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ABSTRACT

Approximately 185 million individuals worldwide are living with low vision
(WHO, 2014). Evidence suggests that individuals with low vision may have challenges
with occupations such as activities of daily living (ADLs), instrumental activities of daily
living (IADLSs), social participation, work, functional mobility, and leisure activities
(Crews & Campbell, 2004). Individuals with low vision may have difficulty adjusting to
their vision loss, resulting in an increase in negative psychological outcomes such as
depression (Barstow et al., 2015). Individuals with low vision may seek out support
groups to connect with others with shared experiences and learn new ideas for addressing
occupational performance challenges. However, evidence suggests that factors such as
lack of structure and untrained peer leaders may lead to ineffective support groups
(Embuldeniya et al., 2013). Occupational therapy practitioners (OTP) may be
appropriately trained to address this issue. OTP have specific training to address
occupational performance challenges and knowledge about group process enabling them
to play a role in a support group setting. However, there are no specific and standardized
guidelines to support OTP in assisting with a low vision support group.

S.O.L.V.E. for Occupational Therapy Practitioners: Solutions to Optimize the
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Low Vision Experience is an evidence-based and theory-driven program designed to
clearly define the role of OTP in a low vision support group. S.O.L.V.E. aims to make
support groups immediately more productive and effective in improving occupational
performance and participation outcomes for individuals with low vision in the long-term.
S.0.L.V.E. was designed based on the Self-Efficacy Theory and best current evidence
obtained through a thorough literature review. S.O.L.V.E. consists of six 90-minute
sessions covering topics including general low vision information, use of the problem-
solving approach to identify solutions to occupational performance challenges, strategies
that make use of remaining vision and other senses, and information about group process
and effective communication skills.

S.0.L.V.E. aims to increase satisfaction in support group experience, increase
knowledge of group process and leadership, and increase perceived self-efficacy with
mastery of participation/performance challenges for group members. Long-term,
S.0.L.V.E. is expected to increase occupational performance and participation and reduce

mental health challenges of individuals with low vision.
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CHAPTER ONE: INTRODUCTION
Nature of the Problem

Vision loss increases in prevalence with age. As more people are living longer
due to health care advances, more people are living with low vision. It has been estimated
that about 13.5% of individuals 65 and older in the United States have low vision
(Schiller et al., 2012), and approximately 185 million adults worldwide have low vision
affecting their daily life (WHO, 2014). Older adults living with vision loss struggle to
perform daily activities (Crews and Crews, 2004; McGrath & Rudman, 2013). It is
challenging for adults with low vision to engage in typical activities that occur in their
homes and in the community without adaptations geared specifically for those with vision
loss. Individuals with low vision may seek out support groups in order to connect with
others experiencing similar challenges and find solutions to their difficulties. One of the
largest shortcomings of support groups is that peer leaders often lead them, rather than
trained health professionals (Embuldeniya et al., 2013). Evidence suggests that
occupational therapy interventions for older adults with low vision are effective in
improving daily activities (Liu, Brost, Horton, Kenyon, & Mears, 2013), leisure, and
social participation (Berger, McAteer, Schreier, & Kaldenberg, 2013). Therefore, the
input of occupational therapy practitioners (OTP) may be valuable in creating a more
effective support group experience. However, the role of OTP in a low vision support
group is not clearly understood and defined. One contributing factor to this problem is
that there is no manual or consistent approach to direct OTP on how to work effectively

in a low vision support group.



Contributors to the Problem
An evidence-based and theory-driven model was used to depict the factors that
contribute to the nature of the problem that S.O.L.V E. will aim to address in Figure 1-1.
Environmental factors, occupational performance challenges, psychological factors, and
group dynamics all play a role in the need for a program such as S.O.L.V.E. to make a

positive impact on individuals with low vision.

Prevalence of Low Vision

The primary population of this doctoral project is people with low vision.
Currently there are 135 million people around the world who have low vision (National
Eye Institute, 2018), which is the first piece of the left side of the problem model depicted
in Figure 1-1.Low vision is defined as, “permanent loss of vision that cannot be
corrected by eyeglasses, contact lenses, medication or surgical intervention or interferes
with the performance of common age-appropriate seeing tasks” (Vision Rehabilitation
Evidence-Based Review [VREBR] 2005, p. 10). Specifically, low vision is a visual
acuity of 20/70 or less in the best-corrected eye (WHO, 2012). The next element of the
model is that 65% of individuals with low vision are 50+ and the overall prevalence
increases with age (WHO, 2012; Smith, Bennett, & Wilson, 2008).

The next element of the model is that low vision is one of 10 leading causes of
disability in the United States (CDC, 2001). Thus, as age increases and visual acuity
declines, the level of disability may increase (McGrath & Rudman, 2012; Watson, 2001).
The leading cause of low vision is macular degeneration, with over 14 million Americans

impacted (Friedman et al., 2004; Smith, Bennett, & Wilson, 2008; Watson, 2001).
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Glaucoma and diabetic retinopathy are also two common causes of low vision (Smith et

al., 2008; Watson, 2001).

Environmental Factors

Linking 65% of people with low vision being over 50 years old leading to
increased disability, there are two moderators, co-morbid conditions and environmental
factors that impact this relationship. The most common co-morbid condition is diabetes
(66%), followed by cardiovascular conditions (54%), arthritis (49%), hearing impairment
(36%), depression (32%), and stroke (22%) (Barstow, Warren, Thaker, Hallman, & Batts,
2015). Older adults may also have multiple visual impairments (Watson, 2001) or dual-
sensory impairment (Smith et al., 2008). One study found that 18.8% of participants
screened positive for cognitive impairment and 27.7% had scores very near this cut-off
(Whitson & al., 2010). The environment can also perpetuate the experience of disability
for individuals with low vision (McGrath, Rudman, Spafford, Trentham, & Polgar,
2017). For example, inadequate lighting, glare, and low contrast can make functional
mobility and meal preparation challenging (Barstow, Bennett, & Vogtle, 2011; McGrath
et al., 2013; Crews et al., 2004). Visual distractions in the environment such as multiple
patterns may make it difficult to engage in leisure activities and meal preparation

(Barstow et al., 2011).

Low Vision and Occupational Performance
Due to the increased level of disability, perpetuated by co morbid conditions and

environmental factors, individuals with low vision may experience occupational



performance challenges in nearly all areas of occupation including activities of daily
living (ADLs), instrumental activities of daily living (IADLSs), functional mobility,
leisure, social participation, and work (Crews & Campbell, 2004). Individuals with low
vision may experience performance challenges with ADLs and IADLs (Crews &
Campbell, 2004; Servat, Risco, Nakasato, & Bernardino, 2011; Barstow, Warren, Thaker,
Hallman, & Batts, 2015; Schoessow, 2010; Blaylock, Barstow, Vogtle, & Bennett, 2015).
For example, individuals with low vision may experience challenges with ADLs such as
self-feeding due to difficulty seeing the food on their plates and dressing due to difficulty
with clothing selection and distinguishing between light and dark colors (Blaylock et al.,
2015). Additionally, individuals with low vision may experience challenges with IADLs
such as meal preparation because they cannot locate the ingredients, read the recipe, or
tell when their food is cooked (Barstow et al., 2015; Blaylock et al., 2015). Individuals
may also have difficulty with cleaning, laundry, financial management, and medication
management (Blaylock et al., 2015; Crews et al., 2004). Individuals with low vision may
also encounter difficulties with social participation due to difficulty recognizing faces
and/or decreased self-efficacy or embarrassment related to their low vision status
(Barstow et al., 2015; McGrath & Rudman, 2013; Servat et al., 2011; Coyle, Steinman, &
Chen, 2017; Crews et al., 2004; Teitelman & Copolillo, 2005; Schoessow, 2010).
Engagement in leisure activities may also be affected for individuals with low vision
(Teitelman & Copolillo, 2005; Barstow et al., 2015; Blaylock et al., 2015; Schoessow,
2010; Servat et al., 2011). Engagement in outdoor activities such as cutting the lawn or

doing yard work may be become difficult because individuals do not feel safe (Barstow et



al., 2015; Blaylock et al., 2015). Individuals with low vision may experience challenges
engaging in functional mobility both inside and outside, especially when navigating
stairwells, curbs, and driveways (Barstow et al., 2015; Crews et al., 2004). In general,
individuals with low vision may experience challenges engaging in various areas of
occupation in relation to independence and efficiency (Barstow et al., 2015). Older adults
with low vision are also at an increased risk of falling compared to individuals without
low vision (Barstow et al., 2015; Crews et al., 2004; Servat et al., 2011). The next
element of the problem is that these performance challenges may lead to a decline in
participation in occupations. For example, Crews et al. (2004) found that a smaller
percentage of older adults with low vision visit their friends compared to individuals
without visual impairment. Further, older adults with low vision are at a greater risk of

becoming socially isolated (Coyle et al., 2017).

Psychological Implications of Low Vision

On the other hand, the increased level of disability can also lead to difficulty
adjusting to vision loss and this adjustment difficulty may lead to negative psychological
consequences (Barstow et al., 2015). The most common psychological implications of
having low vision are feelings of depression and anxiety (Barstow et al., 2015; Crews &
Campbell, 2004; Kempen, Ballemans, Ranchor, van Rens, & Zijlstra, 2012; Servat,
Risco, Nakasato, & Bernardino, 2011; Teitelman et al., 2005; Van der Aa, Hoeben,
Rainey, van Rens, Vreeken, & van Nispen, 2014). Specifically, according to Crews et al.
(2004), the prevalence of depression among older adults with low vision is 70%. Further,

many individuals do not seek mental health services (Van der Aa et al., 2014).



Individuals with low vision may also experience feelings of anger, confusion, fear of
falling, and decreased emotional security (Servat et al., 2011).

Individuals with low vision may have difficulty recognizing faces leading to
feelings of embarrassment in social situations (Barstow, Warren, Thaker, Hallman, &
Batts, 2015; Teitelman & Copolillo, 2005). Individuals with low vision may also be at
risk becoming socially isolated due to inadequate social support (Coyle, Steinman, &
Chen, 2017). According to Coyle et al. (2017), individuals with poor or fair self-reported
health and low visual acuity were at a greater risk of being unmarried. Further, Coyle et
al. (2017) discussed how being unmarried can put someone at a major risk of social
isolation because marriage is one of the most intimate sources of emotional support that
one can have. Thus, those individuals with low vision who are unmarried may be at risk
of social isolation due to inadequate social support. According to Coyle et al. (2017),
encouraging social participation may improve health status, quality of life, and reduce
risk of isolation. The psychological implications may also lead to a decline in
participation. For example, fear of falling is linked to decreased engagement in
occupation (McGrath et al., 2013). Therefore, the performance challenges and the
psychological implications experienced with low vision can both lead to a decline in
participation in everyday occupations. For summary of psychological implications, see

Table 1-1.



Psychological Implications of Low Vision

1) Feelings of Depression and Anxiety

2) Feelings of Anger and Confusion

3) Fear of Falling

4) Decreased Emotional Security

5) Feelings of Embarrassment in Social Situations
6) Risk of Social Isolation

Table 1-1. Psychological Implications of Low Vision.

However, some individuals with low vision are able to experience emotional
adaptation by finding ways to adapt to vision loss and cope with negative associated
feelings by focusing on remaining abilities and using positive thinking (Barstow et al.,
2015). Some individuals with low vision are also able to reach a level of acceptance if
they are able to let go through use of cognitive strategies such as comparing their
situations to those who are less fortunate (Teitelman et al., 2005). Other contributors to
positive adjustment to vision loss include social support, adapting daily activities, giving
back to the community, having a faith outlet, and genuinely accepting their vision loss

status (Teitelman et al., 2005).

