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PREAMBLE

Blindness ranks third, according to Braille Institute (2000), after cancer and AIDS (Auto Immune Deficiency Syndrome), as the health issue feared most by the American public. This fear is not unsubstantiated: the American Foundation for the Blind (AFB, 2004a) advances a general-purpose estimate of approximately 10 million Americans as being blind or visually impaired. Individual estimates by different institutions vary depending on the definition of blindness/visual impairment, and when the estimate was conducted. The estimate of 10 million, according to AFB, is based on a “merging and rounding” of various estimates from federal surveys of noninstitutional (or community- based) and institutional (mostly nursing home residents) populations studied in the mid- to late 1990s. The estimate includes people who are totally blind as well as those who have difficulty with vision even when wearing corrective lenses, and people of all ages. Braille Institute (2000) cites a figure of 15 million for the number of blind and visually impaired persons in the United States. 

In 1994-95, there were approximately 1.3 million Americans reported as being legally blind (AFB, 2004a; defined in section 1.4 of this report). Approximately 535,000 legally blind individuals are of working age (defined as ages 18-69). Of this number, only 30% are reported as being employed. Another 2.5 million individuals of working age are estimated to be visually impaired although not categorized as legally blind, of which only 45% are employed (AFB, 2004b). The number of Americans who are blind is expected to double by the year 2030 (Prevent Blindness America (2003a). 

Lighthouse International (2002), based on information obtained from the World Health Organization (WHO), lists the major causes of blindness worldwide to be cataract, trachoma, and glaucoma in that order, accounting for more than 70% of world blindness. The latest report of WHO lists cataract, trachoma, Onchocerciasis (or “river blindness”), childhood blindness (due to a variety of causes), and refractive error and low vision as the leading causes of world blindness (World Health Organization, 2003). While cataract—a clouding of the eye lens—may be present at birth in some cases, or develop after eye injuries, most cases of cataract are believed to be age-related, and in all account for 50% of world blindness. Trachoma, by comparison, is an infectious disease responsible for 10-15% of blindness worldwide. It is caused by a microorganism that spreads through contact with eye discharge from the infected person, scarring the inside of the eyelid, and eventually leading to scarring of the cornea. Trachoma is found mainly in rural areas of Africa, some countries in the Mediterranean and Asia, and parts of Central and South America, and in Australia. Onchocerciasis is a disease found mostly in West and Central Africa, but has also been identified in Yemen and certain countries in Latin America. Childhood blindness, affecting some 1.5 million children worldwide, but mainly in Africa and Asia, is caused by vitamin A deficiency, measles, infantile conjunctivitis, retinopathy of prematurity, genetic diseases and congenital abnormalities. Finally, the WHO report states that recent studies have “confirmed the existence of a large burden of uncorrected refractive arrors [sic], although the interventions required are significantly cost effective…” There are an estimated 135 million worldwide with low vision, of whom about 35 million would benefit from low vision services (World Health Organization, 2003). 

In the United States, the blindness profile is somewhat different. The leading causes of blindness in this nation are recorded as either age-related or unavoidable: macular degeneration, cataract, diabetic retinopathy, and glaucoma (Prevent Blindness America, 2003a). Macular degeneration, also called age-related macular degeneration (AMD), is a condition that affects a small spot in the central area of the retina called the macula. AMD affects central vision, and is the leading cause of visual impairment among seniors (Prevent Blindness America, 2003b). Cataract, explained earlier, is also believed to be age-related. Diabetic retinopathy is a condition that often accompanies diabetes and affects blood vessels in the retina. Prolonged diabetes increases risk of retinopathy and, in the more severe cases, leads to vision loss and blindness. However, retinopathy can appear soon after the onset of diabetes, and is used at times to diagnose diabetes (Prevent Blindness America, 2003c). Glaucoma refers to a family of diseases usually connected with pressure within the eye, damaging the cells in the optic nerve. Such damage affects the transmission of visual information from the eye to the brain, resulting first in the loss of peripheral vision, followed by loss of central vision, and frequently leading to total blindness. Glaucoma is estimated to affect between 2 and 3 million Americans, with only half that number being even aware that they have the condition. It is also estimated that between 89,000 and 120,000 people are blind from this condition (Prevent Blindness America, 2003d).

Successful vocational rehabilitation of working age, legally blind adults assumes importance, therefore, not only from the perspective of an essential service in the public interest, but also from the perspectives of the national exchequer and the federal administration’s objectives of employment for all. Successfully rehabilitated individuals who find regular employment may pay back the cost of their rehabilitation as well as their disability benefits many times over in the form of federal and state income taxes. Perhaps more importantly, successful rehabilitation gives the individual the opportunity to consider himself or herself as a contributing and useful citizen rather than as a societal liability. 

If vocational rehabilitation is ineffective, on the other hand, it can lead to a drain on the nation’s financial resources and can result in a sense of helplessness, despair, and low self-esteem among blind or visually impaired individuals. The federal government spent nearly $2.6 billion on vocational rehabilitation grants to states in the fiscal year 2004 (AFB, 2004c). Additionally, $39 million went into training programs, and $24 million to demonstration and training programs. It requires little arithmetic to see that a substantial portion, if not all, of these costs can be recovered if the employment level of the target population can be raised to match the levels in the general population. 

Of course, this task is easier said than done. The Rehabilitation Act of 1973, as amended, spells out the necessary ingredients of a strategy to ensure the right of the individual with a disability to “enjoy full inclusion and integration in the economic, political, social, cultural, and educational mainstream of American society” (The Rehabilitation Act, 1973, P.L. 105-220, Sec. 2.a. 1.F) in its statement of purpose: “to empower individuals with disabilities to maximize employment, economic self‑sufficiency, independence, and inclusion and integration into society…” (Sec. 2 b. 1).

In the context of blindness rehabilitation, it is apparent that orientation and mobility (O&M) training plays a central role in the achievement of objectives stated in The Rehabilitation Act. There is empirical evidence that the level of orientation and mobility is among the most significant determinants of employment status among blind and visually impaired individuals (e.g., Crudden & McBroom, 1999; Crudden, McBroom, Skinner, & Moore, 1998; Knowles, 1969). For instance, respondents to a national survey reported transportation problems as a barrier to employment, next only to attitudes of employers (Crudden & McBroom, 1999). In an earlier study, Knowles (1969) examined a wide array of factors as predictors of employment status besides O&M, including cognitive ability, age of onset of blindness, total years of blindness, degree of blindness, age at time of rehabilitation, years worked before rehabilitation, years of education, and number of dependents, among others. Level of O&M outranked all other predictors studied. The reason is not difficult to fathom. The foremost concern of sighted employers used to a vision-oriented world predictably centers on how a blind employee will get to work and get around at the work place. This concern may not be ill founded if the employer has in the past seen other blind persons walking around with a sighted guide and depending on sighted people to do things for them all the time. There is thus a two-fold pressure on the individual who is blind to (a) achieve a high level of independent travel skills and (b) to be able to communicate that achievement to a potential employer through confident demonstration of those skills. In turn, the situation poses a challenge to the O&M profession charged with the task of training the blind client. 

It is not surprising, therefore, that the field of O&M training should be held under scrutiny by administrators charged with the task of realizing the objectives of the Rehabilitation Act of 1973, as amended. National surveys reveal that “very low employment rates and earnings of persons with disabilities have persisted and perhaps even worsened” over the decades following the Rehabilitation Act of 1973, as amended (Kirchner, 1997). Although Kirchner points out that a complex set of factors and circumstances impact the employment of blind and visually impaired individuals, the pivotal role of O&M cannot be overstated. Even if other barriers to employment were removed, it would be difficult for an individual to stay employed without a high level of O&M skills. In light of the persistent unemployment rates in the population of blind and visually impaired persons, the time is ripe to take a closer look at the field of O&M training. As Nagle (2001) notes, post-secondary education does not by itself improve employment-readiness of people with visual impairments; proficiency in O&M is essential to obtain employment.

In the past five to six decades, two approaches to O&M have evolved. Although both approaches had the involvement of blind individuals in the early stages of development, one came to be directed primarily and predominantly by sighted individuals, while the other continued to develop primarily and predominantly through the work of blind individuals. The former approach has evolved with visual techniques of O&M instruction. The stage for visual techniques was set perhaps by the establishment of a principle, at a national conference in 1959 sponsored by the American Foundation for the Blind, that “O&M professionals should be sighted rather than blind” (Wiener & Siffermann, 2000). Wiener and Siffermann note that although this decision went against the opinion of many in the field, it was felt at the time that sight was necessary to provide for the client’s safety. In recent years, in the midst of litigation and controversies (Wiener & Siffermann, 2000), this policy has undergone revision in principle to accommodate persons who are blind or visually impaired. The basic instructional technique remains vision-oriented, but blind and visually impaired instructors will be considered for certification if they can demonstrate their ability to monitor students effectively. Since 2000, professionals under this training approach are certified by the Academy for Certification of Rehabilitation & Education Professionals (ACVREP). This program of training has come to be referred to as the conventional approach, described in greater detail in section 3 of this report.

The roots of the latter approach, currently referred to as the alternative approach, may be traced back in time to when blind persons learned to move about from other blind people. The development of present-day non-visual techniques of O&M instruction was no doubt facilitated by the developments in the conventional school of training, but basic philosophical underpinnings underwent increasing divergence from the 1940s. Organized non-visual techniques of instruction started at the Iowa Commission for the Blind in the late 1930s, but took longer to become formally recognized: visual techniques of instruction had already become the established norm in a sight-oriented world. In the past decade, the alternative program of training has been formally incorporated into a university-based curriculum. Under this training program, professionals are certified by the National Blindness Professional Certification Board (NBPCB). The alternative approach is detailed in section 4 of this report. 

	In view of the problems accompanying blindness rehabilitation for employment noted earlier, it is useful to document the two approaches and to identify potential predictors of O&M training outcomes that might help the Rehabilitation Services Administration and all concerned with the field in the achievement of national objectives of employment and rehabilitation. The present study is intended to aid in that process, as elaborated in section 1.2. 

A word is in order here about the language used in this report with reference to the blindness context. In general, barring the numbering of sections and paragraphs, the guidelines for researchers issued in the Publication Manual of the American Psychological Association (APA) have been followed throughout the report—with one exception regarding language. The Publication Manual recommends that authors of research reports avoid using the term “blind” as an adjective, or any collective reference to “the blind” when referring to the population in question. Authors are instead required to use the term “persons who are blind” or an equivalent, in order to avoid “handicapping” language with “negative overtones” (Publication Manual, 2001, pp. 75-76). However, section 2.16 of the Publication Manual offers the guiding principle of nonhandicapping language as maintaining “the integrity of individuals as human beings” (p. 69). Therefore, in deference to two national consumer organizations of blind individuals—The American Council for the Blind (ACB) and The National Federation of the Blind (NFB), no attempt is made to adopt different language in referring to blind individuals than those used by these consumer organizations. 
















Part I










O&M Certifications



1.	Introduction to the report

1.1.	Preliminary information

		This report documents the research investigations conducted at Florida International University under subcontract to Mississippi State University, funded by a supplemental grant to the latter institution by the Rehabilitation Services Administration in the U.S. Department of Education, Washington D.C.

		The report is organized in three parts. Part I, comprising sections 1 through 4, contains a comparative documentation of the two professional certifications currently available to instructors in orientation and mobility (O&M) in the field of blindness rehabilitation: Academy for Certification of Vision Rehabilitation & Education Professionals (ACVREP) and the National Orientation and Mobility Certification (NOMC). Part II contains a report of a study, leading to a survey of O&M clients, conducted to identify potential individual and situational predictors of training outcomes. Part III carries a discussion of the major issues facing the profession of O&M in the achievement of national objectives specified in the Rehabilitation Act of 1973, as amended, as amended, noted in the preamble to this report. This discussion is based on the findings from the survey and insights gained during the course of the entire project. 

1.2.	Objectives

.		One objective of this study is to present information on the two existing certifications for O&M instructor preparation, and the approaches to O&M training on which they are based, in such a manner as to benefit (a) potential O&M clients looking for information on training options, (b) potential and existing O&M professionals seeking certification, and (c) policy makers and administrators of O&M programs. The comparative analysis should be of benefit to potential O&M clients in deciding which approach would suit their specific needs and temperament. The information would also serve to give practicing O&M professionals an appreciation of what their counterparts in the other approach are doing, and to assist would-be O&M professionals in choosing between the approaches. Finally, a comparative analysis would be useful to administrators of rehabilitation programs in making strategic decisions with regard to the future direction of their training facilities.

		A second purpose of this investigation is to explore individual and situational predictors of O&M training outcomes that may be useful to professionals and administrators from both approaches in enhancing the quality of services rendered to clients. The task of enhancing quality of services gains special importance for administrators of rehabilitation programs in light of national objectives, stated next.

		The two objectives mentioned above are operational aspects of the overarching goal of the study, which is predicated on national objectives of integration of persons with disabilities into the national mainstream of society in terms of employment. Historically, as noted in the preamble to this report, the community of blind and visually impaired persons in this nation has seen persistently high unemployment rates. These rates present an increasing financial liability to the nation, as rehabilitation agencies are funded in large part by federal and state governments. The overarching objective of the study is to help the federal administrators, rehabilitation agency administrators, and O&M professionals identify some of the major issues that face them in moving toward the national goals for people who are blind or otherwise visually impaired. 

1.3.	Scope of the study

		In fulfillment of the primary objective mentioned in section 1.2, an attempt has been made in Part I of the report to set out information on these certifications and underlying approaches in a format that allows easy comparison. It is important to note that Part I of the report contains factual and technical information, with no attempt to evaluate the merits or limitations of either approach. 

		Since the term “comparison” in the title of the study has generated heated opposition from many proponents of the conventional approach to O&M training and its certifying agency, ACVREP, some clarification of the term is in order here. The term is used in the primary sense provided by the dictionary for the term “compare”:  “1. to examine (two or more objects, ideas, people, etc.) in order to note similarities and differences….” (Webser’s Encyclopedic Unabridged Dictionary of the English Language, 1996). While comparison could be considered necessary to evaluate, the two terms are not synonymous. The issue of evaluation is addressed further in on in this section.

		The documentation in Part I, sections 2 through 4, was accomplished (a) with the help of two consultants, individuals familiar with the blindness field and formally qualified to provide information on the respective certifications and approaches; (b) through direct participant observation at a number of training sites in the United States; and (c) through attendance at three conferences (National Conference for Residential Training Centers for the Blind, in Albuquerque, NM; The meeting of the National Council of State Agencies for the Blind, in Seattle, WA; and the Southwestern  Orientation and Mobility Association meeting in San Antonio, TX). The second and third measures provided the opportunity to interact with a large number of professionals and consumers in the field, and aided the PI, as an outsider to the field of blindness rehabilitation, to better understand the published literature and professional practices in the field.

		The survey of O&M clients in Part II is primarily exploratory in nature. It is important to note that a survey design does not permit causal inferences. The survey explores possible predictive relationships, and generates avenues for further investigation. 
		Any form of evaluation has meaning only in the context of a purpose for evaluation. A general blanket “evaluation” of the two certifications or, for that matter, the two approaches to O&M training, is neither possible nor useful as a concept. However, the merits of each approach can be discussed with regard to specific goals, institutional or individual. Part III of this report examines the challenges and prospects facing O&M professionals from the perspective of objectives of the Rehabilitation Act of 1973, as amended, based on the information reported in parts I and II of this report, the insights gained by the PI in the course of the research investigation, and the PI’s experience and expertise in other fields. 

1.3.6.		O&M training is pertinent to all age-groups, from toddlers to senior citizens in their eighties. Both training approaches address all age groups; however, the focus of the present study is on working age adults.  Although the training of children or the elderly is of no less importance, the emphasis here is on O&M in the context of vocational rehabilitation. 

1.4.	Glossary of terms and abbreviations used in the report

1.4.1.	Agency: The term is used frequently to refer to the public state rehabilitation programs (as in National Council for State Agencies for the Blind), as well as private facilities (As in National Council of Private Agencies for the Blind) that offer rehabilitation services to blind or visually impaired individuals. However, the term “agency-trained” is used frequently to refer to O&M professionals who have gone through a training program other than at a university. In this report, in the context of orientation and mobility training, the terms agency and center are used interchangeably. 

1.4.2.	ACVREP: Academy for Certification of Vision Rehabilitation and Education Professionals, the certifying agency for the conventional approach to O&M training. 

1.4.3.	AER: Association for Education and Rehabilitation of the Blind and Visually Impaired. AER preceded ACVREP as the certifying agency for the conventional approach, and continues to approve university programs following the conventional curriculum of training O&M instructors. (Note: AER’s mission statement is no longer available to the public, hence the most current position of AER regarding approval of university programs is not verified).

1.4.4.	Blind/blindness: Blindness can occur in varying degrees. Legal blindness is defined as clinically measured visual acuity of 20/200 in the better eye with best correction, or visual field of 20 degrees or less. The terms “blind” and “visually impaired” are frequently used individually in this report for ease of reading, but refer to both totally blind and partially sighted persons unless specifically stated otherwise. 

1.4.5.	COMS: The service mark of ACVREP, standing for Certified Orientation and Mobility Specialist.
1.4.6.	NOMC: National Orientation and Mobility Certification. This certification is offered by NBPCB, or National Blindness Professional Certification Board. 

1.4.7.	NBPCB: National Blindness Professional Certification Board, the certifying agency for the alternative approach to O&M training.

1.4.8.	Sleepshades: Professionals in the NBPCB-certified approach to O&M training use this term to refer to blindfolds in general. In their own training, they use a padded, specially constructed pair of goggles to effectively shut out all light from the wearer’s eyes. 

1.4.9.	Visual impairment: This term refers to conditions where there is some residual vision, whether or not it is usable vision. However, visual impairment usually refers to inadequate corrected vision (that is, vision with corrective lenses where applicable).

2. 	Historical overview of blindness rehabilitation

The roots of O&M training as a profession may be traced back to the American Association of Instructors of the Blind (AAIB), created in 1863 and formally established in 1871 (Ferguson, 2001, p. 66). Its membership was restricted to educators and, evidently, was the acknowledged expert body on the subject of blindness rehabilitation in its day (Koestler, 1976, p. 14). In 1895, the graduates of the Missouri school for the blind formed an association, named the Missouri National College Association for the Blind; their interest was in “securing provisions for the higher education of the blind.” (Best, 1934, p. 619, cited in Ferguson, 2001, p. 66). By the following year, the association was including graduates from other schools for the blind and its name was changed to the American Blind People’s Higher Education and General Improvement Association (ABPHE and GIA) (Ferguson, 2001, p. 66). In an effort to secure self-reliance and better opportunities for work, they petitioned for, among other things, a specialized college for the blind, government scholarships for the blind, non-segregated admission to institutions of higher learning along with the establishment of separate units in existing colleges and universities designed to meet the needs of blind individuals (Koestler, 1976, p. 15). This “consumer” organization presumably confined its membership to blind individuals and came under criticism from members of AAIB, who took this consumer organization as a reflection of ingratitude toward those who were training them (French, 1932, p. 249, cited in Ferguson, 2001, p. 68). In 1905, the ABPHE changed its name to the American Association of Workers for the Blind (AAWB), and expanded its membership to all persons interested in working for their cause. 

In June 1921, following a proposal by H. Randolph Lattimer, then president of AAWB, at the biennial conference of the AAWB in Vinton, Iowa, the American Foundation for the Blind (AFB) was established to oversee the development of rehabilitation activity in the blindness field. This organization, and particularly one of its important departments, the Bureau of Research and Education, assumed the task of developing the best methods of instruction, policies and procedures for all lines of work related to the blind. 

However, in 1940, another consumer organization came into existence. A growing body of blind individuals felt that the best interests of the blind population were not being served by the initiatives of several organizations in the blindness field. As a result, blind representatives from seven states met in Wilkes Barre, PA to establish the National Federation of the Blind (Omvig, 2002, p. 23). Among the first publicly visible contributions of the NFB to the cause of the blind was to press for liberalization of earnings income exemption in the computation of federal assistance to blind persons in order to promote remunerative employment of blind individuals (Koestler, 1976, p. 187). Although their campaign was unsuccessful in the 1950s, their objectives were realized a decade later (Koestler, 1976, pp. 187-189). The motto of NFB was “Security, Opportunity, Equality” for the blind, and it pursued these objectives at every level—from services to the blind and education of the public to state and national legislation (Vaughan, 1998, p. 106). Members of the NFB believed that societal misconceptions about blindness should be addressed, blindness should not be treated as a tragedy in one’s life, and that blind persons were fully capable of managing their financial, personal, and professional affairs (Ferguson, 2001, pp, 110-112). 

Meanwhile, the AAIB and AAWB continued to operate somewhat like a “bicameral parliament,” in the blindness rehabilitation field, with the AAIB, composed of superintendents of residential schools for the blind, as the upper house; and the AAWB, made up of a growing body of blind and sighted individuals interested in working for the adult blind, constituting the lower house (Koestler, 1976, p. 15). At the 1964 convention of AAWB, an interest group for O&M, called Group IX, was formed and approved by the AAWB Board of Directors. Two years later, a parallel interest group had formed in AAIB as well. However, Group IX, later to become AER Division nine, was responsible for initiating many of the policies and procedures that have become part of what is commonly referred to as the “traditional” approach to O&M training. Meanwhile, in 1961, AFB had started looking into an accreditation program in work for the blind, and formed the Commission on Standards and Accreditation of Services for the Blind (COMSTAC). This commission developed recommendations for standards in the preparation of rehabilitation professionals for providing services to blind individuals and presented the COMSTAC report in 1966. The O&M certification committee in AAWB, created by the O&M interest group, took up these guidelines to formulate standards for certification of O&M instructors, and the first O&M certifications (56 permanent and 40 provisional) were approved in 1969 (Wiener & Siffermann, 1997, p. 573).  

In 1968, the AAIB underwent a change of name to Association for the Education of the Visually Handicapped (AEVH). In 1984, AAWB and AEVH merged to form the Association for Education and Rehabilitation of the Blind and Visually Impaired (AER) (Wiener & Siffermann, 1997, p. 554)[footnoteRef:1]. AER, like its predecessor AAWB, continued to certify O&M professionals as the only certifying institution nationwide until the formation of the National Blindness Professional Certification Board (NBPCB) in 2000. AER certified specialists were termed COMS (Certified Orientation & Mobility Specialists). In 2000, responding to professional accreditation standards that required the certifying agency to be separate from the agency that developed and administered the educational programs, a separate entity was formed to continue certification in the conventional approach: the Academy for Certification of Vision Rehabilitation & Education Professionals (ACVREP). In the same year, the NBPCB developed the National Orientation and Mobility Certification (NOMC) for professionals trained in the alternative approach. The two approaches and their respective certification requirements are described in greater detail in the following sections.  [1:  Bledsoe (1997) and Wiener & Siffermann (1997) provide detailed accounts of the developments in O&M training in what has come to be referred to in the field as the “conventional” approach, currently certified by ACVREP. However, their accounts do not make any mention of the National Federation of the Blind (NFB), which has been instrumental in developing what is frequently referred to as the “alternative” approach. A detailed account of the developments in both approaches from an “NFB” perspective is provided by Ferguson (2001). ] 


3.	ACVREP

This section provides information available as of October 31, 2003[footnoteRef:2], in published sources, including the internet sites of ACVREP (www.acvrep.org) and AER (www.aer.org). A few changes observed in the Web pages subsequent to a preview of this report by persons affiliated and familiar with ACVREP are noted where relevant.  [2:   Subsequent to a review of this section of the report by reviewers familiar with ACVREP, and shortly before the submission deadline for this report, it was found that specific items in the Web pages corresponding to points brought up in the review had been changed. This includes the mission statement as well as eligibility criteria. The reader is advised to check the Web pages for updates before using any information contained in this document.] 


3.1. 	Historical Overview of certification in the conventional approach

Professional certification of O&M specialists in the conventional approach has existed for over 30 years.  In that time, certification procedures and standards have evolved and changed as the profession has continued to grow in this tradition.   

The first O&M professional certification program was initiated in 1968 by AAWB and included two levels of certification, provisional and permanent, depending upon experience.  In an effort to emphasize the need for ongoing professional development by O&M specialists, these levels were changed to Initial Professional and Renewable Professional just over a decade later.  O&M specialists were eligible to apply for initial professional certification immediately upon earning a degree (with an emphasis in O&M) from an Association for Education and Rehabilitation of the Blind and Visually Impaired (AER) approved university program.  Upon expiration of an initial five-year certification period, those specialists who had demonstrated sufficient professional experience and participation in continuing education and professional development activities were eligible to apply for renewable professional certification that they would then renew every five years.  If a person were to let his or her renewable professional certification expire for more than five years, he or she would have to apply for initial professional certification.  The professional activities approach to recertification that AER adopted was consistent with standards set by a number of other professions. 

