stands that were shipped to participants 

since none were broken, lost or stolen; therefore, it should be a sustainable approach if the 

shipping costs are covered.

The known impact of vision loss on reduced quality of life, increased depression, anxiety, 

and/or emotional distress is likely to persist after an initial vision rehabilitation encounter 

if follow-up training is not given to maximize new device acceptance and minimize 

abandonment. Customized vision rehabilitation treatment plans to address the unique needs 

of visually impaired patients with follow-up by the vision rehabilitation provider can be 

similarly effective towards the ultimate goal to best utilize patients’ remaining vision by 

learning to correctly and optimally use magnification devices. As in our study, vision 
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rehabilitation providers promote gains in reading fluency, automaticity, confidence and 

motivation to build upon those gains. Through verbal instructions and suggestions, visual 

confirmation, and patient responses, we were able to provide effective device training, 

which resulted in improved reading ability. Standardized near reading cards used during 

a telerehabilitation session allow providers to assess if a significant visual decline has 

occurred due to possible ocular disease progression since the last office visit, which would 

prompt an in-person evaluation to provide timely treatment as needed. Telerehabilitation 

should enable more efficient system-wide resource allocation to deliver care safely and 

conveniently, including individuals in remote locations, which we anticipate will lead to 

improved vision-related outcomes.

In conclusion, our preliminary data support that telerehabilitation can enhance reading 

ability and efficiency with newly prescribed magnifiers as an alternative to in-office care 

for vision rehabilitation. Future work as a randomized controlled trial with a larger sample 

size should compare the effects of training for new magnifiers that is provided in-office 

versus telerehabilitation for improvements in reading acuity and/or speed, as well as reading 

ability assessed with a patient reported outcome measure. Establishing an evidence-basis for 

the efficacy of telerehabilitation training for magnifiers used by individuals with low vision 

should help support its implementation into clinical practice and insurance reimbursement 

rates for services.
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Figure 1. 
Box plot of the mean SF-36 scores for general health in relation to whether participants 

improved in their reading acuity (≥0.1 logMAR) with the magnifier from telerehabilitation 

session 1 to session 2. In the box plot, the bottom and top of the box are the 25th and 75th 

percentile (i.e. the upper and lower quartiles, respectively) and the band near the middle of 

the box is the 50th percentile (i.e. the median). The ends of the whiskers represent the lowest 

datum within 1.5 times the interquartile range of the lower quartile, and the highest datum 

still within 1.5 times the interquartile range of the upper quartile. Outliers are represented as 

dots located outside of the whiskers.
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Figure 2. 
Scatterplot of the between-session change (second – first telerehabilitation session) in log 

reading speed in words per minute (WPM) (black markers; y-axis on left side) and percent 

(%) change in the log reading speed (green markers; y-axis on right side) versus the 

baseline log reading speed with the magnifier at the first session, for participants with (w/)

(open circles) or without (w/o)(filled circles) improved (Imp.) reading acuity (RA) with the 

magnifier at the second session. The regression lines are fit through all data points for log 

WPM (black) or percent change (green).
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Table 2.

Results from simple logistic regression models (odds ratios: OR) used to explore whether any patient-related 

or magnifier-related factors were significantly related to whether the participant improved in their reading 

acuity or speed with the magnifier between-sessions.

Variable Improved Reading Acuity Improved Reading Speed

Age OR: 0.96; 95% CI: 0.88 to 1.06;
P = .41

OR: 0.90; 95% CI: 0.77, 1.05;
P = .18

Male gender OR: 1.29; 95% CI: 0.09 to 18;
P = .85

OR: 4.5; 95% CI: 0.37, 60;
P = .26

mean TICS cognitive status score OR: 1.08; 95% CI: 0.90 to 1.30;
P = .43

OR: 0.99; 95% CI: 0.83 to 1.18;
P = .91

mean HADS depression OR: 0.96; 95% CI: 0.58 to 1.60;
P = .88

OR: 1.01; 95% CI: 0.64 to 1.61;
P = .95

mean HADS anxiety OR: 1.07; 95% CI: 0.68 to 1.67;
P = .78

OR: 1.30; 95% CI: 0.84 to 2.01;
P = .24

mean SF-36 general health
OR: 1.03; 95% CI: 1.006 to 1.05;

P = .01*
OR: 1.32; 95% CI: 0.92 to 1.88;

P = .13

spectacle-corrected distance VA OR: 3.8; 95% CI: 0.06 to 245;
P = .53

OR: 3.18; 95% CI: 0.11 to 93;
P = .50

spectacle-corrected near VA OR: 1.00; 95% CI: 0.001 to 930;
P = 1.0

OR: 5.40; 95% CI: 0.007 to 4202;
P = .62

contrast sensitivity OR: 0.34; 95% CI: 0.008 to 15.4;
P = .58

OR: 0.51; 95% CI: 0.02 to 11.1;
P = .67

optical magnifier power OR: 1.08; 95% CI: 0.78 to 1.49;
P = .65

OR: 1.04; 95% CI: 0.78, 1.38;
P = .80

AMD vs. other ocular diagnosis OR: 0.33; 95% CI: 0.03 to 4.4;
P = .40

OR: 0.30; 95% CI: 0.03, 2.76;
P = .29

Number of days between sessions OR: 1.05; 95% CI: 0.94 to 1.17;|
P = .37

OR: 1.03; 95% CI: 0.96, 1.11;
P = .44

*
= statistically significant: P = .01

TICS = Telephone Interview for Cognitive Status, AMD = age-related macular degeneration, VA = visual acuity.
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