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Goal
The European Blind Union wants to develop a concrete response to the challenge of ageing of the European population that leads to an increasing prevalence of age-related sight loss. It will be essential that society and governments are aware of the threats to the quality of life of older people with sight loss and of the high costs if these threats are not averted. Therefore governments need to be able to deliver cost effective rehabilitation solutions that: target the specific needs of these older people with visual impairment, support rehabilitation, facilitate less reliance on expensive health and social care support and reduce the need for supported or residential care. 
In this paper the magnitude of this challenge is supported by figures and specific problems of visually impaired older people are addressed (multimorbidity, psychosocial problems). The role of health care professionals is highlighted (early recognition, prevention, referral) and rehabilitation considerations are suggested that deviate from conventional interventions for younger (adult) people with a visual impairment. Recommendations for service provision are offered, divided into three themes: (1) how should rehabilitation services be offered; (2) what rehabilitation services should be offered; and (3) where should rehabilitation take place.

With this paper EBU underlines the necessity for governments and health care professionals to take measures that will increase self-reliance and quality of life of older people with visual impairment. EBU advocates the setting up and maintenance of rehabilitation models specifically aimed at older people with acquired sight loss. 
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Introduction
The term ‘visually impaired' is used to indicate blind plus partially sighted people together. Partially sighted and low vision are used as equal indication of limited sight. The abbreviation VIP is often used to refer to a visually impaired person. In this paper we will speak about VIOP when referring to a visually impaired older person and VIOPs in plural. In most European countries ‘older’ refers to people in the age group of 65 years and older.
The predominant group of people with sight loss is over 70 years of age. Sight loss is often age related and the majority have a condition called Age-related Macular Degeneration, AMD.  Within this age group there is a relatively low referral rate. Part of the difficulty is that sight loss in older people is not being recognized as a disability but rather as a part of getting old and that the perception of sight loss often is decided by younger people for younger people.
Europe has a total population of about 850 million people, and it comprises an area covering 15 time zones and 54 countries. Europe has 19 of the world’s 20 oldest countries in terms of population age and is predicted to see its populations continue to age to much higher levels over the next 25 years.  According to the Population Reference Bureau nearly 25 percent of people in the European Union in 2030 will be above age 65, up from about 17 percent in 2007. As much as 10 percent of Europe’s population could be above age 80 by 2050.
Based on global estimates of Resnikov (in Bulletin of the WHO, Nov. 2004) it may be estimated that the prevalence of visual impairment (blindness + low vision) in Europe is 1,75% for the total population. About 15 million people in Europe are visually impaired. In the Netherlands 79% of all visually impaired people are 65 years of age or older. If this estimate is also true for the rest of Europe, then there are about 12 million VIOPs in Europe. (Worldwide more than 82% of all VI people are 50 years of age and older). The prevalence of blindness rises sharply in people aged 50+ and increases 3-fold in each decade over 50 years. The prevalence of visual impairment and blindness increases rapidly after about 70 years of age.
In the Netherlands (AMD) ranks as the major cause of blindness and low vision in the elderly and is followed in descending order by glaucoma, cataract and diabetic eye disease. In contrast to the circumstances in Western Europe, cataract ranks as the leading cause of visual impairment among older people in Bulgaria, Armenia and Turkmenistan, and in the latter two countries uncorrected refractive error represents another one of the four most common causes. Sadly, blindness is often accepted as an inevitable consequence of ageing in these regions. The threat to sight and blindness itself is not a priority and healthcare for older people is often neglected. Experiences, services, funding and attitudes towards VIOPs will be different across Europe. The concept of prevention of visual impairment has yet to be accepted in eye care services throughout eastern regions of Europe (according to dr. Ffytche in Ageing and Ophthalmology). Available statistics (Vision 2020) indicate that prevalence of avoidable blindness generally increases going from west to east. Avoidable blindness is defined as blindness which could be either treated or prevented by known, cost-effective means.
With a loss of vision will often come reduced mobility, reduced access to information, reduced self-regulating capacities, poor confidence to go out alone, resulting in social isolation, reduced physical and mental health, all leading to a downward spiral of dependency. 