Over the years, a growing number of professionals serving children and adults with visual impairments did so in jobs that required multiple credentials.  In recognition of this, the certification standards were revised in 1990 to allow those who already possessed a degree in an O&M-related field (e.g., teacher of the visually impaired, rehabilitation teacher of the blind) to become eligible for AER certification in O&M by completing an O&M core curriculum without earning another degree.  This opened the door for what came to be known as certification-only options at universities that also offer graduate or undergraduate degree programs with an emphasis in O&M. 

Over the last few years, in striving to meet the standards specified by the National Council for Certifying Agencies (NCCA), AER has responded to a need (Standard 2D of NCCA) to separate professional certification responsibilities from those of a professional membership organization that approves the training programs. As a result, the Academy for Certification of Vision Rehabilitation and Education Professionals (ACVREP) was formed in 2000.  The role of ACVREP is to assume responsibility for professional certification of rehabilitation and education professionals in the area of visual impairment, including O&M, trained in the conventional approach.  In establishing ACVREP, the certification programs were also revised to be more consistent with the standards specified by NCCA, which is a separately governed accreditation arm of the National Organization for Competency Assurance (NOCA). ACVREP is a private, nonprofit organization and an independent and autonomous legal certification body governed by a volunteer Board of Directors. ACVREP currently offers certification in three disciplines: Orientation & Mobility, Rehabilitation Teaching, and Low Vision Therapy.  ACVREP is a member of the National Organization for Competency Assurance (NOCA) and strives to conduct its certification programs according to standards established by NCCA. However, as of this writing, ACVREP has not confirmed possession of accreditation by any accrediting agency.

Initially, in order to be eligible for AER certification, instructors were required to have enough vision to monitor the travel of their students from a distance.  After prolonged study of the issue, AER in 1996 extended certification to university program graduates who could perform the essential functions of the job by using whatever means were necessary.  As a result of this change, under the current certification by ACVREP that has replaced certification by AER, instructors with physical and other disabilities are eligible for certification, including instructors who are blind. 

The service mark, “Certified Orientation and Mobility Specialist” (abbreviated “COMS”) is currently owned by ACVREP (this title was used earlier by AER, during the approximately 16 years that AER administered the certification of O&M instructors trained in their approach).  This mark identifies and distinguishes the services of the ACVREP Certified Orientation and Mobility Specialist (COMS) from services provided by others.  The COMS has the exclusive right to use the mark in connection with the service of orientation and mobility.

Conventional orientation and mobility training is founded on certain core beliefs and practices.  First is a belief that rehabilitation services in orientation and mobility are best provided by practitioners who have completed at least a baccalaureate or Master’s degree with evaluated course work in a number of specified areas relating to disability and rehabilitation.  Second is a belief that sighted students preparing to become orientation and mobility specialists must have some experience in traveling with occluded vision, and with low vision simulators. In practice, the conventional approach involves a combination of instructional strategies, including “guided learning,” “discovery learning,” and behavioral analysis. In this approach, consumers in training are monitored closely at the beginning of each phase of instruction and gradually “weaned” from close observation and instructor intervention.  Training in O&M is delivered through a sequential approach to instruction. It begins with travel in relatively simple, predictable environments where the knowledge and skills needed match the student’s basic ability level, and proceeds to business and urban environments requiring more advanced knowledge and skills. The instructor assumes responsibility for the client’s safety until the instructor determines that the client can assume a shared responsibility. Instruction begins with guided learning to teach procedures that have been shown to solve typical mobility-related problems in the past, and progresses to a greater reliance on discovery learning to encourage problem solving in unique and unfamiliar situations.  Applied behavioral analysis techniques are often used in instructing students who have multiple disabilities that create significant learning challenges.  Visually impaired individuals are given choices regarding the O&M instruction that they receive.  Choices may include preparation for use of a dog guide, the use of a blindfold during training, and the selection of appropriate travel aids.  Individuals who have usable functional vision are taught how to incorporate that vision into their travel.  This often will combine use of the cane, unaided vision, and vision aided by optical aids. Instruction includes making use of environmental modifications such as accessible pedestrian signals and detectable warnings at curb ramps.  Instruction also includes making use of technological aids such as electronic orientation aids (global satellite positioning systems, etc.).  Currently 19 universities in the continental United States offer degree programs (all but one at the Master’s level) in the conventional approach to preparation of O&M instructors, who are referred to within their organization as “O&M specialists.”

3.2. 	Statement of Mission/Objectives

The stated primary purpose of ACVREP is to assist federal and state governments in improving public health and safety by supporting and promoting quality services to individuals who are blind or visually impaired through standards of excellence for professionals involved in the delivery of vision rehabilitation and education services (OMSC Handbook, p. 3)

Subsequent to a review of an earlier draft of this report by professionals affiliated and familiar with ACVREP, the stated mission on the Web site has been rephrased to read “to offer professional certification for vision rehabilitation and education professionals in order to improve service delivery to persons with vision impairments.” However, the handbook version of the mission statement has not been altered, creating a discrepancy between the two document sources.  

ACVREP lists eight ways in which their purpose is achieved (OMSC Handbook, pp. 3-4). First, it seeks to identify the standards “common to employees in the vision rehabilitation and education professions, including the body of knowledge and work experience.” Second it seeks to identify the standards across specialized areas of the profession. Third, it supports employees and employers in “using and applying the skill standards for personnel development.” Fourth, it seeks to create a forum for “key stakeholders in the vision rehabilitation and education profession, including employers, related health professions, education, and government groups.” Fifth, it seeks to identify relevant resources “to assist in teaching the vision rehabilitation and education standards.” Sixth, it devises and administers “written examinations according to standards developed by the corporation.” Seventh, it grants recognition to individuals who successfully complete the corporation’s examinations and other certification requirements, and maintains a list of such individuals. Finally, it establishes “programs that promote and support the reliance on the corporation’s credentials by the general public and by regulatory bodies.”


3.3. 	Scope of Certification

This certification is based on the conventional approach to O&M instruction, which emphasizes a “sequential” process to teach clients the use of their remaining senses (including any residual vision) and safe movement from one location to another. The skills taught are classified into 24 elements as shown below (OMSC Handbook, pp. 6-7):

1. Concept development
2. Motor development
3. Sensory development, 
4. Residual vision stimulation and training.
5. Human guide technique.
6. Upper and lower protective techniques.
7. Locating dropped objects.
8. Trailing.
9. Squaring-off.
10. Cane techniques.
11. Soliciting/declining assistance.
12. Following directions.
13. Utilizing landmarks.
14. Search patterns.
15. Compass directions.
16. Route planning.
17. Analysis and identification of intersections and traffic patterns.
18. The use of traffic control devices.
19. Techniques for crossing streets.
20. Techniques for travel in indoor environments, outdoor residential, small and large business districts, mall travel, and rural areas.  
21. Problem solving.
22. The use of public transportation.
23. Evaluation with sun filters for the reduction of glare.
24. Instructional use of low vision devices.

3.4. 	Certification Requirements

3.4.1. 	Physical Qualifications

Currently, ACVREP has a policy of not discriminating among applicants on the basis of age, sex, race, religion, national origin, disability, or marital status. 

3.4.2.	Educational Qualifications

Currently, the phrasing of criteria for eligibility on the standard Web site of ACVREP differs from that specified in the Orientation and Mobility Specialist Certification Handbook (henceforth abbreviated as OMSC Handbook). The OMSC Handbook specifies the following three requirements to determine eligibility to sit for the certifying examination:

Requirement 1: This requirement addresses educational qualifications. Candidates must be found eligible under one of the following three categories:

Category 1: Bachelor’s or Master’s degree (with an emphasis in O&M), from an AER approved (as at date of completion) university or college O&M program.  

Category 2: As in Category 1, but from an O&M program not approved by AER, provided that the program meets the core curriculum content in O&M (defined as the twelve course content areas/domains listed in section 3.4.3 of this report, and detailed in Section 3 of the ACVREP Orientation and Mobility Specialist Certification Handbook, 2003). 

Category 3: A Bachelor’s degree or foreign equivalent in any field of study, and completion of a university program (not necessarily with a degree) that meets the core curriculum content in O&M as specified in Category 2. 

In meeting the requirements under category 2 or 3, up to two of the content areas may be covered through alternative learning activities such as continuing education courses. Supporting documentation (ACVREP Alternative Learning Approval Form) is required.

Requirement 2 addresses internship component.

Under all three categories, the candidate must have completed 350 hours of supervised practice in O&M (defined broadly to include all activities related to O&M instruction—including such items as phone calls, meetings, report writing, as well as direct O&M instruction). The practice must be supervised by an onsite ACVREP-certified O&M specialist (COMS). Supporting documentation is required via “ACVREP Clinical Competency Evaluation Form for Certified Orientation & Mobility Specialists (COMS).”

Requirement 3 addresses a contractual agreement to follow codes of conduct set by ACVREP:

Under all three categories, candidates must sign a written statement regarding the observance of “high ethical and professional standards.”





3.4.3 	Specific Areas of Knowledge, Skills, and Abilities

The requirements of ACVREP certified professionals are broadly classified under two heads: “body of knowledge,” and “clinical practice” competencies (OMSC Handbook, pp. 5-15). These are set out below. Further breakdown of each of the domains listed here may be found in section 3 of the OMSC Handbook.

Knowledge competencies:

A.  Medical aspects of blindness and visual impairment
B.  Sensory motor functioning
C.  Psychosocial aspects of blindness and visual impairments
D.  Human growth and development over the life span
E.  Concept development
F.  Multiple disabilities
G.  Systems of orientation and mobility
H.  Orientation and mobility skills and techniques
I.  Instructional methods, strategies and assessment
J.  History and philosophy of O&M
K.  Professional information
L.  Development, administration, and supervision of O&M programs

Knowledge competencies are taught in university courses, and also tested in the certification examination through multiple-choice questions. 

 Clinical practice competencies:

A. Communication and professional relationships
B. O&M assessment
C. Instructional planning
D. Instruction
E. Monitoring and safety
F. Facilitating independence
G. Professionalism

		Clinical practice competencies are included in the university curricula and practical skills gained through internship experience.

3.4.4. 	Method of Evaluation

The criterion for certification is demonstration of a body of knowledge relevant to O&M. (For details see Section 3 of the OMSC Handbook). This body of knowledge is evaluated through a written examination. In order to be eligible to take the examination, the candidate must provide supporting documentation for the requirements listed in section 3.4.2 above. 

Once deemed eligible to sit for the certification examination, applicants may register to take the examination at one of the sites published by ACVREP or at a testing center in their local community (OMSC Handbook, p. 24). 

Certification is based on passing the written examination addressing the twelve academic domains of the body of knowledge specified in section 3.4.3 of this report. The examination, which consists of 200 multiple-choice questions and takes approximately 150 minutes, is designed to assess entry-level O&M knowledge of the candidate (OMSC Handbook, pp. 28-29). 

Examinations are held four times a year, and certifications are valid for 5 years from date of issue (OMSC Handbook, p. 24). Applicants may retake the examination as many times as it takes for them to pass, provided that they register and pay the fees for each administration of the examination (OMSC Handbook, p. 27). 


4. 	NBPCB

This section provides information obtained from a number of published sources, including the Internet sites of NBPCB (www.nbpcb.org), and from individual sources within the NBPCB where published information was not yet available. 

4.1. 	Historical overview of certification in the alternative approach
As a reaction to the concerns that members of NFB had with the conventional approach (described in section 2 of this report), an alternative model for cane travel training was developed in the 1940s. The first training program to emerge that embraced the organized blind philosophy was at the Iowa Commission for the Blind. A distinctive element in this approach to vocational rehabilitation of the blind was the understanding that for rehabilitation to be successful, blind clients had to be helped in changing their own attitudes about blindness. Omvig (2002, pp. 25-26) lists ten specific “facts of blindness” that form the tenets of the NFB’s philosophy and that underlie their approach to vocational rehabilitation. A distinctive feature of this approach is the incorporation of non-visual techniques of O&M instruction. 
When Kenneth Jernigan, a young blind leader from NFB, took charge as director of the Iowa Commission for the Blind in March of 1958, it was with the specific purpose of testing the viability and validity of the philosophy on rehabilitation espoused by the NFB (Omvig, 2002, p. 24). Thus, Iowa became the site for this experimental effort. Over a period of one decade, rehabilitation services for the blind in Iowa went from being the worst in the nation to the best, with Kenneth Jernigan receiving a Presidential Citation by Lyndon Johnson (Omvig, 2002, p. 24). 
The success of the Iowa experiment paved the way for other similar programs in Colorado, Minnesota, Nebraska, and Louisiana. In recent years, the Louisiana Center for the Blind has become a leader in this small but growing number of centers adopting the “non-traditional” approach to vocational rehabilitation, including O&M training. 
Using the model supporting the “nontraditional” approach, a new O&M Master's degree program was established in 1997 at Louisiana Tech University in Ruston, Louisiana, as an alternative to traditional university programs. The project was made possible through a federal Experimental and Innovative (E&I) grant from the Rehabilitation Services Administration, U.S. Department of Education, to Louisiana Rehabilitation Services, the public VR agency for Louisiana. The program at Louisiana Tech University, although non-discriminatory, was specifically authorized under the E&I grant to engage in targeted recruitment of blind and/or minority students. The state agency worked in cooperation with the Louisiana Center for the Blind and Louisiana Tech University, a member of the University of Louisiana System. This historic partnership between a public VR agency, a nationally recognized private agency for the blind and an institution of higher education pioneered the development of this Master's degree program in the structured discovery approach to O&M training. At Louisiana Tech University, all qualified students, whether blind or sighted, are invited to apply and participate. 
The National Orientation and Mobility Certification (NOMC) was created to certify professionals trained in the alternative approach. Once the NOMC process was tried, tested, and demonstrated in practice, it was determined that an entire, new national body made up of blindness professionals possessing diverse backgrounds and experiences and with broad representation from around the country should be created to handle and oversee the NOMC and other certifications under development in the blindness field associated with the alternative approach to blindness rehabilitation. Thus, the National Blindness Professional Certification Board, Inc. (NBPCB) was created and incorporated under the laws of Maryland on June 15, 2001. NBPCB currently administers the NOMC, and strives to meet the standards for professional certification specified by NCCA. 
The alternative approach to orientation and mobility training is founded on certain core beliefs and practices. First is a belief that for blind individuals to compete successfully in a predominantly sighted world, a substantial attitudinal adjustment is necessary. A second belief is that proficiency in travel without sight is necessary for effective O&M instruction. A third belief is that that this level of expertise is gained only through complete immersion into blindness and through extensive training (in the case of partial/full vision, under sleep shades). In practice, the alternative approach adopts a “Structured Discovery” model of learning. Under the Structured Discovery method, the new student begins by being given specific instructions, but this phase of the learning continues only for a short time, until the student masters simple cane techniques such as grip, arc, and staying in step. Thereafter, the instruction takes the form of general approaches to problem-solving. The teacher provides only the bare minimum of information; the student is challenged to gather and process needed information, explore the environment and rely upon himself or herself to discover the strategies needed to move about safely, efficiently and freely. Clients share responsibility for their own safety from the start and transition to assuming primary responsibility. Students learn to get and process information as well as plan strategies in their own way, quickly learning to go out on solo routes. It has been the experience of the Louisiana Center that students learn better and retain more if they figure it out for themselves, and that this method also helps to build healthy self-confidence. Student monitoring by instructors is done non-visually. This non-visual approach to instruction is a fundamental aspect of the alternative model. 
The Structured Discovery method applies the same non-visual techniques to teachers of the blind that are used for mobility by the blind themselves. The NOMC has performance-based evaluative procedures that require a professional, in addition to demonstrating knowledge of the blindness field and positive attitudes about blindness, to also be able to demonstrate his or her ability to perform the tasks or techniques taught to blind students or clients. If the candidate for NOMC certification is sighted or partially blind, then the performance part of the examination is conducted under sleep shades, and competence in performing both indoor and outdoor travel is tested. This requirement is seen as necessary for the instructor to be an effective role model to the client. Another important requirement of this approach is a high level of expectations of the blind or visually impaired client in training. Clients are informed of the choice in training approaches they have; however, the alternative approach to O&M is focused on cane travel technique and a non-visual approach to instruction. The use of dog guides and sighted guide techniques are not part of the instructional approach. The use of optical aids in the case of clients with residual vision, and the use of environmental modifications such as accessible pedestrian signals are also considered inconsistent with the philosophical underpinnings of this approach, which places the onus of independent travel squarely upon the individual and not in the context of environmental adaptation. 
Currently, there is a single university program in the United States that trains O&M professionals in the alternative model. Professionals who have obtained the NOMC may use the title CBP (Certified Blindness Professional) and are eligible to use the title NOMC after their names. 

4.2. 	Statement of Mission and Objectives
The National Blindness Professional Certification Board has been created to certify qualified specialists in work with the blind. At present, NBPCB offers one certification—the National Orientation and Mobility Certification. The title “NOMC” after an individual’s name identifies an O&M professional certified by NBPCB and distinguishes the services provided by NOMC-certified professionals from those of others. 
NOMC emphasizes non-visual instruction, Structured Discovery learning and performance criteria for certification. 
The stated mission of NBPCB is “to provide the blindness field with certified professionals who believe in the normalcy of blind persons and possess the knowledge and the skills necessary for the empowerment of blind persons.” NBPCB is developing other certifications in blindness-related professions including teachers of blind students, VR counselor specialists, and rehabilitation or independent living teachers. 

4.3. 	Scope of the Certification 
NBPCB’s certification is based on the “Structured Discovery” approach to learning and a philosophy of blindness embodied by the organized blind movement of the NFB. Client rehabilitation in O&M is therefore based on two integral components: (1) attitudinal adjustment to blindness, and (2) the various physical and cognitive skills involved in cane travel as listed below:
	Indoor Travel:
A. cane position, grip (traditional or open palm grip and pencil grip ) 
B. cane arc (height, width, even tap, coverage)
C. posture, stride, instep
D. walking speed and gait 
E. obstacle detection while walking 
F. detection of doorways and hallways
G. texture discrimination (glass, metal, tile, carpet, etc.) 
H. orientation (maintains orientation during a short indoor route of 200 yards)
I. ascending and descending a flight of stairs
J. ascending and descending an escalator
K. locating an elevator; traveling to an assigned floor and returning
L. discriminating between large indoor open areas and small enclosed areas
 	Outdoor Travel:
A. locating parallel and perpendicular streets
B. walking on a sidewalk or path without significant veering or disorientation
C. following verbal instructions regarding a route, including an alternative return 	route
D. locating drop-offs (curbs, stairs etc.) and obstacles
E. navigating sidewalks detecting obstacles with cane rather than through body 	contact
F. identifying intersection types and appropriate crossing opportunities
G. crossing streets with safety and accuracy
H. problem-solving during travel route
I. locating addresses or specific locations
J. understanding and using cardinal directions and environmental cues

4.4. 	Certification Requirements
The National Blindness Professional Certification Board has been established to ensure that blind persons receive O&M instruction from qualified teachers who meet professional standards for O&M. This certification is unique in that it requires the candidate to demonstrate before examiners: (1) personal mastery of the skill of independent cane travel under sleep shades; (2) practical and academic knowledge of the field of O&M; and (3) evidence of strong positive personal convictions regarding the abilities of blind individuals.

4.4.1. 	Physical Requirements
The NOMC is offered to qualified applicants regardless of whether they are blind or sighted. Primary qualifications include proficiency in non-visual techniques of travel and instruction. 
4.4.2. 	Educational Requirements
The applicant must satisfy one of the following in order to be eligible to apply for the certification examination: 
1. Documentation of a minimum of a high school diploma and two years of successful, supervised teaching experience in the field of O&M; (it is recognized that certain employers may have additional university degree and/or experience requirements); or
2. Successful completion of a university Bachelor’s or Master’s Degree program with a concentration in O&M or a degree with a related major which requires course work that is equivalent to a concentration in O&M.
4.4.3. 	Specific areas of knowledge, skills, and abilities
The requirements of O&M professionals certified through NBPCB may be categorized into four areas: knowledge competencies, travel competencies, philosophy of blindness, and other professional competencies. These are elaborated below.
Knowledge competencies
  1. The visual system
  2. Common eye diseases and disorders
  3. Functional implications of common disabilities and impairments
  4 Typical human growth and development
  5. Professional ethics
  6. Resources for low vision aids and training; hearing assessments
  7. Sensory motor, perceptual and cognitive processes
  8. Skills of blindness and alternative techniques used by blind persons
  9. Adjustment to blindness and expectations for normalcy and independence
10. Societal attitudes about blindness and methods for effectively dealing with 	those attitudes
11. Basic counseling techniques and resources
12. The effects of blindness on concept development
13. Addressing and resolving fears and misconceptions about independent travel
14. Fundamental learning theory including "guided learning" and "discovery 	learning" as it applies to independent cane travel
15. Alternative mobility systems, methods, and techniques
16. Legislation, service delivery systems, rehabilitation and education systems 	and issues 
17. Assessment strategies and methods
18. Report writing and case management.
19. History of blindness, the professional field of work with the blind and O&M
20. Philosophy of blindness
O&M competencies:
The same travel skills taught to clients are required of the instructor. Specifically, the 22 skills listed in section 4.3. of this report (12 indoor skills and 10 outdoor skills) are included. These are taught through sleep shade training and tested in the performance section of the certification examination. 
Philosophy of blindness:
This is a critical element of the alternative approach to O&M training, and NBPCB expects professionals certified in this approach to have internalized certain core beliefs about blindness, reflected in a level of expectations of blind clients equivalent to their expectations of sighted individuals. 
Other professional competencies:
In addition to the knowledge base and practical O&M skills, candidates for certification are expected to have professional skills in a variety of tasks related to case management, interpersonal communication, and professional code of ethics. These are typically acquired through practical or internship experience. 
 4.4.4. Method of Evaluation
The criterion for certification is demonstration of three integral components of O&M in the alternative approach: travel skills, knowledge base, and philosophy of blindness. Currently, these are evaluated through a performance test and an oral examination. The format of evaluation is subject to periodic review based on validation research and emerging needs.  
To be eligible to take the examination, the candidate must provide documentation of educational qualifications, including the internship experience that would document the professional competencies of the individual. Once deemed eligible, the candidate may register to take the examination at a mutually arranged time and location. Currently, the exam is administered twice annually, in February and in July, and by mutual agreement at other times if needed.
An examination panel of three individuals from a pool of O&M experts constituting the O&M Examination Committee evaluates each candidate. The three areas examined include (1) fundamental cane techniques for indoor and outdoor travel demonstrated under blindfold in an unfamiliar environment, (2) body of knowledge in the field of O&M, and (3) philosophy of blindness. The candidate must achieve a score of 80% in each area in order to earn certification.
4.4.4.1. Performance examination
It is a basic tenet of NBPCB that cane travel instructors must personally possess the skills they teach their blind students (listed in section 4.3 of this report). Therefore, each candidate for certification, sighted or blind, must demonstrate proficiency in the specific travel skills without the use of sight. Candidates are required to bring to the examination an appropriate long white cane and sleep shades for use during the examination. Use of sleep shades is required during all performance sections of the evaluation.
If the candidate becomes disoriented due to insufficient environmental information, points are not deducted when appropriate problem-solving techniques are used to regain orientation. Disorientation resulting from failure to utilize available information will result in a reduction in points. 
In order to provide an opportunity for the examiners to evaluate the candidate's fundamental outdoor travel skills, the candidate will be assigned a route designed to demonstrate his or her travel skills. To ensure that the candidate has ample opportunity to demonstrate the practical use of discovery techniques, the assigned route is chosen so as to be familiar to the candidate. 
4.4.4.2. Oral examination:
In addition to travel skills and the knowledge base, NBPCB believes that an instructor's personal philosophy of blindness greatly influences his or her student's level of success as a skilled, confident independent traveler. An oral examination addresses the candidate's foundational philosophy of blindness and professional knowledge. A minimum of eight questions are presented from the Knowledge Competencies, Foundational Philosophy and professional Scenarios from the topics listed in section 4.4.3.1 of this report. These questions are integrative in nature—a single question, therefore, involves knowledge of more than one area. 
Points are assigned for each of the 22 travel skills and the oral examination questions on a five-point scale ranging from 1 (unsatisfactory) to 5 (exemplary). Candidates for certification must earn a minimum of 80% on each section of the exam. Candidates not receiving the required 80% composite score may apply to retake the examination. Feedback will be given to the candidate in order for him or her to prepare for retaking the examination. Remedial training from an approved agency or university is strongly recommended to ensure successful future certification.

