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Preface

This second issue of the International Social Service Review is devoted mainly

to articles on the rehabilitation of the physically handicapped. It also contains notes

on seminars, conferences and meetings held in connexion with various other branches

of United Nations activities relating to the social services.

The bibliography, which contains a special section on the rehabilitation of the

deaf and hard of hearing, supplements and brings up to date the bibliography pub-

lished in Rehabilitation of the Handicapped in 1953.^

It is planned to devote the next issue of the Review mainly to articles on the

organization and administration of social services.

' United Nations, Rehabilitation of the Handicapped. Special issue of the Social Welfare
Information Series (ST/S0A/Ser.F/ll:2).
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The Co-ordinated International

Programme for the Rehabilitation

of the Physically Handicapped
The United Nations Co-ordinated International Pro-

gramme for the Rehabilitation of the Physically Handi-

capped, which originated in a resolution passed by the

Economic and Social Council in August 1950, has now
been in operation for four years, and although that is

too short a period for any hard and fast conclusions to

be drawn about its achievements and future prospects,

enough time has elapsed to show how it is shaping as

an instrument of international social policy.

Aims of fhe ProgvammQ

From the outset, the aims of the Programme were

clearly defined. They were specified by the Technical

Working Group on the Rehabilitation of the Physically

Handicapped, set up by the Administrative Committee
on Co-ordination in 1950 to hammer out the plan which

the Economic and Social Council later adopted. The
Programme was conceived as part of the long-term,

comprehensive, continuous effort of the United Nations

and its specialized agencies to help raise living stand-

ards throughout the world. Its function was to ensure

the closest possible co-ordination between United

Nations bodies and the appropriate non-governmental

organizations in all activities relating to the welfare of

the disabled and physically handicapped in every

quarter of the globe. It was to concentrate on direct

help to Governments in the organization and staffing

of modern rehabilitation services; in the promulgation

of measures to prevent, detect and limit physical dis-

ability; in the education of public opinion regarding

the handicapped; and in carrying out research and

offering technical advice.

In the pursuit of these aims, two guiding principles

are constantly borne in mind. The first is that rehabili-

tation services cannot operate in a vacuum: they must
be incorporated in a country's general health, educa-

tion, social welfare and employment programmes. The
second—a corollary to the first—is that the kind of as-

sistance to be provided under this international pro-

gramme must be adapted to the state of economic and
social development in any given country.

The new approach

The aims and principles just mentioned are them-

selves subservient to what the Technical Working

Party called "an entirely new approach to the problem

of physical disability", the main assumptions of which

are fisted as follows:

The handicapped person is an individual with full

human rights, which he shares in common with the

able-bodied; he is therefore entitled to receive from

his country every possible measure of protection and

assistance, and to be given the opportunity for re-

habilitation.

By the very nature of his handicap, he is exposed to the

danger of emotional and psychological disturbance,

resulting from a deep sense of deprivation and frus-

tration; he therefore has a special claim on society

for sympathy and constructive help.

He is capable of developing his residual resources to

an unexpected degree, if given the right opportuni-

ties, and can generally become an economic asset

to his country instead of a burden to himself, his

family and the State.

Handicapped persons have a responsibihty to the com-
munity to contribute their services for the economic

welfare of the nation in any way that becomes pos-

sible after rehabilitation and training.

The chief longing of the physically handicapped person

is to achieve an independent life in a normal com-
munity, instead of spending his days in a segregated

institution, or as an acknowledged invalid.

The rehabilitation of the physically handicapped can

be successfully accomplished only if members of

medical, educational, social and vocational services

work together as a team.

To secure general acceptance throughout the world

of this new attitude towards physical disability was, in

the view of the sponsors of the programme, a top pri-

ority task for all international agencies, whether gov-

ernmental or voluntary.
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Co-ordinafion

Its course thus set, the Programme has made steady,

if not spectacular, headway. All that is implied in the

first words of its title, "Co-ordinated International Pro-

gramme", is being put into effect by quiet, persistent

work off-stage, the results of which are brought into the

limelight only occasionally. Co-ordination is being

sought in two different directions—inside the United
Nations and its family of specialized agencies, and
through co-operation between the United Nations and
the international non-governmental organizations in-

terested in the handicapped.

The pattern of co-ordination between the United
Nations and its agencies has now been set. It was first

seen in the composition of the Technical Working
Group. There, representatives of the United Nations
(including the United Nations Children's Fund), the

International Labour Organisation (ILO), the United
Nations Educational, Scientific and Cultural Organiza-
tion (UNESCO) and the World Health Organization

(WHO) worked together to produce at the Group's
third session, in 1951, the programme plan which was
accepted in the following year, first by the Social Com-
mission of the Economic and Social Council and then,

a few months later, by the Council itself. Having suc-

cessfully accomplished its original task, the Technical
Working Group continued to meet once a year, for an-

other three years, to review the progress already made
and to recommend future activities under the Pro-
gramme. In 1955, however, it was decided to discon-

tinue the Technical Working Group as such and to

replace it by ad hoc inter-agency meetings, whenever
necessary, to discuss important matters of policy and
programme planning and also to establish day-to-day
working arrangements between the agencies and the

international non-governmental organizations.

This machinery for regular inter-agency consultation

is well adapted to the task in hand. It enables each spe-

cialized agency, under the co-ordinating aegis of the

United Nations, to pull its full weight in the Rehabili-

tation Programme, exercise the functions for which it

is best equipped, avoid overlapping with the activities

of other international bodies, and pursue a continuous
policy in harmony with the Programme's declared aims.

In the general distribution of work, the United
Nations, apart from its co-ordinating role, deals with

legislative, administrative and social service matters

connected with rehabilitation. The ILO concentrates

on vocational questions, on the prevention of industrial

accidents and occupational diseases, and on social se-

curity. The medical side of rehabiUtation and, above all,

the prevention of disease, is the province of WHO.
UNESCO is concerned with the education and psy-

chology of the handicapped, and UNICEF with direct

assistance schemes for child health services having a

bearing on the welfare of physically disabled children.

This division of labour and responsibility is, however.

by no means rigid. If, for any reason, an agency is

unable to embark upon an activity that would normally

fall within its province, it may delegate the task to a

sister agency, which it will then assist by its advice and

close co-operation. Such flexibility of action enables the

fullest possible use to be made of the limited resources

at the disposal of the United Nations organizations.

