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Independent Living Services

for Older Individuals Who Are Blind
Introductiontc "Introduction"

As the population of older Americans continues to grow, blindness service providers and policymakers continue to recognize the increasing rehabilitation and independent living (IL) needs of older people who experience vision impairment.  Data from the 1995 Survey of Income and Program Participation indicate that 1.2 million Americans (2%) over the age of 55 reported the inability to see words and letters in ordinary newspaper print (more severe visual impairment), while 6.5 million (12%) reported difficulty seeing words and letters with best correction (less severe visual impairment) (U. S. Bureau of the Census, 1997).  More recent statistics on the non-institutionalized civilian population (includes members of the armed forces living in the U.S.) indicate that the number of persons age 55 and older continues to grow and–we would expect–also the prevalence of visual impairment.  For example, data from the March 1999 Current Population Survey indicated that 55.3 million were age 55 and over (20.4% of the population), 42.7 million (15.7%) were age 60 and over, 32.4 million (11.9%) were age 65 and older, and 3.1 million (1.1%) were age 85 and older (U. S. Bureau of the Census, 1999).

Prevalence of visual impairment increases with age.  For example, data collected from the Lighthouse National Survey (The Lighthouse Inc., 1995) show that middle age and older Americans report visual impairment at the following rates:  15% of persons age 45-64, 17% age 65-74, and 26% age 75 and older.  (Visual impairment is defined as blindness in one or both eyes, the inability to recognize a friend across the room, inability to read newspaper print, or any other trouble seeing even when best corrected.)   Given that the numbers of older persons with visual impairments are projected to dramatically increase as the Baby-Boom generation (those born between 1946 and 1964) ages, legislators are responding by providing much needed funding for IL services to older blind individuals. 


The overall purpose of Title VII, Chapter 2 is to provide IL services to individuals age 55 and older whose significant visual impairment makes competitive employment extremely difficult to attain but for whom independent living goals are feasible.  IL programs have been established in all 50 states, the District of Columbia, and the territories.  These programs help older blind persons adjust to blindness and live more independently in their homes and communities.  


Under federal regulations (Rehabilitation Act of 1973, as amended, Rule, 7-1-99), IL services for older individuals who are blind include:

1. Services to help correct blindness, such as:





a.
Outreach services,





b.
Visual screening,





c.
Surgical or therapeutic treatment to prevent, correct, or modify disabling eye conditions, and





d.
Hospitalization related to these services;

2. The provision of eyeglasses and other visual aids;

3. The provision of services and equipment to assist an older individual who is blind to become more mobile and more self-sufficient;

4. Mobility training, Braille instruction, and other services and equipment to help an older individual who is blind adjust to blindness;

5. Guide services, reader services, and transportation;

6. Any other appropriate service designed to assist an older individual who is blind in coping with daily living activities, including supportive services and rehabilitation teaching services;

7. IL core services, including skills training, information and referral services, peer counseling, and other individual advocacy training;

8. Individual and group social and recreational services;

9. Consumer information programs on IL services available under the Rehabilitation Act of 1973, as amended, especially for minorities and other individuals with visual impairments who have traditionally been unserved or underserved by programs under the Act;  

10. Community awareness programs to enhance the understanding and integration into society of older individuals who are blind; and 

11. Other IL services that may be necessary to improve the ability of an older individual who is blind to function, continue functioning, or move toward functioning independently in the family or community and that are not inconsistent with any other provisions of the Act.   


Services provided by the state IL programs include blindness specific services, such as training in orientation and mobility, communications, and daily living skills; purchase of assistive aids and devices; provision of low vision services; peer and family counseling; and community integration services.  


Federal funding for blindness-specific IL services under the civilian vocational rehabilitation (VR) program was first authorized under the Rehabilitation Act of 1973.  This allowed state VR agencies to conduct 3-year demonstration projects for purposes of providing IL services to older blind persons (American Foundation for the Blind, 1999).  In response to the success of these early projects, the 1978 Rehabilitation Act Amendments to Title VII - Part C (now Title VII - Chapter 2) authorized discretionary grants to state VR programs to provide IL services for individuals age 55 or older who are blind or visually impaired.  Funding for these services did not begin until Congressional appropriations were allocated in 1986.  Subsequently, state VR agencies were invited to compete for available dollars, and in 1989, 28 IL programs were funded (Stephens, 1998).  


In fiscal year (FY) 2000, the Chapter 2 program reached a major milestone when it was funded at $15 million and was thus moved from a discretionary grant program to a formula grant program.  (The Rehabilitation Act of 1973, as amended, provides for formula grants in any fiscal year for which the amount appropriated under section 753 is equal to or greater than $13 million.)  These formula grants assure all states, the District of Columbia, and the Commonwealth of Puerto Rico a minimum award of $225,000.  Guam, American Samoa, the United States Virgin Islands, and the Commonwealth of the Northern Mariana Islands are assured a minimum allotment of $40,000.  Specific allotments are based on the greater of (a) the minimum allotment or (b) a percentage of the total amount appropriated under section 753.  This percentage is computed by dividing the number of individuals 55 and older residing in the state by the number of individuals 55 and older living in the United States (Rehabilitation Act Amendments of 1998).


As a result of the formula grant process, the average award distributed to Chapter 2 programs in FY 2000 was $282,500 with 45 programs receiving the “minimum” award of $225,000.  California received approximately $1 million, the highest amount received by any IL program.  The Virginia program received a total award of $245,130–$31,130 more than awarded in FY 1999.   


Recent action by the U. S. Congress has resulted in the largest increase ever for Chapter 2 funding.  On December 15, 2000, the House and Senate approved legislation containing $20 million for the Chapter 2 program for FY 2001–an increase of $5 million over FY 2000. The increase was adopted as part of the conference report (H. Rept. 106‑1033) for H.R. 4577, the Consolidated Appropriations Act 2001.  Without a legislative change, the minimum award distributed to states is set at $225,000 or an amount equal to one third of 1% of the amount appropriated under section 753 for the fiscal year.  

The Virginia Service Delivery Model tc "The Virginia Service Delivery Model " \l 2

The Virginia Department for the Visually Handicapped (VDVH) is the primary provider of comprehensive rehabilitation services to older persons who are blind and visually impaired in the Commonwealth of Virginia.   Direct consumer services include advocacy, information and referral, adjustment counseling, rehabilitation teaching, independent living services, low vision services, availability of Library and Resource Center and a comprehensive rehabilitation center.  In addition, staff are involved in a variety of activities to promote the well being of those served including community education, development of peer support groups, special events and professional development.


One specific goal of VDVH is to enhance the level of independence among the State’s older population that is blind or severely visually impaired.  This goal is met specifically through the services of the Older Blind Grant Project  (OBGP).  The OBGP is fully integrated into the Commonwealth’s overall plan for independent living services.


The primary goal of the OBGP is the personal independence of individuals who are experiencing visual impairments that are severe enough to interfere with their ability to carry out their routine activities of daily living.  The expected outcome of services is that consumers will gain and maintain independence within their home and community and adjust appropriately to their level of visual loss.


The participants in the OBGP are individuals who reside in the Commonwealth of Virginia, are 55 years of age or above, and who have a visual impairment which significantly interferes with their normal life activities and activities of daily living.  A significant number of participants are totally or legally blind.  Most are referred to the program by acquaintances, community organizations, or various other organizations.  For the most part, clients are served in their homes by rehabilitation teachers who are dispersed geographically throughout the Commonwealth.


The provision of these comprehensive services assists many older blind Virginians in accessing appropriate and necessary community resources and services. These services enable many individuals to live independently in their homes and communities with maximum self‑direction.  In some cases, program participants have been able to avoid or delay costly long-term eldercare alternatives.


It is estimated that there are over 1,261,000 Virginians over the age of 55, of whom about 162,000 are visually impaired and 31,380 are severely vision impaired (Orr, 1999).  As the population ages, the incidence of visual impairment also increases so that percentages of severe vision impairment in the older population are higher.  VDVH serves both the severely visually impaired who may include those who are legally blind, and those who have non-severe visual impairment.  The following table shows the percentages by age group who are severely visually impaired:

	Virginia,1995

State population by age
	  Estimated # of persons with more severe functional limitation* (including blindness)
	% of total #

in this age

category

	1      55 - 64:            524,000
	  5,870
	 2%

	2      65 - 74:            428,000
	  7,370
	 2%

	3      75 - 84:            237,000
	10,200
	 5%

	4     85 and older:      72,000
	  7,940
	11%

	Total:                    1,261,000
	31,380
	 3%


* More severe functional limitation in seeing is defined as “not being able to see words and letters in ordinary newsprint at all.”

