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Venkataswamy and his colleagues for the service they are

carrying on :-
Mr. Hal Anderson, 325, Fletcher, Danville, Debnis, U.S.A.
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“ Your work at the rehabilitation centre is quite impres-
sive. I hope that success continues in the future as it has
in the past”.
Mr. John W. Price, 9095 Veire Street, Urbana Illinois, U.S.A.
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this five year pilot project is a great success as India needs

institutions and instructors for the blind of the excellent
quality seen here .-

Mr. Joseph LaRocca, The George Washington University
Washington, D.C.U.S.A. 27—6—67

“ Congratulations for the fine progress made in the short
period the centre has been in operation. May you continue

to grow and to bring hope and dignity to all the blind people
who need your excellent services,

Mr. William M. Eshelman, Chief, VRA. Dn. of State Pro-
gramme Administration, Washington, US.A. 27—6-—67

“I appreciate so very much the opportunity of visiting
your excellent Centre for the Blind. You are making a sub-
stantial contribution to the well-being of seriously handi-
capped people and I am sure your efforts will continue to
show even greater results in returning blind persons to a
contributing role in their communities ”.

Mr. C. S. Patel, President Indian Medical Council, New Delhi
1—8—67

“I really appreciate the rehabilitation work by the blind
in pursuit of their livelihood. The work done by them is
admirable and praiseworthy. The earning capacity that they
create by their rehabilitation efforts is really commendable.
I congratulate all those who involve themselves in training
the blind, and I particularly thank the Director in pursuing
this rehabilitation work. This deserves all consideration of
many who come to visit.

Mr. N. Anbuchezhian, Member of Parliament, 9—9—67

“I have visited the Pilot Demonstration Rehabilitation
Centre for the Blind today with the kind help of Dr. G.
Venkataswamy, Professor of Ophthalmic Department,
Govt, Medical College, Madurai. This is being run under
the P.L, 480 scheme.

The blind girls and boys are working well, They are
producing baskets, towels, furnitures and all things, I really
wonder on seeing this. If the State Government helps,
Dr. G. Venkataswamy will make use of it and he will im-
prove this Centre in a very progressive manner ”.
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‘Dr. S. T. Puttanna, Dean of Minto Ophthalmic Hospital,
Bangalore, 21—9—67 ' . .
“1 congratulate the staff and 'D1rector of th;)sl ‘ngabﬂ;;;-
tion Centre for the blind for making use o_f the 111nse fllﬁ gn -
ful labour and restoring them back to zc;le go ':semment ndl
et thin SOCie;t}?. ' hli)pse}c!:{f;y hfndiiapped individuals
By e itley bilitate these individuals
. d them all facilities to rehabill :
igﬁ)zgifg to the sightless world. The erpployers of g.lldilinﬁ
factories will be sane enough to apprec1atg th:h use at e(;u :
wrned out by these individuals an.d appou%t en': as ;
workers for their factories. I”wxsh the institution every
success in the path of progress. .
Mr. Randa’l J. Thompson, New Delhi, American Embassy,
23—9--67
i ing the centre for the
“What has been done in developing .
Blind in such a short time is most 1mpressive. ‘The outci
standing feature appears to be stress on the plmwdléal an
'his capacity to become self-sufficient, may this not be true
for all in India. e At & Rural
1 . tary, Tata Agri ura
Mr. Ruston L-Ruhtax, H0fn Sec’rg ;
Training Centre for the Blind, Gujarat, India 29—.—9—-67
«1 am very much pleased with the work .bemg done a;
this institution, and I am sure all people with welfare o
the blind at heart will appreciate deeply tl}e work dope here':.
1 wish it more rapid progress and may it expand its acti~
vities in future. : o e
i dian Speech a earing
. R. H. Cooper, President, In
2§sociation and Emeritus Professor, Bombay, 19—-10—67d
i have scored wonder-
kataswamy and his coll.egu.es . ! .
fullDri'ry :nshort period. An institution like this can bnng
jo yhope confidence and sense of usefulness to forlorn an
'aie);;ected , I wish the self devoted band of WOI.'kerS all success
.and a lohg life to continue their useful service. o
pr. P. Siva Reddy, Supdt. & Director of Institute, Sarojini
Hospital, Hyderabad 21—10—67 .
“Tt gives me great pleasure to record my great apl;;recxa-
4ion of the yeoman service being rendered by my colleague
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Dr. Venkataswamy in the newly established rehabilitation
centre for the blind. I see signs of very good foundation for
the future development of this institution. I wish Dr, G.
Venkataswamy and his able assistants god-speed in their

excellent work ”.

Mrs. S. S. PadWirthry, Principal V. M, School for the Blind,.
Bombay, 26—10—67

“It was really a great pleasure to visit this Pilot Centre
and go through its various activities which are being carried
on here so wonderfully. We found the authorities full of
new ideas and enthusiasm. The inmates also were found
quite cheerful and confident to face the challenge in life.
We wish them all a bright future and god speed ™.

Miss, Person, Head of the School for the Blind, Tiruppattur,.
Rammnad District, 3—11—67

“It was a great joy to follow the work in the Centre
for a short while. I do wish you still greater success in all
your undertakings and plans for the future.

Sri N. Ravanadoss, Divistonal Accounts Officer.
Southern Railway, Madurai, 3--10-—69.

“On entering the weaving and tailoring sections, I
never had the slightest idea that the men and women in
action were blind. They were all like any other man/woman
with perfect eyesight. That is the extent to which they have
been trained and taught. 1 wish that such institutions in--
crease in number and prosper in their activities”.

Sri Kunji Bihari Lab Butail.
Chairman, Estimates Committee, Himachal Pradesh.
2—12—69

“Tt was delightful and instructive to see the Centre, which
shows evidence of sophistication. The work done by the
trainee is clearly of a high quality. The Centre has addi-

tionally taken upon itself to provide employment to the
trainees as far as possible. Further the aim is to enable them

10 be absorbed in society in the normal way ",

“1 will carry with me the impression gained here so that
the Himachal State also can profit by this pioneering venture..

I am grateful to the Director for showing the Estimates
Committee of the Himachala Pradesh Vidhan Sabha round”..

Sri Omar R. Sadick, Rotary International President’s
Representative. 2nd — 4th Jan. ’70.

“I visited this Centre in the company of Dr. Venkata-
swamy and I have no hesitation to heartily congratulate
him and his officers for the humanitarian work he is doing
for the sightless. As a matter of suggestion, I have appealed
to the District Governor, Rajasabai for his consideration
to donate a few fans in the steel shed as added amenities
for those trainees in this Centre.

I sincerely wish this Pilot Scheme continued success. ”

Sri T. S. Rajam, Chairman, (T.V.S. Charities) T.V. Sundaram
lyengar & Sons, Private Ltd., Madurai — 28—3—70

“It was so good of Dr. Venkataswamy to invite me to
visit the Centre. I was very much impressed with the train-
ing given to the blind to learn a craft and earn the living.
I congratulate the officers in charge of this project for their
achievements so far and I am sure this will pave the way
for starting similar projects in Tamilnadu and other states ”.

Mr. Henry, Managing Director, Madura Mills Ltd., Madurai.
24—4--70.

“The whole establishment is admirable and the accent
on rehabilitation excellent. With a small hostel, it should
be possible to train those from outlying districts to the point
where they should be able to return home and earn a
reasonable living in a normal environment. ”

Mr. M. J. Cox, 7 Wanbrow Ave. Walle Park, Adelaide. South
Australia. 30—7—68.

- “I am most impressed with the work I have seen in the
Centre. Best wishes for its great success of the work ”,

Dr. S. Natesan, M.B.B.S. General Secretary, Tamil Nady
Cooperative Union, Madras 1—8—68

“It is really a great pleasure to visit this camp where

'. blind peoplg are rehabilitated into active occupations which
they are discharging with great dexterity and skill. The

xi



Management of the Centre Unit rests in the hands of a
devoted selfless personality, and the success of the institu-
tion is entirely due to that devotion. It is my experience
ihat wherever there is honesty, enthusiasm and efficiency
all combined simultaneously, that institution is sure tostrike
with brilliance. I wish the institution all success !

Mr. Amil Maddison. Sydney University, Australia.
4—8—68.

“Iam grateful for the opportunity to see an enlightened
and successful programme and I am most impressed by the
systematic recording of the centre’s rationale and achieve-
ments, ”

Mr. Harold Ridley. M.D., F.R.C.S., London, 7—3—69

“This is a2 very well run training centre for the blind
‘which enables people to compete in the outside world and
stand on their own feet again. Every one looks fit and happy.
Well done !”

Mr. P. K. Duriaswamy, Director General of Health Services,
Govt. of India, New Delhi. 17—6—69

“I have nothing but admiration for the excellent work
.done in the Pilot Rehabilitation Centre for the Blind, I do
hope that the requisite assistance will be forthcoming to
ensure not only the continuance of this Centre but also its
-expansion. ”

Mr. Karl Buther,
‘Theoder REUSCH,
‘West Germany, 26—6—69.

“With pleasure, we have seen such wonderful work
going on here. We depart with our best wishes. Wherever
‘we shall find opportunity we shall help to make the work
known. With best wishes. ”
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PREFACE

establishment of the Pilot Demonstration Rehabi-
)litatiqg:zeCentre for the Blind is @ new chapter added to the
history of Blind Welfare in I'nduzf thanks Fq th'e generous
help and encouragement of the Social Rehabilitation Service,
U.S. Department of Health, Educatzpn a_nd.Wel;fare. Proz{nd-
ing rehabilitation services to the blind is, in effect, restoring
10 them the rights and status due to them in the society.

1ot Demonstration Rehabilitation Centre for the
Bling;}iof:lits inception in 1966 to the end in 1970 had suc-
cessfully surmounted all the deve}opmental problems of a
new venture. The experience .gazned through t}.:,ese years
is quite satisfying and rewarding. The qw.akenmg it has
created both among the blind and the public is a noteworthy
jeature of the programme. ¢ the impl tion of
he experiences resulting out of the implemenialion O
the groje;p are narrated descriptipely in this report. The
introduction deals with the magnitude of the problem, the
genesis and growth of this Centre. Chapter II gives an
account of the selection of staff. Chapter III analyses the
admission of clients and their background. The content of
the training programme is also 'e_laborat:et.i in this chapFer,
‘The methodology regarding Mobility Training, Psychological
Services dnd Evaluation & Assessment are dealt with in
chapters IV, V and VI respectively. Chaptgr VII deals with
the potential for the employment of the blind, Chqpter vIII
highlights the problems encountered and the achievements
gained during the period. The last chapter summarizes the
ndings of the project.
* dPgrt ;I deals with Optical Ajd Ejvalwztion Unit. With
an introduction to Low Vision Aids, it analyses the various
aspects with necessary data. . o
The Financial Plan and Grant Analysis are given in the
Appendix,

¢ s Fi based upon
. It is our fervent hope that this Final Re.port d up
our experien{-e gained by the implementation of this pilot

" Droject on Rehabilitation of the Blind will prove useful to

those who evince interest in the establishment of similar

Blind.
Centres for the Bl Dr. G. Venkataswamy

Madurai.
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Chapter I
INTRODUCTION

I. TueE BACKGROUND

Cn the basis of the sample survey conducted by the
Trachoma Control Project, under the auspices of the Indian
Council of Medical Research, it was estimated that 19¢ ot
the population or 4.39 million would be regarded as blind,
based on 1961 census. Taking the projected population
figures of 1968, the blind population constitutes 5.3 million.
This calculation is based upon internationally accepted de-
finition of blindness i.e., vision 6/60 or less with the best
possible correction in the better eye or a field of vision less
than 20 degrees. According to the above study, the blind-
ness rate is nearly 1000 per one lakh population. But this
seems to be a gross underestimation. A recent survey con-
ducted in Sindhi and Dayalpur villages of Haryana State
estimates the blindness rate as 2,200 or 2.2% while a similar
survey in Lambian village of Punjab State estimates the
rate as 8.4%. A survey conducted by the ophthalmology
department of Government Erskine Hospital in 1969 in Vari-
chur and Vilampatti villages in Madurai district of Tamil
Nadu fixes the rate at 1.5%. These figures indicate the
magnitude of the problem. The incidence of blindness in
India is the highest with the possible exception of Egypt
and some parts of Africa.

The problem of the blind persons in India differs from that
of any other country not only in magnitude and causes but
also on the socio-economic impact on the nation. It is stated
that in India a large percentage of the blind persons belong
10 the school age and the working age group, whereas in
the U.K. and U.S. A, the percentage of blindness is high
" among those who are 60 years and above. According to
Dr. G. Venkataswamy (1) in U.S.A. 50% of the blindness
occurs above the age of 65 while only 10% is under 21 years

1. Dr. G. Venkataswamy. kcy note address on “The Visually handi-
capped in India” at the National Seminar on Rehabilitation Ser-

vices & Research, 1967, Trivandrum,
»



of age. In the U.K. 84% of blindness occurs above the age
of 50 yrs. Blindness in India has affected the most vulner-
able age group and thereby deprived the family of the
income of a member which is vital to balance the budget of
the family. The problem is further aggravated in rural areas
where most of them are engaged as farm labourers. The
loss of income of the individual due to blindness tells heavily
upon the economic and social life of the family.

Lal Advani(?®) in his article “ Blind Welfare in India”
has described the characteristics of the Blind population
in India as follows : —

“1l. The proportion of totally blind persons in this
country is much larger. This is largely due to the inade-
quacy of medical care.

2. On account of widespread malnutrition, insanitation
and the repeated occurrence of such virus diseases as small-
Pox, the incidence of blindness among children and youth
is far higher. .

3. The joint family system continues to offer a volun-
tary system of social security for many a blind person. This
tends to blunt the motivation for rehabilitation.

4. In the absence of a statutory system of social security
and adequate educational and employment opportunities,
many a blind person, not supported by his family, faces the
spectre of starvation.

5. The large majority of blind persons come from rural
areas. Conditions in agriculture do not always permit them
even if they are trained, to play an effective role in agri-
culture which is our major industry.”

It is to be noted in this context, due to the slow but
steady breakdown of the joint family and caste system in
India, which was providing some kind of social security to
the disabled, the problem of the disabled in general and
the problem of the blind in particular is becoming more
serious,

II. IMPORTANCE OF INVESTIGATION :
The above portrays the magnitude and characteristics
of the problem of blindness in India. To survey the existing

% Lal Advani, article “ Blind Welfare in India” Silver Jubilee Soy-
venir of Blind Relief Association, New Delhi. 1969,

]

facilities for education.and training of the blind, it is stated
that there are 140 institutions(®) for the blind all over the
country and there are only 15 institutions which cater to
the education and vocational needs of the adult blind. At
the national level, there is only one Government of India
institution, the Training Centre for the Adult Blind, at
Dehra Dun in North India, which incidentally, is nearly
2000 k.m. from Tamil Nadu. Till 1966, the blind persons
from Tamil Nadu have to go to Dehra Dun to get vocational
training. But comprehensive rehabilitation training for the
blind, which has gained momentum in other countries after
World War II, is yet to be organiced anywhere in India.
In the absence of facilities for training, the general public
do not believe that the blind persons can be made useful
both to the family and to the nation. Dr. Jivraj Mehtat
at a United Nations Conference has vividly described the
existing condition of the physically handicapped including
the blind. He says “In the East, with its vast population
and under-developed resources, coupled with ignorance and
lack of education, human life is at a discount and an atti-
tude of determinism prevents any efforts being made to
understand and rehabilitate the physically handicapped.
There is also a lack of consciousness that such rehabilitation

is possible and necessary.”