Components of an Ineffective Support Group Related to Peer Leaders
In addition to the complex challenges that may be associated with low vision,
ineffective support groups may further exacerbate the difficulties experienced by these
individuals. Hypothetically, individuals with low vision may seek out support groups to
create social ties with individuals with similar experiences and find solutions to their
everyday challenges. However, not all support groups are led in an effective manner
where there are strong bonds and mutual exchange of information. The first piece of the

right side of the problem model is that in support groups focused on chronic disease



management, peer leaders often lead the groups versus trained health professionals
(Embuldeniya et al., 2013). See Figure 1-1. Group peer leaders are those who are
experiencing the same chronic disease as the group members. Peer leaders often do not
receive any training related to leading a successful support group (Zordan et al., 2010).
Further, peer leaders may lack understanding of the complexities of chronic disease,
which may stem from lack of consultation or collaboration with a disease specialist
(Costello, 2013; Embuldeniya et al., 2013; Finlayson & Cho, 2011; Haggman-Laitila et
el., 2009; Hammarberg et al., 2014; Zordan et al., 2010). Due to inadequate knowledge of
chronic disease management, peer leaders may have a lack of knowledge about how to
teach chronic disease management strategies apart from their own personal experiences
(Costello, 2013; Hammarberg et al., 2014; Zordan et al., 2010). Since peer leaders only
have their own personal experiences to draw upon, they may not be able to provide
personalized strategies or techniques that align with the participants’ needs or be able to
adjust with the changing needs of the group members as the disease progresses (Costello,
2013; Embuldeniya et al., 2013; Haggman-Laitila et al., 2009; Hammarberg et al., 2014;
McCulloh et al., 1994; Frohlich, 2014). Further, group members may have different
lifestyles and personalities from peer group leaders, which may also make it challenging
for the peer leader to provide effective disease management techniques and support
(Embuldeniya et al., 2013). Another issue that stems from untrained peer leaders leading
support groups is that they may also have a lack of knowledge related to group process
and facilitation skills. Group leaders in general, whether they are peers or health

professionals, may have trouble establishing rapport with group members, due to poor
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communication skills, and/or a general lack of leadership skills (Embuldeniya et al.,
2013; Haggman-Laitila et al., 2009; Hammarberg et al., 2014; Hartwell, 2012; Zordan et
al., 2010). Lack of group facilitation skills can impact group dynamics and make
handling a domineering group member difficult (Costello, 2013; Haggman-Laitila et al.,
2009; Hammarberg et al., 2014; Hartwell, 2012; Kelly & Yeterian, 2011; McCulloh, et
al., 1994; Zordan et al., 2010). Peer leaders may experience difficulty establishing
relational boundaries with participants and risk becoming entangled with the participants’
challenges even outside of group meeting time or face a sense of personal rejection if
members drop out (Embuldeniya et al., 2013; Haggman-Laitila et al., 2009; Hammarberg

et al., 2014; Zordan et al., 2010).

Components of an Ineffective Support Group Related to Group Members

Separate from leadership struggles, support group difficulties may result from
group member dynamics. Group members may be in crisis and unable to offer help to
other members (Hartwell, 2012; Kelly et al., 2011). Additionally, there is the potential for
negative social comparison, the creation of a competitive culture related to whose
problems are worse, or the entire group becoming a complaining session instead of a
supportive environment for chronic disease management (Embuldeniya et al., 2013;
Hartwell, 2012). The problems that stem from having an untrained peer leader ultimately
may led to an ineffective support group, which then contributes to individuals with low
visions’ difficulty adjusting to vision loss, which leads back to the decline in participation

in occupations.



11

Approach to Address the Problem

S.O.L.V.E. for Occupational Therapy Practitioners: Solutions to Optimize the
Low Vision Experience is a theory-driven, evidence-based program designed to more
clearly define the role of OTP in a low vision support group, and to highlight the unique
skills that OTP can bring to the group to make the groups more effective and productive.
S.0.L.V.E. will target OTP by providing them with a manual for assisting with low vision
support groups. S.0.L.V.E. will also target individuals with low vision attending support
groups as the program will aim to address and improve occupational performance and

participation challenges that these individuals may be facing.
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CHAPTER TWO: PROJECT THEORETICAL AND EVIDENCE BASE
Theoretical and Conceptual Frameworks
Evidence supporting the involvement of occupational therapy practitioners (OTP)
in addressing occupational performance challenges in individuals with low vision informs
S.0.L.V.E. The main theory informing S.0.L.V .E. is the self-efficacy theory, which is

explained in depth below.

Self-Efficacy Theory
The low vision problem model is informed by the self-efficacy theory and is
outlined in Figure I-1. Self-efficacy, which is a belief in one’s ability to complete both
new and familiar activities successfully, explains behavior change in this model
(Bandura, 1977). The self-efficacy theory proposes four different ways in which self-

efficacy develops and is further pictured in Figure 2-1.

Mastery Experiences

Social Modeling/
Vicarious Experiences

Behavior Change

Social Persuasion

Monitoring of
Emotional and
Physical States

Figure 2-1. Self-Efficacy Theory: Mechanisms of Action.
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The first way that self-efficacy develops is through mastery experiences, which are
successful attempts at completing a certain activity. The self-efficacy theory proposes
that repeated successful attempts at activity completion build the belief in one’s abilities.
On the contrary, repeated failed attempts at completing an activity decrease one’s belief
in their abilities. This piece of the self-efficacy theory is depicted in the model as the
performance challenges those individuals with low vision experience as a representation
of a lack of mastery experiences. The second way that self-efficacy develops is through
social modeling or vicarious experiences, which occur when individuals observe others
who are similar to them succeed and they then believe that they have what it takes to
succeed at an activity as well. The third way that self-efficacy can develop is through
social persuasion, which occurs when an individual is persuaded to believe that they can
succeed at an activity (Bandura, 1977). These two pieces of the theory are depicted
through the pieces of the model related to the lack of training of peer leaders who lead the
support groups. Peer leaders have the opportunity to be objects of social modeling and
social persuasion, but in an ineffective support group, these pieces are missing.

The fourth element that plays a role in the development of self-efficacy is the
monitoring of one’s internal physical and emotional states. Emotional arousal states can
have an impact on an individual’s motivation and likelihood to engage in an activity. The
more that an individual can monitor their emotional state and reduce their levels of
emotional arousal, the more that they can reduce avoidant behaviors and increase the
likelihood that they will attempt a certain activity (Bandura, 1977). This piece of the

theory is depicted in the portion of the model that suggests that lack of adjustment to
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vision loss leads to higher levels of negative emotional states such as depression and thus,
a decline in participation in activities. Self-efficacy impacts an individual’s motivation,
emotions, and decisions, which determine whether or not an individual will attempt an
activity (Bandura, 1977). Higher self-efficacy leads to increased motivation, better
emotional coping, and ease of decision making. Thus, higher self-efficacy then leads to a
higher level of effort expended and persistence in the face of challenges, which ultimately
leads increased activity participation. Because of this, self-efficacy theory informs the
problem model since it may be challenging for the adequate development of self-efficacy
to occur in many individuals with low vision and in support groups.
Previous Attempts to Address the Problem

Some evidence suggests features of a support group that may be linked to more
positive outcomes. Occupational therapy interventions have been utilized to improve
occupational performance and participation outcomes in individuals with low vision
(Weisser-Pike & Kaldenberg, 2010). In particular, there is support for strategies that
make use of remaining vision, strategies that make use of other senses, and self-
management strategies (Weisser-Pike, et al., 2010). According to the evidence, there may
be some mental health benefits linked to participation in a self-management program or

group (Alma et al., 2013; Packer et al., 2009).

Components of an Effective Support Group
One solution to this decline in participation that individuals with low vision
experience could be attendance at a support group. Current evidence suggests that there

are several features present in an effective chronic disease support group. In particular,
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having a group leader with strong leadership skills plays a large role in the success of a
support group (Hartwell, 2012; McCulloh, Crawford, & Resnick, 1994). For example, a
successful group leader has strong communication skills (Haggman-Laitila & Pietila,
2009; Embuldeniya et al., 2013; Hammarberg, Sartore, Cann, & Fisher, 2014) and has
knowledge of the group process (Costello, 2013; McCulloh et al., 1994). A successful
group leader is also organized and able to carry out administrative tasks as well as
structure each group (Haggman-Laitila et al., 2009; McCulloh et al., 1994). Additionally,
a group leader should have a clear understanding of chronic disease and may also have
personal experience with the disease (Costello, 2013; Embuldeniya et al., 2013;
Hammarberg et al., 2014; McCulloh et al., 1994). In addition to a strong group leader,
some research suggests that a successful support group also includes the involvement of a
health care professional (Haggman-Laitila et al., 2009). An effective group actively
involves participants through the use of activities or homework (Haggman-Laitila et al.,
2009; Hammarberg et al., 2014). Additionally, in a successful group there are strong
bonds and a mutual exchange of support between members (Hammarberg et al., 2014;

Hartwell, 2012; Kelly & Yeterian, 2011). For summary of components, see Table 2-1.

Leader-Related General

1) Strong Leadership Skills 1) Involvement of Health Care Professional

2) Strong Communication Skills 2) Active Involvement of Participants (e.g.,
Homework)

3) Knowledge of Group Process 3) Strong Bonds

4) Organization

5) Understanding of Chronic Disease

6) Personal Experience with Chronic Disease

Table 2-1. Components of an Effective Support Group.
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Interventions for Improving Occupational Performance and Participation

Overall, there are a variety of intervention strategies available for improving
occupational performance and participation in individuals with low vision. However,
evidence is mixed and limited for most techniques in general (Weisser-Pike, et al., 2010;
Huefner, Kaldenberg, & Berger, 2008). Strong evidence exists for use of the problem
solving approach in both an individual and group setting to improve leisure and social
participation. The problem solving approach involves helping the client to define the

problem, set goals, find solutions, and evaluate outcomes. See Figure 2-2.

Define the Problem

Set a Goal

Find a Solution

Evaluate the Outcome

Figure 2-2. Steps of Problem Solving Approach.
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Client involvement is key in use of the problem solving approach (Berger, McAteer,
Schreir, & Kaldenberg, 2013). Positive effects related to activities of daily living (ADLs)
and instrumental activities of daily living (IADLSs) remained following intervention
especially with multiple training sessions in small groups (Liu, Brost, Horton, Kenyon, &
Mears, 2013).

There is moderate evidence to support combination of services in increasing
leisure reading and ability to perform leisure activities (Berger et al., 2013). Further, in
interventions that were personalized, participants experienced greater improvements in
ADL/TADL performance (Liu et al., 2013). There is also some evidence to support
training in low vision devices to lead to positive outcomes in participation (Liu et al.,
2013; Berger et al., 2013; Justiss, 2013). Overall, there is mixed evidence for home visits

and environmental adaptations (Berger et al., 2013).

Strategies Using Remaining Vision

Strategies that make use of remaining vision are among the most commonly used
interventions for improving occupational performance and participation in individuals
with low vision (Huefner et al., 2008). Making changes in natural, ambient, and task
lighting can help improve quality of life and occupational performance (Huefner et al.,
2008; Berger et al., 2013; Schoessow, 2010; Weisser-Pike et al., 2010). Ideal use of
ambient lighting would include transitions between rooms and minimizing shadows
around furniture, improving distance vision tasks such as maneuvering around the home
(Huefner et al., 2008; Berger et al., 2013). Task lighting supports near tasks, and should

be directed at the task and not the person, which may help with reading, writing, and
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cooking (Schoessow, 2010; Weisser-Pike et al., 2010). Use of magnification may help
facilitate certain tasks through use of a handheld magnifier or a variety of large print
items (Huefner et al., 2008; Schoessow, 2010; Weisser-Pike et al., 2010). Some evidence
supports decreasing glare with use of window shears, filters, no wax-polish, and
lampshades and increasing contrast (Huefner et al., 2008; Schoessow, 2010). Eccentric
viewing, which is use of remaining peripheral vision, may lead to an increase in
ADL/TADL and leisure performance (Liu et al., 2013; Berger et al., 2013; Weisser-Pike

et al, 2010; Huefner et al., 2008) For summary of strategies, see Table 2-2.

Strategies Using Remaining Vision

1) Increase/Enhance Lighting

2) Magnification

3) Increase Contrast

4) Decrease Glare

5) Eccentric Viewing

Table 2-2. Strategies Using Remaining Vision.

Self-Management Strategies

There is some evidence to support the benefits of participation in a low vision
self-management group for improving quality of life such as an increase in participation,
decrease in depression, overall increase in mental health, improvement in adaptation to
vision loss, and improvement in domain specific self-efficacy (Packer, Girdler, Boldy,
Dhaliwal, & Crowley, 2009; Perlmutter & Hussey, 2017). Use of the proper corrective
lenses, another self-management strategy, can improve performance in mobility, reading,
fall prevention, medication management, and facial recognition (Weisser-Pike, et al.,

2010).
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Strategies Using Remaining Senses

Tactile strategies such as safety pins on clothing and raised dots on appliances
may be used to increase occupational performance (Huefner et al., 2008; Schoessow,
2010). Auditory strategies may also be used such as making use of a variety of talking
items (Weisser-Pike et al., 2010; Huefner et al., 2008). Organizational strategies may
include avoiding clutter, establishing regular schedules, and organizing items
(Schoessow, 2010; Weisser-Pike et al., 2010). See Table 2-3. For example, individuals
can utilize time of day that vision is best and break down reading into small amounts of
time (Weisser-Pike et al., 2010). However, these strategies are not directly linked to
evidence that suggests that they improve occupational performance. There is limited
evidence related to interventions that can effectively address community mobility and

driving (Justiss, 2013).

1) Use of Safety Pins

2) Raised Dots

Auditory 1) Use of Talking Items

1) Avoiding Clutter
Organizational 2) Establishing Regular Schedules
3) Organizing Items

Tactile

Table 2-3. Strategies Using Remaining Senses.

