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STATEMENT OF ISSUE:

Due to the increasing age of our veteran population and the known prevalence of age-related visual impairment, the Visual Impairment Advisory Board (VIAB) has identified the need for a uniform national standard of care.  The VIAB is an interdisciplinary board that includes providers, the Blinded Veterans Association, research, and network representatives.  There is a need to develop a continuum of care that augments the services already in place for legally blind veterans by encompassing the spectrum of visual impairment.

Each VISN will develop and implement an approved plan for the provision of vision rehabilitation care to visually impaired veterans across the continuum; from 20/70 to total blindness.  The continuum of care will range from basic low vision to inpatient blind rehabilitation centers (BRC).  This continuum of care does not preclude providing low vision services to veterans with functional visual impairment.

RECOMMENDATION:

VHA will provide the full range of low vision and blind rehabilitation services from basic low vision care through inpatient blind rehabilitation centers (BRC).  Services can be provided through a combination of “in-house” services, VISN sharing, and contracts with community services.  Inpatient blind rehabilitation will be provided through sharing with other VISNs.  All visually impaired veterans, including those with chronic diseases, will have access to appropriate vision rehabilitation services. 

I.  STATEMENT OF ISSUE:

Due to the increasing age of our veteran population and the known prevalence of age-related visual impairment, the VIAB has identified the need for a uniform national standard of care.  There is a need to develop a continuum of care that augments the services already in place by encompassing the spectrum of visual impairment.

The World Health Organization (WHO) developed a uniform classification system that has been incorporated into the International Classification of Diseases and is accepted as the international classification standard.  The following table provides the WHO classifications:

Table 1

	CATEGORY
	GRADE
	CRITERIA

	Normal Vision
	0
	20/25 or better

	Near-Normal Vision
	0
	20/30-20/60

	Low Vision

   Moderate Visual Impairment

   Severe Visual Impairment
	1

2
	20/70-20/160

20/200-20/400

	Blindness

   Profound Visual Impairment

   Near Total Visual Impairment
	3

4
	20/500 to 20/1000 or VF<5o

<20/1000 or VF<5o

	Total Visual Impairment
	5
	No Light Perception (NLP)


The Visual Impairment Advisory Board agreed to include those veterans with less than near-normal visual acuity (<20/70) to total visual impairment within the continuum of visual impairment based on the WHO recommendations.

For the aging Veteran there is a significant number of visual impairments and disabilities that require rehabilitation. The most recent projections (Delaune, 2002 CARES Summary Legally Blind - FY 1990-2025 at http://www.varrd.emory.edu/brc/CARESpercent20Data/CARESSUM.htm) indicate that the population of legally blind veterans, currently 157,000, will peak at 161,000 in 2007, and will decline to only 138,000 in 2025.  The number of low vision veterans; those having significant, uncorrectable visual impairment between 20/70 to, but not including, legal blindness, is currently estimated to be 1,026,000.  This population will peak at 1,048,000 in 2004, and decline to 828,000 in 2025 (Figure 1). 

Figure 1
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The need for rehabilitation research and services for aging Veterans with visual impairments will increase as that population increases.  Age is the single best predictor of visual disabilities.  Thus, it is not surprising that both visual impairment and aging are:

     1) designated Research Areas recommended by the Working Paper on Designated Research Areas (February 1999)

     2) priorities recommended by the Department of Veterans Affairs Strategic Plan FY 2001-06

     3) priority areas of funding recommend by the White House Conference on Aging and Technology (2000).

The development of rehabilitative interventions that help improve and maintain everyday function and quality of life is critical to fulfilling the VA’s mission. Over the next ten years the VA will be challenged to provide cost-effective services to a growing aging Veteran population with vision loss.  While offering a continuum of care that includes devices and training to this population may seem a daunting task. It should be noted that the resources demanded for this group are much less extensive than those required for the legally blind group, and may be reimbursable under legislation now being considered by Congress.

Aging Veterans with vision loss can acquire a multitude of impairments and disabilities. The co-existence of visual disabilities with other disabilities affecting the same aging individual is common. These impairments and disabilities result from a complex interaction among medical conditions, related morbidity, and the environmental factors that affect the Veteran and his/her caregivers. Rehabilitation services designed to address the complex nature of these impairments and disabilities must be interdisciplinary.  Their development requires the creative energy of multiple disciplines working in a synergistic manner.  For example, rehabilitative interventions such as magnifiers that target poor visual acuity may improve visual performance.  However, everyday function may not be enhanced if appropriate environmental or assistive technologies are not available to complement the visual performance improvements.

Similarly, improved visual function may not improve overall everyday function and quality of life if those same Veterans also have medical conditions that affect their ability to function.  Thus, an interdisciplinary approach to developing optimal rehabilitative interventions for this population is critical.  Such interventions might include assistive technologies, environmental modifications, training programs, and various combinations of these strategies.  The comprehensive vision rehabilitation services being developed by the VA are a model for a national vision/blind rehabilitation plan.

Each VISN will develop and implement a plan for the provision of eye care to visually impaired veterans; from 20/70 to total blindness.  The continuum of care will range from basic low vision to inpatient blind rehabilitation centers.  This continuum of care does not preclude providing low vision services to veterans with functional visual impairment.  The plan will have the following components:

1.  The Visual Impairment Services Team (VIST) Coordinator, Blind Rehabilitation Outpatient Specialist (BROS), or eye care professional (optometrist or ophthalmologist), will assess all blind and visually impaired veterans in order to match them with the program that will best meet their functional needs.  The VIST coordinator will function as the case manager for identified legally blind veterans.

