

  disabilities-04-00011




disabilities-04-00011







Disabilities 2024, 4(1), 163-182; doi:10.3390/disabilities4010011




Article



Accessibility, Functioning, and Activities of Daily Living with Visual Impairment amongst Adults from Minority Ethnic Communities in the UK



Theofilos Kempapidis 1, Nikki Heinze 1, Asharee K. Green 1 and Renata S. M. Gomes 1,2,*





1



BRAVO VICTOR, London WC1N 3AR, UK






2



Northern Hub for Veterans and Military Families Research, Department of Nursing, Midwifery and Health, Faculty of Health and Life Sciences, Northumbria University, Newcastle NE7 7XA, UK









*



Correspondence: renata.gomes@bravovictor.org or renata.gomes@northumbria.ac.uk







Citation: Kempapidis, T.; Heinze, N.; Green, A.K.; Gomes, R.S.M. Accessibility, Functioning, and Activities of Daily Living with Visual Impairment amongst Adults from Minority Ethnic Communities in the UK. Disabilities 2024, 4, 163–182. https://doi.org/10.3390/disabilities4010011



Academic Editor: François Routhier



Received: 20 November 2023 / Revised: 26 February 2024 / Accepted: 26 February 2024 / Published: 29 February 2024



Abstract

:

Visual impairment (V.I.) has been associated with a negative impact on activities of daily living (ADL) and navigation outside the home. Adults from minority ethnic communities are projected to make up an increasing proportion of the V.I. population in the UK, yet the evidence relating to their experiences of living with V.I. is limited. This article uses data collected by the V.I. Lives Survey, between December 2019 and November 2020. Using secondary analysis of anonymised survey data, this article explores self-reported functioning relating to ADL, navigation outside of the home, and use of technology to access information in a matched control sample of adults from minority ethnic (MEC) and white communities (WC). The findings showed that most issues relating to self-efficacy, accessibility of public environments, and technology were significantly more important to MEC than WC participants. A significantly higher proportion of MEC participants required frequent help with cooking, received support for ADL from siblings and other family members, and had their shopping delivered. WC participants were significantly more likely to receive help with shopping from their spouse/partner and use public transport as much as they liked. Future research will need to confirm these findings in a larger sample and explore the reasons for them.
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1. Introduction


The number of people with visual impairment (V.I.) is predicted to increase in the United Kingdom (UK) [1]. Considering that people from minority ethnic communities (MEC) are at increased risk of V.I. [2,3], it is important to understand their lives and experiences to ensure support is available where needed. A recent publication on MEC found Asian communities to report poorer mental health and well-being experiences, as well as experiences of discrimination [4].



The adverse effects of V.I. on activities of daily living (ADL) have been previously documented [5,6], including impacts on getting dressed [7], preparing a meal [8], shopping [9], and leaving the house [10]. Participation in ADL has been linked with improved quality of life among people with V.I. [9]. V.I. has further been associated with a negative impact on independent navigation [11,12]. Assistive technologies (ATs) can play a vital role in assisting navigation and thus improve the quality of life of people with V.I. [13]. ATs are not only used for navigation, they also have a plethora of applications in the lives of people with V.I., such as object recognition, information access, and social interactions [14]. Thus, they have the ability to increase independence and safety, and improve the quality of life of people with V.I. [15].



Socioeconomic factors, such as low income, have been linked to lower awareness of existing aids [16]. People from MEC are more likely to live in low-income households [17,18], and this may impact the uptake and use of ATs among MEC. However, a recent rapid evidence review found considerable gaps in the evidence relating to the acceptability and use of aids as well as ADL and navigation among MEC adults with V.I. in the UK [19].



The purpose of this article is to explore the experiences of MEC in the UK, focusing on aspects of V.I. specific to accessibility, function, and activities of daily living, aiming to increase knowledge relating to ADL, navigation, mobility outside the home, aids, and assistive technologies.




2. Materials and Methods


This article forms part of a series that explores the life experiences of UK MEC adults [20,21,22,23]. This series reports findings from a secondary analysis of survey data collected as part of the V.I. Lives Survey. V.I. Lives was commissioned by three UK sight loss charities: Royal National Institute of Blind People (RNIB), Thomas Pocklington Trust (TPT), and Guide Dogs for the Blind Association (Guide Dogs). The following paragraphs provide a brief summary of the V.I. Lives survey for context; however, a report published by the charities (the data controllers) provides details about the methods employed in the V.I. Lives survey and results for the full sample [24].



Participants were recruited through social media, radio adverts, national and local charities, and Acumen’s healthcare database. Potential participants were screened in an initial phone call and excluded if they did not speak English and/or did not have V.I.



V.I. status was determined based on the self-reported V.I. registration status (registered as severely sight impaired, partially sight impaired, unsure of the category in which they were registered, or not registered), difficulties with near, distance, and/or peripheral vision (ability to see a person from a certain distance, to read newsprint, and to see people or things in the periphery of their vision), and legal ability to drive [23]. Quantitative survey data were collected over the phone by two market research agencies (Insight Angels and Acumen Fieldwork). Fieldwork took place in two batches: from December 2019 to March 2020 and from August to November 2020. A total of 769 people with V.I., aged between 13 and 78, took part in the survey. An anonymised dataset was shared with the authors, and permission was granted to conduct the secondary analysis reported in this series of articles by the data controllers.



2.1. Materials


The V.I. Lives Survey was a cross-sectional study and covered the following topics: health, well-being, relationships, attitude to life, getting out of the home, leisure, work, education, benefits and finances, technology and media, accessible information and reading, domestic support, charity awareness and usage, making everything better, and coronavirus.



Ethnicity. A question asked participants to indicate which of the following they would use to describe their ethnic background: White British, White other, Mixed/Multiple ethnic groups, Asian/Asian British, Black/African/Caribbean/Black British, Other ethnic group, and Prefer not say.



Activities of daily living. Participants were asked how frequently and from whom they had received help with the following tasks: preparing food, personal care, getting around the home, taking medication, and getting dressed, to assess functioning and status relating to activities of daily living. Participants were also asked if they were able to go out and do their shopping as much as they would like to and who provided help with shopping. A set of questions explored the importance of a list of issues, among which were: “Confidence in my ability to do everyday tasks” and “Help and support to take care of myself and my home”, to address the importance of having the ability or required support to carry out activities of daily living.



To assess the accessibility of information, participants were asked to rate the importance of issues relating to “Format of information provided by service providers”, and to indicate if they had requested information they received from banks, health providers, and utility companies in an accessible format, and if they were aware that they could request to receive this information in an accessible format. They were further asked how often anyone helped them by reading printed materials that are not in their preferred format and how easy or difficult it was to read the instructions on medication packaging.



Navigation. A set of questions also explored the importance of “The accessibility of public transport (signage, announcement, and training of drivers/staff)”, “The design and accessibility of public buildings”, “Reduction of obstacles and street clutter”, and “Better route planning and navigation aids”, which addressed the importance of aspects of the outside environment that might affect people’s ability to navigate outside the home. To assess status relating to navigation, people were asked to indicate if they used public transport, were able to get out and about as much as they would like to, felt able to get out and about independently in their local area, had been injured or hurt by any obstacles on the pavement while out and about in the last year, and how often they generally left home and went outside.



Information and technology. Participants were asked to rate the importance of issues relating to “Access and support to use the Internet”, “Training to use technology to its full potential”, “Accessibility features of mainstream technology”, and “New smart technology and apps to support people with V.I.”. In addition, participants were asked to indicate what type of software or adjustments they used to help access computers/laptops/tablets or smart phones.




2.2. Data Analysis


To control for the unequal subgroup sizes and differences between MEC and WC participants, a matched control sample consisting of 77 MEC and 77 WC participants was drawn in R [25]. Matching variables included the UK region and whether the participants lived in rural areas vs. towns. Although the survey was not specifically designed to compare different groups, the subgroup analysis compared MEC to WC participants. Response distributions for variables were calculated as counts (n) and proportions (%) by subgroup using SPSS [26]. Subgroup analysis used Mann–Whitney U tests for ordinal and chi-square tests for categorical variables. Where assumptions of expected cell counts were violated, Fisher’s exact tests were conducted in R.