Older People with Acquired Sight Loss – It’s Not Just the Eyes
As mentioned, the most common age-related eye diseases are (AMD), cataract, diabetic retinopathy and glaucoma. Most of these eye diseases do not lead to total blindness but to low vision, which means that even with regular glasses, contact lenses, medicine, or surgery, people find everyday tasks difficult to do. 

Many eye diseases are known to be age-related where the incidence of the disease increases with age, that is, eye disease is more common as people grow older. Ageing is a significant risk factor for eye diseases such as cataract, refractive error and AMD. Age is also a risk factor for diabetes and its vision related complication, diabetic retinopathy.

In their study Kirchberger et al. (2012) found that in a German 65+ population an eye disease is the second most prevalent chronic condition (38.1%). More prevalent is hypertension (57.9%), less prevalent are heart disease (25.8%), diabetes mellitus (16.8%), joint disease (16.2%) and lung disease (10.3%).  
Impact of vision loss
Vision loss and blindness are known to have a cumulative negative impact on quality of life of older people. Blindness and vision loss adversely affect the productivity of older people through premature retirement or inability to work and reduced ability to contribute to family life. Older people with good vision are more able to continue their productivity in employment, community and family life.

Ageing and vision loss have a compound impact through:

· Reduced ability to access information and health services.
· Increased risk of depression and anxiety (twice as high as in the non-visually impaired older population) and loss of self esteem.
· Loss of independence for self-care, daily activities and mobility. Age-related vision impairment has been found to be closely associated with significantly lower everyday competence, as visual capacity is a critical prerequisite for such behaviours.

· Reduced social participation. Some studies show that vision loss does not affect the experience of loneliness dramatically, though others find an increased risk of loneliness. 

· Increased risk of falls and domestic accidents.

· VIOPs have shown evidence of diminished well-being. However, the so-called “well-being paradox” in old age (concerning adaptive resources to maintain well-being even under adverse conditions) may also apply to VIOPs.
· Vision impairment is associated with decreased life expectancy among older people, even in high income countries.

· Vision loss at old age leads to a decrease in quality of life and happiness. 
Multimorbidity / comorbidity
Multimorbidity is defined as the co-occurrence of two or more chronic medical conditions in one person. Comorbidity refers to the co-occurrence of one or more diseases in relation to a specific index condition, in our case an eye disease. So, on the whole we speak of multimorbidity, but from the viewpoint of an already existing eye condition we speak of comorbidity when it comes to other accompanying diseases.  
Multimorbidity is associated with reduced health outcomes including functioning and quality of life, more complex clinical management, specific health care needs and increased health care costs. The prevalence of multimorbidity is almost 60% in the ageing population. 
Co-existence of other health problems is an important barrier to older people accessing eye health care. Co-morbidity of visual impairment and blindness with other illness or physical disabilities works as a barrier in several ways: 

· further adds to the difficulty for mobility and the need for assistance to attend eye health care clinics;
· can reduce an older person’s strength and physical capacity to undergo surgery or treatment and to self administer eye-drops or other medications;
· may change  the priority of eye health for an individual and loss of vision may not be regarded as important for treatment, compared to other health issues or the effort of having the treatment.
According to Canadian research, vision loss is one of the five types of chronic illnesses that contribute largely to disability in people aged over 65 years, next to foot problems, arthritis, cognitive impairment and heart problems. Other common or important problems are hearing impairment, chronic obstructive pulmonary disease (COPD), falls and hip fracture.

Eye diseases tend to co-occur (in pairs) most often with hypertension, with diabetes, with joint diseases and with lung diseases. One study showed that the high prevalence of comorbidity means that VIOPs over age 80 on average have 4.5 medical diagnoses and 6 prescribed medical drugs per person. 

Impact of multimorbidity
Several studies show that among VIOPs on average 75% report having at least one other condition in addition to their eye disease. Different chronic conditions have a different impact on health-related quality of life. Moreover, the combination of certain conditions may cause an additive or synergistic effect. So, in addition to their visual impairment VIOPs may suffer from several other conditions. For example:

· Stroke can lead to weakness, co-ordination problems, locomotor difficulties and problems of communication and continence.

· Coronary heart disease may lead to heart failure, angina or myocardial infarction.

· Diabetes - complications that can contribute to disability in a variety of ways, e.g. the contribution of diabetic neuropathy to poor mobility may be underestimated.

