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PROJECT SUMMARY
HKI’s Pre-School Vision Screening Initiative seeks to improve the vision and academic potential of children living in New York City’s most underprivileged communities.   

The goals articulated in our March 2005 proposal were to:

· Increase access to and use of eye health services by underprivileged pre-school age children in New York City.

· Identify the nature and extent of vision problems in underserved communities.

· Raise awareness regarding the importance of eye care and pre-school vision screenings in poor communities.
The objectives were to:

· Provide vision screening and referrals for treatment when necessary to 15,000 poor, mostly minority, pre-school age children in New York City over three years.

· Provide prescription eyeglasses, free of charge, to children who need them.

· Offer intensive parent education and case management for children with vision problems. We anticipate that approximately 125 students per year will require follow-up for amblyopia, strabismus and other forms of eye pathology.

· Evaluate the program’s effectiveness.  This will be measured by tracking the number of children who receive treatment and how much their vision improves. 
PROGRESS TOWARD OBJECTIVES
A. Implementation and Results

1. Accomplishments, outcomes and impact of each objective.  Nature and size of population and how this population was affected.  Progress made as defined by the self-assessment criteria and measures indicated in the proposal.

Objective #1:  Provide vision screening and referral for treatment for 15,000 poor, predominantly minority, pre-school age children in New York City over three years.
During its second year of service, ChildSight® screened 3,919 pre-school age children between May 15, 2006 and May 15, 2007.  This fell slightly below our goal of screening 5,000 children, but it surpassed last year’s results by 1,800 children.  Children were served at 79 HeadStart locations in the Bronx and Washington Heights.  Progress was made in gaining entrance to new programs but scheduling our activities around the HeadStart’s schedule remains a challenge.  
After two years of running the program, we have found that the goal of screening 40 children during the morning session is unrealistic given our current staffing.  Our team is capable of screening 25-30 children during two- or three-hour HeadStart morning sessions.  In the coming year, we will continue to explore alternative scheduling and staffing strategies in order to increase the number of children screened. 
It is unclear, given the current level of resources available to support this program, whether the overall goal of screening 15,000 children will be achieved by the end of the three-year project period. Instead, we anticipate that we will serve approximately 11,000 children by the end of the grant period. The initial screening goal established for the Pre-school vision screening program was based, in part, on our extensive experience in conducting vision screenings for middle school age children.  This appears to have resulted in our setting an overly ambitious goal for this pilot initiative. As with many pilot initiatives, the level of complexity in scheduling, staffing and the provision of services for pre-school age children became fully apparent only after we initiated services. While we have made significant productivity gains in the second year of operation, it is unlikely that we will make sufficient additional gains needed to reach the 15,000 screening goal during the final year of the grant.      
Of the 3,919 children screened, 1,570 children or 40% of those screened, were referred for a full eye examination due to suspected refractive error, amblyopia, strabismus, ptosis or some other eye condition. 
Children were referred for the following problems:
	
	Year 1
	Year 2
	Total to date

	Children Screened
	2,111
	3,919
	6,030

	Children Referred for Further Examination/Care
	741 (35%)
	1,570 (40%)
	2,311 (38%)

	Suspected Pathology*
	
	
	

	Myopia
	106
	51
	157

	Hyperopia
	436
	927
	1,363

	Astigmatism
	310
	780
	1,090

	Eye Pathology
	253
	405
	658

	Amblyopia
	181
	269
	450

	Strabismus
	n/a
	94
	94

	Ptosis
	10
	4
	14

	Other
	64
	69
	133


*There are a greater number of suspected eye disorders identified than individual children referred.  