3. Results


Table 1 provides a summary of characteristics for the MEC and WC groups. There were no significant differences in age (M = 40.87 vs. M = 41.09, t(154) = 0.124, p = 0.902), gender (Χ2 (4, 154) = 0.00, p = 1.000), UK region (Fisher’s exact p = 0.344), setting (Χ2 (2, 154) = 4.68, p = 0.097), employment status (Χ2 (4, 154) = 0.33, p = 0.988), level of education (U = 2794, p = 0.397), marital status (Fisher’s exact p = 0.835), or V.I. severity (U = 2951, p = 0.922). Both groups consisted of more females (51.9%) than males (48.1%), were predominantly London-based, living in a city or big town, educated at the undergraduate level, employed, and single or married.



3.1. Activities of Daily Living (ADL)


Although more than eight in ten participants in both groups considered ADL-related issues as at least somewhat important, there were statistically significant differences between the two groups. Around half the MEC participants rated Confidence in my ability to do everyday tasks (50.6%) as extremely important compared to over a quarter of WC participants (28.6%; U = 2216, p = 0.003). However, the same proportion rated this as not important at all (2.6%). Similarly, just under half of MEC participants (46.8%) rated Help and support to take care of myself and my home as extremely important compared to 19.5% of WC participants (U = 1852, p < 0.001). WC participants were more than twice as likely to rate this as not important at all (15.6% vs. 6.5%; Table 2).



When looking at functioning, there were no significant differences in support required for ADL, except where preparing food was concerned (Table 3): 64.9% of WC participants never or rarely required help with food preparation, compared to 44.8% of MEC participants, 25.0% of whom required help with this always or frequently compared to 20.8% of WC participants (U = 2330, p = 0.023). Indeed, most participants from the WC group never required support with preparing food (50.6%). Additionally, 70.1% of WC never or rarely required help taking medications, compared to 55.3% of MEC participants, among whom 22.4% always or frequently required help with this, compared to 13.0% of WC participants, but this difference did not reach statistical significance (U = 2490, p = 0.083). A large majority of MEC and WC participants indicated that they never required support with personal care (74.0% and 75.3%), getting around the home (68.8% vs. 81.8%), getting dressed (71.4%, respectively), and looking after children (62.5% vs. 72.9%). For both groups, the activities that required the most support (always) were DIY (do it yourself) projects around the house (36.9% vs. 26.5%) and house cleaning (21.6% vs. 10.7%).



There was no statistically significant difference in the extent to which participants in the two groups felt able to go out and go shopping, with just over three-quarters in both groups feeling completely or somewhat able to do so. Although MEC participants were less likely than WC participants to feel completely able to do so (35.1% vs. 44.2%), more WC participants than MEC participants indicated that there was no need/no one supported them in doing so (31.2% and 19.5%). Spouses and partners were the most common providers of support with shopping in both groups. WC participants were significantly more likely to receive help from their spouse or partner (40.3% vs. 24.7% (Χ2 = 4.26, p = 0.039, Cramer’s V = 0.166)), while MEC participants were significantly more likely to get shopping delivered to them (19.5% vs. 7.8% (Χ2 = 4.47, p = 0.035, Cramer’s V = 0.170)). Although MEC participants were also twice as likely to receive support with shopping from other family members (20.8% vs. 10.4%), this did not reach statistical significance (Χ2 = 3.16, p = 0.076).



For both MEC and WC participants, support for other ADL was most commonly provided by spouses and partners (40.3% vs. 52.2%; Table 4). MEC participants were significantly more likely to receive support from siblings (23.9% vs. 7.5% (Χ2 = 6.83, p = 0.009, Cramer’s V = 0.226)) and other family members (14.9% vs. 3.0% (Χ2 = 5.86, p = 0.016, Cramer’s V = 0.209)). MEC participants were also more likely to report receiving support from their children (26.9% vs. 13.4%) and friends and neighbours (26.9% vs. 14.9%), although these differences did not reach statistical significance. In contrast, WC participants were more likely to receive no support/not need support (31.2% vs. 19.5%), but this was also not statistically significant. Formal support was much less common compared to informal support. None of the participants received support for ADL from charity workers or a district nurse/health visitor, only one person received support from social services, and a small number of MEC (n = 7) and WC participants (n = 5) received support from paid support workers.



Accessibility of information and communications is important for people with V.I. Although a larger proportion of MEC participants (40.3%) than WC participants (27.3%) rated Format of information provided by service providers as extremely important, this was one of the few issues where differences did not reach statistical significance (U = 2472.5, p = 0.079; Table 2). Furthermore, although there were differences between MEC and WC participants in the proportions who were aware that they could request accessible information from health providers (34.1% vs. 51.3%), the bank (33.3% vs. 47.1%), or utility companies (32.5% vs. 47.2%), these were not statistically significant. Notably, while levels of awareness were lower among MEC participants, they were more likely to have requested accessible information from their health provider (43.9% vs. 36.2%), bank (49.1% vs. 36.2%), and utility company (38.6% vs. 29.8%). Again, these differences were not statistically significant (Table 5).



As shown earlier, MEC participants were more likely to need help with taking medications. This may relate to difficulty reading instructions on medication. However, similar proportions of MEC and WC participants reported at least some degree of difficulty with this activity (76.7% vs. 72.8%; Table 5). Only approximately one-quarter of both groups found it easy to read instructions on medicines. Indeed, 3 in 10 MEC (27.3%) and WC participants (31.2%) reported that they always or frequently required help with reading printed material.




3.2. Navigation and Mobility Outside the Home


This section explores participants’ experiences when leaving their homes and navigating their external environment. There were no statistically significant differences in participants’ perceived ability to get out as often as they liked (U = 3146.5, p = 0.480), nor the extent to which they agreed that they felt able to get out and about independently in their local area (U = 3195, p = 0.357). However, the frequency with which participants in the two groups left their home was trending towards significance, although this was not statistically significant (U = 3420.5, p = 0.055). At least 9 in 10 participants in both groups left their house at least once a week and around 8 in 10 felt somewhat or completely able to get out as often as they liked, but MEC participants were less likely than WC participants to leave their home every day of the week (57.1% vs. 70.1%) and they were less likely to feel completely able to get out as often as they liked (39.0% vs. 44.2%). One MEC participant indicated that they did not leave their home at all, compared to none of the WC participants. Similar proportions in both groups (81.9% of MEC and 83.1% of WC) agreed that they felt able to get out and about independently in their local area, but the proportion who agreed strongly was marginally higher among WC (58.4%) than MEC participants (49.4%).



One issue relating to navigation is obstacles on the pavement. Although around half of MEC (48.1%) and a slightly lower proportion of WC participants (41.6%) reported that they had been injured by obstacles outside (Χ2  (1, N = 154) = 0.66, p = 0.418), MEC participants were significantly more likely than WC participants to rate reduction of obstacles and street clutter (U = 2351, p = 0.024) as important. Around half of MEC participants (50.6%) rated this as extremely important, compared to 36.4% of WC participants (Table 6).



A further issue impeding outside navigation relates to the accessibility of public spaces, including public transport. Although over nine in ten participants in both groups rated navigation and mobility-related issues as at least somewhat important, there were, again, statistically significant differences (Table 6): 61.0% of MEC participants rated Accessibility of public transport as extremely important, compared to 37.7% of WC participants (U = 2333.5, p = 0.013), and a slightly lower proportion (48.1%) rated Design and accessibility of public buildings as extremely important, compared to 19.5% of WC participants (U = 2005.5, p < 0.001). Similarly, there was a significant difference between MEC and WC participants’ use of public transport as much as they would like (Χ2 (2, N = 154) = 6.40, p = 0.041, Cramer’s V = 0.204). Over two-thirds (68.8%) of WC participants used public transport as much they wanted, compared to just under half of MEC participants (49.4%). Alternatively, MEC participants were more than twice as likely to never travel by public transport (11.7% vs. 5.2%).




