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FOREWORD

Since Us establishment in 1906, the Cleveland Society for the Blind has spared no effort

attempting to provide the most meaningful services for the blind and nearly blind persons. Many

thousands of clients residing in the Greater Cleveland area, throughout Ohio, as well as from

other states, have benefited from the numerous and varied services provided by the agency. A

book has recently been published on this topic in which only some of the major divisions and

programs of this impressive work are covered.

hi recent years, however, the Society has also begun to devote serious attention to research.

It is recognized that with the growing number and complexity of demands on agencies such as

ours, the evaluation of projects becomes an integral part of the total functioning of an effective

multiple-service agency. It is only through such evaluation that we can learn from Jur successes,

as well as from our mistakes, and share our newly acquired knowledge with others who ,i-e being

confronted with similar problems, or who ; re simply '.,tudying the complexities of human behavior.

This complementarity of service and research has also been recognized by the various branches

of the United States government, which are increasingly requesting extensive research reports on

the projects supported by the Federal grants.

In behalf of the Cleveland Society for the Blind, we express our gratitude to the Vocational

Rehabilitation Administration of the U. S. Department of Health, Education and Welfare, which

has made our Comprehensive Orientation and 1,1obility Project possible. We are certain that the

blind persons in Cleveland have greatly benefited, and will continue to benefit, from he services

provided by this project.

It is also our firm hope that the presen publication will be useful to numerous other organ-

izations and individuals who, like OWSCIVCS :Iv: trying to assist visually handicapped persons

achieve greater independence and happiness.

Cleo B. Dolan,
Executive Director

iii
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1. INTRODUCTION

Although orientation and mobility training of the blind received a relative-

ly impressive amount of study,1 much remains to be learned. A comparison of the

learning potential, achievement and adjustment of the blind children and the aged

blind clients is only one of the neglected areas in which the Cleveland Society

for the Blind (henceforth referred to as "Society") has become strongly inter-

ested.

Aa, in the Greater Cleveland area, both of these groups, the blind children

and the aged blind, were also in great need of comprehensive orientation and

mobility services, the Society decided to add a new demonstration project, en-

titled "CompreheL,Ive Orientation and Nobility Training for Blind School Children

and-Geriatric Clients," to its other demonstration projects and to its extensive

continuous program of comprehensive services in casework, group work, home teach-

ing, mobility, rehabilitation, camping, research, food services and several oper-

ations of its industrial division. 2

In 1964, a proposal was developed and submitted to the Vocational Rehabil-

itation Administration of the U. S. Department of Health, Edu%:stion and Welfare,

for partial fundinr. The proposal was accepted and the project started its oper-

ations in November, 1964.

This final research report covers the subsequent three "ears of demonstra-

tion work in orientation and mobility training of the blind children and the

geriatric blind clients, i.e., the period between November 1, 1964, and October 1,

1967.

10
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The author was hired as Society's Coordinator of Research only in May,

1967. He, therefore, can claim no merit for the good points of the proposal and

for the original research plans and their implementation. Similarly, he cannot

accept the responsibility for some gaps in the research which have inevitably

developed due to unavoidable turnover in personnel.

Not unlike other orientation and mobility projects, the Society's demon-

stration project was faced with the serious problem of shortage of professionally

trained peripatologists. There were crises that threatened the very continuation

of the project, but Society's Executive Director, Mr. Cleo B. Dolan, who person-

ally assumed the role of the Orientation and Mobility Project Director, maraged

to develop various emergency measures (to be briefly described in Chapter 3 ;

which stmceeded in saving the project. Since during the last few years great

strides have been made in the professional training of peripatologists, it is

hoped that future orientation and mobility work will no longer staler from such

acute shortages of well-qualified mobility instructors.

The greater part of this study represents ex post facto research and the

writer is greatly indebted to several persons without whose kind cooperation this

research would not have been possible.

Several peripatologists have at one time or another served on the project

and providec the orientation and mobility data on which the report is based,

notably Mr. George Auzenne, Mr. Rene Paquin, Miss Susan Hoehn (now Mrs. Sullivan),

Mrs. Wenn Ann (Miller) Sherman, Mrs. Martha Bail Rosemeyer and Mr. Anthony

Lewis.

The writer is indebted for the case history information to the following

caseworkers: Mrs. Tatiana Graper, Mrs. Myra Oryshkewych and Mrs. Carrie Turner;

to Society's Coordinator of Children's Services, Miss Patricia Stone; to the

home teacher, Miss Mary Hugo; to the Casework Supervisor, Mrs. Audrey MacDougall,

_11
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and especially to the Director of .'rogram Services, Mr. Harold W. Drane, with

whom the entire project was periodically reviewed.

The ProkJct Director, Mr. Cleo B. Dolan, tried hard to optimize the working

conditions for both the action staff as well as for the research. He deserves a

large share of credit for the development, continuation and success of the entire

project.

In this research, as well as in several other studies, the author received

exceptionally capable and enthusiastic help from his research assistant during

the summer vacations of 1967, Miss Susan A. Brooks, a psychology aenirdr from

Marquette University. Author's wife, Milena, read the entire manuscript and con-

tributed many valuable suggestions. Miss Lois Carmit, .el and Mrs. Louise Gilles-

pie provided the reeretarial services with characteristic patience and efficiency.

One needs hardly emphasize the fact that without the support of the U. S.

Vocational Rehabilitation Acacdnistration anc' ,,ithout the deep commitment of the

Cleveland Society for the Blind this project could not have been conducted. Both

sponsoring organizations desoyve credit for their noble efforts to help the

handicapped persons to achieve a greater d.gree of usefulness and self-fulfill-

ment in spite of their various disabilities.

The study is divided into three parts. In Part I, we try to provide the

available relevant background information on the project's purpose and personnel;

on various programs, approaches and techniques; and on the characteristics of

our clients.

In Part II, illustrative case histories of blind children and of the geri-

atric blind clients are presented. It is hoped that they may be helpful in pro-

viding a better insight, both into the proLest,es of the orientation and mobility

training and into various personality organizations of the relatively successful.

and the relatively unsuccessful clients.

-3-
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Finally, in Part I1I, the major findings on the two groups of clients are

presented and analyzed and some final observations made on this demonstration

project and its relevance fcr the area of orientation and mobility and for be-

havioral science iv. general.

FOOTNOTES

1. Cf. industrial Home for the Blind, Instruction in Physical Orientation and
Foot Travel, New York: Industrial Home for the Blir.d, 1950; Donald R. Griffiu,
Listening in tee Dark, New Haven, Conn.: Yale University Press, 19c8; Dickson
Hartwell, Dogs Against Darkness, New York: Dodd Mead and Co., 1960; Paul
Zahl, Blindness: Modern Approaches to Unseen Environment, New York: hafner
Publishing Co., 1962; Rosanne Kramer, "Personality and Attitudes of Blind
teen -Alters Learning Cane Travel," Research Bulletin (American Foundation for
the Blind), December, 1962, pp. 57-71; Martha J. Ball (Rosemeyer), "Mobility
in Perspective," Blindness 1964, Washington, D. C.: American Association of
Workers for the Blind, 1964, pp. 107-141; J. A. Leonard, "Mobility and the
Blind--A Survey," Research Bulletin (American Foundation for the Blind),
December, 1964, pp. 1-25; Bryant J. Cratty, Perceptual Thresholds of Non-
Visual Locomotion, Los Angeles: University of California, 1965; D. Liddle,
'Cane Travel: Techniques and Difficulties," Research Bulletin (American
Foundation for the Blind), October, 1965, pp. 1-62; Fay - Tyler M. Norton,
Improving and Accelerating the Process of Raising the Hearing of Blinded
Persona to a Greater Degree of Usefulness, Cleveland, Ohio: The Cleveland
Society for the Blind, 1960.

2. For a detailed description of the Society's facilities, programs and projects
consult, Cleveland Welfare Federation, The Cleveland Society for the Blind:
Periodic Review of Agency Program and Operation, Cleveland, Ohio: The Cleve-
land Society for the Blind, 1962; Eva Brewer Palmer, Allan W. Sherman, Cleo
B. Dolan et al., The Cleveland Society for the Blind, 1906-1960, Cleveland,
Ohio: The Cleveland Society for the Blind, 1961; Arthur C. Kaufman and Asso-
ciates (Management Consultants), "Visits to Other Agencies Setoing the Blind:
Cleveland Society for the Blind," Report on a Management and Operating staay.
of Penqulvanis Working Home and Philadelphia Association for the Blind,
Philadelphia, Pa.: A. C. Kaufman and Associates, 1967, pp. 65-72 ff.

- 4 -



2. PURPOSE

The main purpose of the project was to provide comprehensive orientation

and mobility training to the juvenile and the geriatric clients in order to

enable them to become as safe, capable end independent as possible in mobility

and to achieve a greater degree of over-all independence and personal happiness.

Take, for instance, the case of Maria,
1

a young grade school pupil who has

Len blind since birth. At the start of the project, she had no idea of the

layout of the school building where she had been attending classes for the last

six years. She walked from one place to another on impulse, being moved by a

sound or an air current that happened to come her way. Her spatial orientation

was nil. Maria desperately needed orientation and mobility training, as well ec

a great deal of stimulation and emotional support.
2

Yet, Maria was only one of over 200 blind children registered with Soci-

ety's Coordinator of Children's Services who could, and should, profit from com-

prehensive orientation and mobility training.
3

The Society wanted to provide orientation and mobility training for as

many of these children as possible -- to help them to find their way around more

safely and effectively and to prevent them from developing certain bad habits of

gait, posture, etc. Successful orientation and mobility training should also

enable a substantial proportion of these children to become sore self-sufficient

and better adjusted individuals, and more fully integrated in the sighted

society.
4

Or let us look at a geriatric client, such as Mr. Jones, age 71, who

14
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bitterly ,:omplained: "All I do is sit, sit and sit. I have many friends in

the neighborhood, but I can't do anything. I just sit."

The Society wanted to do something to help Mr. Jones and as many as pos-

sible of the 900 and more geriatric blind persons in the Greater Cleveland area.

Its comprehensive orientation and mobility project was designed to help these

clients and, at the same time, to learn as much as possible about the most ef-

fective ways of providing the needed orientation and mobility training under the

given conditions.5

A comparison between these two age gro,Ts, and various subgroups, has

become one of the objectives of the research, since the increased knowledge

about what the orientation and mobility trainees have in common and what are

the important differences among various groups and subgroups would, undoubtedly,

facilitate and increase the effectiveness of services for the blind.6

FOOTNOTES

1. Unless otherwise indicated, all names of clients in this study are ficti-

tious.

2. For information on some of the work done with the young blind, consult

Milton D. Graham, Ph.D., Social Research on Blindness: Present Status and

Future Potential, New York: American Foundation for the Plind, 1960,

pp. 76-140.

3. Cf. Letter by Cleo B. Dolan, Executive Director of Cleveland Society for the

Blind, to Hr. Fred A. Schuriaker, Research Analyst, Vocational Rehabilitation

Administration, dated October 9, 1964.

4. Cf. Miriam Norris, Patricia J. Spaulding and Fern H. Brodie, Blindness in

Children, Chicago: The University of Chicago Press, 1957; Louis S. Cholien,

A Psychtatrist Works with Blindness: Selected Papers, New York: American

Foundation for the Blind, 1958; Thomas D. Cutsforth, The Blind in School and

Society, New York and London: D. Appleton and Co., 1933; Hector Chevigny and

Sydell Braverman, The Adjustment of the Blind, New Haven, Conn.: The Yale

University Press, 1950; see also, Rudolf Pintner, Jon Eisenson and Mildred

Stanton, The Psycholosj of Physically Handitapped, New York: T. G. Crofts

and Co., 1-91I; Roger Barker, ActiusttatyLlicalenttoPhsicallaandDisabilit,
New York: Social Science Research Council, 1953.

5. Concerning the work with adult blind, sea Graham, pi. cit., pp. 43-75.



6. Cf. A. T. Welford, Aging and Human Skill, New York: Oxford University Press,

1958. See also Rotert M. Barnett, "Sliminess Among the Aging: A Growing

Dual Problem," New Outlook for the Blind, February, 1956, pp. 65-68;

Cutsforth, op. cit., pp. 121-145 ff.; Giles Edward Gobetz, Home Teaching of

the Newly Blinded Geriatric Clients: Progress Report to the U. S. Adminis-

tration on Aging, Cleveland, Ohio: The Cleveland Society for the Blind,

Spring, 1967, pp. 5-17; C. W. Bledsoe, "Blind Patients as Domiciliary Mem-

bers," New Outlook for the Blind, April, 1957, pp. 140-144; James P. Genet,

Psychological Aspects of Physical Disability, Washington, D. C.: Governmint

Printing Office, 1952; John E. Anderson (1:41.), Psychological Aspects of

Aging, Washington, D. C.: American Psychological Association, 1955.

1G
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3. PERSONN!L

It has been said that an action program is only as good as the actors in

it. Who were the actors in our Orientation and Mobility project?

Mr. Cleo B. Dolan, Executive Director of the Cleveland Society for the

Blind, served as Project Director. He was awarded a Master Degree in Social

Administration by the Ohio State Univercity in 1945 and colldnued with further

studios in Social Administration at the Ohio State University. He also studied

law at Capital Unive&sity Law School. Mr. Dolan was Assistant Superintendent of

the Boys Industrial School in Lancaster, Ohio, between 1954 and 1956. During

1956 and 1957, he served as Research Consultant for the Ohio and Indina National

Probation and Parole Association, under a Ford Foundation grant to develop

greater interest and understanding in the field of delinquency and crime preven-

tion and control. For the next two years, Mr. Dolan was Assistant Chief, Divi-

sion of Social Administration, Mlo Department of Public Welfare, as well as

Administrator of Services for the Blind, an area that included vccational re-

habilitation, small business enterprises, vending stand program, and social

service and prevention of blindness programs. Since 1958, Mr. Dolan has been

Executive Director of the Cleveland Society for the Blind. Under his director-

ship, Society experienced a rapid growth, with the erection of new facilities,

including a modern Sight Center, and a great expansion and diversification of

its programs and projects.
1

The following peripatologists acted as project's orientation and mobility

instructors:

Mr. George Auzenne, wao received a Master of Education Degree *...n

-8-
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Peripatology from Boston College in 1962 and had previously been employed at the

Perkins School for the Blind, joined Society late in 1964 and remained on its

staff until September, 1966. At that time, he left to continue his studies for a

doc'l)rate at the Vich4gan State University.

Mr. Rene Paquin received a Master of Education Degree in Peripatology from

Boston College in 1964 and worked on Society's Orientation and Mobility project

from September, 1964, tc April, 1965, when he left to accept a position in his

native state of New Hampshire.

Miss Susan Hoehn received her Easter of Education Degree in Feripatology

from Boston College in 1965 and worked on our comprehensive orientation and mobil-

ity project from July, 1965, to August, 1966, when she departed to get married in

Indiana.

Mrs. Gwenn An (Miller) Sherman received a Bachelor Degree in Psychology

from the University of Toronto in 1966 and was trained by the Cleveland Society

for the Blind to work on this demonstration project fn.., July, 1966, to April,

1967, when she left for Detroit, Michigan, due to her husband's reassignment

there.

The training of Mrs. Sherman was an emergency treasure which the Project

Director had to take to save the project for which no professional peripatologists

could be obtained. Late in 1964 and in January, 1967, other enelgency measures

were teken in order to continue with the project. In January, 1967, Nr. Dolan

convinced Mrs. Martha "pall Rosemeyer, a highly regarded peripatologist who had

briefly worked nn the project at its beginning, to return on a part -time, two-

days-a-week basis, in site of her duties as a housewife and mother of two small

children. Mr. Anthony Lewis, a forcer VISTA volunteer with the Society, like

Mrs. Sherman earlier, received thorough training at the Society's Sight Center

and, in October, 1966, became project's Mobility Assistant, responsible for the

:-.raining of geriatric clients.2 J8
-9-



This constant but unavoidable turnover of orientation and mobility instruc-

tors was, undoubtedly, the most difficult problem of the entire project. It cre-

ated some discontinuities in the orientation and mobility training of the clients

(for some of whom the instructors may have become much more than just instructors)
3

and it also inevitably produced several gaps in the collection and analysis of the

research data.

The present writer, whose background is in sociology and psychology teachfmg

and research, and who joined the Society only in May, 1967, tried to obtain and

analyze all existing relevant data. and also mailed -t.trospective questionnaires to

project's former peripatologists. At the same time, the collection and analysis

of the data between ?fay and October, 1967, was intensified.

During summer vacations of 1967, Miss Susan L. Brooks, a psychology senior

from Marquette University, served on the project as a part-time research assist-

ant.

With the exception of two mol'lity instructors, all th- staff members who

served on the project had good professional qualifications for the positions which

they occupied. The two Society-trained mobility instructors, too, functioned well

in their respective roles, under close supervision of professional peripatologists.

FOOTNOTES

1. Cf. Cleveland Welfare Federation, The Cleveland Society for the Blind:
Periodic Review of Agency Program and Operation, Cleveland, Ohio: The Cleve-
land Society for the Blind, 1962; Arthur C. Kaufman and Associates (Manage-
ment Consultants), "Visits to Other Agencies Serving the Blind," Report on a
Management and 01 :rating Study of Pennsylvania Working Uome and Philadelphia
Association for the Blind, Philadelphia, Pa.: A. C. Kaufman and Associates,
1967, pp. 65-72 ff.

2. Cf. Giles Edward Gobetz, Martha Ball Rosemeyer, Anthony B. Lewis and Susan
A. Brooks, Comprehensive Orientation and Mobility Training for Blind School
Children and Geriatric Clients: Progress Report to U. S. Vocational rehabil-
Itation Administration, Cleveland, Ohio: the Cleveland Society for the
Blind, June, 1967, pp. 15-19.
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3. Cf. Margaret Mead, "Adolescence in Primitive and in Modern Society," Guy E.

Swanson, Theodore M. Newcomb and Eugene L. Hartley (Cds.), Readings in Social

Psychology, New York: Henry Holt and Co., 1952, pp. 231-239.

20



4. DESCRIPTION OF PROGRAM

Preparatory Phase

As stated earlier, there were over 900 legally blind elderly persncl and

over 200 known blind children in the Greater Cleveland area at the time when the

propcsal for the project was submitted.

Although the Society would wish to give all needed orientation and mobility

services to each and every client in the 'Area. it was clear that only a fraction

of potential clients could be included in this demonstration project.

Children, as a group, were much better known to the Society than the geri-

atric clients. Late in 1964 and early in 1965, the project personnel, theref:,re,

conducted a survey to find out who, exactly, should be included from among the

elderly lind. First, a lilt of till. nursing homes and of hospitals having geri-

atric wards was made and the number of such establishments rose to no less than

112, although the list was probably incomplete.) Non-institutionalized elderly

persons were, of course, in equal or greater need of orientation and mobility

training but they were, as a rule, referred for such training by Society's case-

workers or home teachers.

To gain a better insight into the orientation and mobility needs of both

institutionalized and non- institutionalized groups of the geriatric tAind, two

approaches were adopted :ate in 1964 and early in 1965: (1) the organization of

conferences and seminars with persons dealing with the institutionnlimi elderly

blind persons and (2) meeting with samples of institutionalized and non-institu-

tionalized g.riatric blind persons.



Conferences, Seminars and Workshops

On November 16, 1964, the project staff met with Mrs. Jean Miller, General

Activity Director of the Wright Nursing Home, located on the west side of Cleve-

land, and with Mrs. Grace Elliott, General Activity Director of the MacGillis

Nursing Home (East Cleveland) and also local chairman of the General Activities

Organization for the Cleveland area.

Mrs. Miller and Mrs. Elliott were anxious to find out more about the tech-

niques and procedures for working with blind and partially sighted geriatrics.

Both ladies stated that their biggest problem was "how to accommodate those with

poor vision" and they assured the project staff that this seemed to be the con-

sensus of the staff, as well as of volunteers, working with the nursing home

residents,

The peripatologist further commented on the meeting:

They [Mrs. Miller and Mrs. Elliott] gave us a great deal of insight
into some of the reactions of geriatrics to activity, to loss of sight
and to old age in generel, with its deteriorating effects. Family
interaction, too, was discussed.

We also discussed the reaction of the nursing home staff to the
geriatric: their fear of the patient's falling, the constant turnover
of staff and the lack of professional preparation and attitude on the
part of the staff.

We decided that they [activity directors from nursing homes] could

help ua with our mobility project and that we could help them with
their problem.

The decision was made that we [orientation and mobility staff]
would come to their December 7[1964] meeting and discuss the idea
of mobility and techniques for a blind person. This would be followed
up by a more comprehensive seminar in late January [1965] at which we
would demonstrate techniques under blindfold end explain orientation
and mobilit,.

It was also decided that the mobility staff Lould go to the two
mentioned nursing homes to observe their group sessions, prior to the
December 7 [1964] meeting.
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A review of records and 4.4-respondence suggests that the December 7, 1964,

meeting was satisfactory to all who attended and that January 28, 1965, was

selected for the seminar, "Blindness and the Ceriatr:.c," to be held at the Sight

Center of the Cleveland Society for the Blind.

The seminar took place as planned and it dealt with the following topics:

1. Introduction to blindness,

2. Orientation and nobility for the blind geriatric, and

3. Crafts and group activities applicable to blind persons.

One or more persons attended the seminar from each of the following insti-

tutions or organizations serving the elderly (including some geriatric blind):

Catholic Charities Bureau
Cleveland Health Department
Cleveland Society for the Blind (as host)
Cuyahoga County Chronic illness Center
Jennings Home
MacGillis Nursing Home
McGregor Nursing Home
Madonna Hall
Mapleside Nursing Home
Margaret Wagner House
Mary Louise Nursing Home
Montefiore Home
Singleton Nursing Home
Welfare Federation of Cleveland, and
Wright Nursing Home.

Several additional meetings and seminars were held during the preparatory

stage ci the project, culminating in a three-day Orientation and Vobility Work-

shop on April 21, 27 znd 30, 1965. This workshop was conducted by the project

staff, with Mr. Frederick Silver of the Boston College Peripatology Program as

guest speaker at the last session.

The stated purposes of the workshop were:

1. To demonstrate to parents some techniques that can be used to aid
visually handicapped children in gaining orientation and mobility skills.

2. To demonstrate to teachers and other school personnel orientation and
mobility techniques which can be employed in the classroom.

2v
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3. To provide to these interested people some insights into problems which
may be incurred by the visually handicapped.

4. To provide an opportunity for an exchange of ideas in regard to the
preschool visually handicapped child.

5. To discuss the posture and gait problems of the visually handicapped
child and what measures can be used to correct them.

These purposes were pursued in the following program, as outlined by proj-

ect's peripatologists:

First Session: April 21st

1. Purposes of workshop explained 20 min.

2. Introduction o' instructors and division into two working groups.
Instructors will pass out blindfolds and give general outline of coutse and goals
to be achieved. During periods of instruction, half will be blindfolded and half
will remain sighted and act as instructors.

25 min.

3. Demonstration of human guide techniques and practice of these by
participants.

4. Discussion and demonstration of concepts involved in general orienta-
tion (classroom, home, etc.), followed by practice by participants.

30 min.

A. EstablishiAg relationships within home, specific rooms,
classroom end school building.

B. Making use of permanent points of reference.
C. Making use of sound sources, stationary and mobile.

5. Coffee break 10 min.

6. Discussion

Sezond Session: April 27th

1. Introduction of cross-body techniques and various protective techniques
for retrieving dropped articles, location of chairs, trailing, followed with
practice by blindfolded participants.

45 min.

2. Coffee break 15 min.

3. Discussion of independent modes of travel, dog and cane. Discussion of
role of cane and demonstration of its use Indoors, followed by practice by blind-
folded participants.

24
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Third Session: April 30

1. Discussion of problems of preschoolers and problems of gait and posture
which must be solve' bef, -e indepenclInt travel techniques can be learned.

45 min.