Strategies for Improving Mental Health
In terms of improving the mental health of individuals with low vision, there is
evidence to support use of a low vision self-management group for addressing adaptation
to vision loss, feeling of helplessness, mental health, and vision specific fear of falling

(Alma et al., 2013; Packer et al., 2009). The program explored by Alma et al. (2013)
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included 20 structured weekly group 2 hour sessions that included training in practical
skills, training in problem solving skills, individual/group goal setting, and home based
exercise program. Other self-management programs may also lead to an increase in self-
efficacy (Packer et al., 2009; Perlmutter et al., 2017). Watchful waiting may be affective
for individuals with vision loss who have sub threshold levels of depression/anxiety (Van
der Aa, Bruin, van Rens, Twisk, & Nispen, 2015). In watchful waiting, participants and
providers decide to not treat the condition, but instead to intermittently assess status (Van

der Aa et al., 2015).

Role of OTP in a Self-Management or Support Group

Overall, research suggests that there are a variety of features of self-management
or support group that may benefit individuals with low vision. In general, results suggest
that participation in a self-help or support group can lead to better adaptation and assist
with management of chronic conditions (Brunelli, Murphy, & Athanasou, 2016).
Individuals that have increased self-awareness may have increased self-management
skills following participation in a program. Groups that are longer in duration may help
with psychosocial aspects by providing longer time for rapport to be built. In addition to
in person groups, internet support groups are associated with improved psychosocial
outcomes. According to Rees et al. (2014), disease specific groups may be more effective
than non-disease specific groups.

The evidence suggests that there are some specific elements that make for a
successful self-management or support group. OTP could be involved in helping

individuals develop self-regulation and self-awareness skills to encourage long-term
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improvements. Further, it might be beneficial for OTP to be involved in a consulting-like
fashion long-term in order to further promote long-term change (Brunelli et al., 2016;
McCulloh, Crawford, & Resnick, 1994). However, apart from professional leadership, it
may be helpful when facilitators have sustained similar losses and had success because
this can inspire participants (McCulloh et al., 1994). Additionally, McCulloh et al. (1994)
found that it is important for group leaders to have knowledge of group process and basic
counseling skills. In a support group, 8-10 participants is an ideal size to foster group
cohesion, and structure is important at the beginning, but it is helpful to be flexible as the
group continues. Further, McCulloh et al. (1994) suggest using homework, starting with
less personal issues, gradually moving to more personal topics, and then shifting
discussion from losses to positive adaptations. Following participation, participants
reported that they felt more empowered, self-confident, and able to articulate their
feelings more clearly (McCulloh et al., 1994). According to the evidence, participants
enjoy learning action plans, coping strategies, and communication skills, and also noted
benefits of positive interactions with others increasing their feeling of not being alone
(Perlmutter et al., 2017, Rees et al., 2014; Packer et al., 2009). Several groups involved
empowering individuals and using skills training to increase performance, but it is
unclear if these features specifically benefit adults with low vision (Tay, Drury, &
Mackey, 2014; Rees et al., 2014).
Recommendations to Address the Problem
Based on the above results, the teaching and implementation of the problem

solving approach has the best evidence for improving occupational performance and
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increasing participation (Berger et al., 2013). There is also evidence suggesting the
benefits of increasing lighting in order to increase occupational performance (Huefner et
al., 2008; Berger et al., 2013; Schoessow, 2010; Weisser-Pike et al., 2010). Participation
in a low vision self-management group may have positive effects on participation and
mental health (Packer et al., 2009). Some features of a support or self-management group
that may benefit individuals with low vision include leadership by individuals with lived
experience, knowledge of group process, and counseling skills. Evidence also suggests
that more structured sessions in the early stages of a support group that progress to more
fluid over time may be beneficial (McCulloh et al., 1994). Use of the self-efficacy theory
is also recommended to guide intervention through incorporation of mastery experiences,

vicarious experiences, social persuasion, and monitoring of physical and emotional states.
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CHAPTER THREE: DESCRIPTION OF THE PROGRAM
Program Description

S.O.L.V.E. for Occupational Therapy Practitioners: Solutions to Optimize the
Low Vision Experience is an evidence-based, theory-driven solution to the occupational
performance and participation challenges of individuals with low vision. Self-efficacy
theory is the main conceptual framework guiding S.O.L.V.E. S.O.L.V.E. is a detailed
framework and manual designed for occupational therapy practitioners (OTP) to follow
and implement in local low vision support groups. S.O.L.V.E. is designed to enhance low
vision support groups and ultimately improve occupational performance outcomes for
individuals with low vision. S.O.L.V.E. gives OTP the tools to facilitate the teaching of
recommended low vision intervention strategies and mental health approaches to group
members. S.0.L.V.E. is delivered by OTP with support group members in person where
each individual group is normally held. A major portion of the module includes teaching
of the problem solving approach to group members. In the problem solving approach,
participants learn how to state their current problems, set goals for addressing these
challenges, and take the action steps to solve them. Participants brainstorm potential
solutions, test them out, learn to implement them, and in the end evaluate outcomes
(Berger, McAteer, Schreir, & Kaldenberg, 2013). In S.O.L.V.E., individuals learn to solve
the personal challenges of the other group members as a team.

In S.O.L.V.E., participants learn strategies that make use of other senses including
use of tactile additions such as raised dots or safety pins to facilitate participation

(Huefner et al., 2008; Schoessow, 2010). S.0.L.V .E. also covers teaching of auditory
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strategies such as talking devices and organizational strategies such as avoiding clutter
and organizing items (Schoessow, 2010; Weisser-Pike et al., 2010; Huefner et al., 2008).
Participants learn how to make use of their remaining vision by utilizing strategies such
as eccentric viewing, which involves learning to make use of one’s peripheral vision
during daily activities (Weisser-Pike & Kaldenberg, 2010). Additionally, participants
learn how to use enhanced lighting in order to optimize performance through use of task
lighting directly at the activity and ambient lighting to ease transitions around the home
(Huefner, Kaldenberg, & Berger, 2008). Another taught strategy is the use of
magnification in assisting with tasks that involve numbers or written text.

S.O.L.V.E. is based off the self-efficacy theory and, thus follows its main
principles such as mastery experiences, vicarious experiences, social persuasion, and
monitoring of physical and emotional states to increase participants’ self-efficacy and
self-regulation (Bandura, 1977). §.0.L.V.E. incorporates the use of mastery experiences,
which is the successful attempt at an activity, through use of role-playing. S.O.L.V.E.
incorporates the use of vicarious experiences, in which individuals learn that they can do
something from the success of others who are similar, by delegating time for participants
to share their own personal success stories during the group so that the members can
learn from one another. S.O.L.V.E. incorporates social persuasion by encouraging
participants to cheer one another on and increase their beliefs in their abilities. Another
key component of the self-efficacy theory is the monitoring of physical and emotional
states to promote self-regulation and self-awareness (Bandura, 1977).1In S.O.L.V.E.,

journaling and personal reflections are used to address the monitoring of emotional and
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physical states. Through each of these elements, S.O.L.V.E. aims to increase levels of
self-efficacy and self-regulation.

Another element of S.O.L.V.E. is the teaching of group process, counseling skills,
and communication strategies. Participants learn how to structure the group for ultimate
success. In particular, participants learn how to progress group sessions starting with less
personal issues, moving into more personal topics, discussion of losses, and finally
transition into success stories (McCulloh, Crawford, & Resnick, 1994). For general

program week-by-week overview, see Table 3-1.
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Week [Topic Content and Activities Research to
Support the
Program
Week |What is Low |-Self-introduction of participants Berger, McAteer,
One |Vision? -Ice breakers Schreir, &
-Description of program purpose and goals Kaldenberg,
-Identification of participant needs 2013
-Educational presentation on low vision
-Discussion of occupational performance
challenges related to low vision
Week |Problem -Discussion of problem solving approach Berger, McAteer,
Two |Solving -Demonstration of problem solving approach in |Schreir, &
Approach use Kaldenberg,
-Participants work in teams to problem solve |2013
through personal and hypothetical scenarios
Week |Strategies -Discussion of/teaching about strategies that  |Liu et al., 2013;
Three |that Make make use of remaining vision such as eccentric |Berger et al.,
Use of viewing 2013; Weisser-
Remaining -Demonstration of strategies Pike et al, 2010;
Vision -Participation in case studies to apply strategies | Huefner et al.,
-Use of role-playing 2008;
-Application to participants’ everyday lives Schoessow, 2010
Week |Strategies -Discussion of strategies that make use of other |Huefner et al.,
Four |that Make senses 2008;
Use of Other |-Demonstration of strategies Schoessow,
Senses -Participation in case studies to apply strategies |2010; Weisser-
-Use of role-playing Pike et al., 2010;
-Application to participants’ everyday lives
Week |Group -Educational lecture on effective group McClulloh et al.,
Five |Process and |communication 1994; Perlmutter
Communi- -Demonstration of communication strategies et al., 2017, Rees

cation Skills

-Role-playing of communication strategies

et al., 2014;
Packer et al.,
2009

Week
Six

Review

-Review all topics as necessary with use of
lecture, demonstration, case scenarios, and
role-playing as needed

-Problem solving approach

-Strategies that make use of remaining vision
-Strategies that make use of other senses
-Communication skills

Table 3-1. 6-Week Module Session-by-Session Breakdown.
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Methods/Process of Delivery

Occupational therapy practitioners deliver S.O.L.V.E. to individuals of low vision
support groups. The full training is implemented in person once a week for 90 minutes
for 6 weeks with support group members. Alternatively, the program could be also be
implemented at 8 and %2 hour one-day in person workshops. The full training manual is
available in a written document. See Appendix A. Portions of the program will be filmed
and available for participants, other OTP, and low vision professionals to review after
completion of the program.

Activities of Program

S.0.L.V.E. contains a variety of activities in order to fully enhance the low vision
support group experience. Through use of educational presentations, OTP teach and
explain skills such communication and problem solving strategies. OTP perform role-
playing demonstrations in order to showcase the skills that they are teaching being put to
use. A role-playing scenario involves both OTP and support group members, and might
include the application of one of the recommended strategies to support an occupational
performance challenge. Participants are given an opportunity to participate in role-
playing scenarios following these initial demonstrations. With case studies, OTP and
participants review case scenarios with one another to talk through how to address
various situations.

Participants are given an opportunity to practice applying skills to real life
scenarios by sharing real life challenges and coming up with solutions with the support

group and occupational therapy practitioners. Participants are assigned homework in
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order to practice thinking about how they can apply the learned skills to their real lives.
Examples of case scenarios and homework are included in Appendix A. Finally,
participants learn how to set goals and create action plans for tackling daily struggles that
they may encounter.
Role of Personnel

OTP are in charge of implementing the training module to the low vision support
group members. In effort to recruit the interest of other support groups, individuals with
low vision who have worked with OTP speak on behalf of the benefits of doing so to
encourage new support groups to have the training module implemented. Group members
that do participate in the training module are responsible for taking in the presented
information to the best of their abilities. Very few materials and equipment are needed to
run S.O.L.V.E. A computer and printer that are equip with paper and ink are needed to in
order to make copies of the handouts and other physical resources.

Intended Recipients of Program

The training module is meant to be implemented by OTP to adults with low vision
who attend local low vision support groups in CT area and beyond as interested. Thus,
the intended recipients are both OTP and low vision support group members.

Methods to Recruit/Identify Appropriate Service Recipients

Support groups are identified using online search engines and networking with
local/national agencies for individuals with visual impairments. Support groups are also
located through ophthalmology and optometry offices. Once the support groups are

identified, flyers and promotional videos are sent to attract the interest of members. OTP
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are expected to visit support groups to explain the training in person and answer any
questions. Individuals with low vision who have worked with OTP and have experienced
benefits from the services may also go with the OTP to the groups to promote the
program.
Intended Outcomes of Program

In the short term, intended outcomes of the training module are to increase
satisfaction in the support group experience, increase knowledge of group process and
group leadership, increase perceived self-efficacy with mastery of
participation/performance challenges, and increase vision-related self-efficacy. In the
long term, intended outcomes of the training module are expected to be increased
occupational performance and participation and reduced mental health challenges for
people with low vision.

Potential Barriers and Challenges for the Implementation of S.0.L.V.E.

Despite its theoretical and evidence base, there are several potential barriers or
challenges that may arise in the implementation of S.O.L.V.E. One potential barrier may
be lack of interest of OTP and group members. OTP and group members may lack
interest in the program itself or/and the time required to implement it/participate. Another
potential barrier might be a lack of space to implement the program. If low vision support
groups do not agree or have the ability to allow OTP to utilize the space used for
meetings, then OTP may have to seek out space elsewhere.

Another potential challenge may be the generalization of concepts to each support

group. Aspects of the module may or may not be relevant to every support group and
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thus, may need to be modified depending on the support group participating. Another
potential challenge may be ensuring that the effects of S.O.L.V.E. can be sustained long-
term as the group carries on in the future. Further, it may be challenging for the low
vision support groups to apply the concepts on their own after S.O.L.V.E. comes to an
end. Since the program is newly developed, long-term effects are currently unknown and
need to be monitored and evaluated to ensure long-term impact.