3.3. Information and Technology


There are a number of aids that have been developed to facilitate reading for people with V.I. As seen in Table 7, there were no statistically significant differences in the use of different types of aids. Large-size text (electronic) was most commonly used by both MEC (62.3%) and WC participants (50.6%), followed by synthetic audio, i.e., speech output on computer/eBook, for MEC participants (54.5%), and audio with human voice, i.e., DAISY/talking books, for WC participants (44.2%). Comparatively few MEC and WC participants used paper-based braille (11.7% vs. 14.3%) or electronic braille (3.9% vs. 7.8%). WC participants were also more likely to use ordinary-size print (31.2% vs. 45.5%), but this did not reach statistical significance (Χ2 = 3.32, p = 0.068).



Assistive technologies may provide another tool for people with V.I. to overcome some of the challenges relating to everyday tasks and navigation. While MEC participants were, again, statistically significantly more likely to rate Better route planning and navigation aids (U = 1891.5, p < 0.001), Access and support to use the internet (U = 1874, p < 0.001), New smart technology and apps to support people with V.I. (U = 1914, p < 0.001), and Training to use technology to its full potential (U = 1845.5, p < 0.001), as important, technology-related issues were of comparatively less importance to both groups (Table 8). Indeed, 41.6% (use of internet), 55.8% (new smart tech/apps), and 46.8% (tech training) of MEC participants rated these items as extremely important, compared to 16.9%, 20.8%, and 20.8% of WC participants. In addition, there was no statistically significant difference in the perceived importance of Accessibility features of technology (U = 2527.5, p = 0.087).



Table 7 shows the use of different types of software adjustments to help people with V.I. access technologies. There were, again, no statistically significant differences between the two groups in the Adjustments they made to help access PC/laptop/Tablet/smartphone technologies. Magnification software was commonly used by MEC (50.6%) and WC participants (42.9%), followed by screen reader software (29.9% and 31.2%) and virtual assistants (29.9% and 26.0%). Almost one-quarter of WC (24.7%) and 15.6% of MEC participants did not use any technology.





4. Discussion


This article provides an overview of the experiences of a matched control sample of MEC and WC adults with V.I. in relation to ADL, navigation outside the home, and information and technology.



4.1. Activities of Daily Living


Participants in both groups were generally self-reliant, with most not needing help with their personal care, getting around the home, getting dressed, looking after children, and going shopping. Activities that required the most support in both groups were DIY projects and house cleaning. This may reflect a lack of DIY skills in this sample rather than the impact of V.I. on functioning. There were group differences in the importance of issues relating to self-efficacy, with MEC participants rating both Confidence in my ability to do everyday task and the Help and support to take care of myself and my home as significantly more important than the WC group. Although a statistically significant difference was only found for food preparation, MEC participants were more likely to frequently require support with a range of ADL, including food preparation, taking medication, and personal care, than WC, who were more likely than MEC to require help with getting around the home and getting dressed.



Previous research found that almost half of the people experiencing sight loss cannot cook for themselves, highlighting the need for support with cooking for people with V.I. [27]. The group differences in support needs relating to food preparation found in the current sample may reflect cultural differences in cooking habits, whereby food preparation is more elaborate and plays a bigger part among MEC [28]. Support needs for taking medication and getting around the home have previously been identified among older people with V.I. [29,30]. Although not statistically significant, MEC were more likely to need help with the former. Around three-quarters of MEC (76.6%) and WC participants (72.7%) in this sample reported difficulties reading instructions on medication. There is evidence of poorer treatment adherence among MEC [31]. This is important, because people from MEC have a greater risk of some eye and other health conditions that may be managed with medication. For example, people from Afro-Caribbean communities may be at greater risk of glaucoma [32], which may be managed with medicated eye drops [33,34].



When asked who supported them with ADL and shopping, WC were more likely to state no one or that they did not need support. This response option was ambiguous because it was not clear if people do not need support or have no one to support them. The findings showed the extent to which both groups rely on informal rather than formal support. Very few participants were in receipt of formal support provided by charities, social services, or health professionals to help with ADL and shopping. It is unclear if this is because participants were not eligible for, did not want, or did not have, access to formal support where they were. Spouses/partners were the most common source of support in both groups. Interestingly, MEC were around twice as likely to report receiving support from their children (26.9% and 13.4%, respectively) and other family members (20.8% vs. 10.4%), and over three times more likely to receive support from siblings compared to WC participants (23.9% and 7.5%, respectively). This may reflect cultural differences in the attitudes towards family roles and caregiving. Research with people with dementia found that providing care was considered a family obligation, especially for the children, and sometimes even a religious duty among MEC [35]. However, research with members of Somali refugee communities found that some participants felt reluctant to ask family members for support, or more comfortable asking a daughter for support than a son [36]. Future research could explore the role of family in caregiving, the role of gender in family caregiving, and the extent to which this wider informal support network meets the needs of MEC adults with V.I.



Although around 8 in 10 MEC (76.6%) and WC participants (83.1%) required help with reading printed material, only a relatively small proportion were aware of, or had requested, information from health providers, banks, and utility companies in an accessible format. MEC participants were slightly less likely to be aware that they could receive this information in an accessible format. This may be exacerbated by the language needs of MEC not being met when accessing, for instance, health services [37]. It should be noted that Format of information provided by service providers was of comparatively less importance than other issues [22].




4.2. Navigation and Mobility Outside the Home


Although MEC participants left their home marginally less frequently than WC participants, there were no statistically significant differences in participants’ perceived ability to get out as much as they wanted to and to get out of their home independently in their local area. This may reflect the positive effect of familiar places on navigation for people with V.I. [38], while accessibility may have a negative impact on navigation.



Injuries due to obstacles in the urban environment are not uncommon for people with V.I. [39]. A UK survey with 500 respondents with V.I. found that 95% had collided with obstacles on the pavement in the past 3 months: 70% had collided with cars parked on pavements, 64% with bins, 59% with permanent and 55% with temporary street furniture, and 49% with advertising boards [40]. In the current sample, 48.1% of MEC and 41.6% of the WC participants had been injured by street obstacles in the past year. Unsurprisingly, Reduction of obstacles and street clutter was highly important to both groups, although it was once again significantly more important in the MEC than WC group. Thus, reducing barriers in the environment is especially essential to the safe and independent travel of a person with V.I. [41], and better maintenance of pavements is required to prevent people from falling while outside [30].



Similarly, issues relating to the accessibility of public environments, particularly public transport, emerged as a key priority among all groups [22]. However, Accessibility of public transport and Design and accessibility of public buildings were rated as significantly more important by MEC participants compared to their WC counterparts. This reflected statistically significant differences in participants’ use of public transport: over two-thirds of WC participants indicated that they used public transport as much as they wanted, compared to only around half of MEC participants. Moreover, almost 2 in 5 MEC participants were not able to use public transport as much as they liked compared to just over one-quarter of WC participants. Previous research found that people from MEC are significantly more likely to use public transport [42]. However, a US web survey with people with a range of disabilities, including V.I., found that non-white respondents reported a significantly higher frequency of problems when using public transport to go to work or school, while Hispanic respondents (compared to non-Hispanic respondents) reported more frequent issues when using public transport to go to work/school, run errands, access healthcare, socialise, and for spontaneous activities [43]. In addition, respondents with V.I. noted a significantly higher frequency of issues when using public transport to access health services, run errands, and for socialising compared to respondents with other types of disabilities. The V.I. Lives survey did not explore reasons why participants felt they were not able to use public transport as much as they liked. While this may be due to comorbidities, such as mobility issues among MEC, particularly black, participants [23], other factors, such as cost, availability, discrimination, and, indeed, accessibility, may also impact public transport use. Transportation issues have been identified as barriers to employment [44], participation in physical activity [45], and use of health services, e.g., health screenings for diabetic retinopathy [46]. Understanding the reasons for lower public transport use among MEC participants is, therefore, of vital importance. The V.I. Lives survey did not explore experiences of accessing public buildings; however, at least 3 in 10 people with disabilities in the UK have reported that negative attitudes and behaviours have prevented them from using public transport, work, going shopping, and socialising, and around 1 in 5 had been impacted by the negative attitudes of employers (28%) and colleagues (20%), the general public (24%), health, social care, and support staff (19%), transport staff (16%), and retail staff (14%) [47].