2. Coffee break 15 min.

3. Demonstration of outdoor can techniques with active participation of
parents and teachers. 1 hour

4. Mr. Silver, Senior Peripatology Instructor of Boston College, guest
speaker. 30 min.

A report on the workshop was prepared by the peripatologist, rr. George

Auzenile. It reads:

The workshop was initiated with the over-all purpose of demon-
strating to parents (of blind children) how they could help their
children to achieve greater freedom 1.n mobility and proride an oppor-
tunity for exchange of ideas among parents. Inasmuch es the workshop

was being held as part of the orientation and mobility project granted
to this agency by the Vocational Rehabilitation Aduinistration of the
U. S. Department of Health, Education and Welfare, school administrators
and teachers of the blind and partially sighted were invited to attend.
It was hoped that by so doing they might be sufficiently motivated to
incorporate orientation and mobility training as a daily part of a
child's curriculum.

Approximately 35 persons were in attendance at each session. The

majcrit'r of these were parents of children already in school. A few
parents of preschool children and a few educators comprised the rest
of the participants. The attendance was fairly consistent with the
same set of parents present each time.

The workshop as a whole was received with a great deal of enthusi-
asm. Everyone actually participated in the demonstration and the dis-
cussions which followed were always lively and informative. Many par-
ents said they had not realized some of the basic problems in orienta-
tion and mobility prior to this and promised they would try to apply
the techniques demonstrated at home.

During the third session, mention was made of some useful techniques
which might be applied to eating. This generated such a response that
it was decided a dinner would be held in which the participants would
supply the food and eat it blindfolded.

As we read later, in a report written by Mr. C2orge Auzenna, the decision

concerning the dinner was not a matter of momentary enthusiasm which would subside

after the meeting: 25
- 16 -



The pot-luck dinner was held on June 7 [1965]. Again, most of

the same participants were in attendance. Basic instructions and
useful hirts were given by ItIss Hoehn Cperipatologist on the project]

prior to eat:Tmg. The format followed that of previous sessions.
Everyone was paired with someone else in thr audience. One was

blindfolded while the other watched and gave instructions. Hiclway

through the meal this was reversed.

The conferences, seminars and workshops which were originally planned by the

project staff in the hope that they might provide some new understandings and in-

sights for the optimum implementation of the orientation and mobility programs,

certainly proved useful for this purpose. Surprisingly, however, the emphasis has

quickly shifted in the process, as the project staff was increasingly expected to

share its superior knowledge on the subject of orientation and mobility, and

blindness in general, with other agencies and institutions and with interested

parents and educator.

Program frith Institutionalized Geriatric Clients

The reports from the nursing homes and other institutions on the blind and

partially blind geriatric clients left little doubt that, in nursing homes alone,

there were mere persons in need of orientation and mobility training than the

entire project staff could handle. r gloratory approaches, then, had to 13a made

and the Itonteffore Home
2 war the ' c home &elected for this purpose.

The .iore ilursing Home

The exploratory progra: at the Hentefiore Home was launched on February 2,

1965, with a Uontefiore staff seminar conducted by Mrs. Rosemeyer and Hr. Auzenne,

the project peripatologists. The purposes of the orientation and mobility project

were explained and the problems of the visually handicapped geriatric residents at

Xentefiore Home discussed. It was agreed that the caseworkers at Hontefiore would

nominate candidates for orientation and mobility training, with rejection or

acceptance being decided by the peripatologist after individual evaluation.
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Seven candidates (six females and one sale) ranging in age from 69 to 97

yea.2s, with a mean age of 77.9 years and a median age of 73 years, were nominated.

The seven residents were given a thorough evaluation to determine their

physical ability to walk, their memory, sense of direction, the spatial awareness

in the rooms in which they lived and in the rest of the building, ability to find

various parts of the building and their mental and emotional condition.

We shall here present a brief summary on the peripatologist's contacts with,

and 7apressiona on, each selected client. It is hoped that these summaries may

shed some valuable light on the institutionalized geriatric clients who need, or

are thought of as needing, orientation and mobility training.

Let us start with the oldest selected client:

Mrs. B., age 97. Mrs. B. was first interviewed on May 3, 1965.
She immediately began to banter with the instructor and, on the whole,
appeared to be alert both physically and mentally. After settling
down, she commenced to :ell the peripatologist about her personal
problems and b.came rather upset. After calming dowl, she apologized
for hev behavio.. The peripatologist ended the session with the prom-
ise to see her again soon.

Mrs. 13 uas seen again on May ZO, 1965. She remembered the peri-
patologist immeliately and again resumed her banter. Then the instruc-
tor asked her to show him around the building, which she did without
the slightest difficulty. Orientation and mobility training was not
needed, therefore, the sessions were terminated.

}is. G., age 83. The client was first interviewed on March 3,
1965. She appeared to be somewhat out of touch with reality, often
giving inappropriate answers to questions asked. She was at all times,
however, pleasant and charming. She escorted the peripatologist to
the elevator and blew a kiss as he said rodby.

Lira. G. was seen for physical orientation and mobility evaluation
on March 8, 1965. She was asked to walk to the dining room and locate
her chair. She agreed to do thiq, but had to get "ready" first. After
gathering her glasses and purse and going to the bathroom, she bade the
mobility instructor goodby and left. She proceeded to go to the physi-
cal therapy room, using the elevator without difficulty. It was decided
that mobility training was not necessary.

Mrs. P., age 79. Mrs. P. was first seen on February 26, 1965. She
gave the appearance of an alert intelligent woman, but somewhat dependent.
Her vision had decreased to peripheral vision in the right eye and the
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ability to see forms in the left. She cceplained of not being able
to do "anything" since her vision had worsened. She stated that her
goal was to be able to retch the recreation and physical therapy
rooms and also to facilitate going to and from the dining room.

The client was seen twice after the o,Iginal interview. It was
discovered that she could actus.:ly go to the recreation, physical
therapy and dining rooms alone but only needed encouragement and as-
surance. An atteert to give her this assurance was made and training
was terminated. At a later date, she was observed walking through

the building quite efficiently.

Mi'LLif-1 73. Mrs. 0. was first interviewed on March 3, 1965.
She talked a gL4at deal, mostly of her son in Dayton, but her mental
processes seemed to be deteriorated. Her capacity for immediate recall
was poor. She did not appear to be enthused over my reasons for being
there.

Mrs. 0. was seen twice after the initial interview. On the first
occesion, she was asked to locate various points within the building,
which she did without difficulty. In the final session, she was given
a white orthopedic csne which she used primarily for support. Training
was terminated.

Mx. G., age 73. Mr. G. was interviewed on April 26, 1965. He
appeared physically and mentally alert and had useful travel visiun.
He was in a habit of going out with a friend, utilizing public trans-
portation. He demonstrated his ability to reach the bus stop alone
without difficulty. Training was not indicated, therefore, the case
was closed.

Mrs. K., age 71. Mrs. K. was seen on February 26, 1965. She is
a small woman, 'confined" to a wheel chair since a hip fracture approx-
imately two years ago. The medical opinion seems to be that she can
walk, but is weak and fearful. At the time she expressed a desire
to be more active physically; however, it was noted that her mind wan-
dered, jumping from one subject to another.

A goal of leaving the wheel chair and utilizing a walker was set
for Mrs. K. Ibis was never realized and the goal was changed to orien-
tation to 01'.4 building.

Mrs. K. was seen a tots1 of ten times after the initial interview.
The sessions lasted from 15 to 30 minutes. She tired easily and the
duration of her concentration was very short. In spite of the fact
that she was seen twice a week, she sometimes had difficulty remember-
ing the instructor's voice or who he was.

On other occasions, she seemed to have been waiting for his arrival.
On these occasions, however, she seemed to heve considered his visit a
social one. As a rule, the client was cheerful and quite witty. She
tried hard to do well and apologized when he did not. After the nixth
lesson, it became apparent that the client was not absorbing the things



being discusses?. There were times when she could not recall an item
of information at the end of a lesson, although this information had
been given to her at the beginning.

Mrs. K.'s training consisted of an attempt to make her aware of
her immediate surroundings. An attempt was also made to make her
aware of the rooms in which she spent most of der time -- her bedroom,
the dining room and Gm occupational therapy room. None of the at-
tempts were successful. Even though she was taught various cues with
which she could identify the various rooms, she seldom could remember
where she was or how she got there. After several more atte-nts, it
was decided to terminate her training and declare her non-feasible
for further orientation and mobility.

Mrs. A., age. 69. Hrs. A. vas first seen on April 5, 1965. She

appeared very alert mentally and physically, although she moved with
the aid of a walker -- having sdffered a hip injury sometime before.
She had very little useful vision and expressed a concern for running
into people and people running into her. Her greatest fear concerned
using the elevator, being afraid (realistically so) of getting the
walker in the separation between the elevator and the floor. In this
initial session, she walked to the dining room without any problems.
The client also displayed a very good memory, identifying voices and
footsteps she infrequently heard.

Mrs. A. was seen over a period of two months, concentrating on
reaching vario!.s parts of the building by different routes. Her con-
fidence increased and she no longer seemed so concerned with running
into people or vice versa. Her fear of the elevators was not overcome
and the point was not pressed as there was a certain amount of danger
involved. Training was terminated June 7, 1965.

11±. George Auzenne, the peripatologist wiio worked with the Nontefiore cli-

ents and made additional exploratory visits to other nursing homes, summarized his

impressions;

According to the observations made and the results obtained at
Nontefiore and other homes, it appears doubtful that such endeavors
make the wisest use of the peripatologist's time. It begins to appear
that few of the visual y handicapped residents in nursing and rest
homes have need of help, the majority of them either having useful
vision or having learned their way around the building. Out of the
remaining minority which has need of orientation and mobility training,
many could not profit from such training due to secondary handir-ps,
including senility. The few who could be helped require a great deal
of time to produce even intangible results, due to short concentration
sncas and a limited physical tolerance. In view of the above observa-
tions, it is recommended that a staff member of the nursing home, or
volunteer, be trained to give the limited orientation anti mobility
which would be necessary. This "aide" would be responsible to the
peripatologist and would work under planned supervision. Such a
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procedure has proven effective on a previous occasion and is worthy
of serious consideration.

Programs with Non-Institutionalized Geriatrics

Non-institutionalized geriatrics were selected for direct comprehensive

orientation and mobility training, partly at the Society's Sight Center and partly

in their homes and in various city areas.

Clients mere being taught the orientation and mobility skills according to

their ability and needs. The peripatologists outlined several phases of training,

proceeding from the simpler to more complex approaches.
4

Some clients ,nt only

through one phase or two, while ethers received a thorough step by step training

in all phases.

these phases were classified as follows:

A. Use of human guide

B. Indoor phase I

C. Indoor Fhase II

D. Outdoor phase I

E. Outdovr phase II.

In order to understand the orientation and mobility training, we must look

at each phase in more detail.

A. Use of Hum Guide

There are certain situations in which a blind person may have need for the

aid of a sighted person (e.g., extremely crowded conditions, when crossing a busy

street, when he has or can use no walking device such as a cane or a dog, etc.). ,

When this is the case, certain techniques should be employed, to assure maximum

safety, facility and effectiveness of the movement of the blind person using a

human guide. These techniques may Le described as follow:
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1. The guide's arm should be held freely at side; it does not have to be

flexed at elbow or rigid.

2. The blind person should hold guide's arm above elbow with thumb on side

of arm nearest body.

3. The blind person's grip on the guide's arm should be sufficiently firm

to prevent loss of contact in case of sudden turns, stops, W-c., yet also suffi-

ciently relaxed so no discomfort is perceived by guide.

4. The blind person should remain approximately one half step behind and

one step to the aide of the guide, while holding hie arm.

5. The blind person should develop the ability to walk easily with a guide

without being dragge4 by him or giving the guide the sensation of being pulled.

This is developed through repeated practice.

6. For greater facility of movement, the blind person and guide may develop

certain non-verbal signals. This can be done by applying pressure on the hand of

the blind person by the guide squeezing his arm toward his body. The signals can

be used to interpret "step up" and "step down." To indicate a narrow passageway

or doorway, etc., the guide should bring his arm in behind his beck, thus motion-

ing the blind person to step in behind him.

B. Indoor Phase I

Before the blind person attempts to use a cane or travel outdoors, affirma-

tion of his ability to move safely and efficiently indoors should be nought. To

determine this, the blind person should be able to display the following safety

techniques:

1. Facility of movement. The blind person should display facility of move-

ment within his capacity. Inhibited movements caused by emotions/ and/or physical

factors are a hindrance to traveland often the cause of poor orientation. The
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blind person should display ability to move forward, backward or laterally

(side-step) maintaining a fairly straight course. The person should be able to

make a quarter turn without turning less or more taan 900, and a half turn turning

not more or less than 180°, a full turn turning no more or less than 360°.

2. Interpreting directions. The person should listen to directions and

should be able to follow them. lie should understand difference between right and

lest and show ability to move or turn in indicated directions.

3. Compass directions. Blind person should know the points of the compass

and should be able to identify and locate three vhen given one as a reference

point. This ability is necessary for orientation and is an indication of

abstract reasoning ability.

4. Maintaining correct posture. Person should manifest correct posture

with proper body alignment. The head should be neither tilted nor turned, the

arms and hands should be at his side in a relaxed manner. The body weight should

be evenly supported and not shifted forward over balls of feet, nor backward over

heels, nor laterally. The toes should point straight ahead and should not be

rotated inside or outside.

5. Indoor_protective position. Arm should be held approximately chin high

with forearm parallel to floor, making sure fingers are extended slightly beyond

opposite shoulder with arm flexed at an e.ngle greater than 90
o

. The opposite arm

is draped in front of body with palm facing out or in.

6. Trailing techniques. With one arm in the pro,ective position as de-

scribed above, the other is used to follow wall. The back of the hand Is used

in doing this with fingers curved inward to avoid jamming them. The person

should r,imain approximately eight inches from wall to avoid possibility of shoul-

der hitting obstacles projecting from wall such as fire extinguishers, changes in

wall, water fountains, projecting signs, etc. The hand should he approximately

one foot in front of the body, to give adequate reaction time.
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7. Tracking, locating_and retrievin& dropped articles. Tracking is the

ability to the path of the article as it rolls or slides along the floor

or ground. Locating is the ability to form an adequately accurate judgment es to

where the article has stopped and the ability to move safely to it. Retrieving

is the process used in picking the article up. The blind person should assume the

protective position for head and shoulders as des;ribed in 3-5 and utilize knee

bend or a close approximation as it is not safe to bend from waist. In locating

the article on floor or ground, the trainee may no his hand in concentric. cir-

cles, beginning with small circles close to body and broadening them as hand

moves away from body or in a vertical-horizontal motion, moving hand in a verti-

cal pattern, then in a horizontal pattern crossing over the vertical lines, thus

completely covering an area.

8. Locating and sitting in a chair. Once the chair is located, the train-

ee deternines where the back rest is and, keeping his hand there, uses his other

hand to sweep the seat, determining if an article is on the chair; then, if the

chair is free, he sits, keeping his hand on he back of the chair until seated.

9. Csrrect posture. Person should sit in an erect but relaxed position.

While 4t is recognized that few persons, sighted or blind, sit in a completely

erect position at all times, observations should be made for gross deviations and

corrections, should be made.

C. Indoor Phase II

This phase is primarily concerned with the ...sse of the cane in indoor situa-

tions. At this time the person should be fitted with a cane that will provide

him with a maximum of protection and will still be a comfortable tool to handle.

Objectively, the top of the cane, if measured against the person, should come up

to the sternum. However, at a later date, due to the person's stride and rate of
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speed, the cane may prove too short and a longer cane may be necessary. There-

fore, a subjective measurement should be taken when the person moves into the out-

door phase.

The following points need special attention:

1. Identification. The trainee should be able to identify parts of the

cane (crook, shaft, and tip). He should also know the uaterial of the tip and

how to replace it when necessary.

2. Arm and hand position. The cane is gripped just below the crook with

whole hand. The thumb should be extended on the shaft and the crook should face

outward and over the hand. The arm should be held straight (elbow nut flexed) at

an angle that is approximately 450 to the frontal plane of thr 'ndy.

3. Position of cane. When properly held, the cane, i 1m the front,

should form a diagonal across the 1,0,4v. The tip should be tely two feet

anterior and slightly beyond the opposite she er. The has I. I ag the cane

should be approximately 9-12' in front and slightly latex ' e lower abdomen.

4. Use of cane. The trainee in walking with the cc d maintain the

diagonal position with the tip of the cane close (approxit ") to floor.

If the cane makes contact with an article in the direct ' r, the person

should move the tip of the cane carefully to one side of ) 'etermine if

path is sufficiently wide to permit passage. If it beco ry to touch

obstacle with hand for identification, the tip of the car rn the floor

at tLe point of contact with the obstacle and the cane tl It to a

vertical position so that the shaft is in contact with t4 f , the person

should then walk carefully up to the obstacle. This I. tInnecessary

groping from a distance.

S. Stairs. When contact is made with a staircas, the bottom

part of the shaft of the cane Is moved along the edge of o step so that
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trainee may positionhimmelf centrally. The cane is moved vertically so that the

tip of the cane is resting on the first step; this is used to determine the height

of the step. The cane Is then moved forward so that the shaft is in contact with

the edge 1..f second step; this determines depth of step. The cane is then moved

laterally in both directions to determine the location of railings or the absence

of such. After practice, the trainee should be able to do this in one fluid mo-

tion. The cane is next moved upwards so that the tip of the cane is touching the

edge of the third step, but not resting on the step. The hand should slide down

the shaft of the cane for greater comfort and there should be two steps between

the trainee and the tip of the cane. Maintaining the same distance between the

cane and the user, the trainee should walk up the stairs and when the cane reaches

the top of the stairs, he should "sweep" the landing by moving the cane laterally

in both directions, keeping the tip of the cane c.n the floor. This, too, should

be performed with one continuous motion.

When contact is made with a down staircase, the cane should be held against

the edge of stairs and the trainee should move up to the cane. Basically, the

same procedure is followed for checking depth, width, location or absence of

railings. The cane is held as described in C-3, except that the cane and the

arm are stretched out and pointed down. The trainee should proceed down the

steps, with the tip of the cane just missing each succeeding step; it should

not touch anything until the trainee reaches bottom and then it should touch the

floor one step before he reaches that level. A modification of this method is to

hold the tip of the cane against the edge of the first step and to touch each

succeeding step as trainee is descending. It should be emphasized that railings

should be used whenever present.

When using the cane indoors or out, care should be taken to keep from using

the cane for pointing or gesturing as this could be a source of danger to others.
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D. Outdoor Phase I

The techniques taught in this phase should concentrate on the mechanics of

outdoor travel, i.e., use of the cane, utilization of cues, etc. All the tech-

niques described below, with the exception of number ten, should be initially

taught indoors. This makes for greater concentration on the part of the client

with less distractions. The client should underdtand why this is being done and

the possible differences that may exist.

1. Grip of hand on cane. Cane should be held below crook. The cane is

supported by the middle finger and the heel of the hand, with the forefinger ex-

tended down the side of the shaft and the thumb on the top. The grip should be

firm, yet relaxed to provide rigidity with flexibility.

2. Arm position. The arm should be extended in front of the body with the

hand held approximately at the center. The elbow is not ilexed as this will

shorten the distance between the tip of the cane and the user and also can cause

the arc to be one-sided.

3. Use of the cane. With the arm in the above described position, an arc

is made that should be only slightly wider than the shoulders of the trainee.

The cane should touch the ground lightly at the extremities of the arc and should

be as close to the ground as possible or "flat" in the center. The arm should be

held stationary. When walking, the arc is described in a one-to-one relationship

with the footsteps, i.e., the cane should touch once for every step taken. Th:

tip of the cane should always be touching in front of the foot that is behind.

The person should concentrate on moving the wrist, making the arc in the proper

width and height before attempting to walk.

4. Walking straight. The trainee should be able to keep an adequate

straight course when walking. If he veers more thml approximately five feet in

31;
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either direction, this should be a cause for concern. The instructor should

observe for a one-sided arc or possible deviations in gait or posture as cause

3
for this.

5. Sound orientation. The trainee should learn to use sound as a means of

orientation early in training. Specific training should be given in this area by

utilizing constant and moving sound sources. Utilization of sound cues is a

necessity when engaged in outdoor travel.
5

6. Kinesthetic orientation. The changes in topography place a certain

amount of stress on the various muscles of the body. The trainee should be aware

that changes in topography can often mean a cause of caution (e.g., a down slope

on the sidewalk on the side facing the street usually means that the person is in

a dtfeway and is veering towards the street). Changes in the surface underfoot

should be taken into consideration as this also can indicate change in situations

or veering.

7. Movements. The instructor should strive to have the trainee move as

gracefully as possible. In cases where a blind person takes slow, hesitant steps

re.lting in a "shuffling," the instructor should teach and encourage longer

steps. This should result in a more even stride. "Jerky," convulsive movements

should also he avoided and in such cases relaxation may have to be taught or

brought about through a gain in confidence. In using the cane, the trainee

Mould avoid checking and re-checking the save piece of terrain or obstacle; this

it an inefficient use of time and energy. A careful sweep of the cane once or

twice is sufficient to provide the needed information.

8. Passing obstacles. When making contact with obstacles on the sidewalk,

aA attempt should be made always to pass the object on the side away from the

.creet. This, too, should be done with a minimum of motion as described above.

9 Emotional control. The degree of emotional control cal often be
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determined when a person is confronted with an unexpected situation or when he

makes a mistake. The trainee should be trained not to panic, or move impulsive-

ly, but rather pause, attempt to identify and utilize sound cues, check terrain

by sweeping the cane and arrive at a decision. The decision should bk. made within

a reasonable length of time as too great deliberation or a stationary position may

be cause for danger.

10. Automobile entry and exit. Once an automobile has been located by the

trainee, he should find lower line of window and use the center post or dividing

line of windows to locate the door handle. The trainee should move his hand down-

ward from the center post or dividing line to the handle which is usually three to

four inches down. He should then open the door with his right hand, placing his

lett hand on the roof line of t) car. He should turn his back to the seat of the

car, sit, am then swing his legs in. The hand on the roof line should remain

there until contact is made with the seat. This prevents the possibility of

hitting his head. The cane should be brought in last and held either against

shoulder with the tip and the shaft between legs, or placed on the floor of the

car. On exiting, the trainee should open the door gently and place the tip of

the cane on the ground before leaving the car. The trainee should always inquire

whether everyone is in or out before closing the door on entry or exit.

E. Outdoor Phase II

1. FollowinlLshoreline. A shoreline can be a grass edge, sidewalk edge,

curb, wall or fence. it can be used in maintaining or locating a straight direc-

tion or for locating intersectint, sidewalks or driveways. To follow a shoreline,

the basic touch technique is altered on the side nearest the grass edge. The

trainee stands near the edge (about one-half step away) and each time the cane

returns to this edge the following methods can be used: s) touch the tip of the
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cane on the grass each time the cane returns to the grass side; (b) touch and

glide the tip of the cane over the surface until it meets the grass edge; (c)

three-point touch technique--the cane touches on the left, touches and sweeps or

glides to the right edge and is picked up from 5 to 10 inches and placed on grass,

walks or over curb, then it swings back over to the left and this process is re-

peated until the cane locates opening. step or intersecting walk.

2. Taking directions. A line of direction can be found by locating the

straight edge if the shoreline with the cane. The tip of. the cane rests against

the edge, the arm is held outstretched and the foot is placed either alongside the

edge or half-on-and-half-off, with the shoreline running straight under the foot,

from heel tv toe. Sometimes the foot is turned out slightly and, as it is wider

in front than at the heel, this could cause a person to line up incorrectly.

This can be remedied by reminding the trainee to step out to the side with his

heel pulling out, instead of the tip of the foot. As soon as a straight line or

direction is identified the trainee should side-step, directly to the side, away

from the edge.

3. Detecting curbs. The cane should locate the curb edge, with the tip of

the cane dropping over the edge about one and one-half steps ahead of the trainee,

giving him enough time to react gracefully and come to a stop, keeping good bal-

ance.