5. 	Commentary on the two certifications

5.1 		In the domain areas that are tested under each certification there is a great deal of overlap as for instance, sensory motor functioning, O&M skills and techniques, concept development, human growth and development, and instructional methods and strategies. However, there are some differences. The ACVREP tests candidates through written questions on development, administration and supervision of O&M programs; NBPCB does not test candidates on these aspects, but focuses on instructional aspects only. On the other hand, NBPCB tests candidates on report writing and case management (item 18 in section 4.4.3), basic counseling techniques and resources (item 11); societal attitudes about blindness and coping strategies (item10), adjustment to blindness and expectations for normalcy and independence (item 9); addressing and resolving fears and misconceptions about independent travel (item 13), learning theory and O&M learning strategies (item 14) and philosophy of blindness (item 20). 
5.2. 		Among the 12 core domain areas covered through university courses and tested in the qualifying examination for the ACVREP certification (section 3.4.2) and the 20 such areas tested in the NOMC examination (section 4.4.3), there is much overlap if not a one-to-one correspondence. The overlap between the two lists covers 11 of the 12 domains in the ACVREP list and 18 of the 20 areas listed by NBPCB. However, two domains in ACVREP (items 3 and 10), while apparently corresponding to five areas in the NBPCB list (items 9, 10, 13, 19 and 20), may be expected to differ significantly in content, as discussed further on. The one domain in the ACVREP list not included in the NBPCB list is item 12—Development, administration and supervision of O&M Programs. Likewise, the two areas in the NBPCB list not included in the ACVREP specifications are items 11 (Basic counseling techniques and resources) and 14 (Fundamental learning theory including “guided learning” and “discovery learning” as applied to independent cane travel). 
5.3. 		Turning to items that have apparent correspondence, item 3 of ACVREP specifications addresses “Psychosocial aspects of blindness and visual impairments.” On the NBPCB side, there are three areas that address this domain: Adjustment to blindness and expectations for normalcy and independence (item 9), Societal attitudes about blindness and methods for effectively dealing with those attitudes (10), and Addressing and resolving fears and misconceptions about independent travel (13). These areas in the NBPCB curriculum are addressed less through academic preparation than through a set of experiences constituting what has been termed as the “immersion experience.” Central to this experience is the notion that blindness, while an inconvenience, is not a “tragedy,” and that one should get on with life; and that the blind individual, even if possessed of some residual but practically unusable vision, should not be embarrassed to be categorized as being blind. By way of comparison, the ACVREP course on psychosocial aspect is built on the notion that blindness represents a significant loss in a sighted world and that the individual may need counseling to deal with this loss. It is important to note, however, that both approaches aim at helping blind clients adjust to their blindness, albeit in very different ways. 
5.4. 		The second area of apparent overlap is item 10 of the ACVREP list, namely, History and Philosophy of O&M. This domain has a slightly different title in the course description—History, philosophy, and profession of O&M (see section 3.4.3.10). It includes a history of the O&M field (excluding historical developments pertaining to the alternative approach to O&M), the philosophy underlying the ACVREP approach as discussed under the mission statement (see section 3.2), the accrediting process for educational and rehabilitation facilities (limited to ACVREP) and the certification process for O&M specialists (with specific reference to ACVREP). The corresponding areas listed under the NBPCB specification are “History of blindness, the professional field of work with the blind, and O&M” (item 19) and “Philosophy of blindness” (20). The philosophy of blindness covered in item 19 addresses the perspectives of both the alternative school of thought and the conventional school. The contents of item 19 include the historical developments in both traditions of O&M training. 
5.5. 		The comparison of the two certifications is summarized in Table 5.1. Elements of the respective training approaches are summarized in comparative format in Table 5.2. 
5.6. 	ACVREP certification update
	It was noted, following a confidential review of part I of this report by persons affiliated and familiar with ACVREP, that changes have been made to the information on the ACVREP Web site, including the mission statement, addressing some of the points brought up in the review. The changes in the mission statement replace the goal of helping federal and state governments in ensuring public health and safety with the goal of delivering O&M services to the consumer. The changes in certification requirements in effect remove the impression of any association with AER in the certification process. Although ACVREP has raised objections to any statement linking it with AER, it is informative for the consumer of O&M services to be aware of two facts pertaining to this issue: (1) that these two organizations, although separate entities, are linked through common membership, including some office-bearers in one or the other organization, and (2) that O&M professionals holding a certification through AER prior to 2000 have been automatically certified by ACVREP following its inception in 2000, and authorized to continue using the title “COMS” after their names. The present changes to the eligibility information on the Web site, while removing phrasing relating to AER’s approval of university programs, now specify “Approval by the ACVREP Board of Directors” as a requirement—presumably independent of the applicant’s educational qualifications. The mission statement as well as the specification of requirements in the OMSC Handbook (including the reference to “AER approved” university program in the eligibility criteria) remain unchanged, creating a discrepancy between the Web site and Handbook information. 

Table 5.1. Comparison of ACVREP and NOMC (NBPCB) certifications. 
	Feature
	ACVREP
	NOMC (NCPCB)

	1. Eligibility criteria

	a) Educational qualifications
	I. BA or MA with emphasis in O&M from a university program that covers the 12 courses identified in section 3.4.2 of this report. If program is not AER approved, candidate must submit proof of coverage of these course domains.
      OR
II. Proof of a BA degree in any field and completion of an O&M program meeting the 12-domain curriculum requirement. 
	I. BA or MA with concentration in O&M; or a degree with a related minor covering the O&M curriculum requirements.
     OR
II. A high-school diploma and 2 years of successful, supervised experience in teaching O&M. 

	b) Internship/
   practical  
   experience
	Successful completion of 350 hours of “discipline-specific” supervised practice that includes O&M instruction and all related activity in case management. This experience is gained in conjunction with a university program and must be supervised by a COMS. 
	Not specifically stated, but obtained in the course of academic preparation or supervised experience under either of the qualifying categories listed above. 

	2. Qualifying examination:

	a) knowledge areas tested:
	Medical aspects of blindness
	Visual system
Common eye diseases and disorders

	
	Human growth and development over lifespan
	Typical human growth and development

	
	Multiple disabilities
	Functional implications of common disabilities and impairments

	
	Sensory motor functioning
	Sensory motor, perceptual, and cognitive processes

	
	Psychosocial aspects of blindness and visual impairment
	Adjustment to blindness and expectations for normalcy and independence
Societal attitudes about blindness and methods for effectively dealing with those attitudes
Addressing and resolving fears and misconceptions about independent travel

	
	Concept development
	The effect of blindness on concept development

	
	Systems of O&M
	Resources for low vision aids and training; hearing assessments
Alternative mobility systems, methods, and techniques

	
	O&M skills and techniques
	Skills of blindness and alternative techniques used by blind persons
Report writing and case management

	
	Professional information
	Legislation, service delivery systems, rehabilitation and education systems and issues

	
	Instructional methods, strategies and assessments
	Assessment strategies and methods

	
	History and Philosophy of O&M
	History of blindness, the professional field of work with the blind, and O&M
Philosophy of blindness

	
	Development, Administration, and supervision of O&M programs
	Not specified

	
	Not specified
	Basic counseling techniques and resources

	
	Not specified
	Theories of learning, including “guided learning” and “discovery learning” as applied to independent travel

	b) Practical skills examination
	Not required
	Performance tested in 12 aspects of indoor travel (see section 4.3.1) and 10 aspects of outdoor travel (see section 4.3.2), observed and rated by multiple observers. 




Table 5.2. Conventional and alternative approaches to O&M instructor preparation.

	
	Conventional
	Alternative

	Emphasis as found in mission/
objective statement
	Public health and safety.*
	Client empowerment.

	Blindfold/ sleep shade experience
	60 to 130 hours of blindfold experience.
	“Immersion” experience (500 to 750 hours of travel and instruction under sleepshades for sighted persons; 500 to 2000 hours for partially blind instructors depending on travel skills at entry).

	Teaching/learning strategies used
	“Guided learning” and “Discovery learning” approach to instruction. 
	“Structured discovery” approach to instruction.

	Responsibility for client’s safety
	Instructor assumes primary responsibility until client has been determined as having mastered travel skills; Instructor determines when client is ready to assume shared responsibility.
	Client shares responsibility from the beginning as an integral part of client empowerment objective.

	Group activities
	Typically used for lecture oriented lessons or instruction in basic techniques; usually not used for outdoor travel.
	Typically used for instruction at all stages in the program. Also used for group discussion of problems encountered by clients and sharing of experiences.

	Training in the use of vision in case of partially sighted clients
	Integral component of instructor preparation.
	Not advocated.

	Use of electronic aids for orientation and travel
	Supplemental component of instructor preparation.
	Not advocated.


	Use of accessible pedestrian signals
	Integral component of instructor preparation.
	Not advocated.

	Proficiency in travel without the use of sight
	Basic skills evaluated indirectly through successful completion of coursework.
	Practical proficiency required; Performance tested directly for certification.

	Attitude toward blindness
	Included as a part of university coursework.
	Practical component of instructor preparation  throughout training, and tested for certification.



* Subsequent to a review of this table and sections 3 and 4 of part I of this report by reviewers familiar with ACVREP administration, the mission statement of ACVREP as published on their Web site has been found changed.














Part II 










O&M Client Survey


6. 	The prediction of O&M outcomes

It has been pointed out that employment continues to be “an elusive goal” for most individuals who are blind or are severely visually impaired (Kirchner, Johnson, & Harkins, 1997), with the rate of unemployment estimated at around 70% (Kirchner & Peterson, 1988; Schroeder, 1989). At least part of the reason for the unemployment may be a matter of choice: among the significant findings of the Kirchner et al. (1997) study was that work orientation, or interest in working, distinguished a fair proportion of those not employed. However, there was also a sizable proportion of their sample that was interested in working but was not employed. This segment of the population should be of particular and immediate concern to policy makers and administrators of vocational rehabilitation programs. 

The critical role of O&M training in employment of blind persons was indicated early on by the results of Knowles’ (1969) study, in which proficiency in O&M emerged as the single most salient factor in predicting employment status. Nearly three decades later, Kirchner et al. (1997), elaborating on one of the themes that emerged from focus group discussions among several categories of rehabilitation professionals and a survey of consumers in one state, noted that “travel skills—training in cane travel and use of public transportation, if available—similarly reveals an emphasis on the need for independent living skills and candid acknowledgment of the inadequacy of services toward that aim.” In another survey, transportation skills were identified by 67% of the respondents as a major barrier to employment (Crudden, McBroom, Skinner, & Moore, 1998). The field of O&M training, therefore, is a central one for the blind individual seeking employment, the rehabilitation administrator as well as the O&M professional. Much expense is involved on this account at the individual, state, and national levels. 

However, the issue of what factors contribute to O&M proficiency eludes easy resolution. Training effectiveness in general is influenced by numerous variables. Dispositional factors relating to both trainer and trainee, characteristics of the training situation (e.g., classroom instruction versus performance-based instruction), cognitive characteristics of both trainer and trainee, as well as the relation between them, and environmental events—all may be expected to play a part in training outcomes. 

The context of O&M adds complexity to the situation: Attitudes and beliefs about disabilities on the part of both instructor and trainee can sometimes be powerful enough to obscure other issues in their influence on training outcomes, including trainee motivation and confidence levels. The fact that Americans fear blindness next only to cancer and AIDS (Auto Immune Deficiency Syndrome) (Braille Institute, 2000) places blindness on the severe end of the disability list, making the issues more poignant. The working age blind individual receiving O&M training is already used to a society that believes, in large part, that blind persons cannot function effectively on their own. This idea is reinforced at every stage of their lives—at grade school, often at home as well, and most prominently in the job market. Teachers are prey to the same attitudes that employers and others hold (Gillies, Knight, & Baglioni, 1998; Thurman, 1983). Rehabilitation instructors, as teachers, are no exception, even though they may have more knowledge of a disability. If students have come to believe in the “limitations” paradigm, they may notice nothing amiss with the teaching of O&M skills by an instructor who has low expectations of the students to start with. In fact, there is nothing to prevent the students (especially if the instructor is of pleasant disposition) from being quite satisfied with whatever was taught, not knowing what else could have been taught or achieved. The situation is comparable to our experiences with the family physician: unless something critical happens to disturb our trust in the doctor or shake our belief in the doctor’s competence, we tend to take the prescribed treatment as the best available course of action. 

On the other hand, a student coming into the training situation with a high level of motivation, expectation and independent thinking may be discouraged by the level of skills imparted, and may even be offended by the well-meaning kindly disposition of the instructor. At the same time, an instructor who fights societal beliefs and has high expectations of the student may be in for a difficult time if the student is already entrenched in the societal view of blindness. At the other end of the spectrum are trainees with multiple disabilities who ignore the need for caution in attempting certain tasks, and who get offended if they are so cautioned. The number of factors determining O&M training outcomes, even from a logical approach, makes for such a large number of combinations that verification of a theoretical model of O&M training outcomes, even if one were to be proffered, would be practically impossible to test without very large samples or an extremely well-controlled experimental design. The purpose of the client survey reported in Part II, accordingly, was to explore predictive relationships of a limited number of variables with outcomes such as employment, independence, and subjective well-being using practically feasible sample sizes without attempting to reach conclusions about causal processes. 

A search of the electronic databases revealed a research arena wide open to inquiry on this issue. In this study, therefore, a list of possible predictors of training outcomes in O&M was generated by asking researchers in the areas of training, disability, social and personality psychology, and related fields (detailed in section 2). Among the “predictor” variables explore in the client survey are dispositional factors of the O&M client, namely, social anxiety, locus of control, and achievement orientation.

An attribute of the training program that could potentially determine training outcomes was residency. During site observations and interviews with O&M professionals from both approaches, it became increasingly clear that residential programs afforded group experiences and a more intensive training schedule than did itinerant training programs. It was therefore of interest to determine the effect these differences had on ultimate outcomes. 

The question of outcomes was another issue to be considered. Direct and objective measures of O&M outcomes, such as proficiency in cane travel, were not feasible in a survey design. Therefore, surrogate measures had to be considered. Proficiency in O&M had been implicated in employability through earlier studies; therefore, work status was considered as an outcome measure. Further, active engagement in earning one’s livelihood, it was reasoned, would be reflected in income and, at a higher level, the filing of income tax returns. Lastly, as O&M skills critically affect almost all realms of human activity in daily life, inadequacy of such skills could be expected to result in lower levels of subjective well-being and satisfaction with life. The most direct measures of proficiency in this survey were a number of self-report items tapping the level of independence in performing daily activities involving travel and orientation skills. 

In an emerging broad theoretical framework, four sets of influences may be seen as acting upon the acquisition of O&M skills: characteristics of the trainee, attributes of the instructor, features of the training program, and characteristics of the training environment or context. All of these factors can be seen as impacting the direct outcomes of training (i.e., proficiency in O&M) reflected in the degree to which everyday activities in life are performed independently). Proficiency in O&M, which we shall call a first-order outcome, in turn, may be theorized as influencing several second-order outcomes, both tangible (such as employment, income) and intangible (such as quality of life, satisfaction with life). Besides these influences, we may also look for direct relationships between the first set of predictors (characteristics of the trainee) such as gender, age, achievement orientation, social anxiety, and locus of control and second-order outcomes such as employment, income, satisfaction with life, and quality of life. It may also logically be expected that employment and income would correlate with intangible outcomes such as quality of life and satisfaction with life.  

In this study, the focus was primarily on exploring characteristics of the trainee as predicting both first-order and second-order outcomes. Age and gender were physical characteristics considered as part of a routine analysis. Social anxiety, achievement orientation, and locus of control were the psychological factors included in the study based on suggestions from an expert panel, described in the next section. This “zero base” approach to the exploration of factors had the advantage of freeing the research investigator (to the extent humanly possible) from building up specific expectations of study results, while at the same time drawing from the cumulative knowledge base and expertise from research in a variety of disciplines relevant to the question at hand.

Of the psychological characteristics of the trainee listed above, social anxiety is perhaps the least stable, in that it may be influenced by both first- and second-order outcomes. Thus, social anxiety may be seen in a two-way relationship with O&M proficiency or independence: it can hinder the acquisition of O&M skills in training, but proficiency in travel, as well as employment and income level, may then serve to reduce social anxiety through the building of self-confidence. Achievement orientation and locus of control, by contrast, are seen as being relatively more stable characteristics of the trainee. 

Instructor characteristics were outside the scope of this study, although the opportunity for input from the expert panel was utilized for this category as well, as a possible avenue for future study. Input was also obtained from the panel on program and environmental features as potential predictors; however, the lack of readily available measures in the face of time constraints prevented context-relevant operationalizations of situational factors such as physical environment and social support from being included in the survey. 

With two distinctive approaches to O&M training informing the profession, as documented in the first part of this report, training approach was a natural contender for inclusion as a program characteristic predictor of first-order outcomes. The difficulty lay in getting a reliable measure of this variable, since differences in approaches are perhaps more a subject of awareness and conscious debate among professionals rather than among clients. As such, clients may not be aware of which training approach was used in their case. However, an aspect of environmental influences on O&M training outcomes, even if not specifically suggested by the panel, emerged during the course of information gathering in the first phase: the issue of residential versus itinerant training environment. This information could be obtained easily and reliably through a straightforward question in the survey. 

Besides the variables noted above, some other questions emerged from the site visits to O&M centers and observations of training in progress. One central question had to do with expectations. Seminal research of the 1960s (Rosenthal & Jacobson, 1968), and its follow-up (Babad, 1993), leaves little doubt as to the critical role of instructor expectations on trainee performance in general. However, the O&M context is attended by some unique characteristics. Writing several decades ago, Carroll (1961) pointed out that “no sighted person can have a full realization of what blindness is” (p. 350). It was observed during site visits to O&M training centers that blind clients were always aware of the inaccessibility of their experience by a sighted person. Interviews with O&M professionals revealed that at times, a client would use that argument to avoid trying a difficult task. At this juncture, it appeared, a common solution adopted by sighted instructors was to bring in another blind client who had successfully completed the task to talk to the trainee. Blind instructors, predictably, did not need the assistance of another client in a similar situation.

A question arising naturally from this scenario was whether it was at all possible for a sighted O&M instructor to have as high a set of expectations of the blind pupil as could a blind instructor. The point was discussed with O&M professionals, but the answers varied. Sighted instructors tended to answer in the affirmative, and some stated that they had never been faced with a situation where their expectations met with resistance from a student; blind instructors, interestingly enough, seemed to think that it probably depended on the situation and could go either way. Accordingly, this was viewed as one of the questions to explore in the survey.

Another question had to do with a related phenomenon, namely, the student’s level of confidence. Although confidence may be largely an issue of individual difference, it was of interest to see if the vision status of the instructor was related to student’s level of confidence in any systematic way. This is especially an issue in O&M training because of the safety issues involved. On the one hand was the argument that blind students would tend to have more confidence in a sighted instructor’s ability to monitor student safety, leading them to acquire their O&M skills more easily. On the other hand was the argument that even if the students were initially apprehensive about the safety factor, not only would such apprehension be quickly dispelled, but students would also gain much more confidence through the role-modeling situation created by a blind instructor. Both arguments were evident in conversations with students and professionals. The question was therefore included in the survey to see if there was predominance in one or the other view among O&M clients. 

A note regarding the use of the terms “predictor” and “outcome” variables is in order here. The conceptual distinctions implied in these terms do not specifically refer to a cause-effect relationship between the two categories. It is not possible to explore causal relationships in this survey design. 

7. 	Methodology

7.1. 	Preparatory steps

The field study proceeded in several steps as detailed below, not always sequentially. The client survey was the final step in the field study reported in part II. The methodology of the survey is therefore nested within the larger methodology of the field study, and is detailed in subsections 7.2 onward. 

In order to reduce the likelihood of experimenter expectancy effects associated with virtually all areas of social and behavioral research (Rosenthal, 1966; Rosenthal & Rosnow, 1991; Rosnow, & Rosenthal, 1997), the first step taken in the study was to bring in a co-investigator (hereafter CI) naïve to the field of blindness and the ideological divisions attendant on the O&M profession, yet experienced in the conduct of federally funded research. The CI performed two specific roles in the study besides handling a variety of administrative aspects: organizing the participation for the expert panel survey, and coordinating the data collection for the O&M client survey, explained further on. Essentially, the CI’s role was to distance the PI from data collection responsibilities in order to overcome potential expectancy effects. Additionally, an intermediary between the survey team and the CI—the supervisor of the survey team—served to further reduce any potential expectancies built up by the CI during the progress of the study, however limited the interactions between the PI and CI. 

The next step was the identification of variables and scales to be included in the survey instrument. This was achieved through a separate survey of an “expert panel” of scientists/researchers selected from rehabilitation studies, social and personality psychology, training and development, as well as experts in meta-analysis and psychological assessment. A total of 108 individuals were selected by the CI after a search of the databases in these areas for relevant publications, and the editorial boards of relevant research journals including Rehabilitation Psychology, Personality and Social Psychology Bulletin, Psychological Assessment, and Journal of Personality and Social Psychology. The CI’s final selection of names from the list was based on consultations with the PI (without disclosing names of individuals or their institutional affiliations) regarding their suitability for the panel. Criteria for selection included (a) an established track-record of research in the areas specified above, while ensuring a range in terms of years of experience, (b) familiarity with individual difference constructs as reflected in their publications, and (c) a lack of familiarity with the blindness field, as reflected by an absence of publications on blindness or in journals in the blindness field. The last criterion listed was to address potential biases arising from ideological differences in the blindness field and also to bring in a fresh perspective to this study—an objective addressed by the first criterion as well, in seeking a range in years of experience. References were also sought from colleagues of high standing in the field of psychology, and two more names were added on this basis. The CI then approached these 110 individuals via e-mail to see if they would be willing to serve on the expert panel, with the understanding that if more than 20 individuals volunteered, a randomized selection procedure would be used to select 20 individuals. 

A total of 34 individuals volunteered for the panel, and 20 names were drawn as specified above.  Of the 20 individuals chosen, 19 returned completed, usable expert panel questionnaires. Across the 19 participants on the expert panel, 8 represented broadly the areas of rehabilitation and training, while 11 represented the areas of personality and social psychology. Table 7.1 gives the self-reported profile of the expert panel on a scale of 1 through 5 (1 = novice, 5 = expert) on four characteristics: research on training in general, research on disability in general, research on blindness and visual impairment, and experience with blindness from everyday life. 





Table 7.1. Expert panel profile.
	Panel member’s
familiarity with …
	Number reporting self-ratings 
(1 = novice, 5 = expert)

	
	1
	2
	3
	4
	5

	1. research on training in general
	2
	6
	3
	4
	4

	2. research on disability in general
	2
	3
	6
	4
	4

	3. research on blindness 
	10
	7
	1
	1
	0

	4. blindness issues from everyday life
	10
	4
	4
	1
	0


Note: N = 19.

The frequencies reported in the table above show that all three criteria were reasonably met. The spread of frequencies for the first two characteristics stems from the fact that there was little overlap between those familiar with training issues and those familiar with disability issues. 

The questionnaire for the expert panel survey first presented a brief description of O&M training, and asked respondents to list, in the general context of training programs such as O&M, four categories of factors that might be associated with training effectiveness: instructor-related variables, trainee-related variables, situational variables, and program-related variables. This was followed by vignettes of two O&M training approaches containing information on conventional and alternative approaches without labeling them as such. The two approaches and the respective certifying agencies were simply referred to as A and B. The two vignettes were each reviewed for accuracy of depiction by two to three professionals familiar with the respective approach and certification. Modifications were made as needed. The final versions of the two vignettes were matched for length, with the same number of paragraphs, and same number of words in each paragraph. Panelists were asked to read the vignettes and answer the same questions that had been asked earlier in the general context of training programs. 

Concurrently with the activities described above, steps were taken to build up a base of training centers that would participate in the study by allowing access to their past O&M clients. To accomplish this task, the PI personally made announcements regarding the study at two conferences—the national conference of Residential Training Centers for the Blind held in Albuquerque, NM, and at the meeting of the National Council of State Agencies serving the Blind (NCSAB) held in Seattle, WA, both in November of 2002. Using further leads obtained at these conferences, additional lists of centers and agencies were obtained. In early 2003, an e-mail questionnaire was sent to organizations participating at the two national conferences, and to lists of other organizations (e.g., Selected Agencies for the Blind- AFB Directory of Services for the Blind and Visually Impaired) obtained by the PI from individual conference attendees. The questionnaire was also distributed to the members of the National Council of Private Agencies for the Blind (NCPAB) by the president of that council. Additionally, recipients of the questionnaire were requested to forward a copy to any other O&M training center or agency that to their knowledge had not received it. Given the time constraints for the study, these measures enabled the research team to reach a large number of facilities representing all geographic regions of the United States, both private and public agencies, and residential as well as commuter-based training centers. 

The purpose of the e-mail questionnaire was to obtain a broad idea of the marketplace in O&M training, to get a profile of the types and sizes of organizations involved, and to get an estimate of the number of O&M clients we could hope to reach for voluntary participation. The questionnaire was sent directly to 177 centers and agencies, and forwarded thereon to other facilities, including the membership of NCPAB as noted earlier. A total of 20 agencies and centers agreed to participate, and 17 actually did. 