Independent mobility has been found to have a positive impact on the well-being of people with V.I. and other disabilities [48]. Reducing barriers in the environment and improving the accessibility of public transport and buildings may help to improve independent mobility.




4.3. Technology


As indicated earlier, assistive technologies (ATs) can assist with navigation [13], object recognition, information access, and social interactions [14]. There were no statistically significant group differences in the use of a range of software and reading aids.



In both groups, magnification software was the most common aid used to access digital information, while large-size text (electronic), followed by synthetic audio, audio with human voice, and large-size print (hard copy), were the most common aids used to access reading and information. MEC participants rated technology-related issues significantly more important than WC participants, including Better route planning and navigation aids, Access and support to use the internet, Training to use technology to its full potential, and New smart technology and apps to support people with V.I. In addition, although Accessibility features of mainstream technology was one of the few issues for which a significant difference was not found, 40.3% of MEC participants rated this as extremely important, compared to 29.9% of WC participants. Considering the significantly higher importance of almost all issues among the MEC group, it is possible that this reflects differences in response style rather than priorities or needs. While the survey did not explore the extent to which participants were familiar with different types of aids, around a quarter of WC (24.7%) and 15.6% of MEC participants did not use any technology to access digital information. This may be for a variety of reasons, including because they do not need it, are not aware of it, do not know how to use it, do not want to use it, or have other means of accessing the information. In this context, it should be noted that this was a relatively young sample, and thus some of the barriers to technology use associated with older adults may not apply [49]. Considering the positive impact of adopting assistive technologies by people with V.I. on their quality of life [50,51,52,53,54], future research may need to explore how their uptake and use can be supported.




4.4. Limitations


This study used data from a relatively small convenience sample of UK adults. Findings cannot, therefore, be extrapolated to the wider V.I. population. The MEC group consists of diverse communities that may have very different experiences. Moreover, non-English speakers, who may have specific support needs relating to accessibility and functioning, were excluded from the survey. While the majority of the sample was recruited through the Acumen health database, a small proportion was recruited through V.I. charities, whose beneficiaries may be receiving support relating to accessibility and functioning. WC participants were matched to MEC participants based on age, gender, UK region, and urban/rural setting. Other variables, such as employment status or education, could have been used to match participants, which may have yielded different results. As noted earlier, there were issues relating to the clarity of the survey questions or response options, and this was evidenced by the ambiguity of the “no one/do not need” response when asked who provided support. The V.I. Lives survey explored a wide range of issues. As a result, topics could not always be explored in depth. For instance, the familiarity and use or non-use of different ATs would have been useful to understand gaps in knowledge.





5. Conclusions


This article provided a preliminary overview of functioning relating to ADL, navigation outside the home, and use of technology to access information among adults with V.I. from MEC and WC. Overall, issues relating to these areas tended to be significantly more important to MEC than WC adults, although there were fewer statistically significant differences in status. MEC participants were significantly more likely to require regular help with cooking, to receive support for their wider family, including siblings and other family members, and to have their shopping delivered. Furthermore, MEC participants had regular help available, and as the results show, they had more social support at their disposal, and were able to take care of children. While not statistically significant, MEC participants needed more help with taking medications, which may be vital to manage their eye and other health conditions. WC participants were significantly more likely to have help from their spouse/partner with shopping and to use public transport as much as they liked. Future research will need to confirm these findings in a larger sample and explore the reasons behind differences in areas such as use of public transport and support networks.







Author Contributions


Conceptualisation, T.K. and N.H.; methodology, T.K. and N.H.; software, N.H.; validation, A.K.G., T.K. and N.H.; formal analysis, N.H.; investigation, T.K., A.K.G. and N.H.; resources, R.S.M.G.; data curation, T.K. and N.H.; writing—original draft preparation, A.K.G. and T.K.; writing—review and editing, R.S.M.G., A.K.G., T.K. and N.H.; supervision, R.S.M.G. and T.K.; project administration, T.K.; funding acquisition, R.S.M.G. All authors have read and agreed to the published version of the manuscript.




Funding


The authors declare financial support was received for the research, authorship, and/or publication of this article. This research was supported by the Thomas Pocklington Trust, grant number: FR-00380.




Institutional Review Board Statement


This study is based on a secondary analysis of anonymised survey data. Ethical approval was, therefore, not required.




Informed Consent Statement


Informed consent was obtained from all subjects involved in the study during data collection.




Data Availability Statement


The original contributions presented in the study are included in the article, further inquiries can be directed to the corresponding author.




Acknowledgments


We would like to thank the Royal National Institute of Blind People (RNIB), Thomas Pocklington Trust (TPT), and Guide Dogs for the Blind Association (Guide Dogs) for sharing “V.I. Lives” survey data with us for the purpose of this secondary analysis. A particular thank you to Hilary Ingleton at the RNIB for providing the dataset and answering questions about the survey methods, data collection, and individual variables. Thank you also to Claire Castle at BRAVO VICTOR who proofread the article.




Conflicts of Interest


T.K., N.H., A.K.G. and R.S.M.G. are employed by BRAVO VICTOR. The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest. While the funder was involved in the original data collection, they were not involved in the design of the current study, data analysis, interpretation of data, the writing of this article, or the decision to submit it for publication.




References


	



Pezzullo, L.; Streatfeild, J.; Simkiss, P.; Shickle, D. The economic impact of sight loss and blindness in the UK adult population. BMC Health Serv. Res. 2018, 18, 63. [Google Scholar] [CrossRef] [PubMed]

	



Dawes, P.; Dickinson, C.; Emsley, R.; Bishop, P.N.; Cruickshanks, K.J.; Edmondson-Jones, M.; McCormack, A.; Fortnum, H.; Moore, D.R.; Norman, P.; et al. Vision impairment and dual sensory problems in middle age. Ophthalmic Physiol. Opt. 2014, 34, 479–488. [Google Scholar] [CrossRef] [PubMed]

	



Cumberland, P.M.; Rahi, J.S. Visual function, social position, and health and life chances: The UK biobank study. JAMA Ophthalmol. 2016, 134, 959–966. [Google Scholar] [CrossRef]

	



Heinze, N.; Castle, C.L. Exploring mental well-being, the emotional impact of visual impairment and experiences of prejudice and discrimination among adults from minority ethnic communities in the UK. Front. Public Health 2023, 11, 1277341. [Google Scholar] [CrossRef] [PubMed]

	



Gopinath, B.; Liew, G.; Burlutsky, G.; Mitchell, P. Age-related macular degeneration and 5-year incidence of impaired activities of daily living. Maturitas 2014, 77, 263–266. [Google Scholar] [CrossRef] [PubMed]

	



Alma, M.A.; van der Mei, S.F.; Melis-Dankers, B.J.; van Tilburg, T.G.; Groothoff, J.W.; Suurmeijer, T.P. Participation of the elderly after vision loss. Disabil. Rehabil. 2011, 33, 63–72. [Google Scholar] [CrossRef]

	



Stevelink, S.A.M.; Malcolm, E.M.; Fear, N.T. Visual impairment, coping strategies and impact on daily life: A qualitative study among working-age UK ex-service personnel. BMC Public Health 2015, 15, 1118. [Google Scholar] [CrossRef] [PubMed]

	



Jones, N.; Bartlett, H. The impact of visual impairment on nutritional status: A systematic review. Br. J. Vis. Impair. 2018, 36, 17–30. [Google Scholar] [CrossRef]

	