The national picture, when sliced down to the State
level, gives the following profile. With a total population of
40 million, Tamil Nadu has nearly 4 lakhs of blind people.
Educational facilities are available at 1~ea}st for 1% -of the
school-age blind children. Vocational ?ran_nng_ for adult bl?nd
is provided in a few educational institutions like B{md
School, Palamcottah and Government .School for the Blind,
Poonamalle. The vocational training is also mainly on the
conventional crafts like weaving and ra?an work, Thus th.e
benefits of the existing services are avall?ble to very negli-
gible percentage, while the rest are obliged to (_iepend on
relatives, private or public Charitles. or on.beggmg, 'Th1s
stark realistic situation calls for a thinking in a new direc-

3 Ibid. Page 29.
t pr. Jivraj Mehta, Report of the U. N. Conference of Experts on

Physically Handicapped Children for the Countries of South East
Asia, 1951, page 3,



tion. The needs of the blind persons for equipping them-
selves with skills for gainful employment just like the
sighted have to be recognised and enough opportunities have
to be provided for the same. Hence with dual objects of
providing opportunities for training the blind and introduc-
ing the concept of rehabilitation of the blind among the
putlic, this project was ushered.

III. GENESIS OF THE PROJECT:

In this context, Dr. G. Venkataswamy, Professor of Oph-
thalmology, Madurai Medical College, was invited to attend
the Third General Assembly of the World Council for the
Welfare of the Blind, in U.S.A., in 1964, During his visit,
he volunteered to start rehabilitation work in the southern
rart of India and his offer found ready acceptance with the
International Rehabilitation Division of the Social Rehabili-
tation Service, Department of Health, Education and Wel-
fare, U.S.A. On his return to India, he submitted a pro-
posal to the U. S. Government which had been approved
by the Indian Council of Medical Research and the Govern-
ment of Tamil Nadu, An agreement was signed in 1965 and
the project, “ Pilot Demonstration Rehabilitation Centre for
the Blind and Optical Aid Evaluation Unit” was sanctioned
with a grant of Rs. 5,97,000 for a period of 4 years.

IV. FRAMEWORK:

1. Grganisation conducting the Project.

The department of Ophthalmology, Madurai Medical
College, Madurai, has been entrusted with the task of imple-
mentation of the project. The Madurai Medical College
is run by the Government of Tamil Nadu and it is affiliated
to Madurai University. Besides teaching the undergraduate
and post-graduate students, the department of Ophthal-
mology undertakes research. A mobile Ophthalmic Unit is
attached to this department,

()]

2. Project Director.

Dr. G. Venkataswamy, B.A., M.S., D.O., Professor of
Ophthalmology and Vice-Principal, Madurai Medical College
was appointed as Honorary Project Director. He has vast

4

\x peri i field of Ophthalmology and in conducting
g;segsgiiénrte};zarch and his sp.ecial field of' interest bas
been blindness, both curable and m_curable. Hfs observ;txoxz
and study tour to different countries for getting {irst }::na
information on blind welfare programmes has given him
wide perspective. He has been a member of the Egpeﬂf;
Committee for Ophthalmology of the Indian Council o
Medical Research, New Delhi, for a number of years.

3. Financial Officer. .

The Dean, Madurai Medical College, Madurai, was em-
sowered to dr:elw the money for expenditure from the special
gccount maintained for the Madurai Medical College at the

State Bank of India.

4. Title of the Project. . N
The establishment of a Pilot Demonstration Rehabilita-

tion Centre for the Blind and Optical Aids Evaluation Unit.

5. Duration of the Project t fixed as 4 years from
ion of the project was fixe 1
Januihr; (iggguto: Decemblzr 1969. But during the middle
of 1969, surplus fund- was found to be avax}llabl'e. due to
judicious spending. Hence, thg sponsoring authorities were
requested permission to continue the work for one year
with the available fund and with no additional grant. In
accordance with the request, permission was gri%r';(t)ed to
continue the work for another year till December, .

G Obiettive. d le to develop personal and social
ist blind peop
ckilli ngcoe:ss:;y to overcome problems brought about by
indness. o
bhnznes’ls‘o give 'systematic pre-vocational training to help
blind people become efficient in the use of tools and to
develop good working habits and attitudes. '

3. To help blind people plan for their vocgtmnal roles
in co}npetitive employment and /or trade leading to self-
mployment. . ' .
) p4 y?‘o improve the residual acuity of vx§ually'hand1-

cappe.d persons through the use of low vision aid devices.



7. Methodology.

_ Blind people in the a5€ group of 18-40 years are ad-
mitted frorq and around Madurai, Criteria like general
health conditions, home environment, aptitude for work
are considered for selection of traine

1. Mobility (independent trave] with a cane)

Communication Skills (Braille, typing)

2
3. Personal Hygiene (Dress, grooming, health habits)
4

Other personal adjustments necessary to activities
of daily living,

work habits and attitudes. The t
the blind trainees learn wa
acquainting them with var

raining is geared to make
ys of doing things without sight,
lous tools and materials,
Vocational training in weaving,
is imparted in order to infuse confi
to equip them with necessary skills
The home environment and oppor

dently on the above trades are the chief factors considered
for recommending a particular vocational training. Perio-
dical vocational counselling is given to all the trainees so

that they are motivated to bestow interest on the training
to make it more purposeful.

tailoring and cane work
dence in them and also
for gainful employment.
tunity to work indepen-

§ Duration of the training.

The originally fixed duration of six months was found

inadequate and subsequently it was fixed from 8 to 10
months. .

2. Location of the Centre,

The Optical Aid Evaluation Unit has been located in

the Ophthalmic department of the Government Erskine
Hospital, Madurai.

The Pilot Demontsration Rehabilitation Centre for the
Blind is located in a plot belonging to the Madurai Muni-

¢

ipality. It is 6 i buildings
ty. It is 61% acres in extent and has 3 sn}all :
(c)lfpzaélg 20 EB;Ch. 'i'he nominal rent for the site including the
3 buildings is Rs, 10/- per year.

10. Construction of Worksheds.

as no workshed, a workshed, measuring
7w X?ﬁs' glazrioxStmcted in 1966 at“a cost of‘ Rs. 20, 6?0, for
imparting vocational training. With the increase in 'ghe
number of trainees, 3 more worksheds, each measuring
S0 % 25’ were added during these years. The entire cost
of construction of these sheds have‘ been _mgt from the
dcnations received from the temples, industrialists, and the
public.

The Rotary Club of Madurai constructed and_donated
a building at a cost of Rs. 10,000 as a token of their appre-
ciation for the pioneering work dqne by the Centre. This
building is keing used for training in home management,



Chapter 1II.
RECRUITMENT AND TRAINING OF STAFF

The next step in the implementation of the project was
the recruitment of staff. This turned out to be a very
difficult task., Welfare work with the physically handi-
capped in general and the blind in particular ig only of
re.:cent origin in the country. Hence suitably qualified tech-
nical personnel with some experience are not readily avail-
able. It may be mentioned in particular that there ig no
ipstitution in the country to train instructors for the mobi-
lity training programme. It may also be mentioned that
young persons are not inclined to make a carcer in working
with the blind or physically handicapped in general, either
because they have no comprehension of the proble;ns end
prospects or because of shyness or stigma or taboo.

The Directorate of Employment and Training, Govern-
ment of Tamil Nadu was approached to suggest suitable
candidates for the different technical positions for the Centre
Qn the suggestion of the Director of Employment and Train-.
ing, Mr. G. Jayaraman, a blind, was appointed as Superin-
tendent of the Centre. He had obtained a diploma in teaching
the Blind from Perkins School for Blind, Boston (Mass)
U..S.A., bfesides having a post-graduate degree in literature:
Jis special knowledge and experience in the field were of
considerable help, in preparing an outline for the training
rregramme. The posts of Office Assistant and Stenographer
were filled with two suitable persons with vast experience
Mr. S. Ramdoss and Mr. T. A. Venkateswaran. This small
team of administrative personnel under the over-all guidance
of the Director paved the way for the smooth and effective
functioning of the Centre right from the very beginning,.

On the professional side, real difficulty was experi
. ' ) rienced
in the selection of Mobility Instructor and HomepMaiagee-
ment Instrqctress. The only candidate who had the re-
quisite qualification for the post of Mobility Instructor ex-

§

pressed his reluctance to work with the blind, during inter-
view. Hence Mr. Antonimuthu, a retired Principal, College
of Physical Education with a post-graduate degree in litera-
ture, a diploma in teaching and also in Physical Education
was posted as Mobility Instructor. His two assistants Mr. R.
Veerasamy and Mr. M. Ismail were also looking after physi-
cal training and recreational activities in addition to Mobi-
lity training.

The realization of importance of having a suitably
trained person as Mobility Instructor led to the appointment
of Mr, P. Kulandairaj, a graduate with a diploma in Physical
Education, and in being deputed for the training pro-
gramme organised by the Far East Regional Office of Ameri-
can Foundation for Overseas Blind. As for the post of
Instructress in Home Management, the Employment Officer
was requested to furnish a list of qualified candidates. The
two qualified candidates turned up for interview expressed
their unwillingness to accept the offer of appointment pro-
bably because the work involved working with the blind.
Consequently, a lady graduate was appointed for the post

. who also left after a few months. This clearly shows the

unwillingness and resistance on the part of many to work
with the blind.

The other posts viz., Vocational Counsellor, Vocational
Instructor and Psychologist were filled with suitably quali-
fied and experienced persons, Mr. T. K. Venugopal, Mr. R.
Kirubanithi and Mr. Sethuraman respectively. The services
of Mr. T. K. Venugopal, a former Labour Enforcement
Officer were valuable. His contact with the industries faci-
litated the placement of the trained blind in industries.
Mr. Kirubanithi with his background in mechanical en-
gineering and who was later sent for training in Industrial
vocational Instructors’ course at the Far East Regional Office
of American Foundation for Overseas Blind, has been
rendering valuable service. Mr. S. Sethuraman with his
post-graduate degree in psychology and with his special
experience in guidance and counselling, teaching, training
and research has been of real value to the Centre.

The team of Mobility staff was strengthened with the
addition of Mrs. Gnanasoundari, who has the background
of teaching, when women blind were admitted for training.



On the resignation of Mr. Jayaraman, the Su
for reasons of health, Mr. S. Veeraswam
Pgllce official was appointed to the
w1‘Ci11 the public and the officials a
with the blind have been of great valu

w ; e to th

Further, the donations he collected from the pub1i§ ;Z%tlﬁ

the construction of thr i
the <on ee work sheds which were badly

perintendent,
y Naidu, a retired
post. His wide contacts
nd his zeal for working

Staff Training.

As mobility training is a new field, the ili

tor.had to derend on the available, literlll/lt?ﬁlel.lty%‘r}]ftruc-
perience of the Superintendent who had specialized tra(? ne
i U. S. A, also helped in organizing the training progr e
for m.obility. When the Far East Regional Oﬁicg Zlfm'?}f,
Amemgar} Foundation For the Overseas Blind commen 3
the tra}nlng courses for Mobility Instructors, th:a op ortuxf’:

was seized and the Mobility Instructor Mr. P, Kulrfnda' I;ay
was sent.fc.Jr training to Kuala Lumpur in 1968 He 1d !
went training for 3% months and with his return the 1Cm bre
became the first in the country to have a traim::d Mog'riFre
Ins.tn.xctor. The knowledge and skills acquired fromltllt‘ly
tralning were utilized for the reorganization of the mob'l'te
training at the Centre. This gave a scientific accent 1 ltlhy
Whole rehabilitation programme, Mr. Robert C. J aekle l\c/)I b‘e
lity Consultant, A.F.O.B. during his week loflg stay’atot}:-
Centre helped in the reorganization of mobility trainj :
Afte.r. an interval of six months after the trainin m&g.
Mol?ﬂlty Instructor trained his assistants and thig trg,' ing
equipped them with scientific knowledge and methodsalnmg

During 1969, Far East Regional Office o
rangeq a course for Industrial and vocaiig{eﬁ‘.%g ing.
Mr. K1.ru.banidhi, the Vocational Instructor was de ut 131? s
the training for a period of 3% months. The traifline o
beneﬁc.:xa?l to him in acquainting himself with the tech S e
of training the blind in machine work. The trainj 2 s
also of immense value for him, as he gained knowl?c% . i
the evah{atlon and assessment of the blind. After his %e y
he organized a unit for the above purpose and the t::' ning
Erggjfsmme was modified to give importance to Evalu:ggrgl
N h
an pass.sessment, through which every newly admitted had
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DETAILED JOB DESCRIPTION
FOR THE PROFESSIONAL STAFF

-

iI. MoBILITY INSTRUCTOR :

1. Interviewing the client for his suitability of admis-
sion for planning a training schedule for mobility,

2. Teaching Orientation and Mobility.

3. Allotment of duties to the Assistant Mobility Ins-
tructors and help them to solve their problems.

4. Determining a client’s completion of Mobility train-
ing.

5. Maintaining individual case records and checking
the same of the Assistant Mobility Instructors.

6. Counselling the trainees on mobility problems
during and after Mobility training.

7. Teaching techniques of daily living.

8. Conducting recreational programme with the help of
Assistant Mobility Instructors.

II. PSYCHOLOGIST:

1. Interviewing the applicants to determine their suit-
ability for admission to the training programme.
2. Instruction in Social adjustment.

Maintenance of personal file for each client.

4. Individual counselling with trainees concerning per-
sonal or social problems which hampers their learn-
ing.

5. Group counselling to modify or change the unfa-
vourable attitudes of the clients.

6. Conducting research studies on problems of the
blind and training the blind.

7. Preparing reports on the training programme.

W

11I. VocATioNAL INSTRUCTOR:
1. Preliminary interview with the candidates seeking
admission.
2. Pre-vocational assessment and evaluation.
3. Supervision of the vocational training.
4. Contacting industries and factories for placement.

11



Chapter III.
ADMISSION AND TRAINING

The Rehabilitation Centre, the first and only one of
its kind in the country had to carry on sustained publicity
to attract the blind persons for training. ALL sources of
communication media were utilized to spread the concept
of rehabilitation not only in Madurai city but in the other
districts of Tamil Nadu also. The press and the radio proved
very effective in communicating the message to the people
Other methods were also followed. The blind persons who
attended the Eye Department of the Government Hospital
Madurai, were induced to join the Rehabilitation Centrej
Similarly, the Psychologist of the Centre persuaded the blingd
persons at the Free Eye Camps conducted in rural areas
by the Eye Department to join the Centre for training, ex-
plaining the advantages of such training. During 1967 and
1968, the Psychologist attended camps in 11 places and
interviewed 1057 blind persons on the whole. Among these
1057, there were 265 blind persons of rehabilitation age
group, ie., from 18 to 40 years. Out of these 265 blind
persons eligible for rehabilitation training, only 66 persons
or 25% expressed their willingness to undergo training. Rest
of them were not for it. The common factors of resistence
are family encumberance, reluctance to leave home and
skepticism about the rehabilitation training. Only about 10
. persons joined the Centre acting on the advice given during

the camps. These diversified efforts resulted in the applica-
tion for admission from many blind persons who had their
education in blind schools. It needs to be pointed out that
illiterate blind persons and adventitious blind persons were
hesitant to join the Centre in the initial stages,

The training programme commenced with the lecti
of 4 clients in April 1966. The original plan to gives;aeicn;zg
had to be given up since all those desirous of undergoing

12

training were not coming at the same time, This
naturally resulted in a strain on the staff. Admissions were
therefore made as and when the applications were received.

The criteria for the selection of candidates were:

1. The applicant should not have any other handicap

except blindness.

9. He should be between 18 and 40 years of age.

3. He should be physically fit to do hard work and

4. He should not be a destitute or an orphan.

The reason for observing the last criterion was that the
blind adult should have a home to return to, where he will
be able to establish his position and make others to realise
their responsibilities towards him. At the end of 1966, the
admission figures stood at 31 with 2 discharges and 5 drop-

DIAGRAM I. Yearwise Admission Figures.
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out. The causes for discharge were lack of progress, anti-
social activities like stealing and begging and chronic and
infectious diseases,

B



DIAGRAM 11. Break-up of 223 clients admitted
between 1—4-66 to 31—12-1970,

IRBimnG Lomp, e 106

Unpep
TRANING 25

The yearly admission figures did not show mu i

from' the average except in 1968, 'The reason c;:nfi ?‘cef::?\g?:gl
maximum number of applicationg in 1968 was a feature
broadcast by th.e Radio about the activities of the Centre
Numerous applications were received from blind orphans'
The?e were not admitted becauge of criterion No. 4 listeci
earlier. Applications were also received from tl;ose who
haq had_their training in other vocational centres. Since
their main object for seeking admission wag to ava{I of the

¢ s . _
1 11;;:; ef;cﬂlues, like food and shelter, they were also not ad-
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Diagram II gives thé number of drop-outs, discharge and
training completed. From the diagram, it is evident that
the problem of drop-out was a cause for anxiety. This
led to a study of that problem. The study revealed that
the percentage of drop-out was very high among men when
compared to women. Difficulty in forming work habits
during long period of idleness, diffidence about the capacity
to work and the tendency to hop from one centre to another
were some of the causes for drop-out. Quite a number of
blind men who left the centre have joined other vocationai
centres and this movement encouraged by the liberal atti-
tude of these centres. This revealing factor has come out of
a follow-up study.