Source:   American Foundation for the Blind. Department of Policy Research and Program Evaluation, New York, 1997, based on data from U.S. Bureau of the Census, Model-Based Estimates of Specific Disabilities for States and Counties  GOTOBUTTON BM_1_ (1997).

The Older Blind Grant Project tc "The Older Blind Grant Project " \l 2

The VDVH utilizes a combination of state and federal resources to provide independent living services for elders with visual impairments.  During fiscal year 2000, the VDVH was awarded $245,130 from the Rehabilitation Services Administration (RSA) to fund the OBGP.  Because of the merit of the Commonwealth's application for funding, Virginia ranks in the upper 10th percentile among programs in the nation in terms of the amount of federal dollars procured.  This federal funding is provided for Independent Living Programs under Title VII, Chapter 2 (VII‑2) of the Rehabilitation Act of 1973, as amended.  In addition to the monetary funding provided under VII‑2 awards, in‑kind resources provided by the Commonwealth in the form of case service providers are valued at more than $500,000, or 73% of the overall cost of the program.  The VDVH's commitment of resources to serving older individuals who are visually impaired is one of the strongest in the nation.

The OBGP's services are delivered by professional staff to consumers via six regional offices located throughout the Commonwealth.  A Rehabilitation Center for the Blind located in Richmond is also utilized in some cases where more intensive training is needed and consumers are mobile enough to participate.  Traditionally, specific skills training (communication, cooking, activities of daily living, O & M instruction), adjustment counseling, and information and referral have comprised the core of services available to the older blind.  In addition to these core essential services, numerous other goods and services are now being provided to assure that this population has adequate access to the right mix and amount of services to function independently in their homes and communities.  Thanks to the VII‑2 funds awarded by the RSA, the VDVH is now able to further enhance their capacity to deal effectively with the multiple problems experienced by older Virginians who are blind.  


Consumers and service providers have been involved in the development of a Model Service Delivery System which enables individuals to receive services in their home or the VDVH's residential rehabilitation center.  The model system is designed to insure that OBGP participants are able to access community resources and activities and to receive and effectively use adaptive aids and appliances that will enhance their ability to live independently.  This model system contains three basic components:

· The identification and appropriate process for utilization of the Department's existing services for older blind individuals.

· The identification of services needed that exist in other community resources and the appropriate process/methodology for access to these services for older blind individuals.

· The identification of core services needed by this population in order to gain or maintain independence in the home and community.


Goods and services provided as a part of the OBGP include the following:  outreach; information and referral; advocacy; visual screening; eyeglasses and low vision aids; assistance with housing relocation; adaptive equipment to assist older blind Virginians to become more mobile and more self‑sufficient; guide services for essential access to community resources; transportation; orientation and mobility services; peer counseling; reader/volunteer services; adaptive skills training to assist in coping with daily living activities; and other essential supportive services for independent functioning in the home and community, including local independent living training workshops for consumers and their family members.


An important component of the program is the active participation of consumers in identifying and accessing existing programs and services via targeted information and referral assistance, and interaction with consumers of Title VII, Parts B and C Independent Living Rehabilitation Services.  The American Association of Retired Persons and 25 Area Agencies on Aging are but two of many senior citizens groups who are involved in disseminating information and expanding their services to seniors with visual impairments.  


The OBGP project director also currently serves as the RT/IL Program and Policy Specialist for VDVH.  She administers the program, under the direction of the Assistant Deputy Commissioner and Commissioner of VDVH, in accordance with the approved proposal, and applicable federal rules and regulations.  The director serves as the link between VDVH case managers and other appropriate personnel within the Commonwealth.  She monitors the progress of the program and manages financial aspects of the project.  The project director also has responsibility for planning, implementation, evaluation, reporting, etc.  The project has been designed with specific performance objectives and evaluation criteria, in conjunction with activities which relate to these objectives.  The project director has developed an organized, systematic approach for program operation and management.  An annual time frame for ascertaining progress toward the accomplishment of program objectives has been devised.  


Twenty‑two rehabilitation teachers located in six regional offices across the Commonwealth serve as the primary service providers and case managers.  These staff are responsible for outreach activities, consumer evaluation, program planning, counseling, skills training for personal adjustment and activities of daily living, advocacy, the provision of adaptive equipment, orchestrating peer and family support, information and referral, fiscal management, and case management.  These rehabilitation teachers dedicate 65% of their time to the project and are aided by 15 orientation and mobility instructors who devote 20% of their time. 

Project Goals tc "Project Goals " \l 2

To achieve the project goal of providing comprehensive independent living services that aid in adjustment to blindness and result in increased independence within the home and community coupled with maximum self‑direction, the following objectives have been established for the program:

· Provide access to Independent Living Services for 1,000 older blind and visually impaired individuals each year who include members of racial or ethnic minority groups and women.

· Enhance the provision of rehabilitation teaching and independent living services for consumers who are age 55 or older and blind.  This will be accomplished by promoting awareness of the issues and needs of these consumers, by providing multiple community training workshops, by facilitating problem solving for individual consumers, and by serving as a catalyst for improved interagency coordination within the process of intake and service delivery.

·   

Increase by 20% the number of consumers who receive assistive technology devices in addition to direct instruction.  This will be accomplished as part of an assessment, leading to a comprehensive plan, that targets technology as a problem solving tool.  The needed device(s) and necessary training will be provided using grant funds.

· Prepare older blind and visually handicapped individuals for independent living and self‑sufficiency by rendering all necessary services and successfully closing case files on 60% of the consumers receiving Independent Living Services each year from the grant program.

Purpose of Study tc "Purpose of Study " \l 2

The purpose of this evaluation report is to review how well the OBGP has assisted clients in meeting their goals for independence during the fiscal year designated October 1, 1999 through September 30, 2000.  This report is a summary of the comprehensive external evaluation conducted by the Rehabilitation Research and Training Center (RRTC) on Blindness and Low Vision at Mississippi State University.  This evaluation, along with program consultation, is provided under an annual contractual agreement.   


The external evaluation conducted by the RRTC involves the following process: (1) the provision of an evaluation instrument and consultation with staff regarding techniques related to objective data collection; (2) the tracking and statistical analysis of data from each case file at the time of admission and discharge; (3) a site visit for the purpose of reviewing case files, interviewing clients and staff, and when possible, meeting with program advisory groups; and (4) a published year‑end evaluation report that includes a program overview, a summary of demographic data, consumer admission profiles, graphic depiction of selected closed cases, observations from the site visit, conclusions, and recommendations.  

Organization of Report tc "Organization of Report " \l 2

In addition to this introductory section, this report includes a method, results and discussion, and conclusion section.  The method section provides information regarding selection of study participants, the instruments used to collect data, and techniques used for data analysis.  The results and discussion section provides aggregate data on consumer demographics and findings regarding consumer gains on specific IL tasks or domains and consumer satisfaction with the OBGP for those consumers exiting the program during FY 2000.  Demographic data include age, immediate living environment, level and nature of visual functioning, secondary disabilities, communication skills, services received, and so forth.  The majority of this data is recorded in the Consumer Pre-Program Information section of the Independent Living Pre- Program Assessment form (Appendix A).  In addition, information from the annual site visit is reported in the results section.  A site visit allows the program evaluator to view the program first‑hand and to observe actual interactions among staff and consumers.  Actual case studies are reviewed and interactions with consumers, professional staff, and administrators are planned.  Additionally, training for program staff can be provided as a part of the evaluation contract. The final section of this report provides a summary of evaluation activities, including a list of program commendations and recommendations.

Program Evaluation Staff tc "Program Evaluation Staff " \l 2

Personnel from the RRTC assigned to this program evaluation during fiscal year 2000 were:  B. J. LeJeune, M.Ed., R.T.C., Principal Investigator, Wendy Williams, M.S., Research Associate, and John Jay Frank, M.R.C., C.R.C., Research Scientist.

