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1. Introduction . Kalorama, Centre for the deafblind ( DVD presentation)

2. Three clients, three settings, three ways to offer support.

To focus on our services for the deafblind elderly, I would like to introduce three of our clients to you.

a. Mrs N, 86, is a resident at the centre for the db K. She lives in a group of 8 residents, who all became deafblind at older age and all suffer now from dementia. She has lived in this group for five years. She became deafblind when she was already living in a home for the elderly. She was referred to our institution because of huge problems in communication. She spent her days alone in her room not knowing what was happening “outside”. Also the first symptoms of dementia appeared in her behavior. After her move to our institute Mrs. N. seems to have found a new good personal balance in life.

A decade ago we started a group for older residents (most over 80), with psycho geriatric symptoms: e.g. memory loss, problems in orientation and self-support next to physical deterioration.

All residents have their own bedroom. Most of the time during the day all 8 residents are in the living room, in which at least one professional is available.

In our approach we are oriented towards the personal functioning of these residents, avoiding implicitly disorientation. As long as the residents function, disorientation threatening quality of life is not occurring. 

In this environment circumstances are offered, e.g. home-activities, which are easily recognized and don't appeal to vulnerable memory-processes. Residents get involved or attracted ('that soup smells good') or even come to action, e.g. in preparing dinner.

Structuring the environmental conditions is necessary and gives chances for functioning.

Staff is coached to stick to the structure when necessary, but grasp flexibility when it is in the air. They use of their own talents and possibilities in the actual situation.

b Mrs G,  82 lives in her own house and is visited weekly by one of our professionals, who visit the clients at home. Last year she acquired deafblindness very rapidly. Because of her deafblindness she had withdrawn from social activities, she used to join. As a volunteer she visited older people in her neighbourhood. Nowadays she spends most of her time just by sitting in her chair. She gets help from members of her family, who bring her meal every day.

Mrs. G suffers from symptoms of depression: “I am too handicapped to have a pleasant life”. Her g.p. told her to meet other deafblind people so she could work on her handicaps”.

In our ambulant work professional workers meet clients in their own home environment (at home), often in multi-problems situations. Once a week, or every two weeks the professional supports the client in picking up his life again. They introduce new ways to cope with the deafblindness, inform them about the world around them, helping them with new possibilities in communication, encourage the client to participate in activities, using the computer etc.

c Mrs. P, 75 years old  lives in a nursing home. She was already for a long time impaired in her hearing-abilities. Recently she became severely handicapped in both of her eyes, which had a further negative influence on her communicative skills. The nursing home referred to Kalorama for help for the communication problems they had with Mrs. G. They noticed that she was unhappy and could not be stimulated to take part in activities in the home. An ambulant worker started visiting Mrs. G one year ago.

She had no demands, except for the difficulties with reading her watch and tuning her favorite radio stations. The worker just proposed concrete solutions to these problems, which worked out. After that, in weekly visits, Mrs. G told him that she was lonely but refused to take part in social activities. She was afraid of being put in a position where she could not refuse or withdraw at the moment she wanted. Because of her vision loss, she could not leave alone. 

The ambulant professional suggested participation in a weekly group activity-program. There she would be given the possibility to be with other clients with similar challenges in life, talk with them and do activities specially organized for deafblind elderly. 

Several days a week Kalorama organizes a group-activity for the elderly, who live in the neighborhood and who face the challenges due to their acquired deafblindness. During these meetings several activities are offered to them like group-discussion (about several topics in their daily personal life and in the world around them), baking and cooking, hobby and little day-trips. By participating in these group activities, visitors feel more supported in their daily life at home or in the setting of their nursing-home. 

3. Theoretical framework in our support-settings

For our three clients deafblindness did not come alone. For them, besides the problems directly connected to deafblindness, other problems occurred which interfered with basic daily life.

	Deafblindness in old age often comes with other disabilities. In psychological literature one speaks of 'multiple vulnerability'.

In old age one has to cope with different loss-experiences; loss of partner, relatives and friends, loss of  physical abilities etc. Other symptoms can arise: geronto-psychiatric or psycho geriatric problems.

In some cases deafblindness is the core handicap, e.g. responsible for a (temporary) mood disturbance. In other cases deafblindness and other handicaps (e.g. dementia) have no causal relationship, but influence each other negatively. 

All disabilities can be threats to or interfere with feelings of wellbeing, safety, happiness, fulfillment. 

Cumulative loss-experiences have impact on a person’s flexibility, ability to re-adjust, redirect one’s focus towards new circumstances or old forgotten ones. 

Often this takes place with natural regulation, in which quality of life is maintained or regained at a reasonable level without professional intervention. Adequate social support and good health are often strong predictors for healthy adaptation. Despite all possible disabilities and vulnerabilities, there are elderly deafblind people who manage well.


To explain what rehabilitation is, I want to refer to literature on this subject dealing with chronic psychiatry. There one discriminates between three forms of rehabilitation.    

In problem-solving rehabilitation complaints or problems are central . 

The role of the client is that of a patient. Professionals are experts, give advice or offer solutions.

In developmental rehabilitation wishes or demands of the client are central.

Professionals and the client agree on goals and ways how to achieve them.

In functioning oriented rehabilitation the interaction between the client and his personal environment is central. Professionals are supporting in achieving a good, safe and pleasant existence.     