While 116 clients have completed the training, 25 are
undergoing training at the close of the project. Among
those who completed training, 10 have been placed in open
industry and 52 have been given employment at the separate
work unit attached to the Centre, pending placement in
open industry. A follow-up on the remaining 54 clients is
in process.

SOCIO-ECONOMIC BACKGROUND

Age : .
Of the 223 clients admitted in the Centre, 150 men and
51 women were below 30 years of age. 16 men and 4 women
were between 30 and 40 years of age, while 2 clients were
above 40 years. The last mentioned two were admitted as
exceptional cases. They were admitted because they became
blind at the beginning of their forties and with their vast
experience of teaching, they pleaded for training to become
economically independent. The impact of age on the train-
ing and acquisition of skills was felt in the above two cases
as they could not gain speed in efficiency in Braille and
Vocational Training. This experiment would seem to justify
the policy of not admitting in the Centre who are above 40
years of age,

Education :

Out of the 223, 76 were illiterate blind, 70 had their
education or training in blind institutions, 32 were adventi-
tious blind with education in sighted schools, six were
adventitious blind with teacher training or collegiate edu-

19



cation. Among the remaining 39 partially si
15 were illiterate, five had studfiedpin blin};i Silngs}}c'ictegtigifzzfi,
19 had their education in sighted schools. The literacy per
centage of the whole group was 59.2 and the percentz g oE
those who had education in blind schools was 33. Spregd of
kn(?w.ledge about the facilities available for educating and
’.crammg the blind, more especially in the rural areas gvould
increase the percentage of literacy amongst the bliné
Marital Status :

Cut of the total 223, only 15 clients, 11 me
women, had married. But blindness had resultel&1 frrll czlef:e}:}:
tion in the case of four men and three women clients. Two
men.and one woman had lost their spouses. Five men .clients
continue to live with their families, though the handica
had its impact on their economic condition. Only two clients?
cne rwflale and one female had married after the occurrence;
of blindness. In the case of the female client who was
partially sighted, the husband had deserted her after
a month of marital life, while the male client who had de-
fective vision from birth was living with his wife and three
children. It would seem that financial handicap was an in-
fluencing factor than the physical handicap, in the harmoni-
ous relations of the married people.
Occupation : .

The following table gives details regarding the type of

work and average earnings of the clients befo )
blindness : efore the onset of

S.No. Nature of work No. Income Rs.
1 Pump Driver 1 _867-‘ ;é;
2 Petty merchant 2 100/- mensem
3 Dyeing Supervisor 1 100/- ”
4  High School teacher 1 18-
5 Secondary grade teacher 4 100/- ;
6 Bill collector 1 110/-
7 Agricultural labourer 4 60/- ?
8 Carpenter 1 80/- ;
9  Geologist 1 950/~
10 Welding 1 5
11 Weaving 3 80/- .
”

While 160 clients who were not pursuing any occupation
were helping the parents in household work or agricultural
work like tending the cattle, drawing water for irrigation,
cleaning the vessels in the home, grinding floor. 18 clients,
accoring to them, were idling at home, and 25 had come to
the Centre immediately after completing their education at

blind schools.

Family background :

Nearly 509 of the clients were supported either by
{heir mothers or by their siblings. In the case of a few, the
main source of income was agriculture or petty trade. Most
of the clients were from families engaged in casual labour.

As regards the economic family background, the per-
centage of each category of income group is given below :-

Income of the Family Clients in
percentage

1. Below Rs. 600/- per annum. 58%

9 Between Rs. 600/- to 1200/- per annum  26%

3. Above Rs. 1200/- per annum 16%

Total 1009

The motivating factors on the part of the client for
seeking admission to the Centre were loss of parents and
ill-treatment by relatives, negligence by parents and poor
economic condition of the family. So far as the parents
or relatives of the clients were concerned, the motivating
factors were economic, securing free food and shelter for
the afflicted. Several of the clients mentioned that the cause of
economic deterioration of their families was the expenditure
involved in the treatment with the hope of getting back
vision. In many other cases, the clients happen to be ihe
eldest members of their families and their loss of sight had
resulted in additional strain on the economic condition of

their families.

Social Condition :

Blindness affected the social life of the clients consider-
ably. About 40% of the clients did not evince any interest
in joining other members of their families during functions
and festivals. Some clients clearly expressed that their

17
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parents did not like them to attend festivals a i
probably due to the social stigma attached to bri?nglrllr;z::?lii
the clumsy behaviour of the blind. This has resulted in the
congenitally blind developing strong ‘contempt for the rela-
tives in particular and the sighted in general. Further it has
resulted in strong inferiority feeling among the clients lead-
ing to complete withdrawal from the sighted public,

TRAINING PROGRAMME

The training programme was a comprehensive one
directly related to the needs of the blind. The specialised
knowledge of training the blind and the experience gained
from observation of various centres abroad by the Superin-
tendent and the Director respectively enabled the framing
of a detailed syllabus for the entire period of training proj
gramme. During the first six or seven months, training was
imparted only in Braille, Mobility and Vocation. With the
appointment of professional staff, the full-fledged training
programme was implemented. - The training programmz
consists of the following subjects :

1. Mobility
Braille,
Social Adjustment
. History of Blind Welfare.
Personal Care ~
Home Management (For women),
Evaluation and assessment,
Vocation

PN

1. MosrITyY :
The first step in this training is campus and hostel

orientation. After giving a verbal description of the locality .

and the lay-out of the building, they were taken round
different parts of the building, an}(:'l made to toucuhndf;cielle
locate, visualise and grasp the complete lay-out. Thi,s was:
followed by giving experience with relief map. This relief
map was very helpful for campus orientation. By passing
through the lay-out with their fingers, the clients were able
to remember it better. Rhythm technique, posture trainipc
sound localisation, indoor and out-door travel, sighted gu'
were other aspects of the training programme, When'

18
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Mobility Instructor réturned after his training at Kuala
Lumpur, Malaysia, organised by the Far East Regional
Office at the American Foundation for Overseas Blind, the
Mobility programme was reorganised on a more scientific
basis with an emphasis on out-door work.

Physical exercises and games were organised thrice a
week, in order to correct their posture and develop co-
ordination of movements and actions. The clients, especially,
the congenital blind participated in the games, with much
enthusiasm as it was quite a new experience for them.

The organisation of Mobility Training and the problems
encountered during the training period are discussed in de-
, tail in Cnapter IV,

BRAILLE:

As Braille is the only means of written communication
for blind persons, all the clients who had not studied in
Blind schools were prov.led opportunities to become lite-
rate in Braille. 80% of the clients who had completed the
{raining had acquired the knowledge of Braille and they
could communicate through this system. Those who came
for rural areas showed resistence and pleaded for exemption
from this part of the training. It was found that those
who had never studied before found it difficult to get the
alphabet than in Braille (dot system). Teaching of Braille
became a real problem in the case of persons with residual
vision, since they were unable to reconcile to the concept of
reading with their hands. In a few cases of partially sighted
clients blind-fold method was tried but that was also re-
sisted. Learning of Braille was spectacular in the case of
educated adventitious blind because of their sustained inte-

rest and adequate concentration.

3. SociaL ADJUSTMENT:

Due importance was given for developing social ade-
quacy in blind clients, since social behaviour of the blind
individual was very much affected by blindness. Topics
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like blindness and its impact on the Personality of the blind
person, interaction between the individual and society,
social factors influencing personality, behaviour pattern for
different occasions like working, recreation, social functions,
meetings etc., and menta] hygiene, were dealt with in a lucid
manner so that they were within the understanding of the
illiterate clients. Greater involvement in discussion was
observed in the case of clients with education at blind
schools and adventitigus clients. More than the theoritical
lectures and discussions, enough opportunities were pro-
vided to try out the theoretical concepts in the practical
cituations, during the social meets, the clients were given
broad outline regarding their mode of behaviour on such
occasions.  Subsequently, the difficulties experienced and
correct approach were discussed. It was found out that

the clients value greatly such experiences gained during
the social meets,

The efforts taken for psychosocial development of the
clients are discussed in detailed ip Chapter V.

4. HisTorRY oF BLInD WELFARE:

This subject was included to equip them with know-
ledge regarding the condition of the blind in the past, the
present and the future expectations. The origin and growth
of welfare services in India and other countries were dis-
cussed. Further, the facilities existing for the blind were
also analysed. The ideas gained from these discussions
were quite revealing and nove] to the illiterate blind per-
gons who had never moved out of their homes,

5. PERSONAL CARE:

It is well-known that a workin
care or activities of daily livine i !

Instructions were given in grooming hair, washing clothes,
correct food habits, shaving, and maintaining the surround-
ings clean. In the case of a few women clients it had been

&

hecessary to teach, them the proper wa‘y of wearing }al sarié.
They were used to dress in a rural style but for the sake
of conformity, they were taught the more modern way.
The congenital illiterate blind persons fx:om Iur‘al areas
were used to have shaving along with hair dressmg once
a month. But those who wanted to hav.e a shave earlier than
that, had to depend on the commum’gy barber. But 'ch::el
clients were taught the techpiqug of usmg safety razor an

they kept their faces clean just like the sighted.

6. HcME MANAGEMENT: _ _

This was included in the training'for women cl1ent.s to
make them self-supporting to the maximum §xtent.pos‘51‘r.>le.
Mecst of the clients did not have any experience in litting
fire for cooking. As the common items of fuel are ﬁrew?od
and kerosene in the rural areas, the parents of the blind
were over-cautious to see that they did not go anyvtrhere
near that. Hence, these clients, though the;t had expenencz;
in household work, did not have even basic kno.wledge. o
cooking. Hence they were taught various s.teps in c.ookm.g
and almost all the clients evinced keen interest in t;us
aspect. The knowledge of Home Management was use ul
in the case of adventitious blind women more particularly
to the married women. There were some cases where tl'fe
adventitiously blind married wom'eI} were deserted by t}];xel];
husbands due to the former’s inabxpty to perform hf)use o
work. Restoration of skill in this area was of immense
value for the married blind women.

i ASSESSMENT:

) E\:}‘&;T'cl}‘f 1:;11: te?:j:n of the vocational instructor from his
training in industrial and vocational instructor’s (;::);useRat
Kuala Lumpur, Malaysia, organised by 'fhe Far Ovst e-
gional Office of the American F01.mdat10n fox.' ersfe:as
Blind, this section started functionn'xg. {&11 clients aler
admission, passed through this pgmod of ten to twg ve
weeks. During this period, the clients underwent various

2



tests through which their abilities and limitations were
as,_sessed and they were recommended to vocational training.
Since its functioning from January 70, 29 clients were

assessed. A descriptive analysis of this section is included
as Chapter VI,

8. VOCATIONAL TRAINING:

Vocational Training in weaving, tailoring and recaning
of {urniture was given. These vocations were selected due
to the following reasons. Handloom weaving is a com-
mon cottage industry in this part of the country. Tailoring
was introduced as an unconventional venture. The Govern-
ment offices and commercial and industrial establishments
used largely chairs woven with cane or nylon wires, Hence
enough scope was there for the trained clients to engage
themselves in this trade. Intensive vocational training was
given for a period between 8 to 10 months. At the end
of the training, they were evaluated to find out their
earning capacity depending upon the quality and quantity
of the products.

Chapter IV,
ORIENTATION AND MOBILITY TRAINING

When the Pilot Demonstration Rehabilitation Centre
for the Blind, Madurai started functioning in 1966, there
was no suitably qualified man to take up the post of Mobility
Instructor. Therefore, a retired principal of a Physical
Education College was selected. He learnt the subject by
reading available literature and with the help of Mr. Jaya-
raman (then Superintendent in the Centre) who had some
experience in this field at Perkins School for the Blind
(U.S.A.), prepared a syllabus consisting of 50 lessons to
be taught in 16 weeks.

The former Mobility Instructor and his assistants had
no training for that work. Therefore, the Mobility Instruc-
tor by his trial and error method had to evolve his own
techniques. Out-door training, out of necessity was limited.
The training did not cater to the individual’s need, ability
and interest. Instead of training the clients on a one-to-one
basis, the training was given on group basis. Many of the
techniques of the Mobility programme were taught in the
following manner.

In the use of human-guide, the client was holding either
the fore-arm or fingers of the guide. There were many set-
backs when a client tried to use his guide in such a manner.
He had a tendency to walk parallel to the guide and might
not exactly feel the actual movement of his guide.

The method of guide stretching backwards his left fore-
arm and the client’s stretching forward his left forearm and
holding on to the client’s forearm was not without disad-
vantages, more particularly while walking along crowded
and narrow streets. The strain on the part of both the client
and the guide in having to keep the forearm stretched over
a period of time and possibility of their stumbling down if
the two of them did not step simultaneously were the major
disadvantages in this method,



Curing indoor orientation, the clients were taken in
grougs instead of individually. Sometimes, the partially
sighted and the trained clients were used to help the new
clients for this purpose.

In the absence of scientific training, the former Mobility
Iustructor was unable to properly understand the cross-body
technique in which the cane was used. The client would
unever extend his cane-hand forward but close to his body.
The same hand grip of rhythm technique was followed.
There were many disadvantages if the cross-body technique
was to be followed in this way. Since the cane-hand was not
extended fully, the client had no time to stop if by chance
he encountered an obstacle. Collision was inevitable, when
this type of handgrip was followed. So the cane could not be
extended diagonally but forward. So there would be no
protection to the client. The most important touch-techni-
que was taught in the following way. The cane-hand was
brought parallel to the side of the body and the forearm
swinging the cane right to left. The arc did not cover the
entire body. A person using the right hand in his anxiety
to cover the left side of his body would extend too much to
that side. This led to deviation from his direction and the
right side of his body was not covered fully. Further, there

was not sufficient time to stop when an obstacle was contact-
ed by the cane.

While ascending stairs, the hand grip of rhythm techni-
que was followed. This grip inflicted pain in the wrist of
the client and he had chance to deviate from his direction.

Re-organisation of Mobility Programme :

The first and foremost task of the Mobility Instructor
on his return after training in Orientation and Mobility at
Kuala Lumpur, Malaysia, was to prepare a new orientation
and Mobility training programme, based on the experience
gained. The new programme was introduced in the Mobility
Training and many of the techniques were suitably altered
to suit local conditions, The Assistant Mobility Instructors
and the Instructress were also given scientific Mobility train-
ing Ly the trained Mobility Instructor.
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ised ] Training : N
RemIsedarI:/I ets;::(i)gn(t)fﬁc approilch for training, the individual
varia?ion ?,n the learning and gxecu‘Fing procesi:??i tml';‘it _be

ll-re-organised. The new Orientation and Mobi y Train-
;}:12'1 programme was imparted on a one-to-one pa515. The
course was made more ﬁexible.to meet the 1nd1v1dua; neegg
of the clients, than on the previous scheme. It was ol Ser']_yh .
{hat most of the clients were not able to walk propgr y. This
was probably due to their movements having ee(rll g:gy
much restricted resulting in very poor post}:;e t}ialn 3;
balances. This was found to be especially wi (;1 case o
the clients of the uneducated who come.from rur. arelas,
Therefore it became necessary first to txjam therg.l{x; r%gru'ar
walking habits before starting on the regular Mobi ity Train-
ing programme. The daily perfox.'mance of the .1nd1v1dua1
clients both in the guided aqd m@ependent .trlps of 1':he
clients, the development of thelr skills and their evaluation
were recorded in the observation case sheet.

i lients trained in Mobility . .
Detags Oflc Number given complete orientation and Mobi-

lity training : . o 130

9. Number given partial training: ' 24

3. Number refused to have mobility and orienta-

tion training : o 6

4. Number under training: . .14

b. 1. Number given orientation in an industrial

setting : ) . 5

9. Number utilising their training to go to and

from their jobs: ' 4

3. Number trained in their home settmgs. P 4

c 1: Number congenitally blind had orientation

. and mobility training: . . _106

9. Number adventitiously blind had onentatx%ra
and mobility training : . ‘ .

3. Number partially blind trained with blm;ié

folds:

individual to
. Average number of hours per indivi
1 co‘\,rer fgull orientation and mobility course: 77
axi mber of hours to any
2. Meimum n individual : 132
ini mber of hours spent with any
3. Minimum nu WA
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Evolution of Cane in the Centre :

The use of cane was entirely a new venture and hence
we were in a dilemma as to what type of cane was to be
chosen for training the clients. The traditional rattan cane
which had a crook at the top was used for sometime, but had
to be abandoned due to its lack of conductibility. Then
bamboo cane of a particular variety was experimented with.
1t was found that besides lacking in conductibility, it was
very hard to get that variety of bamboo canes of uniform
size and shape. Finally, a special variety of bamboo cane
was selected for the use.