Methodologytc "Methodology"
Research Design tc "Research Design " \l 2

This study used a mixed-method research design to collect program evaluation information from a variety of sources.  Variables from the Independent Living Services 7-OB state report for FY 2000 were used to describe demographic and disability characteristics of all consumers receiving Title VII - Chapter 2 services in Virginia.  In addition, the Pre- and Post-Program Functional Capacities Assessments (see Appendix A) were used to gather information about those consumers who were closed by the Virginia OBGP in FY 2000.  These provided an appraisal of consumer functional capacities before and after delivery of services and are further described in this section.  Finally, the MSU RRTC Project Director, accompanied by an MSU RRTC Research Scientist, conducted an on-site review to gather additional program information not available from the preceding instruments.  These sources of data are further described in the “Instruments” section below.
Participants tc "Participants " \l 3

According to the 7-OB report submitted by Virginia for FY 2000, the OBGP served a total of 2,641 consumers.  Of the total number of consumers served (2,641), 664 consumers were closed during FY 2000.  Pre- and Post-Program Functional Capacities Assessments were available and analyzed for the 664 closed consumers.

Instruments tc "Instruments " \l 3

Annual 7-OB Report tc "Annual 7-OB Report " \l 4.  All IL programs receiving Title VII - Chapter 2 funding must submit a completed 7-OB report to the Rehabilitation Services Administration (RSA) approximately 3 months after the close of each fiscal year.  Information reported on the 7-OB includes funding sources and amounts, staff composition and numbers, and consumer demographic, disability, and services data.  Data from individual state programs are provided to the MSU RRTC for data entry and analysis and a composite national report is completed.  Results from the national report are used for comparative purposes in this report.


Pre- and Post-Program Functional Capacities Assessments tc "Pre- and Post-Program Functional Capacities Assessments " \l 4.  The Client Pre- and Post-Program Functional Capacities Assessments were used to obtain information about changes in consumers’ capacity to perform certain tasks.  Both forms measure consumer functioning on four broad categories of activities that are generally taught by rehabilitation teachers.  These categories are described below:

· Activities of Daily Living (e.g., kitchen clean up, vacuuming, washing clothes, cleaning and dusting, operating door lock with keys, using a cup or glass, pouring liquids).  

· Personal Management (e.g., hygiene tasks, bathing, sewing, matching and selecting clothing, telling time).

· Low Vision and Communication Tasks (e.g., accessing written and printed text, reading dials on thermostats and appliances, placing and receiving telephone calls, organizing and identifying money, using low vision aids).

· Orientation and Mobility (e.g., traveling around home and neighborhood, using public transportation, walking on uneven terrain, negotiating steps and curbs).


In addition, the pre- and post-assessment instruments evaluated the overall fitness and health of consumers.  For example, consumers were assessed on their ability to hear normal speech; walk different distances; walk up steps; exercise; remember appointments; and lift, bend, stoop, and reach.


A two dimensional scale was employed for assessing the functional capacities of clients.  Performance level measured degree of consumer difficulty in completing tasks (no difficulty, some difficulty, cannot do it, and do not know if can do it), and performance mode measured degree of assistance required by the consumer to perform particular tasks (e.g., alone, aided, assisted).  The rehabilitation teacher met with consumers at program entry and at program exit to complete the pre- and post-program assessment forms.  To help insure an objective evaluation of client progress from admission to exit, the pre-program assessment was forwarded to the RRTC shortly after it was completed.  Thus, once a consumer’s program was completed, the rehabilitation specialist filling out the post-program assessment entered ratings without reference to ratings made at the time of admission.  Once data were forwarded to the RRTC, statistical procedures allowed for comparisons between pre- and post-program assessment scores to determine the significant impact that services have had on performance outcomes.

Procedures 

tc "Procedures " \l 3

Consumers’ abilities were evaluated using the Pre- and Post-Program Functional Capacities Assessments.  The Pre-Program Assessments were completed by the rehabilitation teachers when the consumers entered the program.  The Pre-Program Assessments were forwarded to MSU RRTC staff where they were later matched with Post-Program Assessments, which were completed when the consumers exited the program.  This provided a comparison of consumers’ abilities before and after participation in the program and determined if any significant changes had occurred as a result of training the consumers received.

On-Site Review tc "On-Site Review " \l 3

An on-site review was conducted to gather information regarding IL program activities.  The on-site review adds a qualitative component to the overall research design.  This visit to the geographic area where services are provided facilitates the evaluator’s familiarity with the everyday workings of the program and allows for the collection of anecdotal information.  Program staff and consumers have an opportunity to discuss their views and experiences surrounding the program, and case reviews or case studies are conducted.  The on-site review also provides an opportunity for external feedback prior to the end of the year evaluation.

Data Analysis tc "Data Analysis " \l 3

Descriptive statistics were used to summarize data from the 7-OB report and the Pre- and Post-Program Functional Capacities Assessments.  Common descriptive statistics include the frequency of scores, percentages, means, etc.  In addition, specific mean level scores at the time of admission and discharge were computed in order to compare the abilities of consumers before and after program participation and determine if any significant changes had occurred.  The Pre- and Post-Program Functional Capacities Assessment were modified from FY 1999 to FY 2000 in order to gain more information about consumers.  Therefore, some items present on the old form were not present on the new form and vice versa.  As a result of the change in forms, some consumers’ data were presented on old forms and others on new forms.  Data presented in this report are for only those items that were present on both forms.

Resultstc "Results"
Annual 7-OB Report tc "Annual 7-OB Report " \l 2 


Consumer demographics tc "Consumer demographics " \l 3.  The population eligible for services under the Virginia Department for the Visually Handicapped (VDVH) Older Blind Grant Program (OBGP) included individuals residing in the state of Virginia age 55 and older with visual impairment and blindness-related IL needs.  During FY 2000 (October 1, 1999 through September 30, 2000), 2,641 consumers received IL services.  Of these, 664 consumers were closed during FY 2000.  Figures 1 through 5 present demographics of the total group (N=2,641).  Figure 1 presents the percentage of consumers by age categories.  Note that 70% of consumers were 75 and over.
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Figure 1: Consumers by Age Category


Age.   Over half (70%) of the consumers served by OBGP were age 75 and older.  Specifically, 39% were age 75 to 84, and 31% were age 85 and over.  Only 13% were age 55 to 64, and 17% were 65 to 74 years.
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Figure 2: Consumers by Gender


Gender.  OBGP served 810 males (31%) and 1,831 females (69%) during FY 2000 (see Figure 2).  The percentage of males decreased 1% from FY 1999.  Approximately 30% of participants in Title VII - Chapter 2 programs nationally are males (Moore & Williams, 2000).
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Figure 3: Consumers by Race 


Race.  The race/ethnicity reported were as follows: 74% (n=1,957) were White, 10%(n=273)  were African American, with around 2% others including Asian and Pacific Islanders.  It is notable that there were only 19 (<1%) Hispanics identified.
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Figure 4: Consumers by Visual Impairment



Degree of Visual Impairment.  Over two-thirds of the 2,641 consumers served by the OBGP were legally blind (69%, n=1,822), 3% (n=79) were totally blind, and less than one third (28%, n=740) had severe visual impairment (see Figure 4).  This is comparable with the 30% rate of severe visual impairment found nationally (Moore & Williams, 2000).


Other Health and Disabling Conditions.  Figure 5 presents the number of consumers reporting health conditions other than visual impairment.  Those most frequently reported by consumers were cardiovascular disease, 48% (n = 1,267); diabetes, 27% (n = 713); and musculoskeletal disorders, 26% (n = 686).  In comparison with national data of consumers of the Title VII - Chapter 2 programs, the most prevalent non-visual health conditions were cardiovascular disease, 25%; musculoskeletal disorders, 19%; and diabetes,18% (Moore & Williams, 2000).  This shows consumers served in the state of Virginia have a much higher rate of reported health conditions other than visual impairment.  This may be because of serving a larger percentage (31%) of persons over the age of 85.  Additional conditions noted are hearing impairment, 13% (n = 343); neurological changes, 9% (n = 238);  respiratory or lung conditions, 7% (n = 185); alterations in mental functioning, 3% (n = 79); cancer, 3% (n = 79); and kidney failure, 3% (n = 79).