Lamoureux, E.L.; Hassell, J.B.; Keeffe, J.E. The determinants of participation in activities of daily living in people with impaired vision. Arch. Ophthalmol. 2004, 137, 265–270. [Google Scholar] [CrossRef]

	



Low, W.-Y.; Cao, M.; De Vos, J.; Hickman, R. The journey experience of visually impaired people on public transport in London. Transp. Policy 2020, 97, 137–148. [Google Scholar] [CrossRef]

	



Jeamwatthanachai, W.; Wald, M.; Wills, G. Indoor navigation by blind people: Behaviors and challenges in unfamiliar spaces and buildings. Br. J. Vis. Impair. 2019, 37, 140–153. [Google Scholar] [CrossRef]

	



Cloutier, M.M.; DeLucia, P.R. Topical Review: Impact of Central Vision Loss on Navigation and Obstacle Avoidance while Walking. Optom. Vis. Sci. 2022, 99, 890–899. [Google Scholar] [CrossRef] [PubMed]

	



Zafar, S.; Asif, M.; Bin Ahmad, M.; Ghazal, T.M.; Faiz, T.; Ahmad, M.; Khan, M.A. Assistive Devices Analysis for Visually Impaired Persons: A Review on Taxonomy. IEEE Access 2022, 10, 13354–13366. [Google Scholar] [CrossRef]

	



Terven, J.R.; Salas, J.; Raducanu, B. New Opportunities for Computer Vision-Based Assistive Technology Systems for the Visually Impaired. Computer 2013, 47, 52–58. [Google Scholar] [CrossRef]

	



Hakobyan, L.; Lumsden, J.; O’sullivan, D.; Bartlett, H. Mobile assistive technologies for the visually impaired. Surv. Ophthalmol. 2013, 58, 513–528. [Google Scholar] [CrossRef] [PubMed]

	



RNIB. Summary of Issues Emerging from Research and Reports on the Needs and Experiences of Ethnic Minorities with Sight Loss in the UK; R.S.S. Department, Ed.; RNIB: London, UK, 2003. [Google Scholar]

	



Leung, G.; Stanner, S. Diets of minority ethnic groups in the UK: Influence on chronic disease risk and implications for prevention. Nutr. Bull. 2011, 36, 161–198. [Google Scholar] [CrossRef]

	



Mangalore, R.; Knapp, M. Income-related inequalities in common mental disorders among ethnic minorities in England. Chest 2012, 47, 351–359. [Google Scholar] [CrossRef] [PubMed]

	



Heinze, N.; Jones, L.; Makwana, B. A rapid review of evidence relating to service use, experiences, and support needs of adults from minority ethnic communities along the eyecare pathway in the United Kingdom. Front. Public Health 2023, 11, 1119540. [Google Scholar] [CrossRef]

	



Heinze, N.; Jones, L. Social functioning in adults from minority ethnic communities living with visual impairment in the UK. Front. Public Health 2024, 12, 1277472. [Google Scholar] [CrossRef]

	



Heinze, N.; Jones, L. Access to eye care and support services among adults from minority ethnic communities living with visual impairment in the UK. Front. Public Health 2023, 11, 1277519. [Google Scholar] [CrossRef]

	



Heinze, N.; Jones, L.; Castle, C.L.; Gomes, R.S.M. Priority issues among a sample of adults from minority ethnic communities who are living with visual impairment in the UK. 2023; submitted for publication. [Google Scholar]

	



Hussain, S.F.; Heinze, N.; Gomes, R.S.M. Health and Comorbidities in Minority Ethnic Adults Living with Visual Impairment in the UK. Disabilities 2024, 4, 79–100. [Google Scholar] [CrossRef]

	



RNIB. Guide Dogs, and TPT, VI Lives—An In-Depth Understanding of the Experiences of People Living with Vision Impairment (VI) in the UK; RNIB: London, UK, 2022. [Google Scholar]

	



R Core Team, R: A Language and Environment for Statistical Computing; R Foundation for Statistical Computing: Vienna, Austria, 2021.

	



IBM Corp. IBM SPSS Statistics for Windows; Version 28.0; IBM Corp.: Armonk, NY, USA, 2021. [Google Scholar]

	



Beer, J.; Southern, R.; Gilling, D.; Bryant, L.; Stickland, M.; Screeton, J.; Bennett, J. Cornwall Blind Association: Needs Assessment and Business Development Study; Social Research and Regeneration Unit, University of Plymouth: Plymouth, UK, 2006. [Google Scholar]

	



Zaiceva, A.; Zimmermann, K.F. Children, Kitchen, Church: Does ethnicity matter? Rev. Econ. Househ. 2014, 12, 83–103. [Google Scholar] [CrossRef]

	



McCann, R.M.; Jackson, A.J.; Stevenson, M.; Dempster, M.; McElnay, J.C.; Cupples, M.E. Help needed in medication self-management for people with visual impairment: Case–control study. Br. J. Gen. Pract. 2012, 62, e530–e537. [Google Scholar] [CrossRef]

	



Brundle, C.; Waterman, H.A.; Ballinger, C.; Olleveant, N.; Skelton, D.A.; Stanford, P.; Todd, C. The causes of falls: Views of older people with visual impairment. Health Expect. 2015, 18, 2021–2031. [Google Scholar] [CrossRef]

	



McQuaid, E.L.; Landier, W. Cultural Issues in Medication Adherence: Disparities and Directions. J. Gen. Intern. Med. 2018, 33, 200–206. [Google Scholar] [CrossRef]

	



Wormald, R.P.L.; Basauri, E.; Wright, L.A.; Evans, J.R. The African Caribbean eye survey: Risk factors for glaucoma in a sample of African Caribbean people living in London. Eye 1994, 8, 315–320. [Google Scholar] [CrossRef] [PubMed]

	



Weinreb, R.N.; Aung, T.; Medeiros, F.A. The pathophysiology and treatment of glaucoma: A review. JAMA 2014, 311, 1901–1911. [Google Scholar] [CrossRef]

	



Rudnicka, A.R.; Mt-Isa, S.; Owen, C.G.; Cook, D.G.; Ashby, D. Variations in Primary Open-Angle Glaucoma Prevalence by Age, Gender, and Race: A Bayesian Meta-Analysis. Investig. Opthalmol. Vis. Sci. 2006, 47, 4254–4261. [Google Scholar] [CrossRef] [PubMed]

	



Nielsen, T.R.; Waldemar, G.; Nielsen, D.S. Rotational care practices in minority ethnic families managing dementia: A qualitative study. Dementia 2021, 20, 884–898. [Google Scholar] [CrossRef] [PubMed]

	



Higginbottom, G.M.; Rivers, K.; Story, R. Health and social care needs of Somali refugees with visual impairment (VIP) living in the United Kingdom: A focused ethnography with Somali people with VIP, their caregivers, service providers, and members of the Horn of Africa Blind Society. J. Transcult. Nurs. 2014, 25, 192–201. [Google Scholar] [CrossRef]

	



Robinson, A.; Elarbi, M.; Todd, A.; Husband, A. A qualitative exploration of the barriers and facilitators affecting ethnic minority patient groups when accessing medicine review services: Perspectives of healthcare professionals. Health Expect. 2022, 25, 628–638. [Google Scholar] [CrossRef]

	



Bandukda, M.; Holloway, C.; Singh, A.; Berthouze, N. PLACES: A framework for supporting blind and partially sighted people in outdoor leisure activities. In Proceedings of the 22nd International ACM SIGACCESS Conference on Computers and Accessibility, Rochester, NY, USA, 20–22 October 2014. [Google Scholar]

	



Childers, T.L.; Kaufman-Scarborough, C. Expanding opportunities for online shoppers with disabilities. J. Bus. Res. 2009, 62, 572–578. [Google Scholar] [CrossRef]

	



Wilson, M. Who Put That There: The Barrier to Blind and Partially Sighted People Getting Out and About; RNIB: London, UK, 2015. [Google Scholar]

	



