[image: image1.jpg]\7/
CARES




Blind Rehabilitation Program

CARES-related Planning Guidance

VISN Planning Guidance: March, 2003

Approach & Methods:

1. Blind Rehabilitation (BR) projection models were developed through the combined efforts of Rehabilitation Service program officials and the Office of the Actuary (OACT) in collaboration with the National CARES Program Office (NCPO).  

2. The model recommended is based upon prevalence models developed through the research of Dr. William Delaune (Research Scientist, Atlanta VAMC) for mapping the prevalence of blindness in the veteran population and through the input and efforts of the Visual Impairment Advisory Board (VIAB).  Prevalence estimates were linked to the CARES demographic VetPop databases by VISN, and projected blinded enrollees were estimated using the same market share penetration rates as the general veteran population.  Projections were based upon current actual (2001 baseline) utilization (BDOC per 1000 estimated legally blind enrollees).

Findings & Recommendations:

1. The attached spreadsheet shows the estimated numbers of legally-blind veteran enrollees (2001) and the projected blind veteran enrollees.
  In both 2012 and 2022, the estimated number of legally blind enrollees is increased by over 11,000 from current estimates.

2. Baseline utilization of BRC beds in VISNs with BRCs is approximately double that in VISNs without BRCs – 2,839 vs. 1,495 BDOC/1000 blind enrollees.

3. The proposed planning initiatives for the current cycle of CARES are summarized on the attached spreadsheet.

a. While the data could be used to justify increased beds across the system, the program focus in recent years has been upon outpatient rehabilitation services, such as VISOR, VIST, and BROS.  Therefore, attention to outpatient expansion of VISOR programs in VISNs without existing or proposed Blind Rehab Centers (BRCs) is recommended.  Outpatient initiatives should be included with the CARES category Outpatient Specialty Care.

b. Two new centers, which meet the 20-bed CARES planning criteria, are recommended in VISNs 16 and 22.

c. Restoration of full bed capacity in VISNs with existing BR Centers is recommended in addition to VISOR programs in VISNs without BR Centers.

4. A focus on the continuum of care (including low vision clinics) is also recommended.

Summary of Blind Rehab Planning Initiatives (PIs):

1. PIs in VISNs 16 and 22 are to develop new Blind Rehab Center in each of these VISNs.
  Location should be in a tertiary care center and reflect veteran enrollee population density.

Summary of Blind Rehab Planning Recommendations:

1. All other VISNs without a BRC should allocate their BRC workload to another VISN or VISNs with a BRC.  Based upon historic referral patterns, VISNs must inform the VISN(s) to which workload is being allocated how many beds are being allocated from the projected beds.

2. VISNs with one or more BRCs in existence are recommended to increase the bed capacity of these centers to the full mandated capacities.
  

3. VISOR programs are recommended in VISNs without BRCs or without a BRC PI.  Low Vision Clinics should also be included in the continuum of care.
  These may be considered under the Outpatient Specialty Care allocation of workload, or may be considered “off-line” using the space allocations as noted in Reference 6.  Supporting data is the caseload for BROS and VIST coordinators. 

Practical application and further planning guidance:

1. PIs can be considered based upon formally designated, NCPO sanctioned gaps.  

2. In addition, there are non-PI gaps, which the VISN will include in market plans, but without the documentation required for ‘official’ PIs.

3. The Special Disability ‘gaps’ are being considered at the VISN level, with models derived based upon enrollees’ county of residence.  

4. BR will not have workload entered into the IBM template.  Therefore, each VISN will need to take the workload projections, and using the Space Calculator determine (“off-line”) how much space will be needed.  Then, in the Manage Space section of each of the categories, the VISN will indicate the space changes (construction, convert vacant, etc.).  The requirement to be within 25% of the Space Driver has been lifted for these categories.

5. Questions relating to: 

a. Blind Rehab program issues should be referred to Dr. Lucille Beck, 202-273-8578/273-8482 or 745-8278.

b. Special Disability PIs should be referred to Dr. Barbara K. Chang, 202-565-4282.

c. IBM Template a space drivers should be referred to Jill Powers, 678-523-5793.

d. Population-based (by county of residence) distribution of blind veteran enrollees should be referred to Dr. Allen Berkowitz, 202-273-5714.

� Reference: BR_v3_censuspolicy_changes-3-04.xls, Exhibit 2.


� Reference: BRC PI Summary-rev3.


� Reference: BR_v3_censuspolicy_changes2-28.xls, Exhibit 3.


� Note:  per the Director, Rehabilitation SHG, there is currently a 28-week waiting time for admission to a Blind Rehab Center.  In the baseline year (2001), there was utilization of 221 beds, with a mandated capacity of 238 beds.  VISNs that are at mandated capacity may disregard this recommendation.


� Ibid. Ref. 2.above.


� Ibid. Ref. 4.above.  While this recommendation does not constitute a PI, current waiting times and poor access to BRC care warrants that this recommendation be strongly considered as a strategic planning objective. The issue for CARES is that the bed space is available and planning should include the use of this space to meet projected demand.  There should not be a need for construction or renovation.


� See attached document “Blind Rehab Continuum of Care” (file: BR-Continuum of Care.doc).  Again, while this recommendation does not constitute a formal PI, current BRC waiting times and poor access to the continuum of BR care warrants that this recommendation be strongly considered as a strategic planning objective.  Space requirements may be found in BR-Continuum of Care.doc.
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