This is because many of these children suffer from more than one eye problem.  For example, 

a child may have myopia and astigmatism.  
The referral rate continues to be higher than we anticipated.  From recent epidemiological research, we expected 2%-5% of the children would suffer from amblyopia, 5% from strabismus, 8%-10% from refractive error (near-sightedness, far-sightedness and astigmatism), and 1% from ocular disease.  Our rate, for both years of the program, has been about double that expected.  Initially this caused some concern that our screening regimen was too sensitive and that were over referring children.  However, Dr. Ida Chung, Chief of Pediatrics at SUNY College of Optometry, was consulted and she has confirmed that a referral rate of 35-40%, while higher than anticipated, is consistent with the SUNY Optometric Center’s findings concerning screening programs within the New York City.  We will continue to monitor and evaluate these results, and conduct quality assurance checks to refine the protocol we use to screen for serious vision problems.  We will also readjust our staffing assignments and hours in which they work during the day to compensate for the increased caseload they have due to the high referral rates.
Here are the results of the referrals:
	
	Year 1
	Year 2
	Total to date

	Children Screened
	2,111
	3,919
	6,030

	Children Referred for Further Examination/Care
	741
	1,570
	2,311

	Confirmed Children Receiving Follow-up Care*
	62

(8.5%of referred)
	405
(26% of referred)
	437



	Children Receiving University Optometric Center ( UOC) Exam
	n/a
	375
(24% of referred)
	375




* This figure represents confirmed follow up visits with partnering clinical providers or the SUNY team. It does not include families who received care from private health care providers and failed to notify us of this fact. In addition, in many instances parents failed to inform partner institutions that they had been referred by HKI, therefore these visits are not included. We are currently working with partner institutions to obtain a more accurate accounting of the number of children who have received complete examinations.  
Diagnoses & Treatment this year:

	Myopia
	23

	Hyperopia
	217



	Astigmatism
	224

	Children Receiving Eyeglasses
	282

	Eye Pathology
	154

            Amblyopia – 47

            Strabismus – 10

                   Other – 97

	Children Prescribed Occlusion Therapy
	9


This year, children were able to receive on-site eye examinations through a partnership with University Optometric Center of SUNY College of Optometry (UOC).   ChildSight© provides the administrative and logistical support for the full eye exams and UOC supplies the doctors and equipment.  Through this relationship, we have increased the percentage of children who receive full eye examinations to 26%.  Of these, 282 needed and received free prescription eyeglasses.  This is a dramatic increase from year 1.  While we have not yet reached capacity in filling all potential exam slots, we have found through aggressive case management and communication with parents, we have close to an 80% compliance rate for scheduled appointments.  In addition, we have determined from follow-up phone calls with parents that another 30 children went to their own private doctor or an alternative referral provider for the recommended eye examination. 
These statistics are reassuring that the program is starting to have a major impact in educating the community on the importance of receiving regular eye care and following up on diagnoses for treatment. Yet, we are still troubled by the fact that a majority of children referred for further examination have not, as of mid May, received a full on-site examination by the SUNY team or  informed us whether they had received such an examination at a partner institution. While this level of parental compliance is consistent with the results of numerous recent studies examining pre-school vision screening programs, we had anticipated that more aggressive case management and the provision of on-site examination would have resulted in significantly higher levels of compliance. We will continue to further refine our approach and hope to achieve significantly higher rates of compliance during the next year.  
Our findings reveal significant levels of astigmatism in the majority of children diagnosed who failed the initial screening.  The number of children treated for amblyopia was lower than expected, with only 9 children being prescribed occlusion therapy, but we believe our results are skewed because they are based on only one quarter of all children referred.   
Objective #2:  Provide prescription eyeglasses, free of charge, to children who need them.

This year, 282 children were diagnosed with some kind of refractive error and received free eyeglasses to remedy the problem.  We expect the number of children who receive eyeglasses to increase dramatically as we further strengthen our case management activities and begin to maximize the number of children who are seen through the on-site examinations provided by UOC.
Objective #3:  Provide intensive parent education and case management for families of children with vision problems. We anticipate 125 children each year will require follow-up treatment for amblyopia.

Parent education and outreach continue to be the key to ensuring that children with eye problems receive care.  As noted above, the increased referral rate of 40% has dramatically increased the number of children who require follow-up care and families to whom we provide case management.  This is crucial, however, to the program’s success and building on our progress from year to year.

In light of the challenges with parent compliance and feedback we experienced last year, we are grateful to be working with UOC to provide comprehensive eye examinations to students at HeadStart locations.  This means parents no longer have to locate a hospital or clinic for follow-up care; children receive follow-up exams in an environment where they already feel comfortable.  We send a letter and follow up with a phone call to encourage parents to take advantage of the UOC exams and schedule an appointment.  Parents are required to attend appointments, and can help their child choose eyeglasses when needed right there at the appointment.