Merits of the Special bamboo cane (painted white) :
1. Tt possesses conductibility
2. It is of light-weight
3. It is long enough to caution the user
4. It is locally available.
5. It is inexpensive

Demerits of the Special Bamboo cane :

1. This cane lacks in durability, but this is not a
major demerit in view of Nos, 4 and 5 abqve.

2. A tip cannot be fixed to the end of the cane.
The user finds it hard to use on the rough sur-
face as the cane gets stuck up for every step.
The result was that the client deviated from
his direction.

3. In order to avoid the cane being jabbed, the
user raised his cane above 6 t0 12 inches above
the surface,

Aluminium Cane :

The locally available aluminium cane is relatively very
heavy and expensive (each costing Rs. 8=50) and not dura-
ble. Light-weight aluminium canes are not available in the

country. Hence the special variety of bamboo cane continues
to be used.

Clients’ attitude towards Mobility Training :

1. Most of those who came to the Rehabilitation Centre
were interested in the economic rehabilitation as such and
not in the Mobility Training Programme.

26

9. Some clients argued that they, having been mobile
to some extent in the past, there was no need for such train-
ing.

3. Those clients who had been in other vocational
centres for the blind showed a strong aversiqn to Mobility
training, probably due to a sense of false prestige.

4. Some clients were of the opinion that they were
not old enough to resort to the use of a cane probably due to
the general notion that only old people use the cane. This
would amount to ignoring the limitations imposed on them
by their physical handicap i.e., blindness.

5. In the case of women clients fear, size of cane, and
poor stamina were found to be impediments towards a posi-
tive approach towards Mobility Training.

6. The illiterate blind persons were found to be of
strong conviction that whatever subject was taught in the
Rehabilitation Centre was meant to help them and they did
not show any hesitation towards the Mobility training, The
educated clients also understood the importance of such
training and were eager to learn and showed an enthusiastic
response. The following two cases illustrate these clearly :

a) Mr. V., aged 33 had no schooling and was working as
a cooly till he lost his sight. He is married and has three
children. After losing his sight, he never went alone but
was always accompanied by one of his daughters. His
positive response towards Mobility Training may be
clearly seen from the fact that he finished this training
within 214 months and regularly visits his wife and
children during the week-ends,

b) Mr. S, aged 27 lost his eye sight in an auto-rickshaw
accident. He has a post-graduate degree. He came to
this Centre particularly to undergo training in Mobility
and Communication. He was able to go through the
whole programme within 8 weeks.

Clients’ reaction towards Mobility Training :

It was found that after completion of Mobility training
programme, even those clients who had ﬁr§t resisted became
convinced about the usefulness and necessity of the training

21



to the blind person. One client remarked that “the cane is
my eye”. Many senior clients recommend that mobility
training should be given irrespective of their wishes,

Behaviour during independent trips .

Unlike other training programme, Mobility training was
given on a one-to-one basis. In every phase of the training
schedule, the client was given a complete orientation of the
new route. A verbal picture of the area, important land-
marks and clues were given. Then the Instructor actually
took the client on the new route and gave a detailed picture
of the environment and the difficult situations, if any, He
helped the client whenever his assistance was needed. After
one or two trips to the same place, the client was in a better
position than betore to use other natural aids to reach his
destination. Then the client was asked to make an indepen-
dent. trip using every help available. On such occasions, the
client was observed without his knowledge to help him to
avoid dangers and to effect the necessary corrections in
them based on the observations.

Attitude of the public during journey :

Men clients did not come across any problem during
their travel either in bus or train. They were of the opinion
that public showed a helping tendency towards the sightless.
Women clients differed in their opinion. They preferred to
board the common compartment in the train rather than the
bogie exclusively meant for ladies. According to them, men
were very sympathetic and offered all assistance to them.
Women passengers in the Ladies compartment, rarely
helped them and would not even talk to them freely. One
of them remarked that “it is rare to see a sympathetic
women passenger ",

White Cane movement at Madurai :

The Mobility Training Instructor of the Centre was
asked by several organisations and associations to explain
to their members about the Mobility Training Programme
to the Blind. These organisations have become very much
interested in the work of the Centre and some of them con-
tributed towards purchase of cane for use of the blind per-
gons in the Centre,
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During the two years, efforts were made to gducate the
community by inviting them to the Rehabilitation Centre
and demonstrating various activities including Mobility
Training. The Junior Chamber, The Round Table, The
Rotary Club, The Lions Club, The University women’s
Association, the Gujarathi women's association hgld their
annual meeting at the Centre. On those occasions, we
explained to them the various aspects of rehabxhtatl.o_n with
a special reference to Mobility Training. The Rehabilitation
Centre became one of the important places in the City to
be visited by the public specially school children and teacher

trainees.

Mobility Training and the Public :

Since the Mobility Training was given in the community,
people had ample chances to have personal contact with
blind persons. They were much impressed by the clients
walking like the sighted persons avoiding all hazards on
their travel.

MoVility Training in Rural areas:

Mobility training in Rural surroundings was also arrang-
ed for the benefit of those clients who came from rural
areas. Achambathu village about 10 miles from Madurai
was chosen for Mobility in a rural setting. Public transport
wag used to go to the village. From the village, the client
had to walk' a distance of one mile to reach a popular picnic
spot Pulloothu, which is situated on the slope of a hillock.
The client walked four furlongs on metal road, three furlongs
on muddy road and one furlong on beaten foot-path. The
road has number of curvets, culverts and a bridge. While
travelling on the metal road, the edge of grass became guide
line. On the muddy road, the client walked in between the
cart tracks. These tracks became the guide line. A big
ordeal for the client was to scamper aside when a herd of
cattle passed on the same road. The degree of ordeal became
acute when a herd of buffaloes moved on the road. It was
easy for any client to locate the animals by their movements
or bellowing or jingling of the bells tied around their necks.
This course of training was attuned to the practical life of

the rural blind,
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- Physical Training and sports : ) ‘.
" 'In order to boost up the clients’ self confidence, develop-
-~ ment of sense of direction and courage to move about, they
 were given opportunities {o participate in physical training,
‘group games and sports. '

. Thrice a week, the clients did simple callisthenics in the

evening hours, They did these exercises all together and

. -thythmically to counts. That improved their posture-and

developed co-ordination of movements and actions and added

. ease and grace to their movements. The formal exercises

.were ‘followed by simple recreational and competitive
- group games in which they took part with enthusiasm.

"As the Rehabilitation Centre is a wing of Madurai
Medical College, the Annual Sports-Meet of the Centre was

held along with that of the Medical College. The following

were the special events for the clients.

1) Running Race. 50 M (Seniors).
2, " 50 M (Juniors).
‘3) o ' 50 yds. (Women).
~4)  Tunnel Ball Relay . — (Men) .
5) Musical Chair — (Women) .

It so happened that the.l.a.d inci i

So y Principal of the Sri.
geerslaks?l College, who happened to be the chief Guest of
the blI?OI‘IS-Day of Madurai Medical College, in 1969, seeing

- the blind persons on the Sports Field, invited them to parti-

- cipate i
: thit ;e;r;.the Annual Sports-Meet of that College held later

Difficulties encountered.:

paéd?c ‘g;ai %unc.l that those clients who had used ortho-
sroat dif’ﬁcgltap'mble cane before coming to the Centre had
Sustained ¥ In holding the cane in the proper position.
Sots €d special attention had to be given to them.

~Training areaq :

Madurai ;
Town Z; l‘;fxili, the Templ‘e City of India has a rich heritage.
ng was at its zenith during the sixteenth cen-

tury.” The t
the templ emple forms the nucleus of the City. Around

e, .
» there are four streets forming a concentric

square. Likewise, there are four other streets running paral-
lel to the former. Al these streets have broad pavements.

- These places are ideal places for Mobility training but we

are unable to utilise such facilities to the maximum level.
These pavements are used as parking lots for lorries, carts
etc. In certain places, they are used as market. Besides,
number of stray cows take shelter on these pavements. Add-
ed to these hardships, there are number of tress, electric
posts with, supporting wires on the pavements. Municipality
also takes a major share in using the side walks as the stock-
ing place for sand and gravel. Tramps and hawkers take
shelter under these side walks. The shopkeepers without
acquiring licence fix posts and erect pandals. Pedestrians
rarely make use of the pavements. Only sighted people
knock our clients and break their canes. So it was very

_ difficult for us to train our clients in the interior part of the

city.

Travel problems :

There are some problem areas which are common in
India which must be considered when planning Mobility
and Orientation Programme. Bare-foot travelling is one
such area. There are many localities where it is the custom
to go without foot-wear. For the blind, there may be one
slight advantage in bare-foot for identifying the type of
surface on which one is walking. The disadvantages are
many. However, the bare-foot is liable to be injured from
broken glass, stones and refuse on the walk-way ; and when
carelessly crossing a hot pavement, one can lose all frack
of direction or even be in a danger from traffic. Some
clients feel strongly that shoes are restrictive ; patience and

~ direction can overcome this feeling.

Another common problem arises in teaching cane mobi-
lity. The light-weight in aluminjum cane is not yet totally
available in India. The cane used most often is of bamboo
or rattan. Either this cane is heavy for the client to carry
and does not conduct cent per cent sensation from the sur-
face which it strikes, or is light-weight and breaks easily.
Further because of the difficulty of plugging the hole in the
end, the cane will often “catch” in dirt or pavement and
make rhythmic walking impossible, and prevent the client
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for making a correct arc, thereby leading to deviations
from his proper course.

Techniques modified to suit local condition :

Our Centre had success with the bamboo cane by having
the clients use a “loose ” grip so that the hole in the cane
tip does not jab into the surface from the force of thrust,

We have also had success in teaching the “are” and
“ touch-technique ” to clients who are illiterate or through
other reasons do not understand the meaning and sense of
those terms. By placing two stones in front of the client —
the length of his cane and hand away, and the width of his
shoulders part — a “barrier " is set up and the client can
accustom himself to the proper feel of the arc in swinging
the cane right and left; at the same time correct his own
mistakes through the feel of the cane-tip striking (or missing)
the insides of the stones. At the end of a day of sessions of
10 minutes practice and 3 minutes rest, the client has under-
standing and a degree of skills in arc technique,

PROFORMA
EVALUATION REPORT FOR ORIENTATION AND MOBILITY
Name of the client : Period

From.... To....
Rating Scale :

A. Exceptional B. Above Average C. Average
D. Below Average B. Unsatisfactory.

Subject Grade

1. A. Physical Orientation:-
1. Orientation to Training facilities :

2. Ability to use points of reference
effectively :

3. Ability to walk in a steady and
assured manner :

4. Ability to walk and make turns
without faltering :

v

Subject Grade

B. Cane Technique:

1.

2.

Lo

Ability to use cane as a bumper, feeler

"and a sign of recognition

Ability to stop immediately when cane
shows danger:

Ability to handle the cane properly: ..
Ability to maintain the correct rhythm
of the cane:

Ability to maintain proper angle

of the cane:

Ability to maintain proper arc :

Ability to use cane properly in
ascending and descending stairs :

Travel Techniques :

Ability to maintain proper body
posture :

Ability to learn directions :

Ability to follow designated routes :
Ability to use rhythm technique in
following shore line : ..
Ability to use cane effectively in
crossing intersections : .
Ability to enlist the aid of a sighted
person in crossing intersections : .
Ability to use common transportation
facilities such as bus, cycle-rickshaw
etc., with self confidence and safety:
Ability to travel in unfamiliay areas
with the use of a cane:

Ability to use the other senses
effectively in travelling independently
with the use of a cane:

Signature of the Mobility

Instructor




Chapter V
PSYCHOLOGICAL SERVICES

Psychological rehabilitation commenced from the time-
of admission of the client to the Centre ang permeated
throughout their stay at the Centre. The suspicious nature
of the blind towards the sighted, lack of capacity to judge
men and matters and the like were the initial obstacles to
overcome in establishing rapport. This generally lasted for
about 2 to 4 weeks.

The characteristics of the clients regarding their back-
ground, education and age at onset of blindness varied so
much that the group was a heterogenous one. The only
common factor which bound them into a group was their
blindness. The clients who had been admitted to the Centre
were broadly classified into 5 groups. The total number of
ciients admitted to this Centre., ie, 223, consisted of 76
illiterate and congenitally blind or blinded during early
childhood, 70 who had their education or training in blind
institutions, 32 adventitiously blind, 6 adventitiously blind
with teacher training or collegiate education and 39 partially
cighted. Each group had a specific problem or problems
and they were dealt with separately. The main problem
with the first group was that they exhibited total apathy
towards the training programme and they required constant
stimulation. They had to pass through the stages of motiva-
tion, teaching and training. This apathy was found to be
due to the past idleness at home because of blindness, While
the above problem did not exist with the second group, viz
early blind with education at blind institutions, the ciientg
of this group showed resistance towards any attitudinal
change. The study made of the women clients who had
been educated at blind schools illustrated this clearly. With
regard to the adventitiously blind group, the problefn was
mainly non-acceptance of the handicap and a strong hope
of getting back vision. Though there were only 38 in this

group, their problems proved the main hurdle for rehabili-
tation.
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Regarding the adventitiously blind with secondary and
collegiate education, only two graduates were admitted so
far, but four trained teachers with many years of experience-
also came in this group. The problem looming large before
them was one of finding suitable employment after the train-
ing. The very limited scope for their employment made
them reflect on the affliction and its impact on their career.
As for last group, i.e., the partially sighted, the main problem
was the residual vision itself. The residual vision was too
Jittle for them to learn the vocation just as the sighted, but
<00 much for them to consider themselves blind. This resi-
dual vision hampered their learning of Braille. Besides,
{hese clients with residual vision hindered the mobility train-
ing of other clients by offering themselves as their guides.
and thereby not providing opportunity to use the cane. But
this residual vision was helpful to them to gain more friends
by rendering help and providing information about the
vement of the staff to the totally blind clients.

Generally, group counselling was given separately for
the above groups but they were provided opportunity to.
come together with other groups when topics of general
interest were taken for discussion. Group counselling or
social adjustment classes were held thrice a week. In the
initial stages, mostly information on blindness and its impact
on the individual was given to the clients. The topics taken
sor discussion were the causes for the low status of the
blind, attitude of the blind towards the sighted and of the
sighted towards the blind, sex and marriage prpblgms etc..
While the blind with education at blind institution and
adventitiously blind clients acﬁwely par§1c1pated in 'the dis-
cussion, the illiterate clients did not get involved in it.