Figure 5: Non-Visual Conditions of Program Participants
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The percentage of consumers reporting cardiovascular problems (48%) is higher than that reported in the national population of consumers receiving IL services (Moore & Williams, 2000), and higher than the 30% in the U.S. civilian noninstitutionalized population, age 65 and over (Jette, 1996).


In the U.S. population age 65 and older, the prevalence of diabetes is about 10% (Jette, 1996).  IL consumers in Virginia experienced diabetes at a much higher rate (27%) than their non-visually impaired peers.  This is likely because diabetes is one of the leading causes of visual impairment.  The percentage of IL participants reporting diabetes was also higher than that reported in the national population of consumers receiving IL services (27% versus 18%) (Moore & Williams, 2000).  These higher prevalence rates in Virginia highlight the importance of a program that addresses the management of diet, medication, and exercise (Brown, Sinacore, Ehsani, Binder, Holloszy, & Kohrt, 2000).


The percentage of consumers reporting musculoskeletal problems was higher in this population (26%) than the 19% in the national population of consumers receiving IL services (Moore & Williams, 2000).  The percent is much lower than the 48% reporting arthritis among the U.S. civilian noninstitutionalized population, age 65 and over (Jette, 1996).


Staffing tc "Staffing " \l 3.  Program FTE positions reported in the FY 2000 7-OB report included (1).29 administrative staff, 32 direct service staff, and no support staff for a total of 33 FTE positions.  During FY 1999, there were 23 rehabilitation teachers at .70 FTE and 9 orientation and mobility specialists at .10 FTE.


Funding tc "Funding " \l 3.  For FY 2000,  the VDVH program received a total federal grant of $245,130 from the Rehabilitation Services Administration in the U.S. Department of Education.  This included a discretionary grant of $126,106 and a formula grant of $119,024.  In addition to federal funding, the Commonwealth of Virginia contributed $125,000 case service dollars and $519,163 in-kind for a total program budget of $889,293.  This indicates an increase of $31,130 in federal funding and no change in matching funds from FY 1999 to 2000.  This stability of support is indicative of the commitment of Virginia to this program.

	
Table 1

Services by Amount Expended and Number Receiving Services

	
	Expenditures

	Adaptive Aids, Devices, 

and Equipment
	$83,904

	Training
	$505,565

	Other Individual Services
	$28,680

	Source: RSA 7-0B Form FY 2000



Services tc "Services " \l 3.  Table 1 (above) lists total program expenditures for services in FY 2000.  Expenditures for the adaptive aids, devices, and equipment category totaled $83,904, expenditures for the training category totaled $505,565, and expenditures for the other individual services category totaled $28,680. Table 2 (below) reports the numbers and percentages of those individuals receiving one or more services through the VDVH.  (Please note that all consumers served in FY 2000 are included in Table 2.)  Services are grouped into three categories.  

	Table 2

Services by Number and Percentage (N = 2,641)
	

	
	Number
	Percentage

	Aids/Devices/Equipment
	
	

	  Home appliances
	1,136
	43%

	  Low vision aids
	1,796
	68%

	  Communication aids
	634
	24%

	Training
	
	

	  Orientation & Mobility
	475
	18%

	  Communication skills (e.g., braille)
	660
	25%

	  Daily living skills
	2,034
	77%

	  Adaptive Aids, Devices, and Equipment
	264
	10%

	  Advocacy
	713
	27%

	  Management of secondary disabilities 
	343
	13%

	Other Individual Services
	
	

	  Low vision  
	924
	35%

	  Counseling
	2,430
	92%

	  Transportation
	185
	7%

	  Readers and guides 
	53
	2%

	  Restorative Services
	26
	1%

	  Referral to other agencies
	1,241
	47%

	  Support groups
	158
	6%

	  Community integration
	53
	2%


Functional Capacities Assessments tc "Functional Capacities Assessments " \l 2

Pre- and post-program data from a total of 664 FY 2000 closed cases were examined.  Results and discussion of the analyses of pre- and post-program assessment instruments are presented in this section.  Where available, comparisons of data from these instruments have been made with demographic data from the Virginia 7-OB report of all clients who received services during FY 2000 (including those not closed).


Consumer characteristics tc "Consumer characteristics " \l 3.  The OBGP provided services to 2,641 individuals, a 7% increase over the previous year, and continued to promote independent living for consumers between October 1, 1999 and September 30, 2000.  Among all individuals served during the 2000 fiscal year, 664 (25.1%) reached the point of termination of their programs. Eighty-one percent of those completing the program (n=540) obtained their personal goals for independent living.  Nineteen percent (n=124) were unable to complete their programs, half of those (n=61) due to major declines in their health, and 60 due to other reasons such as relocation or failure to cooperate.  Information was not available for 3 individuals who failed to finish their program.   


At admission and closure, a core of demographic data is collected on individuals served by the program.  This information is a valuable aid for program planning and funding.  The following synthesized frequency data results in a consumer profile that is based on the 664 cases that were closed during the year. 


Approximately 97% (n=641) of consumers received services exclusively in their homes or places of residence.  The remaining 3% received services at a central location or in a combination of settings.  A diagnostic examination for vision was provided for only 3% of these consumers from program funds.  No examination was required by most participants because recent diagnostic information was available at the time of referral.

 
Prior to service delivery, radio reading services were utilized by only

 5% of those served; library services by 11%; and computers by 1%.  Subsequent to service delivery, radio reading services were used by 24%; library reading services by 45%; and computers by 3%.  The table below shows the significant differences produced by the communication services.  All other areas (e.g., abacus, palm printing, and lip reading) were not statistically significant. 

Table 3

Communication Skills and Services
	Service
	Pre-Service Frequency
	Pre-Service

Percent
	Post-Service Frequency
	Post-Service Percent

	Radio Reading Service*
	36
	5.0%
	158
	24.0%

	Library Services*
	75
	11.0%
	300
	45.0%

	Low-Tech Aids*
	72
	11.0%
	368
	55%











*significant at p<.05

Gender.  Among those who received services, 36% were male and 64% were female.  This is not atypical based upon the rate of life expectancy among males and females in this age category.  Given the national average, one might expect female to male ratios of two‑thirds to three fourths of this population.  Virginians served in this program are within that national average.
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Race/ethnicity.  In terms of racial groups served, 89% of those receiving services were Caucasian, 9.2% were African American and 1.8% were Hispanic (n = 2), Asian or Pacific Islander (n = 5), Native American or Alaskan Native (n = 1), or Other (n = 4).
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Age.  The consumers in this profile range from 55 to 99 years of age.  In keeping with current trends, the population of seniors with vision impairments served in Virginia is in the older age group. Virtually half (48.3%) of the total are age 80 or older.  This is slightly lower than the previous year, which was 48.7%.  An additional 22.6% are aged 75 to 79,  which indicates that the population is at the older end of the spectrum with a total of 70.9% over 75 years of age.  A detailed breakdown of age reveals the following:  5% between 55 and 59 years of age; 6.5% between 60 and 64; 7.2% between 65 and 69; 10.4% between 70 and 74; 22.6% between 75 and 79; 23.3% between 80 and 84; and 25% are 85 years of age and older.  
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Living arrangement.  Almost 9 out of 10 consumers (88%) were living in a private residence.  Ten percent of these consumers resided in housing designed specifically for elders or persons with disabilities where support services were provided.  Nursing homes were the place of residence for 2% of these individuals.  Given that close to 5% of the general population age 75-84 reside in nursing homes, the rate of 2% found in this population is lower than the national rate (Administration on Aging, 2000).  Also, the large number living in their own homes is somewhat surprising, and both of these may be part of the benefit of the independent living program.
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Marital status.  Approximately 60% of consumers were unmarried at the time services were provided.  Among these consumers, 49.2% were widowed; 3.9% were divorced; 1.4% were separated; 5% were single; and 40.5% were married. Looking at marital status by gender, there are significant differences in outcome.  Sixty-four percent of all men are still married as opposed to 27% of women.  Only 25% of males were widowed as opposed to 63% of women. 
Table 4