Pavey, S.; Dodgson, A.; Douglas, G.; Clements, B. Travel, Transport, and Mobility of People Who Are Blind and Partially Sighted in the UK; RNIB: London, UK, 2009. [Google Scholar]

	



Patterson, R.; Webb, E.; Millett, C.; Laverty, A.A. Physical activity accrued as part of public transport use in England. J. Public Health 2019, 41, 222–230. [Google Scholar] [CrossRef]

	



Bezyak, J.L.; Sabella, S.; Hammel, J.; McDonald, K.; Jones, R.A.; Barton, D. Community participation and public transportation barriers experienced by people with disabilities. Disabil. Rehabil. 2020, 42, 3275–3283. [Google Scholar] [CrossRef]

	



Crudden, A.; McBroom, L.W. Barriers to Employment: A Survey of Employed Persons who are Visually Impaired. J. Vis. Impair. Blind. 1999, 93, 341–350. [Google Scholar] [CrossRef]

	



Phoenix, C.; Griffin, M.; Smith, B. Physical activity among older people with sight loss: A qualitative research study to inform policy and practice. Public Health 2015, 129, 124–130. [Google Scholar] [CrossRef] [PubMed]

	



Thomas, C.G.; Channa, R.; Prichett, L.; Liu, T.Y.A.; Abramoff, M.D.; Wolf, R.M. Racial/Ethnic Disparities and Barriers to Diabetic Retinopathy Screening in Youths. JAMA Ophthalmol. 2021, 139, 791–795. [Google Scholar] [CrossRef] [PubMed]

	



Smith, C.; Dixon, S. Independent. Confident. Connected. Achieving Equality for Disabled People; Scope: London, UK, 2018. [Google Scholar]

	



Kempapidis, T.; Castle, C.L.; Fairchild, R.G.; Hussain, S.F.; Cash, A.T.; Gomes, R.S. A scientific evaluation of autonomous vehicle user experience on sighted and visually impaired passengers based on FACS (Facial Analysis Coding System) and a user experience questionnaire. J. Transp. Health 2020, 19, 100906. [Google Scholar] [CrossRef]

	



Piper, A.M.; Brewer, R.; Cornejo, R. Technology learning and use among older adults with late-life vision impairments. Univers. Access Inf. Soc. 2017, 16, 699–711. [Google Scholar] [CrossRef]

	



Park, K.; Kim, Y.; Nguyen, B.J.; Chen, A.; Chao, D.L. Quality of Life Assessment of Severely Visually Impaired Individuals Using Aira Assistive Technology System. Transl. Vis. Sci. Technol. 2020, 9, 21. [Google Scholar] [CrossRef] [PubMed]

	



Lorenzini, M.-C.M.; Wittich, W.P. Head-mounted Visual Assistive Technology–related Quality of Life Changes after Telerehabilitation. Optom. Vis. Sci. 2021, 98, 582–591. [Google Scholar] [CrossRef] [PubMed]

	



Covarrubias, C.M. Exploration of Quality of Life with the Use of Assistive Technology for Individuals That Are Visually Impaired or Blind; The Chicago School of Professional Psychology: Chicago, IL, USA, 2022. [Google Scholar]

	



Nguyen, B.J.; Kim, Y.; Park, K.; Chen, A.J.; Chen, S.; Van Fossan, D.; Chao, D.L. Improvement in Patient-Reported Quality of Life Outcomes in Severely Visually Impaired Individuals Using the Aira Assistive Technology System. Transl. Vis. Sci. Technol. 2018, 7, 30. [Google Scholar] [CrossRef] [PubMed]

	



Rosner, Y.; Perlman, A. The Effect of the Usage of Computer-Based Assistive Devices on the Functioning and Quality of Life of Individuals who are Blind or have low Vision. J. Vis. Impair. Blind. 2018, 112, 87–99. [Google Scholar] [CrossRef]








 





Table 1. Participant characteristics by subgroup.
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Participant Characteristics

	
MEC (n = 77)

	
WC (n = 77)




	
% (n)

	
% (n)






	
Age

	
U = 2919.5, p = 0.871




	
M (SD)

	
40.78 (±15.58)

	
41.09 (±15.62)




	
Range

	
18–85

	
18–85




	
Gender

	
Χ2 (1, N = 154) = 0.00, p = 1.00




	
Female

	
51.9 (40)

	
51.9 (40)




	
Male

	
48.1 (37)

	
48.1 (37)




	
Region

	
p = 0.344




	
London

	
44.2 (34)

	
31.2 (24)




	
Southeast

	
6.5 (5)

	
2.6 (2)




	
Southwest

	
5.2 (4)

	
3.9 (3)




	
East of England

	
5.2 (4)

	
2.6 (2)




	
East Midlands

	
3.9 (3)

	
5.2 (4)




	
West Midlands

	
5.2 (4)

	
2.6 (2)




	
Northeast

	
-

	
5.2 (4)




	
Northwest

	
13.0 (10)

	
23.4 (18)




	
Yorkshire and the Humber

	
3.9 (3)

	
3.9 (3)




	
Scotland

	
7.8 (6)

	
9.1 (7)




	
Wales

	
3.9 (3)

	
7.8 (6)




	
Northern Ireland

	
1.3 (1)

	
2.6 (2)




	
England

	
87.2 (68)

	
80.5 (62)




	
Setting

	
Χ2 (2, N = 154) = 4.68, p = 0.097




	
City/big town

	
67.5 (52)

	
55.8 (43)




	
Small town

	
22.1 (17)

	
37.7 (29)




	
Rural area

	
10.4 (8)

	
6.5 (5)




	
Marital status

	
p = 0.835




	
Single

	
41.6 (32)

	
37.7 (29)




	
In a relationship

	
7.8 (6)

	
9.1 (7)




	
Cohabiting

	
6.5 (5)

	
10.4 (8)




	
Married

	
31.2 (24)

	
36.4 (28)




	
Civil partnership

	
2.6 (2)

	
-




	
Separated

	
1.3 (1)

	
1.3 (1)




	
Divorced

	
6.5 (5)

	
3.9 (3)




	
Widowed

	
2.6 (2)

	
1.3 (1)




	
Education 1

	
U = 2794, p = 0.397




	
No formal qualifications

	
-

	
5.2 (4)




	
GCSE/O-Level

	
11.7 (9)

	
14.3 (11)




	
A-Level/Advanced Highers

	
15.6 (12)

	
18.2 (14)




	
Apprenticeship, vocational, NVQ, or HND

	
16.9 (13)

	
11.7 (9)




	
Undergraduate degree

	
27.3 (21)

	
31.2 (24)




	
Masters, PhD

	
18.2 (14)

	
16.9 (13)




	
Non-UK qualifications

	
3.9 (3)

	
-




	
Other

	
6.5 (5)

	
2.6 (2)




	
Employment 2

	
Χ2 (4, N = 154) = 0.33, p = 0.988




	
Employed (including part-time)

	
42.9 (33)

	
40.3 (31)




	
Self-employed

	
6.5 (5)

	
5.2 (4)




	
Unemployed

	
14.3 (11)

	
14.3 (11)




	
Retired

	
10.4 (8)

	
11.7 (9)




	
Other 2

	
26.0 (20)

	
28.6 (22)




	
V.I. severity 3

	
U = 2951, p = 0.922




	
Severe

	
39.0 (30)

	
44.2 (34)




	
Moderate

	
35.1 (27)

	
23.4 (18)




	
Mild

	
26.0 (20)

	
31.2 (24)




	
Could not be classified

	
-

	
1.3 (1)








1 Statistical analysis excludes ‘non-UK qualifications’ and ‘other’. 2 Due to expected frequencies of less than 5 in 5 cells (27.8%), the categories: looking after family/home, student, long-term sick/disabled, and unpaid work (e.g., volunteering, intern, and work experiences), were collapsed into the ‘other’ category for the statistical analysis. 3 Statistical analysis excludes ‘could not be classified’. MEC = Minority ethnic communities (excluding white minorities), and WC = White communities (including white minorities). Results for Fisher’s exact tests are shown as p-values only.