Based on the exams provided, 47 children were diagnosed with amblyopia and 10 were diagnosed with strabismus.  (While the actual number of children diagnosed and treated for these conditions is lower than expected, our results are skewed because they are on a small sample as discussed above.)  At the time of the examination, parents were given information on their child’s treatment and general vision health, and asked to schedule a follow-up appointment at UOC.  

Some additional challenges emerged during this past year. One unforeseen obstacle was the reluctance, on the part of some Headstart directors, to schedule a second on-site examination visit by the SUNY team due to their concerns regarding the more invasive nature of the examination. Securing parental commitment to attend examination appointments, even though they were now  offered within their community, continued to pose a challenge.  We will continue to work with UOC in the coming year to devise new strategies to build more support from families and HeadStart to make sure the community takes full advantage of the services we are offering.

For those families who did not schedule an on-site examination, we sent an additional letter with:

a. Their child’s vision screening results;
b. The time-sensitive nature of the referral; 

c. The hospitals or clinics that can provide vision care services; and

d. Information on how to contact us.
Overall, this year we sent 2,046 parent notification letters, made 2,720 follow-up calls with families, and held 36 parent education sessions. The parent education sessions are conducted in a group setting but individual support and guidance is offered to parents who have additional questions or require further support. During the sessions, an explanation of the vision screening/follow-up, equipment, and other tools, such as eyeglasses which present different refractive errors, are presented.   So far, ChildSight© staff has successfully contacted 1,000 parents or guardians.  Of those, 392 made appointments for their children.  We are committed to improving the rates of parent contact and compliance by improving communication with families, gaining an understanding of the barriers that keep them from accessing care, and finding new ways to help families overcome these barriers. 
Objective #4:  Evaluate the program’s effectiveness by tracking the number of children who receive treatment and how much their vision improves.
ChildSight© evaluates and monitors program effectiveness regularly through supervisory visits and quality assurance reviews.  Dr. Nita Patel, OD, MPH, of Helen Keller International recently conducted a quality assurance site visit in Harlem.  She recommended minor adjustments in the program’s protocol, such as exploring the use of an alternate screening chart and further delineating the pass/fail criteria by age.  For example, we have adjusted the pass/fail rate for three-year-olds from that of four- and five-year-olds.  In addition, we’ll start using the 50% spaced crowding bars book as a vision screening tool to capture and measure amblyopia in children more accurately and efficiently than the single symbol book which is currently being used.  
Of the 281 children who received eyeglasses to this year, only 5 (2%) did not have an immediate corrected DVA with the 20/20 or 20/30 acceptance mark.  It was found that the glasses of those 5 students required adjustments from the optical lab.  These glasses were resubmitted to the lab for adjustments and dispensed to the children.  We hope to be able to capture more children with amblyopia and decrease the number of referrals that do not lead to an amblyopia diagnosis in the coming year. These recommendations have been reviewed by staff and discussed with on-site consulting optometrists for feedback and integration into the program’s protocol and operations.
We continue to track the rate of vision improvement for amblyopic children who receive treatment through our program. We have encountered some difficulties in obtaining information on post-exam diagnosis and treatment from partnering hospitals due to HIPPA’s strict privacy restrictions.
By working closely with UOC, we can now obtain information on the initial follow-up, and we hope that, with perseverance, we will be able to get data on follow-up appointments and treatment as well.  UOC’s records indicate that of the fifteen children who have made appointments for follow up care following the initial on-site eye examination, only four have have consistently participated in the follow up treatment regimen thus far. While this is clearly discouraging,  we continue to explore strategies to more effectively transition the child’s care from the on-site community location to UOC’s clinic.
2. Based on your experience in implementing the project, were the expected project outcomes realistic?  If not, why not?

Now that our program infrastructure has been established and service delivery is going smoothly, the project outcomes may need to be reevaluated.  As noted earlier, the number of children we can see during each morning screening session is slightly lower than originally proposed.  We anticipate serving 4,000 children in the upcoming year.  This would position us to serve 11,000 children during this three-year grant period as opposed to 15,000 as originally proposed.  