Co-operaf/on y/Hh non-governmenfat organizations

It would be hard to think of any sphere of social

service where voluntary organizations have done more
valuable work, or gained wider and more varied ex-

perience, than in the rehabilitation of the handicapped.

They have not merely been of incalculable assistance

to the handicapped themselves; they have also taken the

lead in educating the public to consider and deal with

physical disability in all its forms, and have prepared

the ground for government action by showing the need

for rehabilitation services as a part of social and eco-

nomic planning. This they continue to do, internation-

ally and through their national constituents, in coun-

tries at all stages of economic and social development.

The co-operation of the voluntary organizations in

planning and carrying out the Co-ordinated Programme
is therefore of the first importance. Here, also, progress

can be recorded.

From the inception of the Programme, the compe-

tent non-governmental organizations which were

granted consultative status with the Economic and

Social Council have taken a full share in framing reha-

bilitation pohcy and advising on the activities ensuing

from it. They have also been active, together with other

voluntary organizations, in supporting technical as-

sistance projects started under the Programme, by

helping the United Nations to find experts and suitable

candidates for fellowships, or making training facilities

available for fellows, or sometimes by providing ex-

perts and special equipment for rehabilitation work.

Some of the chief technical assistance projects in re-

habilitation were undertaken by the United Nations or

its specialized agencies jointly with international non-

governmental organizations. (A case in point was the

dispatch in 1954, by the United Nations and the World
Veterans' Federation, of three experts whose services

had been requested by the Government of Indonesia,

to spend two years transforming an existing rehabilita-

tion centre in Indonesia into a national demonstration

and training centre.) All the indications are that this

co-operation between the United Nations organizations

and the appropriate non-governmental organizations

on technical assistance projects for the rehabilitation of

the handicapped will increase in scope and effectiveness

as the Programme develops.

Another fruitful result of co-operation with the vol-

untary organizations, arising out of the Programme,

was the establishment in 1953 of the Conference of

World Organizations Interested in the Handicapped.

The first two meetings of this Conference, which were
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neld before the fourth and fifth sessions of the Technical

Working Group in 1953 and 1954, undoubtedly

helped the Group in its own discussions. The third

meeting of the Conference took place in Geneva in

1953; the fourth, convened at United Nations Head-

quarters in March 1956, was attended by delegates of

twenty-four voluntary organizations representative of

employers, trade unions, religious groups, and profes-

sional bodies interested in rehabilitation as a branch

of social policy.

In the general prosecution of Programme activities,

the non-governmental organizations are continuing

their important task of educating public opinion con-

cerning the rights of the handicapped and the value of

modern rehabilitation methods. They publicize and

explain projects undertaken by the United Nations and

the specialized agencies at the request of Governments,

and regularly provide in the field, as at the planning

stage, the co-operation without which the Programme
could not achieve a full measure of success.

How fhe Programme is being applied

The flexibility shown in the co-ordinating arrange-

ments with the specialized agencies and the non-

governmental organizations is even more marked in the

application of the Programme. There is no such thing

as a standard rehabilitation programme that can be

applied to all countries alike. Consequently, assistance

provided under the Programme ranges at present—and

must long continue to range all the way from aid to

countries where regular health, education and social

welfare services are non-existent, to advising the Gov-
ernments of highly-developed countries whose compre-

hensive social legislation nevertheless contains gaps in

the provisions made for rehabilitating the handicapped.

No country can yet claim to have established an ideal

rehabilitation service, available to all sections of the

people and adapted to all types of disability; the Pro-

gramme therefore has something to offer to every

country, though the nature of the offering varies.

In the less developed countries, the first concern of

those responsible for carrying out the Programme is to

assist the Government to strengthen, or if necessary

create, the basic health, education and welfare services

in which the special services for the physically handi-

capped can later be incorporated. Rehabilitation ac-

tivities proper are generally limited at this stage to

awakening public interest in the handicapped and to

organizing pilot projects in rehabilitation work and the

training of personnel. Meantime, anything that the

Governments of the less developed countries can do,

with the assistance of the international and voluntary

organizations, to raise the standard of living, combat
infectious diseases, improve nutrition and sanitation,

and build more schools, will already begin to reduce

the numbers of the physically disabled and set some
of them on the road to ultimate rehabilitation.

Governments in other countries, though not yet ready

to launch out on a full-scale rehabilitation programme,

are interested to improve existing facilities. In the

highly developed countries, where rehabilitation serv-

ices are far advanced. Government requests are usually

for specialists to advise on administrative and technical

matters.

In planning activities for countries at all stages of

development, however, due regard is paid to local con-

ditions, in order to ensure that the project undertaken

is in harmony with the culture, traditions and customs

of the country concerned and is compatible with its

economic and social resources. Experts sent out under

the auspices of the Co-ordinated Programme pay spe-

cial attention to these points.

Types of assisiance provided

During the brief period that the Programme has been

in operation, the types of assistance most in request by

Governments applying to the United Nations and its

specialized agencies for help in their rehabilitation

plans have proved to be: the dispatch of survey and

advisory missions; the establishment of demonstration

and training centres, the granting of United Nations

fellowships and scholarships—mainly for the study of

rehabilitation methods in other countries; the provision

of special equipment for rehabilitation purposes, and

the organization of seminars, study groups and national

or regional conferences on various branches of reha-

bilitation work.

It is not possible, within the scope of this short ar-

ticle, to describe in detail the many activities under-

taken in response to these requests. A few selected ex-

amples of the work being done may, however, give

some idea of the achievements already standing to the

Programme's credit. The extent, moreover, to which

the facilities offered by the Programme have become
known, and are being used, is shown by the following

figures: during 1955, twenty-one rehabilitation experts

were sent out on technical assistance missions to thir-

teen countries in Asia, Latin America and the Middle

East; and since the Programme's inception, scholar-

ships and fellowships in rehabilitation have been

granted to more than 200 persons from some forty

countries.

Survey and advisory missions

If the assistance provided under the Programme is

to be fully effective, it must be based on adequate in-

formation about the particular problem it is designed

to meet. At the request of Governments, fact-finding

missions can be sent out by the United Nations and its

specialized agencies to make a survey of local condi-

tions and resources and thus be in a position to advise a

Government on the best course to pursue. These mis-

sions, which often include medical, educational and

vocational experts nominated by the appropriate spe-
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cialized agencies, usually spend from two to twelve

months in the field. They seek to discover, for instance,

what types of disability are most prevalent in a given

country or region; what facilities, if any, already exist

for the care and rehabilitation of the handicapped and

for the training of the necessary rehabilitation staff;

what measures can reasonably be adopted within the

scope of a country's own resources, and whether cer-

tain activities can be organized on a regional, as well as

a national, scale. On the basis of a survey mission's

report, further assistance is often granted by the United

Nations and other international organizations, fre-

quently by the provision of experts, on long-term con-

tracts, to organize training schemes or start demonstra-

tion centres. The presence and co-operation of experts

of international repute also does a great deal to awaken
or renew the interest of government officials and volun-

tary organizations in rehabilitation matters.