· Alzheimer's disease is the most common neurodegenerative disease. By the age of 85 years, 30% of the population has Alzheimer's disease.
· Urinary problems can be disabling, particularly if causing incontinence.

· Depression is often the result of disability but it also makes disability worse. 10-15% of people aged over 65 years living at home are depressed.

· Visual loss is associated with an increased risk of falling.

· Hearing and visual impairment increase the risk of social isolation and resulting depression.

· Falls are associated with injury, pain and loss of function. The prevalence of osteoporosis in the elderly population means that falls are more likely to result in fractures.
Impaired vision and impaired cognition are independent risk factors for disability in activities of daily living and mobility tasks. Individuals with coexisting visual impairment and cognitive impairment are at high risk of disability, with each condition contributing additively to disability risk. When visual or cognitive impairment is present, efforts to maximize the other function may be beneficial. In general multimorbidity leads to an increased complexity of care systems. 

Because of their interdependence the co-existence of vision and hearing loss (dual sensory loss) needs special attention. The overall psychosocial situation of those with dual sensory impairment, which affects about 20% of those 70 years and older, has been found to be worse than for those with single impairments, particularly in everyday functioning. Both sensory impaired groups show poorer subjective health compared with the unimpaired older population. 
Consistent with the well-being paradox (Kunzmann et al., 2000; Schilling & Wahl, 2006), the sensory impaired groups show no pronounced differences in well-being-related indicators, demonstrating that older adults, including those with chronic conditions, have considerable psychological resilience for countering functional loss. Nevertheless, those with dual sensory loss report the lowest satisfaction with life, environmental mastery, and positive affect. Together with the health and everyday competence findings, it appears that this group carries the highest psychosocial burden.
Consequences for service provision
There is a relationship between eye disease and having a lower quality of life which emphasises a need for emotional and psychological services for not only the patient but family and caregivers as well. VI individuals are more functionally impaired, they have reduced access to leisure activities, and significantly more co-morbidities as a result of their eye disease. This leads to greater dependence and associated costs. As chronic eye diseases progress, direct non-ophthalmologic costs increase creating the focus on preventing vision loss progression through individualized screening and treatment programs. Vision loss progression from normal vision to blindness increases the odds of depression and other co-morbidities along with greater long-term care utilization, skilled nursing facility admissions, and longer average lengths of stay at acute hospitals which all drive up total costs.

A study in the USA showed that eye-care costs or lack of insurance and perception of ‘no need’ were the most common reasons for not seeking eye care. Among the older population (> 65 years) the most common reason was no need. A possible reason for this is that older people might regard vision impairment as a normal part of ageing. Regardless of age, men were more likely than women to report no need to seek eye care and women were more likely than men to report cost or lack of insurance as their main reason.   
Informal care makes up a large component of indirect costs as patients report utilising more informal, unpaid care from spouses and other family members. This will have strong implications and become a greater burden on future generations.  But a problem still exists as the ageing population is rising dramatically yet there are more adults than ever who are single and living alone which may mean less informal care for the visually impaired.
Because ophthalmologists (like other sub-specialties) have limited time per patient they mainly concentrate on the eyes and less on the broader aspects of health. It has been reported that clinicians find it difficult to appreciate the impact of low vision on quality of life. Therefore, it might be helpful for ophthalmologists to understand that low vision and specific coexisting conditions cause a measurable extra burden or even a rapid decline in quality of life. It is recommended that ophthalmologists actively ask visually impaired older patients about their musculoskeletal conditions, COPD/asthma and consequences of stroke, and to continue referring patients with low vision to rehabilitation services. A rehabilitation intervention or a specific referral to another sub-specialty may be of benefit for the health and vision-related quality of life of the patient and for the involvement of ophthalmologists in their patient's general health.
It is confirmed that loss of everyday functioning is a major characteristic of age-related vision impairment relating to survival. Therefore, investing in maintaining everyday functioning in vision impairment-specific rehabilitation programs seems absolutely crucial. Furthermore it is known that peer support groups have a positive effect on quality of life. For those with dual sensory loss, social communication training and reductions in negative-age stereotyping in the social environment are of great importance.
Knowledge on comorbidity should be an integral part of the education of all kinds of professionals working with visually impaired older people. After all, a multidimensional approach to the understanding of sensory impairment and psychosocial adaptation in old age reveals a complex picture of loss and maintenance.
Integrated provision of services should be a focus so that a timely diagnosis can be reached in order to start timely personalised treatment. Prevention, diagnosis, treatment, rehabilitation, and emotional support should all be services that are integrated into care for VIOPs as prevalence and societal trends will produce a large clinical and economic burden across all levels.

