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The VA Blind Rehabilitation Service (BRS) has moved 
forward with its implementation of the continuum 
of care model, which expands outpatient blind and 
low-vision services and builds upon VA’s well-known 
reputation of excellence in delivering comprehensive 
blind rehabilitation to our nation’s blinded veterans. 
Currently VA has opened three new blind rehabilita-
tion centers (BRCs) in Long Beach, California; Biloxi, 
Mississippi; and Cleveland, Ohio, bringing the total 
to 13 BRCs. As of September 30, 2011, the total 
number of active veterans on the visual impairment 
service team (VIST) roster was 50,574. According to 
the BRS, it is estimated that by 2014 the VA system 
could sustain a rise to approximately 54,000 enrolled 
blind or low-vision impaired veterans. It is likely that 
these projections will increase as a result of the grow-
ing number of veterans with visual system dysfunc-
tion from traumatic brain injuries (TBI). Currently, 
2,089 Operation Enduring Freedom/ Operation Iraqi 
Freedom veterans are requiring specialized low-vision 
services and 169 have required BRC admissions for 
blind rehabilitation services. 

Age-related eye diseases, however, affect more than 
35 million Americans who are 40 years of age and 
older, with the most common eye diseases being 
macular degeneration, glaucoma, diabetic retinopa-
thy, and cataracts. Furthermore, an estimated 1 mil-
lion Americans over the age of 40 are legally blind. 
While only 4.3 percent of Americans who are 65 
years old and older live in nursing homes, 16 per-
cent of Americans are visually impaired, and 40 per-
cent of this population resides in nursing homes. VA 
rehabilitative low-vision and blind training programs 
provide veterans with the option of safe, independent 
living environments. 

Projection Model for 
viSually iMPaired veteranS 
in the united StateS

This projection model provides estimates for legally 
blind and visually impaired veterans residing in the 
United States. This model is not an actual enumer-
ated list of unique veterans or patients; it is a projec-
tion estimate. 

reSultS: legally Blind (20/200 uP to & 
including no light PercePtion (nlP)

For 2010, studies estimate that there were 156,854 
legally blind veterans in the United States. The data 
provided below provide estimated projections for 
legally blind veterans for 2010–2025.

LB10 LB15 LB20 LB25

156,854 147,887 140,436 136,594

reSultS: viSually iMPaired (20/70 
uP to & including nlP)

For 2010, studies estimate that there were 1,160,407 
visually impaired veterans residing in the United 
States. The spreadsheet provided below provides pro-
jections for visually impaired veterans for 2010–2025.

VI10 VI15 VI20 VI25

1,160,407 1,080,936 1,009,174 956,976

In 2002 the Visual Impairment Advisory Board 
requested that De l’Aune and Williams develop a 
stand-alone GIS population estimated model as a 
tool to augment the findings of the Capital Asset 
Realignment for Enhanced Services project. This 
planning process was designed to ensure that veter-
ans’ future needs for accessible, quality health care 
are met, and to properly align capital assets to meet 
those needs.167

Congress and VA have made many strides toward 
improving blinded veterans’ rehabilitation services 
with the new blind rehabilitation centers and new 
low-vision programs. The 13 residential BRC pro-
grams are still the primary option for many blinded 
veterans with complex, comorbid medical conditions 
that require a BRC rehabilitation environment with 
the full complement of medical services. 

Despite these positive advancements, improvements 
are still needed. The Independent Budget veterans 
service organizations (IBVSOs) have received reports 
that disabled veterans face many significant obsta-
cles when trying to arrange travel to regional blind 

tHe dePartment of VeteranS affairS blind reHabilitation SerVice

As the VA Blind Rehabilitation Service expands its blind and low-vision services, the long-
term-care needs of blinded veterans and caregiver support services must be provided.
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centers. The Veterans Health Administration (VHA) 
only provides travel for a direct transfer from one VA 
medical center to another VA medical center. Current 
beneficiary travel regulations mean low-income dis-
abled veterans who are medically eligible to receive 
care at a BRC are financially responsible for their 
own often-expensive air travel to the BRC. Such 
travel expenses place financial burdens on veterans 
who are in need of care. 

The average age of veterans attending a BRC is 67 
years old because of high prevalence of degenerative 
eye diseases in this age group. Currently under eli-
gibility regulations in title 38, United States Code, 
section 111, if a veteran is accepted at a VA BRC for 
admission and rehabilitation, the nonservice-con-
nected veteran must pay for his or her own expenses 
to travel to the center. 

In fiscal year 2011 there were 2,085 blinded veterans 
admitted to the 10 VA blind rehabilitation centers; 
937 were nonservice connected. Those who were 
service connected or who lived close enough to have 
someone drive them had their mileage costs covered 
by the VHA. The average income level for 35.7 per-
cent of these older veterans was less than $20,000 per 
year.168 Each year the BVA finds veterans accepted for 
admission at regional BRCs who are unable to afford 
the high costs of airfare travel to get there.

Often these veterans are elderly, disabled veterans 
who cannot absorb such costs on fixed incomes 
of Social Security. The IBVSOs recommend that 
Congress amend title 38, section 111, Beneficiary 
Travel, to alleviate this out-of-pocket barrier. 