2.  Basic low vision care should be available at all sites with eye clinics; however, more advanced levels of care including blind rehabilitation centers can be centralized, contracted, or shared between VISNs.

3.  Blind and visually impaired veterans will have timely access to services.

4.  Functional outcomes and access to services will be measured as part of the VISN Directors performance.

5.  Staffing levels will reflect the increased workload.

6.  VISNs will submit initial plans for approval by the Deputy Under Secretary for Operations and Management (10N) by March 2005.  We recommend review and concurrence from the Blind Rehabilitation Program Office, Rehabilitation Strategic Healthcare Group.  Any VISN phased-in plans should be completed not later than FY 2006.

The cost of providing additional low vision and legally blind care will be offset to some degree by the efficiencies gained in earlier intervention in treatment and provision of more care in an outpatient setting.  In addition, it is known that providing additional low vision services is time and staff intensive, thus a recommendation of changes in the VERA 10 allocation model will provide additional resources to pay for this care.

The following tables outline the types of services and providers needed to develop a continuum of care.  Veterans with low vision as defined by the VIAB (e.g., <20/70) will be assessed for their visual functional needs.  The identified functional needs can be met through appropriate rehabilitation and training including optical aid usage, visual skills training, activities of daily living (ADL) enhancement, orientation and mobility (O&M) training, adjustment to vision loss counseling, audiology services, manual skills training, medical management of co-morbid diseases and computer access training (CAT).  The veteran should be referred to a low vision or legally blind program that best matches their functional needs (Table 2).  The VISN will need to assure access to the spectrum of services.  Trained, competent providers are required to deliver these services (Table 3).   This process is summarized in the Algorithm for Visually Impaired Veterans (Figure 4).

Table 2
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Figure 2 key:





+     Basic services are offered only




++   Moderate breadth and complexity of services offered




+++ Full spectrum of services offered

Table 3
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Figure 3 key:




+  Provision of the specific service is a core component of training and 

competency of the provider.




+/- The specific service is occasionally provided if provider is 

appropriately trained and competent.



-  The provider rarely provides the specific service.

Figure 4

Algorithm for Visually Impaired Veterans 

(See Appendix A for annotations)


[image: image2.wmf]Ophthalmology or

Optometry Patient

VF<20

o

VA

<

20/200

VIST Referral

Assessment of

functional vision

needs

Basic Low Vision

meet the needs?

Intermediate

Low Vision meet

the needs?

Referral to Basic

Low Vision

Services

Referral to

Intermediate Low

Vision Services

BROS

Available?

BROS Consult

Would Advanced

Low Vision meet

the needs?

Would ORBC

meet the needs?

Referral to

Advanced Low

Vision Services

Referral to

Outpatient BR

Services

BRC Referral

VIST Follow-Up

Y

Y

N

Y

N

Y

N

Y

N

Y

N

Y

N

1

3

5

6

7

8

10

9

11

12

13

14

15

16

17

18

19

Y

N

VA

<

20/70?

N

4

External Referral

2



II.  SUMMARY OF FACTS/BACKGROUND:

The Department of Veterans Affairs (VA) assumed the responsibility for the care and rehabilitation of war-blinded veterans in the mid-forties.  VA activated its first comprehensive residential BRC in 1948.  Over the years, the number of BRCs has expanded to ten across the country and Puerto Rico.  The residential BRCs were designed to address the unique needs of young and suddenly, traumatically blinded servicemen and women returning from WWII.  The focus was to establish a therapeutic environment in which these newly blinded individuals could develop healthy and wholesome attitudes about blindness.  A place apart, where they could learn to accept and adjust to vision loss and acquire the necessary adaptive skills to overcome the handicap of blindness.

This approach embraced total immersion of the veteran (24/7) in this therapeutic environment for an extended period of time.  The length of stay in training was determined by the individual veteran’s needs (both medical and psycho-social), progress in developing proficiency with adaptive skills, and satisfactory adjustment.  The VA designed a pre-vocational training model of service delivery to this population.  Unquestionably, this model has proven highly successful at restoring visually impaired and blinded veterans’ self-confidence, esteem, worth, and functional independence.

As VA gained experience providing services to the visually impaired and blinded veteran population, it became evident that blindness is an extremely isolating disability.  Many blinded veterans were not taking advantage of all the benefits and services for which they were eligible.  To address this need an aggressive outreach program was initiated in 1967.  The Visual Impairment Services Team (VIST) approach was developed.  VIST is an interdisciplinary team organized to assure the delivery of comprehensive services to legally blind veterans.  The key professional on the team is the VIST Coordinator.  The coordinator has the responsibility to coordinate the delivery of essential services, and serve as the case manager for all the blinded veterans in their facility’s catchment area.

In the late 1970s, VHA recognized that there were a growing number of veterans who were not yet legally blind that needed rehabilitation services.  The Directors of Blind Rehabilitation, Social Work, Psychology, and Optometry Services developed the Visual Impairment Center to Optimize Remaining Sight (VICTORS) program to address this unmet need.  The initial VICTORS program started in 1979 at the Kansas City VA Medical Center.  Over the years, VICTORS services became available to legally blind and visually impaired veterans who had need for intensive low vision rehabilitation services and/or were unable to receive care at a BRC.  Currently there are three VICTORS programs nationwide.