These discussions acquired vital importance in the train-
ing programme because one-third of the clients admitted
were illiterate and blinded early. Hence they were deprived
of socialisation and the absence of this process was glaringly
perceptible in the case of a few clients who were exhibiting
characteristics of mal-adjustment. These people never had
the opportunity for social interaction. Though adventitious
blind clients also had difficulties in adjusting with the sight--
ed, there was distinct difference between the attitudes of the-
{ormer and the latter, towards the sighted community. In

mo
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the case of adventitiously blind clients, only fear withheld
them from moving towards the society, whereas it was
apathy and ignorance that held the congenitally blind back
from the society. During discussion, the congenitally blind
clients, though educated, reiterated that they preferred to
live with the blind only if they were given a choice. They
argued that they felt quite at home in their own group
because they would be a mockery in the sighted group as
an object of curiosity, especially when they performed their
daily activities. Though group discussion and counselling
for attitudinal change had favourable influence on the
clients, the effect diminished when it was not reciprocated
by the society. If this impact was to have lasting effect, the
present attitude of the sighted towards the blind must neces-
sarily undergo a change, from one of contempt to under-

standing, sympathy and encouragement. The clients freely
mentioned about this aspect.

In group counselling, apart from the specific problems of
respective groups, common problems were also taken up.
One of the problems was found to be taking of frequent
leave and extending the same without intimation. Realizing
that the feeling of insecurity due to new environment, long
years of idleness leading to irregular habits, tendency to
-escape temporarily from the routine of the Centre were

generally the causes, This problem was dealt in great detail,
-during group counselling.

Individual Counselling :

Individual counselling sessions were arranged once a
week to every client, but additiona] sessions were planned

in the case of those who hag special problems, Through

individual counselling, efforts were taken to eliminate blind-

the case of illiterate and
probably due to the fa
Insecurity when taken

congenite'my blind clients. This was
ct that they developed s feeling of
to a new place from their familiar
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ili ing. Sometimes it became necessary

‘?on drefgumel;‘lcalt}f: r;::::r‘;l’:? gto visit the clients, so that their
i ed.
anxx(e_)ti?' IZ;S I;Ziu;roblem gained attention. As both men
and women’ clients were taken fqr training, it had given
s and opportunity for friendship. It was to be mention-
;fioﬁiat the clients did not pronounce their sex feelings
during the period of training but only when thezE f:on{plgfcsﬁ
the training and attained the stage of self suppo tm%hl'n kl -
duals. Probably this gave them_ ?he confidence o (lind of
their biological urge. This sensmye problem requ}reh e "
cate and careful handling. Five cl1gnts had to be disc arielsd
they had decided to get marngd. T.hough 'they. co

?:resee the difficulties cropping up in their mam%d }1ie, t(;ls_
pecially in bringing up children, they ‘had succuné ei o the
strong sex urge. As a matter of policy of tl.le “entre, the
;)lind clients were not encouratged to ge’c'marned if bothtgr-e
blind, in view of the economic and social problems 1an }l-ICI;
pateci in their marital life. A follqw—up study reveals tha
the clients who got married, after. dls?harge frogx the Centre,
found it highly impossible to n}amtam .the family and were
compelled to live a life of semi-starvation.

i ; ho accepted
But four clients, two men and two women wi
couns:lling continued to work as before. Of_ course, they
were trying through their parents, to get married to sighted
partners. The following cases can be cited as samples of
problems prevailing among the clients.

Case I.- . o
i n-year old male client lost ?ns vision w}}en
he wlzmrs1 1e31gy}¢1::;1e:s. }I,Ie had his prima,ry educatlon: After bem%
admitted at the Centre, he couldn.t show any 1;npr§viemt§:t
n after 2 months. The Vocatlona.\l Counsellor felt
?Xeehad no desire to learn the vocation and her}ce he was
feferred to the Psychologist with a r&omendahzg f;(})xl:; tdllf;
g, T i the shoos fus o blindnces and he
not recovered from the shoc _
}vlviss in a depressive stage. Sincg the blmdneISS hasfaf‘r;leclt;c.l.
the client during adolescent period, 'tbe prob ems o X ol o
cence also were added to the prevailing condition. c

observation indicated his strong homo sexual tendencies.
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Though he was average in intelligence, his progress in
‘the training was slow. Counselling sessions were arranged.
Though much could not be done during the first two sessions
due to his reluctance to speak out, the subsequent sessions
helped him a lot and for the first time he expressed a desire
to learn a vocation. Periodical encouragement and special
attention made him a trained weaver in months, When
one of the staff members doubted his capacity to earn, he
took it as a challenge and earned Rs, 60/- in a month. His
performance in later period was quite satisfactory.

Case 1.

A 24 year old partially sighted man from Kerala State
Joined the training course. During the middle of the course,
he wanted to be discharged. At the beginning, he refused
to give out the reason for his request. On persuasion, he
said that he had been talking to a woman client often and
it resulted in friendship with a promise of getting married.
Relying too much upon her assurance, he rejected the
proposal of his marriage with his uncle’s daughter, But
one day he saw this woman client flirting with another
male client. This shifting of loyalty was too much for him

to bear and he wanted to get away from the place once
for all.

Counselling was given continuously for some days. He
was allowed to examine the pros and cons of his deci-
sion, especially as he was in the middle of the training.
The counselling had its desired effect. He not only com-
pleted his training but became a self-supporting worker
earning more than Rs. 60/- per month,

The following two cases of women clients who became
blind during the adult period emphasise the need and im-
portance of counselling for adventitious blind. While coun-
selling had favourable result on one client, it was not suc-
cessful in the case of other,

Case III.

A woman client, aged 27, had studied VI standard, and
married when she was 19 years old. Husband gambled away
property and jewels, died after 5 years of married life.
She has a son who is aged 7 years. She has no other relatives
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xcept uncle and aunt who are not favourably disposed
:owards her. She became blind when she was 25 years.

Background Analysis : '

An analysis of her background throws some light for
her present behaviour problem. The f0119mng events t-ka_
ing place successively have been responsible for moulding
her into the present type.

1. Death of mother when she was very young.

2. Lack of protection and affection from her father
who ieft for Malaya and got married to a lady of that

try. o
Coun;y Father's death at Malaya due to poisoning by her

step mother, . '
p4. Marrying a distant relative much against her will.

5. Lack of peace and happiness in marital life due to

the vices of her husband. This resulted in utmost contempt

for him. .
6. Death of husband without leaving any property for

her. .
7. Lack of interest on the part of her aunt in her wel-

fare.
8. Finally her blindness.

These various factors have developed aggression and
emotional instability in her. Probably she never had op-
rtunity to be in the midst of relatives and also there
groas none to guide her towards adjustment to others. Her
inability to adjust posed a problem at the hogtel. .Lack of
izxperience in getting adjusted to different situations and

people resulted in constant bickering.
She has none to fall back upon and this insecurity adds

to her aggressive behaviour. Her sharp tongue using vitu-
perative language isolated her from others.

Though constant guidance and coun_selling had its tem-
porary effect, her emotional and aggressive outbursts finally
resulted in her discharge from the Centre.
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Case IV.

A woman client, aged 39, had studied VIII standard
and had been trained as a teacher and worked for 14
years. :

She got married when she was fifteen years but lived
with her husband for 2 years only. She was living alone
~ due to ill-treatment of her mother-in-law, working as a
teacher. She lost her vision when she was 35 years old.
When her uncle, who was taking some interest in her wel-
fare, expired, she became a destitute. Blindness hag impaired
her health considerably.

Background Analysis .

Her background information reveals that she was dis-
appointed by her married life, since she could not get the
affection and care from her husband for which she was
yearning so much due to loss of parents at an early age.
Fortunately this aspect has not resulted in bringing forth
any psychological symptoms, mainly because she derived
satisfaction from teaching the children, for which she has
devoted her time and energy. Though blindness as such is
not the basic cause for her neurotic condition, the cumulative
effect is discerned from her feelings regarding the loss of
her teaching career.

Of course, it should be possible for her to regain her
physical as well as menta] health once she gets an assignment
for teaching as before. This assumption proved correct when
she was given the job of teaching Braille to the new clients
at the centre. The assignment had therapeutic effect on her.

Appendix
_ Study projects are undertaken by the Psychologist to analyse
the problems existing with the blind. Some of the studies

completed are stated below with inferences drawn from
them.

I. ATTITUDE OF THE BLIND TOWARDS REHABILITATION.

This study was made by the Psychologist during the
Eye Camps conducted in rural areas.

The study brings forth the following social and
psychological causes for resistance to rehabilitation.
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i isi alent among
1. Strong hope of getting back vision prev :
many people stands in the way of getting t_ramed in some
craft. In other words, reluctance to accept blindness appears
to be a major cause for lack of motivation in rehabilitation.
ilitati be quite new fo
2. Concept of rehabilitation seems to
them. It is blzyond the understandmg of the rural' people
to think of blind people being trainefi in some vocation and
becoming independent for their livelihood.
3. Rural womenfolk are reluctant to send the adolescent
girls away from home to the rehabilitation Centre.

hat is needed is not rehabilitation but.asylum‘ es-
peci:l.ly‘gy very poor people. This has been remfor.cegl by
the statements of some parents .tha? they v{ant to admit en.
sons or daughters in some institutions which can look after
them for their life.
5. Fear and indifference to come out of the home atmos~
phere to which he is used and which affords him security.

6. Ignorance due to jlliteracy.

II. PROBLEM oF DROP-OUT AT THE CENTRE:

This study was planned to probe into the causes for
drop-out. et "

1. Difficulty in forming work habit, due to long peri
of idleness. Solee of the trainees are not able to thhs.ta.nd
the strain of busy working life. 'Ijhey leave the traxpmg
centre at the transition period from idleness to work orient-
ed life. . e

i i t home has develop

9. The long period of idleness a :
strong conviction in them that they can not learn anything
with their handicap: e ¢ dependence

3. They feel satisfied with their feeling o len
on others er help which affords them security. Training
in vocation makes them independent. .

4. Lack of sufficient and correct information about 1:.he
vocation and scope for employmenf seem t_o 'be a negative
incentive for their interest in vocational tr?.mmg. '

5. Lack of confidence in their capacity to earn their

wages as workers.
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TII. AN ANALYTICAL STUDY OF THE BLIND WOMEN,

This study was made out of 27 clients admitted at this Centre
and it has brought forth the following conclusions.

1. Most of the clients who have sought admission at
this Centre have studied in the schools for the blind. In other
words, there are only a few clients from rural areas who
have been admitted straight away from their home.

2. Adventitious blind or blinded at later years are less
in number when compared to the number of blind women
at this Centre.

3. Economic distress does not appear to be the cause
for seeking admission in a large number of clients,

4. They seem to have fixed and definite views about
marriage supported by valid argument.

5. Limited openings for their vocational career have
lowered their level of aspiration.

6. The problem of drop-out does not arise at all in the
case of women clients. But it is surprising that it is nearly
50% in the case of men clients,

7. Though they appreciate the idea of integrating the
blind with the society, they prefer to keep away from the
sighted until such time when the society changes its outlook
towards the blind.

8. Above all, the study stresses the need to educate the
public simultaneously when the blind are trained to move
into the sighted society.
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Chapter VI
EVALUATION & ASSESSMENT PROGRAMME

It is absolutely necessary that the existing skills, abilities
and the aptitude of the blind clients are assessed before at-
tempting any counselling for choosing a vocation. With
this hypothesis, this evaluation and assessment has been in-
cluded in the Rehabilitation training programme. The
experience gained by the Vocational Instructor in this field
at the training Course organised by Far East Regional Office

.of the American Foundation for Overseas Blind, has been

helpful in planning this part.

A preliminary assessment was made at the time of inter-
view by the team of staff individually. But a correct estima-
tion of the capacity and skills was made only after adopting
‘the sgcientific method of administering the following tests.
The tests implied that certain skills were necessary to
_achieve success in these tests and also provided a clue to the
‘extent and scope of improving the residual skills or develop-~

ing new ones.
‘The Evaluation and Assessment consisted of five tests and
they are described below :-

1. Peg board :
It is a wooden board having 25 holes of different sizes.

‘There are 25 aluminium pegs to be fitted into the holes ac-
.cording to their sizes. There are 10 boards in total.

2. Geometrical patterns:
In this test, there are seven aluminium flats of different

shapes, each flat having a pair of dowel pins on one side and
a pair of holes on various sides. There are six wooden
master patterns, The client is expected to connect the
aluminium flats and make the different wooden patterns.
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3. Manual dexterity board :

A wooden board has holes made at equal distance, The

board is fixed vertically and the bolt is placed on one side
of the board while nut and washer for the bolt is placed on
the other side. The client is expected to use both hands to
fix up the bolt on the hole with nut and washer.

4, Fraction indicator blocks :

Aluminium plates and sheets of various thickness are
placed on a’ cross bar through the slots of the plates and
sheets in such a way that they can be moved right or left.

The client is expected to assemble the given pieces to make
a piece of given thickness.

5. Mecano Assembly:
A box contains small metal sheets and strips, bolts,

washers and nuts. The metal sheets and strips should be

assembled with the help of a screw driver and spanner
provided in the box.

Administration of tests :

These tests were administered during the initial period
of 10 to 12 weeks. The clients were divided into batches,
each batch consisting of 6 clients. The tests were arranged
for 3-1; hours a day. When the client completed the first
set, viz., peg board, he was given the second test, geometrical
pattern and then third manual dexterity. This was the final
test in the case of illiterate blind. But opportunities were
given for the educated blind to complete all the five tests.
Among the 17 illiterate clients, only two clients completed
the third test, viz., geometrical pattern while 15 clients failed
in their attempts. This was quite natural since the test
required a basic knowledge of arithmetic. Even in the case
of 8 educated clients, none completed all the five tests.

Purpose of the tests :

These tests aimed to evaluate the existing skills and
abilities of the clients. The continuous experience extended
for a period of 10 to 12 weeks with these tests provided
the clients with opportunity to strengthen the existing skills
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Case study of two clients:

(1) Name: N. Rajendran. Age 19. Education: Nil. He
was admitted in the evaluation section on 4—2-70. He
began to do the peg board test in his own method from
4—2—70 to 16—2-—70. During the period, he was very much
interested in doing the test. He completed the first attempt
within 15 minutes on Board No. A. 3. In the above period
of 12 days, he completed four boards. They are A. 3; 4; 2;
4. The maximum time taken by him was 15 minutes, the
minimum 3-5 minutes. During the test (own method) his
working posture was satisfactory. He followed horizontal
method. When we made wrong insertion he compared the
pegs on hand and the inserted the correct one. He revealed
his intelligence ; working speed was satisfactory. He under-
stood the instruction very clearly and quickly.

When the client finished his own method, correct pro-
cedure was taught, with the reasons why it was done, From
18—2—170 to 9—4-70, he followed the correct method and
made 65 total attempts in all boards. The time taken by
him was maximum 7.3 minutes and minimum 3.4 minutes.

The average came to 4.9 minutes. His efficiency was found
out to be 71%,

In geometrical pattern he took more than half a day
but he could not complete it, I taught him step by step.
He found it to be very difficult and refused to do the type
of test. Then I told him the reason why the test was given
and how it would be useful for him in future. He accepted
the points and agreed to do the test with guidance. He
finished the first test in 15 minutes. After that he reduced
the time to 1.5 minutes on fifth attempt., Like the above,
he finished all the patterns. The maximum time taken was
48 minutes, the minimum 0.5 minutes. He was recommended
to undergo vocational training in weaving.

Name : P, Kalimuthu Age: 18. Education : Nil.

From 2—2—70 to 9—2-—70. The above client was al-
lowed to do peg board test in his own method, He finished
the board No. B. 3 in 54.5 minutes. Twenty attempts were
made on that board and the time was gradually reduced
from 54.5 to 7.5 minutes. Then the board A.1 was given.
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i educed from
ty attempts and the time was r
i-lle 2??? 7“:),gnn?inutes. The repetitive working proc.edure
.the onl}; reason for reduction in time. Except this, he
:is'id not show any improvement in the performance of the
test and he adopted the same procedure.

The correct procedure was taught with the reason why
it done. He took 4 days to understand the procedure.
:I’h‘:asfrom .16——-2-—70 to 13—4-—70, he adoPted -the cor}'ec‘f

rocr:edure During that period, he was given 1nstruct1or;>
gut he did not reduce the time, He.was allowed 851 ;2-
t ts in all boards, the maximum time taken was 16.
empt nd the minimum 6.2 minutes. The average comes
iﬂlfila eSS ::linutes For the above test, the allotted time is
o 10. .
only 3 minutes.
He could not assemble the geometrical patter;ls t}tlough
’ r shape No. 1. He was not able o re-
hfg;?sf tﬁed:ﬁ;l:o He hE;s no ability to form mental picture
c .
about an article given. . )
i ; wri ex-
15% of efficiency ; wrist and finger de
teritl;leet};adw(;iypoor. So he was recommended to be dis-
charged.