4. Lining up with curb edge. Lining up with the curb is necessary for

straight street crossings. On approaching the curb, the tip of the cane should

detect the change in levels and pick up edge of the curb about one and one-half

steps before the foot reaches the edge. The cane should be brought back and

lurked against the curb and centered in front of the body. Then the trainee

should walk up to the cane. On a square cuz, the toes of both feet should be

brought up to edge. To identify a square curb, the cane should be extended to
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the right with the right hand brushing the edge of the curb, switched to left

hand and extended left, brushing the curb. The trunk should remain in e fixed,

straight ahead position so that direction already assumed in walking up to the

curb will not be lost. At a square curb, the trainee will find a straight edge

under the foot or a straight edge that falls radically behind him at nearly a

right angle either to the left or right.

A round curb can be identified by the same brushing motion of the tip of

the cane along the curb edge. At a round curb, the trainee will feel a curve

underfoot or a rather straight edge curving away behind the person slightly to

the right or left. The toes of the feet should be ',fought up to the edge and, in

order to assume a straight ahead direction for the crossing, the front portion of

the foot nearest the side street should be extended over the curb with the other

foot remaining on the curb. This will compensate for the angle underfoot. When

a good line of direction is achieved, the trainee should hold the cane diagonally

across his body with the tip against the curb until he has the correct sound cues

for crossing.

5. Turning corners. A trainee must be able to turn accurate 45° and 90°

turns in order to make straight otreet crossings or to locate intersecting side-

walks. If approaching the end of a block and wanting to make a left turn to

cross the side street, the person would walk up to the curb, step straight back

one or two steps and make a 45° turn or a 90° turn to the left and bring himself

up to other curb. To find an intersecting sidewalk at the end of a block, the

trainee should walk up to the curb edge, turn about face or 900 and use one of

the trailing methods to follow grass edge or shoreline until sidewalk is located.

6. Clearing curbs. Ater making a street crossing, the cane should locate

the curb on the opposite side one step before the foot reaches it. The cane

should be picked up, placed on the walk and swept in An arc across the front of

0
- 31 -



the body and, if the area is clear of obstacles, the trainee should continue. It

is important to step up on the curb as soon as possible, and the trainee should

make the sweeping and stepping up one continuous motion. If crossing has not been

straight and the trainee has veered to the inside edge, he will find the grass or

gravel area; he should step up and out of the street after sweeping area for pro-

tection and continue into sidewalk. Then, making use of the grass edges, he can

re-orient himself. If he veers to the outside of the curb and heads into the side

street, the first clue that '.his has happened should make him turn directly into

sidewalk and corner. Usually a good 450 turn will bring him directly into corner

and curb.

7. Ability to determine relationships of street and sidewalk. This is es-

pecially important when a mistake is made in crossing a street. If the trainee

has veered slightly to the right or left he should be able to detect his position

with the intended location of the sidewalk. He should be able to use traffic

sounds, grass edges, sewer openings, the slope or berm of a paved street and

parked cars as clues and should be able to straigEten himself out. If he feels

that he should have reached the opposite curb and has, instead, veered out into

the intersecting street, he should make a definite right-angle turn to bring him-

self back into curb. On finding the curb and locating the sidewalk, he should be

able to re-orient himself to his intended direction or position.

8. Understanding traffic patterns and flow. The mobile blind person must

be able to detect the sound pattern of streets with stop lights, streets with

four-way stop signs, two-way stop signs and no signs. His boat cue to cross at a

four-way stop or at a street with lights is to begin when the car on the side

street nearest him, either to his right or left, starts out from the corner. If

he arrives at the curb in the middle of a traffic flow he should wait for a

change of lights, then begin as the first car on the side street begins. He
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should not attempt a street crossing by himself when a large sound is masking the

necessary sound cues coming from the moving cars.

9. Walking_with cane in crowded areas. When walking in downtown areas or

on crowded sidewalks, the hand should grip the cane about 4" farther down the

shaft than normal. This should prevent any problems of tripping other pedestrians

or catching them on the heels with the cane.

10. Ability to follow instructions. To travel competently and safely, a

trainee must be able to retain and use verbal instructions and directions. He

must develop landmarks and sound cues in his surrounding environment and on routes

used often in order to remain wen oriented. He must also learn to ask concise

questions about location and direction in order to rec^ive correct and usable

answers.

11, Understanding relationships of streets. In order to travel safely and

remain well oriented, a blind person must be able to visualize or understand the

relationship of parallel or intersecting streets, city blocks, main arteries of

travel and the direction of the same. Tracing stre -Irkings on a map, using

raised-line drawings or braille maps, should he in c-arifying important rela-

tionships and ideas.

12. Utilizing help. A blind person must be able to accept or reject help

from the public and, when necessary, secur,i help from passersby. He should also

be able to make use of good "sighted-guide" techniques (i.e., he should not let

someone take him by the arm when crossing a sheet).

13. Orientation and travel by _public transportation. In order to travel

independently to any great extent, the blind person should be oriented to the

interior construction of buses and rapid transit trains (i.c., location and

position of seats, railings, and doors). He should understand the physical layout

of bus stops and transit stations. To locate the correct bus, the trainee should
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ask other persons nearby or the driver before stepping on. The indoor cross-body

cane technique is used to enter the bus and keeping the cane in the left hard will

facilitate the paying of fare and keeping a secure grip on successive railings.

With the cane in the left hand, held in a diagonal cross body position, the step.

are ascended while holding the railing with the right hand. This railing contin-

ues up to the fare box and here the left hand can reach out for the pole behind

Ihe driver's seat. To locate a seat, the cross-body technique is utilized while

holding on to the overhead rail with the right hand, letting tip of the cane fol-

low on floor along edge of seat and walking slowly toward the back of the bus

kuktil an empty seat is found. The most favorable seat is the one located directly

behind the driver or across from him, as the blind person will ask to have the

driver ,all out his destination. The reverse is true for leaving the bus, with

the blind person being careful to check for the location of the curb before

stepping off of the last step of the bus.

As it can easily be seen, the above outline represents a rather comprehen-

sive and exacting orientation and mobility "curriculum" to be mastered by the

trainees. While not all clients received training in all phas °s here described,

the magnitude of the training task, especially with the geriatric clients who

frequently suffer from one or more secondary disabilities, can easily be imagined.

The various phases of training for adult and geriatric clients, as we have

briefly described them, should be borne in mind when the subsequent chapters of

this report are interpreted.
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. Programs with Children

Blind children, like the geriatric clients, should, ideally, receive all the

described phases of orientation and mobility training, provided they need a given

phase of training and are capable to learn it.

In fact, just as in the case of geriatric trainees, only some of thc. chil-

dren received a thorough training in all phases. In addition to the child's need

and ability to learn, the peripatologist's availability was a factor that deter-

mined the actual extent of training.

It should be remembered, however, that the needs of blind children frequent-

ly differ from those of the geriatrics. A young child, because of his tender age

and immaturity, will seldom be allowed to travel es widely and as independently

as blind adults or physically and mentally capable geriatric clients. Penides,

most of our blind children have lost their vision at birth, while most of the

geriatric clients are adventitiously blind. Therefore, children may completely

lack the ability to visualize, an ability which was more or less retained by the

adventitiously blind geriatric clients. On the other hand, few children suffer

from secondary disabilities and their energy level is usually much higher than

that of even the most energetic geriatric clients (although this is not univer-

sally true).
6

Since there is a wide range of abilities among the blind children (due,

undoubtedly, to hereditary factors, but even more so to environmental factors),

the orientation and mobility training of blind children starts and ends at differ-

ent levels, depending on the actual need and ability of a blind child and on the

availability of the mobility instructor.
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Special Emphases in Training

The following were recognized as the areas which needed special emphasis in

the orientatioa and mobility training of the blind children who participated in

this demonstration project:

A. Body awareness

B. Body movements

C. Spatial relationships, sizes and shapes

D. Posture ane gait, and

E. Traffic concepts.

A. Body Awareness

I. The child should have an accurate idea of his body height and weight,

and of his somatotype in general. The child should know this to be aware of his

body's limitations and capabilities.

2. The child should understand the relationship of one part of the body

to the next--hands hang below the waist, legs below trunk, etc. The child should

be able to identify right from left, front from back and touch any part of the

body ou command. The child should be able to point in any given direction and

identify where hand is in relation to head or body.

B. Body Movements

1. Because of certain emotional factors (fear of stepping off of some-

thing, fear of running into something, concern of appearance, etc.), the child

may deve,:ip at an early age poor walking habits which not only may inhibit his

nobility at a later date, but also result in .11 undesirable appearance. It is

important, therefore, to correct any such abits at an early age or, uhan
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possible, prevent them from developing. The child should be encouraged to walk

as smoothly and gracefully as possible. His pattern of walking should approximate

what is generally considered an acceptable gait. To encourage this and eliminate

the fear factor, the child should be taught the proper protective techniques.

Good movement is often dependent upon body awareness and, therefore, body aware-

ness as described in section A (above) should be a prerequisite.

C. Spatial Relationships, Sizes and Shapes

The child should understand that objects in our environment are not in a

formless state but exist in a definitive shake. He should learn and readily iden-

tify the more common shapes: the square, the rectangle, the triangle and the

cylinder. Sophisticated material is not necessary for this, common objects found

in the home or school can be used, such as books, window panes, desks, etc. It

may be pointed out that if more sophisticated material is desired, the ritchell

Kit sold by The American Printing House is very useful.

It is important that the child learn to make judgments concerning size, not

specifically in terms of inches or feet, although this should be necessary later,

but in terms of longer than, shorter than wider than, smaller than, taller than,

etc. When the child understands these concepts, the knowledge should be trans-

ferred to movement and space--this is closer to me than, I walked farther than

last time, this corridor is longer than, etc.

The necessity for much of this type of training will depend upon experience,

maturation, readiness, age and degree of vision. Keeping this in mind, the in-

structor should be prepared to move into the area of depth, height, and width, if

so indicated. This should be done in reference to relationships between build-

ings and street. street and sidewalk, room sizes, etc.
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D. Posture and Gait

Although posture is being considered separately at this point, it can and

perhaps should be treated in and as part of body movements. Gait usually has a

positive relationship to posture, i.e., poor posture usually results in poor gaits

In view of this, the two should be treated simultaneously. The instructor should

not assume that the child possesses certain knowledge, but begin on a basic level,,

For example, he should inquire a' to what is the child's concept of correct pos-

ture and why it is important.

The instructor should concern himself initially with the over-all appear-

ance of the child. The over-all appearance should be one of proper body align-

ment. Body weight is evenly distributed in an antero-posterior direction.

Weight is also equally distributed over both feet and not shifted laterally. The

head is tilted or turned neither to the left or right. The chin should be above

and in a straight line with the sternum. The shoulders are neither exaggerated

backwards nor rounded. The child should be observed closely to detect whether

one shouldsx is higher than the other. The hips should be horizontally even.

Abdomen should be observed for muscle weakness which may lead to lordosis [for-

\
ward curvature of the spine producing a hollow in the back].

The feet play an important role in over-all appearance and good posture,

hence close attention should be given to this area. The toes should be pointed

straight ahead; feet are not rotated internally or externally. Feet placement

should be in such a manner that toes form an imaginary line which is approximate-

ly six inches anterior to collarbone.

In the congenitally blind child, the arms are often a cause for concern.

Arms should be held at sides in a relaxed manner. Thumbs should be slightly

anterior and close to thighs. The arms should be slightly flexed at the elbows.

Gross deviations, such as scoliosie [lateral curvature of the spine], kyphosis
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(abnormal curvature of the spine resulting in a hump), etc., may require the help

of specialists. The peripatologist should never hesitate to seek the help of

other professionals in the community.

In gait, as in posture, the instructor must begin by making sure the child

has an idea as to what is the average walking pattern. The following areas

should be considered for evaluation and/or training:

1. When walking, the toes are pointed straight ahead with feet moving

anterior to e' r.'4 other in an alternate pattern, right, left, right, left, etc.

2. In ; the feet alternately, one foot is placed approximately four

to six inches laterally to the other and ten to fourteen inches (from heel to

heel) forward to the other. Length of leg and general size of child is considered

and allowances made for individual differences.

3. When walking, arms are relaxed at sides (except when in protective

position) and motion of body should induce slight movement in arms.

4. The weight of the body (when walking) is first placed on the heel of

the forward foot and transferred to the toes when the opposite foot is moving

forward.

5. Over-all body alignment and correct posture, as previously described,

is maintained.

E. Traffic Concepts

1. It is important that the child is made thoroughly familiar with his

own immediate environment. This may mean his own yard, his on street, or his

whole neighborhood.

2. The child is given a clear concept of street intersections.

3. The child should understand the flow of traffic patterns and understand

what is meant by streets "running" north and south, etc., one-way streets, alley,

etc. 4
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4. The child should understand and be familiar with traffic lights, why

and how they operate.

5. If the child lives in a rural area he should understand that traffic

will move or the right side of the road and that he should walk facing the traf-

fic.

Depending upon age and ability, the child should now he ready for formal-

ized travel training which, in general, follows the outline of the "curriculum"

for the adult and geriatric blind, Phases A to E, inclusive, which have already

been briefly outlined in this chapter.

School-Based fin:Trams

There was a very acute need for orientation and mobility training of blind

school children, as many blind pupils were completely dependent on other persons

not only for their travel to and from school, but also for moving from class to

class, and even for movement within the classroom. Several blind children were

completely left out of the organized and spontaneous play activities at their

school and their social participation was limited--situations which have at times

very adversely affected their personality development.

While some blind children participated in the structured and non-structured

school activities to a greater extent (depending on their ability and motivation,

on school policies and on the attitudes of the sighted pupils), even here the

peripatologists could hardly be optimistic, as they concluded in a preliminary

report, written in Spring, 1965:

From our observation of the children's progress during their play
at games, performance of exercises and tests of strength, speed,
ability and balance, it became quite evident that the majority of
these blind children have not had sufficient experience or instruction
in these body skills which are the essential prere,aisites for the
most basic instruction in travel. It was found that most of these
children were not ready, physically or emotionally, to accept the
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responsibility of traveling about the school or to-and-from school
by themselves. In most instances, it was necessary to provide
training in body awareness and in basic physical skills--standing,
walking, running, stopping, etc.

The instruction in the basic physical skills 4as provided, whenever pos-

sible, on the group basis, while the training in travel techniques was generally

done with individual clients. Group instruction generally took place at the

respective school building or, in some instances, at the Society's Sight Center.

The individual instruction usually included both the inside and the outside of

the school building, as well as child's home and his immediate neighborhood, with

occasional trips to various business areas and rides on public transportation.

Although children's orientation and mobility training in this demonstration

project was mainly school-based and constant contacts were maintained with the

appropriate representatives of the school (child's teachers, counselors, princi-

pals, etc.), the peripatologists also made an effort to establish a working rap-

port with every client's parents. This, it was hoped, would help the oarents to

better understana the orientation end mobility problems, as well as various

behavior problems, of their blind children and, at the same tine, would also

enable the peripatologists to gain greater insight into the web of influences to

which their young cnarges were exposed.

Special Summer Programs

In addition to campings at the Society's Highbrook Lodge which concentrated

on a child's over-all physical and emotional development, special programs for

the juvenile orientation and mobility clients were organized each summer.

During the summers of 1965 and 1966, the main emphasis was on physical

exercises and conditioning to improve the Oyaical condition of the physically

underdeveloped clients.
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During the summer of 1967, a selected group of children received sensory

training, activities in daily living training, mobility, physical education and

exercises, and table manners training.

Work with an Adolescent Schizophrenic Client

Of special interest was orientation and mobility training with a blind

adolescent girl who was emotionally very disturbed and repeatedly hospitalized

in a mental hospital. During her first psychiatric hospitalization, she could

not find her way around the building and the Society was invited to provide the

needed orientation and mobility training. Ur. Auzenne repeatedly visited the

hospital and tried to teach the client the needed mobility skills, but he had

almost no success. Then it was decided that he would train another psychiatric

patient acceptable to the mobility trainee to act as the adolescent blind girl's

mobility instructor. With this new "teacher," the client quickly learned mobil-

ity in and around the hospital and the process proved therapeutic for both

patients. (See the case history of Ann in Chapter 6 of this study.)

* * *

Even a brief description of programa and approaches developed or followed

in this demonstration project suggests the magnitude of tasks with which the

project staff was confronted. The project rewired many exploratory approaches

and a considerable amount of ingenuity, resourcefulness and patience of the per-

ipatologists who faced the difficult task of teaching orientation and mobility

skills to a large number of trainees, many of whom lacked the essential pre-

requisites for successful learning or suffered from physical, mental and/or

emotional handicaps which made such learning extremely difficult and slow.
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FOOTNOTES

1. The Research Department of the Cleveland Welfare Federation graciously pro-
vided a number of pamphlets which greatly facilitated this work. The Cleve-
land Society for the Blind gratefully acknowledges the many valuable services
provided by the Cleveland Welfare Federation.

2. re Montefiore Home, located in Cleveland }eights, Ohio, is a Red Feather

agency. On June 30, 1964, there were 231 residents at the Home, including
40 for day care only. Out of this total, 29 were reported an emotionally
and mentally confused. The home provides medical and psychiatric care,
social services, workshop, physical therapy, occupational therapy and group

work. See Montefiore Home Annual Report, 1963-1964, Cleveland Heights, Ohio:
Montefiore Home, 1964.

3. For an excellent treatment of this subject, consult Bryant J. Cratty,
Perceptual Thresholds of Non-Visual Locomotion, Los Angeles: University of

California, August, 1965.

4. Cf. Paul Zahl, Blindness: Modern Approaches to Human Environment, New York:
Hafner Publishing Co., 1962; Industrial Home for the Blind, Instruction in
Physical Orientation and Foot Travel, New York: Industrial Home for the
Blind, 1950; D. R. Griffin, Listening in the Dark, New Haven, Conn.: Yale

University Press, 1958; Charles E. Buell, Motor Performance of Visually
Handicapped, Ann Arbor, Mich.: Edwards Brothers, 1950; Bryant J. Cratty,
Movement Behavior and Motor Learning, Philadelphia: Lea and Febiger, 1964.

5. Cf. Winthrop N. Kellog, "Sonar Systems of the Blind," Research Bulletin
(American Foundation for the Blind), January, 1964, pp. 55-69. See also
Fay-Tyler Norton, Improving and Accelerating the Process of Raising the
Hearing of Blinded Persons to a Greater Degree of Usefulness, Cleveland,
Ohio: The Cleveland Society for the Blind, 1960.

6. Cf. A. T. Welford, Asing_and Human Skill, New York: Oxford University Press,

1958.
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5. CLIENT STATISTICS

According to the available records, 189 clients received orientation and

mobility training. It is probable that, due to changes in personnel (perip2tolo-

gists as well as researchers), the records may be incomplete and the above number

may be an underestimate.

Sixty-two clients, or roughly one-third of the entire project population,

were juveniles; 127 clients, representing roughly two - thirds of the population,

were geriatrics.

We shall first present the statistics on the juvenile clients.

In Table 1, frequency and percentage distributions of the juvenile clients

are shown by age and sex. The 13-year-olds represent the mode, as well as the

mean and median age for the juvenile group.

In Table 2, distribution by race, and in Table 3, distribution by religion is

shown.

In Table 4, age at the onset of blindness is indicated. Slightly over 80

per cent of the juvenile clients suffered from congenital blindness and most of

the remainder became blind soon after birth. The legal. definition of blindness

is used,
1
however, which allows for a very limited amount of residual vision. As

a rule, this limited residual vision deteriorated or was completely lost in most

juvenile clients.
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Table 1. Frequency and Percentage Distribution of
Juvenile Clients by Age and Sex

Age
f

Male
%

Female
f X f

Total
%

7 1 3.33 1 3.13 2 3.23

8 1 3.33 3 9.38 4 6.45

9 1 3.33 1 3.13 2 3.23

10 1 3.33 2 6.25 3 4.84

11 3 10.00 1 3.13 4 6.45

12 1 3.33 6 18.75 7 11.29

13 6 20.00 6 18.75 12 19.35

14 7 23.33 3 9.38 10 16.13

15 3 10.00 1 3.13 4 6.45

16 1 3.33 4 12.50 5 8.06

17 3 9.38 3 4.84

18 1 3.33 ---- 1 1.61

19 1 3.33 ---- 1 1.61

20 1 3.33 1 3.13 2 3.23

No data 2 6.67 2 3.23

Total 30 32 62

Table 2., Frequency and Percentage Distribution of
Juvenile Clients by Race

Race Frequency Percentage

Uhite . 50 80.65

Colored 7 11.29

No data 5 8.06
Total 62 100.00
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Table 3. Frequency and Percentage Distribution
of Juvenile Clients by Religion

Religion Ftequency Percentage

Catholic

Protestant

Jewish

Other

No data

32

23

1

1

5

Total

51.61

37.10

1.61

1.61

8.06

62 99.99

Table 4. Frequency and Percentage Distribution
of Juvenile Clients by Age at Onset of Blindness

Age at onset Frequency Percentage

Birth

3 months

2 years

3 years

5 years

10 years

No data

50

1

1

1

1

1

7

80.65

1.61

1.61

1.61

1.61

1.61

11.29

Total 62 99.99

In Table 5, SEX and age distribution of the geriatric orientation and mobil-

ity clients is shown. The highest frequency is found in the 75-80 age interval,

namely, 27 clients or somewhat over 21 per cent of the entire geriatric project

population. The mean age of the geriatric clients is 72 years and the median age

is 73 years. r r
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In Table 6, we present the frequency and percentage distribution by race,

and in Table 7, by religion. In Table 8, the distribution by marital status is

shown.

Table 5. Frequency and Percentage Distribution
Clients by Sex and Ageof Geriatric

Age Male
f 7. f

Female
% f

Total
%

To 54 2 3.28 3 4.55 5 3.94

55 - 59 2 3.28 2 3.03 4 3.15

60 - 64 5 8.20 8 12.12 13 10.24

65 69 11 18.03 6 9.09 17 13.36

70 74 8 13.11 13 19.70 21 16.54

75 - 80 13 21.31 14 21.21 27 21.26

81 - 84 5 8.20 6 9.09 11 8.66

65 - 89 1 1.64 5 7.58 6 4.i2

90 - 95 3 4.92 3 4.55 6 4.72

No data 11 18.03 6 9.09 17 13.39

Total 61 66 127

Table 6. Frequency and Percentage Distribution
of Geriatric Clients by Race

Race Frequency Percentage

White 68 53.54

Colored 4? 33.07

No data 17 13.39

Total 127 100.00
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Table 7. Frequency and Percentage Distribution
of Geriatric Clients by Religion

Religion Frequency Percentage

Protestant 72 56.69

Catholic 20 15.75

Jewish 6 4.72

Other 5 3.94

No data 24 18.90

Total 127 100.00

Table 8. Frequency and Percentage Distribution of
Geriatric Clients by Marital Status

Marital Status Frequency Percentage

Married 48 37.80

Widowed 34 26.77

Single 14 11.02

Diliarced 4 3.15

No data 27 21.26

Total 127 103.00

Causes of blindness co.Ild be reliably established for 98 out of 127 clients

and are presented in Table 9. Chronic glaucoma was by far the moat frequent

cause, with optic atrophy, diabetic retinopathy and cataracts following in :let

order.

In Table 10, duration of blindness is indicated by ten-year intervals. Over

57 per cent of the geriatric clients were blind less than ten years and another 27

per cent longer than ten years but less than 20 years or, cumulatively, somewhat

more than 84 per ceiut of all geriatric clients were blind less than 20 years.
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Five clients, or 5.61 per cent, were congenitally blind. For 38 clients no reli-

able information could be obtained.