 Marital Status by Gender
	
	Marital Status
	Total

	
	Married
	Single
	Divorced
	Separated
	Widowed
	

	Gender
	Male
	Count
	152
	16
	10
	0
	58
	236

	
	
	% w/in Gender
	64.4%
	6.8%
	4.2%
	0.0%
	24.6%
	100%

	
	
	% w/in Marital Status
	56.5%
	48.5%
	38.5%
	0.0%
	17.8%
	35.6%

	
	Female
	Count
	117
	17
	16
	9
	268
	427

	
	
	% w/in Gender
	27.4%
	4.0%
	3.7%
	2.1%
	62.8%
	100%

	
	
	% w/in Marital

Status
	43.5%
	51.5%
	61.5%
	100.0%
	82.2%
	64.4%

	Total
	Count
	269
	33
	26
	9
	326
	663

	
	% of Total
	40.6%
	5.0%
	3.9%
	1.4%
	49.2%
	100%
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Number of people in household.  The number of individuals other than the consumer living in a household ranged from zero (i.e., living alone) to seven.  Twenty-five and a half percent lived alone; 43.2% lived with one other person; 21.2% lived with two; and 10.1% with three or more.  This is very similar to data reported in 1999.
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Visual impairment.  All program participants reported functional visual impairments which interfered with their normal daily activities.  Almost 70% of these individuals were classified as legally blind and a total of 73.2% indicated visual loss designation of legally blind or less.  Almost one-fourth (23.9%) reported vision loss as visually impaired, but not legally blind; and only a very small portion reported light perception (LP) only or worse (3.5%).  Approximately 1% reported their vision was better than 20/70 and 1.8% did not report degree of visual impairment. 
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Primary visual diagnosis.  The four major causes of blindness among the elderly accounted for 78.8% of the primary diagnoses among this population.  The breakdown is very similar to that reported in FY 1999.   A breakdown of the most common visual disabilities identified in this population in FY 2000 revealed the following percentages: macular degeneration, 59.2%; glaucoma, 6.6%; diabetic retinopathy, 11.2%; and cataracts, 1.7%.  All other eye conditions combined accounted for the remaining 21.2%.  
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Secondary visual diagnosis.  Twenty-seven percent of the participants indicated the presence of a secondary cause of vision loss.  Among the 181 participants reporting secondary visual disabilities, 30.9% reported cataracts; 19.3%, glaucoma; 16.6%, macular degeneration; 3.3% diabetic retinopathy; and 29.8% reported other causes.
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Changes in vision and health.  The revised Post-Program Assessment form inquired about significant changes in health and vision since the consumer’s program began.  The above figure shows the changes in health and vision for the 175 consumers whose information was presented on the revised Pre- and Post-Program Assessment forms.  As is indicated, most consumers’ vision and health remained stable while in the program (82.4% and 72.9%, respectively).  More declines were seen in health (25.9%) than in vision (15.8%).  Declines in health are common and expected in an older population and may impact consumers’ success in the program.

Table 5

Non-Visual Disabilities
	Condition
	Primary (n = 540) 

81% of total group
	Secondary (n = 300) 45% of total group
	Total (n = 840)     This represents a duplicative count.

	
	frequency
	percent*
	frequency
	percent*
	frequency
	percent**

	Cardiovascular 
	159
	23.9%
	113
	17.0%
	272
	32.4%

	Musculoskeletal 
	71
	10.7%
	59
	8.9%
	130
	15.5%

	Hearing Impairment
	55
	8.3%
	23
	3.5%
	78
	9.3%

	Respiratory
	18
	2.7%
	21
	3.2%
	39
	4.6%

	Mental
	12
	1.8%
	5
	0.8%
	17
	2.0%

	Neurological
	29
	4.4%
	31
	4.7%
	60
	7.1%

	Diabetes
	162
	24.4%
	17
	2.6%
	179
	21.3%

	Cancer
	14
	1.7%
	6
	0.9%
	20
	2.4%

	Genitourinary
	6
	0.9%
	9
	1.4%
	15
	1.8%

	Digestive
	1
	0.2%
	5
	0.8%
	6
	0.7%

	Other
	13
	2.0%
	11
	1.7%
	24
	2.9%






* Percent of total consumers





** Percent of consumers reporting non-visual diagnosis














Non-visual disabilities.  Eighty-one percent (n = 540) of the participants indicated the presence of a non-visual disability and an additional 45% (n = 300) indicated a second non-visual disabling condition.  The most prevalent non‑visual health problems reported as either primary or secondary difficulties were cardiovascular disease specifically affecting the heart and diabetes. Musculoskeletal disorders affected 15.5% of respondents and 9.3% indicated that they also had a primary disabling condition of hearing loss.  

Summary of Outcomes tc "Summary of Outcomes " \l 2
In summary, almost two-thirds of those consumers served were female, nearly two-thirds were unmarried; almost 9 out of 10 live in a private residence; and approximately 4 out of 10 live alone. Consumers tended to be in the older age groups with 71% over 75 years of age and 48% over 80 years of age.  Seventy-three percent reported severe visual loss of legal blindness or less and 27% indicated a secondary visual condition.  Among those reporting, approximately 81% had non-visual disabilities, and 45% had additional secondary disabling conditions.  One quarter of those responding on the new form indicated a decline in health since starting their rehabilitation program.  These figures are very compatible with those found nationally (Orr, 1998), and reflect to some degree the vulnerable nature of the population served and the importance of the independent living program. 
Services tc "Services " \l 2
VDVH has a highly qualified staff that provide a comprehensive array of independent living services within the agency.  Most participants in the independent living program received more than one service.  The duplicated count appears in Table 6.  The leading services provided were reported as counseling, 91.7%; Activities of Daily Living Instruction, 77.4%; low vision aids and devices, 67.6%; and use of non‑low vision aids and appliances, 42.6%.  In addition, 24% received communication aids; 26.8% received advocacy service; 7.2% received assistance with transportation; and close to 25% received training in communication skills. Only 6.2% were involved in peer support groups.  Clearly the bulk of program services focus upon personal adaptation to vision loss.

Table 6

Services Provided by Category
	Service
	Frequency
	Percent

	Aids and Appliances
	283
	42.6%

	Low Vision Devices
	449
	67.6%

	ADL Instruction
	514
	77.4%

	Peer Support Group
	41
	6.2%

	Counseling
	609
	91.7%

	Advocacy
	178
	26.8%

	Transportation
	48
	7.2%

	Communication Aids
	160
	24.1%

	Communication Skills
	163
	24.5%

	O & M Training
	120
	18.0%

	Management of Secondary Disability
	89
	13.4%

	Readers or Guides
	11
	1.7%
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Referrals to other agencies.  Information and referral and making use of existing community resources are important components of the program.  Based on information present on the old form only, representing responses from 489 persons, VDVH staff are very active in connecting consumers with community resources.  During the time participants were enrolled in the program, 41% were referred to at least one other community agency.  About one sixth were referred to two community resources (14.5%); and 3.1% were referred to three or more agencies.  Almost 42% were not referred to other community agencies.
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Client status at closure.  There was an 82% rate of rehabilitation success among those served by the project.  Unsuccessful closure, something less than satisfactory completion of the program, was noted for only 18.3% of participants.  Among the group of unsuccessful closures, 9.2% were due to major health failure unrelated to their visual impairment; 6.1% were related to withdrawal from the program due to relocation or failure to cooperate; and 3% indicated unspecified reasons. It is not surprising given the age of the participants that so many were unable to complete their program due to health reasons.
Consumer Outcomes tc "Consumer Outcomes " \l 2

Once data are forwarded to the RRTC, statistical procedures allow for comparisons between pre- and post-functional capacity scores on the FCA to determine the significant impact that services have had on performance outcomes.  Pre- and post-program assessment information is compared by using t‑tests to identify significant changes in independent living skills. This analysis is based on the mean scores for all 664 consumers. When conducting a series of t-tests it is not unusual to get a “family effect” of significance for the tests which would make a great many of the tests statistically reliable.  In addition, this is the complete population of consumers who finished the program in Virginia in FY 2000. With a population number that large, it is not unusual to find that all or most areas are statistically significant.  The large group effect makes it possible to find the smallest of changes as statistically  significant. However, we are looking for more practical significance. In this context, the dynamic of mathematically calculating the importance of changes in the lives of persons who are blind and visually impaired may be a somewhat artificial exercise.  The importance of significant quality of life changes in the lives of individuals should not be lost in trying to bring meaning to large amounts of data. 