Survey and advisory missions under the auspices of

the Co-ordinated Programme have been generally suc-

cessful; the visits and reports of these experts have en-

couraged Governments to appoint national co-ordi-

nators of rehabilitation programmes and also to set up
advisory councils composed of representatives of gov-

ernment agencies and voluntary organizations inter-

ested in the handicapped.

Two other examples of this branch of the Pro-

gramme's work may be taken from Burma and Italy.

In 1955 a United Nations expert visited Burma for

the purpose of assisting the Government to plan serv-

ices for the handicapped as part of a general health

and welfare programme. This mission led to the adop-

tion by the Burmese Government of a long-term plan

for the gradual development of rehabilitation services

over a period of several years, special attention being

paid to the training of technical stalf. The first phase

of this scheme includes the establishment of a demon-
stration and training centre in Rangoon, with the as-

sistance of two experts sent out by the United Nations

and the World Veterans Federation. The United

Nations has also made available to Burmese students

fellowships for training in India, Indonesia and the

United Kingdom. A team of five students is being

trained at the Institute of Physical Medicine and Reha-
bilitation in New York, under arrangements made with

the Institute by the Burmese Government.

The expert sent to Italy was working under the joint

aegis of the United Nations and the American Founda-

tion for Overseas Blind. She spent some months in the

country during 1952, organizing a home teaching serv-

ice and training specialized staff for work among the

blind. This mission, reinforced by a follow-up visit in

1953, led to the cstabHshment of home teaching

centres in three Italian cities—an activity which prob-

ably marks the beginning of a more extensive home
teaching programme covering both urban and rural

areas.

Demonstration and training centres

These are particularly useful in countries where

rehabilitation services are only in the first stage of de-

velopment. They are designed partly to serve as models

for similar centres which it is hoped will spring up in

emulation of them in a particular country or region,

and partly to provide—in the absence of a national

rehabilitation programme—modern rehabilitation and

vocational services for physically handicapped children

and adults drawn from a wide area. Their other impor-

tant function is to offer the opportunity for a sound

technical training to persons interested in taking up

rehabilitation work as a career, whether they belong to

the country in question or to neighbouring countries,

and also to provide research facilities, especially for

United Nations fellowship holders.

The usual practice is for the Government of the

country concerned to provide the necessary buildings

for the centre and defray the running costs; the United

Nations and its speciahzed agencies send out the ex-

perts, help in the supplying of special equipment, and

grant fellowships.

The demonstration centre in Egypt, one of six

already established under the Programme (the other

five are in Brazil, Venezuela, Yugoslavia, Uganda and

Indonesia), may be taken as an illustration of this kind

of activity. The centre, which is located in Cairo, was

the first large-scale demonstration project undertaken

by the United Nations for the weffare of the blind.

It was established in 1953 at the request of the Egyptian

Government and upon the recommendation of a United

Nations rehabilitation expert who had visited Egypt

two years previously. This centre is the only institution

in the Middle East which provides a full complement

Two blind students ot the Cairo Demonstration Centre for the Blind

using their fingers to read specially prepared Braille textbooks.
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This young patient at the demonstration centre for the rehabilitation of the handicapped

in Bombay is placing pegs in holes, to strengthen the weak muscles of her left hand.

of services for blind children and adults: it has a home
teaching department, a school and technical training

programme for blind children, a vocational training

and employment department and a braille printing

press.

The United Nations provided the services of two
experts, one to act as director of the centre for a period

of two years and the other, sent out on a two-and-a-

half-year contract, to organize the home teaching

service. It also awarded fellowships for study abroad

to four Egyptians, two of whom have now replaced

the United Nations experts; the third, a Braille printer,

has followed a course of training in France and the

fourth, who like the present director of the centre used

his fellowship to study in the United States, has gone

back to the centre as a teacher of blind children. The
American Foundation for Overseas Blind has made a

very useful contribution to the scheme by training stalT

for the Cairo Braille printing department at the Founda-
tion's printing shop in Paris and by providing educa-

tional equipment and Braille writers.
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The Cairo demonstration centre is also designed to

serve as a training centre in the various branches of

welfare for the blind for rehabilitation workers from
Egypt and other Arab States. It has already conducted

two special training courses—a seven-months' course in

1954 and a nine-months' course in 1955-56—attended
by some thirty students from Egypt, Iraq, Jordan,

Lebanon, Libya, the Sudan and Syria. Three home
teaching courses for Egyptian trainees have been or-

ganized by the United Nations expert; students who suc-

cessfully completed these courses have been appointed

by the Egyptian Government to posts in both rural and
urban areas.

Sometimes, instead of organizing a centre where

none existed before, an attempt is made to co-ordinate

and develop rehabilitation services already in opera-

tion, so that they can serve the same purpose. It is in

this way that the pilot project in Bombay is being

organized. On this occasion, the Co-ordinated Pro-

gramme provided an opportunity for successful co-

operation between the United Nations and two of the

leading non-governmental organizations concerned

with rehabilitation—the International Society for the

Welfare of Cripples and the World Veterans Fed-

eration. At the request of the Indian Government, an

international team of four rehabilitation experts was
provided jointly by the United Nations and the World
Veterans Federation. The International Society for the

Welfare of Cripples used its full resources to arouse

interest in the project and to enlist support from pro-

fessional organizations in India. The experts' contracts

are for two years, during which, in collaboration with

local specialists in rehabilitation, they will endeavour

to transform the limited rehabilitation services now
operating at several Bombay hospitals into a pilot

project for the whole of India. Among the urgent tasks

of the centre will be to train local staff in various

branches of rehabilitation work and to find employ-
ment for handicapped persons. This pilot project is

jointly sponsored by the Central Government, the Gov-
ernment of the State of Bombay, and the Bombay
Municipality.

