NEHEP

Living With Low Vision Webinar Transcript

September 12, 2013

Good afternoon, everyone. This is Neyal Ammary-Risch, Director of the National Eye Health Education Program, and I’ll be filling in for Rosemary Janiszewski this afternoon. She unfortunately is not able to join us, which I know she’s very disappointed about because low vision is a great passion of hers, but I know that this will be a great webinar this afternoon. 
Co-presenting today is Dr. Mark Wilkinson, Chair of the National Eye Health Education Program Low Vision Subcommittee. Dr. Wilkinson is a Clinical Professor of Ophthalmology at the University of Iowa Carver College of Medicine, Department of Ophthalmology and Visual Sciences, where he’s also a member of the university’s Wynn Institute for Vision Research. He completed his Doctorate of Optometry degree in 1980 at the Illinois College of Optometry. Dr. Wilkinson served as Chair of the Executive Committee of the Vision Rehabilitation Section of the American Optometric Association from 2009 to 2010 and is a charter member of the section. He has lectured extensively, both nationally and internationally, on the care of individuals that are visually impaired. His research interests include genotype-phenotype correlation with inherited eye diseases and driving with visual acuity or visual field impairment and cognitive impairment. 
During this webinar, we’re going to talk about the goals of vision rehabilitation, who should have a low vision evaluation, components of a structured examination, what the core principles of vision rehabilitation are, and resources that are available to help you promote vision rehabilitation. 
I want to mention briefly some information about prevalence data we have about people living with low vision. Right now in the United States, we know that 3 million people have low vision. As you can see from the chart here, 80% are white, 6% are black, 9% are Hispanic/Latino, and 5% fall under other racial/ethnic categories. Of these people, 88% of people living with low vision are 65 and older, so it’s really a big public health problem among older populations. 
I mentioned that 3 million people currently have low vision, and we know that this is going to increase with the aging of the population, and the prevalence is expected to increase to 5 million in 2030 and almost 9 million in 2050. 
So quickly I want to talk briefly and poll our audience about the definition of low vision. So if you’re looking up on your screen, you’ll see True and False buttons, and answer this question: Some people believe that low vision means having difficulty seeing objects below their waist. If you think this is true, click “True,” or if you think this is false, click “False.” And this is calculating your responses as we go, so we’ll just wait a second to see how everyone responds. ... All right, so we’re gathering responses still coming in, but you can see that the overwhelming majority think that the answer is “False” that people think low vision means having difficulty seeing objects below their waist. And in fact, we know that a lot of people do find this is the definition of low vision. Low vision is not really a clear term—a lot of people don’t understand. 
And I’m going to turn it over now to Dr. Mark Wilkinson, who can really talk more about what the definition of low vision is and vision rehabilitation. So, Dr. Wilkinson, it’s all yours.
All right. Thanks, Neyal. I’m gonna take about the next 10 or 15 minutes to just go over a variety of different things related to low vision and vision rehabilitation, and we’ll get some additional information. Then we’ll have resources at the end, and then we’ll have an ample amount of time for questions and answers. 
But I think the first thing is, just what is low vision? That’s a question that in the past used to be defined by visual acuity, but really that’s not an adequate mechanism by which to decide who is visually impaired, who has low vision, and so the National Eye Institute a number of years ago defined a visual impairment as “vision not correctable by standard glasses, contact lenses, medicine, or surgery that interferes with a person’s ability to perform everyday activities.” So it’s really more of a functional definition, so somebody has an impairment of their vision that prevents them from performing everyday activities. 
Then when we think about low vision rehabilitation, the care of people with vision loss, it’s indicated if the visual impairment is serious enough to result in a functional limitation or disability. Somebody who can’t do all the things they want to do, low vision rehabilitation may be indicated for them. Low vision rehabilitation is available regardless of the level of visual acuity or visual field loss. You don’t have to be so good or so bad to get it. And, most importantly, it’s the only nonsurgical treatment that we have for vision loss. There really isn’t anything else we can do nonsurgically to help people see better, and there are obviously many people—or the vast majority of people—where medical and surgical intervention cannot improve their visual functioning. 
When we think about the goal of low vision rehabilitation, what we’re trying to do is maximize daily function. When we do that, we increase the independence of that individual and ultimately improve their quality of life. We know that quality of life is greatly affected by vision loss, and so as we mitigate vision problems, we’re going to improve an individual’s quality of life. So to do that, we use a variety of different tools and techniques. We have optical and electronic magnification devices that we may prescribe to help people see and function better. 