There are a number of graphs included in the text which visually demonstrate changes in capacity more clearly than routine checks of statistical significance.   As Cohen indicated in his 1990 article, “We sometimes learn more from what we see than what we compute” (Cohen, 1990, p 1305). Nevertheless, for the purposes of this report, frequencies related to changes in the consumers’ mode of performance are also analyzed.  The results of statistical comparisons are represented graphically in this section of the report.

Depiction of Changes in Functional Capacity tc "Depiction of Changes in Functional Capacity " \l 2

The various types of living behaviors and activities assessed by the FCA are grouped into five graphs which compare specific mean level incapacity scores at the time of admission and discharge.  Many of the areas in which clients are evaluated are derived from the core categories of services outlined by the Rehabilitation Services Administration's Title VII, Chapter 2 program guidelines, and are endorsed by the National Council of State Agencies for the Blind (NCSAB). 


Upon examination of the five graphs, note that the scale of incapacity is identified on the horizontal axis, and specific skills are listed on the vertical axis. The admission data mean scores are reflected in the darker shaded bar line at the top, and the discharge mean scores represented by the lighter bar line immediately below the admission data bar.  Improvements upon discharge are noted when the lighter bar representing the discharge rating falls below the level of the darker bar representing admission rating.  Stated another way, when the length of the upper (darker) bar, exceeds the length of the lower (lighter) bar, improvement is noted.  Bars of the same length are indicative of the maintenance of functional capacity over time.  The number of cases upon which a capacity score is based may vary slightly due to missing data; therefore mean scores are reported for all categories to provide the most meaningful standard of comparison.


An overall decline in an elder's health may result in a diminished functional capacity in some areas being measured simultaneous to gains that are being achieved in other areas.  Additionally, some clients may not show improvement in some capacities, but rather maintain their prior level of functioning.  Because of the fragile nature of the health status of many of these elders, in some cases the simple maintenance of functional capacity may be worthwhile and significant.  Although some clients may fail to report gains in their level of functioning, they may at the same time achieve gains in their mode of functioning (from dependent toward independent). 


The ratings reported are based on t-test scores which allow for the interpretation of actual improvement in client skills following program intervention.  When considering these data, one should keep in mind that the level of a client’s capacity to perform a task is the only data included in the t-test analysis.  When t-test analyses reveal statistically significant change at the .05 level, such is noted within the narrative under each of the five bar graphs.  Data related to the mode of task performance are depicted in a few selected graphs.


The data presented in this analysis are based upon the 664 cases that were both opened and closed during fiscal year 2000 for which an Independent Living Pre‑Program Assessment and Independent Living Post‑Program Assessment were obtained.  These cases provided the admission and exit information necessary to ascertain functional changes between the period of time that each of these cases were opened and closed. 


For purposes of this analysis, independent living tasks are clustered into four broad categories: activities of daily living, personal management, low vision and communication tasks, and orientation and mobility.  There is also a category concerned with general health and fitness of consumers.  The mean scores of consumers in each category are provided in the respective figures.
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General Health/Fitness tc "General Health/Fitness " \l 3

There are a number of questions in the pre- and post-program instruments that can be used to better understand the overall health and fitness of consumers served in the OBGP.  These questions measure consumer functioning levels on several tasks.  The above graph presents the mean scores of consumers’ abilities from pre- to post-assessment.  The greatest gains can be seen in walking up and down steps and walking one block.  However, none of the improvements were statistically significant. Gains in general health and fitness categories are remarkable given that age-related declines from pre- to post-assessments would not be unexpected.  Alternatively, gains in blindness skills such as orientation and mobility would likely result in increased physical fitness.
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Activities of Daily Living tc "Activities of Daily Living " \l 3 


The above figure presents the mean scores of consumers’ abilities in activities of daily living.  Each area showed improvement.  Pre-assessments indicated that most persons showed some difficulty in satisfactory completion of these activities of daily living.  The average mean for all tasks was 1.45, indicating a diminished to reduced capacity to complete the tasks.  The post-assessment mean was 1.27, indicating an improvement in consumers’ abilities.  Statistical significance was found on both the new and old forms for changes in pouring liquids safely and cutting and chopping food. 

Personal Management tc "Personal Management " \l 3

Skills related to personal management are addressed in this graph.  Improvements were made in each area of personal management.  Statistical significance was found on both forms for telling time.  Given the importance of these activities, these gains most likely had a substantial impact upon the lives of program participants.
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Low Vision and Communication Tasks tc "Low Vision and Communication Tasks " \l 3

This graph depicts changes in consumers’ abilities to perform low vision and communication tasks.  Major improvements were made in each area of low vision and communication.  Statistical significance was found among accessing written text, accessing printed text, viewing large print, accessing thermostats and dials, viewing faces and television, and distance viewing with binoculars.  This pattern of improvement was expected since consumers in IL programs have demonstrated dramatic gains following low vision services.
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Orientation and Mobility Tasks tc "Orientation and Mobility Tasks " \l 3

Improvements were found in most areas of orientation and mobility with the exception of traveling around home.  However, no statistical significance was found.  This may be due to declining health and difficulty in walking tasks, but these results may also indicate the need for further investigation in the area of Orientation and Mobility services. 
Performance Mode tc "Performance Mode " \l 2

Performance mode indicates the specific manner in which a task is performed.  It relates to the use of assistive technology and human assistance in performing a task.  It is understood that some specific tasks will require aids and assistance, especially in light of the age and related health needs of individuals. To the extent individuals can perform activities of daily living without assistance, they may be considered to have improved their levels of independence.  Modes of performance were applied to all the same tasks as performance levels and several are highlighted in the following sections.  Note that percentages may not equal 100% due to missing information.

Reading‑Accessing Printed Text tc "Reading‑Accessing Printed Text " \l 3

The graph below depicts changes in the mode of performance among participants related to the task of reading or accessing printed text. This is primarily an area that would reflect the improved use of low vision aids. Overall, there was a 37.6% increase in the number of consumers who were able to perform this task alone and/or with the use of an aid provided as a part of their program.  As a result, 16.8% of the group no longer required human assistance to access printed materials.  Another 14% became able to or were interested in attempting this task.  Reading-Accessing printed text encompasses such activities as maintaining personal correspondence, accessing newspapers and magazines, managing personal finances, and interacting with other forms of printed communication.  The task of accessing printed (or written) materials is important to maintaining contact with individuals and the world in general.
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Reading‑Accessing Dials & Thermostats tc "Reading‑Accessing Dials & Thermostats " \l 3





The graph below depicts changes in the mode of performance among participants related to the task of reading and adjusting household dials or thermostats. This includes items like stove and oven dials, washing machine dials, heat and air conditioning controls, and microwave features. Overall, there was a 16% increase in the number of consumers who were able to perform this task alone and/or with the use of an aid provided as a part of their program.  Over three-quarters of those in the program were able to function independently in this area.  As a result of their program, 12.7% of the group no longer rely upon human assistance for manipulating these controls, and an additional 3.1% were no longer unable or uninterested in participating in this activity.  Although this may seem like a relatively simple task to perform alone, it is nonetheless a significant task related to one’s ability to maintain control over their immediate environment, a major thread in sustaining one’s personal independence.

Telling and Managing Time tc "Telling and Managing Time " \l 3

This graph depicts changes in the mode of performance among participants related to telling time and subsequently managing daily activities. Although there was not as large a percentage of consumers who had difficulty with this task initially, almost 94% were independent at the end of their program of service. Overall, there was a 16.6% increase in the number of consumers who were able to perform this task alone and/or with the use of an aid provided as a part of their program.  As a result, 12.5% of participants no longer rely upon human assistance for managing time and 3.3% are no longer unable or uninterested in attempting to monitor time.  Although seemingly simple for most of us, this task is very important for an older adult with a visual impairment who is likely to experience a greater sense of disorientation within their immediate environment.  The ability to perform this task allows them to better organize and manage their own appointments and activities.