Toward the summer of 2003, as the main survey instrument was being developed, these centers were again contacted for more specific information on the number of past clients they had on record. The centers built up a mailing list of clients who had successfully completed or dropped out of their O&M training program during the past two years (later extended to three years on sample size considerations, based on volunteering rate). In order to protect the privacy rights of the clients, the research team did not receive the mailing lists but instead sent mail-ready packets to the participating centers, to be mailed out to their clients. The packets contained the survey announcement in large print, accompanied by a consent form that also requested information on a contact telephone number and a preferred time for the telephone survey. Also enclosed were: a stamped return envelope addressed to the PI so that the consent form would come directly to the researchers, and a Braille card with a telephone number to contact in case volunteers found it more convenient to register by telephone for participation in the survey. The procedure ensured that the participating centers could not know which of their clients participated in the survey, and the research team did not have access to the centers’ list of clients. In this manner, the confidentiality and privacy of the clients was protected from both sides. 

Concurrent with the activities described above, the PI and one graduate research assistant conducted site visits to a number of O&M training centers nationwide to better understand the O&M training situation. The PI visited four centers and the assistant visited three. One center (based on the conventional approach) was visited by both the PI and the research assistant, spaced a few months apart, with observations conducted on different instructors. The site visits involved in-depth conversations with O&M professionals, administrators, and clients, as well as participant observations conducted by assuming the role of an O&M client under sleep shades (blindfolds) and taking O&M lessons with an instructor. The researchers tried to experience as well as observe training, with both novice and experienced instructors.  The site visits were helpful in gaining an understanding the two approaches to training, and contributed to the documentation of approaches in Part I of this report, as well as in identifying critical issues to be examined in the client survey in Part II of this report. 

In the meantime, the responses from the expert panel survey were collated. The suggestions involved a wide array of constructs spanning the four categories (including many repetitions across categories). Many of the suggested constructs were not accompanied by recommendations of specific measures. 

For purposes of the client survey, two constructs were selected from the list generated by the expert panel based on one or more of a number of considerations: frequency of occurrence in the panel list, high face validity, and availability of previously tested measures. Length of a measure was another consideration: the scales had to be relatively short in order to avoid fatigue effects in responding, as the survey was to be conducted over telephone. With these constraints in mind, the social anxiety subscale of the self-consciousness scale (Fenigstein, Scheier, & Buss, 1975) and the IPC scales for locus of control (Levenson, 1981), described further on, were included in the survey. Additionally, items were included to address achievement orientation (motivation was another construct suggested by the panel) and included in the survey. 

Four “outcome” variables were of interest in the present survey. Two objective measures addressed the issue of employment—whether or not an income tax return was filed the previous year (2002) and in 2001 (2 items); and the actual income grossed in 2002. Estimated income in 2003 was also included as an item in the survey, but was not taken into the analyses as it was later felt that it may not be a reliable measure. Two other constructs addressed non-material outcomes: Satisfaction with one’s life, and quality of life. These are described later on.

7.2. 	Participants

Participants were blind or visually impaired, aged 18 or higher, who agreed to participate after receiving the call for volunteers. The packets announcing the study had been assembled by the research team and mailed from the facility where they had undergone O&M training within the last two years (later extended by another year in order to increase sample size). A total of 2152 packets were mailed by 17 participating centers, and an unknown number actually received the packets, since addresses in the centers’ records were not all known to be current. A total of 271 volunteers  communicated, by phone or mail, their willingness to participate. Of these, 236 actually completed the survey. The balance could not be reached after repeated calls by the interviewing team, which tried 8 times before giving up each case.


7.3. 	Instruments

The survey instrument contained a number of existing scales as well as several individual items created for this survey. The existing scales, where necessary, were adapted to the particular requirements of this survey, based primarily on two considerations: the context of blindness and visual impairment, and consideration of artifacts involved in telephone administration of a survey. The scales involved were: the social anxiety subscale of the self-consciousness scale (Fenigstein, Scheier, & Buss, 1975); the IPC scales for locus of control (Levenson, 1981); the Satisfaction with Life Scale (Diener, Emmons, Larsen, & Griffen, 1985), and quality of life (Power, 2003), described below.

7.3.1. 	Social anxiety

The social anxiety subscale of the self-consciousness scale (Fenigstein, Scheier, & Buss, 1975) was used in the survey. The subscale consists of 6 items out of a total of 23 items that make up the self-consciousness scale. Items are worded in the first person (e.g., I get embarrassed very easily), and participants rated each items on a scale ranging from 1 (extremely uncharacteristic of me) to 5 (extremely characteristic of me). Test-retest reliability of the social anxiety subscale was reported as .73 with a sample of 84 subjects (Fenigstein, Scheier, & Buss, 1975). One item in the subscale is reverse-scored.

7.3.2. 	Locus of control

The IPC scales (Levenson, 1981) were used to measure locus of control. Levenson (1981) saw the construct as really having three independent dimensions rather than as a continuum between internal and external attributions of causality for events in one’s life. The first dimension in Levenson’s construct is internality (I), or the extent to which a person believes that the events in one’s life are determined by one’s own actions. The second dimension addresses the extent to which a person believes that events in one’s life are determined by powerful others (P). The third dimension evaluates the extent of a person’s belief that events in one’s life may be attributed to chance (C) alone. The three scales thus represent distinct components of the control construct and yield a profile of beliefs about causality. Each scale consists of eight items and are worded in the first person in a Likert-type scale format. An example of items on the internality scale is: “When I make plans, I am almost certain to make them work.” An example of items on the powerful-others scale is “I feel like what happens in my life is mostly determined by powerful people.” An example of items in the chance scale is “When I get what I want, it’s usually because I’m lucky.” The original rating system is on a 6-point scale (-3 to +3, with no midpoint, or zero). However, in an effort to reduce the number of different scale formats and also to enhance ease of responding in the telephone administration, the scale was changed to a 5-point scale ranging from 1 (strongly disagree) to 5 (strongly agree). Slight changes in wording were also effected in certain of the items in order to adapt the instrument to the blindness context. An example of such a change is removing the word “car” from the term “car accident.” Although these modifications alter the range of scores obtained, and therefore cannot be compared directly with results from other studies using the original IPC scales, the scores in this survey are valid for purposes of examining the relationship between variables in this study. Studies using the original scale have found internal consistency reliabilities of .64, .77, and .78 for I, P, and C scales respectively for a student sample, and .51, .72, and .73 respectively for an adult sample. Test-retest reliabilities for the original scales are reported as ranging from .60 to .79 with a 1-week interval and from .66 to .73 with a 7-week interval (Robinson, Shaver, & Wrightsman, 1991, 425-428). 

7.3.3. 	Satisfaction with life

The Satisfaction With Life Scale (SWLS; Diener, Emmons, Larsen, & Griffin, 1985) is conceptualized as a global measure of life satisfaction and as a component of subjective well-being. The authors of the scale report that it is distinct from other constructs such as loneliness or positive affect. In contrast to other measures of global life satisfaction that have only a single item, are directed at geriatric populations, or contain other factors besides satisfaction, the SWLS was designed to be a multi-item, uni-dimensional scale appropriate for adults of all ages (Diener et al., 1985). The SWLS contains five items with which the respondent is required to rate agreement on a scale ranging from 1 (strongly disagree) to 7 (strongly agree). An example of an item on this scale is “In most ways my life is close to my ideal.” For purposes of this survey, for the same reasons as mentioned with respect to the IPC scales, a 5-point scale was used with the same anchors. For the original scale, the authors report favorable psychometric indices obtained from three studies (Diener, Emmons, Larsen, & Griffin, 1985). In one study conducted with 176 undergraduate students, the test-retest stability of the scale, taken with an interval of 2 months, was .82; the coefficient alpha was .87. A second study, conducted with two different samples (the sample from the first study and a second sample of 163 undergraduate students) established a negligible correlation of the SWLS with the Marlowe-Crowne scale (r=.02), indicating that it is relatively free from a social desirability bias; additionally, the SWLS was found to have correlations ranging from .47 to .75 with a range of subjective well-being measures, approximately .50 with a measure of positive affect and -.32 to -.37 with a measure of negative affect. Correlations between SWLS and personality measures were .54 with self-esteem; -.41 with symptom checklist; -.25 with emotionality; -.48 with neuroticism; .08 with sociability; and -.03 with impulsivity (Diener, Emmons, Larsen, & Griffin, 1985). A third study using 53 elderly persons established favorable internal consistency of the SWLS: the item-total correlations ranged from .61 to .81. 

7.3.4. 	Quality of life

The quality of life measure used in this survey consisted of items adapted from the  WHOQOL-BREF, described by Power (2003). The WHOQOL-BREF is a 26-item measure that addresses four domains of health-related quality of life: physical health, psychological health, social relationships, and the environment. Cronbach alpha values for the four domain scores were reported as ranging from .66 to .84 across three studies using sample sizes of between 2369 and 4802 subjects. Power (2003) add a note of caution with respect to the figures for the social relationships facet, as it contained only 3 items. For purposes of this survey, items from the WHOQOL-BREF were adapted to the blindness context as necessary, and a 10-point rating scale was used (1=least and 10=most), as the original scoring scheme was not readily available in public domain. The survey version contained 25 items—8 each for physical and psychological health, 2 for social relationships, and 9 for environmental quality. 

7.3.5. 	Achievement orientation

Twelve items from the PI’s earlier work were adapted to the blindness context and included in the survey to assess achievement orientation, as established measures could not be located and obtained in time. In the absence of prior empirical evidence, these items are not taken as making up a scale, but rather as individual items, pending analyses of data from the survey and psychometric testing for scale development.  Sample items from this set are “I am content with my life as it is, in general” (reverse coded) and “I am competitive by nature.” Each item was rated on a scale from 1 (Not at all like me) to 5 (Extremely like me). 

7.3.6. 	Independent functioning

Nine items addressing independence in everyday life were created for the survey to measure direct (first-order) outcomes relating to proficiency in O&M. An example of items in this category is “Do you do your own grocery shopping?” These items are not considered as constituting a scale, but as individual items, pending analyses and further examination of psychometric properties for scale development. Responses to the items were coded as a 1 (Yes) or 2 (No).

7.3.7. 	Other measures

In addition to the selected predictor variables, outcome variables, and demographic items, a number of items were included in the survey to get answers to questions arising from the PI’s interactions with professionals and consumers in the O&M field, as mentioned in the introductory section. These items addressed a variety of issues about blindness. Besides these, objective outcome measures included employment status (more accurately, working status, as both employed and self-employed persons were included in this category), status of income tax return filed for 2001 and 2002; and gross income in 2002. One item addressed the issue of residential versus itinerant program, a characteristic of the training environment discussed in the framework earlier in the report. 

The final survey contained 161 items, with a number of items having two or more subdivisions (Appendix 1). 

7.4. 	Procedure

Once the survey questionnaire was developed, it was handed over to the CI for coordinating the data collection with the Institute for Public Opinion Research (IPOR) at Florida International University. At IPOR, the survey was incorporated into their professional interactive computer system that facilitated direct data entry as the interview proceeded over the telephone. A team of professional interviewers was trained for this particular survey, and was supervised by an assistant director of the institute, who coordinated with the CI on all operational matters. During the incorporation of the survey into their system, technical issues of item formatting were referred back to the PI for approval; however, the PI did not see or in any way get to communicate with the interviewers. Two test administrations of the survey were conducted with blind participants for feedback regarding ambiguity of items or any other matter of concern. After these test administrations, the PI interviewed these two test participants over telephone to obtain independent feedback on the issues mentioned above, as well as on any indications of leading questions, either through phrasing of the item or through tone of voice of the administrator. There was no indication of leading questions; however, several items were revised on account of ambiguity or lack of clarity, and the revised items were incorporated into the survey. A test run of the revised survey was conducted on a pilot sample of eight blind persons before beginning the actual data collection.

In the meantime, consent forms received by the PI in the office mail (the return envelopes could be identified without opening) were collected by a graduate research assistant; participants who registered for the survey over the telephone spoke with a research assistant directly, as the contact number for registration was that of the research lab instead of the PI’s office. The research assistant passed on the contact information to the CI, who forwarded the list to the associate director at IPOR, who in turn handed it to the survey team. The survey administrators called volunteer participants at their preferred time wherever indicated, and scheduled an appointment for a future call if the participant was not free. Whenever a participant was not available, the interviewer left a message to schedule or reschedule as applicable. The survey team made at least 8 attempts to contact a person on the call list before giving up. Calls were made at any time of the day convenient to the participant, from early morning until midnight. 

The professional equipment used by the interviewers allowed them to read out questions from an interactive computer screen and listen to the responses through a head set, and enter the responses directly into the system, which then displayed the next survey item on the screen. Data entry errors were thus minimized. The system generated a SPSS (Statistical Package for the Social Sciences) data file. An average of three weeks later, all those who agreed to be called for a second session were administered selected scales from the survey as a retest measure. The scales and items for retest administration were split up and administered to two groups in order to keep the second administration short. Scales with published psychometric properties were administered to roughly one third of the original sample; other items created for the survey were administered to approximately two thirds of the sample, as most participants had agreed to a second survey session. Participants who completed the survey each received a check for $20 per session.

8. 	Results

8.1. 	A note on interpretation of results

In light of comments that have been received from certain quarters within the field of blindness rehabilitation regarding the design of the study as well as treatment of statistical analyses in the blindness literature, some observations are useful here. First, it has been mentioned elsewhere in this report that the terms “predictor” and “outcome” as applied to the variables studied do not imply a cause-effect analysis of the data. Regardless of whether tests of significance, regression analyses, or effect sizes are reported, the study is correlational in nature. Second, all significance levels reported here are associated with two-tailed tests: there were no directional hypotheses driving the analyses. Third, the reader will find significance levels reported along with most statistics presented here. These have limited value: whether or not the p-value achieved is .05 or some other criterion level is separate information from the magnitude of the effect. Especially with a statistically non-significant effect (i.e., p>criterion level), it is useful to compute the counternull statistic (Rosenthal, Rosnow, & Rubin, 2000; Rosnow & Rosenthal, 1996) from the reported effect size r to know the upper limit of r from which the effect is statistically indistinguishable. An approximation of the counternull is easily achieved through a simple Fisher’s z transformation of the observed effect, and converting the double of this figure back to r.  Of course, with a sample size of over 200, most small to medium effects will turn out statistically significant. Precise p-values are reported only as supplemental information for the reader, wherever these could be provided without hindering readability of tables; in all other cases, statistical significance at the .05 and .01 levels have been indicated with asterisks. Finally, it should be noted that the results reported here use the entire sample, which included 47 seniors above the age of 65. However, additional analyses were conducted after excluding seniors from the data, and differences, where appreciable, are noted. 

8.2. 	Data cleaning

A total of 236 protocols remained in the final data set after removing pilot test and dry-run protocols. The data set was examined for any obvious errors in data entry and for numerical entries that represented missing values. An example of an obvious error would be a “7” for a variable that had a response range of 1 through 6. No errors were found. There were four instances of numerical entries for missing values (e.g., 99 or 999), and these were replaced by a period in each case. 

8.3. 	Sample profile

The sample consisted of adults over the age of 17 years (132 female, 104 male) with a mean age of 49.1 years (s.d. = 17.73). The modal age was 47 and the median age was 48 years. Approximately 16% were students; but only 16% of the sample was employed. Of the 16% employed, slightly less than half worked full time. Approximately a third of those employed had been placed by their rehabilitation agency. A small portion (8%) of those working were in sheltered employment. In addition to the 16% who reported being employed, a little less than 4% of the sample reported being self-employed, bringing up the proportion of working adults to nearly 20%.  Most of this group commuted to work (78%). Of those commuting (N=36), only 22% reported walking as one of their modes of travel; 47% mentioned the bus system; 17% mentioned taxi-cabs, and a third rode with someone else (these figures will not add up to 100%, as many persons used more than one mode of travel).

Profile of other attributes of the sample are provided in the form of frequency tables in Appendix 2. Specifically, Table A2.1 gives frequencies of response categories for a number of demographic and general interest items; Table A2.2 gives frequency of response categories for items pertaining to client opinions, beliefs, and attitudes toward blindness issues; Table A2.3 shows frequency of response categories for items pertaining to independence in everyday living.

As computed from the frequency tables, a majority (77%) of the sample had residual vision, of which 85% had some form of “usable” vision. However, only 71% of those with residual vision reported being able to read print at all, with or without a magnifying device; although 93% could make out the presence of surrounding objects in full daylight, even if they could not identify the objects. Approximately 54% of those responding to the question (n = 143) expected their vision to be stable over the next several years.

8.4. 	Scale characteristics

A total of 9 multiple-item scales were used in this survey. In the case of quality of life scales, principal component analysis (PCA) was conducted on the data to determine the items for each of the facet scales. Four items were excluded from the individual scales because of poor loading on the first factor (cutoff criterion = .4) as well as low temporal stability of items (see Table A3.2). 

The number of cases, number of items, coefficient alpha, and temporal stabilities of the scales are shown in Table 8.4.1. (For the same analyses on the subsample of working age adults, see Appendix 4, Table A4.1). The coefficient alpha values for the nine scales ranged from .50 to .81, indicating acceptable levels of internal consistency. Temporal stability coefficients ranged from .52 to .81 except for the Powerful Others scale, which returned a retest correlation of .43. A principal component analysis conducted on all items of the IPC scales, however, all loaded on a single factor; facets did not emerge from the analyses. Therefore, results with IPC scales are to be viewed with caution. 


Table 8.4.1. Coefficient alphas and temporal stability of measures.

	Scale
	No. of cases (N)
	No. of items
	Coeff. Alpha
	Test-retest r 

	Predictor variables:
	
	
	
	

	    Social anxiety subscale (self-consciousness   
        scale)
	234
	6
	.67
	.72

	    Internality (IPC)
	232
	8
	.59
	.52

	    Powerful Others (IPC)
	217
	8
	.78
	.43

	    Chance (IPC)
	225
	8
	.75
	.67

	Outcome variables:
	
	
	
	

	    Satisfaction With Life Scale (SWLS)
	234
	5
	.79
	.69

	    QOL-Physical health
	229
	6
	.50
	.76

	    QOL-Psychological health
	233
	5
	.77
	.79

	    QOL-Social relations
	235
	2
	.69
	.71

	    QOL-Environmental quality
	230
	8
	.81
	.81


Note: The last column displays test-retest correlations of composite scores, and not average reliability of item scores. These were examined in a separate set of analyses. 


8.5. 	Item stabilities

The test-retest correlations for individual items in the scales mentioned above, as well as for items written to address a number of constructs in this survey are shown in Appendix 3. The IPC scale items are shown in Table A3.1; the quality of life scales in Table 3A.2; social anxiety scale items in Table A3.3; Satisfaction with Life Scale items, in Table 3A.4; items for achievement, in Table A3.5; and items addressing blindness issues in Table A3.6. Among the scales with previously reported psychometric properties, the IPC scale items yielded unexpectedly low test-retest correlations. Among items written to address various constructs or questions, several relating to achievement orientation exhibited low test-retest reliabilities. Other scales and items for the most part showed acceptable levels of temporal stability. 

8.6. 	Intercorrelations

8.6.1. 		Among the outcome variables, the financial indices correlated well with each other, as can be seen from the display in Table 8.6.1. (For this analysis on the working age subsample, see Appendix 4, Table A4.2). The strongest correlation (r = .80) was between IT2001 and IT2002: an individual who had filed an income tax return in 2002 was likely to have filed one in 2001 as well. Moderate correlations were found, predictably enough, between gross income in 2002 and whether or not a tax return was filed in 2001 (r = .37) or 2002 (r = .35). Gross income in 2002 had a small, statistically significant correlation with scores on the Satisfaction With Life Scale (r = .14). The global item on quality of life had strong correlations with the overall scale score (r = .72) as well as with scores on the individual facets as shown in the table.

Table 8.6.1. Intercorrelations among outcome indicators.

	
	1
	2
	3
	4
	5
	6
	7
	8

	1. IT2002
	
	
	
	 
	
	
	  
	

	2. IT2001
	 .80**
	
	
	
	
	
	
	

	3. Income 2002
	-.35**
	 -.37**
	
	 
	
	  
	  
	

	4. SWLS
	-.12
	 -.11
	  .14*
	
	  
	
	
	

	5. QOL-G
	-.03
	 -.02
	  .05
	  .69**
	
	
	
	

	6. QOL-Phy
	-.08
	 -.10
	  .11
	  .51**
	  .52**
	
	
	  

	7. QOL-Psy
	 .02
	  .01
	  .09
	  .54**
	  .65**
	  .65**
	
	

	8. QOL-SR
	-.01
	 -.00
	  .01
	  .55**
	  .61**
	  .43**
	  .62**
	

	9. QOL-EnvQ
	-.18*
	 -.09
	  .15*
	  .57**
	  .64**
	  .60**
	  .65**
	  .58**


Note: N for individual correlations range from 171 to 235. Variables are: 1. Income tax filed in 2002; 2. Income tax filed in 2001; 3. Gross income in 2002; 4.Satisfaction With Life Scale; 5. Quality of life (global item); 6. QOL-physical health; 7. QOL-psychological health; 8. QOL-social relations; 9. QOL-environmental quality. 
* p < .05, two tailed
** p < .01, two tailed


8.6.2. 		Intercorrelations among some demographic and predictor variables are shown in Table 8.6.2. (For this analysis on the working age subsample, see Appendix 4, Table A4.3). Among the demographic and predictor variables, a substantial relationship was observed between the powerful others and chance scales (r = .63, p<.01). Female participants tended to score on average higher than men on social anxiety (r = .15, p<.05). Social anxiety scores correlated .24 (p<.01) with the powerful others scale, suggesting that high scorers on social anxiety were more likely to attribute the cause of events in their lives to other people. Among working age adults only, the associations between locus of control variables P and I with age show a different pattern from the correlations shown in 
Table 8.6.2 for the overall sample. Older individuals within the working age group were less likely to believe in powerful others (r = -.23, p < .01), or in chance (r = -.22, p < .01).

Table 8.6.2. Intercorrelations among demographic and predictor variables.

	
	1
	2 
	3 
	4 
	5 

	1. Gender (F = 1, M = 2)
	
	
	
	
	

	2. Age
	 -.05
	
	
	
	

	3. Social anxiety (SA)
	 -.15*
	 -.12
	
	
	

	4. Internality (I)
	  .16*
	   .06
	 -.08
	
	

	5. Powerful others (P)
	  .11
	 -.05
	  .24**
	 -.04
	

	6. Chance (C)
	  .17*
	   .00
	  .13
	  .04
	  .63**


Note: Ns for individual correlations range from 205-236.  
* p < .05
** p < .01


8.7. 	Relation between predictor and outcome variables

The zero-order correlations between a number of predictor and outcome variables are displayed in this section. 

8.7.1. 	First-order outcome—independent functioning

Nine items addressed independent functioning in aspects of daily living. The correlations between predictor variables and these items are displayed in Table 8.7.1. (For this analysis on the working age subsample, see Appendix 4, Table A4.4). The highlights are noted below:

There were no gender differences observed in any of the activities addressed by the items. Age revealed some relationships. Specifically, older persons tended to wait for assistance when crossing streets at an intersection, and depended on others for grocery shopping and banking activities, and had not traveled far from their homes. However, in all but the last of these issues, the correlations became small or negligible when examined within the working age group alone (item 145: r = .03; item 146: r = .12; and for item 148: r = .01). With regard to traveling far from their homes within their cities, the correlation with age increased to .20 (p < .01), suggesting that older persons within the working age group were more likely not to have traveled far and in all directions from home (item 152 in Table 8.7.1). 

Internality correlated with items in the expected direction (i.e., internal locus of control was associated with greater independence) but effects were small and statistically non- significant. External locus of control as reflected in the Powerful Others scale scores had correlations in the opposite direction to those of Internality scores, as was to be expected. In particular, persons scoring high on the Powerful Others scale tended to wait for assistance while crossing streets, and were less likely than low scorers to do their own grocery shopping or banking. Correlations with the Chance scale scores were for small, but notably, high believers in chance also tended to wait for assistance when crossing streets. These results were all in logically expected directions. 

Table 8.7.1. Correlations between predictor variables and first-order outcome—independence items.

	Item #
	Item
	Sex
	Age
	I
	P
	C

	145
	Do you usually ask for or wait for assistance when crossing streets at an intersection?
	  .05
	 -.14*
	  .04
	 -.16*
	 -.17*

	146
	Do you do your own grocery shopping?
	  .09
	  .19**
	 -.09
	  .07
	   .07

	147
	Can you get around by yourself at your usual grocery store?
	  .00
	  .00
	 -.09
	  .23**
	  .09

	148
	Can you take care of your banking activities by yourself?
	  .05
	  .20**
	 -.09
	  .18**
	  .12

	149
	Can you prepare your own food at home?
	  .02
	  .09
	 -.00
	  .05
	  .11

	150
	Can you make your own coffee or tea?
	  .09
	 -.02
	 -.02
	  .04
	  .11

	151
	Would you be fully at ease landing up at an unfamiliar airport traveling alone?
	 -.07
	  .01
	  .03
	  .12
	  .12

	152
	Within your city, have you traveled far and in all directions from home?
	 -.13
	  .15*
	 -.12
	  .03
	  .08

	153
	Do you frequently bump into things in and around your home?
	 -.02
	  .00
	  .03
	 -.04
	 -.02


Note: Responses to independence items were coded as 1= Yes, 2 = No. 
*   p < .05
** p < .01

8.7.2. 	Second-order outcomes

The correlations of predictor variables with second-order outcome variables is considered next, and displayed in Table 8.7.2. (For this analysis on the working age subsample, see Appendix 4, Table A4.5). Each of the potential candidates for predictors is discussed in turn below with regard to statistically or otherwise practically significant correlations.

