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Housing and low-vision rehabilitation 
 – across theories, practices and everyday settings
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Background
Since 2015, the Danish municipalities have been required to offer citizens with impaired functioning rehabilitative 
initiatives that is “organized and performed in a holistic and interdisciplinary manner”. In theory, rehabilitation 
and recovery-based service embrace an everyday self-reliance of the citizen, where both the social- and 
physical context come to play an important role. However, low vision services is still by large based on 
diagnostics: Physical examinations of the eyes’ function, measured at a distance of three meters in the 
clinical settings of an optometrist or ophthalmologist and translated into a level of required lighting 
or recommended lux-value. This narrow and technical approach represent a medical model 
understanding, where the impairment is the focus of attention.   

New approaches to low vision service are emerging locally, and this paper describe an initiative 
that argue that a) the need for light is different for different tasks, b) people have different 
preferences for light, different desires and interests, and c) the role of relatives are critical 
concerning the success of the recommendations getting implemented. The services are 
hereby moving from the health domain and -structures towards the everyday life of 
the citizen. Looking into the epistemologies and ontologies at stake, this calls for 
different approaches than the ‘medical model’, but what? 

The article is based on the initial fieldwork of an ongoing postdoc project on 
low vision rehabilitation, following the vision department at Center for 
Special Education (CSU), in Slagelse. ”Better life for better living” (BLBL)

”Better life for better living” is a two-year method-development for recovery-
based low vision services. The project is run by two consultants and focus on 

the role of lighting and the citizen’s quality of life in everyday activities. During 
the winter seasons of 2017/18 and 2018/19, 60 citizens have participated. Besides 

an initial visual function questionnaire, the study design includes three steps: 

1) The light assessment in the home environment of the citizen, are guided by a 
narrative interview where the citizen describes their challenges and desires regarding 

light and vision. The consultant and the citizen identify and assess three activities where 
they experience challenges in their home (COPM) and two visual tests are conducted. The 

consultation are further documented by photos, light measurements and drawings. Finally, 
the visual impairments are communicated to the relative by VR/AR goggles.  

2) The citizen and relative are invited to the lighting lab. The lab includes a kitchen-dining area 
and a living room with a range of different lamps and arrangements available to test the lighting. 

The consultants and the visitors recreates the three activities, and tests different bulbs, lamps and 
arrangements step-by-step. 

3) A home visit are made 2-3 months after the lighting session, to follow up on the process.

”

Translation and coordination
The consultants performed a range of translations to de-contextualise the conditions of the 

home environment and re-contextualise them in the lighting-lab. Translations was contained 
in inscriptions of the notes from the narrative interviews, test results, measurements, photos and 

drawings. The knowledge embedded in the spectrometer and how it measures/produces the specific 
lux value is in itself black boxed, however, when used as support for the embodied knowledge of the 

impaired, the everyday knowledge of the household and the practice knowledge of the consultant, the 
explicit and scientific knowledge were contextualized and operationalized. Focusing on activities and 

how these were enabled or disabled by the interaction of the luminous environment and the vision, 
the procedure of translation included both the narrative and the descriptions of the embodied 

experience, the observed occupational performance, and the measured light. 

The sequence of translating by means of the light lab was an equally important part of the 
process. The information from the narrative interview enabled the consultant to support and 
guide the citizen, and to adjust the different solutions to fit the specific case. The focus on the 
possibilities allowed the citizen to feel less defensive and more able to engage in the process, 

than if they had been focusing on the limitations. The citizen and relatives were taken by 
the hand, through their own home environment, re-contextualised in the lab, constantly 

concerning their own particular activities and challenges – and using their body as a point 
of departure, as an instrument. In summing up the lab-visit, the consultant translated 

the results by drawing the suggested lamp, its style and position, on to a printed photo 
of the home environment, and added a list of specifications to each of the activities 

investigated. In this way, the assessment went through two rounds of translations, 
from the home environment to the lab and from the lab back to the home 

environment. By comparing and experiencing the difference 1:1, the  citizens learn 
about light and the different arrangements, they are qualified and empowered to 
improve their own surroundings, and with assistance from they’re relatives this 

new knowledge can be re-contextualised. 

Mutable and immutable mobiles 
The toolbox containing the survey, the narrative interview, the COPM, the 

measurements and the final list of recommendations represents small more 
or less immutable mobiles allowing the translation and translocation 

of the home environment to the laboratory and back again. They 
form inscriptions that can be presented, read and combined without 

the additional knowledge of the specific context of time or place. 
Inscriptions are often used for generalising and producing scientific 

outcome, e.g. across a number of samples.

The practices of the low vision consultants in conducting the 
assessment and their open approach with adjustments from 

case to case, and citizen to citizen, on the contrary resemble a 
mutable mobile: Enacted differently at different times and at 

different geographical locations.

Contextualising 
low vision 
rehabilitation
Latour describe the theoretical sciences 
as faster and more immutable than the 
empirical sciences. Following this, the models 
works as immutable mobiles in the practices of 
low vision. Whether this is a medical model or a 
relational and dynamic model as the PEO seem to 
be crucial, as they enable different things. This section 
discuss the nature of the different models and how BLBL 
navigate between them.  