How to Address Potential Barriers and Challenges

The potential barrier of lack of interest may be addressed through extensive
marketing of S.O.L.V.E. to attract both OTP and support group members. S.O.L.V.E. s to
be advertised at support groups through use of physical advertisements and in person
presentations given by OTP and support group members who have benefited from the
module or other occupational therapy services. S.O.L.V.E. is also to be advertised at state
and national OTP conferences to attract OTP to implement the program. Additionally,
OTP are to partner with vision specialists such as optometrists and ophthalmologists to
spread the word about S.O.L.V.E. to their clients.

The potential barrier related to lack of space to implement S.O.L.V.E. may be
addressed by utilizing the usual locations of the support groups participating in the
program vs. having the participants travel to a different location. However, if the usual
support group location cannot be utilized, then OTP may attempt to partner with
optometrists or ophthalmologists offices to see if they will agree to share their spaces.

The potential barrier of generalizability may be addressed by personalizing

aspects of S.0.L.V.E. to each support group that decides to participate. Participants are
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asked to share about their own personal occupational performance challenges and role-
playing scenarios are modified to reflect real life struggles of the participants.
Additionally, the real life scenarios of the participants are used when they practice
applying the problem skills.

In order to promote long-lasting effects, continuous program evaluation is to take
place and surveys are to be used to track outcomes of the program long term. If the
evaluations reveal that the outcomes are not long-lasting, changes are to be made to
S.O.L.V.E. as necessary to improve the module and promote long-term program effects.
Additionally, OTP may also take on the role of a consultant to assist the low vision
support groups on an as-needed basis long term. Evidence supports the benefits of OTP
involvement in a consultant like fashion (Brunelli et al., 2016; McCulloh, Crawford, &

Resnick, 1994).
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CHAPTER FOUR: EVALUATION PLAN
Purpose

A program evaluation will be conducted in order to evaluate the program,
S.0.L.V.E., to be implemented by occupational therapy practitioners (OTP) in a low
vision support group. The evaluation will be a mix of summative and formative methods
in order to define both the “what” and the “why” of S.O.L.V.E. The author’s aim is to
determine the degree to which S.0.L.V.E. is effective and well received by low vision
support group members. In particular, the evaluation will allow the author to determine if
S.0.L.V.E. enhances the support group process by improving communication styles
overall and problem-solving attempts during the group. A further aim is to determine if
S.0.L.V.E. can promote improvement in participation and performance outcomes in the
long term. The intended users of the evaluation would be mainly the OTP that are in
charge of making changes to S.O.L.V.E. and implementing any said changes as necessary.

Plan for Evaluability Assessment (EA)

The EA will consist of one to six meetings where stakeholders will come to an
agreement regarding whether S.O.L.V.E. is ready to be launched. The EA proceeds in six
stages and will take up to six meetings depending on how much time stakeholders deem
appropriate in discussing S.0.L.V.E.’s readiness to launch. See Figure 4-1 for complete
logic model.

Stage 1: Assembling the EA team. The evaluation team will consist of OTP that will be
carrying out S.O.L.V.E. as well as a few support group peer leaders and regular

participants that will be receiving the program.



Program Title: S.O.L.V.E. for Occupational Therapy Practitioners: Solutions to Optimize the Low Vision Experience

Inputs
Resources

Program Clients

-Occupational
therapists who want
to learn how to
effectively lead a low
vision support group

-Peer Support Group
Leaders

-Support Group
Participants

Program Resources

-Established support
group meeting place

-Support group and
training module
funding

-Occupational
therapists available to
run the training

-Established time to run
training

Program Theory

Self-Efficacy Theory:
proposes that self-
efficacy develops
through mastery
experiences, vicarious
experiences, social
persuasion, and
monitoring of physical
and emotional states

l

Program Outputs
-Participants attend 90
minute sessions, 1x week
for 6 weeks
-30-50% of low vision
support groups in local
CT area utilize training
resource
-Funding from local low
vision association

v

perceived self-
efficacy with
mastery of
participation/
performance
challenges

A

Problem Activities Outcomes
Theory Outputs
Nature of the Problem Interventions and Short-Term Intermediate
Difficulty adjusting to Activities Outcomes Outcomes
vision loss & increased - Education and training -Increased -Increasg n
levels of disability > of group members in satisfaction in occupational
occupational problem solving support group performance and
performance & mental techniques, group experience participation
health challenges > process, and leadership -Increased R -Reduction in
™| participation decline skills for 90 minute knowledge of >| mental health
sessions, 1x a week for 6 group process challenges
weeks and group -Measured
- Use of pre/post surveys, leadership through verbal
lectures, role-playing -Increased pre/post surveys

l

Long-Term
Outcomes

-Increase in
occupational
performance and
participation
-Reduction in
mental health
challenges

External/Environmental Factors:

Availability of funding for the support group and to compensate occupational therapists.

Figure 4-1. Logic Model
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Stage 2: Editing of the logic model. The S.O.L.V.E. logic model will be edited and
finalized prior to beginning the evaluability assessment in order to ensure that the
program and it’s intended direction is depicted and described in detail. See Figure 4-1.
The EA team will also be given relevant research articles and copies of S.O.L.V.E.’s
budget.

Stage 3: Exploration of program realities. The first task of the EA team will be to
compare and contrast the logic model with what actually has happened in the
implementation of S.0.L.V.E. The EA team will interview S.0.L.V.E. participants and
leaders and review records to determine how closely the program aligns with the logic
model. The EA team will also conduct a literature review to assess if the S.O.L.V.E.
model is aligning with current evidence. Based on what the EA team finds, they will
make a recommendation to proceed with the evaluation, make changes to S.O.L.V.E.
before evaluating, or take no action at this time.

Stage 4: Reaching agreement on needed changes. The EA team will reach an
agreement on any needed changes prior to the start of the program evaluation.

Stage 5: Exploration of evaluation designs. The EA team will discuss any other
potential program evaluation designs and begin to come up with potential evaluation

questions.
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Stage 6: Determination of priorities and intended use of evaluation information. The

EA team will come up with a detailed plan for how the evaluation information will be

used in the future.
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Core Purposes of the Evaluation

Since S.0.L.V.E. is new and still in development, one core purpose of the author’s
program evaluation is descriptive. The author will aim to lie out each component of the
newly developed S.0.L.V.E. and to determine participant satisfaction. In particular, the
author would like to hear from both OTP that are leading S.O.L.V.E. and low vision
support group members who are receiving the training. This information will help
determine which components of S.O.L.V E. are beneficial and which pieces should be
revised. The author would also like to know what proportion of participants, following
participation in S.O.L.V.E., engage in more effective communication behaviors during the
support group to assist other members in solving their problems of interest.

Another core purpose of program evaluation is causative in order to establish if
participation in S.O.L.V.E. can lead to increased participation in activities and improved
occupational performance. In order to achieve this aim of the evaluation, S.0.L.V.E. will
be fully implemented in a few low vision support groups, partially implemented in others,
and not implemented in other groups in order to determine if there are differences in
participation and performance outcomes based on participation in the module.

Scope of the Evaluation

The scope of the evaluation is described below including the time and place,
number of participants, and inclusion/exclusion criteria.

Time and place. Program evaluation will take place over a 6-month period at three

different low vision support groups in Connecticut.
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Numbers of participants. Eight to ten individuals from each of the three support groups
will be recruited, for a total of 24-30 participants in the study.
Inclusion and exclusion criteria. Inclusion criteria are perfect attendance at selected
low vision support groups, 65 years of age or older, and a diagnosis of low vision.
Individuals with less than perfect attendance at selected low vision support groups, who
are younger than 65 years of age, and who do not have a low vision diagnosis will be
excluded from the study.
Evaluation Questions

Questions that stakeholders may ask: 1) How will S.0.L.V.E. improve
occupational performance/participation in individuals with low vision? 2) Is there
evidence to support the techniques outlined in S.O.L.V.E.? 3) How will S.O.L.V.E.
improve mental health outcomes for individuals with low vision? 4) How will you
measure the proposed outcomes of S.O.L.V.E.? 5) How will S.0.L.V.E. improve group

member knowledge of group process? See Table 4-1.

Stakeholder Questions

1) How will S.0.L.V.E. improve occupational performance/participation in individuals
with low vision?

2) Is there evidence to support the techniques outlined in S.O.L.V.E.?

3) How will S.0.L.V.E. improve mental health outcomes for individuals with low
vision?

4) How will you measure the proposed outcomes of S.O.L.V.E.?

5) How will S.0.L.V.E. improve group member knowledge of group process?

Table 4-1. Stakeholder Questions.

Questions for OTP during semi-structured interviews: 1) Has S.O.L.V.E. for low

vision support groups achieved the desired short-term and long-term outcomes? 2) Has
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S.0.L.V.E. been well received by the program participants? 3) Which parts of S.O.L.V.E.
appear to be most effective in achieving the intended outcomes? 4) What might need to
be changed to make S.0.L.V.E. more beneficial for support group members in the future?
5) What differences do you notice between the support group members that received

training, partial training, and no training at all? See Table 4-2.

Questions for Occupational Therapy Practitioners

1) Has S.O.L.V.E. for low vision support groups achieved the desired short-term and
long-term outcomes?

2) Has S.O.L.V.E. been well received by the program participants?

3) Which parts of S.O.L.V.E. appear to be most effective in achieving the intended
outcomes?

4) What might need to be changed to make S.O.L.V.E. more beneficial for support
group members in the future?

5) What differences do you notice between the support group members that received
training, partial training, and no training at all?

Table 4-2. Questions for Occupational Therapy Practitioners.

Type of Research Design and/or Methods Being Considered

Quasi-experimental or a basic-value added designs are being considered because
both allow for the comparison between multiple groups in a scenario where it is hard to
determine causation. Additionally, randomization is not a feasible option, as the support
groups will have been already pre-established prior to S.O.L.V.E.’s implementation. The
independent variable will be the degree that S.O.L.V.E. is implemented to participants.
The dependent variables will include satisfaction with the support group, occupational
performance, participation, and mental health symptoms. To evaluate S.O.L.V.E., one
support group will receive all 6 training sessions conducted by an OTP, one support

group will receive 3 training sessions conducted by an OTP, and one support group will
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not receive any training sessions conducted by an OTP, acting as the control group. A
portion of the evaluation will also be more formative and will aim to assess if the
methods used to implement S.O.L.V.E. were effective and well-received by participants.
Planned Approach to Data Gathering

To address the summative and quantitative portion of the evaluation, trained
observers will assess participants at one support group a month. Each support group
session will also be filmed and reviewed retrospectively by other trained observers. The
trained observers will be looking for use of specific behaviors that signify that the
concepts of S.O.L.V.E. are or are not being implemented. Participants will also fill out
one pretest survey prior to 6-month evaluation period and one posttest survey following
program implementation and 6-month program evaluation period. The pre/post test
survey will assess all mentioned dependent variables using closed-ended questions.
Close-ended questions may include yes/no questions and use of Likert scales. Examples
of questions on a pre/post test survey include: 1) Currently, how much difficulty do you
have managing your medications on a scale of 1 (none) to 5 (A lot)? 2) Prior to having a
visual problem, how much difficulty do you have managing your medications on a scale
of 1 (none) to 5 (A lot)? 3) Currently, how often do you participate in enjoyed leisure
activities? Options: never, rarely, sometimes, regularly, frequently. 4) Prior to having a
visual problem, how often did you participate in enjoyed leisure activities? Options:
never, rarely, sometimes, regularly, frequently. 5) What activity is the most challenging
due to your visual problem? 6) What strategy do you use in order to complete your most

challenging activity that you listed above? See Table 4-3.
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Pre/Post Test Survey Questions

1) Currently, how much difficulty do you have managing your medications on a scale of
1 (none) to 5 (A lot)?

2) Prior to having a visual problem, how much difficulty do you have managing your
medications on a scale of 1 (none) to 5 (A lot)?

3) Currently, how often do you participate in enjoyed leisure activities? Options: never,
rarely, sometimes, regularly, frequently

4) Prior to having a visual problem, how often did you participate in enjoyed leisure
activities? Options: never, rarely, sometimes, regularly, frequently.

5) What activity is the most challenging due to your visual problem?

6) What strategy do you use in order to complete your most challenging activity that
you listed above?

Table 4-3. Pre/Post Test Survey Questions.

For the formative and qualitative portion of the evaluation, OTP that conducted
S.0.L.V.E. and support group members will participate in semi-structured interviews
using a mix of open and closed-ended questions. The information gained during the
summative evaluation will be used to determine if the outcomes of interest were
achieved. Further, the formative data will be utilized to make changes as needed to
S.0.L.V.E. in the future in order to make it more effective and successful.