To maintain capacity and provide world-class care, the Blind Rehabilitation Gold Ribbon Panel, Commissioned by the Under Secretary for Health in 1999, identified the need to “develop and implement a continuum of care model.  The continuum should extend from the veteran’s home environment to the local VA care site and the regionally based inpatient training program.”  The VIAB, a multi-disciplinary, field-based group established to implement the Gold Ribbon Panel recommendations, identified treatment of visual impairment and legal blindness as a critical need for the veteran population.  The supply of low vision and blind rehabilitation services does not meet the current demand, as evidenced by:

· It is estimated that there are over 1 million visually impaired veterans over the age of 45 in the United States.

· There are over 2600 legally blind veterans waiting for inpatient blind rehabilitation centers.

· The CARES market plan recommended additional blind rehabilitation beds be placed in VISNs 16 and 22.

· The VIAB survey of low vision rehabilitation services, provided outside of BRCs, showed that only 22 percent of VHA facilities that responded offer more than a basic level of low vision rehabilitation care.

· There are significant geographic gaps in the availability of low vision and blind rehabilitation services.

“The current blind rehabilitation program is designed to improve the quality of life for blind and severe visually impaired veterans through the development of skills and capabilities needed for personal independence, adjustment, and successful integration into the community and family environment (Robert Roswell, MD, Under Secretary for Health).”

Development of a continuum of care model encompassing alternative rehabilitative service delivery will build upon the existing infrastructure.  This includes 10 BRCs, 92 full-time VIST Coordinators, approximately 50 part-time personnel with VIST responsibilities as collateral duties, 20 BROS, and five National Program Consultants.  In addition, there are a variety of low vision services and blind rehabilitation service delivery models within VHA, e.g., VICTORS and VISOR.  Services are provided using a multi-disciplinary and/or interdisciplinary team approach. A survey of low vision services provided during FY 2000 disclosed minimal low vision services are offered at 56 percent of eye clinics and advanced services in only ten percent of eye clinics.  Currently, the staffing patterns, space, and equipment availability of local outpatient low vision services is unknown.

III.  SYNOPSIS OF SIGNIFICANT RELATED ISSUES:

Eligibility for blind rehabilitation centers has expanded over the years to include all legally blind veterans regardless of whether their blindness is related to military service.  With the aging of the veteran population, the prevalence of visual impairment and blindness associated with aging increases dramatically.  Consequently the demand for low vision and blind rehabilitation services has grown significantly.  Timely access to residential BRC has been compromised by this dramatic increased demand.

This older visually impaired and blind veteran population differs strikingly from the young war blinded veterans for which the system was originally designed.  Typically, these veterans are more elderly often with multiple co-morbid conditions that require monitoring and management during the rehabilitation process.

Age-related vision loss is typically progressive, but rarely total.  These veterans may have residual vision that frequently can be enhanced with optical low vision devices and less intensive training.  Visual rehabilitation should be provided along a continuum as vision loss progresses.

Some visually impaired veterans are more reluctant to leave home to attend a residential BRC.  Unfortunately however, VA has little capacity to provide essential services to this population on an outpatient basis, or through a short-term program that is less intensive and does not require 24/7 rehabilitation interventions.  Clearly, there is an enormous need for alternative shorter-term models of outpatient service delivery.  Some VA facilities have implemented such models with good success.  The full array of services provided in these models should be made available across all Networks within the VA healthcare system.  To the extent that quality services exist in the local community, VA should utilize these services when appropriate for those veterans either unable or unwilling to attend a comprehensive residential BRC. 

IV.  CRITERIA FOR DECISION-MAKING:

Decisions for services should be driven by five domains of care: quality, veteran satisfaction, access, cost, and education/research.

Quality of care: Early intervention has been shown to greatly assist in adjustment to sight loss issues.  Providing services at the earliest point in the continuum will maximize independence and substantially reduce dependence on the family, community and the VA.  As veterans move through the continuum, functional needs may become greater and more intensive services may be needed.  Having a variety of service delivery options will ensure that visually impaired veterans are provided with the assistance they need to be as independent as possible.  Patient safety issues, such as falls, burns, and medication errors can be mitigated through appropriate vision rehabilitation services.

Veteran satisfaction: Care will be provided closer to home in an outpatient setting; providing the right care, at the right time, in the right place.  Correctly identifying patients’ functional needs will improve outcomes.

Access: Veterans with visual impairment and functional loss must be identified and provided appropriate vision rehabilitation services.  Providing a wider array of outpatient services across the continuum of visual impairment coupled with the ability for a veteran to move through the continuum of care based on individual needs (visual and psycho-social) will reduce wait times for rehabilitation services.

Cost: Costs for inpatient stays associated with secondary disability and disease can be reduced through early training of visually impaired and legally blind veterans; e.g., mobility training to reduce falls, self-medication training to avoid drug over-dose resulting in hospitalization, etc.  The cost of blind rehabilitation training should be reduced due to more outpatient services being available as vision loss progresses.

The VIAB has worked with the VA Office of Finance, VHA, and the Allocation Resource Center to develop the means to capture appropriate workload for legal blindness and low vision care.  The use of a universal encounter form and ICD-9 coding is being proposed to go into effect in FY 2005.  This will facilitate VERA allocations to cover the actual cost of treatment for these veterans.