The IBVSOs are also concerned that some BRCs are 
reducing the caregiver three-day training programs 
that are an essential part of creating support systems 
for veterans who are returning home and living inde-
pendently. For many years the BRCs have funded the 
travel and local hotel costs for family caregivers to 
attend training with the blinded veteran for three 
days just before discharge and then return home with 
the veteran. This gives the caregiver the opportunity 
to receive proper training and experience with the 
veteran’s orientation, mobility, and living skills, as 
well as time to learn how to use any specialized vision 
prosthetic equipment for blindness that has been 
issued to the veteran. Congress, the Departments of 
Defense and Veterans Affairs, and veterans service 
organizations have all worked together to create a 

supportive atmosphere for the caregivers of disabled 
veterans through both legislation and new policies; it 
is counterproductive to now allow BRCs to eliminate 
these programs from local training budgets. 

Congressionally mandated rehabilitation capacity 
must be maintained, and the BRS must continue to 
provide for critical full-time employee equivalent 
(FTEE) personnel within each blind center to main-
tain current bed capacity and provide comprehensive 
residential blind rehabilitation services. Other criti-
cal BRS positions, such as the 119 full-time VIST 
coordinators and the current 79 blind rehabilitation 
outpatient specialists (BROS), must be sustained. 
VIST and BROS teams are essential full-time posi-
tions that, in addition to conducting comprehensive 
assessments to determine if a blinded veteran needs 
to be referred to a blind rehabilitation center, also 
facilitate blind rehabilitation training support in vet-
erans’ homes. The VISTs also order new low-vision 
and adaptive technology when veterans require it and 
function as key case managers for blinded veterans in 
most medical centers. 

There must be succession training offered for VA 
employees to move into director and assistant direc-
tor positions at BRC and BRS regional consultant 
positions. Without adequate training and support, 
vacant management rehabilitation service positions 
will negatively impact the operations of these special-
ized services. Because of the ban on VA conferences 
these VIST and BROS now have no opportunity to 
meet and get vital training. Unlike some other occu-
pations that can find local continuing education, the 
BVA would point out, most VA medical centers have 
only one VIST and BROS and they fall under various 
services: general medicine, rehabilitation, eye clinics, 
sometimes even outpatient medical, meaning there is 
even less chance of their being included in specific 
vision-related clinical training and policy changes 
impacting their ability to provide the most up-to-
date care to blinded or low-vision veterans. 

Section 508: acceSS to va 
inforMation technology

The BVA has been engaged during the past five years 
with requests and various meetings with different 
levels of VA management and information technol-
ogy office officials over the issue of serious prob-
lems with the lack of Internet and intranet access 
for blinded veterans. In the past four months the 
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BVA has had briefings on this accessibility issue and 
a VA IT internal audit conducted in early summer 
2012 found 184 program barriers that need to be 
addressed with program changes.169 The VA 508 IT 
Compliance Program Office has been working with 
senior IT leadership to identify the problems but in 
the past it has received low funding and little staffing 
support, and recently senate VA committee staff was 
notified that a new time line for fixing the 10 most-
trafficked sites was being set. The Board of Veterans 
Appeals remains concerned that without continued 
Congressional oversight blinded veterans will not be 
able to access VA benefits and health-care systems 
for services.

While VA initiated two projects in FY 2011 on 
VA’s Microsoft SharePoint and its Internet/intranet 
series to identify program problems, the funding for 
FY 2012 was less than $4 million. Metrics in FY 
2011 rating 56 servers indicated a serious need for 
improved accessibility and privacy governance in the 
SharePoint environment; VA continued to remedi-
ate the SharePoint environment with a governance 
board for oversight of these remediation efforts. In 
addition, VA has indicated that it will be awarding a 
contract for compliance on HTML sites, beginning a 
three-year effort to analyze all of VA’s Internet and 
intranet sites and apply governance rules to maintain 
compliance.

Recommendations:

The VHA must assess the bed capacity and full staff-
ing levels in VA blind rehabilitation centers (BRCs) to 
ensure that they continue to meet the demands of the 
new outpatient vision rehabilitation programs being 
implemented. 

The VHA must require the networks to increase the 
number of full-time visual impairment service team 
coordinators and blind rehabilitation outpatient special-
ists and implement recruitment and retention incentives 
and increase training opportunities for personnel. It 
must also create and implement succession plans for spe-
cialized rehabilitation programs and for the five regional 
consultants for the VA Blind Rehabilitation Service.

Congress must amend title 38, United States Code, 
section 111, Beneficiary Travel, to mandate that VA 
provide public transportation for any blind or spinal 
cord injured disabled veterans traveling to specialized 
residential rehabilitation programs for medical care. 
Blind veterans must have the Veterans Travel Program 
provide them with local transportation to improve 
access to medical care. 

VA must ensure that all BRCs provide continued 
funding to train family caregivers since they are an 
integral part of many veterans’ successful reintegra-
tion to independent living. 

SPinal cord injury/dySfunction care

The continuum-of-care model for quality of health care delivered to the patient 
with spinal cord injury/dysfunction continues to be hindered by the lack of 

trained staff to support the mission of the spinal cord injury program.

Statutory requireMent for 
Maintenance of caPacity 
in va Sci/d centerS

The Independent Budget veterans service organiza-
tions (IBVSOs) are concerned about continuing trends 
toward reduced capacity in VA’s spinal cord injury/
dysfunction (SCI/D) program. Reductions in beds and 
staff in both VA’s acute and extended-care settings 
continue to be reported. P.L. 104-262, “Veterans’ 

Health Care Eligibility Reform Act of 1996,” man-
dated that the Department of Veterans Affairs main-
tain its capacity to provide for the special treatment 
and rehabilitative needs of veterans with spinal cord 
injury, blindness, amputations, and mental illness 
within distinct programs. This act required the base-
line of capacity for spinal cord injury centers to be mea-
sured by the number of staffed beds and the number 
of full-time employee equivalents (FTEEs) assigned to 
provide care in such distinct programs.