Parental compliance continues to be a huge piece of the puzzle in making this project successful.  The level of compliance in regard to follow-up eye examinations is lower than anticipated.  This is an element of the program we need to keep developing so we can increase the number of children who received full eye exams when needed, assure compliance with wearing glasses and following other prescribed treatments, and maximize the community’s use of the services we are providing.
Nature and size of population and how this population was affected.
To date, the ChildSight© team has provided services to 79 HeadStart centers, Universal pre-kindergartens and daycare centers throughout underserved areas of New York City.  Please see the attached list of schools served.  From May 15, 2006 to May 15, 2007, we focused on serving Regions 9 and 10 in Manhattan (Washington Heights and Harlem) and the Bronx.  
Based on the enrollment of the schools we served:  
· 1,454 children (37%) were 3 years old,

· 1,958 children (49%) were 4 years old, and 

· 507 children (13%) were 5 years old.

While it is too early to determine how the population was affected, outreach activities to directors, social workers and daycare and school staff have increased their interest in our vision screening program.  We believe, by disseminating information in health advisory meetings, providing services, and allowing our reputation to spread through word-of-mouth, our community partners are developing a general awareness of visual problems and the way they affect young children.  Not only do we hope to improve the visual acuity of New York City’s young children, we also hope to instigate positive behavior among pre-school staff, administration, parents and guardians.
Have there been any unanticipated outcomes?  What are they?

Within the vision screening process, there were no unanticipated outcomes; however in introducing the provision of full eye exams by UOC, we were surprised to find that many HeadStart Directors were reluctant to allow these examinations to occur at their sites.  As a result, scheduling appointments became more difficult than necessary and led to the need for an alternative exam location.  From October 2006 to January 2007, we used Helen Keller International’s Bronx office as this alternative location.  Many families were willing to travel to the Bronx but it posed some difficulties for families with several young children or those who were unfamiliar with the Bronx. 
In January of this year, to consolidate resources, we moved our office headquarters to the HKI’s downtown Manhattan office.  This meant we no longer had the Bronx office available as an alternative examination space.  In an effort to address this, we are now partnering with the Harlem Children’s Zone and will use their building on 125th Street in Harlem as central location for families to receive care three days a month.  Although the ideal location to conduct exams remains on-site in HeadStart classrooms, we are optimistic that the Harlem Children’s Zone location will remove some of the barriers experienced by families and will become a much more viable second choice. 
3. Were the planned strategies for each objective appropriate and effective?

Like all new programs, ChildSight’s Pre-School Vision Screening Initiative encountered some unanticipated challenges.  For example, we had planned to use circle time at each of the schools in order to prepare children for the vision screening process.  This became difficult to do, however, due to the varying program schedules at each HeadStart.  Staff could not be at two locations at one time and we could not make it to all locations as planned.  We found, however, that circle time was most effective with children ages 4 and 5.  Therefore, we now target classes based on their age and also meet with the children immediately before vision screenings instead of the day before to improve retention of the information. This is an example of the kind of adjustments we have made throughout the year.  Overall, our planned strategies are appropriate and effective in reaching and serving those in need.

4. What significant changes, if any, occurred in the project’s staffing pattern?

Recruitment, selection, and training of new staff occurred in September and October of 2006.  We hired two additional staff for the Pre-K Vision Team so we would have a project assistant dedicated exclusively to case management, and another dedicated to UOC follow-up.  Again, with higher than expected referral rates, we needed more staff to do case management and follow-up. 
We had some staff turnover.  To work around this, the project assistant assigned to case management helped with vision screenings one to two days a week.   There was turnover among the ODs as well, with only one of three consulting optometrists returning for the second year of implementation.  Three new consulting optometrists were contracted during this grant period. 
We currently have a strong, stable team led by Program Coordinator Dion Walker that includes: 

Project Assistants
1. Celestine Gray (UOC Liaison) – Ms. Gray has strong organizational and leadership skills, basic Spanish, and extensive child care experience. She started in October and has been with the program all year.
2. Mayerly Mulvey (Lead Case Manager) – Ms. Mulvey is bilingual with previous experience in customer service and management skills.