[image: image24.wmf]66.8%

18.6%

6.4%

82.8%

5.9%

3.3%

Alone/Aided

Human Assistance

Unable/No Desire

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

PRE

POST

Read-Access Dials & Thermostats



Managing Personal Finances tc "Managing Personal Finances " \l 3

This graph depicts changes in the mode of performance among participants related to organizing and managing personal finances.  Overall, there was a 17.7% increase in the number of consumers who were trained to perform this task alone and/or with the use of an aid provided as a part of their program.  As a result, 14.1% of the group no longer rely upon human assistance for managing personal finances.  An additional 2.2% are no longer unable to or uninterested in participating in this activity.  Slightly over 85% were able to function independently in the areas of organizing and managing their own finances.  This activity is considered to be one of those important tasks to independence for many people.  The fact that only 2.4% were unable to or not interested in performing these activities is a notable achievement. 
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Walking Up and Down Steps tc "Walking Up and Down Steps " \l 3

This graph depicts changes in the mode of performance among participants related to the task of walking up and down steps.  Overall, the number of consumers who were able to perform this task alone or with the use of an aid provided as a part of their program increased by only 2.2%.  Nine percent of participants continue to rely upon human assistance for negotiating steps; however, 3% of participants were no longer in need of assistance.  This is an important gain for older adults with visual impairments because falls are one of the greatest threats to their continued autonomy.  Several other secondary health related concerns may impact upon the remaining 7% who are not functioning in this area.  Further investigation may determine if this is a vision related limitation or perhaps an unnecessary skill.
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Site Observationstc "Site Observations"

External review of the OBGP was augmented by a site visit by the RRTC Principal Investigator, B. J. LeJeune, and John Frank, Research Scientist.  This site visit lent a qualitative component to the overall program evaluation and facilitated the collection of additional information beyond that available via program admission and discharge forms.  Additionally, the site visit is helpful in providing the investigators with a richer view of the functional status of participants and the way in which program activities impact their daily lives.


The site visit provided an opportunity for the RRTC staff to visit with the VDVH Project Director, tour the Rehabilitation Center, interview VDVH staff in three district offices (Stanton, Fairfax and Richmond), trouble shoot some on-line access issues with program staff and interview a consumer and observe his low vision examination.  It was apparent throughout this field experience that: (a) VDVH has capable and caring staff who are making a positive impact on the lives of those served, (b) there is a great deal of diversity between the various district offices, and the rehabilitation teaching staff have quite a bit of autonomy in the way they provide services, and (c) there is still some variation in the way staff are recording information on the pre-program/post-program instruments.


Administrative Review.  The RRTC Project staff met with the OBGP Administrator at the Headquarter’s Office to review the recommendations from the 1999 report and to discuss significant findings for the coming year.  In addition, it was recommended that the rehabilitation staff with assistive technology be given training to assist with development of the on-line data collection form.


Rehabilitation Center.  The Virginia Rehabilitation Center for the Blind is located adjacent to the Headquarters and Richmond District offices, in the same complex with the Media Center and Library.  It is a pleasant, well lighted residential facility with small classes and an easy to learn floor plan.  The director, Dennis Garza, conducted a tour of the facility and showed a short video about the Center that was recently produced for potential students.  The Center occasionally has older students that attend for short periods. Usually these are individuals referred by the Older Blind Grant to VR services where they are sponsored by VR to attend the Center.  Although rehabilitation programs at the Center are individualized to accommodate student needs, students are expected to maintain a full day of activity which may be a little rigorous for some seniors.


District Office Visits.  The site visit included visits to the Stanton, Richmond and Fairfax district offices.  Each office visit was helpful in adding to the overall understanding of the services available to seniors in Virginia and/or to problems collecting data for the program evaluation.   


The first visit was to Stanton where the RRTC staff met with two Rehabilitation Teachers (RTs) for about a half day discussion in the district office.  There was a little confusion in scheduling with the District Office Manager, in that we thought we were going to a peer support group meeting with him, but he left before we arrived.  The amended purpose was to find out about OBGP services, how they were implemented in Stanton, to identify any outstanding services or notable areas that might need improvement.  In addition, there was also discussion concerning the procedures for completing the Pre-Program/Post-Program Instrument.  The staff was very candid and helpful.  One is a certified RT and one is not.  Both have considerable experience in working with persons who are blind or visually impaired.  One area that came from the discussion is the vague nature of the initial assessment used to determine what will be included in a consumer program.  It was our understanding that the Program Evaluation Instrument was being used to assist with assessment, but since it is sent in to the RRTC, the RTs did not find it of any particular functional use in program planning.  VDVH also has an assessment form that is available from Starbase, but neither teacher found it particularly useful.  Each teacher had their own assessment procedure that was the primary tool they used for program planning. Much of what they did was based on observation and the initial interview with the consumer.  It appeared in some ways that the individual program was based as much on the skill of the teacher as the needs of the consumer.   


The RTs described the large peer support group that was held in the Charlottesville area, and some of the problems they have had trying to start other peer support groups.  It was both of their opinions that the rural nature of the consumers serviced by that office did not lend toward the self-disclosure or openness that would be necessary for a really effective peer support group.  The current group was structured in more of a lecture format with about 50 persons in attendance.


Both teachers expressed frustration in how to maximize use of the pre-program/post-program instruments.  They identified two major problems.  The first is that there are a number of consumers who are served over a period of several years who experience health and life changes that may confound the perceived results of their rehabilitation outcomes.  Secondly, it was felt the way consumers and teachers interpreted how to complete the forms was inconsistent across the state.  They did feel that responses from individual teachers were consistent.


In the Fairfax office, RRTC staff met with an RT and a consumer, and attended a low vision examination at one of the local low vision clinics.  The details of the consumer interview appear below.  The RT arranged for the consumer to meet us at the Clinic for one of his follow-up appointments.  The clinic was staffed by an optometrist with considerable low vision experience, and a low vision specialist, who was previously an RT in the OBG program. The examination took about 45 minutes and yielded several recommendations that were satisfactory for the consumer.  The initial part of the exam included a patient interview, acuity testing, contrast testing and discussion of perceived areas of need.  Even though he was not able to get all the visual efficiency he had hoped for, the consumer was pleased.  He was able to try a number of different aids in the office, and even try some at home before purchasing.  The clinic staff was very skilled, and the examination was very thorough.  Recommendations considered usefulness, cost and visual improvement, as well as ease and fatigue of use.


Although the RRTC staff tried to meet with the Richmond District Office RT staff, changes in plans due to weather and flight problems meant that we were only able to meet briefly with one teacher who was having difficulty using the on-line form.  It appeared that the reason for the difficulty was in part due to the need for more teacher training in the use of access technology and the Internet, as well as a few formatting difficulties on the on-line form. 


Consumer Interview.  Although there is a great deal of diversity among this population, a general observation from the consumer interview is that the population served is highly resilient, adaptive, and motivated.  The gentleman interviewed was in his late 70s and was seeking additional low vision services because of a strong desire to maintain significant levels of independence.   A retired engineer with macular degeneration, he was interested in all types of magnification devices that would increase his access to television, reading material, and allow him to manage his personal paperwork.  Even though he was married, he did not want to rely on his wife for things he could do himself.  He did express frustration at not being able to drive, but found that alternate transportation was available.  His experience with the VDVH was very positive, and he felt that the staff was always available and willing to answer questions and assist him in maintaining his independent lifestyle.  He was very positive about his experience with the Low Vision Clinic and mentioned that this was his third visit.  He did mention having a little problem with his hearing that occasionally interfered with activities, such as church, but generally was able to do about everything that he wanted.

Conclusionstc "Conclusions"

The Virginia Department for the Visually Handicapped Older Blind Grant Program (OBGP) is a well‑conceived model that facilitates the provision of independent living services to older individuals who are blind and visually impaired.  Services are delivered to consumers throughout the Commonwealth via a network of district offices that house 23 rehabilitation teachers (at .70 FTE) and nine orientation and mobility specialists (at .10 FTE).  This itinerant based approach allows the program to benefit consumers who might not otherwise be able to access such services.  


Caseworkers located in district offices throughout the Commonwealth are sensitive to, and familiar with, the needs of local participants.  These local field staff have demonstrated the dramatic impact that a program such as this can have on the lives of elders with vision loss.  Discussions conducted during the site visit revealed a lively and productive staff fully dedicated to the program.