Table 9. Frequency and Percentage Distribution
of Geriatric Clients by Causes of Blindness

Cause of Blindness Frequency Percentage

Chronic glaucoma

Optic atrophy

Diabetic retinopathy

Cataracts

Retinal detachment

Macular degeneration

Retinal degeneration

Enucleation

Trachoma

Retinitis pigmentosa

Corneal dystrophy

Scarlet fever

Healed interstitial keratitls

Total

27

16

13

13

10

9

3

2

1

1

1

1

1

27.55

16.33

13.27

13.27

10.20

9.18

3.06

2.04

1.02

1.02

1.02

1.02

1.02

98 100.00

The records of 40 clients, or 31.50 per cent of the total geriatric group,

indicate some secondary handicaps in addition to blindness. Since it is quite

possible that these secondary disabilities were not always noticed, reported or

recorded, the existing number is probably an underestimate. Inasmuch as the

records show, by far the most frequent secondary disability is diabetes which

accounts for 42.50 per cent of all recorded secondary handicaps. Heart ailment
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Table 10. Frequency and Percentnge Distribution
Clients by Duration of Blindnessof Geriatric

Duration of blindness Frequency Percentage

To 10 51 57.30

11 - 20 24 26.97

21 - 30 4 4.49

31 - 40 1 1.12

41 - 50 2 2.25

61 - 70 4 4.49

Over 70 3 3.37

Total 89 99.99

and the loss of hearing follow, each representing 12.50 of all recorded secondary

disabilities. Frequency and percentage distribution of the 40 secondary disabil-

ities are shown in Table 11.

Table 11. Frequency and Percentage Distribution
of Geriatric Clients by Their Secondary Disabilities

Secondary disability Frequency Percentage

Diabetes 17 42.50

Heart ailment 5 12.50

L)as of hearing 5 12.50

Obesity 2 5.00

Infirmity 2 5.00

Arthritis 2 5.00

Neuropathy 2 5.00

Asthma 1 2.50

Hypertension 1 2.50

Bladder disorder 1 2.50

Fatigue 1 2.50

Arteriosclerosis 1 2.50
Total 40 100.00
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While all geriatric clients are either retired or housewives at the present

time, roughly 61 per cent come from the working class. Thirty-two per cent could

be classified as having belonged to the lower-middle class occupations (sales

clerks, draftsmen, skilled craftsmen, etc.), and seven per cent to tne upper-mid-

dleclass category (big businessmen, professionals, etc.).

Unfortunately, the frequencies of the orientation and mobility lessons were

not always properly recorded and, due to the changes of personnel, it was impos-

sible to locate some "personal" records. Many existing records show frequencies

in the 30's and higher. The breakdown of available information shows, however,

that there was a significant difference in the number of lessons given to the

juvenile group and to the geriatric group. Among the juveniles, most clients

(70.37 per cent) received more than ten lessons each; among the geriatrics, only

22.22 per cent of the clients received more than ten lessons. Over 20 per cent

of juveniles and 30 per cent of the geriatric clients received between "ve and

ten lessons; and less than ten per cent of the juveniles, but 48 per cent of the

geriatric clients, received less than five lessons each.

These differences seem to suggest that the majority of the geriatric clients

have limited, point-to point mobility needs and this limited mobility can be

learned (if at all) in less than ten lessons. Juveniles, on the other hand, must

be taught to become safe and efficient travelers everywhere -- inside the build-

ings and outside, in their own neighborhoods as well as in shopping centers or in

the downtown area. Such learning, of course, requires a much more extensive and

intensive orientation and mobility treining.

FOOTNOTES

1. "... the legal definition of blindness covers persons who can read briefly by
holding the paper close to their eyes but with so impaired vision, cannot do
work requiring sight." See Juliet Bindt, A Handbook for the Blind, New York:
The Macmillan Company, 1952, p. 197.
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6. CASE HISTORIES

Ever since the 1830's when Frederic Le Play developed the case-study method,

case histories have remained a highly useful research technique. They give us a

vivid illustration of the interaction process, enable us to get a deeper insight

into the complexities of various types of interaction and the resulting person-

ality developments, and serve as a source cf hypotheses to be tested, usually

by other methods.

In this chapter, we examine seven case histories which illustrate the

project's approaches, successes and failures. As the writer was dependent on

unevenly written records and on limited oral interviews, and as some cases

are considerably more complex than others, variety, rather than uniformity,

will characterize this presentation.

The author's interpretation of these case materials is presented partly

in this chapter and partly in the subsequent evaluation of the project.

'31
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Overcoming Resistance to Learn Mobility

in an Adolescent Blind Schizophrenic Client:

The Role of the "In-between"

The case of Ann is of great interest, as she failed to learn mobility when

taught by a peripatologist, but made rapid and remarkable progress only a few

days later when the orientation and mobility training was given her by a sighted

fellow-patient in the same mental hospital. The second, equally interesting find-

ing is that the instructional process proved therapeutic also for Ann's patient-

instructor.

To understand Ann and her learning problems and successes, we must briefly

review her entire case history.

Ann was born in 1947 in Europe. She was still a baby when her family immi-

grated to the United States. Her father died of a brain tumor when she was twelve

years old. Since then, her mother has been on Social Security and has also worked

as a cleaning lady. It seems that the family has atruggled through many financial

difficulties, as, according to mother's report, only $70 per month remained for

food, medicine, clothing and other necessities for the mother and her three chil-

dren after the fixed expenses had been met. The mother must have felt this eco-

nomic and social deprivation much more acutely than those peraons who have never

known anything but poverty, as she had been a teacher and an Olympic champion in

her Eastern European native land prior to her immigration to America.
1

Ann's blindness is due to optic atrophy in both eyes. She has been blind

since birth, although her family, for a number of years, continued to hope that
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her vision would improve or that a low-vision aid might be found for her which

would help her to see at least to scrza extent. In addition to her blindness,

Ann is also excessively obese and, as the record indicates, has been emotionally

disturbed at least since 1962 or since she was 15 years old.

It was in 1962 that Ann started to complain bitterly about her mother who,

supposedly, was unfair to her, failed to understand her and was "involved in an

illegal affair with a married man." Ann's "proof" for this affair was that the

suspected man never answered the telephone when her mother was away from nome.

Ann was briefly hospitalized in the children's psychiatric ward of a gener-

al hospital in 1962, mainly for diagnostic purposes. The professional opinion

at that time was that both mother and daughter could benefit from the Youth

Services and that, basically, only a better and warmer interpersonal relation-

ship was needed. Unfortunately, the mother was either unable or unwilling to

avail herself of the available Youth Services and Ann's emotional condition,

instead of improving, deteriorated in the subsequent years.

The core of the problem seemed to be an extremely unsatisfactory relation-

ship between the client and her mother. Several reports suggest that Ann's

mother has been overprotective. She vainly tried to win Ann's affection by

doing for her and giving her everything that she wanted. 2 At the same time, the

mother seemed to be somewhat ashamed of Ann. She seldom took Ann to church or

other such placee where her acquaintances might see her with her blind and obese

daughter.
3

Occasionally, at least, Ann's appearance suggested mental retarda-

ticn, but this could not have been due to any lack of intelligence, as her grades

were superior, but simply to the development of bad habits and to her emotional

disturbance due, in turn, to poor interaction at home.
4

There was intense sibling rivalry in the family.
5

It seems that Ann per-

ceived lierself as being physically and socially disadvantaged, rejected by both
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her mother and her playmates and, later, by schoolmates who "made fun of her

because of her blindness and obesity." Ann reciprocated with suspicion, resent-

ment, and withdrawal, both physical as well as psychological (daydreaming and

enjoyment of crime, mystery and divorce cases on the radio, TV, and in the read-

ing materials).
6

Her drifting away from reality was also reflected in her occu-

pational aspirations where she at first wanted to become either an opera singer

or an actress, although she Jater settled for the job of a police switchboard

operator or secretary, and still later for that of atiraille teacher.
7

None of

these aspirations have been realized so far and the client, in reality, only pro-

gressed enough to work in the Society's Industrial Division in 1966 and as a

telephone solicitor early in 1967.

Ann has long been preoccupied with sex, and this in succession of fantasies,

anxiety-loaded projections and, more recently, physical explorations.
8

In 1962,

at the age of 15, she told the caseworker of her first sexual experience at the

age of eleven. At that time, she was approached by a man in the school corridor

who told her that he was the principal and asked her to accompany him to the

basement. There, according to Ann, "he tried but did not succeed." Older rec-

ords suggest that this incident may have indeed happened as told. Now, however,

Ann was abnormally preoccupied with sex. Boys were always making sexual sugges-

tions to her. Her mother had an "illegal affair" with a married man. Ann spoke

to the caseworker in whispers about her need for privacy in the camp where, at

first, she did not want to go for fear of being sexually molested. She whispered

because of the danger of spies.

Much of this preoccupation in 1962 seemed to have been of a projective

nature, as Ann's developing sexual drives were being repressed and then projected

on her environment.
9

But by 1963, when the client was at a state school for the

blind in another city, reports reached the Society that she made several
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propositions to other girls in the dormitory, i.e., she externalized her sexual

drives and directed them toward the then available love objects.

Her severe maladjustment in the family where Ann's hatred toward her mother

increased so much that she began threatening that she would kill either her

mother or herself, her intense sibling rivalries where she once tried to punish

her baby brother by twisting his arm (whereupon she called the police assuming

that she broke it, which was not the case), her inability to get along with

other young people who were perceived as constantly making fun of her because of

her blindness and obesity, and her sexual suspicions and explorations led to her

confinement in a mental hospital in 1964 where she remained for a period of a

year and a half. She was diagnosed as Schizophrenic Reaction, Paranoid Type.

At the request of hospital administration, the client was contacted by

Society's peripatologist who tried to teach her -he essentials of orientation

and mobility, so that she could get to various places in and around the hospital

without constantly depending on a human guide. Practically no progress was made

and a conference uas held. There a suggestion was made to experiment with an

appropriate woman patient who could be trained how to teach Ann the essentials

of orientation and mobility. This was done and the two patients immediately

established a good rapport. Ann showed no resistance toward her new instructor

and the patient-instructor assumed her role with utmost seriousness and devo-

tion. Ann soon learned to get around on her own and her over-all anxiety vis-

ibly decreased. In fact, she repeatedly offered to show around the hospital

various new patients and sighted visitors.

After Ann's dismissal from the hospital in fall of 1965, she called the

Society to get outside mobility training in her own neighborhood and on public

transportation. The same male peripatologist now took over, with considerably

greater success than on his first direct attempt at the hospital. Ann was eager
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to learn mobility, although she at first displayed a lack of confidence in herself

which slightly slowed down her learning process. Her attitude toward men was in

process of change which may account for her greater acceptance of the male peri-

patologist.

In 1965, Ann was also enrolled by the Cleveland Society for the Blind in its

multiple Disability Project where, at first, she preferred to depend on taxi serv-

ice for transportation. As the Society objected and offered more mobility train-

ing and, perhaps more so, as her desire to get around to various places unaccom-

panied increased, Ann managed to overcome her anxiety and her lack of confidence

in herself and soon. became a good independent traveler.

At this time (age 17), Ann has also become increasiLgly interested in men.

She began making frequent telephone calls to various male clients on the same

project and her conversations were openly suggestive. A male client reported that

Ann used language (bout sex which he was too embarrassed to repeat. By Christmas,

1966, Ann began roaming the streets on her on in the evenings and was at least

once seen meeting a man in a questionable way, although she had told her mother

that she was going to a club meeting which, is fact, was not held that evening.

While a multiple disability client (obesity and emotional maladjustment were

considered as her secondary dieabilicies), Ann was given a number of tests. The

psychologist's interpretation of the California Test of Personality (Interediate,

Form AA) is of special interest:

The impression of this individual which we might obtain from
these results is of someone who perhaps thinks of herself as being
independent end self- reliant -- who may feel she does not need other
people. Such an appraisal would probably be a rationalization based
on what she might see as rejection of herself by others -- a feeling
supported by an apparent low self-esteem relative to relations with
others.9 This may be seen in the low scores for "feeling of belong-
ing," "withdrawal tendencies," "social skills" and "community rela-
tions." It seems likely, too, that Ann does not receive much support
or real confidence at home. Apparently, she is able to establish
fairly good relations at school -- a situation where she may use
certain academic talents in a competitive manner.
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Occupational therapy and activities-of-daily-living instructor recorded

these comments with regard to Ann's participation in the Multiple Disabilities

project:

Ann is less concerned with punctuality than other clients. ...
She lives in a world of fantasy, at times seeming untouched by un-
complimentary remarks, at other times hostile and retaliative in
devious ways. Her excessive weight seriously impedes her ability
to make an attractive appearance. ... She is very unresponsive so
that it is often difficult to determine if she understands instruc
tions. She did, however, show fair comprehension and worked with
some concentration. ... She takes correction passively, but seldom
repeats errors. She shows fair to good tactual perception and speed
of performance. Ranked highest of girls in group on plate test. ...
The quality of her workmanship is from fair to good.

Ann showed complete unfamiliarity with tasks relating to home-
making. She indicated that she had never been permitted to do any-
thing in the kitchen with the possible exception of helping wash the
dishes. She has always been largely dependent on her mother for
dressing, taking care of her clothes, fixing her hair, etc. She does
not seem especially desirous to do these things for herself.

She showed some interest in learning to cook and pride in accom-
plishment. She evidenced no interest in sewing and was unable to
complete any project in this area. ... She exhibited real pleasure in
having a pert in the program to entertain staff guests and performed
with considerable poise. She has a pleasant voice.

The head of the Society's pre-vocational workshop summarized his impressions

in the following words:

The client can proceed into gainful employment, if proper attention
is given to her. She will not be a speedy worker but she is steady and
very patient in the shop. The first goal is to get her used to a regu-
lar work schedule and her employer will find that she is accurate with
mental arithmetic and the use of her hands.

Based on this conclusion, the recommendation was made that Ann be sent to the

Society's Industrial Division where shs started working on June 15, 1966, on a

training rate of 50 cents per hour. She worked for longest periods on ribbon-

cutting operation. Ann was not too happy at the Industrial Division; she espe-

cially complained about her working hours, sayinil that C,e had to get up at 5

o'clock every morning.
10

Her supervisors, too, lodgcc several complaints about
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Ann. She was reported to be unpunctual, coming 5 to 10 minutes late on se\

occasions. She took of more than the allowed ten minutes for coffee breaks. She

spent time in the lobby, using the public telephone there. Once she spent 3.7,

minutes talking on the phone, during her working hours. She did not always c11

in when absent from work. She was also underproductive on most of the job,.

In interpreting the above data one should add to the factor of habii also

Ann's perception of her new job and environment. While on training, Ann eras

anxious to become a braille teacher and as we have seen, her earlier ask..: i,,ions

were even higher (opera singer and actress). Obviously, the ribbon-cuttfli(

similar operations at 50 cents per hour must have been frustrating to Ann, given

her vocational aspirations. One wonders what would have been her perforaance and

her adjustment were she actually trained to become what she wanted to be or what

would have been an acceptable substitute. Unfortunately, the Society does not

yet have a Transitional Employment Workshop which could provide highly individual-

ized training and assist with the appropriate placements. This facility is still

at the proposal stage and the Society hopes that clients such as Ann may some day

profit from it when the proposal is brought to fruition.

As could be expected, Ann's poor occupational adjustment was accompanied with

other problems. Her relationship with the mother and the two younger siblings was

tense, especially since Ann often left her home in the evening and the mother was

suspicious that "something was going or."

Ann, in turn, strongly desired to get an apartment of her own. After consul-

tation with her psychiatrist, arrangements were made for her at an establishment

for single women, in late fall of 1966. This arrangement was not entirely satis-

factory as other girls began to complain that Ann "was trying to take advantage of

them" and the administration became concerned about Ann's absences from her apart-

went during the night.
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Ann's employment at the Industrial Division has been increasingly irregular,

partly due to her lack of motivation and partly to the lack of work.

Early in 1967, Ann became a telephone solicitor with a firm employing handi-

capped persons. On her new job, she met a woman who invited her to live with

her. But the apartment must have been in a deplorable condition and her mother,

shocked that her blind daughter ihould live in such a place, took her back home.

On her new job, Ann also met another woman who belonged to a sect engaged in

faith healing. Ann was persuaded to bring her money to the minister who, in re-

turn, would pr;v for her, together with the entire congregation, "that her sight

be restored." Ann brought the minister $30, or everything she had, and aftsr the

prayers were said, she experienced "visual hallucination which was religious in

nature. She felt that the room she occupied was lit up witn divine presence and

she saw the light of religion." Due to these hallucinations, she was taken to

the mental hospital and remained there from 'day 25, 1967, to August 4, 1967.

On August 8, 1967, Ann's caseworker at the Cleveland Society for the Blind

attended a conference on Ann at the mental hospital. Ann's psychiatrist stated

that, on discharge, Ann was not psychotic. He recommended that she return to the

School for the Blind in order to complete her high school education. Should the

school reject her, the psychiatrist recommended finding an "employment in a situ-

ation which would not require pressure."

As there was some question about Ann's homosexuality, Ann's psychiatrist

also sent the caseworker a letter, dated August 11, 1967, where he stated that

"during 11111's hospitalization, there have been no homosexual tendencies observed

in the patient. She made satisfactory adjustment to the Intensive Treatment Unit.

She could return to the School for the Blind and could be followed up in the

nearest Out-Patient Clinic once a month."
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At the time of this writing, no decision has yet been made on Ann's admission

to the school. Currently, Ann lives with her mother and seems to be better ad-

justed. For the first time in years, she also reduced to an appreciable extent,

losing some 50 lbs. One is afraid, of course, that under pressure, the old con-

flicts and tensions may again be activated.

Ann's case teaches us that a serious emotional block between the mobility

instructor and the client (even if not identified as such at the beginning) may

make progress in orientation and mobility learning difficult, slow or nil. (Or,

to put it in other words, when progress is abnormally slow or nil, it seems appro-

priate to explore whether this may be due to emotional inhibition rather than to

other factors, such as a deficient intelligence.) When the emotional inhibition

is removed, the same client can learn the same skills with relative ease and ef-

fectiveness, even when he or she is trained by a much less experienced -- but

emotionally more acceptable -- instructor. (In the case of Ann, her instructor,

too, profited therapeutically from her instructor-role, as reported by her psychi-

atrist.)

The case of Ann strongly suggests the desirability of "in-betweens" as

orientation and mobility instructors whenever peripatologist-related emotional

inhibitions hinder the client's learning.

These findings, while very important for orientation and mobility training

of blind clients, undoubtedly have much broader implications.
11

They speak rather

convincingly for greater experiwentation with "in-betweens" who could be taught

by professionals to teach those clients, patients, pupils or students who are re-

sistant to direct instruction by the professional.
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Establishing Rapport with a Blind Girl Who Thinks

Life Is Not Worth Living

Maria has been blind since her birth in 1954. She was a premature baby and

lost her sight as result of overexposure to oxygen. The ophthalmological report

indicates the diagnosis of retrolental fibroplasia.

Maria was referred to the Cleveland Society for the Blind in March, 1961, by

her mother who applied for a talking book machine. This service was provided.

In June, 1961, an unsuccessful attempt was made to have the client admitted into

a Girl Scout troop; Maria was at that time repeating her first grade which was

never mentioned to the caseworker who thought this was Maria's first year at

school. She, therefore, could not be admitted.

Older records indicate that Maria's home was first visited by a caseworker

in September, 1954, when Maria was only six months old. According to the record,

the family lived in a pleasant residential section in a suburb of Cleveland.

The home was well furnished and exceptionally neat.

During the first visit, Maria's mother, then in her middle thirties, was

neat, but quite emotionally upset. She cried quietly and found it difficult to

talk. She had Maria on the living room couch, awaiting the visiting caseworker.

Maria's mother told the caseworker about her pregnancy, how much she and her

husband had wanted Maria, the toxemia during her pregnancy, and the resulting

Caesarian section at six months' gestation. Maria's mother was hospitalized for

a month and believed that only a miracle saved her and her baby.

Maria weighed only two pounds and four ounces at the time of birth and her
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weight went down to one pound and 14 ounces while in the incubator. She remained

in the hospital over three months.

The mother spoke about her own questioning of Maria's vision and the reaction

she and her husband had when their eye doctor told them their child was blind and

there was little chance that she could ever see. The parents could hardly be-

lieve this was possible and the mother cried bitterly for many weeks.

On the subsequent visits, the mother seemed to be proud of her baby and yet

she had not accepted her blindness at all. She was frequently tired and tense

and some of this, obviously, was due to Maria's crying at night.

Mother liked to talk of the difference in her life since Maria arrived. Now

she was always busy and tired. Of course, she loved the baby, but she was the

one who had most of the care. Earlier, her husband always had a kiss for her

when he returned home from the factory where he worked as a machine repairman,

but now his first interest was in the baby. Quite frequently, there has been a

negative feeling expressed about men in general and husbands in particular. The

mother mentioned her older sister, Josephine, who was unmarried and a librarian.

Josephine was also interested in Maria and she had "read up" on blindness.

Since January, 1955, tha mother has appeared to be feeling better physically

and to have made some progress in adjusting to Maria's blindness. She was quite

talkative with the caseworker, saying that her husband was a quiet can and seldom

said much of anything, so she really welcomed an opportunity to chat. The

worker's own impression of Maria's father was that of a "quiet, mild sort of in-

dividual, interested in casework and showing a nice attitude toward Maria, but

seeming to feel that all this talk was between his wife and the worker."

There has been a change in the mother's attitude toward Marie, as she spoke

glowingly and proudly of her progress -- from the use of her toys, to sitting up,
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her activity.in-the play pen, pulling herself up and jumping up and down. She

described Maria as such a good, happy baby.

Throughout 1955, mother continued to be proud of Maria, but she continued to

hope that her child eventually would have vision. Maria's progress, apparently,

encouraged mother's wishful thinking, for "an almost perfect baby" really needed

nothing but vision and then everything would be just perfect.

In August, 1955, mother received an excerpt from an Arizona newspaper, stat-

ing that a certain doctor there has used the drug calsulfydral with the retro-

lental fibroplasia patients and vision has resulted. Mother was hysterical with

joy, crying that she "just knew that something like this would happen." She made

plans to take Maria to the Arizona doctor, as soon as she could get an appoint-

ment. Her husband spoke to her in a kindly fashion, pointing out this could Just

be publicity and she should not get her hopes too high. Soon afterwards, a local

doctor gave a lecture which mother attended. He pointed out that the mentioned

drug not only was useless, but could actually be dangerous. Mother accepted this,

with disappointment, saying that she "has learned her lessor."

There is an unfortunate gap in Maria's record between 1955 and 1959, the very

important years of the child's socialization. Apparently, little or no casework

was done during this time.

In 1959, Maria was described as "a very friendly youngster who seemed a

little frail and who repeated a great deal of what was said to her." Maria's

mother said of herself that she was "the nervous type" and often suffered with

migraine headaches.

When the caseworker wanted to discuss Maria's blindness, the mother was

quite defensive and said that this topic made her nervous. In discussing what

Maria could do for herself, mother pointed out that one of her main problems was
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dressing herself and observing proper table manners. Maria preferred to eat with

her hands and refused using spoon and forks.

The worker observed on the record that Maria did not impress her as a slow

learner; she was probably merely reacting to the tenseness in her mother.

In September, 1959, Maria started attending a Presbyterian nursery school

and then "graduated" to a Catholic kindergarten where she was put into a class of

85 youngsters. She seemed to enjoy this experience and did vary well, although

she sometimes missed classes because of her frail heal:h.

In June, 1960, the School Board pnychologist evaluated Maria and recommended

her admission to a public elementary school. Here, however, Maria had a very hard

time adjusting. She complained of being tired all the time and the school days

seemed to be far too long for her. She had to get up before 7 A.M. and did not

return home before 3 P.M. The driving distance to the school was one how:. It

is possible, however, that the unfavorably perceived social atmosphere was just

as much or much more important than other factors.

The record indicates that Maria had trouble learning Praille. Two factors

seem to have been rP,sponsible for this. First, Maria's aunt Josephine knew

Braille and she taught her her own method of Braille, ar Maria visited with her on

week ends. The school Braille teacher claimed that Maria was always more diffi-

cult on Mondays, but improved somewhat by Fridays. Secondly, there obviously was

a very poor rapport between the school braille teacher and Maria, as the latter

often came home crying, reporting that the teacher was very hard on her and fre-

quently struck her hand while teaching her Braille. Mother finally reported to

the school counselor that the Braille teacher was probably too firm with Maria.