3. Denese Fortuna – Ms. Fortuna is bilingual and has been a tutor and teacher’s assistant with customer service experience.

4. Elvis Batista – Fluent in Spanish, Mr. Batista brings a lot of energy to the program.  He has worked with children in the past, and even cared for his younger siblings when his mother passed.
5. Roberto Santiago – Mr. Santiago is proficient in Spanish with experience as a tutor and as a volunteer childcare worker for autistic children.
Consultant ODs

1. Dr. Lisa Bennett received her Doctorate of Optometry from SUNY College of Optometry. She is currently affiliated with the American Optometric Association, New Jersey Society of Optometric Physicians, and the College of Optometrists in Vision Development. Outside of Helen Keller International, she is currently practicing in Somerset, New Jersey. 
2. Dr. Donna Richardson, received her Doctorate of Optometry from the Pennsylvania College of Optometry.  Dr. Richardson is currently affiliated with the Professional and Scientific Organization and Societies, and the Children’s Vision Council.   Outside of Helen Keller International, she is currently the practicing optometrist with Prime. 
3. Dr. Alfonso received his Doctorate of Optometry from SUNY College of Optometry.  He is currently affiliated with the Northeastern VOSH organization, Co-founder of SVOSH at SUNY College of Optometry, and the Co-founder of the Student National Optometric Association-SUNY Chapter.  Dr. Alfonso has provided lectures and/or vision screenings at the Sunnyside Community Senior Citizen Center, the Sunnyside Intermediate School, and Helen Keller International’s ChildSight® Intermediate School program.
4. Dr. Germaine, earned her Doctor of Optometry Degree from the State University College of Optometry and joined the faculty at SUNY as Assistant Clinical Professor where she supervises interns and does direct patient care. Dr. Germaine continues to work with SUNY doing direct care at a psychiatric hospital.  Outside of Helen Keller International, she has a private practice in New Rochelle called Visionique Family Eye Care.
6. If you are requesting any changes in project objectives or activities, please describe the changes and explain why they are needed.
We would like to adjust our target number of children served from the original goal of 15,000 over three years to 11,000 as noted in answer to question 2 above.

B.
Context

1. Describe the major factors that either helped or impeded you in achieving the project goals?

2. What has your organization done to overcome any impediments?
Preliminary Factors Promoting or Impeding Achievement of Project Goals
Many of the challenges faced by our program are inherent to any program providing services to families with limited resources in a community setting. The success of our program is based on our team’s flexibility to adapt to the varying settings where services are provided.  Success also relies on our staff’s relentless efforts to engage parents and guardians in tending to their child’s visual needs.  
During this grant period, a number of HeadStart programs served in the previous year requested that we return.  We feel that this speaks to a level of satisfaction by parents and HeadStart administrators for services provided.   By attending regional HeadStart association meetings and word-of-mouth recommendations, we have been able to introduce our services into new HeadStart locations fairly smoothly.  
Gaining support from the senior administrators within a HeadStart program is essential to launching our program successfully.  This year, ChildSight© took a multi-pronged approach to educating HeadStart directors and staff.  As a result, HeadStart programs are becoming increasingly interested in and receptive to our services.  They continue to refer us to brother and sister schools.

Here are some of the activities we pursued.  We:
· Mailed, emailed, and faxed information packets including Pre-K Vision Screening fact sheets and outreach letters; 
· Informed HeadStart staff, parents and teachers about the UOC follow-up through educational meetings, letters and phone calls.
· Asked HeadStart programs we had already served to refer us to other programs;