Gender differences were negligible in all but one of the outcome measures, as reflected in the small to minuscule correlations observed. The only variable that yielded a double-digit correlation with gender was the social relationships facet of quality of life: females tended to score higher, although the effect was small (r = .12). 

Table 8.7.2. Correlations between predictor and second-order outcome variables.

	
	Gender
	Age
	SA
	I
	P
	C

	Work Status
	-.04
	    .13
	   -.01
	    .07
	    .07
	    .10

	IT2002
	-.03 
	  -.29**
	    .09
	   -.07
	    .20**
	    .18**

	IT2001
	-.05
	  -.28**
	    .07
	   -.10
	    .18**
	    .18**

	Income 2002
	 .07
	    .08
	   -.13
	    .02
	   -.25**
	   -.25**

	SWLS
	 .02
	    .04
	   -.23**
	    .33**
	   -.21**
	   -.08

	QOL-G
	-.07
	   -.03
	   -.12**
	    .21**
	   -.16*
	   -.08

	QOL-Phy
	-.03
	   -.10
	   -.13
	    .17*
	   -.27**
	   -.17*

	QOL-Psy
	-.04
	   -.03
	   -.25**
	    .24**
	   -.19**
	   -.10

	QOL-SR
	-.12
	    .04
	   -.24**
	    .25**
	   -.24**
	   -.16*

	QOL-EnvQ
	-.07
	    .12
	  -.16*
	    .18**
	   -.24**
	   -.20**


Note: N for individual correlations range from 173 to 236. Variables are: 1. Income tax filed in 2002; 2. Income tax filed in 2001; 3. Gross income in 2002; 4.Satisfaction With Life Scale; 5. Quality of life (global item); 6. QOL-physical health; 7. QOL-psychological health; 8. QOL-social relations; 9. QOL-environmental quality. Work status coded as 1(working) or 2 (not working).
* p < .05, two tailed
** p < .01, two tailed

Age correlated .13 with work status, indicating that older people were more likely to be working—either in their own business or in employment. However, this correlation was reduced to negligible levels (r = -.04) when seniors were excluded from the analysis. Older persons were also more likely to have filed a tax return, in 2002 (r = .29) as well as in 2001 (r = .28). Age had only small correlations with the other outcome variables. 

Social anxiety: Among the financial outcome measures, income alone had a small though statistically non-significant linear relationship with social anxiety (r = .13); the other financial variables and work status had negligible correlations. However, persons scoring high on social anxiety tended to be less satisfied with life (r = -.23), and enjoyed a lesser quality of psychological health (r = -.25), social relationships (r = -.24), and environmental support (r = -.16). 

Internality: This facet of the locus of control exhibited a moderate correlation with scores on the SWLS, indicating that persons with a high internal locus of control were in general more satisfied with life (r = .33). Internality was also associated with higher quality of life overall (r = .25), with physical health (r = .17), with psychological health (r = .24), with quality of social relationships (r = .25), and with environmental quality (r = .18). 

Powerful Others: This facet of the locus of control construct that refers to external attributions to other people yielded correlations ranging in magnitude from .18 to .29 with all of the outcome variables except work status (r = .07). Persons scoring high on this dimension were less likely to have filed a tax return in 2002 or 2001, earned less in 2002, and were likely to enjoy a lower quality of life (all facets) and be less satisfied with life in general.

Chance: This facet exhibited relationships similar to those of the Powerful Others facet. Statistically significant correlations ranged in magnitude from .16 to .25. Exceptions to this pattern of relationships were correlations with work status (.10), satisfaction with life (-.08), and psychological health (.10).

8.7.3. 	Achievement orientation and independence

In looking at the relation between achievement orientation and independence, the test retest correlations for the 12 achievement orientation items were first examined. Only four items met the acceptance criterion set at .45. Accordingly, the correlations of independence items with the four acceptable achievement orientation items are shown in Table 8.7.3. (For this analysis on the working age subsample, see Appendix 4, Table A4.6).

Four effects were statistically significant. Specifically, those high in achievement orientation (as reflected by responses on one or the other item) were more likely to report being able to get around by themselves at their usual grocery store, to have traveled far from home within their city, and to be able to make their own hot coffee or tea. However, it should be noted that the four achievement orientation items did not all exhibit similar effects with any single independence item.

8.7.4. 	Environmental predictor and first-order outcome

The lone environmental predictor variable, namely residential versus itinerant training environment, was examined in relation to the independence items. The zero-order correlations are shown in Table 8.7.4. (For this analysis on the working age subsample, see Appendix 4, Table A4.7). Persons who had undergone a residential training program were more likely to report going far from home within their city (r = .15). No other effects were statistically significant. However, when the range was increased for the independence variable by taking an additive composite of the item scores, residency correlated .18 with the composite score, statistically significant at p < .05, indicating that those from residential programs were likely to be functionally more independent. 

Table 8.7.3. Correlations between achievement orientation items and independence items. 
	Item#
	                            Items
	Achievement orientation items

	
	
	q77
	q82
	q85
	q86

	q145
	Do you usually ask for or wait for assistance when crossing streets at an intersection?
	 -.081
	-.031
	  .068
	 .009

	q146
	Do you do your own grocery shopping?
	 -.016
	 .002
	-.026
	-.115

	q147
	Can you get around by yourself at your usual grocery store?
	 -.132*
	-.045
	-.010
	-.060

	q148
	Can you take care of your banking activities by yourself?
	  .050
	-.126
	-.036
	-.050

	q149
	Can you prepare your own food at home?
	-.112
	-.070
	-.060
	 .012

	q150
	Can you make your own coffee or tea?
	-.102
	-.028
	 .050
	 .164*

	q151
	Would you be fully at ease landing up at an unfamiliar airport traveling alone?
	  .025
	-.005
	-.106
	-.066

	q152
	Within your city, have you traveled far and in all directions from home?
	 -.040
	-.180**
	-.124
	-.136*

	q153
	Do you frequently bump into things in and around your home?
	 -.032
	 .045
	 .031
	-.023


Note. Q77 = I prefer to be at peace with what I have in life rather than to be constantly striving for more (reverse scored). Q82 = I am content with my life as it is, in general (reverse scored). Q85 = I am competitive by nature. Q86 = I usually end up in a lead role in social or group activities. All items are coded 1 = yes, 2 = No.
-------------------------------------------------------------------------------------------------
Table 8.7.4. Correlations between residency and independence items.
	Item#
	Independence items
	r with q39

	q145
	Do you usually ask for or wait for assistance when crossing streets at an intersection?
	-.07

	q146
	Do you do your own grocery shopping?
	 .12

	q147
	Can you get around by yourself at your usual grocery store?
	 .00

	q148
	Can you take care of your banking activities by yourself?
	 .05

	q149
	Can you prepare your own food at home?
	 .04

	q150
	Can you make your own coffee or tea?
	 .09

	q151
	Would you be fully at ease landing up at an unfamiliar airport traveling alone?
	 .06

	q152
	Within your city, have you traveled far and in all directions from home?
	 .15*

	q153
	Do you frequently bump into things in and around your home?
	-.11


 Note: Q39: Were you in a residential program? (Answers coded 1=yes, 2=no). 
* p < .05

8.7.5. 	Relation of achievement orientation and residency with second-order outcomes

The zero order correlations of the predictor variables relating to residency and achievement orientation with the second-order outcome variables are displayed in Table 8.7.5. The highlights follow. (For this analysis on the working age subsample, see Appendix 4, Table A4.8). 

Table 8.7.5. Correlations of outcome variables with achievement orientation and residency
	Outcome variable
	Residency
Q39
	Achievement orientation

	
	
	Q77
	Q82
	Q85
	Q86

	Working
	-.07
	     .21
	    -.04
	-.01
	-.01

	IT2002
	-.17*
	     .09
	    -.04
	-.05
	   -.06

	IT2001
	-.15*
	     .11
	    -.01
	-.04
	.02

	Income 2002
	 .19*
	   -.02
	     .04
	 .10
	     .07

	SWLS
	 .01
	    .17*
	    .53**
	 .11
	.08

	QOLG
	-.06
	    .09
	    .59**
	 .07
	 .14*

	QOL-Phy
	-.03
	    .06
	    .42**
	 .07
	    .06

	QOL-Psy
	-.01
	    .13
	    .44**
	 .08
	  .20**

	QOL-SR
	-.05
	    .09
	    .49**
	 .06
	   .15*

	QOL-Env.
	-.02
	     .12
	    .50**
	 .07
	 .09


Note. N for individual correlations range from 176 to 236. Predictor variables are: Q39 = Were you in a residential program? Q77 = I prefer to be at peace with what I have in life rather than to be constantly striving for more (reverse coded). Q82 = I am content with my life as it is, in general (reverse coded). Q85 = I am competitive by nature. Q86 = I usually end up in a lead role in social or group activities. Note: N for individual correlations range from 171 to 235. Outcome variables are: 1. Income tax filed in 2002; 2. Income tax filed in 2001; 3. Gross income in 2002; 4.Satisfaction With Life Scale; 5. Quality of life (global item); 6. QOL-physical health; 7. QOL-psychological health; 8. QOL-social relations; 9. QOL-environmental quality. 
*    p < .05
**  p < .01

Those who had attended residential programs were less likely to have filed a tax return in 2002 (r = -.17) or in 2001 (r = .15), and had lower income (r = .19), than those who underwent itinerant training. These results make sense given the fact that participants in the study were those who were completing their programs during these years. 

Among the achievement orientation items, item 82 (“I am content with my life as it is, in general), which is reverse coded, had the strongest correlations with subjective measures of well-being, with correlations ranging from .42 to .59 with the measures of quality of life facets and global satisfaction with life. Those who took lead roles in their daily lives also tended to score higher on psychological health (r = .20) and in social relationships (r = .15). 

8.8. 	Blindness and expectations

As mentioned in the first section of part II, a question of interest in the survey was whether there were any inherent differences between sighted and blind instructors in the level of expectations they could have of their O&M clients. Two items (items 155A and 155B, Appendix 1) were included in the survey in an effort to answer this question. The items in essence required clients to rate how likely they were to try a difficult task if they were asked by (a) a sighted person and (b) a blind person. The two items each generated a rating on a scale of 1 to 10.

A paired sample t-test of these ratings indicated that a blind client was more likely to try a difficult task if asked by a blind person than if asked by a sighted person (t(230) = 2.39, p = .018). The mean rating for a sighted person asking was 7.95 (s.d. = 2.27), and that for a blind person asking was 8.27 (s.d. = 2.19).

8.9. 	Blind instruction and student confidence

Another question, discussed in the introductory section, was whether a blind or sighted instructor enjoyed an advantage in terms of instilling confidence in a blind student. Item 68 in the survey (Appendix 1) addressed this issue. The item stated that it would be easier for a blind instructor, rather than a sighted instructor, to instill confidence in a blind or visually impaired student. Agreement was coded as a 1, disagreement as a 2, and no opinion as a 3. This question was part of a set of items that was retested. 

In the first administration, 80 participants agreed with the statement, and 111 disagreed, with the balance having no opinion or not responding (N = 236). In the second administration, 51 agreed and 57 disagreed, with the balance having no opinion or not responding (N = 129). Further analysis revealed that the pattern of shifts in responses from first to second administration was normally distributed, with a large majority showing no change (n = 69). Thus, the data do not indicate a clear pattern one way or another.


9. 	Discussion

This study sought to make a beginning in exploration of factors that may determine O&M training outcomes, focusing on client characteristics and situational factors. A number of trainee characteristics were examined in relation to first-order and second-order outcome variables: physical attributes (age, gender), and psychological attributes (social anxiety, achievement motivation, and locus of control). The first-order outcome was independence in daily activities, and a range of second-order outcomes included financial variables (filing of income tax return; gross income), employment status, and several measures of subjective well-being (global satisfaction with life, global quality of life, perceptions physical health, psychological health, social relationships, and environmental quality). A situational factor, residential versus itinerant program environment, was also examined. Finally, issues regarding expectations and confidence with blind versus sighted instructors were examined. These issues are at the core of rival approaches to O&M training that have emerged over the past several decades. 

The results presented in section 8.8 helped answer an initial question that is central to the issue of expectations in O&M training—namely, whether there was any difference between a sighted individual and a blind instructor in getting a blind student to perform a challenging task. The results imply that, overall, blind individuals were a little more likely to respond to a blind person than to a sighted person asking them to perform a challenging task. Closer examination revealed that among those who would respond differently to sighted versus blind persons revealed larger effects. However, the practical implications of these results warranted deeper inquiry. One question that arose was whether the higher ratings in favor of blind instructors could possibly be accounted for by survey participants who were clients of the alternative approach, as this approach emphasizes non-visual instructional techniques. Since there was no direct way of classifying participants by training approach, there appeared at first no solution to this issue within this survey. However, a search for such a control variable within the survey revealed one item with the potential to distinguish clients of one approach from those of the other. This variable, cane size, paved the way for a whole new series of analyses. 

In an effort to get at possible programmatic variables for future study, two items in the survey asked clients what length of cane, among other cane attributes, they had used during their training, and what length of cane they were using now. The attempt was to see if there were any sizable shifts between the conventional, conventional long, and “NFB” length canes over time since training. However, while no major shifts were observed, the first of the two questions, framed as a trichotomous variable, could be recoded as conventional and alternative length canes, with the first two categories (conventional regular and conventional long) being grouped into one category. The arguments for this variable as a blocking variable for training approaches became apparent from the PI’s conversations with professionals, observation of training at site, and the experience of undergoing training under both approaches over the past several months. Two core arguments inform the decision to use cane size as a blocking variable. First, the “NFB” (henceforth labeled “alternative”) cane is considerably longer than the conventional long cane, reaching up to between the individual’s chin and nose. The conventional long cane reaches up to chest level, and the regular conventional cane stands a little higher than the individual’s waist. The second feature is that the basic technique for the two conventional canes are much the same, but differs markedly from the technique for the alternative cane. The difference is not one of preference, but of necessity—for the alternative cane, if held in the same manner as the conventional cane, is not only unwieldy, but poses a threat of injury to the blind person holding it if an obstacle were to be unexpectedly encountered. Three ways of grasping a cane are described in the conventional texts: the index finger grasp, the thumb grasp, and the pencil grasp (Jacobson, 1993, pp. 71-73). Of these, only the pencil grasp is suited to the alternative cane. The open palm grasp that goes with the alternative cane is not suited to the conventional cane, and is not even mentioned in existing texts on O&M. It was therefore not surprising to find that many O&M professionals in the conventional approach were not aware of the open-palm grip associated with the alternative cane. Without this critical piece of information, it is only to be expected that O&M professionals in the conventional approach were in general highly critical of the alternative cane, assuming that it is held in the same manner as the conventional cane. 

It was also observed that conventional training facilities often carried a sample of the alternative cane, “just to show students how unwieldy and dangerous it is” to quote one professional instructor. This widespread belief among conventional instructors practically ensured that the alternative cane would not be used by an instructor in the conventional approach. At the same time, instructors in the alternative approach favored the alternative cane and the accompanying style of handling it. While exceptions are theoretically possible, it was felt that cane size used during training could be used reliably to distinguish clients of the two approaches. 

With this new variable came the possibility of delving deeper into the issue of expectations. The data were now blocked by cane size, and an independent samples t-test was conducted to see if the ratings of the two groups were markedly different. Interesting results were obtained. The means and standard deviations of the two groups are shown in Table 9.1 below. (For this analysis on the working age subsample, see Appendix 4, Table A4.9).


Table 9.1. Likelihood of trying a difficult task: sighted vs. blind person asking, by cane size.

	
	Conventional cane trainees
	Alternative cane trainees

	
	Mean
	s.d.

	n
	Mean
	s.d.
	n

	Sighted person asking
	   7.57
	 2.49
	 143
	   8.61
	1.72
	77

	Blind person asking
	   8.03
	 2.23
	 143
	   8.60
	2.18
	77



With a sighted person asking, clients who used the alternative cane in training were significantly more likely to try a difficult task than were clients who used the conventional cane in training. The difference was statistically significant (t(218) = 3.29, p = .001). This at first seems counter-intuitive, but then, it can be seen from Table 4.1. that alternative cane trainees were just as likely to try the task if asked by a blind person – the means for sighted person asking and blind person asking is almost exactly the same. On the other hand, conventional cane trainees were not only less likely than alternative cane trainees to try the task, regardless of whether the person asking was sighted or blind; but also, interestingly, they were a slightly more likely to try the task if asked by a blind person rather than a sighted person. The increase in their likelihood of trying the task with a blind person asking was statistically significant (t(142) = 2.48, p = .014). 

The explanation for this apparently counter-intuitive finding appears to lie in client characteristics. The means for the alternative cane trainees vis-à-vis conventional cane trainees seems to suggest that they may be more motivated to try challenging tasks, or are greater risk takers, or both. In any case, sight or the lack of it seems to matter little to this group. On the other hand, the means for the conventional cane trainees suggests that having blind instructors for this group of trainees can possibly raise the level of performance for some students. But such a statement greatly oversimplifies the issues involved, as explored further below and discussed in Part III. 

A closer examination of the data revealed that a majority (64.1%) of the participants did not indicate any difference in their responses to the two questions. Their responses may reflect a true indifference to the issue in their likelihood of trying a difficult task, or may indicate a propensity for socially desirable (or “politically correct”) responding, especially as they were communicating their responses orally to an interviewer. Therefore, it was of interest to see how the results in the preceding paragraph would appear if only those with differential ratings for the two questions were examined. Within this subgroup of 83 participants, the difference in ratings was more pronounced (t(82) = 2.44, two-tailed p = .017, effect size r = .26). The mean rating for sighted person asking was 6.73 (s.d. = 2.39) and that for blind person asking 7.64 (s.d. = 2.52). 

Further analyses with predictor variables such as social anxiety and the IPC scales indicate that there is not much difference between those who trained with conventional canes and those who trained with alternative canes.  None of the effects were sizeable and t-test values were statistically non-significant; as seen from Table 9.2. (For this analysis on the working age subsample, see Appendix 4, Table A4.10).


Table 9.2. Comparison of groups training with conventional and alternative canes in personal characteristics. 

	Outcome
	Conventional
Cane trainees

	Alternative cane trainees
	

t
	

p
	Effect size
r

	
	
N
	
Mean
	
s.d.
	
N
	
Mean
	
s.d.
	
	
	

	SA
	146
	15.41
	5.73
	76
	15.41
	4.84
	 1.30
	.194
	.09

	I
	144
	30.23
	3.48
	76
	30.93
	3.93
	 1.37
	.173
	.09

	P
	134
	20.10
	5.42
	73
	20.44
	5.05
	   .44
	.658
	.03

	C
	138
	21.30
	5.46
	76
	20.43
	4.68
	 1.16
	.246
	.08




Comparisons of the two groups on outcome variables (SWLS, QOL, and its four components) also revealed small differences statistically non-significant in all cases as seen from Table 9.3. (For this analysis on the working age subsample, see Appendix 4, Table A4.11).


Table 9.3. Comparison of groups training with conventional and alternative canes in personal outcome measure.

	Outcome
variable
	Conventional
Cane trainees
	Alternative cane trainees
	
Analytic results

	
	
N
	
Mean
	
s.d.
	
N
	
Mean
	
s.d.
	t
	P
	Effect size r

	SWLS
	147
	 16.39
	 4.63
	76
	 16.57
	 3.89
	.28
	 .783
	 .02

	QOL-G
	136
	 154.36
	31.12
	76
	155.45
	27.17
	.26
	 .799
	 .02

	PHYSHLTH
	143
	 41.30
	10.97
	76
	 41.46
	10.35
	.11
	 .917
	 .01

	PSYCHLTH
	145
	 38.83
	 8.31
	77
	 39.57
	  6.53
	.68
	 .500
	 .06

	SOC RELAT
	146
	  16.05
	  3.94
	77
	16.00
	  3.46
	.10
	 .918
	 .01

	ENVIROQT
	141
	  58.71
	12.74
	77
	58.69
	12.91
	.01
	 .991
	 .00


Note:  SWLS: Satisfaction With Life Scale; QOL-G: Quality Of Life (global item); PHYSHLTH: Physical Health; PSYCHLTH: Psychological Health; SOC RELAT: Social Relations; ENVIROQT: Environmental Quality.


These analyses, while giving one a better understanding of differences as well as the lack of differences between conventional and alternative cane trainees, offer little explanation for the initial findings with regard to the likelihood of trying a difficult task. Much is left to speculation at this juncture, but provides scope for further study. 

Moving on to other aspects of the study, some limitations must be mentioned here. One limiting factor in the study was that the sample could not be obtained through more rigorous sampling techniques, due to the lack of a readily available sampling frame on the one hand and time and resource constraints on the other. A further consideration is the potential biasing effects of volunteers (Rosenthal & Rosnow, 1975; Aditya & Rosnow, 2004). It is likely that the non-volunteer group had a higher proportion of working adults than the volunteering group, if only because of the possibly more stringent schedules of working persons as compared to non-working individuals. This notion is supported by the fact that the percentage of working adults in the sample is somewhat lower than the national estimate of 30% mentioned in the preamble to this report. To the extent that results for the working adult subsample were not significantly different from the overall sample, this particular characteristic may not be important. However, there could be other factors associated with non-volunteering that are not apparent at this time. 

The extreme time pressure that built up half way through the study as multiple concurrent segments of activity converged toward the data collection phase was another limiting factor in the study. As a result, only readily available measures could be included, and even so, there was less than desired time for looking into the adaptations necessary. In particular, the IPC scale structure did not replicate that reported in previous studies. It is not clear if the failure to replicate the scale structure was due to the modification of scale range, or due to the administration medium (telephone survey), or yet, due to any influence of the blindness context. Although the last mentioned appears least plausible, it cannot be ruled out. Several items had to be reworded in order to make it suitable for the target sample. As an example, the item: “Whether or not I get into a car accident depends mostly on the other person” had to be rephrased to substitute “a car accident” with “an accident involving a vehicle” (item 113, Appendix 1). Several items in the IPC scales yielded low temporal stability values. Items that had been included to measure achievement orientation also faced the same problem. As a result, a decision was made to defer combining items to form a composite score pending further analysis of the available data and possibly collecting more data with other samples. On the same note, regression analyses were also deferred pending further analyses of scale structure and examination of composite scores, to avoid reaching premature conclusions on relationships between variables. However, the brighter side of this picture is that there is scope for unearthing more information from the available data, and for further research, taking the findings presented here as a point of departure. 

Another potential limitation in the study was the public attention the survey received due to some proponents of the conventional approach airing adverse reactions to the study on the Internet discussion network for O&M consumers and professionals. The certifying agency for the conventional approach, ACVREP, also issued a formal position statement expressing concerns about the study on this network. Many blind consumers subscribe to this list and, although the PI addressed these concerns in a message posted on the list, it is possible that potential volunteers were influenced negatively by these events and chose not to participate. It is also possible that some who participated in the survey were influenced by the Internet and word-of-mouth communications and subsequently, felt compelled to respond in reaction to perceived hypotheses in the study, despite assurances by the PI that the survey was not agenda-driven. If such responses did occur in the data collected, survey items such as those on blindness and expectations would have been particularly vulnerable to bias, resulting in an underestimation of the true differences in ratings. A question included in the survey asked participants if they had received communication in any form by any individual or organization other than the call for participation issued by the PI and forwarded by their last O&M training center. Three respondents replied in the affirmative, although all replied, in answer to the next question, that there had been no attempt to influence their participation in the survey.  Although it is highly unlikely that any of the participants dishonestly answered these questions, the possibility of this source of bias being under-represented in the observed responses to this question cannot be ruled out.

Finally, a limitation articulated earlier in the introduction to this report must be reiterated. It is important to keep in mind that findings from this study do not permit causal inferences, given a survey design. Further, this study was not an attempt to evaluate which approach or certification was “better,” an issue that is  discussed at some length in Part III of this report. As such, the data from this survey cannot be used to reach generalized conclusions on which certification or approach is better. Part III contains a discussion of the practical and theoretical implications of the findings from this study. It is important to keep in mind that he views expressed in Part III are not offered as scientific truths, but as a perspective of one not invested in the profession of O&M and can therefore view the issues with detachment. 
