Obviously, education is very important, so many times people have been told there’s just nothing we can do, usually meaning there’s nothing medically or surgically that can be done, and so we need to educate people that there are tools and strategies that are available to help them to function better. We need to teach those different strategies that are available to enhance visual functioning. We’ll talk about the different people who are involved in that in a second. And then we need to refer people for other vision rehabilitation services, as needed. So, rehabilitative teaching, orientation mobility training to help people travel safely when they’re independent, and also counseling. And we’ll talk about counseling a little bit more in a second. 
So there are a variety of different types or causes of visual impairment, including retinal diseases with macular degeneration and diabetic retinopathy being a couple of very common ones. Retinitis pigmentosa is another retinal disease. Optic nerve diseases such as glaucoma, optic atrophy, schemic optic neuropathy, which oftentimes affects older individuals and labor hereditary optic neuropathy. Mediopasty such as a cataract or keratoconus; a brain injury such as with a stroke, where we have visual field loss following the stroke; or trauma, a traumatic brain injury is a common cause of visual impairment; and then congenital conditions such as albinism or optic nerve hypoplasia are just a few of the different causes of visual impairment that we deal with. 
Dr. Roy Cole put together these really nice couple of slides for deciding who needs vision rehabilitation services. And so you can do this screening in just about a minute by simply asking your patients or asking yourself, “Does your vision make it hard to read your mail? Watch TV? Recognize people? Pay bills? Sign your name? Climb stairs? Walk down curbs? Cross the street? Or in many cases, even keep driving?” And then the second part of that is, “During the past month, have you felt down, depressed, or hopeless? Have little interest or pleasure in doing things?” And those two questions alone are about 90% effective in detecting depression. So, Dr. Cole’s message is think about implementing vision rehabilitation strategies if the acuity is 20/40 or worse. And again, you’re asking your patients if they’re having functional problems with that, if their visual acuity is 20° or less. And I think more importantly, do they have one or more functional complaints related to decreased vision? So we need to be thinking about remembering that visual impairment is based on functional concerns but typically you have some reduction in visual acuity or visual field that’s leading to those functional complaints. 
Another important thing to think about with vision rehabilitation is that it’s an integral part of the continuum of eye care. So when we think about rehabilitation, think for instance of somebody who’s had a stroke and has lost the ability to speak, they’re going to be sent to a speech therapist. Somebody who’s lost the use of one side of their body from a stroke, they’re going to be sent to rehabilitation. And vision rehabilitation is very much the same thing. So somebody who’s experienced a loss or reduction of visual functioning is sent for vision rehabilitation to help them either learn alternate techniques or enhance their remaining vision. From birth to death, we have refractive services—you know, glasses, contact lenses—we have medical and surgical intervention, and we also have vision rehabilitation, as needed, for people with vision loss. 
There are a number of different types of people who are involved in the vision rehabilitation team, and that starts really with the low vision doctor, and our optometrist or an ophthalmologist with special training in the care of individuals who are visually impaired. An occupational therapist is involved in many different situations to help people with vision loss function better. Orientation mobility specialists help train an individual to travel safely and independently or safely with a sighted guide. We have rehabilitation teachers and physical therapists who are also involved. And of course, for our younger patients, we have teachers of students who are visually impaired, who help students to function at their highest potential in the classroom. Other people, social workers, speech and hearing or signing educators can also be involved. 
And psychologists are people that we many times need to have involved with our patients, and that’s because, as with any loss or any disability, there’s a variety of stages that people have to go through. And we find that many people get stuck in that denial, mourning, depression stage. And when they’re there, it’s very difficult for them to move forward to the acknowledgement and acceptance that allows them to then do the adjustment and adaptation necessary for them to function at their highest potential. So when we find people who are stuck, we need to get them to the appropriate counselors and psychologists or psychiatrists to help them function better. 
So it’s interesting to think about vision loss and depression because older adults—typically about 3%—have experienced some type or some level of clinical depression, and that number’s felt to go up to almost 30%, or almost 10 times more, when there’s a significant vision loss. Of those people who have vision loss, only almost two-thirds of them will not use vision rehabilitation services or devices until their depression is managed. And so we need to think about referring them for counseling services, education, problem solving, therapy, to help them get to that point of acknowledgement, and then, adjustment and adaptation. 