 





Table 2. Importance of issues relating to ADL, by subgroup.
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Importance of Issues Relating to ADL

	
MEC (n = 77)

	
WC (n = 77)




	
% (n)

	
% (n)






	
Confidence in my ability to do everyday tasks

	
U = 2216, p = 0.003




	
Extremely important

	
50.6 (39)

	
28.6 (22)




	
Very important

	
39.0 (30)

	
49.4 (38)




	
Somewhat important

	
7.8 (6)

	
19.5 (15)




	
Not important at all

	
2.6 (2)

	
2.6 (2)




	
Help and support to take care of myself and my home

	
U = 1852, p < 0.001




	
Extremely important

	
46.8 (36)

	
19.5 (15)




	
Very important

	
29.9 (23)

	
33.8 (26)




	
Somewhat important

	
14.3 (11)

	
31.2 (24)




	
Not important at all

	
6.5 (5)

	
15.6 (12)




	
Missing

	
2.6 (2)

	
-








MEC = Minority ethnic communities (excluding white minorities), and WC = White communities (including white minorities). Statistically significant results are shown in bold.













 





Table 3. Activities of daily living (ADL): importance of issues and support needs relating to ADL by subgroup.
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Support Needs Relating to ADL

	
MEC (n = 77)

	
WC (n = 77)




	
% (n)

	
% (n)




	
House cleaning

	
U = 2410.5, p = 0.151




	
Always

	
21.6 (16)

	
10.7 (8)




	
Frequently

	
12.1 29)

	
10.7 (8)




	
Sometimes

	
24.3 (18)

	
28.0 (21)




	
Rarely

	
8.1 (6)

	
12.0 (9)




	
Never

	
33.8 (25)

	
38.7 (29)




	
Looking after children

	
U = 1019, p = 0.239




	
Always

	
4.2 (2)

	
4.2 (2)




	
Frequently

	
4.2 (2)

	
6.3 (3)




	
Sometimes

	
27.1 (13)

	
6.3 (3)




	
Rarely

	
2.1 (1)

	
10.4 (5)




	
Never

	
62.5 (30)

	
72.9 (35)




	
Preparing food

	
U = 2330, p = 0.023




	
Always

	
14.3 (11)

	
9.1 (7)




	
Frequently

	
10.4 (8)

	
11.7 (9)




	
Sometimes

	
29.9 (23)

	
14.3 (11)




	
Rarely

	
13.0 (10)

	
14.3 (11)




	
Never

	
31.2 (24)

	
50.6 (39)




	
Not applicable

	
1.3 (1)

	
-




	
Personal care

	
U = 2909, p = 0.793




	
Always

	
5.2 (4)

	
3.9 (3)




	
Frequently

	
2.6 (2)

	
-




	
Sometimes

	
9.1 (7)

	
11.7 (9)




	
Rarely

	
9.1 (7)

	
9.1 (7)




	
Never

	
74.0 (57)

	
75.3 (58)




	
Getting around the home

	
U = 2638, p = 0.161




	
Always

	
-

	
5.2 (4)




	
Frequently

	
3.9 (3)

	
1.3 (1)




	
Sometimes

	
7.8 (6)

	
6.5 (5)




	
Rarely

	
18.2 (14)

	
5.2 (4)




	
Never

	
68.8 (53)

	
81.8 (63)




	
Not applicable

	
1.3 (1)

	
-




	
Taking medicines

	
U = 2490, p = 0.083




	
Always

	
11.7 (9)

	
6.5 (5)




	
Frequently

	
10.4 (8)

	
6.5 (5)




	
Sometimes

	
22.1 (17)

	
16.9 (13)




	
Rarely

	
7.8 (6)

	
11.7 (9)




	
Never

	
46.8 (36)

	
58.4 (45)




	
Getting dressed

	
U = 3042.5, p = 0.723




	
Always

	
2.6 (2)

	
9.1 (7)




	
Frequently

	
1.3 (1)

	
3.9 (3)




	
Sometimes

	
14.3 (11)

	
9.1 (7)




	
Rarely

	
10.4 (8)

	
6.5 (5)




	
Never

	
71.4 (55)

	
71.4 (55)




	
Doing DIY around the house

	
U = 2141, p = 0.748




	
Always

	
36.9 (24)

	
26.5 (18)




	
Frequently

	
10.8 (7)

	
20.6 (14)




	
Sometimes

	
21.5 (14)

	
23.5 (16)




	
Rarely

	
3.1 (2)

	
7.4 (5)




	
Never

	
27.7 (18)

	
22.1 (15)




	
Able to go out and do shopping

	
U = 3146.5, p = 0.480




	
Completely

	
35.1% (27)

	
44.2% (34)




	
Somewhat

	
41.6% (32)

	
32.5% (25)




	
Not really

	
16.9% (13)

	
15.6% (12)




	
Not at all

	
6.5% (5)

	
7.8% (6)








MEC = Minority ethnic communities (excluding white minorities), and WC = White communities (including white minorities). Statistically significant results are shown in bold.













 





Table 4. Sources of support for ADL and shopping, by subgroup.
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Providing Support with ADL

	
MEC

(n = 77)

	
WC

(n = 77)

	

	




	
% (n)

	
% (n)

	
Χ2 (1, N = 154)

	
p-Value






	
No one/Do not need support

	
19.5 (15)

	
31.2 (24)

	
2.78

	
0.095




	
Spouse/partner

	
40.3 (27)

	
52.2 (35)

	
1.92

	
0.166




	
Child/children

	
26.9 (18)

	
13.4 (9)

	
3.76

	
0.053




	
Parents

	
22.4 (15)

	
23.9 (16)

	
0.04

	
0.838




	
Siblings

	
23.9 (16)

	
7.5 (5)

	
6.83, Cramer’s V = 0.226

	
0.009




	
Other family member

	
14.9 (10)

	
3.0 (2)

	
5.86, Cramer’s V = 0.209

	
0.016




	
Friend or neighbour

	
26.9 (18)

	
14.9 (10)

	
2.89

	
0.089




	
Social services (e.g., social or rehabilitation workers)

	
1.5 (1)

	
1.5 (1)

	
Fisher’s exact

	
1.000




	
District nurse/health visitor

	
-

	
-

	
-

	




	
Charity workers (e.g., volunteers)

	
-

	
-

	
-

	




	
Paid support workers

	
10.4 (7)

	
7.5 (5)

	
0.37

	
0.545




	
Someone else

	
9.0 (6)

	
14.9 (10)

	
1.14

	
0.287




	
Providing support with shopping

	

	

	
Χ2 (1, N = 154)

	




	
No one/Do not need support

	
19.5 (15)

	
31.2 (24)

	
2.78

	
0.095




	
Spouse/partner

	
24.7 (19)

	
40.3 (31)

	
4.26, Cramer’s V = 0.166

	
0.039




	
Child/children

	
14.3 (11)

	
14.3 (11)

	
0.00

	
1.000




	
Parents

	
15.6 (12)

	
14.3 (11)

	
0.05

	
0.821




	
Other family member

	
20.8 (16)

	
10.4 (8)

	
3.16

	
0.076




	
Friend or neighbour

	
19.5 (15)

	
15.6 (12)

	
0.40

	
0.525




	
Support worker

	
9.1 (7)

	
3.9 (3)

	
1.71

	
0.191




	
Staff in store

	
11.7 (9)

	
9.1 (7)

	
0.28

	
0.597




	
Get shopping delivered

	
19.5 (15)

	
7.8 (6)

	
4.47, Cramer’s V = 0.170

	
0.035




	
Volunteer/shopping helper

	
1.3 (1)

	
1.3 (1)

	
-

	
1.000




	
Someone else

	
2.6 (2)

	
1.3 (1)

	
-

	
1.000




	
Able to go out and do shopping

	

	

	
U = 3146.5

	
0.480




	
Completely

	
35.1% (27)

	
44.2% (34)

	

	




	
Somewhat

	
41.6% (32)

	
32.5% (25)

	

	




	
Not really

	
16.9% (13)

	
15.6% (12)

	

	




	
Not at all

	
6.5% (5)

	
7.8% (6)

	

	








MEC = Minority ethnic communities (excluding white minorities), and WC = White communities (including white minorities). Statistically significant results are shown in bold. Results for Fisher’s exact tests are shown as p-values only.