Education and Research: Improved education and research opportunities will be expanded in the field of vision care.  Low vision educational opportunities for optometry and ophthalmology residents and students will be significantly enhanced.  In-house training opportunities for low vision therapists and blind rehabilitation specialists can be expanded.  Eye and vision care research and development will support the needs of veterans.  Outcomes research in service delivery models will be used to assess the efficacy of the continuum of care.

V.  STAKEHOLDERS:

Major stakeholder involvement has been vital since the inception of the Visual Impairment Advisory Board.  The VIAB is a multi-disciplinary body that is comprised of veterans, veteran service organization representatives, optometry, ophthalmology, blind rehabilitation specialists, audiology, prosthetics, research, network and facility managers, and representatives of academic affiliates.

VI.  OPTIONS AND ARGUMENTS:

Recommendation 1: Maintain current level of support for low vision and blind rehabilitation.


Arguments Pro:  Maintains the status quo.  Retains the high quality BRC inpatient delivery model with variable outpatient low vision rehabilitation services available at local VA medical facilities as well as limited advanced low vision and blind rehabilitation outpatient programs.


Arguments Con:  The Gold Ribbon Panel recommended development of a continuum of care for low vision and legally blind veterans.  This option would not meet this request.  Many legally blind veterans cannot attend inpatient BRC and thus are being denied access to any level of vision rehabilitation care.  Veterans with low vision will not receive needed care.  Providing care along the continuum of vision loss should be more cost effective as veterans would get the care they need, at a convenient site at the time they need it.

Recommendation 2: VHA will provide the full range of low vision to blind rehabilitation centers within each VISN.  This would include basic low vision care at each site with eye care services through inpatient BRC in each VISN.


Arguments Pro: Each veteran will have services provided within each VISN.  Local basic low vision services will be provided close to the veteran.  With advanced functional needs the veteran will be able to access services within the VISN, but may require some travel.


Arguments Con: The cost to provide all services within the VISN would be prohibitive.  A BRC is not currently present in each VISN and the CARES process has not recommended placing one in each VISN.  Including the three new BRCs recommended by CARES, current bed capacity should be adequate.  A shortage of trained providers exists.

Recommendation 3: VHA will provide the range of low vision to blind rehabilitation centers from basic low vision care through outpatient blind rehabilitation care within each VISN.  Inpatient BRC care will be provided through sharing among VISNs.


Arguments Pro: Local access for basic low vision care and VISN access to advanced low vision and blind rehabilitation care will be provided.  Currently, BRC services are provided at sites outside the VISN for those without a BRC.  This process will remain intact.  There would be no additional costs for construction or staffing new BRCs.


Argument Con: Travel outside the VISN for BRC treatment may be required.  This may limit the access of some veterans who are unable or unwilling to travel such distances.  Staffing low vision and outpatient training sites is problematic, especially in rural areas.

Recommendation 4: VHA will provide the full range of low vision and blind rehabilitation services from basic low vision care through inpatient blind rehabilitation centers (BRC).  Services can be provided through a combination of “in-house” services, VISN sharing, and contracts with community services.  Inpatient blind rehabilitation will be provided through sharing with other VISNs.  All visually impaired veterans, including those with chronic diseases, will have access to appropriate vision rehabilitation services.


Arguments Pro: Services will be comprehensive.  In rural areas, community services may be more available.  Partnering with community resources for staff training may be possible.  Flexibility in care delivery options may improve access.  Contracting may reduce the need to recruit providers.  Construction and staffing costs will be less than Recommendations 2 or 3.


Arguments Con: Community services may not be of similar quality or scope as those provided in the VA.  Rural areas may not have community services available.  There may be greater variations in each VISN for provision of low vision and blind rehabilitation services.

VII.  RECOMMENDED OPTION:

Recommendation 4 is the recommended option. 

VIII.  DISSENTING OPINION REGARDING RECOMMENDED OPTION:

None.

IX.  EFFECT OF RECOMMENDED OPTION ON EXISTING PROGRAMS AND/OR FACILITIES: 

The overarching effect of adding additional services for visually impaired veterans is to provide them with the right care, at the right time, in the right place.  However, the need to provide a full continuum of care may not necessarily be accomplished within existing VA resources (FTEE and budget).  The increased numbers of visually impaired veterans will have a direct impact on the workload of the VIST Coordinator, BROS, optometrist, ophthalmologist, and prosthetic personnel.  It may be necessary to increase the number of FTEE, or develop contracts for services to be obtained in the community.

There will also be an increase in costs associated with issuance of prosthetic devices (optical low vision devices and aids for the blind).  Of note, providing services to visually impaired veterans earlier in the continuum may reduce the number of more resource intensive services that would be required as the veteran’s vision continues to deteriorate.  Providing the visually impaired veteran with an array of services available as they progress through the continuum of sight loss can mitigate the functional and psychological effects of vision loss. 

X.  LEGAL OR LEGISLATIVE CONSIDERATIONS OF THE RECOMMENDED OPTIONS:
All the recommended options presented in this document are fully compliant with Federal Law and the United States Code of Federal Regulations.  New legislative authority is not necessary for implementation of these recommended options.