Rehabilitation 
The most important aim of this position paper is to enhance participation of ageing people with sight loss. The traditional definition of rehabilitation is insufficient to encompass the complexities of sight loss in older age and therefore a broader, more comprehensive systemic approach is required which is not just about skills training. 
Our definition of rehabilitation can be divided into three elements: 

- The first is at the level of restoration (recovery of a (visual) function in terms of the International Classification of Functioning, Disability and Health (ICF; WHO, 2001), e.g. neuro-training in increasing visual field in people with hemianopia). 

- The second involves skills training which is about learning new skills to compensate for disabilities that result from sight loss, e.g. skills to enable people to use adaptive technology, to get access to information (incl. ICT-skills), low vision aids, orientation and mobility training. It also includes training or use of techniques for maintaining contacts and a social network towards combatting loneliness and isolation. 

- The third element is that of adapatation of the environment - this includes changes in the physical environment (e.g. lighting) as well as the social environment (working with relatives, professionals and care givers). It also includes how the society in which a person lives, contributes to their functioning - transport, financial support, personal assistants, etc - the welfare system.
The challenge for rehabilitation is turning a potential downward spiral into increased independence and engagement in the wider society.  This demands an examination of the barriers commonly experienced by VIPs in the light of those aspects of personal characteristics and specific demands of the rehabilitation process outlined by Dodgson (thesis, 2013).

· Resilience - understanding and using this within the rehabilitative programme.
· Information processing - the changes associate with ageing,  how this is often assumed to be memory loss and how this can be capitalised on within rehabilitation programmes.

· Learning - the issues related to learning new tasks, e.g. relevance, experience and problem based etc.. (Maintaining intellectual stimulation and challenge, using experience, maybe in a voluntary capacity). See annexe 2 for how to to adapt rehabilitation services to learning preferences of ageing people with visual impairment.
· Wellbeing - depression - links to sight loss and ageing - Isolation - elderly and sight loss related. (dependence vs. independence; social engagement vs. isolation).
· The ageing process - older people's perception of what old age is and how they can be supported to challenge stereotypes and understand the impact of ageing.
This situation is further challenged by the level and nature of health and social service provision within each European state.  Under the current situation in Europe many health services are funded and driven by output targets, often based on isolated factors that don’t take into consideration the co-morbidities experienced by many older people who live with diabetes, stroke, arthritis and many other conditions in addition to vision loss which itself often renders people more susceptible to falls and mental health issues such as depression. The physical environment in which older people live has a major impact on their ability to move about safely, engage in social and leisure activities and on their quality of life. For many people vison loss impacts on social networking opportunities in a negative way and they become more physically and emotionally isolated from others. For some, even the most supportive families find it difficult to understand the complexities of vision loss and its impact, so very often space needs to be created for conversations between the person experiencing vision loss and a professional, and between partners and families before space can be created for rehabilitation that is effective. 

Assessment of a persons’ functioning therefore needs to be comprehensive and include at least:  ocular history, personal care, psychological impact of vision loss, mobility, home management, environment, communication, health factors in addition to vision loss, living situation/support system/service provision and engagement in leisure/social activities. 

Priority issues should be identified by the individual and their performance of certain tasks measured alongside their satisfaction with their own performance.  The result of this approach is that where a person struggles with a particular task but has no interest in or need to increase their score, resources are not wasted on interventions that are superfluous and are focused on the issues identified by the individual as being most important to them.    

Following assessment the level and nature of intervention can be graded along a continuum from one-off, very low level intervention, to ongoing work with a person and their family over a long period of time at a number of different levels, relating to various aspects of their lives. 