: is that he hasz
for his poor performance is tha
T,::ﬁ ;e;\j: rtlhe past 18 years, since he lost b1s sight whep
been u:;ix months old. He has no education .and he is
hem‘/iVnags from an illiterate poor family from a village, and
co

spent all his time sitting idle.
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Chapter VII,
EMPLOYMENT

The potential for employment of the trained blind in
the context of prevailing conditions in the country, in Tamil
Nadu and in Madurai City is discussed in this chapter.

There has been increasing realisation on the part of
the Qovernment to provide suitable employment to the
thsmally handicapped including the blind. At the na-
tional level, the Government of India took initiative in this
regard by establishing Special Employment offices in nine
important centres in the country, including the one in
Madras. The first of these was established in Bombay in
1958. These nine special employment offices have been
.ablg to find employment to only about 650 blind persons
durn?g the past ten years! Returning to Tamil Nadu, the
Special Employment office for the physically handicapped
was established in April, 1961. According to the Census of
India, 1961 report® “as on 31st July, 1963, 205 males and 55

females have registered in the Employment Exchange at
Madras.

The majority of the registrants are orthopaedically handi-
capped and the next largest group of the blind.” It would
be seen that out of a total of 650 blind persons who have
been placed in different occupations, thanks to the efforts
-of these special employment offices for the physically handi-
capped till the end of 1969, 117 are through the special
employment office in the Madras Centre and there are still
156 blind persons on the active rolls of the Special Employ-
ment Office® It may be observed that of the estimated 5.3

1. “Government of India and Work for the Blind” — Article by
Lal Advasi in Blind Welfare, October, 1969, Page 47.
. Census of India, 1961 — Vol. IX — Part XI-.E physically Handi.
capped of Madras State,
3. “Nationalisation of Disabled” paper presented by P. N. Veda.
narayanan. I.A.S. Director of Employment & Training, Tamil
nadu State at “ World Day of the Disabled, Madras, 1870.
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-million blind persons in the country, trained and untrained,
an insignificant number of 650 only have been in a way
rehabilitated.

The condition existing in India is described in a nut-
.shell in the report on the Third Asian Conference and work
for the Blind, In the progress report of India, it is said on
Employment.* “In India, it would not be true to say that
there is resistance to the placement of the Blind, but it
would be right to say that there is a hesitant attitude and
apathy on the part of employers and the general public.
This is partly based on a traditional view of the blind who
are regarded as completely dependent and incapable and
partly due to an abundance of skilled and semi-skilled sight-
od workers. Unions and sighted workers are sceptical but
not antagonistic.”

It may be stated that the three main problems in the
.economic rehabilitation of the trained blind are:

1. The attitudes and values of the blind who have
neither the education and the experience nor the skills re-
quired for an industrial worker, constitute a2 major obstacle.
Most of the blind persons seem to think that blindness means
Jegitimate dependency on others, absolved of responsibilities

‘as an independent member of the saciety.

2. The attitude of the employers who tend to look only
.at the loss of abilities due to blindness but not on the residual
skill and scope for development of new skills, is another
major obstacle,,

3. The increasing rate of unemployment even among
the sighted people, skilled, semi-skilled and unskilled, is a

-third major obstacle.

Turning to Madurai City in which the Pilot Demonstra-
tion Rehabilitation Centre for the Blind is located, textile
manufacture is the major industry. There are several tex-
tile mills, big and small in and around Madurai. Handloom
weaving is the most important cottage or family industry.

“There are very many handloom factories big and small
located in Madurai and suburbs. The textile mills which

4. Report on the Third Asian Conference on work for the Blind,
Section VII -~ Page 223.
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are well organised industrial establishm
union and the employers follow closed s iow 3

matter of recruitment which is usually ?gs%na(‘:lt;;yt;nsg};:
and dependents of employees. It will therefore be seen
that the conditions existing at national, state and local level
regarding the placement of trained bling in industries are.
not very favourable till now, €

Efforts were made to place the train ind i
of those industrial concerns where the Tr:?lebtl;;%r:nmsomh
ment has not made any serious impact, The Industria] EstZ: .
at Madurai provided scope for this type of contact on :
limited scale. This Estate with 28 private and six ublic
sector undertakings provide a cross section of the Ilildus
trial activity of this town. )

M/s. Jaya Murugan Industries in th,
manufacturing polythene bags and empl
agreed to employ first one and then t
a time. The work was of a repetitive
volving any industrial hazards. Foldj
counting and packing are jobs which th
undertake easily. The placement provid
atmosphere to the blind. During the
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city prior to admission in the Centre, Thus the earmP "
capacity was good attainment in their case, though the wang
rate was only one rupee per day. ge
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factory. A blind client was placed ag an unskilled

ents, have workers™

e Industria] Estate
oying about 70 men
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nature without in-
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ed training in factory

o
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has put in four years of service and h
benefits like the sighted worker, ¢ 18 getting all the

period from October

es produce mosaic tiles in ot
orkers are employed in-ther'y
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The Government Glass Factory manufactures chimneys
and despatch them to various places. Three clients were
placed there and their job was to pack the chimneys with
straw. They were given twentyfive paise for packing one
grass (144) of chimneys. At the most, they were able to
earn seventyfive paise to one rupee per day. Their total
monthly income was very poor, as they had no work on
Sundays, holidays and some other day when packing material
would not be available. Because of these difficulties, one
of them returned to the weaving section of the Centre.

M/s. Sundaram Private Ltd., manufacture of Auto-
mobile parts has a furnace, moulding section and a machine
shop where turret automatic lathes are in operation. The
owner, an eminent industrialist and a member of the Rotary
Club promised co-operation but declined to allow persons
into his factory for fear of accidents, as he was of the view
that they cannot move among machine parts. The speci-
fic area of their co-operation is yet to be discussed and
decided.

The main difficulties or problems for finding suitable
placement for the trained blind in Madurai city area are :

1. The hesitancy on the part of employers due to their
doubt about the capacity of the blind persons to work like
the sighted.

2. The low wage structure in those industries in which
the trained blind can be placed.

3. The lack of training facilities to train the blind for-
light engineering occupation.

4, The lack of facilities to train the blind in such of
those spheres that will be suitable for rural setting.

In spite of these limitations, ten clients were placed
in employment. Among the educated blind who have been.
given training, one is working in a school for the blin;
while the other is a Braille Instructor in a light engineering
project.

Workshop for the Blind in the Centre :
The Pilot Demonstration Rehabilitation
Blind could not shy away from the res
strating to the industrialists and the
the trained bligd can be engage




occupation. Further, the Centre
to provide gainful occupation to
iguld not be found immediately
e very training given should becom
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to the trained blind resulting from unemployments erxon
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Chapter VIII
PROBLEMS AND ACHIEVEMENTS

The Pilot Rehabilitation Centre for the Blind, like any
other institution, had to face several problems right from
its inception. Various methods were adopted to find solution
to the problem that showed up in different areas and stages
of development. Some of the major problems encountered
were:

1) As stated earlier in Chapter II, blind welfare is a
new field of service in India. Hence it was a real problem
to get suitably qualified and trained personnel to work for
and with the blind. There is a general reluctance on the
part of young persons to get qualified and trained in this
area, and, what is worse, proper training facilities, parti-
cularly in Mobility training are not available.

2) The general attitude of the blind trainees, more so
in the case of those from rural areas, that they cannot be
independent and economically useful was both a problem
and a challenge. This, incidentally, points out to the need
to dispel in the minds of the blind, the notion that they, out
of necessity, because of their handicap, have to be dependent
on their relatives or the community.

3) The objective of the Centre was to give such a type
of training that would enable them to take up open industry
or to be self-employed. While this was a suitable programme
for the blind trainees from urban areas, it was not so to
those from rural areas. This proved to be an important
handicap. It must be observed at the same time that it was
not practicable to give training in occupations suitable for
the rural areas since the Centre was located in a metropoli-
tan area. It must also be observed that admission in the
Centre was not restricted to urban blind alone.

4) The heterogenous character of each batch of
trainees resulted in specific difficulties in the p}anning and
implementation of the programme. That admissions were
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r.ot made for each batch for one and the same time was also
-another problem to be contended with,

5) A special problem encountered at the time of
admission was to distinguish between those who were inte-
rested in rehabilitation and those interested in food and

shelter. The Centre was not to be reduced to an asylum for
the poor.

6) The high incidence of drop-out, 51 out of the total
-admission of 223 was also a problem in the sense full utilizg-
tion of the available resources could not be achieved,

7) The philosophy of the Centre was not to restrict

the responsibility with the training only; placement of as

1. The Centre gained recognition from service or ani-
sation, the Rotary Club £

even during the first ear of t
Centre's existence, This, i Y he

struction of work-sheds,

by helping in the sale of th -
factured products of the 5 i

Centre and in various other ways.
2. The work of the

Centre gained recognition in many
other states as well. Va

rious voluntary or anisations from
the States of Haryana, K 8

erala, Andhra Pradesh and
evinced keen interest in the work

3. The useful work of the Centre drew visits f
President of India Sri V, V. Giri, the Go s from the

‘ vernors of Tamil
Nadu and Mysore, Sardar Ujjal Singh and Sri Dharma Veerg
respectively, Sri M. Karunanidhi Chief Mini

Nadu and several other Indian and foreign dignitaries,
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isation of the reality situation tha!t it is not
nosq?ﬁlelzl)esléiilx‘lz suitable e{nplo.yment to the tralne;i_ b?r;g
mum diately after the training is over ar}d the realisati
1mme.f the trained blind were not provided with gainful
1ha:1 1a’cion the entire training would becomg a sheer waste,
;):((i: tI()) the opening of the workshop to provide .employrn.ent
to the trained blind as a stop-.gap arrangement till ;;(;h ng
they could be placed in open }ndpstry. As. of now, ramrk
blind are employed in the tailoring, weaving and cane wt(')no
cections of the workshop. They have become sglf—su;;por b; ui
;ndividuals with an average monthly earning of a
Rs. 50/-. .

ess of the workshop as a “ demonstra‘gxon
Centsr.e’:rf}:’i l;;(:efl;)ll?blic and the Goverment, that the c‘tl)lmd,d
trained, can be independent, gam-fully employed an

Wh?nl citizen,s cannot be over-emphasised. The frequent
o 'u't‘ heid in the Centre had drawn large numbers
exhl_b} lo?f ay safely be said that the need for and useful-
by v131tf. a (ri?zn}t’re like this to rehabilitate the blind have
?(frs:e ('zo be well recognised and appreciated.

ithi ort span of about five years, 116 of t.he

223 g.dmﬁ{glimina ts}?e Cer?tre have been enablefi to acri{mre

and confidence to become self-supporting wor ers.

cour:;ge the services of the Centre, they would have conti-
ftl.:c:d (t)cl)‘ be dependent on others and economically useless.

jevement of this Centre is the re?.li-

satioZ; o?fhiug;i?ifa?ﬁe Govt, of Tamil Nadu 'ofi thedu'x:;
f rehabilitation programme for the blind and i
porﬁa.nce o tinue the work of the Centre on a permanent
‘dec.lslon to cﬁp the Centre a Government I.nstitupxo‘n. .By
reny by n:at “:)% Tamil Nadu achieves the unique dxs}:mctwn
gfuséglrfgsti: first State in the country to have its own
ilitation centre.

rehalk:mc?:;(; be seen from the achievement§ th;,iht:lfﬂj(::
monstrative purpose of this Pilot Demonstrat;cg.x
tion Centre for the Blind has been well serv
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Chapter IX
FINDINGS

The great many significant contributio i
. ns of the S
Sciences and Technology have led to several new con:ec;l)‘ta;
and new .types of services in the welfare field. It follows
that specialized welfare services have to be administered

for those who are professionall i ..
the professionals. ¥ equipped to administer,

Professional :

Regarding the rehabilitation of the blind, four categories

of professionals, excluding the adminij .
They are: nistration, are necessary.

1. Psychologists

2. Vocational Counsellors

3. Vocational Instructors and
4. Mobility Instructors,

1. Many in India, graduate from edu

the college and university level with cational institutions at

a person who is selected for the post of a Vocact?onal ‘21?1::1}:

sellor must have some general knowledge about the diffe-
56

rent vocations. It is not difficult in India to get persons

with that kind of background.
3. Vocational Instructors are to be the experts in their

" respective vocation, capable of imparting training to others

in those vocations. There are many institutions in the
country which train persons in various vocations. Hence
there is no difficulty in securing this category of profes-
sionals.

4. To get a suitably trained Mobility Instructor in India
is an impossibility. There is not a singl'e‘institution in the
country which imparts this kind of training. This Centre
was fortunate enough to get a person trained in mobility
instruction by deputing him to Orientation & Mobility course-
in Kuala Lumpur, Malaysia. It would therefore be seen
that it is not merely desirable but also necessary to start
institutions which could impart training in mobility instruc-
tion. If our national objective is to be to rehabilitate even
half of the estimated number of the blind at present in
India, which is a little more than five million, a few special
institutions to impart training in mobility instruction is es-
sential. Five or six such institutions on a regional basis may
serve the purpose. It may be added that Wit}?().ut .suitably
trained persons in mobility training, the rehabilitation pro-
gramme for the blind cannot be a success.

Education of the Public.

In the final analysis, the success of any welfare pro-
gramme, especially like the blind welfare, is to some extent
or other, related to the attitude of the public towards that
programme. Educating the public, therefore, assumes great.

importance,

Regarding the blind, it must be impressed on the public
that the blind can be trained to become gainfully employed
and useful citizens within their limitations, and that the
blind are not to be objects of redicule and contempt. Many
amongst even the well educated in the country do not seem
to realize the difference between a school for the blind and
an institution for the rehabilitation of the blind. Further
the traditional attitude of the industrial and engineering
concerns, big and small, that the blind persons cannot be
of any use to them needs to be modified through sustained

efforts.
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There is also the aspect of disseminating knowledge
about the available facilities for education and rehabilitation
to the blind, more particularly to those in the rural areas.

Further attempts must be made to enable them to discard’

that by being blind they have to be necessarily dependent on
«others.

Need for Workshop:

Based on our experience that a rehabilitation centre for
the blind in the country, must, out of necessity, have a
‘workshop attached to it. Employment opportunities for the
trained blind not being readily and easily available in the
country a period of time is required to find suitable em-
ployment for the trained blind. There is also other aspect
that several of the trained blind are not quite ready to
accept employment in the open industry. These two aspects
create a time lag. Turning out of the rehabilitation centre
‘those who have been trained immediately after the training
programme is completed, would not only result in the utter
wastage of the training itself but also in serious frustrations.
A workshop attached to a rehabilitation centre to provide
sheltered employment pending placement in open industry,
therefore, becomes a necessity to avoid the above mentioned
pitfalls or dangers. It needs to be emphasized that this
kind of a workshop is to be only a temporary or stop-gap
-arrangement. This workshop also serves another important
purpose. It can be used as a good demonstration centre to
‘the public as to how the blind can be trained to become
gainfully employed. It was observed that frequent holding
-of exhibitions, which attracted large numbers from among
the public led to a great impact on them. That the blind
‘can be rehabilitated in this manner was a revelation to
them. It may safely be said that the Tamil Nadu govern-
ment became very much interested in continuing the reha-
‘bilitation centre by taking it over, was largely due to the
demonstration held in the workshop attached to the Centre.
But for the timely decision of the State government to
-continue the Centre, the pioneering work of this Centre
-during its five year period may have gone to waste.