· Researched childcare coalition meetings and sought out opportunities to introduce our program to new childcare sites.
· Held educational and informative presentations and meetings with Head Start staff.
· Participated in health advisory committee meetings to educate staff about our program.
One challenge that slowed implementation this year was naptime.  Naptime usually lasts 1 ½ hours and would usually occur in the middle of a scheduled screening.  This affected the efficiency of the program and prevented us from maximizing staff time while on-site as well as increased the amount of time the consulting optometrist was needed.  To overcome this challenge, we have negotiated some flexibility with HeadStart regarding naptime; now, we are often able to screen a few children before they fall asleep.  We have also revised our on-site data entry strategies to maximize the use of the staff time during naptime.  However, in an attempt to maximize the resources of the program, we will refine our approach to target screening during morning hours only.  
As noted earlier in this report, the number of children seen during morning screening sessions is lower than our proposed benchmark.  It is important to hold sessions in the morning, however, because children are more responsive and then we avoid the difficulty of trying to schedule screenings around lunch or naptime.  Based on the feedback of our consulting optometrist and the two-three hour window we have with children, we anticipate screening 30 children per day as oppose to the projected 40.  This may require shifting our staffing to run two screening teams during the morning session.  This will require clear communication with HeadStart staff regarding the length of time we will be on-site and the need to adhere strictly to scheduled screening times.
Finally, we underestimated the degree to which consulting optometrists would refer children for further evaluation and treatment.  This created a larger than expected case management workload which we weren’t sufficiently able to meet.  The effort to reach parents to introduce them to UOC or refer them to clinics, as well as the effort to urge HeadStart staff to allow UOC follow-up exams at their sites both required tremendous staff time.  Therefore, we hired additional staff so we could have an UOC liaison Project Assistant as well as a Project Assistant dedicated to case management.  
Case Management Challenges
There are two aspects of the program that present persistent challenges.  The first involves getting in touch with the parents/guardians.  The second is parental compliance.  Both are equally important elements of case management if we are to successfully impact children’s vision.
Challenges contacting families include inaccurate or incomplete information, disconnected telephones, no telephones or no answering machines.  To overcome this, project staff: 

· Sent a blank parent contact sheet to HeadStart staff with spaces for the child’s name, date of birth, and parent/guardian contact information, including email addresses; 

· Incorporated the use of email as a third communication vehicle; and
· Provided copies of all referral letters to school personnel so that directors and school liaisons could encourage parents to schedule recommended follow-up visits for children who failed the initial vision screening.

To continue to raise awareness and generate excitement among families of getting good vision care for their children, we have:

· Offered sessions  where parents can experiment with vision screening equipment, are given educational brochures, and introduced to eye health terminology;

· Tapped into existing parent education classes or forums within the HeadStart program;
· Encouraged parents to attend and help out with the vision screening; and
· Required parents to be present during exams.

Finally, we face a challenge in getting parents to comply with the treatment recommended by our doctors.  The biggest problem we have seen is children not wearing their eyeglasses consistently.  
To overcome this, we are:
· Offering education sessions with parents and children about the importance of regular use;

· Giving parents the chance to see the world through their children’s eyes by having them put on sample glasses with refractive lenses; and
· Educating teachers on how to encourage parents and children to wear their glasses.
Data Collection/Evaluation Challenge 
In order to measure the effectiveness of the program, we need to measure the rate of improvement in visual acuity in children who receive treatment.  To do that, we must have accurate and complete post-exam/treatment information over the course of one year. 
ChildSight staff return to programs sites we have previously served in order to to consult with parents regarding the referrals made to them and the action they took.  As noted above, a far lower percentage of parents than anticipated is completing the prescribed treatment and after care regimen for their children. 
To raise this rate, and ensure that children receive follow-up care even when they have to go off-site to UOC’s Manhattan offices, we are:

· Offering help in making follow-up appointments before parents leave the initial eye exam;

· Leaving UOC business cards with the name of a bilingual reservationist; and

· Making sure our UOC liaison has updated information on how to contact families.

We are currently trying to figure out the best way to obtain post-exam information for a larger sample of children.  UOC optometrists provide exams on-site, and in those cases, our staff can collect data as soon as the exam is completed.  Gaining information on the outcome of care, however, (whether glasses, follow-up appointments, etc.), remains difficult.  In the current UOC system, a parent must identify themselves as a ChildSight referral in order for the child’s file to be coded in a way which allows us to access the information later.  Many parents are not doing this.  