There is a structured process that we follow in evaluating individuals who are visually impaired, so it’s not just, you know, “Here’s a box of magnifiers—let’s take a look and see what works.” We need to pay special attention to their history—ocular history, medical history—different types of visual difficulties they are having, and thinking about their functional problems. We look at distance and near acuity, obviously check their glasses and see if there’s a glasses change that will help them to function better. And then from there, we predict how much magnification they need for enhancing their reading abilities. We use function tasks to look at the quality of the person’s vision. So we have to remember that just an eye chart in an eye doctor’s exam is about the most unnatural thing that you can do in looking at visual functioning because it’s high-contrast, black letters on a white background, and it’s not representative of how an individual sees in the real world. So contrast and sensitivity testing is a very helpful tool that helps explain a lot about a person’s vision or what their functional vision level is. And of course, their vision field is important to know, as well. From there, we’ll try different types of devices to see what works best for enhancing their visual functioning, and we always pay attention to their ocular health because in some cases the removal of a cataract will be critical in enhancing the visual functioning of an individual who has both cataracts and macular degeneration or cataracts and diabetic retinopathy. 
There’s a plan that we develop from the vision rehabilitation exam. With that plan, we gather information about the person’s functional abilities, and then we also use that plan to address the person’s individual needs in their functioning ability. So somebody who wants to be able to drive, for instance, or see to do painting or a variety of different activities, so we think about what their specific needs are and we look at their functional abilities and the other information that we gather through the exam to develop a rehabilitation plan. 
Now, as we think about different types of visual impairment, it’s not just always just reduced acuity, so we have to think about where the pathology is because where the pathology is will affect the types of devices that we may use and the success with those different devices. So is the pathology in the ocular media, is it a cornea problem, a lens problem, or a problem in the vitreous? Is there a brain problem, like a stroke or optic nerve? Or is there a retina problem, so macular degeneration, diabetic retinopathy? And then also we need to think about how that pathology affects the visual field. So what I mean by that is we can have just sort of an overall blurring of vision, so there’s no visual field defect—could be a refracted media problem or a macular problem without an absolute loss of vision, without a scotoma. Central vision loss, as we have with macular degeneration, where the individual simply doesn’t see with their central vision, and they have to use peripheral vision. Or is it a peripheral field loss or constriction of the visual field, which could be a retina problem or a visual pathway problem? So we think about what the pathology is, how it affects the visual field, and that will influence the types of devices or the types of strategies that we use to help these individuals function better. 
Our next poll question is, “Do you know where to refer a patient for low vision rehabilitation or low vision evaluation?” So, it looks like a good percentage of people do know where to refer—almost 70%—but you know, that still means that 20% of people don’t know where to refer, and you’re going to see at the end of this presentation a variety of different resources that are available to help identify places where you can get low vision evaluation and low vision care, so we’ll talk more about that as we go. 
I want to talk briefly about low vision devices. There are a variety of different types of devices that are available, and to determine what the most appropriate device is for an individual, we have to start with what their needs are. They want to see better in the distance, intermediate, playing the piano, playing cards, or near vision, is it more about reading. How much magnification are they going to need to accomplish the task they’re having difficulty accomplishing. We’re going to think about their function tests—particularly their contrast and sensitivity test and their visual field test—to know what kind of devices are going to be helpful. And of course, the doctor that you’re seeing will understand the optical properties of the different systems they may prescribe. Lighting is critical, and we’ll talk about lighting in a second, but available lighting is very, very important for people to be able to function at their highest potential. 
We also want to know about cause of vision loss, what devices they’ve used in the past, and whether those devices were successful or not. Is there a specific distance that they need to be able to hold things? Some of the stronger reading glasses require people to hold things closer, and so if that’s going to be problematic for the patient, we need to know about that. Then, the weight of the device, how they’ve done with the trial of different devices, and we can never forget the cost of devices and how they look, the cosmesis of those. So all these things we pay attention to. 
Now, conventional spectacles and bifocals are oftentimes forgotten as somebody’s getting ongoing care—maybe they’re getting regular injections for their age-related macular degeneration. And so we need to make sure that we have the very best spectacle correction to enhance vision, not only in the distance but also for intermediate and near tasks, and also for using optical devices to their highest potential. Even with electronic magnification devices, video magnification, we need to pay attention to the reading correction that’s needed for the working distance that the individual will be using that device at. So we have to pay attention to spectacles, regardless. We have to make sure we know exactly what the best correction is for the individual to have their starting point be the best that it can be. 
Then, we’ve got a variety of different types of optical options, including stronger reading spectacles and you see in that first picture on the right that the individual has to hold things a little bit closer as we make those glasses stronger. Then there are handheld stand magnifiers, telescopic systems that can be used handheld or spectacle-mounted, both for distance and near vision tasks and absorptive lenses to help with glare that individuals experience both indoors and out. 