Rehabilitation covers a multitude of potential activities, interventions and encounters, between people – the outcome of which is intended to be some change in a person’s capacity to perform certain tasks, to cope with a particular situation and should open up possibilities for an improved quality of life. In the same way as language continuously seems to evolve in relation to disability (among other things), “rehabilitation” work with people with vision loss, has moved over time. Alongside the evolution of technology and the increasing expectations of people to have full access to both physical environments and information, there has been a change in what people want to be able to do and where they get their sense of fulfilment from. People with disabilities are now recognised as citizens of the communities in which they live, with rights and responsibilities rather than merely recipients of care, who should be grateful for whatever goodwill is handed to them.  
All  EU countries have signed the UNCRPD: United Nations Convention on the Rights of Persons with Disabilities. The purpose of the Convention is to promote, protect and ensure the full and equal enjoyment of all human rights and fundamental freedoms by all persons with disabilities. It represents a significant change in approach: it treats disability as a human rights issue, rather than only as a social welfare matter. The concept of disability enshrined in the Convention refers to long-term physical, mental, intellectual or sensory impairments which, in interaction with various barriers, may hinder full and effective participation in society on an equal basis with others.
Also VIOPs want to be able to use the latest smart phones, access the internet, connect with family abroad on Skype or email and, even where confidence and capacity to go out and about may be compromised, they want to be part of their chosen network of people, social connections and activities. Rehabilitation has therefore moved beyond, but still includes, traditional models of orientation and mobility and independent living to embrace new opportunities through technology while holding onto the values of peer support, group and one on one training  and maximising potential. 

Rehabilitation outcomes for older people, which they have an input into defining, should be part of any rehabilitation service, and in particular for older people – many of whom, due to changing demographics in Europe and the current causes of most sight loss, are engaging with services for the first time in later life. Models of rehabilitation should be evaluated, reviewed and revised as an integral part of the rehabilitation process and continue to reflect the needs people seeking it and the evolution of the society of which people with impaired vision continue to contribute to as citizens. 
A structured approach to rehabilitation
Sight is the most important sense we possess in understanding our environment and any loss of sight has an impact on our quality of life although individuals may be slow to recognise such impact where the sight loss progresses slowly.  It may be delayed because of a general acceptance of functional loss across sight, hearing and mobility as a natural accompaniment of age.  Awareness may only become inescapable when an individual meets a situation where their sight is inadequate; something as simple and everyday as reading the newspaper.  It gradually presents an increasing impediment to a range of everyday activities as the condition progresses.  Reading, driving or using a computer can all be made more difficult or impossible. At a more severe level of sight loss, independent mobility becomes a challenge.

Dealing with these obstacles needs external intervention in the form of equipment and training but the rehabilitation process in relation to older people is made more difficult by frailty and tiredness, lack of confidence, poor motivation and the degenerative nature of sight loss and memory loss; all potential accompaniments to the ageing process.  The complex circumstances of progressive disability with age cannot be understood by using the simplistic dualism of medical and social models.  They are no longer fit for purpose in an age when we are looking at joined up health and social care.  The International Classification of Functioning, Disability and Health (ICF; WHO, 2001) offers a way forward but the complex taxonomy that it provides is difficult to use intuitively and although it is a valuable tool for exchange of information between professionals it is less suitable for informing relatively informal interviews in rehabilitation situations. ICF describes an individual’s type and severity of impairment, potential for, and actual level of social activity.  It provides a shared terminology and structure that professionals can use to frame their perceptions of a  person’s condition and how they function in the wider society, with the option of presenting this as a numerical code for the standardised exchange of information between professionals who may operate between different professional frames of reference.
The ICF structure and terminology is complex and would be difficult for a VIOP to follow in discussing their circumstances and possible rehabilitation options.  It is not the normal language with which individuals talk about themselves.  A more accessible presentation of ICF has been developed at Royal Dutch Visio which identifies the relationship between environmental factors and personal factors in determining an individual’s potential for increased engagement in activities and participation.
	
	Medical
	

	
	Functions
	

	     Environment:

· Physical

· Social

· Organisational
	Activities
	Participation
	     Personal:

· Personal background

· Personal History


Given an individual’s medical condition and functional impairment, the table above identifies, on the one side, physical, social and organisational aspects of the environment which impact on the individual in determining the activities available, and on the other side, the personal background and history that influences the individual’s capacity to participate in activities. The rehabilitation options, the activities, are part of the individual’s environment but it is only the individual who can take responsibility for participation.  
This version is easier for professional staff to use in conducting interviews with clients but may still be too complicated for the client to feel full ownership of the rehabilitation planning process. This is a particular problem in face to face work which requires negotiation with the person who needs to understand the basis for any course of action agreed with the professional. The priority in these circumstances is to identify difficulties that present a barrier to daily living and to assess what they can do realistically to overcome these barriers. A simpler model, the transactional framework, which was developed in the 1990’s in the UK and used subsequently in staff training in Ireland, has been modified to reflect the structure of the ICF. 
	