Data Analysis and Reporting

For the quantitative and summative portion of the evaluation, Likert scales will be
used for the majority of the questions on the pre/post surveys. Likert scales are a type of
ordinal data, which is analyzed using nonparametric statistics. The surveys will also
include use of yes/no questions, a form of categorical data, which is also analyzed using
nonparametric statistics. The trained observers will also be collecting categorical data by
marking whether or not support group members display certain behaviors. Since the data
is causative, when looking at one single group at a time, use of a binomial or chi-square

test may be appropriate. When comparing all three of the groups to one another, use of a
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Kruskal-Wallis one-way analysis of variance may be appropriate (Newcomer & Conger,
2015). To analyze the qualitative data from the formative evaluation, hermeneutic
methods will be used in order to find themes in the OTP and support group members’
responses. To do so, the evaluation question responses will be revisited and coded. Next,
patterns in the data will be identified and then narrowed down into the most important
themes and then formally placed into categories to make sense of the data (Rogers &
Goodrick, 2015).

Data Management Plan

To manage quantitative data, data will be entered into to a secured centralized
computer system that has a backup system in another location. Survey responses will be
coded into the system as categorical or ordinal depending on the type of question. A
relational program such as Microsoft Access will be used to make the data easier to
manage and a specific form will be designed to facilitate data entry. Research assistants
will enter data from the surveys and trained observer forms directly off of the paper
format at workstations within five days of the survey completion (Henry, 2015). Another
research assistant will be in charge of crosschecking the entered data to reduce potential
for error.

Qualitative data will be managed using an outlined protocol starting with
archiving data by assigning each semi-structured interview a number. Each interview
will be recorded onto a flash drive and transcribed by a research assistant onto a secure
computer within five days of each interview. A copy of each flash drive will be kept in

secure envelopes and the transcribed interview and recording will be backed up onto
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iCloud to prevent data loss (Rogers & Goodrick, 2015). Computer-aided qualitative data

analysis software will be used to analyze the data.
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CHAPTER FIVE: FUNDING PLAN

Project Description

The funding plan outlined in this chapter is designed for the implementation of
S.O.L.V.E. for Occupational Therapy Practitioners: Solutions to Optimize the Low Vision
Experience. S.O.L.V.E. is an evidenced-based and theory driven solution for improving
the low vision support group experience. S.O.L.V.E. is designed to more clearly define
the role of occupational therapy practitioners (OTP) in a low vision support group and
outlines a protocol for OTP to implement in a support group to improve overall success
and productivity. Ultimately, S.O.L.V.E. aims to improve occupational performance
outcomes for low vision support group members. S.0.L.V.E. is grounded in self-efficacy
theory and the best available evidence to support occupational performance outcomes.
S.O.L.V.E. is to be implemented by OTP once a week for 90 minutes for six weeks. By
the end of S.0.L.V.E., support group members will be capable of supporting one another
by problem solving effectively as new occupational performance challenges arise.

Available Local Resources

The author of S.0.L.V.E is an OTP working for FOX Rehabilitation several days a
week at the assisted living facility, the Hearth at Southbury. At this facility, there is
access to free Wi-Fi, printing, and other office supplies. The Hearth also contains usable
meeting rooms that could serve as a meeting place, if needed. FOX Rehabilitation also
has connections to local occupational therapy (OT) students at universities such as
Quinnipiac University. Students from these universities could potentially be recruited to

serve as volunteers during the implementation of §.0.L.V.E. Another available resource
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includes a personal connection to a local Connecticut (CT) pharmacist who is willing to
donate supplies to facilitate the teaching of medication management such as pill
organizers, etc. Without these resources, future OTP wishing to implement the S.O.L.V.E
program at their site or within the community would require access to a meeting place,
Wi-Fi, a local OT program, and other health care providers such as a pharmacist who
could deliver a guest lecture.

Needed Resources: Budget

To ensure the success of S.0.L.V.E., an appropriate amount of financial resources
must be in place to cover the costs of the program. In its early years, the author of the
program plans to implement the program on a volunteer basis. However, as word about
the program spreads and funding sources arise, OTP will be compensated for their
implementation of the S.O.L.V.E. protocol. Table 5-1 includes all potential
implementation expenses for the first two years of S.O.L.V.E. assuming funds may be
available to compensate OTP.

The OTP salary is the first component to take into consideration for S.O.L.V.E.’s
budget. The author of S.0.L.V.E. plans to implement the program on a volunteer basis
until funding revenue increases. However, if funds are available, the OTP who implement
S.0.L.V.E. will be compensated $50-100 for each week of the six-week program for a
total of $300-600 for full program implementation. This rate was determined by a
standard per diem hourly rate, per the market in Connecticut, See Table 5-1. In terms of
equipment/supplies needed to implement S.O.L.V.E., each OTP will need a computer and

projector to display visual materials to participants. The author of S.O.L.V.E. already
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owns a computer so would not need to account for this expense. The OTP that already
have their own laptop computers would also not have to account for this expense. The
OTP will need to account for the rental of a projector, which typically costs $59.99. The
OTP who implement S.O.L.V.E. will also need to have access to Wi-Fi, which may cost
up to $78 per month for a total of $156 for the entire course of S.0.L.V.E. The author of
S.0.L.V.E. will not have to pay for Wi-Fi if the program is conducted at the Hearth.

In terms of materials/supplies, the OTP will need to have Microsoft Word in order
to present visual materials effectively and should reserve $69.99 for rights to Word.
However, the author of S.O.L.V.E. already owns Microsoft Word and will not have to
account for this cost. The OTP will also require basic office supplies such as pens,
pencils, and paper requiring appropriately $50-60/year. If the OTP plan to provide light
refreshments throughout implementation of S.0.L.V.E., they should anticipate a cost of

approximately $30-40.



Budget Items
OTP Salary

Equipment/
Supplies
-Computer
-Internet Access

Materials
-Refreshments
-Paper
-Pens/Pencils
-Rights to
Microsoft Word

Year One
$50-100/week x 6
weeks (90 minutes a
week)

Total: $300-600

Laptop Computer
-$500-1500

Mac Projector -
$59.99

Wi-Fi (if conducting
group in area
without internet) -
$78/month x 2
months = $156 per
program
implementation

Total: $637.99 —
1637.99

Rights to Microsoft
Word

-$69.99/year

Paper, Pens, Pencils,
etc.
-$50-60/year

Refreshments:

Year Two
$50-100/week x 6
weeks (90 minutes a
week)

Total: $300-600

Laptop Computer
-$500-1500

Mac Projector -
$59.99

Wi-Fi (if conducting
group in area
without internet) -
$30/month x 2
months = $156 per
program
implementation

Total: $637.99 —
1637.99

Rights to Microsoft
Word

-$69.99/year

Paper, Pens, Pencils,
etc.
-$50-60/year

Refreshments:
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Justification

In the state of CT, OTP
make at least $30-60 per
hour. Rates for the
implementation of
S.O.L.V.E. are based on
average per hour rates for
OTP for the time that
they put aside to
implement the program.
Hourly OTP rates per
https://www .careerexplor
er.com/
careers/occupational-
therapist/salary/connectic
ut/

Cost of laptop computer
per www .bestbuy.com

Cost of Mac Projector
per wal-mart.com

The cost of Wi-Fi per
month per

www xfinity.com if OTP
does not have access to
internet at program
location

Projected costs based on
www.microsoft.com

Projected costs based on
www.staples.com

Participants will be



-$30-40

Total: $149.99 —

60

-$30-40 provided with light

refreshments each group.
Total: $149.99 —

169.99 169.99
Dissemination ' Primary Audience:  Primary Audience:  See Chapter Six
Expenses AQOTA National AQOTA National
Conference = $230  Conference = $230
per day (one day per day (one day
registration registration
required) required)
Hotal Cost = ~$150 | Hotal Cost = ~$150
per hotels.com per hotels.com
Airfare = ~$183 per = Airfare = ~$183 per
google.com/flights | google.com/flights
ConnOTA State ConnOTA State
Conference = ~$150 ' Conference = ~$150
Stamps: $0.55 x 50 | Stamps: $0.55 x 50
=$27.50 =$27.50
Envelopes: $11.99  Envelopes: $11.99
per staples.com per staples.com
Secondary Secondary
Audience: Audience:
Stamps: $0.55 x 50 | Stamps: $0.55 x 50
=$27.50 =$27.50
Envelopes: $11.99  Envelopes: $11.99
per staples.com per staples.com
Total: $791.98 Total: $791.98
Total Cost $1830.96— $1830.96— Total projected costs for
$3150.96 $3150.96 OTP who do not already
have any of the necessary
materials.

Table 5-1. Implementation Costs

Potential Funding Sources

In order to implement S.O.L.V.E., the original author of the program will pay for

many of the costs out of pocket as needed in the early stages of its existence. The author

of S.O.L.V.E. plans to create a gofundme.com effort consisting of donations from friends
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and family members with the hope of raising $500 to put towards all potential costs.

Gofundme is a crowdsourcing platform that can be accessed for free virtually and shared

amongst social groups. Other funding sources may include financial support from grants

at the community and national level, see Table 5-2.

Grant Title

Lions Clubs
International
Foundation SightFirst

Dudley Allen Sargent
Research Fund:
Doctoral Student Fund

Lavelle Fund for the
Blind

Nedra Gillette Endowed
Research Fellowship

Table 5-2. Potential Grants

Grant Description

-Funding is available for projects that assist individuals
with low vision at the secondary or tertiary levels.

-In recent years, grants were awarded internationally in
Mali, Kenya, and Uganda for projects to increase
screening and treatment efforts for low vision in these
countries (Lions Club International, 2010).

-Awards for as much $700,000 have been awarded in the
past. Award amounts vary depending on the size of the
project (Lions Club International, 2010).

-Provides funding for research efforts of post-professional
doctoral students at Boston University. Max award:
$5,000

https://www bu.edu/sargent/research/research-
administration/dudley-allen-sargent-research-fund/

-Provides funding non-profit efforts related to promoting
independence in individuals with visual impairments

-Provides grants of varying amounts

-In 2013, a grant of $500,000 was awarded for a project
called VISIONS, which aims to promote employment
options for individuals with low vision (Vision and
Rehabilitation Resources, 2019).

-Award is available to postdoctoral occupational therapists
interested in research in order to support the individual’s
research efforts. There are no specific restrictions on how
the funds can be spent as long as they are related to
research efforts (Nedra Gillette Endowed Research
Fellowship, n.d.)

-Grant total: $5000



Conclusion
In the early stages of S.O.L.V.E., the necessary finances will be kept as low as
possible to increase the feasibility of implementation. At first, S.O.L.V.E. will be
implemented on a volunteer basis by the original author. However, as word about
S.0.L.V.E. spreads and funding increases, OTP will be compensated for program
implementation. Apart from implementation costs, a separate budget for S.O.L.V.E.’s

dissemination is outlined in Chapter 6.

62
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CHAPTER SIX: DISSEMINATION PLAN
Introduction

The dissemination plan outlined in this chapter is designed for the future
implementation of S.O.L.V.E. for Occupational Therapy Practitioners: Solutions to
Optimize the Low Vision Experience. S.O.L.V.E. is an evidenced-based and theory-driven
solution for improving the low vision support group experience. S.O.L.V.E. is designed to
more clearly define the role of occupational therapy practitioners (OTP) in a low vision
support group and outlines a protocol for OTP to implement in a support group to
improve overall success and productivity. Ultimately, S.O.L.V.E. aims to improve
occupational performance outcomes for low vision support group members. S.O.L.V.E. is
grounded in self-efficacy theory and the best available evidence to support occupational
performance outcomes. S.0.L.V.E. is to be implemented by OTP once a week for 90
minutes for six weeks. By the end of S.O.L.V.E., support group members will be capable
of supporting one another by problem solving effectively as new occupational
performance challenges arise.

Dissemination Goals

Dissemination will begin in S.O.L.V.E.’s first year and will be ongoing. A long-
term goal and two short-term goals are outlined below. Further details about the primary
and secondary audiences, key messages, messengers, activities, budget, and evaluation of

dissemination are also described below.
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Long-Term Goal: Dissemination to both the secondary and primary audiences will lead to
implementation of the program by OTP to low vision support groups across the New
England area.
Short-Term Goal #1 : Dissemination to the primary audience will lead 4-5 OTP in
Connecticut to sign up and implement S.O.L.V.E.
Short-Term Goal #2: Dissemination to the secondary audience will lead 4-5 low vision
support groups in Connecticut to agree for S.O.L.V.E. to be implemented to them.
Primary Target Audience

The primary target audience for dissemination is OTP, who are needed in order to

implement S.0O.L.V.E. Dissemination efforts will aim to attract the interest of OTP so that

the program can be implemented to various low vision support groups.