Electronic options include full size video magnifiers or closed-circuit TVs, handheld ones as you see in the upper right-hand corner, and transportable options that people can take with them into the classroom or into the workplace. There are also different head-worn devices that are being developed even now—there aren’t any really available right now—but there are some that are coming out, some that we’ve had in the past, and tablets, iPads, Kindles, you know, some of these devices have become very, very helpful in enhancing vision and allowing people to read in places where they couldn’t read in the past because there are easy, built-in magnification and accessibility options with those devices. 
Computers have made the world much, much easier for individuals who are visually impaired. We have a variety of options with those, including screen-enlarging software and screen-reading software, so you can make the output on the computer bigger or have the computer read materials to you. Some of those are built into the operating system of the software; there’s standalone softwares that can be used. We have voice recognition software where people can not have to worry so much about using a keyboard. You can actually voice dictate their commands and text to speech, again, where you can scan materials and have the computer read those materials back to you. 
Non-optical devices, including absorptive lenses which can help with glare and contrast issues, indoors and out, reading stands, clipboards, typoscopes, and lighting, as I mentioned before. Lighting really is the single most important factor in helping people to be able to function better. I oftentimes tell my patients that there’s nothing I can give you that will let you see well in poor lighting. And so, whether it’s carrying a little flashlight with you into a restaurant or using a gooseneck or architect’s lamp that you can see in this picture, these things are critically important to allow individuals to see their best, and so we need a flexible light fixture that can be shined in from the shoulder, usually of the better seeing eye, the light comes in at an angle, illuminates what the person is trying to read without causing glare on the paper that they’re trying to read. 
So, core principles of the low vision evaluation: Individuals with vision loss really should be referred for low vision services if they have functional limitations. So when we do that, we’re going to improve their quality of life, which is really critical for everyone. And we can’t predict just based on the diagnosis or the distance visual acuity what type of services the individual’s going to need; that requires a structured, careful evaluation to sort out the functional abilities of a given individual beyond just what their distance acuity is and what their visual needs are, and that helps us to determine what the best devices are to help them. 
What I’d like to do now is introduce a video of an individual with low vision who has made good use of vision rehabilitation services, and I think you’ll find her story very inspiring.
When I realized in February '03 that my vision was getting blurry, I thought I should have a change in lenses. So when I went to that doctor, that was my first indication that I could have macular degeneration. I could almost draw what's happening in this eye and what's happening in this. And this one is a larger area of just a black shape, and this one is a smaller area. But it's got a little drip down, too. It's like a veil between me and everybody else. But people have been so kind.

And my life has gone on in, to me, a beautiful way. Being creative is just part of my existence. I have not lost my sense of color. And I certainly enjoy painting, but I love water colors. In order to read what the paint is, I do have these little hand magnifying glasses. Mine is 13X that I have, that I use, which is pretty strong. Those little hand-held devices are really very, very helpful. 

I really enjoy bridge. And once I hold my cards up and see what I have, and they tell me what's on the board, if I have the cards, I can play them. And if I don't have the cards, I can play them. They are oversized. That's another help. They're the same size as a normal deck, but they're, all the pips, I guess you would call it, are larger. So that's a big help. Don't give up on things that you enjoy doing. Don't say, well, I've got, I can't see any more, so I don't want to paint. There's so many things out there for us.

At this stage of our lives, there are so many support systems for people with macular degeneration. I remember this one person from the State of Maryland came out, put little red buttons on things for me so that I can do my washing. Those little things are helpful. And then she said, “You know, when you're with people, take your elbow and they can lead you any place, and you have a little bit of a safety factor there.”

And it's amazing how many people around here will just extend their arm to me. I grab their elbow whether I need it or not. My life is very rich here, even though I live in a very blurry world. It's not so blurry that I can't get around. 

The video profile of Ruth Lotz that you just saw is on our new Living With Low Vision: What You Should Know booklet and companion DVD that’s available through the National Eye Health Education Program. We launched this new resource earlier this year to help people understand more about vision rehabilitation and learn that there is help and there is hope available to them. The booklet is a directory of questions about low vision, and it shows Ruth and other people who have used vision rehabilitation services to help maintain their independence and quality of life. It shows other patient testimonials from a young girl to other older adults, people who have experienced vision loss from a variety of different things. This resource is available through the National Eye Health Education Program website, and it’s also available for download on our website, and then the video can be accessed through YouTube or on our website, too, the individual testimonials or the full-length video. 