 





Table 5. Importance, awareness, and requests for information in an accessible format from service providers, by subgroup.
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Importance, Awareness, and Requests for Information in Accessible Format from Service Providers

	
MEC

	
WC






	
Format of information provided by service providers

	
U = 2472.5, p = 0.079




	
Extremely important

	
40.3 (31)

	
27.3 (21)




	
Very important

	
36.4 (28)

	
42.9 (33)




	
Somewhat important

	
18.2 (14)

	
22.1 (17)




	
Not important at all

	
3.9 (3)

	
7.8 (6)




	
Missing

	
1.3 (1)

	
-




	
Has requested information in accessible format from:




	
Health providers

	
p = 0.503




	
Yes

	
43.9 (25)

	
36.2 (17)




	
No

	
52.6 (30)

	
55.3 (26)




	
Not applicable

	
3.5 (2)

	
8.5 (4)




	
Bank

	
p = 0.150




	
Yes

	
49.1 (28)

	
36.2 (17)




	
No

	
47.4 (27)

	
51.1 (24)




	
Not applicable

	
3.5 (2)

	
36.2 (17)




	
Utility providers

	
p = 0.121




	
Yes

	
38.6 (22)

	
29.8 (14)




	
No

	
57.9 (33)

	
55.3 (26)




	
Not applicable

	
3.5 (2)

	
14.9 (7)




	
Is aware that information can be requested in accessible format from:




	
Health providers

	
Χ2 (2, N = 80) = 5.52, p = 0.063




	
Yes

	
34.1 (14)

	
51.3 (20)




	
No

	
51.2 (21)

	
25.6 (10)




	
Do not want it

	
14.6 (6)

	
23.1 (9)




	
Bank

	
Χ2 (2, N = 67) = 3.47, p = 0.176




	
Yes

	
33.3 (11)

	
47.1 (16)




	
No

	
48.5 (16)

	
26.5 (9)




	
Do not want it

	
18.2 (6)

	
26.5 (9)




	
Utility providers

	
Χ2 (2, N = 76) = 5.98, p = 0.050, Cramer’s V = 0.281




	
Yes

	
32.5 (13)

	
47.2 (17)




	
No

	
55.0 (22)

	
27.8 (10)




	
Do not want it

	
12.5 (5)

	
25.0 (9)




	
Help required reading printed material

	
U = 3130.5, p = 0.538




	
Always

	
10.4 (8)

	
6.5 (5)




	
Frequently

	
16.9 (13)

	
24.7 (19)




	
Sometimes

	
24.7 (19)

	
24.7 (19)




	
Rarely

	
24.7 (19)

	
27.3 (21)




	
Never

	
23.4 (18)

	
16.9 (13)




	
Difficulty reading instructions on medication

	
U = 2942.5, p = 0.835




	
Very easy

	
3.9 (3)

	
6.5 (5)




	
Quite easy

	
19.5 (15)

	
18.2 (14)




	
Quite difficult

	
28.6 (22)

	
26.0 (20)




	
Very difficult

	
20.8 (16)

	
20.8 (16)




	
Impossible

	
27.3 (21)

	
26.0 (20)




	
Not applicable

	
-

	
2.6 (2)








MEC = Minority ethnic communities (excluding white minorities), and WC = White communities (including white minorities). Statistically significant results are shown in bold. Results for Fisher’s exact tests are shown as p-values only.













 





Table 6. Navigation and accessibility of external environments, by subgroup.






Table 6. Navigation and accessibility of external environments, by subgroup.





	
Navigation and Accessibility of External Environments

	
MEC

(n = 77)

	
WC

(n = 77)




	
% (n)

	
% (n)






	
Accessibility of public transport (signage, announcement, training of drivers/staff)

	
U = 2333.5, p = 0.013




	
Extremely important

	
61.0 (47)

	
37.7 (29)




	
Very important

	
26.0 (20)

	
44.2 (34)




	
Somewhat important

	
5.2 (4)

	
15.6 (12)




	
Not important at all

	
7.8 (6)

	
2.6 (2)




	
Design and accessibility of public buildings

	
U = 2005.5, p < 0.001




	
Extremely important

	
48.1 (37)

	
19.5 (15)




	
Very important

	
36.4 (28)

	
46.8 (36)




	
Somewhat important

	
7.8 (6)

	
24.7 (19)




	
Not important at all

	
7.8 (6)

	
9.1 (7)




	
Reduction of obstacles and street clutter

	
U = 2351, p = 0.024




	
Extremely important

	
50.6 (39)

	
36.4 (28)




	
Very important

	
35.1 (27)

	
36.4 (28)




	
Somewhat important

	
10.4 (8)

	
23.4 (18)




	
Not important at all

	
2.6 (2)

	
3.9 (3)




	
Missing

	
1.3 (1)

	
-




	
Frequency with which one leaves home

	
U = 3420.5, p = 0.055




	
Every day

	
57.1 (44)

	
70.1 (54)




	
Every other day

	
15.6 (12)

	
15.6 (12)




	
A couple of times a week

	
15.6 (12)

	
10.4 (8)




	
At least once a week

	
5.2 (4)

	
-




	
At least once a fortnight

	
3.9 (3)

	
1.3 (1)




	
Less than once a fortnight

	
1.3 (1)

	
2.6 (2)




	
Do not leave home

	
1.3 (1)

	
-




	
Ability to get out as often as one would like

	
U = 3146.5, p = 0.480




	
Completely

	
39.0 (30)

	
44.2 (34)




	
Somewhat

	
40.3 (31)

	
36.4 (28)




	
Not really

	
11.7 (9)

	
16.9 (13)




	
Not at all

	
9.1 (7)

	
2.6 (2)




	
I feel able to get out and about independently in my local area

	
U = 3195, p = 0.357




	
Strongly agree

	
49.4 (38)

	
58.4 (45)




	
Slightly agree

	
32.5 (25)

	
24.7 (19)




	
Neither agree nor disagree

	
3.9 (3)

	
1.3 (1)




	
Slightly disagree

	
6.5 (5)

	
7.8 (6)




	
Strongly disagree

	
7.8 (6)

	
7.8 (6)




	
Has been injured by street obstacles

	
Χ2 (1, N = 154) = 0.66, p = 0.418




	
Yes

	
48.1 (37)

	
41.6 (32)




	
No

	
51.9 (40)

	
58.4 (45)




	
Use public transport as much as one would like

	
Χ2 (2, N = 154) = 6.40, p = 0.041, Cramer’s V = 0.204




	
Yes

	
49.4 (38)

	
68.8 (53)




	
No

	
39.0 (30)

	
26.0 (20)




	
Never travel by public transport

	
11.7 (9)

	
5.2 (4)








MEC = Minority ethnic communities (excluding white minorities), and WC = White communities (including white minorities). Statistically significant results are shown in bold. Results for Fisher’s exact tests are shown as p-values only.













 





Table 7. Aids used to access digital and printed information, by subgroup.






Table 7. Aids used to access digital and printed information, by subgroup.





	
Aids Used to Access Digital and Printed Information

	
MEC (n = 77)

	
WC (n = 77)

	

	




	
% (n)

	
% (n)

	
Χ2 (1, N = 154)

	
p-Value






	
Software used to make adjustments to help access PC/laptop/Tablet/smartphone:

	

	

	




	
Magnification software

	
50.6 (39)

	
42.9 (39)

	
0.94

	
0.333




	
Screen reader software

	
29.9 (23)

	
31.2 (24)

	
0.03

	
0.861




	
Colour adjustments

	
19.5 (15)

	
19.