For children seen by a private doctor or alternative provider, getting the results of the eye exam is even more difficult.  Many parents are unable to recall exact information from the exam, and partnering hospitals and clinics are reluctant to provide information directly to our staff. To address this, we now send, along with referral letters, a post-treatment/diagnosis sheet to parents.  Parents are asked to give the sheet to the doctors to fill out the pertinent information and then return it to us.  Only three post-treatment/diagnosis forms were returned this year.  However, based on follow-up calls with parents, 30 children went to a private doctor or an alternative provider for the recommended eye exam.  
C. 
Project Financial Summary

1. Financial Summary Report.

Please see appendix. 
2. If there are any major discrepancies in planned vs. actual expenses, please explain.
Project Assistant and Optometrist costs in year two have exceeded our initial estimates and  resulted in overspending for these budget lines. This is primarily due to two factors:

1) the need to hire addition two additional Project Assistant who focused exclusively on parent case management and UOC scheduling, logistics and follow-up; and
2)  the program optometrists have not been able to screen the number of children per day that was originally anticipated. 
Due to this reduced level of productivity, we  were required to add additional screening dates in order to achieve our annual screening goals. Since the optometrists are contract employees, paid a per diem rate, this has substantially increased the cost for optometric services.  In light of this over spending we will reevaluate the current staff structure and also seek additional funds from other sources to cover these unanticipated costs.  
3. Provide a list of all sources of income for the project, including dollar amounts.

Department of Education

$24,000
Starr Foundation


$70,000*

*This is part of a $1 million grant for all 10 ChildSight programs that were allocated to various sites based on need.
4. Fund-approved budget revisions for the next grant period (if any).

N/A
PROJECT DIRECTOR’S CRITICAL ANALYSIS

A. What do you think are the most important outcomes, impacts and lessons learned from this project?

The most important outcomes this year were: 

· Increased access to vision care for children living in poverty;
· Continued improvement in children’s vision due to care;
· The development of a new partnership with UOC to provide eye examinations on-site at HeadStart; and
· Continued outreach to parents and teachers about the importance of follow-up care and an increased understanding the barriers which impede obtaining care.
The most important impacts are:
· Families are now more proactive in securing vision care for their children and are empowering themselves to educate others.

· Children with corrected vision have a much greater chance of doing well in school as they enter kindergarten. 

· School principals, HeadStart staff, teachers, family workers, parents and the community-at-large have a much greater understanding of the importance of pre-school vision screening. 

The most important lessons learned are:
· We need to continue to educate parents, guardians, teachers and principals about children’s vision needs to improve compliance with treatment.  

· Parents need to be better educated on the importance of vision screenings, and we need to find ways to make them more open to receiving information. 

· Staff, teachers and parents can learn a lot about children’s needs by talking to them and observing their behavior during class or playtime.
· Scheduling screening activities for the day must be targeted for the morning session.
· We need to increase our case management capacity to accommodate all the children who are being referred for further treatment.
· The program requires participation from all stakeholders (school, staff, parents, students, etc) to successfully increase the quality of life for young people. 

B. 
Have these lessons influenced your organization’s work?  If so, how?

Based on an analysis of our lessons learned, as well as feedback received from parents and school staff, in the coming year, we will:
· Continue to figure out the best ways to communicate important information to parents and staff in order to increase compliance; 
· Maximize program resources to target the most productive screening times during the day;
· Continue to build awareness of the program and the services offered by UOC with HeadStart administrators; and 
· Continue to enhance case management to ensure the needs of all children we serve are met.  
Specifically, we plan to:
· Continue to collaborate with the UOC to do comprehensive eye exams for children in need of further evaluation.  Optometrists will perform exams on-site and eyeglasses will be distributed on-site.  This will help us determine identify vision problems in young children and communicate the need for further follow-up care with parents.
· Try to use all the examination slots with UOC doctors by over-scheduling to compensate for the 20% no-show rate.  We will work with more than one HeadStart location in an exam day if a given program does not have enough patients to fill the schedule.
· Present more educational sessions with parents and HeadStart staff with the goal of improving compliance.
· Encourage HeadStart staff and parents to talk to children and observe their behavior to learn more about their vision needs.  This will improve case management efforts.
· Continue mailing, emailing and calling parents to encourage more participation in their child’s eye care and the return of doctor post-treatment information.
· Do data entry and paperwork on-site in the HeadStart during downtimes.
· Continue to locate and partner with new schools and childcare programs where there is the significant need and to maintain a full schedule of screenings in those communities.
· Continue outreach and promotional efforts to build awareness of the program’s existence with HeadStart administrators.