Key Messages
1.S.0.L.V.E. provides OTP with a detailed manual that guides them by defining how
they can use their skills effectively in a low vision support group.
2.S5.0.L.V.E. enhances low vision support groups and ultimately improves occupational
performance outcomes for individuals with low vision using evidence-based intervention
strategies. OTP will teach the problem solving approach to support group members
(Berger, McAteer, Schreir, & Kaldenberg, 2013). OTP will teach strategies that make use
of other senses (Huefner et al., 2008; Schoessow, 2010). OTP will teach participants how
to make use of their remaining vision (Weisser-Pike & Kaldenberg, 2010).
3.5.0.L.V.E. improves group process and communication. OTP teach participants to

progress group sessions starting with less personal issues, moving into more personal
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topics, discussion of losses, and finally transition into success stories (McCulloh,

Crawford, & Resnick, 1994).

Primary Influential Spokespeople
1. The author of S.0.L.V.E., an occupational therapist who works primarily with older
adults, will share the evidence and theory-base that supports the program.
2. Later in the dissemination efforts, OTP who have implemented S.O.L.V.E. will share
their personal success stories.
3. Later in the dissemination efforts, low vision support group members who have

participated in S.O.L.V.E. will share their testimonials about the program.

Primary Activities

Information will be disseminated to the primary audience in written, electronic,
and face-to-face formats. The top dissemination priority will be participation in face-to-
face efforts. The author of S.O.L.V.E. will participate in both Connecticut state and
national occupational therapy conferences through both poster and lecture-style
presentations. Presentations will also be given at local occupational therapy programs in
Connecticut and the surrounding New England area including Quinnipiac University and
Boston University. In terms of written information, the first dissemination activity will
involve the primary author of S.0.L.V E. sending out a newsletter to OTP across the
country employed by FOX Rehabilitation, where the author currently works. Later in the
dissemination process, the results of S.O.L.V.E. will be spread through the publishing of a

journal article about the program. In terms of electronic media, the author of S.O.L.V.E.
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will immediately aim to spread key messages through participation in FOX
Rehabilitation’s podcast, FOXcast OT. Dissemination will initially be completed by the
primary author of §.0.L.V.E., but will later be completed by other influential
spokespeople as the program grows.
Secondary Target Audience

The secondary target audience for the dissemination of S.O.L.V.E. is low vision
support group leaders. First, OTP must agree to implement S.O.L.V.E., but low vision
support groups must then consent for S.0.L.V.E. to be implemented for them.
Dissemination will aim to educate low vision support group leaders about the benefits of
S.0.L.V.E. so that they will agree for S.O.L.V.E. to be implemented for their respective

support groups.

Key Messages
1.S.0.L.V.E. is designed to enhance low vision support groups and ultimately improve
occupational performance outcomes for individuals with low vision. In S.O.L.V.E.,
participants will also learn strategies that make use of other senses including use of tactile
additions such as raised dots or safety pins to facilitate participation (Huefner et al., 2008;
Schoessow, 2010). Participants will also learn how to make use of their remaining vision
by utilizing strategies such as eccentric viewing, which involves learning to make use
one’s peripheral vision during daily activities (Weisser-Pike et al., 2010).
2.S.0.L.V.E. improves support group effectiveness. Participants will learn how to
structure the group for ultimate success. In particular, participants will learn how to

progress group sessions starting with less personal issues, moving into more personal
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topics, discussion of losses, and finally transition into success stories (McCulloh,
Crawford, & Resnick, 1994).

3.S5.0.L.V.E. teaches group members how to problem solve and work together to address
occupational performance challenges. Support group members will learn about the
problem solving approach. In the problem solving approach, participants will learn how
to state their current problems, set goals for addressing these challenges, and take the
action steps to solve them. Participants will be able to brainstorm potential solutions, test
them out, learn to implement them, and in the end evaluate outcomes (Berger, McAteer,
Schreir, & Kaldenberg, 2013).In S.0.L.V.E., individuals will learn to solve the personal

challenges of the other group members as a team.

Secondary Influential Spokespeople
1. The author of S.0.L.V.E., an occupational therapist who works primarily with older
adults, will share the evidence and theory-base that supports the program.
2. Later in the dissemination efforts, OTP who have implemented S.O.L.V.E. will share
their personal success stories.
3. Later in the dissemination efforts, low vision support group members who have

participated in S.O.L.V.E. will share their testimonials about the program.

Secondary Activities
Support groups will be identified using online search engines and networking
with local/national agencies for individuals with visual impairments. Support groups will

also be located through ophthalmology and optometry offices. Once the support groups
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are identified, flyers and promotional videos will be sent to attract the interest of

members. OTP will also visit support groups to explain the training in person and answer

any questions. Individuals with low vision who have worked with OTP and have

experienced benefits from the services may also go with the OTP to the groups to

promote S.O.L.V.E.

Budget

In order to disseminate S.O.L.V.E., a certain amount of funding will be allocated

to the budget. However, many of the dissemination efforts will be free. The dissemination

budget is outlined below.

Audience 1" Year 2» Year

Primary AOTA National Conference = AOTA National Conference =
$230 per day (one day $230 per day (one day registration
registration required) required)
Hotal Cost = ~$150 per Hotal Cost = ~$150 per
hotels.com hotels.com
Airfare = ~$183 per Airfare = ~$183 per
google.com/flights google.com/flights
ConnOTA State Conference = ConnOTA State Conference =
~$150 ~$150
Stamps: $0.55 x 50 = $27.50 Stamps: $0.55 x 50 = $27.50
Envelopes: $11.99 per Envelopes: $11.99 per
staples.com staples.com
Total: $752.49 Total: $752.49

Secondary Stamps: $0.55 x 50 = $27.50 Stamps: $0.55 x 50 = $27.50
Envelopes: $11.99 per Envelopes: $11.99 per
staples.com staples.com
Total: $39.49 Total: $39.49

Total $791.98 $791.98

Table 6-1. Budget for Dissemination Plan
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Evaluation

In order to measure the success of dissemination efforts, measurable criteria was
selected for both primary and secondary audiences. Since the primary audience for
dissemination is OTP, the number of OTP that implement S.O.L.V.E. as a result of these
efforts will be used to evaluate successful dissemination. The number of OTP that
implement S.0.L.V.E. will be used as evaluation criteria for written, electric, and face-to-
face dissemination efforts. OTP that implement S.O.L.V.E. will be required to contact the
original author to share that they are delivering the program to facilitate program
evaluation efforts. Further, OTP that implement S.O.L.V.E. will fill out a brief survey
about how they heard about the program in order to track which dissemination efforts are
the most useful and effective. Since the secondary dissemination audience is low vision
support group leaders, the number of support group leaders that consent for S.O.L.V.E. to
be implemented at their groups will be the evaluation criteria. In order to collect this
information, low vision support group leaders will fill out a survey after learning about
S.O.L.V.E. to assess if they see the value in the program. Similar to the primary audience,
support group leaders will also note how they learned about S.0.L.V.E. in order to track
which dissemination efforts are most meaningful. In future years, dissemination efforts
will focus heavily on methods that are deemed most successful based on primary and
secondary audience surveys.

Conclusion
The dissemination of S.O.L.V.E. will target OTP as the primary audience and low

vision support group leaders as the secondary audience. The main goal of dissemination



71

will be to increase implementation of S.0.L.V.E. across Connecticut and the New
England region. In order to increase implementation, OTP must be available and willing
to implement S.0.L.V.E. and low vision support groups must give their consent for the
program to be implemented to them. S.0.L.V.E. will be disseminated through written,
electric, and face-to-face formats. Dissemination efforts are expected to evolve over time
based on formats that are deemed most successful. Currently, the projected yearly

dissemination cost for S.0.L.V.E. is approximately $791.98.
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CHAPTER SEVEN: CONCLUSION

Vision loss increases in prevalence with age (National Eye Institute, 2018). As
people are living longer due to health care advances, more people are living with low
vision. It has been estimated that about 13.5% of individuals 65 and older in the United
States have low vision (Schiller et al., 2012), and approximately 185 million adults
worldwide have low vision affecting their daily life (WHO, 2014). Older adults living
with vision loss struggle to perform daily activities (Crews and Crews, 2004; McGrath &
Rudman, 2013). It is challenging for adults with low vision to engage in typical activities
that occur in their homes and in the community without adaptations geared specifically
for those with vision loss.

Individuals with low vision may seek out support groups in order to connect with
others experiencing similar challenges and find solutions to their difficulties. One of the
largest shortcomings of support groups is that peer leaders often lead them, rather than
trained health professionals (Embuldeniya et al., 2013). Evidence suggests that
occupational therapy interventions for older adults with low vision are effective in
improving daily activities (Liu, Brost, Horton, Kenyon, & Mears, 2013), leisure, and
social participation (Berger, McAteer, Schreier, & Kaldenberg, 2013). Therefore, the
input of occupational therapy practitioners (OTP) may be valuable in creating a more
effective support group experience. The role of OTP in a low vision support group has
previously not clearly been understood or defined.

S.O.L.V.E. for Occupational Therapy Practitioners: Solutions to Optimize the

Low Vision Experience is an evidence-based, theory-driven solution to the occupational
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performance and participation challenges of individuals with low vision. Self-efficacy
theory is the main conceptual framework guiding the proposed program. S.O.L.V.E.is a
detailed framework and manual designed for OTP to implement in local low vision
support groups. S.0.L.V.E. is designed to enhance low vision support groups and
ultimately improve performance for individuals with low vision. S.0.L.V.E. gives OTP
the tools to facilitate the teaching of recommended low vision intervention strategies and
mental health approaches to group members. Another element of S.O.L.V.E. is the
instruction of group process, counseling skills, and communication strategies.
Participants learn how to structure the group for ultimate success.

S.O.L.V.E. is based off the self-efficacy theory and, thus follows its main
principles such as mastery experiences, vicarious experiences, social persuasion, and
monitoring of physical and emotional states to increase participants’ self-efficacy and
self-regulation (Bandura, 1977). §.0.L.V.E. incorporates the use of mastery experiences,
which is the successful attempt at an activity, through use of role-playing. S.O.L.V.E.
incorporates the use of vicarious experiences, in which individuals learn that they can do
something from the success of others who are similar, by delegating time for participants
to share their own personal success stories during the group so that the members can
learn from one another. S.O.L.V.E. incorporates social persuasion by encouraging
participants to cheer one another one and increase their beliefs in their abilities. Another
key component of the self-efficacy theory is the monitoring of physical and emotional
states to promote self-regulation and self-awareness (Bandura, 1977).In S.O.L.V.E.,

journaling and personal reflections are used to address the monitoring of emotional and
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physical states. Through each of these elements, S.O.L.V.E. aims to increase levels of
self-efficacy and self-regulation.
Summary

S.0.L.V.E.is an evidenced-based and theory driven solution for improving the
low vision support group experience. S.O.L.V.E. is designed to more clearly define the
role of occupational therapy practitioners (OTP) in a low vision support group and
outlines a protocol for OTP to implement in a support group to improve overall success
and productivity. Ultimately, S.O.L.V.E. aims to improve occupational performance
outcomes for low vision support group members. S.O.L.V.E. is grounded in self-efficacy
theory and the best available evidence to support occupational performance outcomes.
S.O.L.V.E. is to be implemented by OTP once a week for 90 minutes for six weeks. By
the end of S.0.L.V.E., support group members will be capable of supporting one another

by problem solving effectively as new occupational performance challenges arise.
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APPENDIX A: Program Leader Agenda

Week One: What is Low Vision? (90 Minutes)

e Self-introduction of participants (10-15 minutes)
o Participants state their name and where they are from
o Ice Breakers
= Participants go around and share what their favorite leisure activity
is and why
= Participants may also share their low vision diagnosis if they
choose
e Description of Program Purpose and Goals (10-15 minutes)

o The purpose the module is to enhance low vision support groups in order
to help participants face any challenges that they have experienced due to
their visual impairments

o Goals

= By the end of the module, participants will list 1-2
implementations of the problem solving approach to address their
occupational performance challenges.

= By the end of the module, participants will state 3-4 strategies that
make use of their remaining vision to address their occupational
performance challenges.

= By the end of the module, participants will state 3-4 strategies that
utilize their other senses to address their occupational performance
challenges.

= By the end of the module, participants will increase their vision-
related self-efficacy.

= By the end of the module, participants will implement a structured
support group.

e Educational Presentation on Low Vision (10 minutes)

o Share relevant statistics

o Currently there are 135 million people around the world who have low
vision (National Eye Institute, 2018).

o Low vision is defined as, “permanent loss of vision that cannot be
corrected by eyeglasses, contact lenses, medication or surgical
intervention or interferes with the performance of common age-
appropriate seeing tasks” (Vision Rehabilitation Evidence-Based Review
[VREBR] 2005, p. 10).