We also developed a Living With Low Vision companion DVD for health and social service professionals, and this is really geared towards the professionals to help them understand more about vision rehabilitation and let them know that they should be referring patients to vision rehabilitation services. There is no charge for these resources; they are available up on our website, which I’ll give you at the end of the presentation today. You can go to our website to order them, or again, you can download them. The videos for the patients and the professionals are all available on YouTube, as well—again, no cost. 
The other resource that we have, through the National Eye Institute and the National Health Education Program, is our consumer website, our low vision website, and here there’s information about some of the stuff that Mark had talked about, and you’ll find the patient testimonials here as well, but also links to resources around the country to help people find low vision services and help them find more information. This is the URL underneath, and then this is more for the public website, so if you have a patient or a client that you’re working with, this is where you would send them. 
We also have a website for health professionals, part of the National Health Education Program, and this is where you find the link to the professional video but also more information about how you can share information about vision rehabilitation in your community. There’re ideas for community activities, there’s social media messages that you can share to help people understand more about low vision and what’s available to them. So I would encourage you to use this resource if you’re out in the community or you want to increase awareness among people living with low vision that there is help and hope available and what vision rehabilitation is. 
One of the resources that we also have is the low vision education modules through our Vision and Aging program with the National Eye Health Education Program. We have the See Well for a Lifetime Toolkit, and it is a toolkit that is for health professionals, community professionals, anyone who’s out working with older adults to educate them about eye health. And the third module is dedicated to low vision. It includes everything someone would need to talk to a group of people about vision rehabilitation, what low vision is, and how people can seek help. It includes a PowerPoint presentation, a speaker’s guide, handouts, anything you can think of that you would need for a community event you would be able to find in this toolkit. And again, you can access this through the NEHEP website, and I will give you the URLs for everything at the end of this presentation. 
I also want to point to a very useful resource from one of our partners, Reader’s Digest Partners for Sight and the American Foundation for the Blind. On their VisionAware site, you can find very useful techniques to help patients or clients cope with vision loss. They recently created a Getting Started kit for people who are new to vision loss or new to the concept of doing something about their vision loss. For those of you who are service providers, there is information for how you can make home modifications for people with vision loss and for family members, and there’s a checklist for choosing a retirement community that is accessible. Lastly, you can also post questions on their message board, or you can contact VisionAware directly with questions that you may have, and you can also sign up for email alerts that would be topics of interest to you. 
You can find links to all of these resources on the URLs that are listed above here, and we also post frequently about the availability of these resources and other health education messages that are related to eye health on our social media outlets, you’ll see we’re on Facebook, YouTube, and Twitter. I would encourage you to follow some of those platforms or to visit our website if you needed more information. 
I think that we’re ready for some questions, and we’ve got some good ones going in. So, Mark, I’m going to start with you first. Someone had asked if you can please explain the degrees of visual field. What does “20% or less” actually mean?
I think if you think about the old-fashioned protractor. And so, normally, if we had that protractor in front of us, as we look straight ahead, as we move to the left and right of straight ahead, typically our visual field is about 90 degrees to the left and right of our nose. And so, 20 degrees would be just 10 degrees left and right of center. So in the U.S., the Social Security Administration has stated that a visual field of 20 degrees or less is considered legally blind, and so basically 20 degrees  is one-ninth of about what a normal visual field is.
Great, thanks. We’re going to be taking questions via the chat, and then we’re also going to be opening up the phone lines. So, Mark, I have another question: How common is Charles Bonnet Syndrome?
Charles Bonnet Syndrome usually is felt to affect somewhere between 20 and 40% of people with bilateral vision loss. So, Charles Bonnet, for those people who don’t know about that, is sort of a phantom vision situation, similar to a phantom limb. So, somebody who’s experience a loss of their hands or their feet still feel their fingers or their toes. In the case of Charles Bonnet, which was described in 1769, the people will see sometimes it’s colors, sometimes it’s animals, sometimes it’s flowers, you know, a variety of different things where the brain is putting an image there that the person recognizes is not real. They know that it’s not real, but they still see sometimes very fascinating and very interesting things that sorta come and go. It’s more common in people who are a little bit older; it’s more common in people who have had bilateral loss of vision, or both-eye loss of vision; and it’s more common in people who are sort of more isolated. But even people with normal vision, put in a sensory deprivation situation, will experience these phantom visions. And so, somewhere between 20 and 40% of people, depending on which study you look at, will experience these things. The most important thing to recognize is the person’s recognition that it’s not real. But for many people who experience Charles Bonnet, they don’t really want to bring it up because they don’t want people to think they’re going crazy, and if they describe some of these things that they see, they can certainly be worried that that would be the case. From an eye care provider standpoint, or just from a general standpoint, understanding what Charles Bonnet is and being able to assure people that this is a very common situation and explaining to them what’s happening and that it’s been around for more than 200 years and we’ve known about it is very, very reassuring to them.