PL 104-262 The Eligibility Reform Act 1996 requires the Department of Veterans Affairs to maintain its capacity to provide specialized rehabilitative services to disabled veterans.  The continuum of care enhances VA’s ability to maintain capacity by providing greater access to high quality vision rehabilitation services in the right place at the right time.

PL 107-135 The Department of Veterans Affairs Healthcare Program Enhancement Act of 2001 reinforces the requirements with respect to capacity in PL 104-262 and extends VA’s requirement to report annually to Congress on whether it is indeed maintaining its capacity to provide specialized rehabilitative services to disabled veterans.  Again, the continuum serves to assist VA in achieving its statutory obligations.

The continuum of care does not change eligibility for care, but does identify much earlier those veterans at risk for visual impairments or already beginning to experience visual loss.  Additionally, the continuum is also responsive to the Secretary’s and Under Secretary for Health’s concerns by improving the special emphasis programs they have identified.

The Gold Ribbon Panel appointed in 1998 by the Under Secretary for Health (USH) to explore more effective means of integrating the delivery of blind rehabilitation services into the network concept of healthcare delivery recommended, and the USH approved, the establishment of a full continuum of care for visually impaired veterans.  The VIAB was charged with developing an implementation plan for providing a full continuum of care.

The Blinded Veterans Association, the only Federally chartered veterans service organization exclusively dedicated to assisting America’s blinded veterans and their families has adopted numerous resolutions in recent years calling for the expansion of VA outpatient vision rehabilitation services.

The establishment of a full continuum of care for visually impaired and blind veterans is consistent with the VA shift from a hospital-based (acute care) system of delivery to an outpatient or ambulatory system of healthcare delivery.  Enhancements in healthcare delivery over the years and the changing demographics of an aging veteran population demanded this shift be accomplished.  The establishment of a full continuum of vision rehabilitation services will assure visually impaired and blind veterans will receive the most appropriate care.  

XI.  BUDGET OR FINANCIAL CONSIDERATIONS OF THE RECOMMENDED OPTION:

One area of greatest impact for this continuum of care model is financial.  Under VERA 10, the Blind Rehabilitation allocation is based on a utilization criteria that defined as one overnight stay (one BDOC) in an officially recognized Blind Rehabilitation Center (PTF Treating Specialty/Physical Location “21”).  For the FY03 allocation, data from FY97-FY01 (five years of data) projected 1,975 Blind Rehabilitation Prorated Persons (PRP).  This is a Complex Care Group #8 allocation, which for FY 2003 is $29,780 per patient.

In the outpatient arena, there is currently no patient classification definition for blind rehabilitation.  Cross referencing the FY03 allocation and costs with the IDC-9 diagnosis code for legal blindness (369.4), it is clear that blinded veterans are currently being served; however, they are being drastically under funded.  The FY03 allocation projects 13,430 legally blind veterans will fall into one of the six Basic Care Groups.  Data obtained from ARC shows the majority will fall into Basic Care Groups #2, 4, or 6, and each group is under funded per PRP by $3,159, $6,065 and $5,749 respectively.

With this proposed model, the continuum of care for visually impaired veterans will have an impact on costs for not only on those outpatient veterans who are legally blind, but also for those veterans who are determined to have low vision.  This increase in workload will impact the need for trained, qualified staff to be hired, and dedicated space made available for evaluation and training purposes.  Although the potential for increased workload is enormous, the increased ability to treat the patient at the early stages of vision loss should prevent more expensive treatment options such as inpatient hospitalizations due to complications associated with vision loss.

The VIAB is in process of collecting the data to project those costs associated with treating veterans who are not legally blind, but have functional visual impairment.  The group is also supporting a proposal to the NLB Finance Committee that is recommending changes to the VERA patient classification definition for Basic Care to include a diagnosis-based classification.  If this definition is implemented, incentives to track, treat and maintain a patient registry to ensure delivery of care will be compelling.

XII.  PUBLIC RELATIONS OR MEDIA CONSIDERATIONS OF THE RECOMMENDED OPTION:

Assuring the legally blind veteran population and the Blinded Veterans Association that services to legally blind veterans will not be reduced, rather services will be available earlier in the spectrum of vision loss should be a positive and appreciated development.  New services will be added in a unique continuum that will benefit all veterans with low vision and legal blindness.

Current suggested target audience groups include: Blinded Veterans Association, the American Foundation for the Blind, Association for Education & Rehabilitation of Blind and Visually Impaired, Lighthouse International of New York, plus the American Academy of Ophthalmology and the American Optometric Association.  VHA should consider a release to all VA Medical Centers that would be affected by this expansion. 

XIII.  CONGRESSIONAL OR OTHER PUBLIC OFFICIAL OR AGENCY CONSIDERATIONS OF THE RECOMMENDED OPTION:

None Known.

XIV.  IMPLEMENTATION: 

Table 4

	Task
	Date Due
	Responsibility

	NLB Health Systems Committee Presentation
	November 2003
	VIAB

	Development of uniform 

assessment tool
	July 2004
	Blind Rehabilitation Program Office, Rehabilitation Strategic Healthcare Group

	Development of access and 

Outcome measures
	July 2004
	Blind Rehabilitation Program Office, Rehabilitation Strategic Healthcare Group

	VISN plans completed
	January 2005
	VISN Director

	VISN plans approved
	March 2005
	Blind Rehabilitation Program Office, Rehabilitation Strategic Healthcare Group

	Begin VISN implementation 


	July 2005
	VISN Director

	Complete VISN implementation
	October 2006
	VISN Director


Glossary
Allocation Resource Center (ARC): An organization under the Office of Finance that reports to the VHA Chief Financial Officer.  The primary responsibilities of the ARC are to develop, implement and maintain integral management information systems that support the VHA’s budget process.  