Part III 










Implications for future research and practice 
in orientation and mobility





O&M: An outsider’s perspective

There is perhaps no greater privilege for an educator and researcher than to have the opportunity to be educated in an entirely new area of inquiry. In retrospect, while this study has presented many challenges, it has also been an exciting period of self-education on an important element of blindness rehabilitation. This section contains the PI’s reflections on some issues that have surfaced over the past several months of observations, conversations, and data collection. In this section, in light of the facts documented in Part I and the empirical evidence obtained in Part II, some concluding notes on implications for future research and practice in O&M are presented. This study was application oriented rather than basic in character. Therefore, the implications for practice are an inseparable part of the ensuing discussion. In this part of the report, unlike in parts I and II, the PI’s own beliefs, value systems, and experience of life find a place in setting out the implications of this study for future research and practice in O&M. The opinions expressed here are those of the PI, and do not necessarily represent those of the granting agency or the subcontracting agency that provided the funds for this study.

This study is, in a sense, a consequence of the emergence of an alternative approach to O&M in the face of much resistance by professionals entrenched in the conventional, sight-based approach. The alternative approach, driven by a consumer segment, is now accompanied by its own certification. A consumer movement in general is not only unstoppable, but is a natural part of our evolution as a society. There can be no doubt that sighted people through the ages have contributed much to the present state of evolution of O&M training. But it is only to be expected that as the organization of the blind consumer movement grows, the sighted will be needed less. The concept is analogous to the individual life cycle. Parents are instrumental in raising a child through its early stages of development. As the child grows into adulthood, the parents gradually step to the sidelines and assume more of the role of friends than authority figures. Of course, some parents do not let go, and it results in unpleasant life experiences for both parents and children. The same phenomenon is valid for any emerging movement that has an objective of sustaining itself. The early days of evolution of blindness rehabilitation—from the root developments of the sixteenth century (Ferguson, 2001, p. 47)—were without a doubt facilitated by the progressive thinking of many sighted individuals in society. The spirit and progression of thought, however, was stemmed by the emergence of vision as a necessary qualification for O&M professionals in the 1960s, paving the way for the predominance of sighted individuals in the profession. Such a move was perhaps a reaction to an increasingly visible organization of achievement-oriented blind individuals, the NFB. Members of NFB had been developing their own model and philosophy of O&M, based upon their collective experience, since the late 1940s, and the Iowa experiment, started in 1958, was beginning to show impressive results (see section 4.1 of this report). Although the vision specification has been modified in recent years within the conventional system, the basic system of instruction remains sight-based. 

The account of consumer movement in blindness rehabilitation would not be complete without mentioning the presence of a very different perspective, reflected in the formation and growth of a separate consumer organization: The American Council of the Blind (ACB). The ACB views much of the oppression of the blind in terms of accessibility and accommodation issues, and advocates for solutions that modify the physical environment (such as audible signage and way-finding technologies) to make access easier and more convenient for blind and visually impaired persons. Among the major issues taken up by ACB are the implementation and enforcement of the Americans with Disabilities Act of 1990 and training of airline personnel on serving blind passengers (American Council of the Blind, 2004). By way of comparison, the NFB looks at oppression of the blind in psychosocial terms, and seeks to ameliorate the effects of oppression based on stereotypical notions and attitudes by demonstrating to a sighted majority in society, and many instances the blind themselves, that blind persons can be meaningfully and productively integrated with the rest of society. Implicit in this perspective is the notion that the unemployment situation in the blind population is largely a result of attitudinal problems in society’s perception of blindness, and that this can be rectified only through rigorous training of blind individuals who can then effectively adapt to a physical, sight-oriented environment, and help dispel some of the negative societal perceptions of blindness. 

Whatever the diversity of perspectives among consumer segments, it may be counterproductive for a sighted society to attempt to continue wielding control over blindness rehabilitation. There are definite indications, judging by the present status of the two consumer organizations, that the national objectives in blindness rehabilitation can be advanced greatly by the progress made by blind individuals in O&M instruction. No O&M professional genuinely interested in the client’s welfare can afford to stay uninformed, or misinformed, about the latest developments in the field of blindness rehabilitation or O&M training from the consumer’s perspective. That would be a disservice to the client, as many O&M professionals, regardless of approach, acknowledge. The documentation of certifications in Part I of the report hopefully will benefit the prospective client of O&M as well as the professional. 

During the early weeks of work on the first phase of this project, it became increasingly clear that the main roots of controversy in the profession and rivalry between the two approaches and certifying organizations could be traced to two aspects of human communication: vested interests of a few clouding the perceptions of many; and lack of information brought about by the absence of constructive dialogue. Thus, the author’s initial intention of devoting the first phase to self-education turned into a realization that the profession needed education as well: that many professionals did not have accurate information on what the other approach was all about. In the absence of information, speculation ruled as fact. Given the dedication and good intentions of O&M professionals in general, it appeared that the mere provision of information on each approach might greatly help the cause of blindness rehabilitation. That realization led to the documentation in the first part of this report. On the one side, professionals would do well to keep in mind that all individuals trained and certified in the rival approach do not always think alike on the practical issues in O&M. On the other side, professionals benefit from knowing the nature of the other approach, what it really involves, and where it can be taken with respect to the consumer. 

During the course of observations, despite apparent skepticism, resistance, and counterproductive tactics of a few stakeholders in the conventional certification and approach, the PI developed a deep respect for the many professionals in the conventional system who were spending their lives in a career that had little by way of financial rewards; their primary reward came from a sense of fulfillment from helping, in the way they had been taught to see, those in need. Their dedication to their work could put professionals in many other fields, including the PI’s, to shame. Their combination of compassion, professional respect for their clients, and interest in their welfare is second to none. The views expressed by the PI in this section may not be agreeable to all. However, these views have had to pass through a self-evaluative filter before being penned on paper: they only made it to this section if the PI was convinced that he would hold that view were he to be a member of that profession. What follows in the following discussion is a candid statement of the PI’s perspective, offered with the utmost respect to the hundreds of professionals in the field.  

While constructive controversy and rivalry are useful in the advancement of theory as well as practice, these attributes can become counter-productive in the absence of dialogue and the presence of misinformation.  The resistance to the emerging alternative approach by a profession well established in the conventional approach was made clear to the PI from the beginning of the study. The announcement of the study sparked a considerable amount of speculation and protest among proponents of the conventional approach. In particular, two themes emerged in the objections: (a) that the design was faulty because there were no hypotheses to begin with, and (b) the study had no methodology to determine which certification was better, because it did not seek to compare the conventional and alternative certification requirements with the standards specified by accrediting agencies such as the National Organization for Competency Assurance (NOCA), and its accrediting body, the National Council for Certifying Agencies (NCCA). For the benefit of professionals and consumers alike, these objections are briefly addressed here. 

With regard to the first objection, it is submitted that exploratory research does not need to start with specific hypotheses. In fact, from seminal findings on expectancy effects (e.g., Rosenthal, 1966) we know that expectations can drive results. It would be indeed advantageous to have no hypotheses driving the analyses, only research questions, whenever possible. In the present study, for the client survey reported in Part II, special care was taken to control for any potential expectancy effects by introducing two levels of coordination between the PI and the survey administrators: a co-investigator and the direct supervisor of the survey team. Even the independent variables for study were obtained from an “expert panel” of researchers from several relevant disciplines. With regard to the second objection, it is here submitted that comparing certification procedures with accreditation requirements cannot help in establishing which certification is “better.” In fact, as will be argued further on, the question of which certification is better is not valid without specific reference to a purpose; as such, the issue is perhaps best addressed by the individual consumer, based on personal considerations and demonstrated outcomes.  

Whatever the objections to the study, it should be mentioned that resistance to the emergence of an alternative model in O&M training was not universal; many O&M professionals who have made their careers in the conventional approach were open-minded with regard to new practices in O&M. It was evident that they had a genuine interest in helping their clientele. Also observed was a wide spectrum of viewpoints, abilities and skills among conventionally certified professionals. Many professionals perceived that the consumer movement in the blindness field, as in so many other areas in the progress of civilization, was coming into its own. The biggest question in their minds seemed to be about how blind instructors would effectively monitor a client. Such questions became a starting point for the PI’s own exploration of issues in O&M and the two approaches to training. As observations progressed, it was inevitable that the PI would develop his own perspective; however, these were carefully shielded from the conduct of the survey, and saved for this discussion at the end. 

Consumer choice in O&M

Globally, societies, professions, products and services have evolved to a state where knowledge makes the difference between victimization and empowerment of the consumer at large. The field of O&M is no exception to this general circumstance. However, gaining knowledge in O&M—from the issues facing the O&M professional to the existing state of the art—is easier stated than achieved in practice. Foremost among the obstacles to “knowing” is deciding what is sound knowledge and what is misinformation. Two approaches to O&M training have evolved, based on distinctly different paradigms. Thus, research studies conducted within a paradigm can limit the usefulness of findings to another school of thought within the discipline. At the same time, the emergence of competing paradigms often spurs research within each school, thus raising the bar on what can be accomplished. The challenge in this study was to sort out fact from apparent fact. Thus, for instance, both approaches to O&M training may emphasize independence of client as an objective; however, it is only through site observations and informal conversations that the differences in operationalization of the term between the two approaches become visible. 
 
After several decades, the consumer of O&M training now presumably has a choice of training programs, referred to in the report as conventional and alternative approaches. But at present, the benefit of this choice remains out of reach for O&M clients in most regions of the United States. Unless the blind individual actively seeks out information from a variety of sources about the choices available, the question of choice in approaches may not even come up. Even if it does, the choice is not yet practically available in most states, and the individual may have to travel to another city to get training in the alternative approach. Because the cost of services is largely subsidized by federal and state funding, primarily from state VR agencies, the client’s opportunity for choice may be inhibited by agency policy and practice. The consumer therefore, unless well informed and persistent, does not have the benefit of choice in actual practice. 

Accreditation and rehabilitation objectives

In the development of a profession, considerations of professional standing in terms of income, qualifications, and image in society all play a role. In this process, the needs of the consumer are easily obscured. However, a service profession derives meaning only from the consumer served by that profession. The emergence of multiple models within a profession is not fueled as much by considerations of income, qualifications, or professional image as by conditions of dissatisfaction with existing services within segments of the consumer population. The effectiveness of a professional approach, especially in a service context, is best evaluated with reference to the ultimate consequence for the consumer of the service. The question of which professional certification is better can be seen as being quite meaningless from this perspective. Individual professionals, not the certifications, determine how well a consumer is served. It is important to note, further, that accreditation of a certification by an accrediting agency does not address this issue either. Accreditation standards only specify broad requirements such as a testing mechanism prior to certification, and the validation of those tests based on competency criteria that do not necessarily have to be specified in terms of ultimate consumer outcomes. 

The point is best illustrated by considering the medical profession. There are variations in the effectiveness of treatment by physicians who are all certified, or licensed, by the same agency, and authorized to use the certifying title after their names. In recent times, the field of health care has witnessed the emergence of “alternative” medicine and healthcare, based on a very different basic model of physical and mental health. This model was not supported in its early stages by either the conventional medical profession (predictably) or by scientific research (for lack of sufficient data in a nascent movement), but rather by a consumer segment that was becoming increasingly frustrated with the failure of conventional forms of treatment and their adverse side-effects in the short and long terms. In due course of time, as the popularity of the alternative systems of health care increased, certifications have developed within the alternative models in an effort to legitimatize the system in society. As with the traditional model of medicine, there will be effective and ineffective practitioners within the alternative models. It is not the certification, but the individual practitioner, who is more important to the consumer. As to which certification is better, that is determined by the individual consumer’s preference and not the professional or the researcher. There is really no way of making that decision in scientific research when the ultimate outcome is individual service delivery, because the motivation to subscribe to one model or the other comes from within the individual consumer, and there are individual differences in this attribute as with everything else. 

In the case of O&M training, however, there is an added complexity with regard to consumer preference. In a society that for the large part does not have as high expectations of persons with disabilities as of persons without disabilities, it would not be unusual for a blind individual to grow up with a sense of inadequacy and lack of self-confidence. Combined with a well-intended set of laws (e.g., the Rehabilitation Act of 1973, as amended) to empower, serve, and protect the rights of persons with disabilities, this can lead to a sense of entitlement to societal accommodations as well. Given a choice of two rehabilitation programs that demand different levels of performance, the typical client described above may choose a less demanding program simply because of apprehensions about her capability to satisfy demanding requirements rather than a lack of potential. Under these circumstances, helping the blind individual realize his or her maximum potential is a challenging task in which the rehabilitation professional cannot rely on the consumer’s preference alone, but may have to actively intervene to see how far the client can actually go. In this regard, the finding from the client survey suggests that this task may be easier for a blind professional rather than a sighted professional to handle—regardless of training approach. 

Professionalism in O&M

The issue of professionalism in O&M has come into the spotlight in recent years, and both certifying agencies have subscribed to societally accepted norms for what is professional. Notably, proponents of the conventional approach assert that a university curriculum of training is a necessity for professionalism in O&M; proponents of the alternative approach have maintained that university curricula are not as important as performance criteria. However, in recent years, they have also subscribed to the notion that university education may be a necessary part of instructor preparation, consistent with the socially prevalent image of professionalism. Given all this emphasis on university based curricula for training O&M instructors, a review of the concept of professionalism is in order, particularly as it impinges on the certification issue. 

It is true that most fields that have developed into professions have university-based curricula of training. The university system of higher education in our society is a mechanism for converting a body of knowledge into structured packets of information that can then be delivered to a large body of students. However, over the course of time, a great deal of variability has become evident in individual delivery of instruction. 

What are the tools needed to be an effective O&M instructor? Orientation and mobility in the context of blindness are similar in many ways to driving in the sighted world. It is an activity that can be taught in specific ways to be cultivated as almost a part of the individual’s reflexive behavior. Both have a need to emphasize safety. To examine the issue of qualifications needed, therefore, the analogy of a driving instructor is appropriate (they may also be called driving “trainers,” driving “specialists,” driving “coaches” or by some other term, but the label is less important than the activity itself—namely, teaching a person how to move around safely and effectively). The analogy is pertinent enough to be illustrated in some detail. Driving instructors play a critical, if largely ignored and invisible, role in our society—they prepare adults to drive machines weighing several thousand pounds, capable of killing a human or animal being instantly on contact, at great speeds through crowded city roads. Their job is to train people to drive these vehicles safely and to follow traffic regulations. The issue is, what type of education and training does a driving instructor need to be effective. We must keep in mind the importance of this profession to society in general and to individual lives in particular. People who are learning to drive trucks will likely depend on this skill for their livelihood, and on the road, they will be responsible for their lives, the lives of others, and perhaps millions of dollars worth of equipment and merchandise. People who are learning to drive passenger cars will be daily placing their lives and the lives of others in potential peril simply by virtue of being on the road. The task of training people to drive in today’s society performs a much needed and important service, perhaps more critical to the safety of one’s life (and even those of others around one) than training people to be ballet dancers, biologists, or corporate executives. 

Decidedly, the job of the driving instructor is not a simple one. To start with, the automobile is an incredibly complex piece of machinery, however simple it may seem on the outside. There are numerous things that could go wrong with the operation of a vehicle on the road. It would appear that nothing short of a degree program in automobile engineering is sufficient to give a person an idea of the numerous things in the vehicle that could malfunction when it is in motion. Besides these considerations, there is the issue of the driver. Through a century of scientific exploration of the human being we are still discovering how the brain works. The field of psychology has ramified into many different subdisciplines, addressing various aspects of human behavior. Some of these play a critical role in driving safety. For instance, some individuals are prone to what has been termed “road rage;” some are prone to fits of depression, yet others have what is now labeled “Adult Attention Deficit Disorder.” Then there are the particular neurological processes of adolescence and teenage years that make teenagers particularly prone to unpredictable mood swings and behaviors. Given the critical nature of the driving instructor’s job, one could logically expect that a preparation program for driving instructors would include at least several courses in general psychology, neuropsychology, abnormal psychology, psychology of adolescence, and cognitive psychology, among others. But the list of relevant disciplines does not end here. To be able to see the road ahead and the road behind adequately, and to be able to access the “blind” spots, appropriate adjustments are needed to the driver’s seat, the rear view mirror and the side view mirrors, which involve knowledge of ergonomics and elements of physics including theories of light transmission and reflection. Further, studies in surface tension, friction, force and momentum, among other topics in physics, would be helpful in teaching the student about the consequences of braking under various conditions of rain, sleet, snow, off road terrain; during turns and during straight line travel. Other relevant areas of study can be identified, and the list extended further. It would appear that to cover all these courses, an individual aspiring to become a driving instructor would need to undergo several years of study, in a multidisciplinary university degree program would have been established. 

However, a perusal of driving instructor preparation programs on the Internet reveals that the programs leading to certification last a few weeks. It turns out that driving instructors are able to do their job effectively, without preparation in all of the areas listed above. Their training focuses on a minimum of class-room instruction and, to a much larger extent, practical training—beginning with removal of bad driving habits to ensure that the instructor is proficient in the skills taught to the student. Recent articles proposing enhancements to the driving instructor preparation programs advocate visual experiences of simulated crashes and live demonstrations of DWI performance (Van Tassel and Dennis, 2002) and hands-on experience with human performance measurement such as sobriety tests, blood alcohol measurement and other law enforcement functions (Van Tassel, Dennis,  & Manser, 2003).  

The case of O&M instructor preparation is similar in scope and purpose, with similar implications for safety, only significantly more difficult in some practical aspects. The task of the O&M instructor is to prepare the blind client to travel safely—wherever the client happens to be. Beyond the physical aspects of O&M, the level of self-confidence needs to be considered. The psychological aspects of safe travel cannot be ignored. Given the same level of proficiency in travel, an individual with a low level of self-confidence may well have an elevated likelihood of an accident compared to an individual with a healthy level of self-confidence.

An important aspect of building that confidence is proficiency. In performance-based instruction, as in academic instruction, the instructor must be proficient in the skills taught, if the student is to become proficient. In other words, there is no way of teaching the O&M student to cross a five-way intersection with confidence if the instructor cannot do it herself under the same conditions of vision as the student’s. The O&M scenario hinges on an essential principle of credibility in building student confidence and self-efficacy. To be sure, the argument that one does not have to be a champion to be a successful coach carries some merit. However, proficiency should not be confused with championship quality. It would indeed be difficult for a coach to be effective without being proficient in the practical demonstration of the skill being taught. This is particularly so in the field of O&M. One sighted instructor pointed out in a conversation that he was unable to understand why one of his clients could not cross an intersection until he put on blindfolds—and then it was obvious how the sound of a construction boom two blocks away was obliterating the traffic cues that his blind client would have otherwise used to cross the intersection. 

The emphasis on practical proficiency in the foregoing arguments is not intended to discount the role of science in O&M. Scientific research can and has resulted in discoveries that can inform the O&M field, regardless of approach to training. A recent example is CVI, or Cortico Visual Impairment. It appears, going by recent research reports (Roman, 2003), that CVI is reversible under certain circumstances, and what seems to be a loss of vision can be completely reversed depending on when the condition is diagnosed, the nature of the intervention, and other constraints that may come into play in the rehabilitation situation. Such developments are not only useful, but represent critical state of knowledge that rehabilitation counselors and administrators should possess—regardless of the approach to O&M training. However, such knowledge is not a central aspect of the O&M instructor’s repertoire. On the other hand, there are other developments, such as the use of echolocation, that should be in the central domain of the O&M professional knowledge base, while being useful for rehabilitation counselors and administrators also to know. 

The social norms for professionalizing an occupation can in some ways work at cross purposes with national objectives. There are two ways by which this can happen. First, university programs aim at delivering a body of crystallized knowledge to the student. The practical application of that knowledge is frequently included as part of the curriculum through internship experience. However, the university system is ill-suited to building a high level of practical experience internally, since a great many other demands are placed on university faculty. Typically, a university professor is expected to teach courses, engage in research, serve on doctoral and thesis committees, and perform service to the professional and general community. In recent years, another time-consuming activity has been added as an important expectation of faculty—obtaining external funding. With these activities, it is difficult for many educators who are otherwise motivated to devote the amount of time required for personalized coaching that a performance-based discipline involves, unless the program enrolls a very small number of students. However, there is increasing pressure on program directors to increase enrollment in order to remain in competition with a large number of disciplines for the university’s internal resources. These attributes of university programs, while producing large numbers of graduates with diplomas and degrees, detract from performance-based training. 

The second way in which social norms can work at cross purposes with national objective in training is through the system of accreditation. As an institution, the system of accreditation is often mistaken by professionals and public alike as ensuring competence. In fact, the best that accreditation of a certification program can achieve is to ensure that a base level of infrastructure for delivering a body of knowledge is available to the student. The true test of a certification program is not whether it is “accredited” by some accrediting institution, but whether the end-objectives of the program in preparing the student for a successful vocation are met. In the field of rehabilitation, as in education, the notion of success needs to be extended beyond the student of the program to the client population served by the student, who is now in the role of a teacher. The success of the O&M client in gaining competitive employment and independence in society should be the true test of effectiveness of a program of instructor preparation. The success of the client is among the most important ultimate objectives of a program of rehabilitation. However, an association between the ultimate success of clients and the process of certification of professional instructors is difficult to establish in validation studies. The system of accreditation, by requiring tests of validity of the certification process, creates an incentive for short-circuiting the connection between program delivery to professionals and success of the rehabilitation client. It emphasizes quantifiable associations and, in so doing, takes the focus away from the end-consumer to the professional being certified.  

The field of O&M essentially addresses skills in becoming “street-smart.” The end performance impacts the client personally, and in visible ways that have little to do with where and by whom the client was trained. Employers do not care if the client had been trained in O&M by someone with a Master’s degree or a high-school diploma, as long as the client can come to work and get around without assistance. This may be contrasted with, for instance, hiring an accountant, when employers will look to see what level of training the accountant has received. The accountant’s proficiency in accounting are less visible than that of the blind jobseeker’s skill in moving around. 

Professionalism has two other aspects that are relevant to O&M: impersonal delivery of services, and “scientific” approach to service delivery. Impersonal conduct of the professional has come to be a part of the popular view of professionalism perhaps because of a history of abuse of expertise and specialized status by professionals in a number of fields involving patient- or client-specialist interaction. Therefore, impersonal delivery of services has become a widely accepted and desirable element of professionalism—even though impersonal conduct, by creating a distance between instructor and student, may in fact detract from optimal performance. Poignant evidence of this aspect of professionalism comes from the evolution of management as a discipline. Frederick W. Taylor’s principles of scientific management, which dominated management thought during the first three decades of the twentieth century (Gabor, 2000, p. 3-44; in Ivancevich & Matteson, 2002, p. 12), reduced worker performance to a series of ergonomically arranged and carefully timed task elements through the now well-known time-and-motion studies. Taylor’s concept of scientific management comprised four basic tenets: (1) develop a “scientific” way of performing each element of a worker’s job, as opposed to using old rules of thumb; (2) systematically select, train and develop workers, to replace the earlier way of letting workers choose their work and training themselves; (3) ensure cooperation among workers and between workers and management to carry out all tasks in accordance with the principles mentioned above; and (4) assure a more or less equal division of work  as well as responsibility between managers and non-managers (Ivancevich and Matteson, 2002, p. 9, 237). 

Taylor’s principles held sway over the practice of management for over thirty years before the problems inherent in his concept of scientific management became apparent. The reduction of tasks to precisely determined basic elements implied by the first principle appeared at first attractive and logical in the effort to maximize performance. Further, the “scientific” selection, training, and development of personnel for each task (second principle) seemed intuitively better for effective performance than letting workers choose their tasks and train themselves. But these measures did not work because, in essence, they dehumanized, or impersonalized, the work environment. Without the human element, it became difficult to implement the third and fourth principles in organizations. However, it was not until the mid 1950s that the unfeasibility of “scientific management” principles became clear. Specifically, McGregor’s (1960) Theory X and Theory Y drew attention to the vital missing element in scientific management—the role of attitudes and interpersonal relationships in employee motivation and performance. McGregor proposed that there were basically two mutually exclusive ways of looking at employees: one, as people inherently incapable of carrying out a job without being provided with structure and direction, and being monitored closely (Theory X); or, second, as inherently responsible individuals who will be self-motivated to perform well in a conducive and trust-based environment fostered by positive human relationships (Theory Y). A pivotal concept in McGregor’s theorizing was managerial attitudes, fostering a “psychological ‘climate’ of the relationship” (McGregor, 1960, p. 134; also see Schneider, Bowen, Ehrhart, & Holcombe, 2000). McGregor’s work revolutionized the field of scientific management, and ensured a permanent place for the inclusion of psychological factors in employee performance. 