Mark, there’s a question that came in as a follow-up to that: Is it more common with wet AMD than dry AMD, or age-related macular degeneration?
I’ve not read any studies that show that it’s more common with wet versus dry. I think it’s more common with just bilateral vision loss, which could be from diabetes; it could be from glaucoma. I had one lady who had a stroke and had normal vision, normal central vision, but was missing the left side of her visual field, and she was noticing phantom images to the left side in her missing field. So that was very unusual because she had normal central vision. There isn’t necessarily a rhyme or reason to how this happens, but it doesn’t appear to be more common in wet versus dry macular degeneration.
Thank you. I’m getting a lot of questions about the resources. I just want to confirm that the URLs for the resources that we had mentioned: www.nei.nih.gov/nehep. So you can find all of these resources that we talked about on the presentation here today. 
Another question that just came in: Is there any information in our resources that is specific to people with diabetes? So, yes. In the Living With Low Vision video that we talked about earlier, one of the patients that is profiled, is someone who has vision loss from diabetic retinopathy and there is also information on our website about this, about people with diabetes. 
And then there’s another question. Mark, this can be for you: What type of rehabilitation plan is available for poor vision and people who have diabetes? Maybe you want to talk a little bit more about how people with diabetes can benefit from vision rehabilitation.
Oftentimes people with diabetes will have shifts in their refractions, so they’ll need maybe different glasses because their blood sugars are fluctuating. If they have sort of blurry vision, we want to make sure that they have the very best glasses prescription, we want to see if there are any filters that will help them to see more clearly, and then, depending on what problems the blurred vision is giving them, there may be magnification devices that they need to help them to function better, whether it’s distance, intermediate, or near. So, oftentimes for people whose vision is reduced, magnification is the answer to help them see the regular size of things they’re having difficulty seeing.
Thanks, Mark. I want to see are there any questions over the phone? Okay. And in the meantime, we’ll just continue through the ones we’re getting through the chatbox. So, Mark: Is depression more, less, or similarly common in younger people who are experiencing low vision?
That’s a great question, and I’m not sure that I know the answer. I think it partly depends on the age of the person. We oftentimes, you know, sort of laugh a little bit about the situation where you have a child who’s visually impaired and the parents are very distressed, and the child’s wondering what the fuss is. Because they were born with vision loss, they feel like they’re seeing normally: that’s how they’ve always seen, and they’re not at all bothered by their situation. Conversely, if you have somebody who’s experiencing a loss of vision in their teen years, for instance, they have Stargardt disease or they have some visual field loss from retinitis pigmentosa or something like that, there can definitely be a strong level of depression because of things that they’re not able to do or things they potentially aren’t going to be able to do down the road, driving being a big factor for them. Probably because adults, have had more life experiences and things and realize the stuff that they’re having to give up as they get a little bit older anyway, the thought of losing a driver’s license and losing some independence is probably greater depression for them than for young people, but certainly depression is not exclusive to older adults with vision loss.
Thanks. Okay, so we’re getting a bunch of questions about financial support available for vision rehabilitation services and devices. How much do these services cost? So, Mark, maybe you can talk a little bit about that?
Typically, insurances will pay for part of the low vision evaluation because the person does have a medical diagnosis, but they do not typically pay for the evaluation of devices. Medicare in particular does not pay for refractions or low vision refractions. It depends a lot on the age of the person, as to who the funding source may be, how much is going to be covered. Certainly young people in school, with the Individuals with Disabilities Education Act, the school system if there’s an IEP, the school will be charged with funding the devices that the child needs for using the classroom. If it’s a working-age individual, you may have vocational rehabilitation who helps pay for the evaluation, devices, or the department for the blind or department of rehabilitative services in that state may pay for those things. But oftentimes for our older patients, which really is the greater percentage of people with vision loss, they’re paying for things out-of-pocket because there’s not a lot of funding for devices for our older population. Much of the evaluation is paid for by insurance—not all of it. And so, we do have a situation where—I saw one of the questions that talked about, you know, how do you run a service when you have to have grants and all those other things—and I think that’s unfortunately part of the reality of having resources available to help people who can’t afford to get these things on their own. Maybe it’s just asking people to donate their devices that no longer work, and then they can be provided to somebody who, you know, may be able to use an electronic magnifier, for instance, down the road or something but couldn’t afford it on their own. But it is a problem with getting things funded, probably, as well as we would like. I do also want to remind you that on the website that we talked about, there’s links to resources through federal agencies and state-based agencies, so I encourage you to visit the website, and the Vision Aware website can help you find resources in your area that can help you. 