Blinded Veterans Association (BVA): The Blinded Veterans Association is the only Federally Chartered Veterans Service Organization exclusively dedicated to assisting America’s blinded veterans and their families.

Capital Asset Realignment for Enhanced Services (CARES): A commission charged with reviewing the capital assets held by the VA to determine the distribution of services to veterans needed over the next 20 years.
Continuum of Care: The “Continuum of Care” model is driven by veterans’ needs.  Types and levels of programs are described below.  However, based on individual visual, physical and psychosocial needs and circumstances, the veteran has the potential to benefit from involvement in any level of low vision or blind rehabilitation care program along the continuum.

· Basic Low Vision Care by an eye care professional (optometrist or ophthalmologist) includes basic optical devices (e.g., high adds, strong reading bifocals, filters and hand held magnifiers, etc.) and basic environmental adaptations (e.g., lighting and contrast adjustments). Some limited training in use of the optical aids is provided.  Patients with vision between 20/70 to 20/200 are considered most appropriate for this program.  Care is usually provided in one or more outpatient clinic visits.

· Intermediate Low Vision Care by an eye care professional and may involve other providers as a multidisciplinary team.  Includes basic low vision services plus telescopes and other devices.  Includes more training on use of devices and limited Activities of Daily Living (ADL) training.  Patients with vision between 20/70 to 20/200 with limited need for visual skills training and Orientation & Mobility (O&M) are considered most appropriate for this outpatient program that typically lasts one to three days.

· Advanced Low Vision Care includes eye care professionals as well as low vision therapists, rehabilitation specialists and others working together in an organized interdisciplinary team to provide low vision care.  Includes basic and intermediate low vision services and evaluation for Closed Circuit Television (CCTV) and other electronic optical enhancement devices (EOEDs).  Visual skills training is more extensive than that provided in intermediate low vision care programs.  Limited O&M training and ADL skills may be taught.  Psychosocial counseling for adjustment to blindness is available on a limited basis and audiologic services are available to legally blind veterans and those otherwise eligible.  Patients with 20/70 or worse visual acuity and legally blind veterans with mostly preserved peripheral visual field are considered most appropriate for this outpatient program that typically lasts three to seven days.  Lodging or hoptel accommodations may be used for veterans unable to travel to the facility on a daily basis.
· Outpatient Blind Rehabilitation Care (OBRC) requires ongoing daily activities and veterans must be able to meet lodging or hoptel requirements.  Advanced low vision care services are provided however O&M and ADL training are more intense.  Additional adjustment counseling and audiologic services are available.  It may be possible to have special training for Computer Access Training (CAT).  Legally blind veterans with significant residual visual fields are considered most appropriate for this program that typically lasts up to nine days.
· Inpatient Blind Rehabilitation Centers (BRC) requires ongoing daily activities.  The veterans must be able to meet travel requirements to an appropriate facility.  Any medical condition must be stable enough to participate in the activities.  All low vision and blind rehabilitation services are offered on site.  Uniquely, manual skills, and non-eye medical care are offered. Management of chronic medical conditions may be improved by visual training. Typically CAT training occurs in BRCs.  Legally blind veterans are most appropriate for this program that typically lasts for four to six weeks (reference VHA Handbook 1173.5).

Functional Needs:

· Activities of Daily Living (ADL): The instructional area that addresses the daily tasks necessary to function in life.  ADL encompasses a broad range of activities including personal hygiene, preparing a meal and managing household chores.  This also includes training for patients in the management of their chronic medical conditions (e.g., diabetes).

· Adjustment (to Sight Loss): The emotional and behavioral adjustment to vision loss.  Adjustment may be accomplished through individual counseling sessions, group meetings and a variety of other information techniques.

· Audiology: Evaluation for hearing loss and provision of hearing aids when appropriate.  The sense of hearing is critical in visual rehabilitation training.

· Communication: The instructional area that teaches the use of adaptive skills and assistive technology for accomplishing tasks such as reading, writing, typing, financial management, storing and retrieving information.

· Computer Access Training (CAT): Assessment of veteran’s pre-rehabilitation computer knowledge and development of training goals.  CAT provides computer training and coordinates issuance of computer software and hardware.

· Low Vision Therapy (LVT): Functional vision assessment, training in the use of visual skills, low vision devices and assessment and adjustment of the environment to best utilize vision. 

· Manual skills: Manual skills include those to continue with work and hobbies (e.g., wood working, metal working).  Sensory awareness, problem solving skills and barriers to performance of manual tasks are required.

· General Medical includes management of pre-existing medical conditions while undergoing training and learning techniques to manage chronic diseases in the visually impaired veteran (e.g., diabetes, medications). 

· Orientation & Mobility (O&M): Mobility of the visually impaired veteran requires knowledge of pre-rehabilitation O&M skills and adjustment to sight loss.  The O&M specialist must assess patient’s O&M goals and safety needs of the home environment.