The Braille teacher retorted that the mother was too lenient with the child and

one should never give in. The principal and the teacher also tended to blame
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aunt Josephine's meddling. Maria, in the meanwhile, seemed to be torn between

these conflicting pulls and pushes.

Maria later received two younger brothers. Unfortunately, her relationship

with them was not sufficiently observed by the caseworkers. We learn, however,

that "it was evident that Maria received much more attention than her brothers."

Maria failed the first grade and she continued to be a relatively poor stu-

dent, although she managed to pass the subsequent grades.

During the summer of 1963, she attended the Society's Highbrook Lodge camp-

ing program. She was "slowly but surely oriented into the camp life at Highbrook

Lodge. She wes very slow in all of her activities, but showed interest and deter-

mination to improve. By the end of the week, she was able to travel independently

from place to place. She interacted with other campers and revealed no symptoms

of homesickness. She verbalized her enjoyment of being at the camp and stated

she was ready to return next summer."

During summer, 1964, Maria attended a two-week session at a Congregational

Vacation Bible School. She came home each day all excited over the warm welcome

and acceptance she has received from the other children. She enthusiastically

told and retold her parents of her part in the program which included piano play-

ing for the group. As far as the records show, this was one of Maria's most

satisfactory experiences, if not the happiest experience.

On July 15, 1964, only a few days after the termination of the Vacation

Bible School, Maria started a two -week physical orientation program with nine

other blind children at the Cleveland Society for the Blind. These children

ranged in age from ten through twelve years.

Miss Patricia Stone, the Society's Children Programs Coordinator, wrote on

the record:

Maria seems to need considerable help in several areas of
functioning. She indicates an emotional disturbance which results
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in some anger and hostility toward others and the need to physically
hurt people when things don't go her way. She has been overprotected
by her family and is quite immature in her thinking and functioning.
She has not yet learned how to handle her knife and fork adequately
and requires considerable help in this area. She reveals many
blindisms, such as frequent rocking notion of her body and she stands
in the middle of a room and pivots around on her toes. She is overly
affectionate, but can quickly turn her affection into anger and the
need to pinch. She talks in a childish way and is seldom serious in
her mammy:. Maria and her parents need considerable help in acceptance
of her blindness.

Maria had almost nothing to do with the rest of the group, seldom
engaging in conversation and making almost no contribution to group
discussion. She had to be urged to move from function to function ana
her motivation wag only slight, no matter what the activity. She was
a very slow eater and was always at the table long after the others
had finished. She showed very little insight into her difficulties
and much of the time seemed to live in a world apart.

She indicated difficulties with concepts, oftentimes making
grave errors in identifying objects, such as fruits and vegetables.
She was cooperative when given a specific tack to perform, but would
need constant urging to bring the task to completion.

Maria, in her manner, was cheerful much of the time and yet,
as stated above, could quickly become angry if spoken to sternly.
Her physical endurance was quite limited.

Maria's Camper's Report for 1964 makes the following comments:

Orientation is very poor. Maria seems to lack a sense of
direction and body coordination. Throughout the entire week, she
got lost at well-known places and easily recognized spots.

Maria is an introvert. Even laughter must be forced from her
at times. She kept to herself all week. Her cabin mates became
impatient with her because of her slowness.

She participated in all activities (although, at times, she
did so reluctantly). Due to her inability to work with hands, she
needed special attention with crafts. Even with constant observation
and help, she was unable to complete a belt which would require only
20 minutes of any other camper's time. She worked on a belt two to
three hours -- through three sessions.

Maria is slow in dressing. She was surprised that her counselor
expected her to dress herself. When told to put on her pajamas, she
stood with her hands extended'into the air, waiting for someone to
pull off her T-shirt. ... Twice "she wet her pants" because she neg-
lected to remove her garments in the bathroom.
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At the table, she was always the last one finished. Her method
of eating was very sloppy. In fact, on a cookout she got baked beans
all over her face and in her hair.

The Camping Record of 1965 states:

Maria could not comb her hair. Her clothes are often inside
out. She was poor in orientation; often got lost on the camp grounds.
Her posture was good, but her personal hygiene was poor. She was
hesitant when walking, but less so than in 1964. She lacked self-
reliance. She was shy with other campers, although she tried to be
helpful and cooperative. She was friendly with the staff and partici-
pated readily in camp activities, but she showed no initiative. She
did not speak unless addressed by others. She showed progress in
mobility, social graces, dancing, teamwork and sociability. She tried
harder to do things on her own, although she was often ineffective in
dressing herself, making her bed, etc. ... Maria seems ready to learn
to take care of herself; she needs only more instruction and time.

The few orientation and mobility reports by Maria's peripatologiats should

be evaluated against this varied background of her psychological ups and downs

which, it seems, were closely associated with her perception of her social envi-

ronment.

The first report by a peripatologist is dated July 13, 1964, and reads:

Maria's problems are both emotional and physical. She has a rich
fantasy life which usually takes the form of being a "%Ate'," and she
is getting somebody. Physically, she moves slowly and seems to have
difficulty in orienting herself to her environment. She walks with
her left leg stiffly (does not bend knee) and generally appears to
be walking on her toes. Long range training is recommended.

The progress, apparently, was extremely slow, as we can see from the letter

of June 29, 1966, which the same peripatologist wrote to the parenizgof Maria and

which we reproduce in toto, since it also illustrates the type of reports which

were periodically sent to all parents of the juvenile orientation and mobility

trainees:

Dear Mr. and Mts. M.:

As you know I have been working with Maria during the past school
year in the area of orientation and mobility. This letter is to
inform you of the progress that has been made, with some possible
suggestions for the future.
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The purpose of working with a child of Maria's age are fourfold
and 1 would like to list them as follows:

1. The attempt to prevent bad habits from developing.
2. The correction of bad habits of gait and posture

which may have already developed.
3. The clarification of his conception about the

physical environment and the enhancing of concepts
already possessed.

4. The preparation for independent travel when the
child has a need and possesses the maturity to do so.

During the year, Maria and I concentrated on learning some funda-
mental, but important concepts, such as North, South, East and
West; the difference between left and right; how to turn left,
right and around; how to walk in a more relaxed manner and how to
find the" way around the school building. Learning these things did
not always come easy for Maria. Since I only saw her once a week,
there was too much time in between lessons; however, you could be of
great assistance in helping Maria to retain these things. Permit
me to make the following suggestions:

1. That you continue to encourage Maria to explore
her environment at every possible chance.

2. That you constantly remind her of concepts such as
left and right, turn left, turn right.

3. When she's walking or riding with you, that you point
out North, South, East and West to her.

4. Encourage her to walk with her arms relaxed and take
bigger steps.

The above mentioned things are suggestions as to how Maria can be helped.
If you have specific questions, please feel free to call. I am sure
that with your continued guidance Maria will realtze the potential she
possesses.

Sincerely yours,

George Auzenne, Peripatologist
GAImb

It may be worthwhile to reproduce also the lesson-to-lesson mobility report

as prepared by Marie's net peripatologist, Mrs. Martha Ball Rosemeyer, on the

lessons which she gave Maria in 1367. Every lesson lasted about 45 minutes. For

each lesson, the date, the description of the lesson and of the progress are

given.
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Date Description of Lesson

2/9 Human guide and orientation
to school. Turns and
geometric shapes.

2/23 Human guide technique with
emphasis on grip and single-
file alignment. Turns and
kinesthetic awareness of
posi.ion of feet, Lead
and body.

3/2 Worked on orientation to
N-S hall, trailing and
cross-arm technique.

3/9 Orientation to building
with emphasis on turns and
awareness of what is
happening around her.

3/16 Orientation to the outside
exits of the school.
[Development of an) image
of the building.

3/23 Orientation to principal's
office and back to resource
room. Trying to get her to
express her directions, so
she will understand what she
is doing.

4/13 Locating objects. Retrieving
dropped objects, sound local-
ization and tracing. Kines-
thetic awareness.
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Description of Progress

Poor performance on human guide. Turns
are executed without awareness. Has
no knowledge or skill in identifying
geometric shapes. Seems to be in a
world apart from her surroundings.

Poor carry-over of human guide.
Resists the finger grip and wants to
put arm through arm. Has no aware-
ness of the relationship between her
body parts and objects and people in
her environment.

Seems to be grasping North, South,
East and West. Turns sharply when
trying to walk straight ahead. Body
awareness very poor. Is beginning
to relate well to instructor and
poured out all her grievances about
her mother and aunt and adults in
general. Says she is bored and is
looking for adventures. Does not
have any friends.

Does not seem to follow a line of
reasoning after indicating that she
understands the fundamentals. Cz.nnot

follow through on her own directions.
Seems hostile to the world.

Turns have improved. Am getting her
to explain her route and then be
able to follow her own directions.
Does not understand he layout of
the building at all.

Locates principal's office. Had a
large misconception of the layout
of the building and made significant
progress in clearing this up. Poor

on clay map of the building.

No awareness of the library and
kitchen area. Made some advances in
the localization of rounds, but does
not really know how to listen. Acts
impulsively and without awareness.
Showed some progress in controlling
body movements, but was extremely
tense during lesson. Seemed about



Date Description of Lesson

4/13 (continued from previous
page)

4/20 Instruction in how to
pour water from cup into
pitcher and how to use
spigot to fill cup and
pitcher (as recommended
by resource teacher).

Description of Progress

(continued from previous page)
ready to crack in two. Occasionally
made facial contortions. Has strong
urges to "feel" the instructor's
arms and hug her. Maria talks with
extreme hostility toward anything
that is expected of her. Everything
is worthless.

Resource teacher had begun instruction
with measuring cups and requested my
assistance on pouring. Maria did not
know what measuring cups were, nor
how water comes out of a spigot.
Worked on lining up cup under spigot,
judgment of sound and weight. Con-
trolled movement when pouring from
cup to pitcher. Am meeting with
Board of Education home visitor next
Thursday re Maria.

4/27 Complained constantly that she could not find any in erest in anything.
"Everything is boring." Told her to stop complaining and try to find
things that interested her; especially emphasized what we were going
to be doing in mobility. Orientation to outside. Running, walking
on curb, locating echo.

5/4 Identification of coins. Good. Began tying shoe laces. Got first
step down. Enthusiastic. Said she thought all week of all the things
that could possibly interest her and tried not to be bored.

5/11 Worked on manual clock to
teach her to tell time.

5/18 Outside with bell-ball.
Sound localization, tracing,
throwing and rolling the
ball. Walking, geometrical
figures.
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Said at the beginning that she could
not do it or at least had great dif-
ficulty. Had nc difficulty with me.
Concentrated. Seemed excited about
all the things we have yet to d).
And I am really building it up, trying
to get her to be optimistic about the
things she can do.

Learned very quickly how to throw
ball, catch it and roll it. Chased
the ball continuously. Had no idea
of turns or how to walk a square.



Date Description of Lesson

5/25 Trip to supermarket,
sensory training.

6/1 Tying shoelaces.

Description of Progress

Worked on her awareness of temperature
changes, shape of containers, odors
in different departments. Maria gave
some unusual and out-of-line answers
to questions re sensory impressions
and past experiences. Seems to dis-
trust what people tell her. Good on
sound localization.

Had to start from scratch on position
of strings, formation of strings when
crossed over. Was able to make prog-
ress when tying a knot, although is
a long way from being able to do it
on her own.

With this we come to the end of individual lessons, as the summer vacation

started. At this point, Mrs. Rosemeyer presented the following interim evolua-

tion of Maria's orientation and mobility training!

Maria received Orientation and Mobility training once a week
during the spring semester at F. Elementary School. She was given
lessons in the human guide technique, basic self-protective techniques,
and sensory training, but it is felt that she made very little progress
in developing skill in moving about or in basic awareness of her sur-
roundings and even her own body.

Most of the time, Maria seemed to be Ad a world of her own,
detached from her surroundings. She had no idea of the layout of
the ochool building, where she had been for the last six years, and
walked from one place to another on impulse, being moved by a sound
or an air current that happened to occur at the time. Her spatial
orientation was nil.

Maria reacted with extreme hostility to anything that she was
asked to participate in--whether in school work or on field trips- -
and constantly complained that she could find nothing in life to
interest her and was always bored. However, she was able to develop
an honest and increasingly trusting relationship with the mobility
instructor, so that during this past semester she may have perhaps
taken her first step toward developing a desire for achievement and
eventually independence.

It may be significant to note that Maria did not begin to respond
with interest or effort to any of the lessons in Orientation and Mo-
bility until the mobility instructor told her, in the latter half of
the semester, to atop complaining about how worthless life was and
try to find things in which to interest herself. From that point 'n,
she seemed to look forward to mobility and reported each week to the
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instructor on her search for the interesting. She displayed great
enthusiasm and previously unapparent motor capability in learning
to identify coins, tie shoelaces, throw and catch a ball, read a
clock, and pour water from a spigot into . cup.

There had been some question as to a p,asible neurological
impairment which prevents Maria from performing motor activities
requiring manipulation of objects. This was brought up in the
Latest IQ and Personality tests given to Maria in April, 1957 by
the school psychologist. However, after conferences between the
mobility instructor, school psychologist and the school system's
home visitor, it was concluded that Maria's lack of experience
in activities of daily living was the cause of her difficulty in
manipulating things. Maria is capable of performing manipulative
activities, if she is provided the opportunity and adequate in-
struction to learn them. There does not seem to be any neurological
malfunctioning, but simply a lack of exposure, training and practice.

Maria should be scheduled for counseling sessions with the
guidance counselor next year at the Junior High School to enable
her to work through her hostility and apparent underlying depression
so that her energies may be released for more constructive function-
ing.

Maria's program of Orientation and Mobility Training should be
continued on a more intensive basis, if possible.

Although we were able to present only an incomplete case history from the

materials recorded in connection with the services provided by tho Cleveland

Society for the Blind, some of the factors connected with Maria's behavior in

general, and with her relative failure in orientation and mobility in particular,

are suggested by the materials here presented.

Let us first look at Maria's mother, the most important agent in Maria's

socialization process.

She emerges as a strongly dependent person. This dependency was seen

especially clearly in the relation to her older sister Josephine where, according

to both women, there was always more of a mother-daughter than a sister-sister

relationship. Josephine was looked up to as a matriarch and an authority. This

dependency pattern was also evident in mother's relationship with Maria where

she was unable to take a clear and firm stand and either depended on others to
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make decisions or gave in to the.child. It is this lack of firmness and consist-

ency in mother which helps to explain why Maria could not learn such basic skills

as proper table manners or dressing herself and would still often wet herself

after the age of ten.

This dependency pattern of the mother contributes to, and is aggravated by,

her over-all personality maladjustment. Several reasons for this maladjustment

become apparent. First, as we have already seen, mother was greatly dependent.

More specifically, she was dependent on her older sister Josephine who has served

as a mother-substitute. After th' marriage, there continued to be a regular

week-end opportunity for this dependence on Josephine through short contacts when

Josephine came to pick up Maria and later to bring her back. Apparently, these

reduced contacts were insufficient to give the younger sister the needed security,

especially as she was now confronted with the new roles of wife and mother where

a spinster aster could hardly be an adequate model and guide.

The mother might perhaps have been able to adjust if there were no special

problems in the family or, in any case, if she could transfer her dependent re-

lationship to her husband. But this would be possible only if the husband

possessed the personality traits which she herself lacked. Her husband, however,

is described as a quiet, self-effacing and dependent person who, for instance,

thinks that the ,visions concerning Maria are up to hir wife, her aunt and the

caseworker and do not really directly coneerr ',am. In spite of his affection -:or

Maria whom he always sees as 800A an he returns from the factory, he consents to

aunt Josephine's monopolization of the child on all week ends -- the very time

when he is at Lae and could devote a greater portion of his attention to Maria.

Indeed, even when he is et home, he is extremely self-effacing instead of being

a firm authority figure on whom the dependent wife could depend. He hardly ever
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says anything, which further increases mother's dependence on what convecsa-

tion and support she can elicit from Josephine and the caseworker. Thus, we find

here a maladjustment-producing dependent-dependent relationship between the

spouses, rcther than the needed complementarity of personality traits.
12

Maria herself further contributes to mother's increased insecurity and malad-

justment. Both parents had high expectations for their first child, expectations

which were so cruelly shattered when a weak and diseased mother gave birth to a

premature, extremely underweight and frail blind baby. The extent of the disap-

pointment and of frustration resulting from this painfully wide gap between the

high aspirations and the frightening outcome is seen in mother's prolonged crying

and "nervous" spells, as well as in her pronounced dissatisfaction with her role

of wife and mother (rejection of the role in which she perceives herself as fail-

ing). It is at this point that she openly envies her unmarried sister Josephine

who is free of the problems of married life. Mother also feels some hostility

toward her husband and, to some extent, toward men in general (for she was

"trapped" by him, symbolizing them); and she exhibits hostility and jealousy

toward Maria who stole her husband's first affection from her. (Before she was

always given a kiss after her husband's return from the factory, while now he

always first rushes to see Maria. Beaides, Marla stigmatized her before others

as a failing mother of an inadequate child.)

Unable to remain dependent, incapable of becoming independent (especially in

fat, of the special problems with which she is c:onfronted), and frustrated with

her roles of wife and mother where she sees herself as failing, yet from which

she cannot liberate herself, mother is quite maladjusted, tired (physically tired

as well as psychologically fatigued), or, in her own description of herself,

"the nervous type."
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Maladjusted and insecure, mother can never completely accept her daughter's

blindness. At first, she cannot believe that this could have happened to her; it

all seems just as a bad dream. And then she hopes and "knows' that her child will

see some day. She erupts into hysterical joy on first news of the discovery of

the drug that she believes would give Maria vision. As this hope, too, is cruelly

crushed, she continues to be torn between her desire to be a good and loving

mother (internalization of the social norm for mothers) who takes good care of

("does everything she can for") her helpless child, and her hostility toward Maria

who brought so much unhappiness into her life, stole her hutband's first affection

from her, kept her constantly busy as if she were a maid, and stigmatized her in

the society with the stigma of a failing mother of a deficient child. This

ambivalence of strong conflicting attitudes aggravates mother's tensions, fatigue

and "nerrousness" and further contributes to her indecision which has already

strived on her personality pattern of strong dependency.

The desire to be an adequate, good mother in spite of a disappointing child

and to produce crnvincing, "concrete" evidence of this adequacy to herself and to

others gets the outward expression in her doing everything for her blind child

(even dreasiug and undressing her after the age of ten) and in her "kindness" to

her (leniency, few or no demands, special concessions, giving in to her) -- rile

very treatment which produces en extreme dependency in Maria, together with an

absence of opportunity to practice and learn the most basic skills which are

generally expected from all girls (including blind girls) of her age.

This overprotective "service" also conditions Maria to expect to be always .

in command and the center of attention, a strong and dangerous acquired drive

which is further reinforced by aunt Josephine (where Maria beautifully satisfies

her aunt's own need for complete dependence of others on her).
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Thus we see how Maria's personality organization, characterized by an extrene

dependency, a need to be the center of attention, insecurity and tension (or

"nervousness"), emerges directly from her unfortunate family experiences or from

her "primary socialization field."

It is with this basic personality organization that Maria must face the hard

realities of the unknown social world outside of the overprotective home "island."

When the outside world satisfies the needs of this personality organization, Maria

adjusts to it in a satisfactory manner. She seems to have been happiest in the

Vacation Bible School in 1964 where everybody was, apparently, encouraged to be

"extra nice" to her, where she received a warm welcome and acceptance from the

group, as well as all kinds of affectionate help (making her comfortably dependent)

and where, as a blind girl and at; a piano player, she was the center of attention.

The situation fitted beautifully Maria's personality organization and she was all

excited, alert and happy.

Only a few days later, the situation changed considerably, as Maria became a

participant in the two -week physical orientation program. Here, she was no longer

the center of attention, as she was only one among nine equally blind girls who,

in many regards, were much more advanced than she. Furtheroore, she was now con-

fronted with the frightening expectations to be relatively independent, for which

she lacked the most elementary attitudes and skills. She was in a situation for-

eign and adverse to her personality organization.

Maria reacted to this difficult situation (whether haphazardly or experi-

mentally, we do not know) with several inadequate responses, including also the

following: short flushes of overly affectionate behavior, a response learned

from her overprotective mother, as if pleading (or "bribing") for acceptance on

the comfortable dependent and the-center-of-attention basis; frustration, trans-

formed into aggression
13

(including striking or pinching other persons) when
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things failed to work out to her satisfaction; a tendency to withdraw from the

group situation when the social atmosphere proved threatening, disappointing,

adverse or painful, for instance, when it involved the expectation of possession

or of learning of physical or social skills where Maria was at a tremendous dis-

advantage and, therefore, began to be frightened, tense or "ready to crack in

two." Here, an escape through withdrawal seemed to be the easiest route to a

tolerable level of adjustment.

At the camp, only a few days later, Maria continued to keep to herself. Her

blind cabin mates, far from giving her the "extra warm" welcome and acceptance

and making her the center of attention which had made her so happy at the Vacation

Bible School ear:A:1r during the same summer, were impatient with her because of

her slowness ar.d aloofness.

In these last two group situations, Maria, obviously, went through periods

of tension, anxiety and strain, as she was faced with social expectations and

conditions which her personality was entirely unprepared for and unfit to handle

in a positive and constructive manner.

It is very important to note, in this connection, that Maria's 1964 camping

experience was on a much lower level of adjustment, learning and achievement than

her 1963 experience. By the end of the 1963 camp, Maria "was able to travel inde-

pendently from place to place" -- an achievement that was neither retained nor

relearned in the subsequent years in the very some camp.

The most likely explanation 3f this difference in mobility dills in the

same physical environment between 1963 and the subsequent year (especially 1964)

seems to lie in the differences in Maria's emotional adjustment which, in tutn,

depended on the compatibility, or the relative lack of compatibility, between her

personality organization and the social Situation as it was perceived by her.
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A more incompatible social situation, or a social situation perceived as more

adverse because of greater feelings of relative deprivation (e.g., when evaluated

in comparison with the Bible School group), resulted in more frustration, hostil-

ity, aggression, tension and a general state of maladjustment which represented a

block to learning or relearning various skills. By producing a painful need for

a tolerable level of security, it also reinforced Maria's dependency pattern and

withdrawal tendencies.

Thus, it is this situation - personality compatibility, or the lack of it,

rather than Maria's intelligence or other independent factors which seems to, best

explain her changing attitudes and behavior, as well as her differential orienta-

tion and mobility learning capacity. Maria's nursery and kindergarten experience,

her Vacation Bible School and, to some extent, her 1963 and, much less so, her

1965 camping experiences, apparently offered social situations which were rela-

tively compatible with Maria's personality organization: she was allowed to re-

main dependent, venturing into independence (if at all) only after she felt secure

to do so (as in her 1963 camping mobility); she was more or less the center of

attention or, at least, was a welcome .nd warmly accepted member of the group

according to her own perception; and she was not pressed into learning skills for

which she lacked all necessary preparation. Whenever Maria was relatively ad-

justed and seemed to do well, the compatibility between her personality organiza-

tion and the social situation (as perceived by her) seems to be the explanation.

All the negative reports, on the other hand, seem to refer to Maria's exper-

iences in social situations which were incompatible wie her basic personality

organization and her needs flowing from this organization: F. Elementary School

experience where the "firmness" of her Braille teacher stands out; physical

orientation mid mobility programa end also camping experiences during 1964, and,
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to a lesser extent, 1965; and a part of the mobility training given in 1967 by

Mrs. Rosemeyer. In the case of all these negative reports, we have pressures

toward independence or pressures to learn skills which require independence and

also some previous learning experience. Groups which are perceived as unaccepting

(as they don't accept her on the "habituated" center-of-attention basis), compet-

ing (where she is tremendously disadvantaged) and therefore, threatening and/or

"st:gmatizing her" produce extreme anxiety.