	Objective Concrete factors
	Objective Intangible factors
	Subjective factors

	Societal  factors
	Impact of physical aspects of the environment
	Organisational aspects of the environment
	Attitudes adopted by other people and their behaviour

	Individual factors
	Impact of medically described condition(s)
	Background and history of the individual
	Present confidence and self-esteem of the individual


The limitation to just six elements makes the framework easy to use intuitively in talking to a  person being assessed, to establish the functional impact of impairment and environmental factors that impact on their quality of life.

Central to this model as a rehabilitation planning tool is the need to regard the client, not as a passive victim of society but as an active agent negotiating their rehabilitation programme. The model recognises that having an impairment does not prevent an individual from being able to contribute to the benefit of others, it facilitates a process of identifying the individual’s particular requirements in terms of support by identifying the barriers they experience in day to day life. The focus for the rehabilitation worker is to assess the individual’s capacity, including self confidence, to deal with these barriers and the type and level of support and training that might be needed to increase this capacity. The transactional framework is complementary to the ICF in providing a relatively simple way of operationalising it. 

One of the strengths of the transactional framework is that it explicitly recognises the changes that occur in the relationship between the individual and wider society over the period of an individual‘s life.  The process from total dependence as an infant to being responsible for others as an adult and being involved in complex interdependency as a citizen and employee is a familiar path and we take mutual dependence as the norm, without thinking. Use of medical services for minor injuries, maternity and treatment for hay fever for example, are simply part of the civic environment in some countries; not considered an aspect of mutual dependence. With age, everyone reaches their highest level of functional performance and then falls from this level.  Sportsmen become slower and less well co-ordinated, most people have some deterioration of sight and hearing and with increasing age, many people develop arthritis, heart conditions and respiratory problems. The early stages of this process may simply require minimal intervention; new spectacles, a hearing aid or dental treatment. With time, for many, the interventions will become more obtrusive with medication for blood pressure or emphysema, needing recurrent hospital treatment or residential care. This sequence is widely viewed as “natural”. This background acceptance of a natural sequence makes it problematical to encourage older people to seek support and treatment to minimise the impact of conditions associated with ageing. 

Mobility difficulties may be a consequence of a health condition but a badly designed built environment or inadequate public transport can make the impact of a mobility impairment much greater. The evidence of older people with mobility difficulties living in isolation, perhaps seeing another person only once a week, has been presented over a number of years by EBU members. The link between isolation and depression is well established and it is older people who are most exposed to this risk  and, if suffering from depression, are less likely to access support services that may improve their situation. In these circumstances, the local provision of services, including rehabilitation services, is important if they are to be accessible to older people.

The physical environment is not the only barrier that VIOPs face. Across Europe regulations with regard to pensions and benefits vary enormously but appear to have complexity as a common feature so that many older disabled people do not receive their full entitlement. Equally, many older people after a lifetime of working are reluctant to apply for benefits that help to meet the additional cost of impairment because of a current negative attitude towards benefit claimants.

Clearly there are environmental factors, both physical and attitudinal, that have a greater impact on older than on younger people. Nevertheless, not all VIOPs accept these negative consequences of ageing. Adults who have been independent often resist dependence on children or strangers with a resilience developed through their life experience. The attitude of “I can manage” can give individuals the determination to maintain a high level of activity even if they require some rehabilitation, to follow it through. The same attitude can also have the negative effect of making individuals reluctant to recognise their need for some kind of support.

The extent to which an older vision impaired person is active or passive will, to a large extent, depend on underlying personality as well as their past experience.  These are factors from their background that cannot be simply removed or ignored.   Rehabilitation can only work in the present, to help individuals learn the skills to cope with their current situation. The task is about assessing and increasing the individual’s capacity which may need their self confidence to be enhanced and this is likely to be difficult with older people whose lack of self confidence may be the result of traumatic loss of sight and sudden dependence on other people. The problem of ageing is that behaviour patterns developed over decades are difficult to change in a short period. This would imply that programmes of rehabilitation for this group need to be based on long term activities rather than being time limited. 
Towards a new rehabilitation model
Although some people access rehabilitation services by making contact and referring themselves, the vast majority of people are referred to rehabilitation services via their ophthalmologist. This means that the relationship between health care professionals and rehabilitation service providers is key to successful outcomes for VIOPs. It is imperative that there is clear understanding of what rehabilitation involves and the difference that it can make to the quality of people's lives, among health professionals and the general public who all have a potential role to play in facilitating older people to access the services that are there for them.  