· Pre/Post Follow up: Prior to training for visual rehabilitation, the patient must be assessed for current abilities and functional goals.  Once training is complete, the patient should be periodically reassessed for visual function, new goals or change in function to assure a smooth transition back into the community.

· Visual skills: The visual skills for near, intermediate, and distance viewing.  The patient is instructed in how to maximize remaining visual function and optimally use optical low vision and electronic optical enhancement devices.

Functional visual impairment: Patient or provider rating of a person’s overall impaired ability to do everyday tasks that rely on visual ability. Condition in which some useful vision may or may not be present but in which the individual uses tactile and auditory channels most effectively for learning.

Legally blind: Visual acuity worse than or equal to 20/200 and/or visual field of 20 degrees (in diameter) or less in the better eye, best corrected (reference CFR 384.76A).
Optical Low Vision Devices: See VHA Handbook 1173.12, VHA Prosthetic Clinical Management Program (PCMP) Clinical Practice Recommendations (CPR) for Prescription of Optical Low-Vision Devices for Visually Impaired Veterans, and PCMP CPR for Prescription of Optical Low-Vision Devices for Blind Veterans.

· Closed Circuit Television (CCTV): An electronic magnification system consisting of a television camera and a monitor.  The user places the reading material under the camera and an enlarged image is displayed on the monitor.

· EOED: Electronic optical enhancement devices are generally advanced forms of CCTVs that rely on new technological advances in optical devices.

· High Adds: Magnification for near needs based on starting near visual acuity with appropriate accommodation or addition required utilizing spectacles, hand-held magnifiers or stand magnifiers.

· Filters:  A device or material that selectively or equally absorbs or transmits wavelengths of light.

Personnel/Specialists:

· Blind Rehabilitation Outpatient Specialist (BROS): A multi-skilled and experienced blind rehabilitation instructor who has advanced technical knowledge and competencies in at least two of the following disciplines at the journeyman level: orientation and mobility, living skills, manual skills and visual skills.  The BROS has been cross-trained to acquire broadly based knowledge in each of these BRC disciplines plus computer access training. VHA Handbook 1174.1 delineates duties and functions of the BROS.
· Visual Impairment Services Team (VIST) Coordinator: The VIST Coordinator is a case manager who has major responsibility for the coordination of services for visually impaired veterans and their families.  Duties include providing and/or arranging for the provision of appropriate treatment modalities (e.g., referrals to BRC’s, BROS, VICTORS, VISOR, and low vision clinics) in order to enhance a blind veteran's functioning level.  Other duties include identifying new cases of blindness, providing professional counseling, problem resolution, meeting specific objectives established by the VIST, arranging VIST Reviews, and conducting educational programs relating to VIST and blindness.  The VHA handbook for VIST coordinators is currently being written.

· Eye Care Professional: Optometrist (OD) or Ophthalmologist (MD)

VICTORS: Visual Impairment Center to Optimize Remaining Sight (VICTORS) is a three to seven day regional outpatient low vision rehabilitation program emphasizing an interdisciplinary team approach through definitive medical diagnosis, functional vision evaluation, prescribing and training in the use of low vision devices, low vision therapy, and counseling and follow up.  Typical staffing levels include a low vision eye care professional, low vision therapists, and a counselor or psychologist.
VISOR: Visual Impairment Services Outpatient Rehabilitation – Blind Rehabilitation Service has an outpatient intermediate nine-day rehabilitation program located at the Lebanon VA Medical Center in Pennsylvania.  It provides comfortable, safe, overnight accommodations (hoptel setting) for beneficiaries who are visually impaired and requiring temporary lodging in order to access services provided through the program.  The program offers skills training, orientation and mobility, and low vision therapy.  It is staffed with Blind Rehabilitation Specialist (BROS) and Visual Impairment Service Team (VIST) Coordinators, which could be either Social Workers or certified low vision therapist.  Veterans must be able to perform activities of daily living independently including the ability to self-medicate in order to access these accommodations.

Visual impairment: The VIAB has defined visual impairment, for the purposes of this document, as visual acuity equal to or worse than 20/70, and/or visual field loss equal to or smaller than 20 degrees.  This is based on the WHO classification of visual impairment (Table 1, Grades 1 – 5).

Visual Impairment Advisory Board (VIAB): The Visual Impairment Advisory Board was established based on the recommendations the Gold Ribbon Panel on blind rehabilitation to provide guidance on matters related to blind rehabilitation.  The VIAB is a multidisciplinary board tasked with developing the continuum of care model.

Visual Impairment Services Team (VIST): A team comprised of healthcare and allied healthcare professionals charged with the responsibility of ensuring that blind veterans are identified, evaluated, and provided health and rehabilitation services to maximize adjustment to sight loss.  Members may include, but are not limited to representatives from Social Work, Ophthalmology, Optometry, Prosthetics, Primary Care, Rehabilitation, Library, Nursing, Audiology, Podiatry, Nutrition, Psychology, Patient Administration and Financial Services, Veterans Benefits Administration, Blind Veterans Consumer Organizations, blind consumers and state/community agencies for the blind.

Appendix A

Members of the Visual Impairment Advisory Board , Continuum of Care Workgroup:

Chair:

James C. Orcutt, MD, PhD, Ophthalmology Consultant VACO, VA Puget Sound Health

 Care System, Seattle

Members:


John Townsend, OD, Director Optometry Service VACO, Baltimore, MD


Curt Keswick, OD, Chief Optometry VA Palo Alto BRC, Palo Alto, CA


Tom Miller, Executive Director Blinded Veterans Association, Washington, DC


Ron Schuchard, PhD, Director Rehabilitation Research Center for Aging Vision Loss, 

Decatur, GA.