= Low vision is a visual acuity of 20/70 or less in the best-corrected
eye (WHO, 2012).

o The leading cause of visual impairment is macular degeneration with over
14 million Americans impacted (Friedman et al., 2004; Smith, Bennett, &
Wilson, 2008; Watson, 2001).
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o Glaucoma and diabetic retinopathy are also two common causes of low
vision (Smith et al., 2008; Watson, 2001).
Discussion of Occupational Performance Challenges Related to Low Vision (40-
45 minutes)
o Share evidence
o After each category, open discussion up for participants to share about
their own experience
o Older adults with low vision may experience occupational performance
challenges in nearly all areas of occupation including activities of daily
living (ADLs), instrumental activities of daily living (IADLSs), functional
mobility, leisure, social participation, and work (Crews & Campbell,
2004).
o ADLs
= Individuals with low vision may experience challenges with ADLs
such as self-feeding due to difficulty seeing the food on their plates
and dressing due to difficulty with clothing selection and
distinguishing between light and dark colors (Blaylock et al., 2015)
= Prompt participants to share
o IADLS
= Individuals with low vision may experience challenges with
IADLs such as meal preparation because they cannot locate the
ingredients, read the recipe, or tell when their food is cooked
(Barstow et al., 2015; Blaylock et al., 2015)
= Individuals may also have difficulty with cleaning, laundry,
financial management, and medication management (Blaylock et
al., 2015; Crews et al., 2004)
= Prompt participants to share
o Functional Mobility
= Individuals with low vision may experience challenges engaging in
functional mobility both inside and outside especially when
navigating stairwells, curbs, and driveways (Barstow et al., 2015;
Crews et al., 2004).
= Prompt participants to share
o Leisure
= Engagement in leisure activities may also be affected for
individuals with low vision (Teitelman & Copolillo, 2005; Barstow
et al., 2015; Blaylock et al., 2015; Schoessow, 2010; Servat et al.,
2011).
= Engagement in outdoor activities such as cutting the lawn or doing
yard work may be become difficult because individuals do not feel
safe (Barstow et al., 2015; Blaylock et al., 2015).
= Prompt participants to share
o Social Participation



O

80

= Individuals with low vision may also encounter difficulties with
social participation due to difficulty recognizing faces and/or
decreased self-efficacy or embarrassment related to their low
vision status (Barstow et al., 2015; McGrath & Rudman, 2013;
Servat et al., 2011; Coyle, Steinman, & Chen, 2017; Crews et al.,
2004; Teitelman & Copolillo, 2005; Schoessow, 2010)

= Prompt participants to share

Work
= Prompt participants to share

e Identification of Participant Needs (20-25 minutes)

O

Participants share their most pressing 3-5 occupational performance
challenges

Prompt: What daily activities have become the most challenging since
receiving your low vision diagnosis? Please list 3-5
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Week Two: Problem Solving Approach (90 Minutes)

e (Question and answer about previous session (5-10 minutes)
e What is the problem solving approach? (30-40 minutes)
o Participants state their current problems
= (Case Scenario Problem: Mary is a 65-year-old female with
macular degeneration. Mary has faced multiple challenges in
completing her daily activities since receiving her diagnosis. For
example Mary loves to cook, but it has become increasingly
challenging as her vision declines. Mary has begun to eat take-out
and other prepared foods more often to avoid cooking. However,
Mary misses cooking and would like to get back to cooking again.
o Participants set goals for addressing these challenges
= Case Scenario Goals: Mary would like to independently cook one
hot meal a day by the end of her treatment.
o Participants take the action steps to solve them
= (Case Scenario Action Steps:
e Example of Action Step: Generate possible solutions to
facilitate cooking
e Participants are invited to share ideas for action steps
o Participants brainstorm potential solutions
= (Case Scenario Brainstorm:
e Example of solution: Add raised dots to appliances to
facilitate use
e Participants are invited to share ideas for brainstorm step
o Participants learn to implement potential solutions
= (Case Scenario Implementation:
e Example of Implementation: Raised dots are actually added
to appliances and Mary cooks a meal utilizing the dots.
e Participants are invited to share ideas for implementation
step
o Participants evaluate outcomes
= (Case Scenario Evaluation
e Example of Evaluation: Mary assesses whether or not dot
method was helpful or unhelpful in achieving her goal.
e Participants are invited to share ideas for evaluation step
e Demonstration of problem solving approach in use (15-20 minutes)

o One participant will share an occupational performance challenge and will
work one on one in front of the group with the OTP to go through the
entire problem solving approach applied to their problem.

e Participants work in teams to problem solve through personal and hypothetical
scenarios (45 minutes)

o Participants talk amongst themselves (20 minutes)



o Discussion of personal scenarios in large group (25 minutes)
Homework (5 minutes)
o Participants will each select one area of occupation from their lives and
apply the problem solving approach to share with the group during the
next session.

82
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Week Three: Strategies that Make Use of Remaining Vision (90 Minutes)

e Question, Answer, and Review about Previous Session (15-20 minutes)
o Question and Answer (5-10 minutes)
= Participants may ask any questions that they have related to the
previous module
o Review of Homework (10-15 minutes)
= Participants will share about the area of occupation that they chose
to apply the problem solving approach
e Presentation on Strategies that Make Use of Remaining Vision (25-30 minutes)

o Making changes in natural, ambient, and task lighting (Huefner et al.,

2008 Berger et al., 2013; Schoessow, 2010; Weisser-Pike et al. 2010)
Ideal use of ambient lighting would include transitions between
rooms and minimizing shadows around furniture, improving
distance vision tasks such as maneuvering around the home
(Huefner et al., 2008; Berger et al., 2013)

= Task lighting supports near tasks, and should be directed at the task
and not the person, which may help with reading, writing, and
cooking (Schoessow, 2010; Weisser-Pike et al., 2010).

o Use of magnification may help facilitate certain tasks through use of a
handheld magnifier or a variety of large print items (Huefner et al., 2008;
Schoessow, 2010; Weisser-Pike et al., 2010).

o Some evidence supports decreasing glare with use of window shears,
filters, no wax-polish, and lampshades and increasing contrast (Huefner et
al., 2008; Schoessow, 2010).

e Demonstration of Strategies that Make Use of Remaining Vision (5-10 minutes)

o Show slide show of pictures demonstrating ambient lighting

o Show slide show of pictures demonstrating task lighting during various
occupations

o Show slide show of pictures demonstrating decreased glare

e (Case Studies (10-15 minutes)
o Review and Discussion of Case Studies (/0 minutes)

= (Case Scenario: Ben is a 75-year old male with glaucoma. He has
been struggling with getting around his home safely recently and
has specifically fallen 2x in the past month. One fall resulted in an
overnight hospitalization for testing after Ben hit his head on the
floor.

= Participants will then review photos of poor lighting throughout
“Ben’s” home and will be asked to identify where they could make
lighting changes and how that they could make lighting changes to
increase overall safety

e Participants Share Personal Applications (30-35 minutes)
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o Participants will be cued to generate their own ideas for applications in
small groups (10-15 minutes)

o Participants will give a brief overview of applications discussed in small
groups to the larger group (5 minutes)

o Participants will be given additional ideas for application from facilitator
and other participants (15-20 minutes)

Closing and Assignment of Homework (5-10 minutes)

o Homework: Participants will take pictures around their home in the most
frequently used rooms. Participants will then make a list of potential
changes that they could make to their homes to increase safety.
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Week Four: Strategies that Make Use of Other Senses (90 Minutes)
e Question, Answer, and Review about Previous Session (15-20 minutes)
o Question and Answer (5-10 minutes)
= Participants may ask any questions that they have related to the
previous module
o Review of Homework (10-15 minutes)
= Participants will share the photos that they took around their homes
and the lists of ideas for change that they developed (5-10 minutes)
= Participants will give one another other ideas for improving safety
and performance around the home environment (5-10 minutes)
e Presentation on Strategies that Make Use of Other Senses (15-20 minutes)
o Tactile strategies such as safety pins on clothing and raised dots on
appliances may be used to increase occupational performance (Huefner et
al., 2008; Schoessow, 2010).
o Auditory strategies may also be used such as making use of a variety of
talking items (Weisser-Pike et al., 2010; Huefner et al., 2008).
o Organizational strategies may include avoiding clutter, establishing
regular schedules, and organizing items (Schoessow, 2010; Weisser-Pike
et al., 2010).
= Individuals can utilize time of day that vision is best and break
down reading into small amounts of time (Weisser-Pike et al.,
2010).
e Demonstration of Strategies (10-15 minutes)
o Facilitator will show slide show of strategies in use
e Participation in Case Studies to Apply Strategies (15-20 minutes)
o Review and Discussion of Case Studies
= Participants will go through different occupations and brainstorm
strategies that could be applied
e Bathing
e Dressing
e Meal Preparation
e Functional mobility
e Self-Feeding
e Medication Management
e Household Management
e Participants Share Personal Applications (30-35 minutes)
o Participants will be cued to generate their own ideas for applications in
small groups (10-15 minutes)
o Participants will give a brief overview of applications discussed in small
groups to the larger group (5 minutes)
o Participants will be given additional ideas for application from facilitator
and other participants (15-20 minutes)
e Homework (5-10 minutes)



o Homework: Participants will apply a strategy that makes use of their
remaining senses to at least two of their daily activities to share with the
other participants during the next session.

86
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Week Five: Group Process and Communication SKkills (90 Minutes)

e Question, Answer, and Review about Previous Session (15-20 minutes)
o Question and Answer (5-10 minutes)
= Participants may ask any questions that they have related to the
previous module
o Review of Homework (10-15 minutes)
= Participants will share the strategies that they chose to apply to
personal occupations (5-10 minutes)
= Participants will give one another other ideas for making use of
their other senses (5-10 minutes)
e Developing Structure (15-20 minutes)
o Recommendations:
= Start with general topics of discussion
= Transition to more personal topics as session progresses
= Start with losses and transition to success stories
= Use of learning objectives
= Setting goals for each session
= Setting time limits for each meeting item agenda
o Activity: Clients will review examples of templates that demonstrate well-
structured and poorly-structured session agendas
e Developing Strong Bonds (15-20 minutes)
o Use of ice breakers
o Drawing relational boundaries
e Demonstration of communication strategies (20-25 minutes)
o Communication Styles
= Passive: allowing people to meet their needs, while not meeting
their own needs
= Aggressive: meeting own needs, even if it means stomping on
other people’s rights
= Assertive (recommended style): meeting own needs, while
respecting other individuals’ rights
o Tips for Assertive Communication
= (learly state your position/request
= Offer areason or explanation
= Acknowledge other person’s feelings
o How to politely interrupt:
= Excuse me...
* Do you mind...
=  When you are done, may I
= [ just wanted to tell you
= Can I add something?
=  Wait until there is a natural pause in conversation
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e Role-playing of communication strategies (15-20 minutes)

o Case Scenario #1: Passive communication — have two individuals talk and
a third person try to join the conversation unsuccessfully due to passive
communication strategies

o Case Scenario #2: Aggressive communication — have two individuals talk
and a third person try to join the conversation unsuccessfully due to
aggressive communication strategies

o Case Scenario #3: Assertive communication — have two individuals talk
and a third person try to join the conversation successfully due to assertive
communication strategies

Excuse me...

Do you mind...

When you are done, may 1

I just wanted to tell you

Can I add something?

Wait until there is a natural pause in conversation

e Homework (5-10 minutes)
o Homework: Participants will be instructed to come up with ice breaker
activity or question in order to develop strong bonds with other group
members
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Week Six: Review (90 Minutes)

e Question, Answer, and Review about Previous Session (15-20 minutes)
o Question and Answer (5-10 minutes)
= Participants may ask any questions that they have related to the
previous module
o Review of Homework (10-15 minutes)
= Participants will share the ice breaker questions that they came up
with and get feedback from other group members
e Participants will be given the opportunity to do some of the
ice breakers that their fellow group members developed
e Review all topics as necessary with use of lecture, demonstration, case scenarios,
and role-playing as needed (40-45 minutes)
o Problem solving approach (10 minutes)
o Strategies that make use of remaining vision (10 minutes)
o Strategies that make use of other senses (10 minutes)
o Communication skills (10 minutes)
e Activity: Clients will share biggest success story from participating in the module
o Participants will write success story on piece of paper and all success
stories will be displayed on wall or poster board. (25-30 minutes)
e Closing thoughts and plan for post-module support group meetings (10 minutes)
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APPENDIX B: Handout for Participant

Example Handout For Participant

@

[OT’s help people do the things that they want to or need to do
each day such as cooking and getting dressed]
How can OT help people with low vision?

e Add light

[ Low Vision and Occupational Therapy |

What is Occupational Therapy (OT)?

e Use other senses
=» Touch
=» Hear

e Keep things in the same place
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e Use big letters in black and white

OT and Your Pills

= Use a talking pill box
= Keep pills in the same
spots

with black and white
letters

to tell bottles apart

4a

~a

= Use big letters on bottles

=  Add dots or rubber bands

OT and Cooking

= Add lights over the stove

= Add dots or rubber bands
to tell spices apart

= Keep food in the same
spots

= Add thin curtains to
windows to decrease glare

OT and Games Story

Mary still wanted to play the Phase 10 card game. Puffy paint was
added to each card so that she could feel each card. Now Mary is
still able to play the game with her family.