In such incompatible situations, Maria's responses (whether haphazard or

experimental or both) are still somewhat uncrystallized (although there may

develop an increasing tendency toward rigidity if anxiety-ridden situations, or

1

discontinuities in situations, continue 14 ).These responses include frustration

which seems to lead to aggression, including the need to physically hurt people

(the likely expression of aggression of a poorly socialized and immature child);

extreme anxiety and tension which make concentration, understanding and learning

nearly impossible or extremely difficult and tiring, no matter how simple a skill

(this is partly, but not completely, explained also by Maria's lack of practice,

because of her overprotective mother); short flushes of overly affective behavior,

including a need to hug, to gain acceptance and affection on the comfortable

dependency and the-center-of-attention basis, with quick reversals of the mood

when thinga don't work out as desired; withdrawal from the group which is per-

ceived as threatening because of the incompatibility between its stimuli or

responses and Maria's current personality needs; and a tendency to escape from the

uncomfortable social environment into a world of fantasy and adventure. Note here

especially the wishful fantasy of being a witch and getting somebody -- a situa-

tion that would transform the frustrated, helpless and frightened blind girl into

a powerful, angry and frightening avenger.
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The many threatening and incompatible social situations in which Maria is

living outside of her family and the ambivalence, including love and hostility,

overprotection and jealousy, acceptance and rejection, which characterizes her

family environment, of course, hold little psychological appeal. "Everything" in

Maria's life is then "boring" and 'worthless." This perception of the world

serves both to lower the motivation as well as to rationalize the lack of it and,

unless the personality-environment compatibility is improved, the perception of

the existing world as boring and worthless is likely to further reinforce the two

most dangerous re'ponses: withdrawal from the group (and thus the elimination of

corrective and learning opportunities) and a further and deeper escape into a

world of fantasy and/or unrealistic adventure.

1.! our analysis is correct, then it would seem that the task, at the present,

would be to first help Maria to become emotionally adjusted. Greater emotional

adjustment will, as her 1963 camping experience suggests, increase her ability to

learn, as well as to begin to function more and more independently.

While Maria's personality reorganization is, without doubt, the ultimate goal

of a true rehabilitation process, it should not be forgotten that one should start

with the personality as it is and use it as a basis for gradual improvements. One

cannot rehabilitate Maria's personality by expecting immediate opposites of her

current personality patterns: independence instead of dependence, a social fair

play with give-and-take instead of the center-of-attention cravings, courage

instead of anxiety, relaxation instead of tension, etc. A pressure to immediately

display such healthy opposite patterns would most probably break, rather than

rehabilitate Maria's personality.

The process must be gradual. Maria does need extra warmth and acceptance at

the start and she must be the center of attention at first -- an approach which,
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apparently, proved successful in the one-to-one confrontation between Mrs. Rose-

meyer and Maria. Only after she feels reasonably secure in a compatible social

atmosphere and while learning elementary skills which are not too difficult for

her due to the complete lack of previous practice, can she gradually learn to

develop more and more independence and become more and more environment-oriented

rather than self-centered.

Once Maria achieves this level of adjustment, there can be little doubt that

her orientation and mobility learning ability will greatly improve, as a few

isolated instances in her past history plainly suggest.
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Succeeding with Fred Who Moves from Hostile Competition

to the Role of Junior Counselor

Fred, who was born in 1952, comes from a family where both his mother and his

younger brother Johnny are legally blind, although they have learned to make good

use of their very limited residual vision. Fred himself had six operations by

1962 in the vain hope that his sight might be saved. The operations were unsuc-

cessful and Fred has been totally blind for the last five years.

In 1964, Fred's orientation and mobility instructor prepared an unusually

thorough case history, the most relevant parts of which are reproduced below.

Fred lives l'ith his mother and father and one younger sibling.
The younger sibling is legally blind but has good use of his remaining
sight. The mother is also legally blind, with fairly good use of her
residual sight. Much of the responsibility for the welfare of this
family falls necessarily upon the shoulders of the father, who is the
sole fully sighted member. The father shows the anxiety that he feels
in fulfilling his role, with three members of the family having visual
difficulty.

The first strain one notices in Fred's emotional makeup is his
feeling about himself. Father Carroll has written that the advent of
blindness in a person's life is :Tony times equated with the loss of
love. This may well be the case with Fred, who has only been totally
blind for about three years. Also, adrift' to this is the fact that his
sibling has some sight and is, indeed, the same size as he is. Fred
reacts in a very hostile, negative manner !,ward his brother. There
are times when the worker suffered a slip of the tongue and called
Fred "Johnny." Fred would respond by saying, "Who is he? I don't
even know him." At other times, Fred would fight with his brother
over the use of some piece of equipment. It was noted by Fred's
father that this rivalry went on to the extent that if Fred made a
friend, he didn't want him to associate with his brother Johnny.15

Fred seems to have deep feelings about himself and his own
image. He makes statements about not wanting to associate with
"blind kids" and his actions, especially with the c2oss-body tech-
nique, indicate thst he doesn't want to be identified as a blind
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person. During picture taking time he would generally hide his
face so that his picture could not be taken.

At one point worker tried to do something about Fred's eating
problem as Fred seldom ate anything at the noon meal. Worker asked

Fred if he would wash up for lunch. Fred pointed out that this was
not necessary since he didn't eat anything anyway, and that worker
should know that by now. Worker pointed out that if he did not
show up at the table, then the other boys and girls would miss him
and would notice his absence. Fred replied in a very self-deprecat-
ing tone that this was not so -- nobody would miss him at table. At

this point, Andy, who was present, very strongly said that he would
miss him and he knew everybody else would, too. It is well to note
that at this noon meal Fred ate a little something for the first time
in the whole session.

It has been noted that Fred seems to achieve very well. He

achieves so well, indeed, that most of the program was merely diagnosis
of what he already knew. However, this achievement seems to place a
great emotional strain on this boy. At the end of the morning period
he was apt to have some sort of an emotional upset. At one point, the
rehabilitation director had to place him by himself in the occupational
therapy room while the rest of the children ate, due to an emotional
upset. Fred is probably straining every fiber to keep ahead and to do
the things that he thinks sighted children do. He is probably trying
to stay ahead of his brother and, at the same time, through achieve-
ment, to regain love. There were numerous circumstances which worker
took advantage of so that Fred could give of his knowledge and ability
to somebody less knowledgeable. Fred seems to get an immediate feeling
of satisfaction from telling somebody something that he does not know
or cannot grasp as fast as he can. However, this soon passes away and
Fred is struggling agair to keep ahead, with the attendant emotional
strain, as he forces himself along the path.

Fred is not comfortable in the group situation. He has a tendency
to move away from the grovp. He seems to be emotionally unstable and
too insecure to participate in the give and take of the group situation.
Thic worker believes that the group probably holds too many factors
which Fred cannot anticipate, and which he may feel he cannot quickly
grasp and master.

Intellectually, Fred has the wide range of interests and under-
standing of a boy at the height of latency. He seems to be learning
and soaking up knowledge at an accelerated rate. 4is interests are
bread and varied. His interests are followed very avidly by both
parents and it would seem that he is the center of a family constella-
tion which revolves around him. The responses of his parents in the
group situation were only of Fred, very seldom of Johnny.

If Fred's original social psychological adjustment was unhealthy to the ex-

tent that it revolved around the denial of blindness, a disjunctive competition
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with others, especially with his younger brother Johnny, and a withdrawal from

situations where he felt too insecure to compete, there obviously had also been

some advantages in the area of learning conceptualizations, orientation and mobil-

ity, as these processes were a part of his home environment where the problems of

blindness were dealt with also by his mother and his brother Johnny. This i3 how

the report continues:

In the whole area of conceptualization, Fred is excellent. He
can accurately determine the size of objects. In the case of the pop
machine, he automatically determined its height by computing the
difference between how tall he was and the remaining portion of the
pc,p machine projecting above his head. He used the spread of his
arms to determine the width of objects. As a matter of fact, he
computes the size of most objects from what he knows about how big
his hand is, or the distance by the length of his stride, and so on.

He did fairly well with the relief map of downtown Cleveland.
Once he touched certain prominent objects like the lake, the river
and the Terminal, he remembered them and vould come back and identify
them again. He also identified those things which have some relation-
ship with them. He seems to operate rather well with the step-by-step
relationship between one building and another. For example, he
learned quickly that the County Courthouse was in a certain position
to the Stadium and that the City Hall had a certain relationship to
both the Courthouse and the Stadium. He quickly grasped the relation-
ship of other objects and worked out several combinations using this
type of proceL:s.

The worker asked Fred to model in clay a scale of the neighbor-
hood in which he lives. This was done with a good deal of interest
and Fred spent the better part of an hour explaining all the things
that were in his neighborhood and how he traveled around it on his
own.

His tactual perception is good and he identified small objects
with his hands and fingers rather well. He had some difficulty telling
the difference between a penny and a dime. When he was told about his
mistake, he immediately began to devise his own method of concentrating
on the differences between the two coins. At a later time, Fred made
a purchase in the pet store and had no noticeable difficulty between
the penny and the dime.

He did very well in the trip to the supermar%et, being very
anxious to identify as many objects as he could. These objects were
generally identified with great precision and accuracy. Worker noticed
that the Braille tags on the relief map of Cleveland were read with
fair accuracy and rather quickly.
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Concerning Fred's orientation and mobility training in the Society's program

for blind children we read:

Fred was very good on inside orientation. He quickly learned his

way around the inside of the building, and how to use all facilities
he might need. He quickly identified all objects such as file cabin-
ets, desks, chairs, air conditioner, and so on. He was quick to

identify sounds -- whistling teakettle, air conditioner, refrigerator,
etc. He was infallible in identifying underfoot textures such as
carpeting, wood floors, tile floors.

One exception was noted in the accepting of a technique for
walking more safely in the interior of the building. Fred was very

resistant to accepting the use of the cross-body technique. The

worker asked him what he felt was wrong with this technique and Fred
mentioned that he felt that the positioning of the lower arm across
the body ws uncomfortable. At one point, Fred asked the worker
whether all blind people used this Worker pointed out that it was
the safest and surest technique of getting around in an unfamiliar
room and asked him if he believed this. Fred seemed to confirm but,
after this interchange, he seemed to be even more resistant to its
use. Worker feels there is a strong possibility that the porition-
ing of the hands means to Fred that he is more easily identifiable
as a blind parson. There is considerable evidence that Fred rejects
his blindness and does not wish to be identified with blind people.
This may be the real reason for the almost complete rejection of the
technique.

On the outside, Fred was once again excellent in identifying
underfoot textures of all kinds. Ia addition to this, he remembered
and volunteered the information that a fault in the sidewalk was
remembered by him from a previous trip, and he immediately associated
this fault with the proximity to a wrecking operation.

Fred was very good at identifying the flow of traffic, where it
is going and where it is coming from. Several times he volunteered
to take the worker across the street just by listening to the
traffic sounds. Worker was very careful to use the situation in such
a way that Fred did not feel overconfident. Worker would always say,
"Are you sure that we can go now? Why do you tell me we can walk out
into the crosswalk?" Fred would respond by saying, "I can hear the
flow of traffic with us, start up," and would give oth3r pertinent
signs that he heard the significant things very well. Worker would
like to suggest that he is still not sure that Fred should be cm his
own all the time in traffic. lie is still a boy 12 years old (1964)
and subject to lapses of judgment.

Fred is very good with concepts of distance and direction. He
accurately determines the distance between himself and an object
making some sort of sound. lie knows the points of the compass very
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well, orienting himself from the position of the sun. He seems to
anticipate the twisting and turning that each trip outside may take,
and it is very difficult to turn him around so that he loses his
sense of position in relation to the points of the compass.

In 1964, Fred also attended the Society's Highbrook camping program for chil-

dren. His personal appearance and orientation on the camping grounds and within

the buildings were evaluated as having been good. But he responded favorably to

staff only when he was given special attention, a pattern which had clearly been

developed in his family, as it has been suggested by the previously reported re-

marks: "It would seem that he is the center of a family constellation which re-

volves around him." Fred's participation in the camping activities was very poor

and he hid on talent night. From what we had learned about this boy, it would

seem that he was insecure about his chances to "outshine" other performers and,

having been conditioned to view such occasions as a matter of competition where

he had to be the first one, his anxiety rose to the point where it became unbear-

able.

Between the summers of 1964 and 1965, Fred must have made tremendous strides

in his personal and social adjustment. It looks that he became much more recon-

ciled to his total blindness and sufficiently secure to become interested in group

activities. The Camper's Record of 1965 contrasts sharply with that of 1964. Not

only is Fred given top ratings on personal appearance and orientaticn, but there

are also many other favorable remarks on his behavior:

He is friendly, helpful and self-reliant. lie helped others
around the camp. He learned well mobility, social growth, eating
habits, social graces, group decisions, activities, dancing and
teamwork. ... Fred is one of the nicest teenagers that we have
ever had in the camp. He would make an excellent junior counselor.

During the summer camp of 1967, Fred did, indeed, become a junior counselor.

Apparently, he greatly enjoyed his role. He was described as having been clean,

active, friendly and quick to learn. He "did what he was supposed to do." He
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showed leadership ability and initiative. He enjoyed swimming, pony-riding and

piano-playing. He was good in orientation and mobility. But he remained self-

conscious about his eating habits.

Fred also attended the Summer Teen Program of 1967 at the Society's Sight

Center. Hrs. Martha Ball Rosemeyer, the Program Coordinator, made the following

comments:

Fred learned quickly and well in all phases of the Summer Teen
Program. He was attentive and followed instructions well in all
courses.

Because he had once seen, he could recall visual images and
apparently used these effectively for orientation and effective
performance in activities of daily living.

He expressed a great deal of enthusiasm for the techniques
taught for eating and cutting meat and immediately applied these
to his home situation.

Fred was well-liked and accepted by the teen group, but the
instructors felt that he tended to have a disruptive influence on
their cle.st.ts, especially group classes. He was many times wega-
tive, particularly to suggestions regarding integration with the
sighted world.

In orientation and mobility, he was excellent in his long
cane skills, but was extremely fearful of interaction with the
sighted public. He always complained about not wanting to go out
on a mobility lesson.

All factors point to resumption of a steady, well-planned
orientation and mobility training program for Fred, which will
give him an opportunity to work through some of his fears and
apprehensions about his capabilities as a person.

The already iamiliar emphasis on the personality-situation degree of compati-

bility helps to explain Fred's behavior. He was excellent in many regards but,

according to the instructors, "tended to have a disruptive influence on their

classes." Apparently, Fred has been conditioned to want attention and the coun-

selor's role was much more compatible with his competitive, self-assertive ori-

entation than the role of a mere pupil. In fact, he was competing with the



instructors (themselves college students) for attention and status which competi-

tive tendency was perceived by them as a "disruptive influence."

Fred's personality is also characterized by rigid identifications or over-

identifications. Originally, he overidentified with the sighted and rejected even

the cross-body technique, since he was afraid it would identify him with the

blind. By now, it seems, that he has accepted his blindness, but ha now over-

identifies with the blind, with a comparable rigidity. He has been "particularly

negative to suggestions regarding integration with the sighted world." We have

here the Saul-Paul persistence of personality traits. Saul who at first

fled with the enemies of Christ turned into Paul who identified with Christ. But

he remained equally tireless defending his new ingroup and denouncing the outgroup

as he had been before his conversion. Identification has changed while the per-

sonalicy traits and tendencies persisted.

Fred's change in attitudes concerning eating from self-consciousness ot the

summer camp to enthusiasm at the Teen Program is most tntLiguing. One could

hypothesize the following possibilities: a better rapport with the particular

instructor or the latter's better teaching technique; a realization that others

were less capable in correcting their problems than he; or, perhaps, simply

greater security within the group due to his recent ego-expanding experiences.
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Helping Beta Who, with Courage and Determination

Makes the Best of Her World of Darkness

Betty was born in 1955, with congenital nystagmus and cataracts. Until

1964, her family 'ived in another city of Ohio where Betty attended sight-saving

classes. Betty's limited vision, however, rapidly deteriorated and, during sum-

mer of 1966, she has become totally blind. Currently, she has light perception

only.

Living in a mixed working and lower-middle class neighborhood on the out-

skirts of Cleveland since 1964, Betty has come into contact with the Cleveland

Society for the Blind in March of that year. Her father who is a skilled worker

in an automobile factory and her mother who is a beautician felt that Betty's

greatest need at that time was for good companions and wholesome recreation.

The Society responded immediately by providing a talking book for Betty and

bi inviting her to the Highbrook Lodge where she could meet other blind campers

and friendly staff members. Betty accepted the invitation and, although she

tried hard to be friendly, she was extremely "homesick" and, after three days,

had to be taken home. She was, nevertheless, befriended by Society's Children's

Services Coordinator, Miss Patricia. Stone, who is herself legally blind, and

this friendship hag been preserved to the present day. Miss Stone offered help

with proper planning and made various useful arrangements for Betty. Betty began

taking Braille and piano lessons and making friends in various group activities.

She was also given comprehensive orientation and mobility training.

Within less than s year, she gladly agreed to make a second try at the
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Highbrook summer camping and then attended the children's session between July 13

and July 22, 1967. By this time, she has accepted her total blindness and was

determined to make the best of her world of darkness. She was not any longer

depressed and withdrawn and she functioned very well in all camping activities.

According to Miss Stone,

there seemed to be a complete change in Betty's attitude toward
herself and the world around her. She was outgoing, helpful with
the younger children, accepting her share of responsibility for
camp duties, and she entered wholeheartedly into the camp program.
At the end of the session, she cried when she boarded the bus for
home.

In the orientation and mobility where Betty has by then received thirteen

lessons from Mrs. Rosemeyer alone, her scores on attitude, ability and actual

achievement in the human guide technique and the residential cane travel have

all been outstanding ("4" which is the highest).

In August, 1967, Betty also was one of the eight participants in the Soci-

ety's Summer Teen Program in Orientation and Mobility. Mrs. Rosemeyer, the

Coordinator of the Program, made the following pertinent notes concerning Betty's

participation:

Betty made "average" progress in the Summer Teen Program
but certainly did not perform as well as was expected from her
previous excellent performance in Orientation end Mobility during
the regular school semester. She missed two full days out of the
eight days of the program because of attending a church summer
camp.

In Orientation and Mobility she learned to move about well
in a residential area and reached the phase of traffic light
crossings by the time the program ended. However, she was extreme-
ly disturbed when traveling in the residential area near the Sight
Center, for this had been characterized by her parents as a "danger-
ous slum area." This uneasiness and fear could be one of the reasons
for her lack of enthusiasm in the program.

Betty participated in only a limited way in physical education
because of an asthma condition.

She was quiet and sometimes withdrawn, but was friendly with
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the rest of the group and was accepted well. She gained apparently

quite a bit of confidence from the group discussions.

At least two situational factors help to explain why Betty was only "aver-

age," rather than above average in this program. First, there is the principle

of relative deprivation. A church summer camp was given at the same time and

was, undoubtedly, perceived by Betty as being more pleasant, if not more impor-

tant, than the Summer Teen Program for the blind. Second, as Mrs. Rosemeyer

perceptiiely observed, the environment where the program was held was apparently

perceived by Betty as a "dangerous slum area" which, undoubtedly, increased her

anxieties.

But these were contingent, temporary, situational factors which, in spite of

their temporary adverse effect, are not likely to have any lasting influence.

It rust also be remembered that, in spite of these two adverse factors, Betty

still performed in a satisfactory manner, although below the previously estab-

lished expectation level.

Comparing the case of Betty with that of Maria, or also with Ann's, one

sees that various types of family orientations and interaction contributed to

strikingly different personal and social'adjustments of their respective blind

children.

While the mothers of Maria and Ann were extremely overprotective and pro-

duced in their children a crippling dependency which hindered Maria's and Ann's

personality and social adjustment and min'mized their learning ability in in-

compatible situations, these mothers also failed to accept the blindness of

their children, with the result that both Maria and Ann felt insecure and re-

jected and, consequently, responded with distrust and hostility.

By contrast, the parents of Betty were relatively independent themselves

[01
-92-



and they fostered independence in Betty. They never sought at the Society emo-

tional support for themselves, but tried only to rationally discuss and select

those available programs which they thought would be most beneficial to Be i's

over-all growth. While they were concerned about Betty's safety and authorized

various programs only after having carefully checked on the Society's safety pre-

cautions, they wanted Betty to live a life of a normal child and always encour-

aged her to be courageous, independent and even helpful to othera. Although they

could not prevent Betty's normal "period of mourning" for the complete loss of

her sight in 1966 (which should actually be allowed for),
16

they immediately

started encouraging a constructive approach to blindness and refused to ever

become overprotective and ambivalent in their feel:ngs toward Betty.

Thus, although the social economic background of Maria's and Betty's parents

is surprisingly close (both fathers work as skilled workers in an automobile plant

and both mothers are ordinary housewives), there were essential differences in the

two families' interpretation of blindness and the techniques considered most

appropriate for dealing with a blind child.

Consequently, there were strikingly different adjustments to blindness and

life in Maria and Betty.

Failing in the Case of a Progressively Senile Client

Mr. T., a long-retired shop employee, has had visual problems, with a gradu-

ally diminishing vision, since 1925, when he was only 32 years old. He has become

legally blind 20 years later, in 1945. Currently, he has light perception only.

For a number of years the client has also been suffering from arthritis which has

been especially painful in his hip.

The client's first contact with the Cleveland Society for the Blind was in
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July, 1963, when he came to Cleveland only for a short time to get married. At

that time, he requested a white cane. In August, 1963, the newly-wed couple left

for an adjacent state.

In May, 1966, the Society received a telephone call from the client's wife

who reported that she and her husband returned to settle in Cleveland and that

her husband suffered sharp pain in his eyes. Mrs. T. asked advice about the

clinic to which he should go. Since the client is a war veteran, he was referred

by his caseworker to the Veterans Administration Hospital. The hospital then

made arrangements for his admission to the proper eye clinic.

The client and his wife live in a two-bedroom apartment which, according to

the caseworker's records, has always been neat and comfortably furnished. The

monthly rent is $75 a month, plus utilities. The family's total monthly income

from Veterans Administration and Social Security is $304. The couple seems to

manage well on this amount.

In May, 1966, the client received a talking book machine and he repeatedly

assured the caseworker that he greatly enjoyed listening to it. At the same

time, he was also referred for orientation and mobility training. Although he

requested outdoor mobility training, the client was unable to master even the

simplest elements of safe and effective independent indoor mobility. He depended

completely on his wife.

Discounting some previous mobility training, seven attempts were made be-

tween January 22, 1967, and April 10, 1967, but they all met with complete fail-

ure. Although the client has been described as a friendly and pleasant person

(and he had a short white cane since 1963, which he used primarily for support

and only occasionally made clumsy efforts to utilize it as a mobility device),

he manifested several signs of a rapidly encroaching senility: a very short
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attention span, an inability to comprehend even the simplest skills and a failing

memory.
17

While there seems to have been an affectionate relationship between

the client and his wife and she "has taken very good care of him," she has also

been overprotective and somewhat domineering which may have contributed to the

client's progressive personality deterioration and to his loss of motivation and

ability to learn.

Succeeding with a Blind Geriatric Client in Spite of

'der Diabetes and Arteriosclerosis of the Legs.

Mrs. N. has been losing her vision since 1949 and has become legally blind

in 1951. Diabetic retinopathy is the eye pathology primarily responsible for her

loss of vision. Currently, she has light perception only in her right e

sees hand movement at a distance from one to five feet with her left ,

client was advised by her doctor to take plenty of rest, to keep her It E,fp

level when sitting, to avoid exertion and not to walk longer than to at

a tiue. She keeps diet and takes oranase.

Very little is known about Hrs. N.'s social history. She is Nei-,

Protestant. She says she is married, but her husband lives separatly

does not know where. She claims that her husband contributes to her

provides her transportation -- a claim which does not seem to be f!1

She has a son. She receives Social Security. She lives alone in a p- or-

hood in a downstairs apartment, although her niece occasionally join

shorter periods of time.

The client has referred herself to the Society in January, 196r,,

an interest in mobility, croup work and home teaching.