On the topic of devices, a question, Mark: What options are available to help eliminate or reduce glare? 
Well, there are a variety of different types of filters that can be used to help with glare. It’s always interesting that people think that, you know, if I have glare problems, then I need to find, you know, something darker than a welder’s helmet to help me to see better. But many times if we just selectively absorb part of the visible light spectrum, people will see better, and instead of having this really dark lens, they have a lens on where you can actually see their eyes but they are able to keep their eyes open and function in bright lit conditions very, very well. So what we have to do is evaluate what works best, so that’s part of the low vision evaluation is to look at filters, to look at the specific filter that helps that particular individual function at their highest potential. Just darker glasses are not the answer.
Thanks. Okay, another question: What options are available for people with visual impairment who would like to drive? Are their certain requirements for obtaining a driver’s license, or what can they do?
So, unfortunately in the United States, we have 50 states with 50 different driving rules. And you know, I, who am somebody who works in a referral center and sees people from a variety of different states, I’m very frustrated when I have to say, “If you move to a different state, you could drive, but in your state, you can’t.” So if anyone else on this webinar has the ability to get that changed where we would have nationwide, vision requirements for driving, I would love to talk to you afterwards. In some states, the requirement is that you have to use a bioptic telescopic, so it’s a telescope that’s mounted to the top of spectacles to help people see far away things better. That was great technology, I think, in the past. At this point, because that telescope is used for way finding, for reading signs and things, and was really only used maybe up to 10% of the time, I think a talking GPS is probably a better option at this point for helping people with way finding that allows them to keep their eyes on the road, on the traffic around them, and they’re not distracted as they’re trying to look through a telescope for way finding purposes. But you have to find out in your specific state, do they allow driving with a telescope? Do they allow driving with reduced vision? Do they have discretionary review as we have in Iowa, where we can say, “Well, this person doesn’t meet the vision criteria for driving, but we still think they could drive safely, so please give them an opportunity to show what they can do.” And then they have a behind-the-wheel test to demonstrate they can drive safely, and they’re able to maintain driving privileges, which may be unrestricted or may be restricted just to local driving or to daylight driving, those sorts of things. But it’s a frustrating situation right now where people are unable to drive in their state but could drive in other states, and obviously not everyone wants to move. 
So the other thing to think about is we have all these smart cars that are coming out, and so as I think about driving, you know, for 40 years or more, we know that people have driven adapted cars who are amputees or paraplegics, and that’s an accepted way in the world for people to be able to drive. So, as we have smarter cars, is that going to be another option for our patients who are visually impaired to be able to get out there and start driving? And, of course, Google and Cadillac and a few different people are working on the driverless car, the autonomous car, and so that will be coming, as well. I feel that people who aren’t qualified to drive right now are not without options that are going to be coming really over the next 3 to 5 years. I think there’s going to be more and more options. And we just need our state motor vehicle departments to start embracing the fact that there is technology that can help people to drive safely, and it’s different than maybe what was used over the last, you know, 30 or 40 years.
Thanks. That’s very helpful information. So, another one that came in: How can I, as a health professional, help my patients get referrals to a low vision specialist, and how can I ensure that he or she gets the help and resources that they need?
One of things would be to make sure probably to talk to the provider that you were going to refer them to, to make sure they are able to provide comprehensive low vision care. You can ask that particular person’s eye care provider, or you can check with the state, you know, optometry or ophthalmology associations, or you can go to different resources that are online: Doctor Finders, The Academy of Ophthalmology, or the American Optometric Association, which list people who provide low vision care. And I think it’s really communicating with that provider of the things that you’re concerned about for your particular client. You know, these are the things we’re trying to help this person with, these are the specific questions or concerns that we have. And establish a relationship with that provider to get those questions answered.
Okay, and one more question: How can my patients obtain adaptive and assistive devices and software? So, where can people go to find these resources?