Resources

Spotlight Text — Get on iTunes

e Free app with eBooks and recorded books made for people

with low vision
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LS&S

e Explore large print and items such as talking watches and big
button phones

Helpful Contacts
VisionAware
e Get advice from and meet other people with low vision

References
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EXECUTIVE SUMMARY
Introduction

Vision loss increases in prevalence with age (National Eye Institute, 2018). As
people are living longer due to health care advances, more people are living with low
vision. It has been estimated that about 13.5% of individuals 65 and older in the United
States have low vision (Schiller et al., 2012), and approximately 185 million adults
worldwide have low vision affecting their daily life (WHO, 2014). Older adults living
with vision loss struggle to perform daily activities (Crews and Crews, 2004; McGrath &
Rudman, 2013). It is challenging for adults with low vision to engage in typical activities
that occur in their homes and in the community without adaptations geared specifically
for those with vision loss.

Individuals with low vision may seek out support groups in order to connect with
others experiencing similar challenges and find solutions to their difficulties. One of the
largest shortcomings of support groups is that peer leaders often lead them, rather than
trained health professionals (Embuldeniya et al., 2013). Evidence suggests that
occupational therapy interventions for older adults with low vision are effective in
improving daily activities (Liu, Brost, Horton, Kenyon, & Mears, 2013), leisure, and
social participation (Berger, McAteer, Schreier, & Kaldenberg, 2013). Therefore, the
input of occupational therapy practitioners (OTP) may be valuable in creating a more
effective support group experience. However, the role of OTP in a low vision support
group is not clearly understood and defined. One contributing factor to this problem is

that there is no manual or consistent approach to direct OTP on how to work effectively
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in a low vision support group.
Project Overview

S.O.L.V.E. for Occupational Therapy Practitioners: Solutions to Optimize the
Low Vision Experience is an evidence-based, theory-driven solution to the occupational
performance and participation challenges of individuals with low vision. Self-Efficacy
Theory is the main conceptual framework guiding the proposed program. S.O.L.V.E.is a
detailed framework and manual designed for OTP to implement in local low vision
support groups. S.O.L.V.E. is designed to enhance low vision support groups and
ultimately improve performance for individuals with low vision. S.0.L.V.E. gives OTP
the tools to facilitate the teaching of recommended low vision intervention strategies and
mental health approaches to group members. S.O.L.V.E. is delivered by OTP with support
group members in person where each individual group is normally held. A major portion
of the module includes teaching of the problem solving approach to group members. In
S.0.L.V.E., individuals learn to solve the personal challenges of the other group members
as a team.

In S.O.L.V.E., participants learn strategies that make use of other senses including
use of tactile additions such as raised dots or safety pins to facilitate participation
(Huefner et al., 2008; Schoessow, 2010). S.0.L.V .E. also covers teaching of auditory
strategies such as talking devices and organizational strategies such as avoiding clutter
and organizing items (Schoessow, 2010; Weisser-Pike & Kaldenberg, 2010; Huefner,
Kaldenberg, & Berger, 2008). In addition, participants learn how to make use of their

remaining vision by utilizing strategies such as eccentric viewing, which involves
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learning to make use one’s peripheral vision during daily activities (Weisser-Pike et al.,
2010). Additionally, participants learn how to use enhanced lighting in order to optimize
performance through use of task lighting directly at the activity and ambient lighting to
ease transitions around the home (Huefner et al., 2008).

S.O.L.V.E. is based off the Self-Efficacy Theory and, thus follows its main
principles such as mastery experiences, vicarious experiences, social persuasion, and
monitoring of physical and emotional states to increase participants’ self-efficacy and
self-regulation (Bandura, 1977). S.0.L.V E. incorporates the use of mastery experiences,
which is the successful attempt at an activity, through use of role-playing. S.O.L.V.E.
incorporates the use of vicarious experiences, in which individuals learn that they can do
something from the success of others who are similar, by delegating time for participants
to share their own personal success stories during the group so that the members can
learn from one another. S.O.L.V.E. incorporates social persuasion by encouraging
participants to cheer one another one and increase their beliefs in their abilities. Another
key component of the self-efficacy theory is the monitoring of physical and emotional
states to promote self-regulation and self-awareness (Bandura, 1977).In S.O.L.V.E.,
journaling and personal reflections are used to address the monitoring of emotional and
physical states. Through each of these elements, S.O.L.V.E. aims to increase levels of
self-efficacy and self-regulation.

Another element of S.0.L.V.E. is the instruction of group process, counseling
skills, and communication strategies. Participants learn how to structure the group for

ultimate success. In particular, participants learn how to progress group sessions starting
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with less personal issues, moving into more personal topics, discussion of losses, and
finally transition into success stories (McCulloh, Crawford, & Resnick, 1994).
Key Findings

Current evidence suggests that there are several features present in an effective
chronic disease support group. In particular, having a group leader with strong leadership
skills plays a large role in the success of a support group (Hartwell, 2012; McCulloh et
al., 1994). For example, a successful group leader has strong communication skills
(Haggman-Laitila & Pietila, 2009; Embuldeniya et al., 2013; Hammarberg, Sartore,
Cann, & Fisher, 2014) and has knowledge of the group process (Costello, 2013;
McClulloh et al., 1994). A successful group leader is also organized and able to carry out
administrative tasks as well as structure each group (Haggman-Laitila et al., 2009;
McClulloh et al., 1994). Additionally, a group leader should have a clear understanding of
chronic disease and may also have personal experience with the disease (Costello, 2013;
Embuldeniya et al., 2013; Hammarberg et al., 2014; McCulloh et al., 1994). In addition
to a strong group leader, some research suggests that a successful support group also
includes the involvement of a health care professional (Haggman-Laitila et al., 2009). An
effective group actively involves participants through the use of activities or homework
(Haggman-Laitila et al., 2009; Hammarberg et al., 2014). Additionally, in a successful
group there are strong bonds and a mutual exchange of support between members
(Hammarberg et al., 2014; Hartwell, 2012; Kelly & Yeterian, 2011).

Occupational therapy interventions have been utilized to improve occupational

performance and participation outcomes in individuals with low vision (Weisser-Pike et
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al., 2010). In particular, there is support for strategies that make use of remaining vision
and strategies that make use of other senses (Weisser-Pike et al., 2010). Overall, there are
a variety of intervention strategies available for improving performance and participation
in individuals with low vision. Strong evidence exists for use of the problem solving
approach in both an individual and group setting to improve leisure and social
participation. The problem solving approach involves helping the client to define the
problem, set goals, find solutions, and evaluate outcomes.

Strategies that make use of remaining vision are among the most commonly used
interventions for improving performance and participation in individuals with low vision
(Huefner et al., 2008). The most common strategies that make use of remaining vision are
increase/enhance lighting, magnify text, increase contrast, and decrease glare. Strategies
that make use of other senses are also commonly used by OTP (Weisser-Pike, et al.,
2010). Tactile strategies that are used include the use of safety pins on clothing and raised
dots on appliances (Huefner et al., 2008; Schoessow, 2010). Auditory strategies may also
be used such as making use of a variety of talking items (Weisser-Pike et al., 2010;
Huefner et al., 2008). Organizational strategies may include avoiding clutter, establishing
regular schedules, and organizing items (Schoessow, 2010; Weisser-Pike et al., 2010).

OTP could be involved in helping individuals develop self-regulation and self-
awareness skills to encourage long-term improvements. Further, it might be beneficial for
OTP to be involved in a consulting-like fashion long-term in order to further promote
long-term change (Brunelli et al., 2016; McCulloh et al., 1994). McCulloh et al. (1994)

found that it is important for group leaders to have knowledge of group process and basic



101

counseling skills. In a support group, 8-10 participants is an ideal size to foster group
cohesion, and structure is important at the beginning, but it is helpful to be flexible as the
group continues. Further, McCulloh et al. (1994) suggest using homework, starting with
less personal issues, gradually moving to more personal topics, and then shifting
discussion from losses to positive adaptations. Participants may enjoy learning action
plans, coping strategies, and communication skills, and also noted benefits of positive
interactions with others increasing their feeling of not being alone (Perlmutter et al.,
2017, Rees et al., 2014; Packer et al., 2009).
Recommendations

The teaching and implementation of the problem solving approach has the best
evidence for improving occupational performance and increasing participation (Berger et
al., 2013). There is also evidence suggesting the benefits of increasing lighting in order to
increase occupational performance (Huefner et al., 2008; Berger et al., 2013; Schoessow,
2010; Weisser-Pike et al., 2010). Some features of a support group that may benefit
individuals with low vision include leadership by individuals with knowledge of group
process and counseling skills in addition to more structured group sessions to start that
progress to more fluid as groups continue (McCulloh et al., 1994). Use of the self-
efficacy theory is also recommended to guide intervention through incorporation of
mastery experiences, vicarious experiences, social persuasion, and monitoring of physical

and emotional states.
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Conclusion

S.0.L.V.E.is an evidenced-based and theory driven solution for improving the
low vision support group experience. S.0.L.V.E. is designed to more clearly define the
role of occupational therapy practitioners (OTP) in a low vision support group and
outlines a protocol for OTP to implement in a support group to improve overall success
and productivity. Ultimately, S.O.L.V.E. aims to improve occupational performance
outcomes for low vision support group members. S.O.L.V.E. is grounded in Self-Efficacy
Theory and the best available evidence to support occupational performance outcomes.
S.O.L.V.E. is to be implemented by OTP once a week for 90 minutes for six weeks. By
the end of S.0.L.V.E., support group members will be capable of supporting one another

by problem solving effectively as new occupational performance challenges arise.
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FACT SHEET

S.0.L.V.E. for Occupational

B O S TO N Therapy Practitioners: Solutions

to Optimize the Low Vision

U N IVE RS I TY Experience
Emily Mengle, MS, OTR/L
OTD Candidate

S.O.L.V.E. for Occupational Therapy Practitioners: Solutions to Optimize the Low
Vision Experience is an evidence-based, theory-driven solution to the occupational
performance and participation challenges of individuals with low vision. S.O.L.V.E.is a
detailed framework and manual designed for occupational therapy practitioners (OTP) to
implement in local low vision support groups and ultimately improve performance for
individuals with low vision.

Low Vision at a Glance

Low Vision: “permanent loss of /S~ -\
vision that cannot be corrected *r = N

by eyeglasses, contact lenses, ‘ = P
medication or surgical |

intervention or interferes with the ’ ol L
performance of common age- =D ¥ o = ® o
appropriate seeing tasks” (Vision e 1
Rehabﬂitation EVidenCG-Based hnps://yoursightmatters.colm/f'i‘ghl—vision—loss—é;llil;g—low—vision—
Review [VREBR] 2005, p. 10). awareness-month/

13.5% of individuals 65 and older in the United States have low vision (Schiller et
al., 2012), and approximately 185 million adults worldwide have low vision
affecting their daily life (WHO, 2014).

Low Vision and Support Groups

Individuals with low vision may seek support groups in order to connect with
others experiencing similar challenges to find solutions to their difficulties.
One shortcoming of support groups is that peer leaders often lead them, rather
than trained health professionals (Embuldeniya et al., 2013).

Peer leaders often do not receive any training related to leading a successful
support group (Zordan et al., 2010).
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Evidence Basis for Occupational Therapy and Low Vision

Evidence suggests that occupational therapy interventions for older adults with
low vision are effective in improving daily activities (Liu, Brost, Horton, Kenyon,
& Mears, 2013), leisure, and social participation (Berger, McAteer, Schreier, &
Kaldenberg, 2013).

There is support for the use of a problem solving approach (Berger et al., 2013)
and the use of strategies that make use of remaining vision or other senses
(Weisser-Pike et al., 2010).

S.O.L.V.E. as a Solution to the Problem

OTP will deliver S.O.L.V.E. to individuals in low vision support groups for 90
minutes once a week for six weeks.

Individuals will learn to solve the personal challenges of the other group members
as a team using the problem solving approach, making use of remaining vision,
and making use of other senses.

OTP will teach group members about group process, counseling skills, and
communication strategies.

By the end of S.0.L.V.E., support group members will be capable of supporting
one another by problem solving effectively as new occupational performance
challenges arise.

Implications on Occupational Therapy Services

S.0.L.V.E. is designed to more
clearly define the role of OTP in
a low vision support group and
outlines a protocol for OTP to
implement in a support group to
improve overall success and
productivity.

http://www .ottoolKit.com/blog/loW-Vision-the-best-0t-0t-tooIK1t-
resources/

S.0.L.V.E. includes a detailed framework and manual to enhance OTP’s ability to
aide low vision support groups.

The use of evidence-based intervention strategies through implementation of
S.0.L.V.E. supports the provision of OTP services in the low vision population.
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