As regards training, the demonstration centres are

finding it more and more expedient to adjust their

standards to local conditions. Training standards in

general have been established by international pro-

fessional organizations representing the various special

skills in rehabilitation, but it has been found that reha-

bilitation workers from the economically less developed

countries, who are sent to be trained in the well-

equipped and expertly-staffed centres of technically

more advanced countries, are frequently at a loss to

adjust themselves to local conditions when they return

home. The present tendency, therefore, is to send out

experts, on a long-term contract, to conduct training

courses in countries where well-trained local staff does

not yet exist. These training courses have been organ-

ized with good effect at the demonstration centres,

although they have also been arranged outside them,

for instance in Japan and Guatemala.

Fellowships and scholarships

The fellowships granted in connexion with the Co-

ordinated Programme have been used mainly to enable

students and senior rehabilitation staff to see for them-

selves how rehabilitation services are operated in one

or more countries apart from their own. The scholar-

ships, which are for periods of up to one year, are

usually awarded to junior personnel who have received

a basic training in rehabilitation in their own country

but wish to pursue some special study and receive train-

ing at overseas universities or institutions.

This part of the Programme has produced many
gratifying results. Former holders of United Nations

fellowships and scholarships may be found today in

key posts in Bolivia, Guatemala, Haiti, Yugoslavia,

Israel, Egypt, Pakistan, Philippines (the list is repre-

sentative rather than complete), building up national

rehabilitation services, acting as administrators of gov-

ernment rehabilitation agencies, directing demonstra-

tion and training centres and running voluntary

organizations.

The record of the Guatemalan orthopaedic surgeon

who was granted a fellowship in 1952 is a case in point.

He used his award to make a special study of rehabili-

tation in Canada and the United States, and upon his

return to Guatemala was entrusted with the organiza-

tion of a rehabilitation service under the auspices of

the Institute for Social Security. Two years later, at the

request of the Guatemalan Government, the United

Nations, in consultation with the World Health Organi-

zation, sent out a physical therapist, for two years to

assist him in the development of this programme and

to train the necessary staff. The resulting rehabilitation

programme led to such a speedy and marked reduction

in compensation payments to the disabled that the

Institute of Social Security decided to allocate funds

for the establishment of a special rehabilitation centre.

The former United Nations fellowship-holder was ap-

pointed National Co-ordinator of Rehabilitation in

charge of all rehabilitation services in Guatemala.

Spec/a/ equipment

Present policy, under the Programme, is to supply

equipment only as part of a larger project, such as the

establishment of a demonstration centre or the organi-

zation of a training course, where equipment is essential

but for one reason or another cannot be provided

locally. The difficulties are mainly financial. Funds

available for rehabilitation equipment in the budgets

of the United Nations and its specialized agencies are

strictly limited; it therefore frequently happens that the

Government of the country concerned defrays some,

and occasionally most, of the cost of equipment needed

lor field projects.
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The United Nations Children's Fund has, however,

provided equipment, in co-operation with the United

Nations and the World Health Organization, for the

rehabilitation of handicapped children in fourteen

countries of Europe, the Middle East and South East

Asia. The late Dr. Harold Balme, one of the great pio-

neers in rehabilitation work, acted as adviser to the

United Nations, WHO and UNICEF in the earlier

years of the Programme's operation. He visited a num-
ber of European countries, advising Governments on

the use of equipment provided by UNICEF as the

international supply agency. Medical rehabilitation staff

have also been provided by WHO to work at centres

where this equipment was installed.

Seminars, study-groups and conferences

The international exchange of information about re-

habilitation and the pooling of experience among
workers actively engaged in this task, are of importance

to all countries alike. This is a sphere where the inter-

national action of the United Nations, its specialized

agencies and the non-governmental organizations can

be particularly effective.

Even before the inauguration of the Co-ordinated

Programme, a regional conference of experts on physi-

cally handicapped children was held, in 1950, at

Jamshedpur, India, and was attended by representatives

of the Governments of Ceylon, India, Indonesia, the

Philippines and Thailand, and by specialists sent by the

United Nations, the ILO, UNESCO and WHO. This

was followed in 1951 by a group training course on the

rehabilitation of handicapped children, held in the

United Kingdom under the joint sponsorship of the

British Government, the United Nations (including

UNICEF) and WHO, mainly with the object of en-

couraging team-work in rehabilitation. It was also de-

signed to give the orthopaedic surgeons, physical and
occupational therapists, social workers, vocational in-

structors and limb fitters from Austria, Finland, France,

Federal Republic of Germany, Greece, Italy, Yugo-
slavia, who attended the course, an opportunity to

observe a comprehensive national rehabilitation pro-

gramme in action and to study the latest techniques in

their own special branch of rehabilitation work.

Under the Programme itself, five more international

seminars or training courses have been organized: a

group training course on the rehabilitation of the adult

disabled held in Denmark, Finland and Sweden in

September-November 1952 under the aegis of the re-

spective Governments and the United Nations, with

the co-operation of the ILO and WHO; a two-weeks'

seminar for the exchange of information on the adult

disabled, held in Belgrade, Yugoslavia, in 1954; a semi-

nar on the selective placement of the handicapped, held

in Sweden in 1955, and sponsored jointly by the

United Nations, the World Veterans Federation and
the International Society for the Welfare of Cripples;

a seminar organized in Austria in 1955 by the Govern-

ment of Austria in co-operation with the United Nations

and the World Veterans Federation, to enable special-

ists from several European countries to discuss rehabili-

tation in the light of Austrian experience; and finally, a

national conference on the rehabilitation of the physi-

cally handicapped child, held in Italy in 1955, under

the auspices of the Italian Government and the United

Nations, with the assistance of five international experts

provided by the United Nations, the ILO, UNESCO
and WHO.

The group-training course held in Sweden, Finland

and Denmark followed a novel plan well justified by

results: Sweden was responsible for the part of the

course dealing with scientific research and the com-
ponents of a comprehensive rehabilitation service,

Finland for the sections deahng with vocational train-

ing and the employment of the disabled, and Denmark
for illustrating the application of rehabilitation princi-

ples and techniques to the treatment and after-care of

particular types of disability. Each of the host countries

appointed a committee to plan its part of the combined

programme and provided generous facilities for the

organization of the course.^

* * *

The activities outlined above, useful as they are in

themselves, are probably less important for the future

of the Programme than the international co-operation

and co-ordination which is steadily being achieved, and

the growing interest which Governments throughout

the world are showing in the welfare of the physically

handicapped, both children and adults. That the Pro-

gramme is, however, already breaking new ground, is

shown by the pilot project started last year in Uganda,
where the Government, the Uganda Foundation for the

Blind and the United Nations joined together in the

estabhshment of a research and demonstration scheme
to promote employment opportunities for blind persons

living in the rural areas of economically under-devel-

oped countries. When it is remembered that nearly

85 per cent of the world's blind population live in rural

areas where conventional education and existing reha-

bilitation services have not yet proved adequate to

solve the employment problem of the sightless, the im-

portance of this new project, still in the early stages of

its development, becomes apparent. This, and other

forms of rehabilitation work in rural areas, offer, in all

probability, one of the most promising fields for the

Co-ordinated Programme activities of the United
Nations and its associated agencies in the years ahead.