I think that the problem with just finding them, you can find them on websites and things, but is it the right thing for the person? So I think that it starts by having a low vision evaluation. So, too often, we have people who are, you know, buying things that sound good on the Internet, you know, because advertising makes everything sound good, and then they get those devices and they don’t work for them because it’s really not the right power or not the right type of device. I think that the starting point would be to have a clinical evaluation and then work with either a rehab agency if there’s a need for training with different devices or different software programs. For instance, there’s a screen-enlarging and document-reading program that you can get a 60-day free trial for that, so that would be an option that you could get online; you can use the software built into the computer. So people who just need a little bit of help, that may be a good option. But really, to not just spin your wheels trying a bunch of things and becoming more and more frustrated because they’re not working for you—it’s better to have the clinical evaluation, which helps drive the types of resources that are going to be and sorting out the types of resources that are going to work best.
Great. So, another question: How can I, as an eye care provider, become trained in low vision, other than beginning a residency?
Well, certainly there are options with education—the Academy of Optometry has education. The Academy of Ophthalmology has different education programs. So I think going to educational meetings, maybe finding somebody who could be a mentor, maybe you could go observe a practitioner for a few days and work with them, so that you have a starting point to begin providing care. I think the most important thing is the desire to do it. Obviously, some knowledge to know what you’re doing and some training, a mentor to help you with that, but the biggest thing is just to start doing it. Once you have those basic things, you just have to start providing care. And as you provide it, you’re going to become better at providing it as you work through the problems that different people have. But I don’t think it’s required that you do a residency. Certainly that would help, but that’s not going to be the best option for everybody to do that.
Okay. And we got another question asking to repeat some information about the prevalence data that we have on people with low vision. This data came from Prevent Blindness America and the National Eye Institute, and it’s based on U.S. Census information. All of this data is available on the National Eye Institute website, so you can find this and other additional information, breakdowns of sort of audiences, and different eye diseases. So you can visit our website at www.nei.nih.gov, and there’s a link to statistics and data, and you’ll be able to find the full report and pull all of this information. So hopefully that helps. I just also want to see again before we start wrapping up if there’s any questions on the phone.
My question had to do with low vision referrals because I run many programs throughout the Washington metropolitan area of people over 65, and the whole concept of going for a low vision exam at this point very much comes from self-referral. If they can do this—of course, they can—they’ve expressed that they found that either their primary care ophthalmologist or their retina specialist really just wants them to see somebody without giving them any criteria, or not necessarily an awful lot of guidance. Is there some way that there is any oversight with regard to the word comprehensive low vision exam, rather than just somebody that’s selling magnifying devices?
I don’t believe there is any oversight for that. I think that you, as somebody who helps consumers find providers, could develop a resource list of people that you know provide good care, so you can give your clients a list of people that you know in the D.C. area who, you know, aren’t just selling magnifiers, they’re providing comprehensive care. I think that’s probably the best way to develop that list. So, you might send out a message to these providers, you know, “Let us know what type of care you provide, “ “Are you interested in being on this list?” That sort of thing. And so, it just helps provide resources for your area.
I thank you. Just my last part of that is do either of the oversight organizations for ophthalmology or optometry—I know that they have a questionnaire, and they say, “Do you provide low vision care?” Someone just says yes or no. Is that correct?
That’s correct. There’s no mechanism by which those people’s offices are evaluated to see if that in fact is true.
Okay. Thank you very much.
You bet.
Hello, I hope I’m not repeating anything because I had to step out. I came back in right on the tail end of your telling someone that getting a residency and studying low vision in depth is not necessarily the route they have to go. Did I understand that part right?
Yes.
Okay. I was wondering if you had talked about going to professionals that are certified under ACB or AP yet?
I did not talk about that.
Okay. I didn’t know how you felt about it or if that’s recommended if you’re referring a client to try to look for a place that has certified low vision professionals, or if you really think that that’s necessary.
Well, certainly people who have gotten extra certification have made the commitment to do more training and to maintain their certification, so if that person is available in your area, then I think that’s great. If there’s somebody who’s not certified that is providing good care, then I think to not go to them and to travel a greater distance, which is always difficult for people with low vision impairment, that’s going to be problematic. So it’s not going to get them the services that they need. And so that’s the best I can say to that. Certainly, certification is an important thing, and it’s helpful to go to someone who’s certified, but if there’s somebody providing good service in your area who isn’t certified, I think the good service overrides the certification.
Okay. Thank you very much.
Great. Well, in the interest of time, I think we’re going to have to end here, but I want to thank you all for such great questions and Dr. Wilkinson for answering those questions and providing such great information about vision rehabilitation and low vision. I just want to remind everybody to please visit our website to find more information. Our contact information is in the slides, also, so feel free to contact Dr. Wilkinson, Rosemary, or myself, and we’ll be very happy to help you. 
1