We use this discrimination in our support for the elderly deafblind. In our professional practice you can find elements of the three forms of rehabilitation which often are combined. 

Rehabilitation mostly stands for developing abilities and problem solving in the well-known problem areas for the deafblind: communication, information, mobility, keeping up activities and social relationships. These problems possibly hinder in enhancing personal well-being. Effective rehabilitation sometimes is preconditional for a good life but is no guarantee for it.

Therefore we evaluate the contribution of (this kind of) rehabilitation to the personal wellbeing of the client. In other words: how do we know if our clients whom we effectively helped in their problem areas, now have a good life?  

Next to the developmental rehabilitation other things need to be done.  

For optimizing (the conditions for) a 'good life' for our clients we use a comprehensive professional model. This model is developed at Kalorama and is used there successfully in clinical work and in staff-training. It can be used in a residential setting as well as with clients living in their own homes.

General principles in the professional support of deafblind clients on older age: 

1.  self-determination is the most direct and the most important goal in professional work (despite severity or form of multi-problems) 

We see self-determination as a process in which the client himself influences his (personal) state of well being/ quality of life. He (re)acts upon cues in his (social) environment.

This principle asks for recognizing the state of wellbeing in the individual. It requires reading individual ‘signals’ which refer to wellbeing. 

Recognizing when and how a client is promoting his personal well-being, evoking feelings of joy, relief, and most important: feeling worthwhile as a person. 

It requires understanding what conditions or opportunities are favorable for this specific client.

Sometimes this asks for searching, because in some clients problem behavior in its bizarre manifestations is so dominant that personal functioning is not easily recognized    

2.  environment is the most important tool for enhancing self-determination  

This asks for building a rich physical and social environment in which the client finds as much as possible favorable environmental conditions which enable personal functioning.

In our approach social abilities (e.g. 'independence', 'assertiveness' or 'acceptance of handicaps') should not be learned in trainings or in programmed routes. Social learning is an automatic process which takes place in interaction with the social environment.

This does not mean that professional  support would not be needed in cases of e.g ‘dependency’ or ‘non-acceptance’. The issue then is how to facilitate natural psychological processes of coping, mourning, acceptance without interference by giving advice or guidelines about the manner or speed of these processes.

We try to do so by 'building' an environment in which these processes can evolve in a natural manner. In this environment we incorporate favorable circumstances for the  individual client. This way we appeal primarily and most important to the healthy part of a person’s pattern of functioning. In our view investing in this healthy part is the best way of achieving quality of life.

One can say:  

‘Without reduction of illnesses, QOL is possible!’

‘Without acceptance of handicaps, QOL is possible!’

‘Without developmental rehabilitation, QOL is possible!’

In Kalorama's view : 'without favorable circumstances QOL is not possible !'

For improving QOL: 


Rehabilitation which is oriented on the environment and is directed by subjective 
standards of clients is more important than  


Rehabilitation which is oriented on compensating for limitations and the 
development of specific behavior. 

For older people with acquired deafblindness circumstances can change, fade away, can loose their attraction and accessibility .Complaints arise and dominate above the healthy part of a person’s pattern of functioning: Quality of life is at risk.

This is the point where professional intervention starts.

4. Conclusion 

Like other deafblind clients our three clients met problems in keeping up a normal life. For them there were problems in the well-known 'problem-areas’ for the deafblind: in communication, information, mobility, keeping up activities and social relationships. When our support started for these three clients, we were more or less focused on dealing with these problems and minimized the impact on the clients’ daily life. We optimized communication so the client and its support system were able to communicate again, to talk with and to each other, to inform and be informed.

In what we call 'developmental rehabilitation and problem solving rehabilitation' we optimize communication skills, accessibility of information channels, and (re) arrange an optimal physical and social environment.  This is a temporary learning process and often asks for a stepwise approach. Now, for these three clients developmental goals are reached and the developmental rehabilitation is finished. There are no new developmental goals. 

But nevertheless: 

There is continuing support necessary regarding communication and orientation: 

Professionals know how to communicate, support in orientation and mobility and so on. And they continue to do so.     

Nowadays in working with these clients our focus is mainly in enhancing well being, quality of life, self determination. As stated earlier we do so by building a rich physical and social environment, which provide chances for personal functioning. This asks for flexibility, creativity and putting great effort in tuning on actual possibilities in our own staff- members. 

Mrs. N. was offered an especially tailor-made setting to live in. Kalorama was able to offer her a place to live in a group in our institute. Her environmental conditions are completely focused in giving her all the possibilities and opportunities favorable to her well being. Since she came to live with us she feels a new balance in life, despite her handicaps.

She often is found with a cloth in her hands cleaning her own apartment and the living room of the group. She loved cleaning activities in her own home. She can continue with her favorable activities in her new home. 

Mrs. G. still lives in her own house. Because of the weekly visits of our professional in her house she found new ways to communicate with the world around her. She now meets her peers and family members on the Internet.

Mrs P still lives in her own apartment in the nursing home and visits the group-activity at Kalorama. Every Friday morning she meets several people with similar problems and challenges in life. She looks forward to the weekly visit with her “friends of the Friday-group”. The week is more in balance, less alone and it brings new goals and meaning in her life.