' Full particulars of this course are given in Modern Methods
of Rehabilitation of the Adult Disabled — Report of a group-
training course organized by the United Nations with the
co-operation of the World Health Organization and the Inter-

national Labour Organisation, held in Sweden, Finland and
Denmark from 8 September-7 November 1952 (United Nations
publication, Sales No.: 1952. IV. 19).
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Rehabilitation: Some Modern
Trends and Developments

The process whereby modern society has come to

regard rehabihtation as a social obligation has been

greatly accelerated by the need to care for the civihan

and military injured left in the wake of two World Wars,

by the mounting toll of accidents in homes, at places of

work and on the roads, and by the progress of medical

science and public health services, which between them
have prolonged the lives and eased the existence of

countless persons suffering from chronic diseases and

permanent disabilities, to an extent that at the opening

of the century would have been thought unbelievable.

Improvements in rehabilitation techniques and con-

structive changes in public and private attitudes towards

the disabled have kept pace with, and to some extent

influenced, one another. This is especially true of

countries with advanced social programmes, but there

are encouraging indications that the same interrelation-

ship is also beginning to appear, on a much smaller

scale, in countries where social development is in its

earliest stages. Indeed, when one surveys the rehabili-

tation picture throughout the world, the first impression

received is of the considerable interest being taken in

the subject by Governments, voluntary organizations,

the general public and, not least, the disabled them-

selves.

Attempis to assess the size of the problem

One sign of this interest are the attempts that have

been made during the last twenty years, and especially

since the Second World War, to estimate the number
of disabled persons in particular countries and regions.

It cannot be said that the results, as yet, provide any-

thing like reliable statistical evidence, largely because

there is no systematic registration of physically handi-

capped persons and also because of the varying inter-

pretations applied to the term "handicapped". Some of

the figures obtained may, however, be of interest.

The national health survey carried out in the United

States of America in 1953 showed approximately

twenty-three million persons disabled to some extent by

disease, accident, maladjustment or war. Later sample

surveys have produced comparable figures; the survey

carried out by the School of Public Health attached to

the Yale College of Medicine found that 121 per thou-

sand of the population of the United States suffered

from chronic illness, and that of these one-third were

totally disabled.^ These figures, which are merely esti-

mates, include large numbers of persons suffering from

temporary disabUng conditions. The effect of disability

upon employment may be surmised from the estimate

that about two million people in the United States re-

quire vocational rehabilitation and that every year an-

other two hundred and fifty thousand people become
in need of it.

In the United Kingdom some three quarters of a

million people are registered under the Disabled

Persons (Employment) Act of 1944, but this figure

does not include children. In Scotland, where much
attention is paid to the ascertainment of handicaps, it is

calculated that handicapped children, other than the

educationally subnormal, number 5 per cent of the

total school population.

2

A sample survey of permanent physical disabiUties

was carried out in Canada as part of the Canadian Sick-

ness Survey of 1950-51. It covered approximately

10,000 households distributed throughout the ten

provinces in metropolitan, small urban and rural areas.

The results revealed that the number of persons in

Canada suffering from a permanent physical disability

of some degree at that time could be estimated at

957,000, of whom some 324,000 were severely dis-

abled and about 99,000 completely disabled. Of the

total number it was calculated that 253,000 were

between eighteen and sixty-four years of age. Diseases

of the heart and arteries, impairments due to accidents,

arthritis or rheumatism, diseases of the nervous system,

deafness and blindness, in that order, appeared to

account for 58 per cent of all primary permanent physi-

cal disabilities.^

In some areas of the world, a particularly high inci-

dence of blindness adds considerably to the total num-

ber of handicapped persons. Sample surveys conducted

in Middle Eastern countries indicate that about one

^ Howard A. Rusk and Eugene J. Taylor: "Rehabilitation."

Reprinted from The Annals of the American Academy of

Political and Social Science, January 1955, pp. 138-143.

^ Joan Simeon Clarke, Disabled Citizens, (London, Allen and
Unwin, 1951).

" Canada, Dominion Bureau of Statistics and Department of

National Health and Welfare, Canadian Sickness Survey,

1950-51, No. 6, Permanent physical disabilities National esti-

mates (Ottawa, February 1955).

8



per cent of the population of the region are bUnd.*

Estimates made by United Nations experts in Asia show
that in a number of countries (including India, Paki-

stan, Ceylon and Malaya) blindness is almost as preva-

lent as in the Middle East. In Indonesia, the situation

is believed to be even worse.

If effective means for the registration and diagnosis

of disability are devised and applied, and rehabilitation

services are extended to all kinds of physically handi-

capped persons, the existing large gaps in our informa-

tion on this subject will gradually be filled in. Even at

this stage, however, it appears that the need for reha-

bilitation services is still greater than had been sup-

posed; recent sample surveys, in particular, suggest that

earlier estimates of the incidence of disability in various

countries may have been too conservative.

Here, then, is a vast and still uncharted social

problem. What makes it challenging is the knowledge
that the prevention, cure and alleviation of physical

handicaps are all possible on a scale undreamed of until

our own times.

Rehabilifafion as an economic assef to ihe community

The numerical importance of the disabled popula-

tion is causing rehabilitation to be considered, for the

first time, as a possible asset to a country's economy.
The primary aims of rehabilitation are still humani-
tarian and social: the handicapped person must be

helped to develop his residual powers to the full and
to take his rightful place in the economic and social life

of the community. Nevertheless, as the loosening of

family ties through urbanization and industrialization

deprives the disabled of the traditional support of their

kin, and as the extension of medical and social welfare

services make ever larger numbers of handicapped per-

sons dependent upon State or local authorities for their

means of subsistence, a kind of economic balance-sheet

is being drawn up.