Since Mar,h, 1966, Mrs. N. has received the home teaching sarvl,
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was a relatively successful student, learning skills such as telling time, sewing,

ironing, lighti9g the burner, distinguishing coins, telephone dialing, script-

board writing and reading and writingitraille.

In sumwer, 1967, Mrs. N.'s mobility instructor selected her as an example of

a "relatively successful orientation and mobility trainee, in spite of her handi-

cap." Her orientation and mobility record shows that she had a minimal amount of

training in March, 1966. At that time, a severe illness interfered and her train-

ing was temporarily terminated.

The client's orientation and mobility training was resumed during the first

half of 1967 when she received a total of 16 lessons. She retained very well

what had been taught her in }larch, 1966. She also soon learned safe and effective

residential travel and progressed to small business areas and to travel by bus,

everywhere showing a good learning capacity and an excellent retention. After

having received only 16 orientation and mobility lessons, Mrs. N. has become a

safe, effective and independent traveler, using her long white cane with con-

siderable skill. While she cannot make long trips due to her secondary handi-

caps, she can travel quite safely and effectively short distances and, occasion-

ally, also longer distances, provided that it is possible for her to sit down

after every ten minutes or so. As no further training was needed, her case was

closed in orientation and mobility on June 21, 1967.

The case of Mrs. N. illustrates how secondary disabilities establish defin-

ite limits within which orientation and mobility training is feasible. In 1966,

the secondary limitations were so severe that training and learning were entirely

impossible. In 1967, however, while the limits were still there, they have

broadened considerably, making safe and effective travel possible within a ten-

minute range in residential sad small business cacao. As long as her walking did
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not exceed ten minutes, and when she was able to secure a seat, she has also

learned to travel by bus. Her high motivation, gofld intelligence, good hearing,

retention of tactual sensibility, good emotional balance, absence of overpowering

worries, and a good rapport with the mobility instructor undoubtedly were among

factors contributing to her success in orientation and mobility training.

Overcoming Extreme Kyphosis, Arthritis and Heart Ailment

Miss S. lost her left eye in a childhood accident. Retinal detachmer- was

responsible for her loss of vision in the right eye, in February, 1965, when she

was 70 years old. She has no light perception in her left eye and only 20/400

vision in the right eye. She also suffers from extreme kyphosis (humpback), a

heart condition and arthritis.

Miss S. worked for a Cleveland commercial firm as a bookkeeper for about 30

years. Her current monthly income is $138 ($84 from Social Security and $54

retirement pension). She now lives in a golden age center and keeps very active

in various activities, including crafts and several social clubs. The Society

provided the client with a talking book machine and arranged for a friendly visi-

tor who helps her with shopping, reading, etc., and generally acts as an inter-

ested and supportive friend. In addition to low vision and hearing tests, home

teaching, camping, group work and orientation and mobility services were also prc-

vided.

Miss S. was first visited by Society's blind home teacher, Miss Mary Hugo,

in July, 1965. By the end of September of the same year, the client learned to

thread a self-threading needle and write with the help of a Marks writing board

(which she found easier to use than the ordinary script-writing board). Miss S.

also quickly mastered t'lephone dialing and learned how to distinguish coins and
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how to put away her paper money so that she could later identify the proper value

of each bill. She was also taught how to regulate the oven, etc. The client was

very grateful for the home teaching services and the home teacher felt amply re-

warded when a letter, written by a friend of Miss S., was read to her. Said the

Philadelphia friend: "When I saw your handwriting again after so long a time,

tears came to my eyes. I could read every word of iti"

Miss S. has been described by all staff members at the Society's Sight

Center, as well as by the two volunteers who worked with her, as a friendly,

highly motivated, energetic, independent and grateful person. Being Jewish, Miss

S. was very careful about her diet. Mrs. Robert Beatty, a volunteer, once

brought her sous homemade goodies which Miss S. politely declined. The volunteer

then took her to various stores where kosher foods could be bought.

Miss S. was active in Sterling Club, Able Booster Club, Hand Crafts Class

and camping. She enjoyed all crafts and social activities and waa especially

fond of camping at the Society's scenic Highbrook Lodge. Although she was still

suffering under the shock of her recent loss of sight during the 1965 camping

period, she made many new friends at camp. While she was described as quite

disoriented outsiAe of her cottage at camp, the Society's many group services,

including crimping, undoubtedly contributed to her quickly rising morale and

motivation.

A ratter of special psychological interest is that, while the client was

able to accept her blindness (first intellectually and then emotionally) and

learned to react to her other handicaps in a constructive way, she could so far,

neither intellectually nor emotionally, accept her loss of hearing. She repeat-

edly assured the Society's audiologist that she had no hearing problem whatsoever.

True, she did have some trouble understanding othere in group situations, but
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this was because "other people do not talk clearly." In addition, her right ear

was "stuffed." This continuous resistance to acceptance of a hearing loss might

have been due to this client's realization that blindness would not be "crippling"

as long as it could be compensated for with good hearing. Not the loss of sight,

but the loss of hearing in addition to that of sight, would render her entirely

helpless. Her persistent denial of any hearing problem and the interesting

rationalizations which she developed may have been her way of "fighting away" the

feelings of helplessness.

The first reference to orientation was made in the Camper's Record

for summer, 1965, only a few months after the client's loss of sight. Here, the

counselor wrota: Her short memory and failure to use her sight [sic] made her

one of the most disoriented campers at the camp this summer. She is interested

in perapatology training, but I doubt that it would do her much good."

The orientation and mobility report submitted by Society's peripatologist,

Miss Susan Hoehn (now Mrs. Sullivan) on January 5, 1966, did not substantiate the

camp counselor's somber prediction. The report reads:

At the initial interview (9-14-1965), Miss S. was still in the
process of adjusting to her recent loss of sight and was quite afraid
and confused. She vas able to move about her apartment safely, but
would not leave it, or the building, alone.

Miss S. was seen twice a week from September 14, 1965, to Janu-
ary 3, 1966. Early lessons were spent in the building, learning how
to use the elevator and learning basic cross-body cane techniques.
She showed a great deal of determination and became well oriented
inside the building. Much time was spent in adapting the touch tech-
nique of cane travel to her needs, as both wrists are weak, the left
arm having been broken in a fall a year ago and the right wrist
stiffened due to arthritis.

The client travels to the mail box and remains quite well ori-
ented on the grounds around the ceater [where she lives]. She is
also capable of moving safely up and down stairs, but occasionally
becomes quite fearful and easily fatigued.
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I feel that Miss S. has progressed to a point of safe travel
within a familiar area. Lessons will be discontinued until warmer
weather, except for some lessons on indoor orientation and travel
during her weekly visits to the Society's craft class. Raised
numerals are to be placed on the elevators on each floor (at the
Golden Age Center] and some orientation will be necessary when this

is accomplished.

During the spring of 1966, the client requested further out-
door training. A re- evaluation of her hearing was made and it

showed losses up to 40 decibels in the higher frequency ranges.
Due to this hearing loss and because of client's very frail physi-
cal condition, it was felt that it would be unsafe for her to cross

the streets alone.

In spite of her severe handicaps, Miss S. has learned many skills from the

Society's home teacher and the peripatologist. She has become a safe and effect-

ive travoler indoors and in her immediate neighborhood. Human guide services

have been provided by the Society's volunteers on the relatively rare occasions

when Miss S. has ventured into unfamiliar surroundings.

The case of Miss S. is instructive in more than one way. We see that, at

first, when she was still in the state of shock or "in the period of mournit,g"

for the loss of her sight, she gave to the then camp counselor the impression of

a disoriented and confused person, with a poor memory, who probably could not

profit to any significant extent from the orientation and mobility training.

fortunately, the staff members did not accept this somber prediction, which could

have easily become, at least in part, a self-fulfilling prophecy, but continued

to use group work, volunteers, home teaching and other services to help the client

to make a satisfactory emotional adjustment.

As soon as a better adjustment was achieved, the home teaching, as well as

the orientation and mobility training, began to pay off and the client learned

well in spite of her many secondary handicaps, including extreme kyphosis, some

loss of hearing, heart ailment and arthritis. These secondary handicaps estab-

lished the limits beyond which the client could not proceed with safety and
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efficiency, such as independent travel in unfamiliar areas. For such travel the

human guide technique was learned and the guide supplied with the help of the

Society's network of volunteers. In spite of the secondary handicaps, the client

has learned safe and effective independent traveling methods inside her building

and in the familiar immediate neighborhood.

Several factors, undoubtedly, contributed to this client's relative success

in orientation and mobility, in spite of her many secondary handicaps: a satis-

factory intelligence lel/A, the ability to establish a satisfactory emotional

balance with the help of various activities and other emotional supports that were

provided; a strong motivation to overcome obstacles and function as independently

as possible, apparently a life-long personality pattern. While the client lacked

the necessary strength to accept her loss of hearing (as hearing, apparently, was

perceived as a compensatory sense for the lost sense of sight and, therefore, the

one that would help her to remain independent), the human guide services were

made sufficiently pleasant and reassuring so that the client was able to accept

such "friendly companionship" in unfamiliar surroundings, without suffering from

feelings of helplessness.

Thus, the client was enabled to learn the necessary orientation and mobility

skills within the realistic limitations of her secondary handicaps and she was

helped to accept assistance of a human guide in those areas where independent

travel could become a hazard to her safety.

* * * *

Although each case is unique, each case history teaches us something about

the behavior in general and about the orientation and mobility learning in partic-

ular.

In this brief review of selected case histories we have had an opportunity to
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see how family orientations and interaction processes shape a blind child's

adjustment to blindness and to his environment. We have also seen how the

earlier adjustment patterns have a strong tendency to persist and probably shape

even a geriatric blind client's adjustment to old age and blindness.
18

One also notices that those types of personality and social maladjustments

which include strong dependence, whether due to overprotective mothers or wives

and associated with early socialization or observed again in senility, make the

orientation and mobility learning much more difficult and relatively less suc-

cessful.
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7. EVALUATION

While some evaluative comments could be found in the case studies and, to a

smaller extent, also in other parts of this report, the present chapter will try

to systematically summarize and evaluate all major findings of the entire project.

First, we shall present the frequency and percentage distributions of grades

which the clients received on various phases and aspects of their orientation and

mobility training.

Secondly, a correlational analysis will be presented in an attempt to estab-

lish the relative importance (if any) of such variables as a client's age or dura-

tion of his bliadness for the effectiveness of his orientation and nobility learn-

ing.

Thirdly, special group projects will briefly be evaluated.

Fourthly, the characteristics of the most successful and of the least suc-

cessful clients will be examined.

At last, we shall cover some interesting incidentals.

Grades Received by the Clients

Just as schools measure the academic success of their students primarily by

means of their grades, so also the project's orientation and mobility instructors

were asked to assign a final grade on various phases and aspects of orientation

and mobility to each client. A score system was used, with "4" standing for

"excellent" or the best grade, "3" for "satisfactory," "2" for "poor," and "1"

for "failure."
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Unfortunately, we failed to receive the requested grades for every client.

Our tabulations and analysis will, therefore, include only those clients who were

properly graded. Since the failure to grade reflects on the instructor rather

than on the clients, it is hoped that the graded clients are at least roughly

representative of the whole project population.

The following phases or aspects of orientation and mobility learning were

graded: a client's over-all attitude toward orientation and mobility; his over-

all learning ability within areas of his orientation and mobility instruction;

his over-all emotional stability; and his learning and performing ability in

indoor mobility, residential mobility, small business areas, large business areas

and travel by public transportation.

In Table 12, the frequency and percentage distribution of the ,trades in

over-all attitude toward orientation and mobility of Ole juveniles is presented.

Table 13 reports on the over-all ability and Table 34 ,n the emotional stability

for the same group.

Table l'i. Frequency and Percentage Distribution of Scores
on Over -nil Attitude Toward Orientation and Mobility for Juveniles

Score Frequency Percentage

4 13 33.33

3 15 38.46

2 6 15.38

1 5 12.82

Total 39 99.99
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Table 13. Frequency and Percentage Distribution of Scores
on Over-all Orientation and Mobility Ability for Juveniles

Score Frequency Percentage

4 15 35.71

3 22 52.38

2 5 11.90

1

Total 42 99.99

Table 14. Frequency and Percentage Distribution of Scores
on Emotional Stability in Orientation and Mobility for Juveniles

Score Frequency Percentage

4 11 24.44

3 20 44.44

2 8 17.78

1 6 13.33

Total 45 99.99

An examination of the preceding three tables shows that score "3" is in all

three instances the mode, or the most frequently assigned grade, hence, most

juvenile clients received the grade "satisfactory" on attitude, ability and emo-

tional stability. Score "4," or the grade "excellent," is second highest on all

three counts, accounting for from one-fourth to over one-third of all grades.

Combining excellent and satisfactory grades, we find that almost 72 per cent of

the juvenile clients were judged to have proper positive attitudes toward
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orientation and mobility; that 88 per cent were rated positively on their over-all

ability in orientation and mobility; and that almost 69 per cent were seen as

being emotionally stable in orientation and mobility learning.

We shall proceed to examine the socres received on indoor orientation and

mobility in Table 15, the scores received in residential area mobility in Table

16, the scores obtained in the small business area mobility in Table 17, the

scores for large business or downtown area travel in Table 18, and the scores for

public transportation travel in Table 19.

Table 15. Frequency and Percentage Distribution of Scores
on Indoor Orientation and Mobility Learning for Juveniles

Score Frequency Percentage

4 14 28.57

3 24 48.98

2 10 20.41

1 1 2.04

Total 49 100.00

Table 16. Frequency and Percentage Distribution of Scores
on Residential Area Orientation and Mobility Learning for Juveniles

Score Frequency Percentage

4 3 15.79

3 10 52.63

2 4 21.05

1 2 10.53

Total 19 100.00
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Table 17. Frequency and Percentage Distribution of
Scores on Small Business Area Orientation and Mobility

Learning for Juveniles

Score Frequency Percentage

4 2 18.18

3 5 45.45

2 2 18.18

1 2 18.18

Total 11 99.99

Table 18. Frequency and Percentage Distribution of
Scores on Large Business or Downtown Area Orientation and

Mobility Learning for Juveniles

Score Frequency Percentage

4

3 1 16.67

2 2 33.33

1 3 50.00

Total 6 100.00

Table la Frequency and Percentage Distribution of
Scores on Public Transportation Orientation and Mobility Learning

for Juveniles

Score Frequency Percentage

4 1 16.67

3 2 33.33

2

1 3 50.00

Total 6 100.00
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An examination of Tables 15, 16 and 17 shows that in indoor, residential and

small business area orientation and mobility learning, most scores for the juven-

iles are positive ("excellent" and "satisfactory" combined), i.e., 67.55 per cent

in indoor, 68.42 per cent in residential and 63.63 per cent in small business

area orientation and mobility learning.

For large business area and for public transportation orientation and mobil-

ity learning, score "1" or "failure" becomes the mode. It is not clear from the

scant available data whether this failure is due to the lack of ability in the

juveniles for such much more complex travel or, what seems more likely, to the

lack of time on the part of the instructor to provide adequate continuous instruc-

tion until such more complex orientation and mobility skills are learned.

We may now turn to an examination of the orientation and mobility learning

scores as received by the geriatric blind clients. In Table 20, the scores on

over-all attitudes are presented, followed by the scores on over-all ability in

Table 21, on emotional stability in Table on indoor orientation and mobility

in Table 23, on residential orientation and mobility in Table 24, on small busi-

ness area orientation and mobility in Table 25, on large business or downtown

area orientation and mobility in Table 26, and on public transportation orienta-

tion and mobility in Table 27.

Table 20. Frequency and Percentage Distribution of
Scores on Over-all Attitude Toward Learning Orientation and Mobility

for Geriatrics

Score Frequency Percentage

4 13 32.50

3 18 45.00

2 7 17.50

1 2 5.00

Total 40 100.00
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Table 21. Frequency and Percentage Distribution of
Scores on Over-all Ability in Learning Orientation rnd Nobility

for Geriatrics

Score Frequency Percentage

4

3

2

1

7

23

7

2

17.95

58.97

17.95

5.13

Total 39 100.00

Table 2c. Frequency and Percentage Distribution of
Scores on Emotional Stability in Orientation and Nobility Learning

for Geriatrics

Score Frequency Percentage

4 7 23.33

3 14 46.67

2 7 23.33

1 2 6.67

Total 30 100.00

Table 23. Frequency and Percentage Distribution of
Scores on Indoor Orientation and lIbbility Learning for

Geriatrics

Score Frequency Percentage

4 2 5.89

3 23 67.65

2 7 20.59

1 2 5.89

Tote') 34 100.02
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Table 24. Frequency and Percentage Distribution of .

Scores on Residential Orientation and 1:obility Learning for Geriatrics

Score Frequency Percentage

4 3 9.68

3 15 48.39

2 12 38.71

1 1 3.23

Total 31 100.01

Table 25. Frequency and Percentage Distribution of
Scores on Small Business Area Orientation and Mobility Learning

for Geriatrics

Score Frequency Percentage

4 1 5.88

3 4 23.53

2 7 41.18

1 5 29.41

Total 17 100.00

Table 26. Frequency and Percentage Distribution of
Scores on Large Business Area Orientation and Nobility Learning

for Geriatrics

Score Frequency Percentage

4 2 13.33

3 2 13.33

2 5 33.33

1 6 40.00

Total 15 99.99
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Table 27. Frequency and Percentage Distribution of
Scores on Public Transportation Orientation and Mobility Learning

for Geriatrics

Score Frequency Percentage

4 1 6.67

3 3 20.00

2 5 33.33

1 6 40.00

Total 15 100.00

A glance at the tables on the geriatric blind clients reveals several import-

ant findings:

First, the attitude of the clients toward orientation and mobility training

has, in general, been good. Almost one-third of the clients received the highest

possible score on their attitude, and 45 per cent received the next highest score

(11311)

Combining the two scores, we can say that 77.50 per cent of the graded geri-

atric blind clients had a good attitude toward learning orientation and mobility.

Note, however, that a small minority of the approached geriatric clients refused

training and that these clients were not graded.

Secondly, almost 77 per cent of the geriatric clients received a positive

score ("4" or "3") on their over-all ability in the covered orientation and nobil-

ity phases, although the highest score ("4") went to only 18 per cent of the

graded clients (as contrasted with the 32.50 per cent for over-all attitude).

Since the grades on any specific phase of the orientation and mobility learning

are lower and since the over-all ability should have covered all given phases of

122



training for any client, it seems that the instructors were inclined to be much

more optimistic about a client's over-all or general ability and became more

realistic or critical when they had to evaluate a specific phase of training.

(This may lead to fascinating hypotheses on generality-specificity perspective.)

Thirdly, emotional stability, too, was graded favorably, with 23.33 per cent

of the clients getting the highest score and 46.67 per cent the next highest

score, i.e., 70 per cent of the geriatric blind clients were considered as being

emotionally stable.

Fourthly, the grades fall sharply and consistently with the increasing com-

plexity of the orientation and mobility phases: 73.54 per cent of the indoor

orientation and mobility trainees received positive grades (scores "4" or "3");

in residential orientation and mobility the percentage fell to 58; in small busi-

ness areas, to 29.41; in large business or downtown area, to 26.26, and in public

transportation travel, to 26.67. (Note, however, that this decreasing ability

here or among the juveniles is not due to age differentials, as our correlational

analysis will show.)

These findings suggest that the geriatric blind clients do, in general,

quite well in the indoor orientation and mobility training and most of them also

succeed in the simpler residential or neighborhood orientation and mobility learn-

ing. Other phases are much more difficult to master and only a minority of the

geriatrics will succeed in them under conditions such as in our project. It is

possible and probable that substantially larger proportiots of the geriatric (as

well as of juvenile) clients could also effectively learn small business area and

downtown independent travel, and also independent travel by public transporta-

tion. But this would require prolonged intensive training which, unfortunately,

was not possible in our project due to the shortage of professionally trained

peripatologists. 123
- 114 -



In Table 28, we will summarize the frequency and percentage distributions of

all scores received by the juveniles and the geriatrics in this project, irrespec-

tive of the orientation and mobility phase.

Table 28. Frequency and Percentage Distribution of All Scores
Received on Orientation and Mobility by Juveniles and Geriatrics

Score Juveniles
f %

Geriatrics
f % f

Total
%

4 59 27.19 36 16.29 95 21.69

3 99 45.62 102 46.15 201 45.89

2 37 17.05 57 25.79 94 21.46

1 22 10.14 26 11.76 48 10.96

Total 217 100.00 221 99.99 438 100.00

An e%amination of Table 28 reveals that about equal proportions of juveniles

and geriatrics received score "3" or "satisfactory" (roughly 46 per cent). How-

ever, over 27 per cent of the juveniles, but only somewhat over 16 per cent of the

geriatrics received the highest score ("4" or "excellent"). For all clients com-

bined, the most frequent score was "3" (45.89 per cent) and the next most frequent

"4" (21.69 per cent). Score "2", or "poor," was nearly as frequent as score "4"

(21.46 per cent), and score "1" or "failure" was least frequent; only about 11 per

cent of all grades assigned on this project indicate failure.

In Table 29, we shall combine scores "4" and "3" into a single category

"satisfactory," and scores "2" and "1" into the category "unsatisfactory."
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Table ',79. Frequency and Percentage Distribution of
Satisfactory and Unsatisfactory Scores for Juveniles and Geriatrics

on All Phases of Orientation and Mobility Learning

Score Juveniles Geriatrics Total

Satisfactory 158 72.81 138 62.44 296 67.57

Unsatisfactory 59 27.16 83 37.55 142 32.42

Total 217 99.99 221 99.99 438 99.99

Table 29 reveals that almost 73 per cent of all juveniles received satis-

factory scores under this combined evaluation, while the corresponding percentage

for the geriatrics was slightly less than 68. Note, of course, that poor per-

formance, which might still be considered as "passing," is here also included in

the category of "unsatisfactory."

In order to see whether there was a statistically significant difference in

the distribution of satisfactory and unsatisfactory scores between the juveniles

and tne geriatric clients, a chi square test was performed. The result was

x
2

,-- 5.4107, p = k .05, i.e., a significant difference was found on the 5 per

cent level or, in other words, there is less than S per cent chance that such

higher scores as received by the juveniles could be due to chance. Thus, compar-

ing juvenile with the geriatric orientation and mobility learning, we may say

that juveniles are graded significantly better than the geriatrics. This is

most probably due to their actual better learning capacity and performance, but

the test does not confirm this beyond doubt. It would also be possible that,

consciously or unconsciously, instructors tend to grade Juveniles more favorably

even when performance is on the same level of learning achievement. (But the

latter argument is of about the same nature as suggestions that girl students get

better grades, irrespective of performance.)
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Correlational Analysis

Since the project population consisted of c4o age groups, the blind juveniles

and the geriatric blind, the most obvious task of research was to assess the dif-

ferences (if any) in orientation and mobility learning by age.

Analysis by means of the chi square test has already shown that juveniles

tended to receive significantly better trades or scores than the geriatric blind.

In the present correlational analysis we shall try to determine whether, and

to what extent, age is associated with scores within each age category.

In the juvenile category, ages from 7 to 20 years were included. Among the

geriatrics, persons between 50 and 96 years of age participated.

What was the role of age within each of these categories? Did, for instance,

older juvenilea tend to learn better than younger juveniles and older geriatrics

worse than younger geriatrics? Did the grades or scores of the juveniles rise

and those of the geriatrics fall with their increasing age?

The answer to these quections is provided by means of correlational analysis.

In Table 30, correlation coefficients on juveniles for age and selected o'i-

entation and mobility aspects and phases are presented.
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Table 30. Correlation Coefficients for Age and Scores on
Selected Aspects and Phases of Orientation and Mobility Learning

for Juveniles

Scores on

Over-all attitude .14

Over-all ability .27

Emotional stability .09

Indoor orientation and mobility .04

Residential orientation and mobility .12

Small business area orientation and mobilicy

Large business area orientation and mobility .12

Public transportation travel -.10

All coefficients are so low that it could be said that, within the age range

between seven and 20 years, age shows almost no association with orientation and

mobility learning. It cannot be said that within this age range, either younger

or older juveniles tend to get higher or lower grades to any important extent.