Following referral which may come from a person themselves or a professional, the first step will always be clarification of the request or identification of a person’s needs based on their prioritisation of the issues that arise for them as a result of their sight loss. The skills that are required for this first contact are skills in facilitating VIOPs to talk beyond the obvious often more physical issues. Also required is an understanding of how older people present problems or belittle their experience of sight loss in order not to be a burden or "put people out". Knowledge about co-morbid conditions and psychosocial issues is essential for professionals to facilitate this step. 
The next step in the model is that the professional reflects back to the VIOP their understanding of what they have heard the person say. Agreement is reached about this and then the professional uses their skills to unpack the needs identified and fine tune the issue – e.g. does the person want to be able to travel to the shop to buy something or find a way to have the shopping done - what is offered in terms of rehabilitation will be different. 

The physical environment and social environment will need to be taken into consideration – e.g. are a person's needs best met by engaging with peers in a social setting, attending specialist classes in using adaptive technology or accessing their local gym or community centre through use of a volunteer who may be a younger person or by attending professional counselling services. Within the broad definition of rehabilitation being put forward here, a wide range of engagement by an older person, which may include peers, volunteers and professionals as well as their own families, is most likely to have the best results in combatting the issues identified by the older person themselves. It also addresses the factors that are widely known to be associated with acquired sight loss in older age – e.g. social isolation, loneliness, low self esteem and depression. 

The needs of VIOPs differ from those in younger age groups in their objectives. There are also differences in learning preferences and learning strategies. All these need to be taken into account for designing the most appropriate rehabilitation context for VIOPs. For this purpose a check list may be used. (See Annexe 2).
Application of Existing Programmes
In addition to the traditional rehabilitation interventions there are examples of good practice in rehabilitation interventions specifically designed to address the rehabilitation needs of VIOPs. There are two already existing and proven programmes initiated by and developed with support of the EBU. 
One such example is the INTERGEN programme in which older people and young people learn from each other. Each generation has to deal with its own obstacles, but also has its own know-how. So how can we bring different generations together so that knowledge and experience are shared? Which tools and methodologies are best suited to this venture? The INTERGEN programme is being developed to look at how this can be achieved to link and empower junior and senior people with visual disabilities. Two resource documents from the project are now available in accessible pdf format: the ‘Workshop Organisation and Facilitation Manual’ and the ‘Skills Handbook’ both in English, French, German, Italian and Turkish. For more information check: http://www.intergenerations.eu/
Another example is the VISAL project which was based on a friendship enrichment programme, specifically designed for visually impaired older people. British and Dutch experts on visual impairment and ageing have developed a non-formal training course tailor-made to both the age-related and disability-related specific learning needs of VIOPs. The course has been piloted in Austria, Croatia, Slovakia and the UK. Information on the project is available in English, Austrian (German language), Slovakian, Croatian and Dutch. For more information check: http://www.visal-project.eu/
Another (national) example is a specifically designed physical exercise programme for older people that originated in the Netherlands (Alma et al., 2013).  
Recommendations for service provision
How (1), what (2) and where (3) should rehabilitation services be offered to VIOPs? A logical consequence of what has been said in this paper is that we suggest that VIOPs need to be included in the making of ‘their’ rehabilitation model and what it means to them, as traditional rehabilitation models are created by younger people for young people. Nevertheless we collected some recommendations related to service provision to VIOPs. 
(1) How should rehabilitation services be offered to VIOPs?

· Marketing and awareness in society and amongst professionals working with VIOPs are very important just as the relationship of  rehabilitation service providers with ophthalmologists as main referrers. 

· Given the prevalence of comorbidity, rehabilitation services for VIOPs should obviously be part of a care chain of service provisions for older people. That care chain includes opticians, general practitioners and practice nurses, ophthalmologists and optometrists, district nurses, carers in nursing homes, mental health  professionals and others.
· The needs of partner and family have to be taken into account and they should be involved in the VIOP’s rehabilitation programme.