On the one hand, rehabilitation services cost money.
Special facilities have to be provided; special staff must
be trained. Medical care is always expensive and
chronic diseases needing long-term treatment are espe-

cially costly. Moreover, in countries with comprehen-
sive social security systems, disability is increasingly a

reason for granting public assistance or other cash

benefits.

On the other hand, if a handicapped person can be
rehabilitated to the point of being capable of earning a

satisfactory livelihood for himself, he not only ceases

to be an economic burden to the community; he
actually adds to its wealth and resources. Even chron-

ically ill and severely disabled persons can often be

' Blindness in the Middle East: a Vocational Approach. Pre-
pared by the International Labour Office. (ST/SOA/Conf.
2/34). (Working paper for the Ad Hoc Technical Working
Group on the Rehabilitation of the Physically Handicapped,
4th session, 11-13 February 1953).

Every man can become a useful citizen. The Rehabilitation Centre at

Solo, Indonesia, supported jointly by United Nations Technical

Assistance Administration, the Indonesian Government and the World

Veterans Federation, demonstrates how this can be done. This man,

like many other veterans and civilians, until recently dependent on

government or private charity, is being taught to make use of his new
artificial limb. Soon he will be self-supporting and an asset to the

economy of his country. The International Labour Organisation recently

co-operated in the Solo project by providing an expert for vocational

rehabilitation.

enabled to look after themselves, thereby effecting in

the long run a considerable saving of time and money
by being able to dispense with the persons or services

whose help they formerly required. At the same time,

this assists them, morally and psychologically, to ac-

quire a new sense of usefulness and independence.

In Austraha, for instance, an outlay of less than

£.450,000 a year on rehabilitation services has been

sufficient to restore to productive employment some
2,700 persons formerly receiving invalidity pensions

under the Social Services Act. This represents a corre-

sponding direct saving to the State of £500,000 in

payments to the disabled, to say nothing of the sizable

contribution which the rehabilitated persons now make
to the national income.^

To take a still more recent example: during 1956 the

United States Federal-State vocational rehabilitation

programme spent $9,200,000 on a group of nearly

70,000 handicapped persons, of whom some 13,000

had been receiving a total of $11,000,000 in public

assistance payments and 48,000 had been unemployed
at the time when they were accepted for rehabilitation

under the programme. Most of the others were in part-

time or unsuitable jobs, or were threatened with loss of

employment on account of their disability.

^ Rehabilitation in Australia; the Commonwealth Rehabilita-
tion Services. Commonwealth Department of Social Services,

Melbourne, June 1955.
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The results were impressive. By the end of the year

no less than 66,273 persons had been rehabilitated to

the extent of being able to enter productive employ-

ment. It was estimated that in the first full year after

their rehabilitation their combined earnings would rise

from $17,000,000 to about $11 9,000,000 and that they

would contribute an additional 100,000,000 man hours

a year to the country's productive effort. Of the group,

some 3,500 entered professions like teaching, medicine

and engineering, where the demand for recruits is con-

stant. More than 8,000 are in skilled trades and about

6,200 have taken up farm work. This constitutes the

programme's record achievement so far, but it may well

be equalled and even surpassed in succeeding years.

Saving in medical care and hospital costs

Recent experience has also shown that a considerable

saving in medical care and hospital costs, coupled with

benefit to the disabled themselves, can be achieved by
making physical medicine and rehabilitation a part of

hospital treatment.

In 1950, for instance, the Gallinger Municipal Hos-
pital, with the assistance of the United States Public

Health Service and the District of Columbia Vocational

Rehabilitation Service, carried out a demonstration

project by inaugurating a physical medicine and reha-

bilitation programme as part of its general hospital

activities.

A survey taken at the outset showed that about half

the 1,200 patients then in the hospital would benefit

from some form of physical medicine and that 20 per

cent or so needed some or all the services of a total

rehabilitation programme. During the first three months

that the project was in operation, 278 patients were

treated, and by the end of a year the figure had risen

to 885. The average number of days of hospitalization

per patient dropped steeply from 99.5 to 27.4, thus not

only reducing the medical care costs of the patients con-

cerned but also releasing beds for other persons in

need of hospital treatment. Before the project started,

many of the patients later treated under the rehabili-

tation scheme had been in hospital for many months,

some for more than two years. In the end, only 8.2

per cent of the selected group remained totally de-

pendent physically."

The possibility, and the economic advantage, of

cutting down the period of hospitalization and treatment

for persons disabled at work is becoming apparent both

to the injured and to the authorities responsible for

compensation payments. In 1953, for example, a reha-

bilitation service was established in Guatemala at the

Instituto Guatcmalteco de Scguridad Social with tech-

nical assistance from the United Nations. As a result

(according to an informal report submitted to the

" Josephine J. Buchanan. Rchuhililatioii Demonstration
Project at dallinuer Municipal Hospital. Medical Annals of the

District of Columbia, vol. XXI, No. 9, September 1952, pp.
513-518.

United Nations by the Medical Director of this project)

,

the average treatment period for injured workers fell

from 203 days in 1952 to 36.85 days in 1955. At the

same time, the number of insurance patients restored

to full working capacity without the award of cash

benefits rose from 141, or 43 per cent of those treated

in 1952, to 792, or 72 per cent in 1954. The number
of persons awarded compensation for total loss of

working capacity decreased from 8.33 per cent in 1952
to 3 per cent in 1954. The total saving in compensation

costs during the period 1952-54 amounted to the

equivalent of $98,856.

Broadening of aims

To bring about these useful economic consequences

is, however, only one of the aims of rehabilitation as it

is viewed today. Before the Second World War, serv-

ices for the handicapped usually concentrated on prepa-

ration for employment, often to the exclusion of other

equally important matters. Rehabilitation nowadays no

longer has the estabhshment of full functional and eco-

nomic independence as its sole object. The goal is

rather to secure the maximum physical and psycho-

logical adjustment of each disabled person within the

limits of his impairment: to enable him to live as useful

and satisfying a life as is humanly possible.

For most of the handicapped this can include em-
ployment in productive work; for others, it may mean
only the restoration of a certain degree of functional

ability. In either case, rehabilitation in its modern form

relies on the power of the human spirit and body to

overcome obstacles and to compensate for reduced or

lost physical capacities. It assumes that being handi-

capped for certain physical activities does not mean
being handicapped for all of them. A disabled person,

regarded from this standpoint, is not necessarily handi-

capped if he is adjusted to his disability and has found

a place in society where his limitations are not an

obstacle.