Penny Schuckers, Chief, West Haven BRC, West Haven, CT


Ellen Martin, VIST Coordinator, VA Puget Sound Health Care System, Seattle, WA


Joe Kurina, BROS, VA Puget Sound Health Care System, Seattle, WA


John Clements, Prosthetics , Houston, TX


Phil Lapekis, Blind Rehabilitation Consultant, Palo Alto BRC, Palo Alto, CA

Appendix B

ANNOTATIONS


1.  The population of veterans included are those seen in eye clinics within VHA.  It is assumed that all veterans with low vision or legal blindness will be identified by ophthalmologists or optometrists within this patient population.


2.  Veterans with visual impairment may be referred to the VIST Coordinator from providers (e.g., primary care), outside services (e.g., community or state) or the veterans themselves.  The VIST coordinator should assess these referrals and if  the level of visual impairment is in question, refer the veteran to the eye clinic for formal assessment.   When documentation of visual impairment is adequate, there should be referral to appropriate low vision and blind rehabilitation  services.

3.  Visual field less than 20 degrees centrally using the III4e isopter on Goldmann kinetic perimetry testing using appropriate near correction, or IV4e isopter if aphakic or not well adjusted to an intraocular lens implant or contact lens.


4.  If a patient has better than 20/70 best corrected acuity in the better vision eye, they will exit the algorithm as they do not fit within the Visual Impairment Advisory Board (VIAB) definition of low vision (<20/70) nor the VBA definition of legal blindness (Disability reference guide).  However, patients with VA better than 20/70 will continue to be followed in the eye clinic and if their acuity declines, will be reassessed for low vision services as defined by VIAB.  If a patient does not meet the VIAB definition of low vision, this in no way should limit the veteran’s access to low vision services.  Measurement of visual acuity to be performed as described for disability measurement.


5.  Visual acuity is best corrected resolution not using eccentric fixation as measured by the appropriate chart in the better vision eye.


6.  The Visual Impairment Services Team (VIST) Coordinator will assess the patient using the guidance of the VIST Manual, Version 5.0 (manual reference and date of revision).  VIST evaluation should include but not be limited to the following:

a.  Cognitive abilities that may limit the value of training or suggest alternatives of training.

b.  Social and economic ability to attend training.

c.  Functional vision needs


7.  Low vision patients should be assessed for their visual functional needs.  This assessment should involve eye care professionals in coordination with the Visual Impairment Services Team.  The purpose is to best match the veterans functional needs with the available low vision services.


8.  Basic low vision service include optical devices (e.g., spectacle magnification and some magnification devices) and environmental adaptations (lighting and contrast).


9.  Basic low vision services should be available in all eye clinics.  Training in use of low vision devices is limited (Figure 1). When the low vision program is completed, the patients should be reassessed annually to determine if additional needs have developed.


10.  Intermediate low vision services provide a larger array of optical devices.  In addition, there is more training in use of the low vision devices and some limited training in Activities of Daily Living (ADL).


11.  Intermediate low vision services should be provided within the VISN.  Services provided are shown in Figure 1.  When the low vision program is completed, the patients should be reassessed annually to determine if additional needs have developed.


12.  Blind Rehabilitation Outpatient Specialists (BROS) are not available at all facilities.  When available the VIST coordinator should consult the BROS to coordinate the appropriateness of inpatient blind rehabilitation training (17) and refer to appropriate resources (BRC, community services, etc.).  The VIST, VIST coordinator and BROS should consult and determine the appropriateness for inpatient training, the willingness to attend training and the functional needs of the veteran.  The program that best fits the functional and social needs of the veteran should be recommended.


13.  BROS treatment is outlined in the BROS Handbook (1174.1).


14.  Advanced low vision services provide the full spectrum of optical devices, including closed circuit TV readers (CCTV) and EOEDs.  See the continuum of care document for services provided (Figure 1).  In some cases legally blind veterans with significant residual visual field may be most appropriate for these programs.


15.  Advanced low vision services should be provided in at least one site within each VISN with hoptel or lodging arrangements.

16.  Outpatient based blind rehabilitation training (OBRC) provides a broad spectrum of visual and social services (Figure 1).  This program is aimed primarily at the legally blind veteran with some residual visual field.  Some low vision patients may be best served by an OBRC program, especially when the vision is predicted to continue to deteriorate.


17.  OBRC programs should be available within the VISN or shared with a nearby VISN.  The veteran should be able to access this program either while living at home or thru the use of lodging or hoptel beds.  Services may be provided by a VA program, contract care, or by a combination of community and VA services.


18.  Blind rehabilitation centers (BRC) offer the full spectrum of visual, social and medical services (Figure 1).  Policy limits BRC services to legally blind veterans.  Legally blind veterans with medical co-morbidities are best managed in a BRC.  Currently, there are ten BRCs with two more proposed by the CARES commission.  BRC services are typically shared between VISNs.

19.  Following low vision treatment at an advanced low vision center, OBRC or BRC, the veterans will enter a registry held by the VIST coordinator.  Periodically, the veteran will be reassessed per policy.
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