‘Rural Blind :

In the rehabilitation of the blind it is paramount to
keep in mind the particular type of training to be given
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to the blind coming from the url?ar.n areas :1;(: ;};211 bglr:g
e ru}‘al al<‘ieeasl.11at'le‘lh;3 :rl;algll::lg rfna\:)rs:ilial set-up or
;}l;il}"o:r?ginfg cthc:In oa'achei'1 words,_ 1.;wo. different E{‘O%irm??}fs
are to be evolved for the rehablh.tatlon of .tl'le ind of the
urban and the rural areas. A ur_nform training programme
is bound to result in creating misfits.

i ducted by this Centre,

A Study of the Rural Blind, cond y ent
recently inle70, revealed many s1gr;1f;c;ngf;:r};mmgse ,fg:mt;::g
to the need for a diﬁerent.tyl')e o . 1
rehakilitation. Some of the significant findings are:

1. With the simultaneous startfing of the ss:hools f(;;
the blind, wide publicity is to be given for mall?lntg'ousztiu
such facilities. A large section of the rural population d
Lelieve that education and training are beyond the capacity
o t};e b?:;ix:e is great scope to improve the abil?ties of. !;he
rural'peOple to make them more useful to thg;r m:il
The training for the rural blind shf)uld mielc.essa:;dy e based
on their present usefulness to their families
be near to their home. .

3. Though the rural blind people arg.mobllehto s?mt:
ten.t blindness has restricted their moblht.y to the ex-fr}
flfat they are compelled to avoid social functions. tHe:l}f: nl1 tl(s)
essential that mobility training shc;luld be given to

instill confidence and courage in them.

of the Rural Blind — conducted by the Pilot

1. Report of the Study the Blind, Madurai, 1970.

Demonstration Rehabilitation Centre for
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Posting a letter — part of mobility training

Mobility training in rural areas. The bullock-cart

track serves as the guidelines.

e

Evaluation & Assessment unit — Newly admitted clients
are given tests.



Sri Dharma Vira, Governor of Mysore is watching the
Employment in Open industry — 3 clientx are packing woman client stitching a garment
glasx chimneys with <traw

Mr. Martin E. McCavitt, Chief, Division of International
Activities, U.S.A. and Major D. R. Bridges, Director, AFOB

Far East Regional Office, Malaysia discusses the progress Sri V. V. Giri, President of India
with the Director of the Centre.,

visited the centre on 17—11—69
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LOW VISION AID CLINIC — REPORT

Introduction :

The development of Low Vision Aid is a new step in
the progress of Ophthalmology. For the past fifteen years
virtual revolution has taken place in visual rehabilitation
with these aids. It was in 1953 the first Low Vision Aid Clinic
was started in Brooklyn Hospital, New York and thanks to
the Pioneers in this field, within this fifteen years it has
attained an important place in Ophthalmology. Though the
invention of some of these aids like telescope dates back to
antiquity, the implication of such devices for visual Rehabi-
litation has been realised only now. The establishment of
more than five hundred such clinics in over 20 countries all
over the world will mark its importance and is a testimonial
to its efficiency in helping the partially sighted patients.

Many patients with sub-normal vision who have been
condemned to blind life can be rehabilitated with these magni-
. fying lenses. It must be born in mind that almost all these
devices are designed for and used for near vision only except
few like telescopes and contact lenses which could be used
to improve upon the distant vision with limited value. There
is nothing new or mysterious about the principles and appli-
cations of magnification in the problem of low vision. Ac-
cording to Dr. M. Gordon, it has been one of the neglected
fields in Ophthalmology.

Need for the clinic :

It is a well known fact that not more than 25% of those
who are classified as legally blind are totally without sight.
The remaining 75% have some residual vision ranging from
light perception to the upper limit of legal blindness. Recent-
ly it has been estimated that there are probably 5 million
legally blind persons in India. Of those, about 3.5 million



‘would be having some residual vision and should have the
opportunity to discover whether they can be helped by Low
Vision services. Each blind individual with residual vision
must be subjected to proper examination and should be
trained to develop and use that vision to the greater possible
degree. To those with severe visual impairment, even a
little gain in visual efficiency can be invaluable although to

the normal person this gain would seem so slight as to be
of no importance,

Classification :
Blindness can be classified
sighted. Gerald Fonda has cla

normal vision into 4 groups ace
they have :-

as totally blind and partially
ssified the patients with sub-
ording to the amount of vision

Group I: PL. to 1/200

Group II: 2/200 to 4/200
Group III: 5/200 to 20/300
Group IV : 20/250 to 20/60

Patients in Group I must be taken to blind school for
education in Braille. Group II people, with certain diffi-
culty, may be trained to read large type letters. Group III
and IV are the suitable candidates for low vision aids.

Definition :

People who have vision below 6/60 in both eyes or peri-
pheral field of vision is restricted to 20° all round are consi-
dered as cases of subnormal vision. Eventhough the central
vision is normal, if the field vision is narrow and tubular,
they are said to be having subnormal vision. Gerald Fonda
has included, patients having vision 6/18 in both eyes who

are not able to read with normal reading addition, under
this Group.

Principle :

There is a false belief tha

make the patients to regain their normal vision. It should be
emphasized that the aim of t

his scheme is to make best use
of the remaining vision however small it may be and not
to give the vision back.

t these special glasseg would
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i isi ids is based on magni-

’ rinciple of low vxs1on. ai . Agni-

The \gffhogﬁf images of the objects. This mag‘xtlﬁﬁoc(:ia

fication be by means of glasses or by non-optical me s4

tion may 'gca)trion is the property o.f lenses a'nd ea.chal-}—t

'Il‘)he }In iigvtls a magnification of two times and is equivalen
sph g

ower microscope. . .

O -optical method consists in enlarging the image

. The Itl?:a gy bringing the objects closer to t}%e eye or

o t}}e o rds the objects. This is best exemplified in a

moving to:\-’:nt who is not able to see the black-board atha

?y: I;gepsfl 920 feet, will be able to see at 10 feet and the

1sta

magnification is two times.

Mag;ifli‘ct:}tli:z;gni fication to be effective and useful certain
o

1 and functioning. In
tina must be nqma ' . I
parts :f frrtlgfulr:r diseases, the principle of magmlfli(c)atlon :;nhlé
Caifzse to be beneficial if the paramaqular area lsiﬁcamtioan]'s he
prWer of lenses must increase for higher magn )
po . 3 s

agnification increases. .
e 1:;1 gn:vorking distance decreases and so the reading
. m:terial must be held very close to face.

2. depth of focus decreases.

field of vision decreases and

minati inadequate as the dist.an_ce 1s very
4. Illl e tx;aft;zl: n&;};sb;;;’l b:?)bviated by providing illumi-
clos .

nated magnifiers.

[JL)

Selection of casss fo: tpr;iis:z?sf;fo :will be benefited by
. i able . . .
Selestion (éfiffsi::lult job It may require two or three visits
these aids is ﬁthalmologist decides about the smtah e a;l i
?}?fo;aet?er;l: P Moreover, these aids are tcOS;lY f:g:lext- ggui tries
e . ’ . (] n )
. from a single visit. . if
not be If)r escn]zg?i their aids to the patients for trial atrigasle
certain : 1rfcnsv;,-ere satisfied, they can continue um;lgl .
t}'lg pagt?::rwiss e it will be replaced by other form of aids.
aids.

. . Low
© Selection of patients is as 1mportantvaes d{;;‘::sges f}:; —
Vision Aids. For patients with progressi

es



they are benefited by these aids at present it will become use-
less in no time. In diseaseslike Disbetic Retinopathy where
loss of vision may occur rather rapidly due to recurrent
haemorrhages, rehabilitation by these glasses is tedious job,

as they need increasing amount of magnification in a short
time,

The important factors which are to be considered in
selecting the cases are:
Diagnosis
Duration of illness
Age
Intelligence and educational back-ground
Visual acuity for distance and for near.
Field of vision.

Primary visual need of the patient and
Motivation

“qeﬁmn'hwf\bH

Diagnosis :
The success with the Low Vision Aid depends on the

extent of eye pathology which ig responsible for the sub-

normal vision. If the condition ig progressive one, these aids

may not be helpful. As the patient gets used to these aids,

which takes a long time, the condition may progress and the

low vision aid may become unsuitable. For example, in

cases of Diabetic Retinopathy, fresh haemorrhages will cause

further deterioration of the vision. So it is necessary to treat

these cases and then if the condition becomes stationary,

they may be taken for these aids. In diseases where the

progress is very slow, these aids will prove to be successful.

The favourable cases for low vision aids are:

Myopia with or without degeneration

Macular choroiditis and degeneration

Anijridia

Aphakia

Keratoconus

Leucomas ,

Immature cataract-unti] the

In early glaucoma,

B0k W

time they get operated and

2

JAge:

‘The unfavourable cases are:
Advanced cases of glaucoma

1.

9. Retinitis Pigmentosa

3. Optic atrophy "
.4, Diabetic Retinopathy

5. Other diseases with marked field loss

; Illness : -
Durth;‘r;t‘;J; nt who has developed this subnormal vision re-

cently would be expecting us to give him a full normal

i tient who has not been

isi he had previously, or, a pa : ot
Vls.‘mnh&: residualpvision at all would not be ina p051t.1on to
?:éggnize the letters, as he has not been oriented to this new

environment. He would have been well trained in braille

and other systems and would feel better than with new
glasses and their use.

Younger individuals are more suitable candidfates fog
low vision aids than old peqple. As most of thes% aids ?:ses_
much practice and motivation before.they .cz:.n \%;:rcl -
fully used, the younger peopl'e find it easier. en the
vision is poor, the magnification needed 1sf more a 1 th
printed matter must be kept very close to ;alce‘so ?Islatothz
read. In these cases it is necessary to emp a}sllzeh at the
material must be moved sidewards keepul:g 1:t e Oea  and
eyes in stationary position in order to see bet er.1 q vsgl dgivi_
tremors and titubation, which are prevalent in older

duals, they will find it very difficult to practise with these
' )
.aids.

ligence and educational background : .
Intechucational background also plays an 1tmpg2ta}§1:s r&l’i
in the treatment with these aids. A patien ‘Wh ! ot
}on G;1b1e to read for years due to hjs ailment, 1ff 1tehls m:ids
t: i‘r;ad the prints he feels much sat1sﬁgd; 1&3‘: igg ) :afmn .
are helpful only or near work as _readmgz kit ’f‘he rming,
music etc., and some only f9r distant Yflneedsmuch  of
learning the technique of using these ai cs Is much more
in lligence on the part of the patxgnt. o-og): ation of the
g;tt?en% and constant use of these aids may

best results.
6P



Visual acuity, for distance and for near :

When the distant visual acuity is below 2/200, it is
better to keep them in blind school and educate them in
braille. The patients with vision 2/200 and below 5 /200 can
be helped for reading bold letters, if they are motivated for
the same. If the distant vision is even 6/24, when they are
not able to read small prints by younger individuals or with
normal reading additions by old people are considered to
have subnormal vision,

Field of Vision :

In Retinitis Pigmentosa, Optic Atrophy, Advanced
Glaucoma, etc., the field of vision is very much limited and
tubular and so these aids too are of limited value. As the
magnification increases, the field of vision decreases, People
who can go out-door without hitting against or falling down
are considered to be having a fairly good field of vision.
Even if the central vision is 6/6, when the field of vision is
restricted to 20°, they are considered as having low vision.

Primary visual need of the patient :

As soon as the patient comes in, it is better to know the
particular need of the patient. This depends upon the occu-
pation of the patient before and after becoming blind and
economic status, If the primary visual need of the patient
is only for reading or for very close work ag knitting, in
patients with low-vision, they could be helped by these glass-
es. But when the illiterate villager comes for such aids, his
aim is to get his normal vision to earn his living, and we
could not help him. They need proper visual rehabilitation
according to the amount of vision they have.,

Motivation :

Some patients would not like to change from the state of
blindness to the new environment for reading with high
power glasses at a close distance. They would have been
trained well in braille and so would feel reluctant to use
these aids. Such people must be allowed to select their own
choice as they will not use them even if they are able to see
the letters. We have to find out whether the patient is moti-
vated for using these aids or they forced to use them by his.

parents or relatives. Since most of these appliances need
much practice and patience before they could be used suc-
cessfully, it is important that the patient must co-operate and
work hard to get used to these glasses,

Hlumination in Low Vision Aid ;

Alteration of illumination will bring favourable results
in some cases depending upon the individual tolerance of
light and nature of the diseases. Cases of macular choroditis
will feel better with dim light. Optic atrophic cases need
bright light. In posterior cortical cataract as all the ophthal-
mologists aware of, the vision lost is out of proportion to the
amount of cataract present because of the central position
of the cataract occupying the nodal point. As the periphery
of the lens is clear, when the pupil is dilated by means of
mydriatics, they see better. Moreover these patients see
hetter before the sun-rise and after sun set, ie., in dim light,
So by suitable adjustment of light, they can be given relief
at least until the time they can get operated.

Types of Aids :

Since low vision scheme is getting popularised, all the
ophthalmologists must be aware of common aids which are
being prescribed. They may be in the spectacle form or
other special lenses. The common aids are:

Telescopic lenses

Microscopic lenses

Hand magnifiers

Contact lenses

Tinted glasses, and

. Eye shades and high spherical glasses.

Telescopic lenses enlarge the retinal image by bringing
the object closer to the eye. But these glasses cannot be
used for walking as it reduces the field of vision and pro-
duces motion parallex. The patient must be in stationary
position. When the vision in both eyes is reduced, the bino-
cular telescope can be used with a special arrangement to
correct convergence by means of prisms.

Microscopic lenses are made up of plastic material and
they are available as X2, X4, X6, X8, X10, X12 etc.,, Each

O WD ON
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Contact lenses are helpful in subnormal vision ag they
increase the size of retinal image. A telescopic system

is now used placing a contact lens with power and a convex
lens in the spectacles.

Tinted glasses

According to the tolerance of light of the patients, we
can prescribe these glasses. People with posterior cor,tical
cataract will see better in dim light and we make use of this
by prescribing a dark glass, with refractive correction. Ix;
central corneal opacities and dystrophies, when the pupil
dilates, there will be good vision. In Retinities Pigmentosa,

ratients feel better with yellow-tinted glasses, as yellow is
the bright colour in the spectrum.

Eye Shades :

These can be given to the patients who cannot tolerate
bright light. This prevents the light coming from above and

makes the patients to see better. These cye shades ca
attached to the spectacles. ' n be

High Spherical Glasses :

Some patients with subnormal vision will be able to
read with simple addition of convex lenses. If the needed
power is more than +6 D.Sph. the eye with better vigion is
corrected for near vision. Only one eye is utilised. In
higher corrections, if both eyes are used, there will be more
of convergence and eyestrain,

LOW VISION AID CLINIC

The Low Vision Aid Clinic, a part of Pilo
‘tion Rehabilitation Centre for the Bﬁnd was set tql)) ii)ml\?gxs;g:]:
ber 1966 in the Eye Department, Erskine Hospital, Madurai
with a research grant from the Department of He;alth Edu-
‘cation and Welfare, Vocational Rehabilitation Adnﬁnist,ration
No.V.R. A, -InD-15/65 (U.S. A.) TheU.S. Government
deputed Dr. George O. Hellinger, an eminent optometrist for
the task of starting the clinic and two of our staff members
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Dr. P. Namperumalsamy and Mr. M. P. Kuriakose had
intense training under him for 3 weeks.

Staff :

1) Ophthalmologist

2) Refractionist

3) A Staff Nurse to follow up the cases

4) A Record Keeper — To maintain records.
Equipment :

This centre is well equipped. We have keratometer,
slit lamp and complete refraction set. In addition there are:

1) Low Vision Aid trial set.
2) Telescopes

3) Microscopic trial set

4) Magnifiers

5) Contact Lens trial set

6) Specially designed charts for near and
distant vision.

The cases seen are mainly from other clinics of the same
department i.e. glaucoma clinic, Neuroophthalmic clinic etc.
1n addition we have had cases referred by Ophthalmologists
from various parts of India. It is interesting to note that
patients have come from far away places as much as 2000
miles away and we were able to help most of them.

Method of examination :
Each case was examined thoroughly and result was noted.
The routine examination includes :-

(1) routine refraction including keratometry retinos-
copy ete.

(2) Refraction with Telescope — Telescope in the trial
frame with the subjective trial lenses in the posterior cell
of the trial frame.