Any of the enumerated nobility phases could ba taught at any age between seven

and 20, provided the prerequisites of that phase had already been met. The gen-

eralized impression of over-all ability alone shows a positive correlation as

high as .27, but even this correlation is Lem low to be taken seriously and may

reflect (especially because of its greater "generality") the age-stereotyped

thinking of the grade-assigning instructors more than the actual ability level.

All correlations with the exception of public transportation travel are positive.

If they were higher than they actually are, they would suggest that older juven-

iles tend to get better grades on orientation and mobility Darning than younger
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juveniles, with the exception of public transportation travel where the younger

juveniles tend to do better. But the coefficients are too low to warrant any such

otatement. They suggest merely that between the ages of seven and 20, age differ-

ential is of little importance for success in orientation and mobility learning.

In Table 31, the corresponding information is presented for the geriatric

clients.

Table 31. Correlation Coefficients for Age and Scores on
Selected Aspects and Phases of Orientation and Mobility Learning

for Geriatric Clienta

Scores on

Over-all attitude .17

Over-all ability -.06

Emotional stability .13

Indoor orientation and mobility .04

Small business area orientation and mobility -.14

Large business area orientation and mobility -.26

Public transportation travel .04

As in the case of the juveniles, the correlation coefficients for the geri-

atric group are too low to suggest that there is any important association between

age and orientation and mobility learning within the geriatric group. Over-all

ability, and orientation and mobility learning in snail and large business areas

are negatively correlated, but the correlations are much too low to justify any

statement that older geriatric clients tend to perform less effectively in these

areas than the younger geriatric clients.
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Our analysis then shows that while there are significant learning

differences between the juvenile group (7-20 years of age) and the geriatric

group (between 50 and 96 years of age) 307 established by means of grades or

scores, there are no important learning differences by age within either

age category.

While one would need confirmation by additional independent studies to

establish the general validity of our findings, these findings do suggest

that age differences within any of the two studied age groups are of little

or no consequence. After seven years of age (and perhaps earlier, which we

do not know), it is never too early in terms of age alone to start teaching

any orientation and mobility skill for which a juvenile is ready. Similarly,

in the geriatric group, age per se should never discourage the orientation

and mobility training in any desired and needed phase, provided the needed

prerequisites have been met.

Finally, the association between the duration of blindness and the level

of scores on the over-all attitude and ability was examined. Both correla-

tion coefficients were very low, -.5 for the over-all attitude and -.10 for

the over-all ability. Thus, it can be said that, according to our data no

important association was found between the number of years a person had been

blind before he was given his orientation and mobility training and his over-

all attitude toward and ability in that training.

Evaluation of Special Gr)up Projects

(which were given in addition to the regular individual training)

Conferences with staff members serving the blind. Generally these con-

ferences served a very useful purpose in that they tended to increase the in-

terest in, and the practica . applicable knowledge about the problems of
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blindness in participants from social a_encies and institutions. It was found

that anxieties of various staff members serving the blind could be reduced or

eliminated by means of simple explanations and practical demonstrations. On the

other hand, the Society's peripatologists gained much insight into the extent and

nature of problems connected with institutionalized blind persons.

Seminars and workshops for parents, teachers and representatives of agencies.

These seminars and workshops were carefully planned and excellently executed.

They immediately attracted and maintained the interest of all participants who

gained valuable insights through lectures, demonstrations, participation and dis-

cussion. The active participation in demonstrations (e.g., blindfold) and in

group discussion seems to have been a feature of special value, as (according to

spontaneous reports) it increased the insight of participants and, especially, a3

it may be believed to have actually produced group reinforcement of individual

decisions, thus leading to more enduring effects.
1

Unfortunately, attendance was

relatively small.

Experimentation in nursing homes. The most important result of this experi-

mentation was the finding that one or more nursing home staff members could ef-

fectively be trained to give any needed orientation and mobility training to blind

geriatric inmates under the guidance and supervision of a professional peripatolo-

gist. This finding seems to be especially important in view of the widespread

visual handicaps in various nursing homes and homes and hospitals for the aged and

in view of the shortage of trained peripatologists.

Orientation and mobility in a psychiatric hospital. The case of Ann was

valuable in demonstrating the value of "in-betweens." Ann, who did not respond to

a professional peripatologist, soon learned orientation and mobility when taught

by an "in-between," another psychiatric patient who had in turn been trained by
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the peripatologist to give training to Ann. This approach may have wide applica-

tion in instances where a lack of rapport, or an emotional block, prevent a client

from learning. Since the process has also proven therapeutic to the patient-

instructor, the value of this technique is doubled.

A general suggestion would seem to follow from the project's findings in the

psychiatric hospital, in nursing homes and, partly, at the Sight Center, where

mobility assistants were successfully trained by the peripatologists: profes-

sional peripatologists could reach an incomparably larger number of clients by

training and supervising other sighted persons who would then train the blind in

simpler phases of orientation and mobility skills.

Influence on the schools. The project succeeded in encouraging several

schools to include their blind pupils in physical education classes and in various

recreational activities -- a breakthrough which is very important for physical as

well as social and psychological development of blind children.

Summer Teen Programs. Each summer, one or more Summer Teen Programs were

organized for blind teenagers, consisting, as a rule, of two full-day sessions

for four consecutive weeks. Mrs. Martha Ball Rosemeyer, who had imaginatively

planned and supervised these programs is, apparently, right in her assertion that

these programs were extremely meaningful to the teens participating in them."

Considerable progress was made not only in the narrower area of orientation and

mobility, but also in other areas (sensory training, activities of daily living,

eating habits and general etiquette, physical education and social adjustment).

The only regret on the part of the staff and the clients is that only smaller

groups of teens could be included due to shortage of personnel. The selection,

under such circumstances, has also become, of necessity, arbitrary and many teens

who would desperately need such activities could not be included. (See "Summer

Teen Program," by Martha Ball Rosemeyer,in the Appendix.)



Campings at Highbrook Lodge. Both juvenile and geriatric orientation and

mobility clients were given ample opportunity for participation in the Society's

scenic Highbrook camping facilities and programs. Mr. Ralph E. Diamond, Coordina-

tor of Camping Services, and Miss Patricia Stone, Coordinator of Children's Serv-

ices, together with their staff and volunteer assistants, used their high].)

developed art of dealing with the blind in such a way as to make summer camps one

of the happiest, and also one of the most profitable experiences for most blind

participants. A special film was produced by The Cleveland Society for the Blind

which shows the rich facilities and programs at the Highbrook Lodge and a re-

search study on the effectiveness of the camping programs as an adjunct to rehabil-

itation will be published at a later date.

Chalacteristics of Successful Clients

While one would prefer to approach this topic by means of correlational and

factor analyses, the absence of the necessary data has dictated a descriptive

questionnaire-type approach. The orientation and mobility instructors were asked

to describe the characteristics of their most successful clients. Here are their

answers:

Mr. A.: Highly motivated, no secondary disabilities, between
the ages of 14 and 60, active, good coordination, ability to form
spatial relationships, ability to reason.

Mrs. R.: Had an objective in mind for learning how to move
about or were highly motivated to become independent and/or handle
blindness. Relating to children [among children), all of the suc-
cessful good learners and doers had a history of normal daily ex-
periences which enlarged their concepts and contact with reality
outside themselves.

Mrs. S.: Good physical condition, especially in older group;
good coordination and wide experiences.

Mr. L.: Very personable, enthusiastic, anxious to achieve the
intended goal. Irrespective of age, very energetic, highly motivated.
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Mr. P.: Need and alertness. Clients who were motivated by
good intensive casework counseling were more realistically inclined
to accomplish the tasks of mobility. I wish to suggest a great
deal of success depended on casework contacts with clients.

Some of the characteristics mentioned by the instructors are supported by

other sources, notably motivation, energy, enthusiasm, alertness, conceptualiza-

tion, coordination, etc.
2

The case studies which we had presented in Chapter 6

also suggest the correctness of Mrs. R.'s observation that "all the successful

good learners and doers had a history of normal daily experiences which enlarged

their concepts and contact with reality outside themselves."

Other comments may need qualification (which was probably intended by the

writers). The qualification is, other things being equal, good intelligence,

good physical condition and absence of secondary disabilities are, of course, val-

uable assets in learning orientation and mobility. But it would be a mistake to

conclude that intelligent persons who are in physically good condition will of

necessity be better learners than less intelligent clients or those suffering

from some secondary disability. Some persons suffering from one or more secondary

disabilities have been known to be highly proficient learners and doers in mobil-

ity, while some highly intelligent and physically healthy persons had personality

3
traits or emotional blocks which minimized their learning, as it has also been

suggested by some of our case studies in Chapter 6. Again, less intelligent but

more highly motivated clients can learn Mobility, while others with high I.Q.'s
4

fail.

The value of casework for orientation and mobility learning could not be

properly tested in this study, but Mr. P.'s comment may be pertinent with regard

to increasing motivation, improving rapport, lessening anxiety, etc., in clients

who need special emotional support. The Cleveland Society for the Blind has

routinely used casework, rehabilitation, home teaching, camping, volunteer and
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group services with all such clients, based on individual client needs and avail-

5
ability of workers and facilities.

With regard to a client's age, our correlational analysis presented earlier

in this chapter suggests that chronological age, while associated with many

special problems,
6
may be considerably less important in orientation and mobility

learning than it has usually been assumed.

Characteristics of the Least Successful Clients

The orientation and mobility instructors listed the following characteristics

of the least successful clients:

Mr. A.: Inability to form spatial relationships, poor reason-
ing ability, secondary disabilities, poor motivation, lack of social
experience and lack of prior opportunity for independence.

Mrs. R.: The least successful clients (children) were unable to
conceptualize the reality outside themselves, had been overprotected
and/or undernourished in everyday learning experiences, and in addi-
tion received no encouragement or [actually received) discourageaent
in the mobility program from parents. Among the adults, the least
successful were those who had no desire to rise up and overcome the
inconveniences and disabilities connected with blindness, who had a
great hostility toward the sighted world (this hostility having
existed prior to blindness but aimed in another direction), or who
wisre physically ill.

Mrs. S.: Fear, senility, overptotectiveness on part of family.

Mr. L.: Confused, poor concept of direction, severe physical
disability, uncertainty about future travel needs.

Fr. P.: Many of these clients are simply not motivated. Some
clients really never understood the meaning of independence. Al-
though we tried to give mobility [instruction) to as many as possible,
some clients were unrealistically referred.

Overprotectiveness in early socialization encourages dependence on others,

reduces motivation for independent travel, increases anxiety and limits the over-

all conceptualization and skill level, as has been clearly illustrated in the case

history of Maria. Similarly, those adults who were poorly motivated, insecure,
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fearful or hostile prior to their blindness are likely to be even more so as

their problems become aggravated by old age and the loss of vision.

Situational factors, such as the loss of her husband by one of the project

clients, may temporarily disrupt instruction, but things will return to normal if

previous life habits were favorable to learning.

Extreme physical disabilities will, of course, incapacitate a client and

prevent his learning, but it is surprising how much disability can be overcome by

properly motivated clients.

Since the early socialization of a blind child within his family is of such

extreme importance (as, for instance, suggested by the contrasts between Maria's

and Betty's case histories), it is imperative that all parents of blind children

be, as early as possible, systematically taught the proper ways to truly help

their blind children. Brochures, films, visiting teachers and workshops should be

among the means employed to educate all parents of blind children (and also teach-

ers, priests, ministers, and youth workers). These "media" should explain in

clear terms the ways and techniques which will benefit the blind children and

equally vividly picture the wrong approaches, especially overprotectiveness, and

the consequences of such approaches.

It seems that every dollar invested in such early education would save thou-

sands of dollars during the blind person's lifetime and, more important, it could

prevent many heartbreaking developments, such as those we have witnessed in the

case studies of Maria and Ann.

Incidentals

In the course of a demonstration project, many things happen which do not

have their pre-established niche in research.
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Take, for instance, this excerpt from a letter written by the Leader of the

Girl Scout Troop 405 to Mrs. Myra Oryshkewych, the caseworker of one of our juven-

ile clients:

I thought you would be interested in knowing that Regina is
getting along extremely well in our Brownie troop. In spite of the
fact that she is quiet, she is friendly, independent and a very
willing worker. In some respects I might say that she has been an
asset. We now seldom hear, "I can't," from the other girls. This
was not the case last year.

Regina has been able to participate in all our games and projects,
in some way. For some of our games she plays piano.

This letter clearly suggests that blind children such as Regina can benefit

from scouting and that other Scouts may, in turn, be inspired by their blind fel-

low member. Undoubtedly, the Scouts and similar youth organizations could con-

tribute to a considerably greater extent to the rehabilitation of the blind chil-

dren and benefit in ther turn.
7

As in other kinds of learning and rehabilitation, the improvement of a cli-

ent's self-concept is very important. Here, it may be said that an improved self-

concept will most probably improve a client's ability to learn orientation and

mobility. Conversely, generous praise for accomplishment in the area of orienta-

tion and mobility, as well as in other areas, will improve the client's self-

concept and facilitate further learning.
8

Just one illustration from many similar cases on our records. According to

Mr. George Auzenne,

Barbara's emotional problems were just as great as her physical
problems. She was passive and her self-concept was extremely poor.
She would constantly say how "dumb" she was and would never raise a
question about anything, even though it was obvious that she did not
understand. When asked a question or upon making a mistake, she
would become so tense and nervous as to be unable to speak. Her
whole body would sometimes convulse in "jerky" movements.

Ey the time training was terminated, one could detect subtle
changes in her attitudes. She would not mention her "dumbness" as
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often and she would voluntarily ask questions. She began to see
independence in all areas as being necessary.

Several examples from our records suggest that physical strength, just as

social and psychological adjustment, frequently improved in the course of orienta-

tion and mobility training.

Mr. Reneraquin reports:

Henrietta at first had difficulty maintaining control of the
cane. Her hand and arm were just barely strong enough. However, as
the lessons progressed, Henrietta gained strength and control.

Finally, let us add "color" by mentioning a few "peculiarities."

One juvenile client was reported by Mr. Paquin as having a "very acute sense

of facial vision" (J -034).

Maria, with whom we are already familiar, daydreamed about being a witch and

Ann hoped to become an actress or an opera star.

A client was reluctant to accept the cane, saying that people stare at

her wondering why she was carrying a cane. "... A cane makes peop..? JO sickl"

Mrs. S., age 95, refused any service, saying, "I don't want to work. I

don't want to do anything. I will rest until I die."

Another client, age 64, insisted on finding a job.

A widow claimed: "I will see again. Only my hard work caused my blindness.

With much rest, my vision will come back."

A client, age 72, was good learner at first. After her husband diced, she

could learn nothing for several months. Then, suddenly, she again became a good

learner. (Note here that many clients, similarly, cannot learn during their

"period of mourning for the loss of eyesight." Obviously, one must exercise

extreme caution in distinguishing permanent traits from situational traits.)

Mrs. W. had until recently light projection only on which she relied heavily.

Today she speaks of this shaft of light and hcw good it was when
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she had it. She noted her fear of walking because now she does not
have this shaft of light to guide her. She seemed very discouraged.

Note on another client:

"All I do is sit, sit and sit." This is what this 64-year-old
man is tired of doing. ... This man is daring and seems willing to

try almost anything. He pushes himself to his maximum.

However,

Mrs. T.'s attitude is that blind persons should be watched
over by everyone, especially pedestrians and motorists. This coulei

interfere with safety aspects of mobility.

Mr. S. was quite reluctant to accept a cane. He said he could not )low a

cane could possibly help him. Later, he reported that the cane made ,end-

ent man out of him. He needed only a few hints to learn mobility.

One client blamed the loss of her eonomic status on her blindness and wanted

to become an independent traveler as soon es possible to regain her place in

society. She was enthusiastic about mobility and a very good learner.

Another client used blindness as en excuse for every failure in hie life and

was a very poor learner.

All these varlations, contrasts and "peculiarities" go, of course, to show

that the blind are, like the rest of us, very human: they are persons with

different personalities and chetacters, strengths and weaknesses, assets and

liabilities.

It was on of the functions of the orientation and .:obility project to try

to maximize the existing strengths and assets and to develop n2w ones, while

minimizing weaknesses and preventing new liabilities, such as blindisms, from

developing.

While grades and correlations can be presented in tabular form, many other

successes, improvements and successful preventive steps are evasive and remain

unnoticed.
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This evasive nature of attempts at a complete and fully just evaluation or,

if yot wish, appreciation, of a project such as this has also been well suggested

by a note written by Mrs. Elsie Kratzer, an elderly client, to Mr. Anthony Lewis,

a mobility assistant, upon the completion of her training:

Dear Mr. Lewis:

I am sure that today even I do not know the extent of my

appreciation of my newly found freedom. I am deeply grateful.

Thank you for your interest, patience and kindness.

Elsie Kratzer.

The author, in his turn, wishes to direct these same words of thanks to all

who made this project possible and a success: to Vocational Aehabilitation Ad-

ministration of the U. S. Department of Health, Education and Welfare; to the

Cleveland Society for the Blind, especially to its tireless Executive Director,

Mr. Cleo B. Dolan, and to all its past and present orientation and mobility staff

members; to the American Foundation for the Blind which has been helpful in every

phase of action and research by means of its indispensable publications; to Kent

State University which has generously provided a favorable research atmosphere;

to ail other agencies and institutions; to parents, relatives and friends of the

bliad clients; to Society's tireless volunteers; and, last but not least, to the

project's blind clients themselves who were not only our orientation and mobility

students but also our teachers about the richness, resourcefulness, complexity

and, ultimately, predictability of human behavior.

FOOTNOTES

1. Cf. Kurt Lewin, "Group Decision and Social Change," in Guy E. Swanson et al.,

Eds., Readings in Social Psychology (Revised Edition), New York: Henry Holt

and Company, 1952, pp. 459-473.
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2. Cf. Thomas J. Murphy, "Motivation for Mobility," New Outlook for the Blind,"

May, 1965, pp. 178-180.

3. Cf. Wilma Selye and John E. Thomas, "Is Mobility Feasible with: A Blind Girl

with Leg Braces and Crutches? A Deaf Girl with a Tested I.Q. of 50? A Blind

Boy with an I.Q. of 51?" New Outlook for the Blind, June, 1966, pp. 187-190.

4. Cf. Thomas J. Murphy, "Teaching Orientation and Mobility to Mentally Retarded
Blind Persons," New Outlook for the Blind, November, 1964, pp. 2E5-287.

5. Cf. Frederic A. Silver, "How the Home Teacher Can Help the Mobility Instruc.-
tor," New Outlook for the Blind, May, 1965, pp. 173-174.

6. Cf. J. C. Calligan, C.B.E., "Special Problems of Aging Blind Persons iv. the

Modern World," New OutloA for the Blind, February, 1965, pp. 45-49.

7. Cf. Giles Edward Gobetz and .Terrine Leichhardt, Scouting and the Disadvantaged
Girl, Cleveland: Community Action for Youth, 1966.

8. Fir an excellent bibliography on the sobject of self-concept, see Wilbur B.
Brookover et al., Seif-Concept of Ability and School Achievement, II, East
Lansing, Michigan: Michig.n State University, 1965, pp. 215-219.
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APPENDIX

Summer Teen Program, 1967*

By

Martha Ball Rosemeyer

From the spontaneous reaction and evaluation of both instructors and train-

ees, the Summer Teen Program in 1967 was successful, beneficial and enjoyable.

The frequent complaint about the program was that it was not long enough -- ard

this was in actuality its greatest limitation.

From the beginning of the planning stages, through the training of the staff,

and throughout the program itself, I I'new that eight sessions -- four weeks in

length -- were not sufficient to give these teens who were blind all that they

needed in order to function effectively in the sighted world.

I also did not operate on the premise that "a little bit is better than

nothing," for this is a very dangerous principle of service which expcses the blind

person to the. possibilities of an activity without preparing him adequately to per-

form the activity with skill, confidence, safety and effectiveness.

Instead, with the time limitation in mind, the Summer teen Prograo of 1967

was designed for a 4-week, 8-session period, and the program was planned around

this time period. Staff was repe.tedly advised that, except in the area of

*We are including this special report to illustrate the extent and nature
of the required staff planning and work, and of client activities, whilth charac-
terize a single special program for a single small group of clientr. We are
grateful to Mrs. Rosereyer for her excellent contribution. G.E.G.
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orientation and mobility, there was very little chance that any phase of the pro-

gram would be offered elsewhere to any one of the participants on any kind of

formalized basis. Therefore, we attempted to make the four courses in the program

as complete and as meaningful as possible.

The Physical Education Course had as its objectives:

a. the development of a more accurate and over-all awareness of the body

parts, their movements and functions.

b. the development of confidence in one's own movement and appearance when

standing, walking, sitting, based on awareness, practice and feedback.

The Sensary Training Course was considered a basic course in the development

of the teens' awareness of the outside environment through the use of their remain-

ing senses, i.e., in order to function skillfully and effectively in their sur-

roundings, they must be able to get the maximum amount of information available

from each one of their remaining senses.

The Sensory Training Course included:

a. an introduction to each one of the human senses, how each functions, and

the type of information available from each.

b. experience by the trainee in gathering and evaluating information from

each one of the senses.

c. exercises to help the trainee integrate all sensory information available

in the environment and make an accurate assessment as to the situation at hand.

A direct carry-over war noted from sensory trnining to the skills involved

in orientation and mobility.

Except for the advanced students, the night sessions in Orientation and

Mobility Course were necessarily concerned with the following:

a. basic orientation to the rehabilitation center where the training
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program was being held, so that the trainees could move about freely and safely on

their own.

b. instruction and experience in the use of self-protective techniques.

c. instruction in and familiarization with orientational and environmental

concepts which the blind person many times does not develop due to lack of experi-

ence or learning opportunities, e.g., directional points (north, south, left,

right, up, behind, on top, etc.); the nature, types and shapes of intersections

(taught with models of intersections, stop signs, and an actual 4-way traffic

light); and the patterns of vehicular and pedestrian traffic.

All but three of the teens enrolled in the Summer Teen Program had had some

previous Orientation and Mobility training. During the program, six out of the

eight worked with the long cane in the following stages:

1. Two continued their sidewalk travel and street crossings, which they had

bean working on in their individual mobility training programs the previous school

semester.

2. The two partially-sighted trainees, after completing the three basic

stages enumerated above, began to learn how to use the long cane and got as far as

sidewalk travel. In addition, they were evaluated as to their use of their

partial vision in mobility situations.

3. Two began learning the basic techniques of the long cane in the building.

4. The remaining two did not progress beyond basic orientational aid con-

ceptual exercises, but neemed to make real strides in grasping basic concepts.

The Activities of Daily Living Couise was by far the most well-liked of the

courses and included learning of skills which were of most obvious importance .

the teenager who is blind. It involved the following:

1. Kitchen activities, including preparing a mes1 and setting a table.
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2. Eating techniques and etiquette.

3. Personal hygiene and groomin3.

4. Techniques of social acceptance in the sighted world.

In addition to the four skill courses offered in the Summer Teen Program,

half of the lunch hour was spent in a group discussion of topics which seemed

pertinent to teenagers:

1. Reaction of sighted people to a blind person

2. Kobility aids and devices

3. Dancing

3. Handling introductions and other social interactions

5. The importance of appearance

6. Informational progress

7. Attitudes toward blindness

8. Evaluation of the program.

Since no follow-up was done to determine if and how the different phases of

the program were beneficial to the participants, no broad, far-reaching statement

can be made about its effectiveness. However, it is my general conclusion that

this program was extremely meani...gful to the eight teens participating in it.

First, it was based on a knowledgeable assessment of their needs, desires and

drives as normal teenagers.

Second, it attempted to neet some of their needs in the areas of daily skills

and confidence whose fulfillment is vital to the development of an integrated

adult self-image.

And third, it took positive steps to fill some of the social and attitudinal

gaps which could prevent these otherwise normal teens from participating fully and

effectively in the sighted world.
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