The purely physiological notion of disability, then,

has been replaced by the realization that the handi-

capped person must be considered as a whole and that

all sides of his nature are of equal importance. If reha-

bilitation is to be complete, or "total" as the modern

phrase goes, there must be emotional and social, as

well as physical adjustment of the handicapped person

to his particular circumstances and environment. Thus

the new psycho-physiological concept of disability

which underlies "total rehabilitation" is concerned with

all the needs of the individual in his relationship to the

community to which he belongs, rather than with the

treatment of the disability alone.

Teamworl<

This new attitude towards the disabled accounts for

many of the modern developments in rehabilitation

theory and practice, one of the most important of which
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is teamwork. At the centre of the team is the handi-

capped person himself; upon his co-operation, endur-

ance and courage, success ultimately depends. Around
him are grouped, ideally, all the services—medical, psy-

chological, educational, social and vocational—that can

be of assistance in his particular case. These services,

moreover, work in collaboration with one another, each

dealing with its own special side of the problem, but

with full knowledge of what is being done by the other

members of the team.

Teamwork, to be effective, must take place both at

government and local level, but this is not easy in

countries where no special rehabilitation legislation ex-

ists and where services are provided under a variety of

social security laws and related provisions. Although,

when one surveys the world as a whole, little enough
has yet been done in this direction, some progress has

been made in particular countries.

In the United Kingdom, where the most complete

statutory provisions for handicapped persons are to be

found, rehabilitation work is co-ordinated at govern-

ment level by the Standing Rehabilitation and Resettle-

ment Committee, composed of representatives of the

various government departments concerned with the

handicapped. An inter-departmental committee for the

co-ordination and development of rehabilitation serv-

ices was set up in France in 1948. The Government of

Mexico has centralized all its rehabilitation activities,

including services for both children and adults, in a

single administrative unit, the Direccion General de

Rehabilitacion, under the Ministry of Health and Wel-

fare. In Yugoslavia, the Federal Board of Rehabilita-

tion is responsible for the development of rehabilitation

services; it is composed of representatives of the various

Ministries concerned with the handicapped, of the trade

unions, the Red Cross and associations of disabled ex-

servicemen. There is a corresponding Board with simi-

lar representation in each Republic, attached to the

Council of Public Health and Social Welfare.

Canada has solved the problem of co-ordination by

establishing a National Advisory Committee on the

Rehabilitation of Disabled Persons to develop services

for all civilian disabled. The Committee is composed
of representatives of the Federal Departments of

Labour, of National Health and Welfare, and of

Veterans Affairs, together with representatives of each

of the ten provincial governments, the medical pro-

fession, organized labour, organized employers, uni-

versities and voluntary agencies. A National Co-ordi-

nator of Civilian Rehabilitation, who is a senior officer

in the Department of Labour, administers the Civilian

Rehabilitation Branch and is responsible for the co-

ordination of local, provincial and federal rehabilitation

work, arrangements for meetings of the National

Advisory Committee, the circulation of publicity mate-

rial concerning the handicapped, and technical re-

search.

With the assistance of the National Co-ordinator,

existing facilities for medical and social rehabilitation,

vocational guidance and staff training can be used to

best advantage. New projects contemplated by any of

the participating agencies are examined to avoid over-

lapping and to ensure that they fit into the local, pro-

vincial and national plans. Grants are made to the pro-

vincial authorities by the Departments of Labour and

National Health and Welfare, for the development of

medical and vocational rehabilitation facilities.

The successful Canadian experiment has led to the

appointment of rehabilitation co-ordinators in several

Latin American countries—Brazil, Guatemala, Vene-

zuela and Uruguay among them—in connexion with

United Nations technical assistance projects.

Just as important as government co-ordination is the

efficient local co-ordination of services for each handi-

capped person in the community. Services at the local

level often include not only the regular rehabilitation

programmes, but also housing, home help and trans-

port, matters which can be satisfactorily handled only

if all community resources are fully used. The trend in

some of the socially advanced countries has been to

train rehabilitation counsellors or disablement resettle-

ment officers to guide each handicapped person through

the entire process of rehabilitation, using specialists and

existing services as part of a programme carefully

planned to meet individual needs.

The rehabilitation centre

The same idea of effecting "total rehabilitation"

through the co-ordination of all appropriate services

lies behind the establishment of special rehabilitation

centres, an increase in the number and variety of which

has been a feature of post-war developments in this

branch of social welfare.

Services provided in rehabilitation centres vary ac-

cording to the type of handicap and purpose of the

treatment. Some centres are designed to serve a gen-

eral category of disabled persons suffering from injury

or disease that produces a similar kind of handicap,

such as neuro-muscular impairments and other condi-

tions requiring orthopaedic treatment. Other centres

are reserved for particular groups of disabled, like the

blind, the deaf, the tubercular, paraplegics, persons

suffering from cerebral palsy or heart disease.

The treatment itself may concentrate on physical

rehabilitation and allied services; it may also include

vocational training and guidance, industrial rehabili-

tation and placement, and the building up of work
habits and stamina after illness or injury. The Appis-

burg Centre in Zurich, Switzerland, for example, car-

ries out successful rehabilitation of tubercular patients.

It runs a programme of work testing and work training

designed to prepare the trainee gradually for the de-

mands of a full working day. The course begins with

one hour of work daily, interspersed with three rest

periods, and the proportion of work is gradually
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stepped up to six and a half hours with only one rest

period. If no relapse occurs after at least six months'

training, the trainee is sent to a placement centre to be

found suitable employment, or to a vocational training

school, if necessary.

In economically less developed countries, rehabili-

tation was limited before the war almost entirely to the

blind and deaf. During the past few years, however,

pilot centres for physically handicapped children and

adults have been established in many countries of Asia,

the Middle East and Latin America, generally with

assistance from the United Nations, the specialized

agencies and non-governmental organizations. Owing
to the shortage of trained staff, these centres are usually

not able to undertake much occupational or physical

therapy; they are mainly concerned with vocational

training and the supply and fitting of artificial limbs.

The progress that can be made in often unpromising

circumstances is shown by the story of the rehabilitation

centre at Solo, in Java.