The evolution of O&M is reminiscent of the developments in management. From an examination of the extant literature on O&M, it is evident that the past several decades have witnessed the systematic reduction of the task of cane travel into basic elements, similar to Taylor’s reductionist science. However, without incorporating attitudinal aspects of training, it would be difficult to maximize client performance. The alternative approach to O&M training has emerged from a felt need to address problems with the predominantly professional perspective of the conventional approach, in much the same manner as the focus on relationships arose out of a felt need to address problems with a Taylorian science based on the employer’s perspective. It is somewhat ironic that a “science” of O&M was being created around the same period in history that the “scientific” management movement was being seen as untenable, to be replaced by an employee-based perspective. Therefore, to the PI, as to any organizational psychologist familiar with the developments in performance management, the significance of a consumer-based approach to O&M training is self-evident. In the ultimate analysis, it seems reasonable to expect that the maximization of client potential cannot be achieved through the characteristically impersonal techniques of scientific reductionism of the task itself, but rather through recognition and incorporation of a variety of human factors impinging on performance. In the area of organizational management, a proven technique today is the direct opposite of Taylor’s first two principles. Instead of attempting to deconstruct a task, the move is toward creating discrete modules of work that result in a product meaningful to the worker making it, thus linking the worker’s effort and skill directly and perceptibly to the product manufactured. Further, in many enlightened work places, employees, although selected on the basis of certain basic abilities, are allowed to self-select into their task-roles, thereby increasing motivation levels and, consequently, performance.  

The alternative approach to O&M training emphasizes a holistic view of cane travel: beyond rudimentary cane technique, the more important aspect is seen as one of attitudinal adjustment. Self-confidence and its companion construct, self-esteem, are seen as necessary to balance out an overwhelming concern with safety that often inhibits the blind person’s move toward independent functioning in society. Although the alternative certification does not discriminate in favor of blind instructors, attitudinal adjustment is difficult to bring about in a blind person in need of it, without the active intervention of another blind person. This statement, at face value, may seem to be discriminatory, but it is based on observation of training in progress at a number of centers, and conversations with clients at these centers. Further, the results of the survey involving responses to items 155a and 155b support this argument. The importance of active involvement of blind persons in the O&M training situation cannot be underscored enough. That said, two qualifications to the argument must be mentioned. First, not all clients who come in for O&M training are in need of attitudinal adjustment. Second, even a blind instructor can be quite ineffective in bringing about this adjustment in a blind client of O&M if the instructor is not herself already well-adjusted.

With respect to the first caveat mentioned above, it is useful to note that the presence of blind clients who are well-adjusted when entering an O&M training program should be considered in any evaluation of effectiveness of training. Otherwise, such evaluations would overestimate the true effectiveness of training, regardless of the approach. Conversations with clients who had gone into training in the conventional approach with a high level of adjustment and self-esteem suggest that their independent functioning subsequent to the training program was in spite of the training environment rather than as a result of it: Although they did learn the fundamentals of cane technique, these clients tended to find the pace of instruction too slow, and some aspects of instruction, especially sighted guide techniques, demeaning. Their response in such situations was to try to ignore these aspects and focus on the cane travel techniques learned. It is useful for rehabilitation administrators and counselors to acknowledge these experiences of blind clients. Although the number of blind individuals entering training with a high level of self-confidence and self-esteem may constitute only a small proportion of the client population, these are individuals who have tremendous potential to return many times over to society the financial resources expended by the state in their rehabilitation. As such, it would take a challenging program to maximize their potential. By nature of the context, such a program is perhaps best constructed by blind persons who are proficient in the skills taught. Sighted instructors, if proficient in travel without the use of vision, may approximate what can be achieved by proficient blind instructors, but still face the handicap of not experiencing the physical and social worlds as the blind person experiences it—a fact that blind persons recognize only too well as a basic difference between the two individuals, whether or not they talk about it to a sighted instructor. This theme emerged time and again in conversations with blind clients during site observations. Sighted instructors not proficient in travel without the use of sight cannot hope to compare favorably with the first two categories, and are perhaps on the same level as blind instructors who are not good travelers. No amount of academic preparation in multiple disabilities or sensory development or other phenomena can help overcome this inherent limitation. 

The case is not very different for blind persons entering the O&M program with a low level of self-confidence and self-esteem, as occurs typically. These individuals are prone to focusing on their blindness as a serious disability. It would take even more credibility on the part of the instructor to be able to extract their true potential. The findings from the client survey reflect the relative advantage a blind instructor would have over a sighted instructor in getting a blind client to perform challenging tasks. Furthermore, the finding that the difference was reflected primarily in those using conventional canes suggest that conventional programs may not be maximizing the potential of their clients. The “Commitment to the Student” codes of ethics (OMSC Handbook, pp. 16-18), while ensuring proper social and professional etiquette on the job, are not the critical elements in the maximal extraction of potential from a blind client. The difference that proficiency in blind travel and instruction makes to the confidence level, self-esteem, and travel performance of blind clients is better observed through site visits than through quantitative research. The PI’s own observations suggest that such factors as cane size, type of grip, and the instructional approach may all be secondary compared to the factors of proficiency in blind travel and the actual involvement of blind instructors in all or part of the instructional process. 

However, the moderate effect size (r = .26) obtained for the subsample of trainees rating blind and sighted individuals differently (discussed in section 9 of this report) has alternative implications for theory and practice. In theoretical development of knowledge about client responses, the observed difference in ratings simply estimate a population characteristic; however, when applying this result to the context of rehabilitation, the costs of inadequate extraction of potential contributions of blind persons to society must be considered against the theoretical implications of a phenomenon that a moderate or even small effect. It may be expected that achievement orientation will be normally distributed in the population of blind persons as in the population of sighted individuals. However, in the case of blind persons, it is likely that individuals with high potential for achievement are locked in to the middle range of the distribution because of environmental and societal influences, as discussed earlier. To unlock this potential, it is imperative that blind adults of working age or younger be taken through a program of high expectation and demonstration of proficiency in independent travel. If, after experiencing the opportunities provided by an empowering environment, the individual feels uncomfortable and decides to withdraw, that would be a personal choice, to be respected as such. However, to not provide that experience first for each client qualified to receive it would be a disservice to the individual as well as a potential cost to society in the long run. 

The second caveat, mentioned earlier and implied in the preceding statement, is that a blind instructor not adequately adjusted to blindness, and not proficient in travel skills, cannot be effective in training a blind client. In fact, they would probably be less effective than a sighted instructor because they are likely to reinforce negative societal attitudes toward blindness. They would, through their own incompetence and maladjustment, project the notion that blind persons are not capable of high levels of achievement. These ideas, while being difficult to quantify and test empirically, nevertheless provide much scope for future research. 

With the benefit of hindsight, a few observations from the PI’s site visits and experience with the conduct of the survey are worth mentioning here. It is more feasible, and perhaps more useful, to study the effectiveness of O&M training within a given center than to attempt a study of effectiveness of a method in general. The wide variation in individual styles of instruction within the conventional approach was evident from site observations. The relatively lower variability within the alternative approach was perhaps largely due to the fact that this technique is not as widespread in practice as is the conventional approach. Variability may be expected to set in with time. Therefore, a study of effectiveness conducted for a training center’s own purposes of enhancing service delivery would be a more desirable and feasible enterprise than attempting studies to apply findings across training facilities. 
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APPENDIX 1
O&M SURVEY


Interviewer script:

My name is _______, and I am calling from the Institute of Public Opinion Research at Florida International University. Could I please speak with Mr. /Ms. ______  ?

After ascertaining that the participant is on the line…

Hello Mr./Ms. _____, how are you doing today? I am calling regarding the Orientation and Mobility survey in which you had indicated your willingness to participate.

Is it convenient to respond to survey questions at this time?

If not convenient, reschedule. If convenient…

Let me begin by briefly explaining to you the nature of this survey. As mentioned in the letter you received earlier, you will be answering a series of questions on your experiences with orientation and mobility training and about yourself. These questions are grouped together by similar response formats. Before beginning each set of questions, I shall be explaining the response format to you. The survey is expected to take less than an hour. After completion of the survey, I will ask you for your mailing address and other details necessary to process a check for $20.00 from Florida International University. These details will be recorded on a separate log, and will not be linked to your survey responses. For any reason, if you do not receive the check within 6-8 weeks, you may contact the research team at the numbers provided in the materials you received by mail earlier. Do you have any questions at this time? 

(If necessary, repeat above instructions)

Are you ready?

Start when ready

 

(Interviewer): We will now begin the main survey. Please be open and honest with your responses, and do not take too much time with any single question. To begin with, the following are some demographic questions about yourself.
---------------------------------------------------------------------------------------------------------

1. Sex:         	F 				M

2. Age: 		_______ yrs

	
	
	 No
	Yes

	3
	Do you have any residual vision?
(If no, skip to Q8)
	
	

	4
	If so, do you have any usable vision?				

	
	

	5
	Can you make out the presence of objects around you in full daylight, even if you cannot say what it is?	

	
	

	6
	Can you read print at all, with or without the aid of a magnifying device?

	
	

	7
	Do you expect your residual vision to be stable for the next several years?

	
	

	8
	Has your vision changed at all since you underwent your last O&M training?

	
	

	9A
	Are you a student?
	
	

	9
	Are you employed? 	
(If no, skip to Q 13)
	
	

	10A
	Do you work part time?
	
	

	10

	Do you work full time ?


	11
	Were you placed in this job by your last rehab agency ?
	
	

	12
	
Are you in sheltered employment _______ or regular employment _______ ?
(skip Q 13)

	13
	If not employed, are you self-employed?
(If no, skip to Q 15)
	
	

	14
	What is the nature of your work?

	
	

	15
	Do you commute to work?

	
	

	16
	If so, how?  

1.Walk ___	   2. Bus __   3. Taxicab ___	4. Ride with someone else___
     5. Para transit ___  6. Other (explain): ___________________________
     7. Don’t know/ No response ___ 8. No more ___

	17
	Did you file an income tax return for 2002 ?
	
	

	
	
	No
	Yes

	18
	Did you file an income tax return for 2001?
	
	

	19
	Approximately how much did you make by way 
of gross income in 2002?				
	
$ __________

	20
	Approximately how much do you expect to gross in 2003?				
	
$ __________

	21
	If you are not working, have you tried to find employment?

	
	

	22
	If yes, approximately how many jobs did you apply for in the past one year?
	
____________

	23
	How many job interviews did you have in the same period?

	
____________

	23A
	What types of transportation are available in your area to go to the places you want to go to? 
  1. BUS 
  2. TAXI-CAB 
  3. SUBWAY, TRAMCAR, OR SURFACE RAIL 
  4. PARA-TRANSIT 
  5. OTHER (SPECIFY) _____________
	



(O&M Training) 

	
	
	No 
	Yes

	24
	Were you attending an orientation and mobility training program at some time during the past 2 years?

	
	

	25
	If yes, did you complete the program? 
(If no, explain why?): ________________________
	
	

	26
	Is this your first O&M training program?
	
	

	26A
	How many O&M programs have you attended so far? [SPECIFY NUMBER--ESTIMATE IF CANNOT ACCURATELY RECOLLECT]
	

	27
	If no, how long ago did you attend the program just prior to your last O&M program?
	
	

	From now on, all questions about your O&M training refer to your most recent training program, unless specifically stated otherwise. Please think about your
  most recent program while answering the following questions. Are you ready?

	28
	Why did you come in for your most recent program?
a)	For a refresher course
b)	Needed orientation for new location
c)	Not satisfied with earlier program results
d)	Not satisfied with earlier program requirements

	
         1  
         2  
         3  
         4  

	29
	Did you learn to use a cane during your orientation & mobility training?

	
	

	30
	If yes, did you choose the type of cane used?

	
	

	31
	
Did you use a rigid cane ____ or a foldable/telescoping cane ____?


	32
	What type of tip did your cane have?   
             1. Plastic    
             2. Roller     
             3. Metal      
             4. Nylon
             5. Marshmallow 
             6. Other
	
	

	33
	Do you now use the same type of cane that you learned to use in your orientation and mobility training?
(If Yes, skip the next two questions)
	
	

	34A
	What is different about your present cane? Is the length longer or shorter than the one you learned to use in the training?

  1.   The same cane length:      shorter now                  longer now                N/A         


    

	34B
	Does your present cane have a different tip? If so, is it a plastic tip, a roller tip, or a metal tip, or does it have the same kind of tip?

2. Cane tip:    Plastic                 Roller                  Metal                 N/A


	34C
	Is your present cane different in terms of being rigid or foldable/telescoping?

3.   Cane structure:  Rigid           Folding/Telescoping                    N/A   


	35
	
Briefly, why did you change your type of cane? _____________________________



	
	
	No 
	Yes

	36A
	If partially sighted, did your program train you in the use of vision?
	
	

	36B
	If you have residual vision that is deteriorating, do you expect to go back for O&M training in the future? 
	
	

	37
	 Do you expect to go back for O&M training in the future?
	
	

	37A


	Why do you not expect to go back for O&M training in the future?
1.	Don’t need my vision to travel
2.	Other, Specify
3.	Don’t know
	

	
	                                                                                                          
	No
	Yes

	38
	Were you taken through an evaluation by a rehab counselor prior to the training?

	
	

	39
	Were you in a residential program?
	
	

	40
	How long did your O&M program last?
	

	41A
	How long was the cane you used in your O&M training? If held vertically on the ground, did it come up to your stomach, your chest, or between your chin and nose?
1 YOUR STOMACH
2 YOUR CHEST
3 BETWEEN YOUR CHIN AND NOSE
4 OTHER, SPECIFY
5 DON’T KNOW/NO RESPONSE
	

	41
	If you held your present cane vertically on the ground, would it come up to:
       1. Your stomach
       2. Your chest
       3. Between your chin and nose


	

	42
	Did you at times get the feeling that you would find it difficult to meet your instructor’s expectations of you?

	
	

	43
	Was your instructor legally blind?
	
	

	44
	Did you feel confident in getting around in a new place after completing your orientation and mobility training?
	
	

	45
	If you have residual vision, did you have to spend a good portion of your training under sleepshades?
	N/A
	
	

	46
	In your training, were you taught sighted guide techniques?
	
	

	
	
	No
	Yes

	47
	If yes, were you taught sighted guide techniques involving: 
	1 Proper grip
	
	

	
	
	2 Changing sides
	
	

	
	
	3 Narrow spaces
	
	

	
	
	4 Going up stairs
	
	




You will now be read a series of statements regarding blindness with a different response format. Please indicate whether you agree, disagree, or have no opinion, for each of the statements. Do not spend too much time on any question, but try to move briskly through the statements.

	
	
	Agree
	Disagree
	No opinion

	51
	Blind/visually impaired persons have the right to expect assistance from sighted people.
	
	
	

	52
	Regardless of training, most legally blind persons cannot look after the necessities of life without help from others.
	
	
	

	53
	Society is responsible for the safety of its blind or visually impaired members.
	
	
	

	54
	Legally blind individuals are in every way just as capable as sighted individuals, and the lack of vision should not deter them from being productive members of society
	
	
	

	55
	It is society’s responsibility to see that the environment is made safe for travel by blind or visually impaired persons. 
	
	
	

	56
	The unemployment rate among legally blind working age adults is no more or less than that of the population at large.
	
	
	

	57
	Most legally blind individuals have a low opinion of their capabilities. 
	
	
	

	58
	Legally blind individuals are not capable of handling most professions that sighted persons can. 
	
	
	

	59
	In order to achieve anything of substance in training, one has to be pushed beyond one’s comfort zone.
	
	
	

	60
	It would be unrealistic for me to attempt most things that sighted people do. 
	
	
	

	61
	The key to greater performance is greater expectations.
	
	
	

	62
	I feel thankful when someone leads me across a parking lot or intersection without my asking for it. 
	
	
	

	63
	In orientation and mobility training, a person with low vision should have the option of receiving training in the use of the remaining vision, regardless of whether it is deteriorating or stable. 
	
	
	

	64
	I am at ease with my blindness/visual impairment at a social gathering. 
	
	
	

	
	
	Agree
	Disagree
	No opinion

	65
	It feels awkward when someone grabs my arm to lead me across a street intersection without my asking for it. 
	
	
	

	66
	Blind persons are generally better off and safer learning to travel outdoors from a sighted rather than a blind instructor. 
	
	
	

	67
	I like to get around outdoors without a cane as far as possible—there is always someone around to help.
	
	
	

	68
	It would be easier for a blind mobility instructor rather than a sighted instructor to instill confidence in a blind or visually impaired client. 
	
	
	

	69
	With proper training, otherwise healthy legally blind individuals can take care of themselves. 
	
	
	

	70
	Society can and should expect more out of blind or visually impaired individuals. 
	
	
	




On a scale of 1 (Not at all like me) 
through 5 (Extremely like me), 
please rate each of the items that follow:


	71
	It is very important for me to achieve something in life.
	

	72
	It takes time to overcome my shyness in new situations.
	

	73
	I am very goal-oriented.
	

	74
	I have little leisure time.
	

	75
	I have trouble working when someone is watching me.
	

	76
	I find the notion of mastery very appealing.
	

	77
	I prefer to be at peace with what I have in life rather than to be constantly striving for more.
	

	78
	It is important for me to always be doing something.
	

	79
	I get embarrassed very easily
	

	80
	I like to plan my way through life.
	

	81
	I don’t find it hard to talk to strangers.
	

	82
	I am content with my life as it is, in general.
	

	83
	I am constantly trying to extend the range of my activities.
	

	84
	I feel anxious when I speak in front of a group.
	

	85
	I am competitive by nature.
	

	86
	I usually end up in a lead role in social or group activities.
	

	87
	Large groups make me nervous.
	

	88
	I am rarely satisfied with myself.
	




Please rate your level of agreement or disagreement with the following statements using this scale: Strongly disagree; agree; neither agree nor disagree; agree; and
strongly agree. Would you like me to repeat the scale one more time? [Repeat if requested]

1= strongly disagree
2= disagree
3= neither agree nor disagree
4= agree
5= strongly agree

Now I will give you several statements with which you may agree or 
disagree. The first one is [read question89]: The choices are—strongly disagree, disagree, neither agree nor disagree, agree, or and strongly agree with this statement]


	89
	In most ways my life is close to my ideal.
	

	90
	The conditions of my life are excellent.
	

	91
	I am satisfied with my life
	

	92
	So far I have gotten the important things I want in life.
	

	93
	If I could live my life over, I would change almost nothing. 
	



	
94
	Whether or not I get to be a leader depends mostly on my ability.
	

	95
	To a great extent my life is controlled by accidental happenings.
	

	96
	I feel like what happens in my life is mostly determined by powerful people.
	

	97
	Whether or not I get into an accident depends mostly on how good a traveler I am.
	

	98
	When I make plans, I am almost certain to make them work. 
	

	99
	Often there is no chance of protecting my personal interests from bad luck happenings.
	

	100
	When I get what I want, it’s usually because I’m lucky.
	

	101
	Although I might have good ability, I will not be given leadership responsibility without appealing to those in positions of power.
	

	102
	How many friends I have depends on how nice a person I am.
	

	103
	I have often found that what is going to happen will happen.
	

	104
	My life is chiefly controlled by powerful others.
	

	105
	Whether or not I get into a car accident is mostly a matter of luck.
	

	106
	People like myself have very little chance of protecting our personal interests when they conflict with those of strong pressure groups.
	

	107
	It’s not always wise for me to plan too far ahead because many things turn out to be a matter of good or bad fortune.
	

	108
	Getting what I want requires pleasing those people above me.
	

	109
	Whether or not I get to be a leader depends on whether I’m lucky enough to be in the right place at the right time.
	

	110
	If important people were to decide they didn’t like me, I probably wouldn’t make many friends.
	

	111
	I can pretty much determine what will happen in my life.
	

	112
	I am usually able to protect my personal interests.
	

	113
	Whether or not I get into an accident involving a vehicle depends mostly on the other person.
	

	114
	When I get what I want, it’s usually because I worked hard for it.
	

	115
	In order to have my plans work, I make sure that they fit in with the desires for people who have power over me.
	

	116
	My life is determined by my own actions.
	

	117
	It’s chiefly a matter of fate whether or not I have a few friends or many friends. 
	



We will now be moving to a set of items with a different response format. On a scale of 1 to 10, with 1 being the least and 10 being the most, please answer the following questions:
	118
	How satisfied are you with your quality of life overall?
	

	119
	How satisfied are you with your health?
	

	120
	To what extent do you feel that physical limitations prevent you from doing what you need to do?
	

	121
	How much do you need any medical treatment to function in your daily life?
	

	122
	How much do you enjoy life?
	

	123
	To what extent do you feel your life to be meaningful?
	

	124
	How well are you able to concentrate?
	

	125
	How safe do you feel in your daily life?
	

	126
	How healthy is your physical environment?
	

	127
	How much energy do you have for everyday life?
	

	128
	How acceptable to you is your bodily appearance?
	

	129
	How satisfactory is your financial condition in meeting your needs?
	

	130
	How available to you is the information that you need for everyday living?
	

	131
	To what extent do you have the opportunity for leisure activities?
	

	132
	How well are you able to get around?
	

	133
	How satisfied are you with your sleep?
	

	134
	How satisfied are you with your ability to perform your daily living activities?
	

	135
	How satisfied are you with your capacity for work?
	

	136
	How satisfied are you with yourself?
	

	137
	How satisfied are you with your personal relationships?
	

	138
	How satisfied are you with the support you get from your friends?
	

	139
	How satisfied are you with the conditions of your living place?
	

	140
	How satisfied are you with your access to health services?
	

	141
	How satisfied are you with your transport?
	

	142
	How often do you have negative feelings such as blue mood, despair, anxiety, depression?
	


(Current situation)
We are now moving on to a new section of questions with Yes-No or other response formats. The first item is:

	
	
	No
	Yes

	143
	Are you now able to get oriented to a new location by yourself?
	
	

	144
	If not, how would you resolve the problem if you were to move to a new place, for instance, or your work place changes? 

	Approach the nearest rehab agency for an orientation training at my new place
	Use friends or family members to help me get oriented
	Try to figure it out by myself, asking questions of those around me as needed


	145
	Do you usually ask for or wait for assistance when crossing streets at an intersection?
	
	

	146
	Do you do your own grocery shopping?
	
	

	147
	Can you get around by yourself at your usual grocery store?
	
	

	148
	Can you take care of your banking activities by yourself?
	
	

	149
	Can you prepare your own food at home?
	
	

	150
	Can you make your own coffee or tea?
	
	

	151
	Would you be fully at ease landing up at an unfamiliar airport traveling alone?
	
	

	152
	Within your city, have you traveled far and in all directions from home?
	
	

	153
	Do you frequently bump into things in and around your home?
	
	




	154
	Is making friends with other blind or visually impaired persons is no different, easier, or more difficult for you than making friends with sighted persons?
	No different

1
	Easier


2
	More difficult

3


	155A
	Suppose you are asked to perform a task that appears to be difficult for a blind person to do. Assume that the person asking you, whether sighted or blind, is able to perform the task. Please rate on scale of 1 to 10, with 10 being most – How likely are you to try the task if the person asking you were sighted?
	


    

	155B
	How likely are you to try the task if the person asking you were blind? 
	      

	156
	Are you aware of any blind individuals who have achieved a major feat or a high social status?
	   No

	Yes




Because this is a federally funded research project, we must ask you to respond truthfully to the following three questions:

	
	1 = Yes
2 = No
3 = No Response

	157. Have you received any oral or written communication about this survey other than the call for participation you received from Florida International University mailed through your training center?
	

	158. If yes, did this communication seek, implicitly or explicitly, to influence your responses to this survey in any way?

	1 = Yes
2 = No
3 = No Response

	159. If “yes” to 2 above, please explain the source and nature of the communication:

Source:

Nature/content of communication: 




	160. We would like to test the statistical properties of some parts of this survey. We would like to contact a smaller group for a much shorter survey. Would you be willing to take part in this second session, lasting about 10 minutes, approximately 10 days from now?
	1 = Yes
2 = No
3 = No Response

	161. Would you be willing to have us retain your name in a separate database for possible participation in future studies?
	1 = Yes
2 = No
3 = No Response





Thank you for your time. Those are all of the questions that I have for you today.

107

APPENDIX 2
FREQUENCIES


Table A2.1: Frequencies of demographic items.