Low vision is a concern of public health, where the medical 
model has been a way to conceptualise and classify diseases, as in 
ICD, initially as standards for keeping track of the major causes of 
death. The model is deeply embedded in contemporary health systems 
and –structures, from diagnostics and paradigms for treatment and 
support, to subsidies and insurances. During the 20th century different 
alternative models have been developed, including a social model shifting 
the problem of a disease or impairment from the individual to the structures of 
society not able to handle the condition. The Bio-Psycho-Social model is described 
as a relational and complex understanding where a condition is the result of dynamic 
interactions of body functions and contextual factors. This model is represented in 
most rehabilitative initiatives and in The International Classification of Function (ICF). 
The preceding procedures for investigation used by the two consultants was based on ICF, 
however it is not a language of laymen and do not concern aspects of the citizens’ everyday: 
“Filling out all the different parameters was time-consuming and not very useful, other than 
to ensure that you got ‘it all’ “. Even though ICF include social and physical environment, it is 
reduced to being a ‘enabling’ or ‘disabling’ factor, and not operational exploring the everyday. In 
addition, ICF is closely linked to ICD, and thereby the medical model: The classification starts 
and ends with the impairment, no matter if the responsibility is put on the individual or the 
society. 
 

The two consultants describe the medical model as being the overall framework for 
their work as the diagnosis and the health structure determine who gets the service. 
The bio-psycho-social model is present in the rehabilitative or recovery based 
approaches as overall paradigms for treatment or services and they use both 
the medical and the bio-psycho-social model in their cooperation and 
coordination with other health professionals. BLBL, represent a part 
of the low-vision services where the encounter with the citizen is 
operationalised by a more relational and dynamic approach 
as described in the PEO-model. The model “embodies the 
principles of client-centred practiced and supports 
the collaborative working” and open up to other 
professions working with person-environment 
relations. Where the occupational 
therapist have a special relation 
to the occupation, a shared 
responsibility can be implied 
by focusing on all three 
spheres. 

The PEO model

The Person- Environment-Occupation (PEO) model is a practical 
analytical tool developed in occupational theraphy to assist 
problem analysis, intervention planning and – evaluation, 

or to communicate occupational therapists’ 
practices. 

Co-creation of knowledge
An essential aspect of the PEO model is that it enables different types of knowledge, in the BLBL above all demonstrated in the open dialogue with 
the citizen. During the course of sessions, the consultant supported and qualified the citizen in his/hers future decisions: Explained and demonstrated 
technical knowledge of both the impairment and light and the illuminated environment, but also practice-based knowledge and experiences from 
former cases. In this way, they also engaged knowledge from the medical model. However, the consultants stressed an awareness to their own knowledge 
and when to use it: “Due to the medical knowledge: You can say we have it, but we do not apply it too early…” They also described an openness and 
curiosity to each encounter: “We have an idea of the diagnosis and the vision, but we are curious about what it means in relation to light. Two people with 
AMD do not necessarily have the same needs, so we are interested, and very well aware of not getting disturbed of our own pre-existing knowledge.” This 
awareness towards their apriori knowledge was observed both in the narrative interview and when testing the light in the lab. 

The purpose of the narrative interview was to get the citizens own description of their everyday challenges related to light and vision, and to identify 2-3 
activities central for the further coarse. Therefore, it was stressed that the choice of activities was the citizen’s and not the consultants/relatives’.  In the laboratory, 
different kinds of knowledge were combined: the citizens embodied knowledge as they tested the light, supplemented by explicit information concerning the 
different technologies, or the relational aspect of light and activity. Emphasis was put on the citizen being attentive to what he/she felt- or which worked better or 
worse, and as the consultants stressed, these were things that they could not predict. Contrary to the medical model approach where the impaired client is a passive 
receiver of the authoritarian professional’s knowledge and expertise, the co-creation of knowledge depend on an active client. The shifts between different types of 
knowledge was a way of making the explicit knowledge relevant and letting the citizen and the relatives take part in creating the knowledge.

Time and change
The PEO model (described above) can help us understand the  
professional background of the the two consultants in the study. In 
this model persons, occupations and environments are understood as 
in a dynamic and interdependent relation. In contrast to the medical 
model, where the aim is objectivity and truth, the PEO model embraces 
the “complexities of daily human experience”, including the aspect of 
development or change over time: Changes in self-concepts, disability status 
and environmental constraints, political and economic changes. Opposite 
the de-contextualised and generic diagnosis, the everyday is all about context 
and specificity. The series of consultations in BLBL were scheduled over a 
period of time where the course of processing the assessments and suggestions 
were considered an important part of the intervention, concerning the learning-
process of the citizen acquiring new knowledge about themselves and the situation. 
The elasticity of the PEO enable interventions that assess the congruence between 
the parameters in different contexts and over time, where the notion of the mutable 
mobile seem useful.  The context- and time specific scope of BLBL where the outcome 
of the service depends on active participation call for a collaborative approach where the 
citizens are the experts of their own life, body and everyday settings. 
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The paper apply perspectives of  Science and Technology 
Studies (STS) to explore the role of the low vision services in 
translating and coordinating different types of knowledge.

translation & coordination

The practice studied are located in 
between the domain of health care 
and the everyday of the citizens.

 Conclusion

To open the black box of low vision services and to 
apply ‘their own model’ to systematically analyse what 

the consultants see and do, have enabled awareness 
to the otherwise tacit practice-knowledge. Low-

vision service rest upon a medical understanding, 
where the diagnosis or the impairment is the 

point of department, however, different types of 
knowledge are coordinated and targeted, and 

most important co-created by the citizen and 
the consultant. 

By framing the challenges of visual 
impairment in terms of light and 

occupation, the consultants enables a 
space for discussing the challenges and 

possibilities regarding the citizen’s 
physical – and social context.

The flexibility and elasticity of 
the PEO-model, constitute a 

mutable mobile, an essential 
characteristics for embracing 

the complexity of working 
across theories, practices 

and everyday 
settings.