71-



(3) 1If the distant vision is improved, near vision with
high convex lenses suitable to his job, reading ete. are tried.

If distant vision is very poor, trial with microscopic lenses
is made.

(4) Trial with hand magnifier in selected cases.

The distant vision charts are fixed at 3 metres §
of nprmal 6 met.res distance and the chartg also 1::?2%
special type having letters ranking from 20/200 20/175
20/155 etc. to assess the correct visual acuit : i

X ; Y. The magnj-
fication required for near vision is calculated from the di:t?an:t
visual acuity.

Results :

The following tables give the month war:

t
patients attended the Low Vision Aid Clinic, wi b pomnent of

of improvement. th percentage
1966 — 1967 :
Month No. of Improved Percentage
cases seen
November, ’66 137 60 43.7
December 191 1 3.2
January, 1967 151 93 61.6
February 23 90 73.0
March 90 53 58.8
April 79 56 70.8
May 100 ) 53 53 :0
June 104 (ks 74.04
July 101 75 74.95
August 80 58 2.5
September 89 67 1 ‘g
October 63 4 69‘8
November 68 51 5 .0
December 63 52 76.4

2

1968

Month No. of Improved Percentage
cases seen
January 75 47 62.6
February 71 42 59.1
March . 54 40 74.0
April 50 48 80.0
May 113 80 70.7
June 68 55 80.8
July 85 67 78.8
August 99 79 79.7
September - 91 ki 84.6
October 92 72 78.2
November 90 67 74.4
December 76 68 89.1
1969
Month No. of Improved Percentage
cases seen
January 68 51 75.0
February 62 47 5.9
March 63 52 82.5
April 54 45 83.3
May 127 91 71.6
June 90 (] 84.4
" July 51 38 74.5
August , 56 43 76.8
September 81 67 82.7
October 52 40 76.9
November 48 38 79.0
7.1

December 27 21

1970: In 1970 we have seen about 229 cases and 75% of thenr
showed improvement with glasses. (Till Sep. 1970).



It is understood from the tables that we have been able
1o- help 75%-: of these partly

sighted individuals with these
aids. )
Type of aids :

lenses. Most of the

or equivalent high spherical lenges were prescribed for 50

cases. .These microscopic lenses are made up of plastic
‘material and each power microscope is equivalent to 44
DSph. and this gives the magnification of two times. These
glasses should be used only for one eye. The fleld of vision
is less. The printed matter must be kept very close to face.
‘The spherical and thromatic aberrations are more when
the power increases. So, use of these lenses need much
practice and rehabilitation. It is said that these aberrations
-are minimal in patients with subnormal vision.

It would seem that almost 60% of them improved with
-ordinary refraction. Various kinds of visual aids are tried
in various clinics and the type of aid depends upon the
individual need as well as the fashion of the clinic. It is a
fact that most of these special glasses are not available at
bresent in India. But these glasses have been substituted
‘with ordinary glasses, but with less rewards. The special

-aids in the form of microscopic lenses and telescopic lenses
were prescribed only for 10% of cases.

Selection of cases :

Selection of ‘suitable cases for fitting low vision aid
.is as important as fitting the aids. It does not mean that
-2 given case is not worth a trial. The favourable cases which
have been benefiteéd by the low vision aids as we have found
in our study, are immature cataract, myopia, aphakia, ma-
-cular degeneration and macular choroiditis. The unfavour-
.able cases are retinitis pigmentosa, optic atrophy, retinal
detachment and glaucoma. These findings are supported by
‘the reports from New York by Richard Hoover, M.D,, and
*Carl Kupper, M.D., Dr. Gerald Fonda hes included. cone
genital abnormalities like albinism, eoloboma choroid, colo-
boma optic dise etc. under favourable group. In our analysis,

A

we find that most of these cases are associated with other
abnormalities like mental disturbances, nystagmus etc., and
so improvement was not appreciable in these cases.

Benefits :

lf) Vocational : It helps to keep thems.elves engaged
in some work or other and to continue thgir job or to seek
;1ew job fitting with their new visual efficiency.

2) Personal: These aids prove to be more u§efu1 in
identifying persons, for reading letters, and for seeing bus
numbers etc.

i : i t of them would

3) Educational: For children, mos :
feel l)oetter to read with the eyes than with the hax}ds
(braille). Most of them can attend normal schools by using
these aids.

Conclizzzozi.sion is a part of rehabilitation but not' to regain
vision which is lost. They are n(_)thng but special fglastsi's:
based on the principle of mag'rflﬁcatloz.x,' helpfzil hOrould
patients who have got some residual vision %h c d::’ ud
not be improved with medicine or operations. ey

cure the disease but help them to see.

— Not useful in progressive diseases.
i d used for near

— are mostly designed for an
vTi};‘iegn except few like telescopes and contact lenses.

i ds upon the primary
— uccess or failure depen : y
Sihsﬁa: need of the patient, intelligence, age, and moti
vation etc. - .
It seems that the best form of aid is proper refrac-
- tion and prescription of conventional glasses.
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CONTACT LENS CENTRE

Introduction :

‘The'Contact L:ens practice has now become an advanced
art and it has attained its place as a regular part of Ophthal-

mic practice everywhere. In India it is still in an infant

stage and there are not enough centres for prescribing and

fitting contact lenses. Those who practise in this field will
agree with me if I say that it is simple art when learned,
but it has been neglected due to engagement of our ophthal-
mologists in the practice of various other branches of oph-
thaln_n{c medicine and surgery. Added to this are, lack of
,pubhclt.y among the public, the high cost of the lenses and
tonavailability of the lenses in time, All our gratitude are
due to various ophthalmologists, optometrists and other
scientists who are responsible for the present day develop-
ment, in indications of the lenses as well as in lens designs
and also.the raw material, from the day it was introduced
by Saemisch in 1887, It was introduced in the form of scleral
contact lenses which we use now only in certain indica-
tions. The corneal contact lens came later when Kevin
Tuohy introduced them in 1948, The raw material that
the modern scientists have evolved is methyl methacrylate,

-af;ter having passed through the stages of glasses, Dentacol
etc.

The Contact Lens Centre was started as part of Low
Vision Aid Clinic attached to our Eye Department, Erskine
Hospital, Madurai, on 20—11—68, It has got necessary
equipment consisting of a keratometer, Trial Contact
Lenses, Ultra Violet Light and of course 2% fluorescein. All
our Contact Lens wearers are those who have been referred
from our refraction units, who have shown interest in wear-
ing them.

SUMMARY OF CONTACT LENS PRESCRIPTION

Once a patient has been selected as a suitable candidate
for contact lens we have to ascertain that he can come to
us at least for three sessions before a wearing schedule is
given. It is also necessary to explain the advantages of
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contact lenses compared to spectacle lenses. In the first ses-
sion, a careful keratometry is performed following a com-
plete refraction. Trial lenses are inserted to condition the
patient, test his reactions and to obtain a rough check on
the keratometry. At the end of the first session the decision
is made whether or not to proceed with the fitting,

The second session is scheduled after the lenses are
received from the Laboratory for fitting the end correction.
If the lenses are correct the patient gets training in insertion
and removal on subsequent days. Third session consists in
wearing the lenses for an hour or so and the patient’s re-
action to the lens studied and the wearing schedule is given
if they are found to be free from any symptoms. Thereafter
brief return visit only will be needed.

Watering symptoms :

One of the most important problems is the adoptation
of the patient to the use of contact lens — wearing time
must be gradually increased by half hour periods, until it
can be used throughout the day. The lenses are expensive
and fitting is time consuming. Feeling of the foreign body,
lacrimination and some congestion are common at first but
disappear after sometime. If they persist, it may indicate
corneal abrasion or cedema. Some patients may not tolerate
the presence of the lens in the eye. They may have diffi-
culty of manijpulation of the lens by themselves. All the
contact lens patients need periodical follow up. The compli-
cations commonly encountered are :

i) Corneal abrasion — due to lens or produced by the
wearer during insertion or removal — discontinue lens for
sometime,

ii) Symptoms of the corneal abrasions may appear 1 to
2 hours after removal of the contact lens after wearing for
long time — Discontinue lens for sometime,

Steps :

1. Accurate K’ reading is taken — The flatter curve
is used as the base curve. But for high astigmatism we lfave
to use a compromise base curve between the two K.readings

In general steeper lenses are used in these cases.



2. Diameter of the lens must be determined. A size
'2 mm. less than the corneal diameter is tolerated well with
the normal palpebral fissure,
' 3. The next step is to use a tri

al lens which is nearly
‘approximate with the patient’s

required base curve.

4. At this position the fit must be checked with fluore-
scein. The optimum fit will be a slightly fluorescent apical
zone indicating corneal clearances; a darkened paraperi-
pheral ring (area of corneal lens contact) and a arroe peri-
pheral fluorescent ring,

5. Refraction of the

patient and transposition to minus.
cylinder form-Sphere co

mponent only is used up to 3 to 4
D.sph. In high astigmatism depending upon the patients’
comfort. The power is adjusted between the sphere and.
cylinder values. If the base curve is changed from normal
K’ reading in order to have proper fit, power is adjusted.
accordingly.

6. Correction for vertex distance must be made.
Standard conversion tables are available. Calculation may-
be made from: For convex lenses 1000/FL+4Vd = CVD and
for minus lenses 1000/FL—Vd — CVD. Fl: Focal length
Vd: Vertex distance and CVD = corrected vertex Diopter.

Indications :

The examination and evaluation of a patient for contact
lens includes a complete ophthalmological examination
which consists of visual acuity, tension, extraocular exami-
nation, muscle balance tests, congenital abnormalities etc.
It is our prime duty to find out the motivation of the indivi-
dual for using these lenses and the lens wearers must be in-
formed of the possible difficulties and few complications:
involved in the practice of insertion and removal and in.
wearing these lenses. The common indications are:

High Myopia.

Hypermetropia.

Corneal Astigmatism and Keratoconus,

Unilateral and bilateral aphakia,

Aniseikonia and anisometropia.

To connect astigmatism after keratoplasty,
Albinism and Aniridia-Special types of contact

lens with tint.
8

Contra Indications : .
For certain cases these should nt.)t be prescribed. Telzle
conditions are: Glaucoma, Active n?traocu%ar or coré:
athological conditions, excessive or insufficient tea;; f)wi
I':llergy particularly to plastic materials, old age and physica
disabilities ete.

Results
Total No. of cases .. lgg
Myopia o
Anisometropia %
Aphakia _ 3
Unilateral Aphakia :
Keratoconus .. ’
Corneal Dystrophy .. :
Leukoma .. 0
Others ..
168 cases
Conclusion :

The Contact Lens practice is a part of Low Visiorf Aid
heme and it is a simple art when learned. Our experience
;cas shown that many patients who cannot tolerate ordinary

" glasses, as in keratoconus, will get benefit out of these plastic

fenses and it is necessary to have more Contact Lens centres
to help the needed.



REPORT ON THE SEMINAR ON LOW VISION AID
(Held from January 29th to February, 10, 1968).

‘Objectives :

With a research grant from the Department of Health
Education and Welfare, Vocational Rehabilitation Adminie.
tration, N. VRA-IND-15/65 (US.A), a Low Vision Aid
Clinic, the first of its kind in India, was set up in November
1966. It attracted great interest among both ophthalmologists
-and eye patients all over India. Tjll March, 1968, 1044 per-
sons from several parts of the country such as Bombay,
Ahmedabad, Kashmir, etc,, visited the Centre and were
benefitted by the service. In order to familiarise ophthalmo-
logists in other parts of the country and to popularise the
final stage of visual rehabilitation, namely “Low Vision
Aid”, it was proposed to conduct a “Low Vision Aid
Seminar”., The Social Rehabilitation Service, VRA,
Washington, U.S.A. kindly permitted us to have such a
seminar and the services of Dr. George O.Hellinger, New

York, US.A. were specially made available, for conducting
the Seminar,

Information regarding the holding of the Seminar was
<irculated to States Government Departments and other
leading eye hospitals to depute one ophthalmologist from
each State all over India. Nine ophthalmologists from six
-States attended the Seminar. Dr. George O. Hellinger who
arrived at Madurai on 24th January, 1968 with necessary

-equipment planned the course in detail. The course ended
-on, 1071968,

The Seminar was inaugurated by Dr. T. J anardhanan,
Director of Medical Education, Government of Tamil Nady.,
List of participants in the Seminar ; ‘

1. Dr. C. S. Kalidasan, M. S, Govt. Ophthalmic Hospital,

Residential Medical . . Madras-8.

Officer.

2. Dr. S. V. Krishnan, M.S.,,  General Hospital, Tumkur,
D.O., Mysore State, :
Residential Medical
Officer.
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-¢ffering such aid,

3. Dr. A, P. Goswami, B.Sc,, NIOR Hospital, Sitapur,
M.B.BS, D.O.,, Uttar Pradesh.

4. Dr. A. S. Divatia, Institute of Ophthalmology,
M.B.B.S., M.S, (Oph.), New Civil Hospital,
D.O, M.S,, Ahmedabad.

5. Dr. P. S. Subramanian, Railway Headquarters
B.Sc., M.BB.S., D.O,, Hospital, Perambur.
District Medical Officer.
‘6. Dr. P. Renga Reddy, Sarojini Eye Hospital,
M.B.B.S., M.S.. Hyderabad.
Asst. Prof. of Ophthalmo-
logy.
7. Dr. A. K. Gupta, MBB.S,, Moulana Azad Medical
M.S., College, New Delhi.
Lecturer.
‘8. Dr. K. Subramaniam, Bangalore Medical College,
M.B.B.S.,, M.S,, D.O,, Bangalore.

9. Dr. K. S, Subramanian, Ophthalmic Hospital,
M.S., F.R.CS. D.O, Trivandrum.
Professor of Ophthalmo-

logy.

Programme :

Discussions were followed by practical study of cases
covered by the course. The occasion was taken advantage

-of by many low vision patients to consult the best advice

available. This also proved a boon for the participants to
study the problems of “Low Vision Aid” and methods of

A Certificate was issued to all participants in the Seuﬁnar

-stating,that they have undergone the training'ecourse in “Low

Vision Aid ”,
It is really proud of us to finish the Seminar on such a
scale with an expenditure of Rs. 5,665/-.

-SUBJECTS DISCUSSED IN SEMINAR :

1. Discussion of General problem:
National, State programme with vision rehabilitation
Identification of subnormal vision patients and legally
blind children.
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2. Brief history of subnormal vision work and aids origi~
‘nally telescopic spectacles near vision aids,

3. Causes of Low; Vision Analysis of 700 cases —

Dr. P. Namperumal swamy.
4. Optical principles. v APPENDIX A
Magnification. Financial Plan
9. Classification and descriptions and use of L. V. A. . L )
6. Factors in visual examination of the patient (including otal allotment in 4 instalments : _ Rs. 5,97,000

psychological factors).

Allotments under various heads
7. Problems of training in Low Vision Aids.

8. Educational needs of the partially blind school children. _ Ra. Ps.
Professional Staff 1,78,106 00
Other Staft 52,431 15
EXAMINATION FORMS Travelling allowance 12,382 68
9. New Developments. Consumable supplies 2,50,869 59
10. Contact lenses and other aids. Permanent Equipment 41463 03
11. Problems of Binocular vision. Direct cost 60,747 35
CONCLUSION : Total 5,97,000 . 00
To put it in a nut shell, the Seminar has achieved its '
main objectives of : ‘
1) Offering opportunities to several ophthalmologists Receipts '
to study at first hand the use of Low Vision Aids and the st allotment (Received in November ’85) .. 198200
needzf‘);t t;e same;ed i th g £ the State Go nd allotment (Received in June '67) .. 1,33,600
has crea em and some of the State Govern- , : ’
ment Departments, the urge to open such Low Vision Aid rd allotment (Received in May "68) .o La2600
Clinics, ith and final (Received July ’69) ~  *: .. 132600
3) It has awakened many ophthalmologists to #he fact Ct | |
that even after all that is done by Medicine and Surgery, ‘ ‘! Total _-+ 597,000
still, the patients with limited vision can be hélped by Low \ ’ -
Vision Aids. .
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