· In rehabilitation services peer support is considered to be highly relevant (see the VISAL example) and is known to have a positive effect on quality of life. Support groups are important for this group to help each other e.g. through blind unions and periodic contact through peer support. Issues are, how to assist with declining social network and changes in lifestyle. 

· Intergenerational services (see the INTERGEN example) have proven to be useful. 
· Use of volunteers and informal care givers will have an added value.

· Tele-rehab (cost-effective) and welfare technology will become more and more important, also for the older generations.

· Staff training and background in working with older people is needed. Knowledge on comorbidity should be an integral part of the education of professionals working with VIOPs. A multidisciplinary approach is necessary considering the complexity of sensory impairment and of psychosocial adaptation in old age. 

· Professionals should be aware of the risk of over-emphasis on formal assessments which  may have negative impact on the willingness of older  people to accept services. 

(2) What rehabilitation services should be offered to VIOPs?
· There needs to be a clear focus on daily practice, with concrete goals based on individual requests/priorities.
· Memory training.
· Physical exercise, to improve strength and balance.
· Low vision assessment and training.
· Use of technology.
· Dealing with loss at old age.
(3) Where should rehabilitation services for VIOPs take place?
· The starting point is that rehabilitation services should be offered on a centre basis, allowing for interdisciplinary working regarding comorbidity and enabling group activity. This is expected to be more cost-effective for the growing numbers of VIOPs, however accessibility, transport and dependency are issues to be taken care of. Different funding regimes in European countries have an important impact on accessibility of rehabilitation. 
· Home based follow-up is sometimes necessary. Informal and social contacts are often needed. However, these  can be a challenge with regards to funding and how they affect the amount of time each individual receives and from whom. 
Annexe 1
Tables of statistics: 
	Region
	Year
	65 years or older
	80 years or older

	Europe
	2000
	14.7
	3.0

	
	2015
	17.6
	4.7

	
	2030
	23.5
	6.4


Source: A Tale of Three Cities (EBU, 2013)
Older people in percentages of total population

	Year
	
	Eastern Europe
	
	Western Europe

	
	
	≥ age 65
	≥ age 80
	
	≥ age 65
	≥ age 80

	2010
	
	14.4
	3.4
	
	18.2
	 5.2

	2020
	
	18.6
	4.5
	
	20.9
	 6.2

	2030
	
	22.2
	5.8
	
	24.7
	 7.5

	2040
	
	25.6
	8.4
	
	28.0
	 9.3

	2050
	
	30.3
	9.6
	
	28.6
	         11.4


Source: A Tale of Three Cities (EBU, 2013)

Prevalence of visual impairment at older ages - French research

	
	60-69
	70-79
	80-89
	90-99
	100+

	Low vision
	      3.06
	      5.92
	    14.10
	    23.13
	   33.71

	Blindness
	      0.21
	      0.09
	      0.91
	      4.73
	     3.27

	Visual impairment
	      3.27
	      6.01
	    15.01
	    27.86
	   36.88


Source: A Tale of Three Cities (EBU, 2013)

Annexe 2

Checklist to adapt rehabilitation services to ageing people with visual impairment

(Adapted from Andrea Nevins by Peter Verstraten, Royal Dutch Visio - 2014)
· Did you assess your learner’s needs to determine the learning objective(s)?

· Does your educational design reflect “need to know” rather than “nice to know” material?

· Have you adapted your materials and approach in addition to the visual impairment to address memory, hearing changes, information processing changes and external factors that influence the older learner’s ability to learn?

· Is your design problem-centred rather than subject centred? 

· Does your design allow for and expect your learner to take an active role in his/her own learning?

· Have you addressed all three domains of learning (cognitive, affective and practical) as they apply to your topic?

· Does your design employ a variety of educational techniques?

· Are your materials at an adequate reading level?

· Have you made it easier for learners to learn by providing take-home material that summarises your learning points?

· Are all your visuals visible or otherwise accessible for your visually impaired learner? 

· Have you considered how to make the learning climate informal, respectful and collaborative?

· Have you considered the need to involve family / informal caregivers in the learning process?

· Have you made learning fun? 
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