	Item
	
	Response frequency

	No.
	Item
	 No
	Yes

	3
	Do you have any residual vision?
(If no, skip to Q8)
	53
	182

	4
	If so, do you have any usable vision?				
	26
	151

	5
	Can you make out the presence of objects around you in full daylight, even if you cannot say what it is?	
	13
	168

	6
	Can you read print at all, with or without the aid of a magnifying device?
	53
	128

	7
	Do you expect your residual vision to be stable for the next several years?
	66
	77

	8
	Has your vision changed at all since you underwent your last O&M training?
	121
	113

	9
	Are you employed? 	
(If no, skip to Q 13)
	198
	38

	11
	Were you placed in this job by your last rehab agency ?
	26
	12

	13
	If not employed, are you self-employed?
(If no, skip to Q 15)
	190
	8

	15
	Do you commute to work?
	9
	36

	17
	Did you file an income tax return for 2002 ?
	106
	127

	
	Did you file an income tax return for 2001?
	101
	132

	21
	If you are not working, have you tried to find employment?
	118
	56

	24
	Were you attending an orientation and mobility training program at some time during the past 2 years?
	26
	210

	26
	Is this your first O&M training program?
	81
	129

	29
	Did you learn to use a cane during your orientation & mobility training?
	32
	203

	30
	If yes, did you choose the type of cane used?
	108
	93

	33
	Do you now use the same type of cane that you learned to use in your orientation and mobility training?
(If Yes, skip the next two questions)
	42
	160

	36
	If partially sighted, did your program train you in the use of vision?
	67
	106

	37
	If you have residual vision that is deteriorating, do you expect to go back for O&M training in the future? 
	91
	122

	38
	Were you taken through an evaluation by a rehab counselor prior to the training?
	60
	166

	39
	Were you in a residential program?

	117
	106

	42
	Did you at times get the feeling that you would find it difficult to meet your instructor’s expectations of you?
	154
	82

	43
	Was your instructor legally blind?
	175
	58

	44
	Did you feel confident in getting around in a new place after completing your orientation and mobility training?
	29
	205

	46
	In your training, were you taught sighted guide techniques?
	56
	169

	143
	Are you now able to get oriented to a new location by yourself?
	73
	158

	145
	Do you usually ask for or wait for assistance when crossing streets at an intersection?
	140
	92

	146
	Do you do your own grocery shopping?
	93
	143

	147
	Can you get around by yourself at your usual grocery store?
	76
	158

	148
	Can you take care of your banking activities by yourself?
	72
	163

	149
	Can you prepare your own food at home?
	17
	217

	150
	Can you make your own coffee or tea?
	11
	214

	151
	Would you be fully at ease landing up at an unfamiliar airport traveling alone?
	123
	106

	152
	Within your city, have you traveled far and in all directions from home?
	74
	160

	153
	Do you frequently bump into things in and around your home?
	161
	75

	156
	Are you aware of any blind individuals who have achieved a major feat or a high social status?
	
61
	
175


Note: Total frequency may not add up to total sample N of 236. Balance remaining did not respond, did not know, or had no opinion, as applicable for each item.




Table A2.2. Frequencies of blindness attitude items.

	
	
	Agree
	Disagree
	No opinion

	51
	Blind/visually impaired persons have the right to expect assistance from sighted people.
	116
	107
	11

	52
	Regardless of training, most legally blind persons cannot look after the necessities of life without help from others.
	44
	178
	12

	53
	Society is responsible for the safety of its blind or visually impaired members.
	94
	113
	26

	54
	Legally blind individuals are in every way just as capable as sighted individuals, and the lack of vision should not deter them from being productive members of society
	211
	16
	8

	55
	It is society’s responsibility to see that the environment is made safe for travel by blind or visually impaired persons. 
	170
	49
	10

	56
	The unemployment rate among legally blind working age adults is no more or less than that of the population at large.
	29
	141
	33

	57
	Most legally blind individuals have a low opinion of their capabilities. 
	121
	86
	11

	58
	Legally blind individuals are not capable of handling most professions that sighted persons can. 
	51
	174
	10

	59
	In order to achieve anything of substance in training, one has to be pushed beyond one’s comfort zone.
	136
	87
	9

	60
	It would be unrealistic for me to attempt most things that sighted people do. 
	55
	173
	5

	61
	The key to greater performance is greater expectations.
	201
	19
	10

	62
	I feel thankful when someone leads me across a parking lot or intersection without my asking for it. 
	121
	97
	13

	63
	In orientation and mobility training, a person with low vision should have the option of receiving training in the use of the remaining vision, regardless of whether it is deteriorating or stable. 
	195
	27
	11

	64
	I am at ease with my blindness/visual impairment at a social gathering. 
	165
	65
	5

	65
	It feels awkward when someone grabs my arm to lead me across a street intersection without my asking for it. 
	181
	38
	12

	66
	Blind persons are generally better off and safer learning to travel outdoors from a sighted rather than a blind instructor. 
	96
	90
	35

	67
	I like to get around outdoors without a cane as far as possible—there is always someone around to help.
	71
	149
	10

	68
	It would be easier for a blind mobility instructor rather than a sighted instructor to instill confidence in a blind or visually impaired client. 
	80
	111
	36

	69
	With proper training, otherwise healthy legally blind individuals can take care of themselves. 
	226
	7
	2

	70
	Society can and should expect more out of blind or visually impaired individuals. 
	123
	81
	24








Table A2.3. Frequencies of independence items.

	
	Item
	Yes
	No

	145
	Do you usually ask for or wait for assistance when crossing streets at an intersection?
	92
	140

	146
	Do you do your own grocery shopping?
	143
	93

	147
	Can you get around by yourself at your usual grocery store?
	158
	76

	148
	Can you take care of your banking activities by yourself?
	163
	72

	149
	Can you prepare your own food at home?
	217
	17

	150
	Can you make your own coffee or tea?
	214
	11

	151
	Would you be fully at ease landing up at an unfamiliar airport traveling alone?
	106
	123

	152
	Within your city, have you traveled far and in all directions from home?
	160
	74

	153
	Do you frequently bump into things in and around your home?
	75
	161






APPENDIX 3
ITEM STABILITIES


Table A3.1. Test retest correlations-IPC scale items.


	Item
No.
	Item
	r
	n

	94
	Whether or not I get to be a leader depends mostly on my ability.
	.15
	61

	95
	To a great extent my life is controlled by accidental happenings.
	.25
	60

	96
	I feel like what happens in my life is mostly determined by powerful people.
	.38
	61

	97
	Whether or not I get into an accident depends mostly on how good a traveler I am.
	.59
	60

	98
	When I make plans, I am almost certain to make them work. 
	.43
	61

	99
	Often there is no chance of protecting my personal interests from bad luck happenings.
	.40
	59

	100
	When I get what I want, it’s usually because I’m lucky.
	.48
	61

	101
	Although I might have good ability, I will not be given leadership responsibility without appealing to those in positions of power.
	.24
	57

	102
	How many friends I have depends on how nice a person I am.
	.31
	60

	103
	I have often found that what is going to happen will happen.
	.53
	61

	104
	My life is chiefly controlled by powerful others.
	.42
	61

	105
	Whether or not I get into a car accident is mostly a matter of luck.
	.20
	58

	106
	People like myself have very little chance of protecting our personal interests when they conflict with those of strong pressure groups.
	.40
	59

	107
	It’s not always wise for me to plan too far ahead because many things turn out to be a matter of good or bad fortune.
	.36
	61

	108
	Getting what I want requires pleasing those people above me.
	.25
	56

	109
	Whether or not I get to be a leader depends on whether I’m lucky enough to be in the right place at the right time.
	.38
	60

	110
	If important people were to decide they didn’t like me, I probably wouldn’t make many friends.
	.21
	61

	111
	I can pretty much determine what will happen in my life.
	.20
	59

	112
	I am usually able to protect my personal interests.
	.17
	60

	113
	Whether or not I get into an accident involving a vehicle depends mostly on the other person.
	.35
	59

	114
	When I get what I want, it’s usually because I worked hard for it.
	.49
	61

	115
	In order to have my plans work, I make sure that they fit in with the desires for people who have power over me.
	.53
	60

	116
	My life is determined by my own actions.
	.19
	60

	117
	It’s chiefly a matter of fate whether or not I have a few friends or many friends. 
	.42
	61





Table A3.2. Test retest correlations-QOL (Quality of life).

	Item
No.
	Item
	r
	n

	118
	How satisfied are you with your quality of life overall?     
	.69
	61

	119
	How satisfied are you with your health?
	.70
	61

	120
	To what extent do you feel that physical limitations prevent you from doing what you need to do?
	.27
	59

	121
	How much do you need any medical treatment to function in your daily life?                                                                                                               
	.57
	60

	122
	How much do you enjoy life?
	.56
	61

	123
	To what extent do you feel your life to be meaningful?
	.61
	61

	124
	How well are you able to concentrate?
	.63
	61

	125
	How safe do you feel in your daily life?
	.58
	60

	126
	How healthy is your physical environment?
	.61
	58

	127
	How much energy do you have for everyday life?
	.65
	61

	128
	How acceptable to you is your bodily appearance?
	.71
	60

	129
	How satisfactory is your financial condition in meeting your needs?
	.80
	60

	130
	How available to you is the information that you need for everyday living?
	.69
	60

	131
	To what extent do you have the opportunity for leisure activities?
	.48
	60

	132
	How well are you able to get around?
	.62
	58

	133
	How satisfied are you with your sleep?
	.69
	60

	134
	How satisfied are you with your ability to perform your daily living activities?
	.57
	60

	135
	How satisfied are you with your capacity for work?
	.56
	58

	136
	How satisfied are you with yourself?
	.56
	60

	137
	How satisfied are you with your personal relationships?
	.61
	60

	138
	How satisfied are you with the support you get from your friends?
	.81
	60

	139
	How satisfied are you with the conditions of your living place?
	.60
	60

	140
	How satisfied are you with your access to health services?
	.70
	59

	141
	How satisfied are you with your transport?
	.74
	60

	142
	How often do you have negative feelings such as blue mood, despair, anxiety, depression?
	.33
	58





Table A3.3. Test retest correlations-social anxiety scale items.


	
	
	r
	n

	72
	It takes time to overcome my shyness in new situations.
	.48
	129

	75
	I have trouble working when someone is watching me.
	.44
	128

	79
	I get embarrassed very easily
	.50
	129

	81
	I don’t find it hard to talk to strangers.
	.44
	129

	84
	I feel anxious when I speak in front of a group.
	.50
	127

	87
	Large groups make me nervous.
	.60
	127




Table A3.4. Test retest correlations-SWLS (Satisfaction With Life Scale) items


	
	
	r
	n

	89
	In most ways my life is close to my ideal
	.51
	61

	90
	The conditions of my life are excellent.
	.62
	61

	91
	I am satisfied with my life.
	.62
	61

	92
	So far I have gotten the important things I want in life.
	.48
	61

	93
	If I could live my life over, I would change almost nothing.
	.34
	61




Table A3.5. Test retest correlations – achievement orientation items.

	Item
No.
	Item
	r
	n

	71
	It is very important for me to achieve something in life.
	.24
	129

	73
	I am very goal-oriented.
	.39
	128

	74
	I have little leisure time.
	.33
	128

	76
	I find the notion of mastery very appealing.
	.32
	118

	77
	I prefer to be at peace with what I have in life rather than to be constantly striving for more.
	.46
	129

	78
	It is important for me to always be doing something.
	.43
	128

	80
	I like to plan my way through life.
	.31
	128

	82
	I am content with my life as it is, in general.
	.51
	129

	83
	I am constantly trying to extend the range of my activities.
	.33
	127

	85
	I am competitive by nature.
	.65
	128

	86
	I usually end up in a lead role in social or group activities.
	.57
	127

	88
	I am rarely satisfied with myself.
	.42
	128





Table A3.6. Test retest correlations – blindness issues items.

	Item
	r
	n

	51. Blind/visually impaired persons have the right to expect assistance from sighted people.
	.53
	119

	52. Regardless of training, most legally blind persons cannot look after the necessities of life without help from others.
	.50
	117

	53. Society is responsible for the safety of its blind or visually impaired members.
	.54
	107

	54. Legally blind individuals are in every way just as capable as sighted individuals, and the lack of vision should not deter them from being productive members of society
	.48
	124

	55. It is society’s responsibility to see that the environment is made safe for travel by blind or visually impaired persons. 
	.45
	116

	56. The unemployment rate among legally blind working age adults is no more or less than that of the population at large.
	.46
	83

	57. Most legally blind individuals have a low opinion of their capabilities. 
	.55
	107

	58. Legally blind individuals are not capable of handling most professions that sighted persons can. 
	.53
	121

	59. In order to achieve anything of substance in training, one has to be pushed beyond one’s comfort zone.
	.30
	118

	60. It would be unrealistic for me to attempt most things that sighted people do. 
	.50
	122

	61. The key to greater performance is greater expectations.
	.52
	115

	62. I feel thankful when someone leads me across a parking lot or intersection without my asking for it. 
	.73
	110

	63. In orientation and mobility training, a person with low vision should have the option of receiving training in the use of the remaining vision, regardless of whether it is deteriorating or stable. 
	.60
	119

	64. I am at ease with my blindness/visual impairment at a social gathering. 
	.61
	120

	65. It feels awkward when someone grabs my arm to lead me across a street intersection without my asking for it. 
	.51
	120

	66. Blind persons are generally better off and safer learning to travel outdoors from a sighted rather than a blind instructor. 
	.60
	93

	67. I like to get around outdoors without a cane as far as possible—there is always someone around to help.
	.57
	118

	68. It would be easier for a blind mobility instructor rather than a sighted instructor to instill confidence in a blind or visually impaired client. 
	.31
	96

	69. With proper training, otherwise healthy legally blind individuals can take care of themselves. 
	*
	*

	70. Society can and should expect more out of blind or visually impaired individuals. 
	.63
	109


* Values could not be computed as retest scores were invariant. 

APPENDIX 4

ANALYSES WITH WORKING AGE SUBSAMPLE

Table A4.1. Coefficient alphas and temporal stability of measures—working age adults.

	Scale
	No. of cases (N)
	No. of items
	Coeff. Alpha
	Test-retest r (stability)

	Predictor variables:
	
	
	
	

	    Social anxiety subscale of self-consciousness scale
	186
	6
	.69
	.73**

	    Internality (IPC)
	187
	8
	.60
	.50**

	    Powerful Others (IPC)
	177
	8
	.78
	.47**

	    Chance (IPC)
	183
	8
	.75
	.69**

	Outcome variables:
	
	
	
	

	    Satisfaction With Life Scale (SWLS)
	186
	5
	.79
	.69**

	    QOL-Physical health
	181
	6
	.52
	.76**

	    QOL-Psychological health
	186
	5
	.76
	.75**

	    QOL-Social relations
	188
	2
	.69
	.71**

	    QOL-Environmental quality
	183
	8
	.81
	.81**


Note: The last column displays test-retest correlations of composite scores, and not average reliability of item scores. These were examined in a separate set of analyses.

Table A4.2. Intercorrelations among outcome indicators—working age adults.

	
	1
	2
	3
	4
	5
	6
	7
	8

	1. IT2002
	
	
	
	 
	
	
	  
	

	2. IT2001
	  .77**
	
	
	
	
	
	
	

	3. Income 2002
	-.38**
	-.38**
	
	
	
	
	
	

	4. SWLS
	-.15*
	-.13
	.14
	
	
	
	
	

	5. QOL-G
	-.08
	-.03
	.04
	.71**
	
	
	
	

	6. QOL-Phy
	-.13
	-.12
	.08
	.50**
	.52**
	
	
	

	7. QOL-Psy
	-.05
	-.03
	.08
	.58**
	.67**
	.67**
	
	

	8. QOL-SR
	-.01
	-.02
	.02
	.57**
	.60**
	.41**
	.62**
	

	9. QOL-EnvQ
	-.21**
	-.11
	.16*
	.61**
	.66**
	.62**
	.64**
	.57**



Note: N for individual correlations range from 151 to 188. Variables are: 1. Income tax filed in 2002; 2. Income tax filed in 2001; 3. Gross income in 2002; 4.Satisfaction With Life Scale; 5. Quality of life (global item); 6. QOL-physical health; 7. QOL-psychological health; 8. QOL-social relations; 9. QOL-environmental quality. 
* p < .05, two tailed
** p < .01, two tailed






Table A4.3. Intercorrelations among demographic and predictor variables-working age adults.

	
	1
	2 
	3 
	4 
	5 

	1. Gender (F = 1, M = 2)
	
	
	
	
	

	2. Age
	-.03
	
	
	
	

	3. Social anxiety (SA)
	-.16*
	-.16*
	
	
	

	4. Internality (I)
	 .18*
	  .10
	-.11
	
	

	5. Powerful others (P)
	 .10
	-.23**
	 .19*
	-.06
	

	6. Chance (C)
	 .19*
	-.22**
	 .10
	 .02
	.62**


Note: Ns for individual correlations range from 170 to 188.  
* p < .05
** p < .01


Table A4.4. Correlations between predictor variables and first-order outcome (independence items)—working age adults.

	Item #
	Item
	Gender
	Age
	I
	P
	C

	145
	Do you usually ask for or wait for assistance when crossing streets at an intersection?
	   .04
	-.03
	   .03
	 -.11
	  -.14

	146
	Do you do your own grocery shopping?
	   .09
	  .12
	 -.13
	  .02
	   .07

	147
	Can you get around by yourself at your usual grocery store?
	  -.03
	 -.03
	 -.10
	  .19*
	   .08

	148
	Can you take care of your banking activities by yourself?
	   .07
	  .01
	-.14
	  .14
	   .06

	149
	Can you prepare your own food at home?
	   .05
	  .03
	-.04
	 -.01
	   .08

	150
	Can you make your own coffee or tea?
	   .08
	 -.06
	 .02
	  .01
	  .07

	151
	Would you be fully at ease landing up at an unfamiliar airport traveling alone?
	  -.05
	 -.03
	 .02
	  .10
	  .16**

	152
	Within your city, have you traveled far and in all directions from home?
	  -.11
	  .20**
	-.11
	  .01
	  .06

	153
	Do you frequently bump into things in and around your home?
	  .02
	 -.05
	  .07
	-.01
	-.02


Note: Responses to independence items were coded as 1= Yes, 2 = No. 
*   p < .05
** p < .01


Table A4.5. Correlations between predictor and second-order outcome variables—working age adults.

	
	Gender
	Age
	SA
	I
	P
	C

	Work Status
	-.04
	    -.04
	.01
	.07
	    .06
	.08

	IT2002
	 .02 
	   -.35**
	.10
	   -.05
	    .20**
	    .17**

	IT2001
	-.03
	   -.35**
	.09
	   -.10
	    .19**
	    .15**

	Income 2002
	 .04
	     .33**
	   -.15
	   -.02
	   -.26**
	  -.23**

	SWLS
	 .04
	    -.04
	  -.24**
	    .28**
	   -.26**
	  -.14

	QOL-G
	-.01
	    -.04
	-.18*
	    .21**
	   -.20**
	  -.11

	QOL-Phy
	-.04
	    -.13
	   -.14
	    .12
	   -.23**
	  -.15*

	QOL-Psy
	-.06
	     .05
	  -.33**
	    .23**
	   -.19*
	  -.11

	QOL-SR
	-.05
	   -.00
	  -.28**
	    .24**
	   -.28**
	  -.21**

	QOL-EnvQ
	-.01
	     .08
	  -.19**
	    .13
	   -.27**
	  -.26**


Note: N for individual correlations range from 144 to 188. Variables are: 1. Income tax filed in 2002; 2. Income tax filed in 2001; 3. Gross income in 2002; 4.Satisfaction With Life Scale; 5. Quality of life (global item); 6. QOL-physical health; 7. QOL-psychological health; 8. QOL-social relations; 9. QOL-environmental quality. Work status coded as 1(working) or 2 (not working).
* p < .05, two tailed
** p < .01, two tailed


Table A4.6. Correlations between Achievement orientation items and Independent items—working age adults.
	Item#
	                            Items
	Achievement orientation items

	
	
	q77
	q82
	q85
	q86

	q145
	Do you usually ask for or wait for assistance when crossing streets at an intersection?
	  -.08
	   -.04
	   .06
	   .03

	q146
	Do you do your own grocery shopping?
	  -.02
	   -.03
	 -.01
	 -.17*

	q147
	Can you get around by yourself at your usual grocery store?
	  -.10
	   -.08
	 -.03
	 -.12

	q148
	Can you take care of your banking activities by yourself?
	   .04
	   -.17*
	 -.02
	-.06

	q149
	Can you prepare your own food at home?
	  -.11
	  -.15*
	-.01
	  .02

	q150
	Can you make your own coffee or tea?
	  -.11
	  -.08
	 .08
	-.14

	q151
	Would you be fully at ease landing up at an unfamiliar airport traveling alone?
	  -.01
	  -.01
	-.11
	-.08

	q152
	Within your city, have you traveled far and in all directions from home?
	  -.04
	   .21**
	-.11
	-.15*

	q153
	Do you frequently bump into things in and around your home?
	  -.07
	   .06
	 .08
	-.04


Note. N for individual correlations range from 179-188. Q77 = I prefer to be at peace with what I have in life rather than to be constantly striving for more (reverse scored). Q82 = I am content with my life as it is, in general (reverse scored). Q85 = I am competitive by nature. Q86 = I usually end up in a lead role in social or group activities. All items coded 1(yes), 2 (No). 



Table A4.7. Correlations between residency and independence items—working age adults.

	Item #
	Independence items
	r with q39

	q145
	Do you usually ask for or wait for assistance when crossing streets at an intersection?
	-.09

	q146
	Do you do your own grocery shopping?
	 .12

	q147
	Can you get around by yourself at your usual grocery store?
	  -.04

	q148
	Can you take care of your banking activities by yourself?
	  -.02

	q149
	Can you prepare your own food at home?
	.03

	q150
	Can you make your own coffee or tea?
	.07

	q151
	Would you be fully at ease landing up at an unfamiliar airport traveling alone?
	.04

	q152
	Within your city, have you traveled far and in all directions from home?
	.12

	q153
	Do you frequently bump into things in and around your home?
	-.16*


 Note: Individual Ns for correlations range from 169 to 178. Q39: Were you in a residential program? (Answers coded 1=yes, 2=no). 
* p < .05



Table A4.8. Correlations of outcome variables with achievement orientation and residency—working age adults.

	Outcome variable
	Residency

	Achievement orientation

	
	Q39
	Q77
	Q82
	Q85
	Q86

	Working
	 -.15*
	     .21**
	-.07
	-.04
	-.02

	IT2002
	 -.19*
	.07
	-.06
	-.01
	-.08

	IT2001
	  -.20**
	.10
	 .01
	-.01
	.00

	Income 2002
	   .23**
	-.02
	 .07
	.08
	.07

	SWLS
	       .01
	   .16*
	     .57**
	.10
	.13

	QOLG
	     -.02
	 .06
	    .56**
	.13
	.14

	QOL-Phy
	     -.03
	 .06
	    .44**
	.09
	.07

	QOL-Psy
	      .02
	 .11
	    .45**
	.12
	    .20**

	QOL-SR
	    -.08
	 .08
	    .46**
	.09
	.14

	QOL-Env.
	    -.06
	 .09
	    .48**
	       .11
	.04


Note. N for individual correlations range from 145 to 188. Predictor variables are: Q39 = Were you in a residential program? Q77 = I prefer to be at peace with what I have in life rather than to be constantly striving for more. Q82 = I am content with my life as it is, in general. Q85 = I am competitive by nature. Q86 = I usually end up in a lead role in social or group activities. Note: N for individual correlations range from 171 to 235. Outcome variables are: 1. Income tax filed in 2002; 2. Income tax filed in 2001; 3. Gross income in 2002; 4.Satisfaction With Life Scale; 5. Quality of life (global item); 6. QOL-physical health; 7. QOL-psychological health; 8. QOL-social relations; 9. QOL-environmental quality. 
*    p < .05
**  p < .01




Table A4.9. Likelihood of trying a difficult task: sighted vs blind person asking (working age adults)

	
	Conventional cane trainees
	Alternative cane trainees

	
	Mean
	Std.dev.

	n
	Mean
	Std.dev.
	n

	Sighted person asking
	   7.96
	   2.22
	   112
	   8.69
	   1.65
	    67

	Blind person asking
	   8.29
	   2.01
	   112
	   8.57
	   2.22
	    67




Table A4.10. Comparison of groups training with conventional and alternative canes, in personal characteristics (working age adults).

	Outcome
	Conventional
cane trainees

	Alternative 
cane trainees
	

t
	

p
	Effect size
r

	
	
N
	
Mean
	
s.d.
	
N
	
Mean
	
s.d.
	
	
	

	SA
	112
	15.59
	5.87
	66
	14.36
	4.92
	1.43
	.156
	.11

	I
	112
	30.21
	3.52
	67
	31.07
	3.95
	1.53
	.129
	.11

	P
	106
	19.84
	5.46
	65
	20.09
	5.01
	.303
	.762
	.02

	C
	109
	20.83
	5.34
	66
	20.26
	4.77
	.710
	.479
	.05






Table A4.11. Comparison of groups training with conventional and alternative canes, in personal outcome measure (working age adults).

	Outcome
variable
	Conventional
Cane trainees

	Alternative cane trainees
	

t
	

p
	Effect size
r

	
	
N
	
Mean
	
   s.d.
	
N
	
Mean
	
   s.d.
	
	
	

	SWLS
	113
	16.34
	  4.49
	66
	16.42
	  4.02
	.131
	.896
	.01

	QOL-G
	113
	  7.16
	  2.25
	67
	  7.42
	  1.85
	.794
	.428
	.06

	PHYSHLTH
	109
	41.77
	10.78
	67
	41.52
	10.64
	.149
	.882
	.01

	PSYCHLTH
	111
	39.32
	  7.97
	67
	39.64
	  6.49
	.276
	.783
	.02

	SOC RELAT
	113
	16.04
	  4.02
	67
	15.90
	  3.55
	.250
	.803
	.02

	ENVIROQT
	109
	57.85
	12.48
	67
	58.79
	13.37
	.464
	.644
	.03