A Model Service Delivery System enables individuals to receive services in their home or the VDVH's residential rehabilitation center.  Goods and services provided as a part of the OBGP are broad and varied in nature, allowing rehabilitation teachers numerous options for meeting the personal needs of each participant.


During fiscal year 2000, program staff coordinated 924 low vision exams and eventually purchased 1,796 low vision aids. Nearly half of those served, 1,136  participants, received adaptive devices or appliances, and 634 received some type of communication adaptation to aid in their personal independence. This represents a substantial increase over the previous 2 years.


Program staff conducted community awareness sessions and interagency cross‑training activities throughout the year.  Program brochures, including large print and Braille versions, were distributed to senior centers, AAAs, retirement communities, healthcare facilities, and various state agencies.  Also, sensitivity training regarding how to more effectively interact with and assist older consumers with visual impairments was conducted.  It is estimated that information on the program was disseminated to close to 4,000 individuals by over 100 presentations within 70 localities throughout the Commonwealth. 


The level of in-kind program support provided by the Commonwealth, which totals more than $500,000 annually, is outstanding and one of the keys to the success of the program.  This resource commitment by the VDVH ranks the OBGP as one of the most strongly supported programs in the nation. Few states have committed comparable resources toward the development and preservation of independent lifestyles for elders who are losing their vision.  


In fiscal year 2000, the OBGP provided Independent Living Services to a total of 2,641 consumers, a substantial increase over the previous project year.  The OBGP staff were unsuccessful in meeting their goal of helping 60% of the consumers complete their programs during the fiscal year.  Only 25% of consumers served during FY 2000 were closed during FY 2000.


Over 8 out of 10 (82%) of the 664 individuals whose cases were closed during the year indicated they were successful in achieving their personal goals for independent living.  The avoidance or delay for costly in‑home or institutional care, if only in a small percentage of cases, more than compensates for the entire federal budget of the OBGP.  This program is a true investment of tax dollars.


Demographic data on individuals served reveals that, as in the previous year,  almost half (48.3%) are 80 years of age or older.  Twenty-six percent of the participants live alone, and 41% are married.  Eighty‑eight percent live in a private residence or subsidized residential housing, and only 2% reside in a residential care facility.


Seventy percent of those individuals entering the program are legally blind.  Macular diseases are the primary threat to the largest number of participants (59%).  Additionally, approximately 81% of program participants report having multiple physical disabilities in addition to vision loss.  Forty-one percent of those served are referred to one or more community service agencies for additional assistance as a part of their rehabilitation program.  This is slightly less than the previous year.


Pre‑ and post‑functional capacity measures of closed cases reveal improvement in all areas.  Statistically significant gains were found in 9 of the 36 tasks evaluated, compared to 34 out of 41 in 1999.  On average, participants showed significant improvements attributable to the program on 83% of the independent living activities listed on the assessment instrument.  Moreover, upon completion of the program, many consumers demonstrated they depended less upon human assistance for carrying out daily tasks.  These are remarkable gains in independent living skills for a population that is at risk for increasing declines in health. Comments from consumers suggest that personal gains in levels of overall confidence, self‑esteem, and self-direction go beyond what is measurable and have an impact on participants' families and communities.  


Some sources have estimated that more than 76,000 citizens age 55 and older who reside in the Commonwealth experience severe visual impairment.  Despite the high level of effectiveness of the OBGP, the program is only able to serve approximately 1.5% of those who might benefit from these services.  Filling existing staff vacancies and increasing outreach may help expand the services to more of those who are eligible and likely to benefit from the program.


The VDVH has a tradition of providing an array of services designed to assist people with visual impairments; however, the OBGP has elevated agency programming designed to serve elders who are blind to a higher level.  The project director has developed an organized, systematic approach for service delivery.  The program is coordinated by a competent and conscientious project director who is supported both philosophically and fiscally by an agency committed to serving individuals who are older and blind.  The director has been effective in setting annual time frame for ascertaining progress toward accomplishments.  Her ability to manage the activities of this program along with additional agency responsibilities continues to be impressive.  


In summary, because of the VDVH's commitment to providing independent living services to older individuals, the OBGP is one of the more comprehensive programs of its kind in the nation.  This is a program which has received national recognition for the broad scope of services provided throughout the Commonwealth.  Virginia should be proud of the difference such a program has made in the lives of its citizens who are visually impaired.    

Commendationstc "Commendations"
1. During FY 2000, the VDVH successfully reached most of its program goals.  This is highly commendable and speaks well of the quality, commitment, and energy of the OBGP staff.

2. The quality of staff and their expertise in the area of blindness and visual impairment is commendable.  Efforts are made to encourage group in-service training opportunities and professional development through the annual staff meetings.  In addition, there is encouragement to pursue certification in the area of Rehabilitation Teaching.

3. The high number of community education activities and cooperation with other community agencies to provide consumer-based services is outstanding.  This appeared to be true of staff in all district offices.  The staff is very resourceful in finding resources which are provided by other community agencies to supplement the resources from the OBGP.  These community resources are particularly meaningful in providing on-going assistance and support after consumers are closed by OBGP. 

4. The overall organization of the project is extremely effective, and efforts to make the general public and related medical service providers aware of services have generated a good number of referrals to the project.  It is also commendable that these new referrals are seen on a timely basis.

5. Agency support and administrative leadership of the project continue to be outstanding. 

6. Low vision services are outstanding and readily available to consumers.  This is a highly effective strategy in improving access to independent reading activities.  

7. Because of the high percentage of persons served with diabetes, it is commendable that staff have received additional training in this area and are encouraged to provide information on diabetic management to consumers with diabetes. 

Recommendationstc "Recommendations"

The following recommendations are presented as suggestions to enhance the quality of the OBGP.

1. Peer support groups can be of tremendous benefit to the on-going effectiveness of consumer independence. Development of additional peer led support groups would be an asset to the on-going program effort and maximize the effectiveness of staff.  Upgrading existing support groups as needed by providing training opportunities for peer support volunteers would be beneficial to their overall effectiveness.  It is recommended that the OBGP administrator investigate the feasibility of budgeting a reasonable monetary allotment for peer support group development and encourage staff training in this area.

2. Develop an individualized continuing education plan for professional staff to ensure they receive ongoing training relevant to both aging and blindness.  It is also recommended that existing staff who do not have RT certification be encouraged to pursue that option.

3. Continue to make every effort to minimize administrative duties required of field staff in order to increase their time spent coordinating and delivering case services. 

4. There is some concern about the results related to Orientation & Mobility services which are particularly sensitive to the needs of older persons.  This recommendation was also made in FY 1998 and 1999 and needs to be addressed.  In the outcomes of the pre-post assessments, areas which showed the least improvement were related to independent mobility in the neighborhood and the home. This may require the addition of more O&M services. It may be related to other disabling conditions, but may also show the need for age-related instructional strategies.  The ability to use distance low vision aids to enhance mobility may also need to be explored.  In addition, physical fitness activities may need to be included in the curriculum to enhance mobility skills.

5. In order to enhance the use of the pre-assessment and post-assessment instruments on-line, staff should receive training on the use of the Internet, especially those using access technology.

6. Because of the autonomy of many staff, it is recommended that staff receive additional training in RT Assessment techniques.  It is not recommended that any additional paperwork be generated, but there is concern that the assessment instruments that currently exist may not be adequate for either staff or consumer needs.

7. It is understood that there are a number of openings for Rehabilitation Teachers in Virginia that have been difficult to fill.  It is recommended that recruitment to fill these positions be made a priority.

8. It is recommended that Virginia not make further changes in the data collection process until the National Minimum Data set is adopted.  Modifications are underway to the Minimum Data Set that is being introduced nationally to collect data on the outcomes of older blind programs throughout the U.S..  Further, since there has already been one change in the form used to collect data in Virginia, the data analysis is significantly more complicated and should not be further complicated by additional changes.

9. Since the goal of 60% closure rate was not reached for FY 2000, it is recommended that ways to streamline the closure process be investigated.  Caseworkers have indicated that the paperwork and time involved is one major reason for the lack of closures.  Others indicate that lack of support services in the area may be the problem.  This is another reason to investigate the development of peer support groups.
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