A few years ago, an orthopaedic surgeon and an en-

gineer started making artificial legs in a small garage

attached to the general hospital at Solo. They had no

special tools, nor any training for the task. All they

had to work from were the illustrations and specifica-

tions in a single foreign catalogue of prosthetic appli-

ances. Their raw material consisted of odds and ends

of domestic wood and leather, with scrap metal from

damaged motorcars and wrecked aircraft. Their prod-

ucts were so successful, and so much in demand, that

the Indonesian Government began to take an interest

and provided temporary buildings for the organization

of a vocational training programme. Soon more build-

ings were provided, for physical therapy, education and

social service programmes. In 1955, a fully-equipped

orthopaedic department was estabhshed with interna-

tional assistance; the United Nations and the World
Veterans Federation sent out a team of three specialists

—an orthopaedic surgeon, an orthopaedic nurse and a

physical therapist—to train staff and help develop the

various services. As a result of all these activities and
triumphs over difficulties, the Solo rehabilitation centre

now has all the elements of a complete rehabilitation

programme. Efforts are at present being concentrated

on building up a competent staff from local recruits.

Administratively, rehabilitation centres also vary.

Many are affiliated to medical schools and teaching hos-

pitals, or are run in connexion with a general or ortho-

paedic hospital. They are also organized as independent

concerns working in co-operation with hospitals, voca-

tional centres and schools in their own locality.

In the main, they supplement, and in no way com-
pete with, the growing number of medical rehabilitation

departments being created within the hospitals them-

selves.^ This in-hospital rehabilitation treatment, in

' In the United Kingdom, for example, there were only 2

hospitals with physical rehabilitation facilities in 1939. By
December 1953, there were 475.

which the medical profession is taking ever greater in-

terest, is the basis for all subsequent work carried out

in the rehabilitation centres.

Mobile units

In sparsely populated countries and regions, the es-

tablishment of rehabilitation centres or hospital reha-

bilitation departments has proved inadequate to bring

rehabilitation services to local communities. Mobile
units are therefore used for case-finding and the provi-

sion of services that would otherwise be unavailable.

In Finland and Norway, for example, mobile teams are

sent out at regular intervals to examine patients and
refer them for treatment and rehabilitation when neces-

sary. In French North African territories, mobile Hmb-
fitting units are used. In Canada, the Canadian Arthritis

and Rheumatism Society operates forty-seven mobile
units in eight of the ten provinces.

A slightly different purpose is served by the mobile

home-treatment unit run by the Yale-New Haven Medi-
cal Centre in Connecticut, United States. Here the ob-

ject is not so much the overcoming of distance, as to

provide physical therapy for patients suffering from
severe rheumatoid arthrities who cannot afford the ex-

pense of long periods in hospital and are physically

unable to follow out-patient treatment. In the absence

of skilled care, the condition of these patients, confined

to their homes and often to their beds, steadily deterio-

rates. The mobile unit brings to their doorsteps a

trained physical therapist and all the necessary equip-

ment. Not the least important part of the unit's task is

to teach the patient and his family to carry out the

treatment by themselves.

Progress in prosthetics

Research and experiment are proceeding apace in

all branches of rehabilitation work. In this article it is

possible to glance briefly at only two out of many
spheres of activity where new methods are producing

good results: in prosthetic services, and in the selective

placement of the rehabilitated in employment.

Governments and voluntary organizations were

spurred into action at the close of the Second World

War by the large numbers of military and civilian in-

jured who urgently needed artificial limbs and other

prosthetic appliances. In meeting this new demand, the

aim was twofold: technical improvement of the appli-

ances and the provision of better fitting and training

services.

The countries which were actively engaged in the

war, especially the United States, the United Kingdom,

the USSR and Germany, have taken a lead in pros-

thetics research. In Sweden, too, the Central Committee

for the Care of Cripples has established a research

council on prosthetics and braces and an examining

board for limb fitters and brace makers. The first inter-

national research centre on prosthetics was established
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In Yugoslavia, a United Nations rehabilitation expert shows two Yugoslav doctors how an amputee patient can lift a glass unaided. This patient's

cineplostic arms are operated by an ivory peg inserted in the muscle of the upper arm. He takes core of most of his personal needs unaided-

can even dress himself and light his own cigarettes.

in Copenhagen in 1955 by the International Society for

the Welfare of Cripples.

As a result of these research activities, a number of

improved artificial limbs and other appliances have

been produced. New technical developments and fitting

methods, many of which are still in the testing stage,

promise vastly better appliances in the future; care has

also been taken not to make the appliances too com-
plicated or too expensive. For economically under-

developed countries, where employment can most
readily be found in rural occupations, attempts have

been made to design simplified artificial limbs that will

be cheaper to produce from local materials and easier

to fit and prepare.** It is hoped that, in the long run,

international co-operation in the production and re-

gional distribution of prefabricated parts of some of

the more complicated appliances will produce larger

supplies at a lower cost.

Even the best artificial limb, however, is of little

value unless it fits properly and the wearer has been
trained to use it efficiently. Much importance is there-

' Cf. Amputees and Prostheses, Report of a conference on
Prosthetics, Copenhagen, 23-28 August 1954. World Health
Organization, Technical Report Series 100. Geneva 1955.

fore attached nowadays to medical supervision and the

proper preparation of the patient for limb-wearing.

Good fitting requires not only preparation of the stump

by expert surgical and pre-prosthetic treatment, but

also the physical reconditioning of the patient himself,

who must likewise be assisted psychologically to accept

his disability and the use of an artificial limb. Through-

out the fitting process, co-operation between the doctor,

the limb fitter and the physical therapists who assist in

the pre-prosthetic training is essential. The amputee is

also given special instruction in the use of his appli-

ance, and for this purpose instructors (many of whom
are amputees themselves) or physical, corrective or

occupational therapists are attached to all up-to-date

limb-fitting centres.

The chief obstacle to the general improvement of

prosthetic services is the shortage of hmb fitters and

technicians, particularly in economically less devel-

oped countries. According to a report published in

1955 by the International Society for the Welfare of

Cripples, prosthetics workers are normally trained by
the apprenticeship system, occasionally supplemented

by formal courses or lectures. Hitherto, moreover, the

worker's mechanical skill has been regarded as more
important than his knowledge of anatomy, physiology

13



and other subjects considered by modern rehabilitation

experts as necessary for good Hmb fitting.^

In order to overcome this difficulty, formal training

schemes for limb fitters have been started in Western
Europe and America, and an international training

course (the first of its kind) was organized in London
in 1952 by the World Veterans Federation. The United

Nations and the specialized agencies have played their

part by granting fellowships and scholarships to enable

limb fitters from less developed countries to study

abroad, and by sending experienced limb fitters to con-

duct training courses in India, Japan and Lebanon.
Since the war, also, a number of limb-fitting centres

have been established in Asia, North and West Africa

and Latin America, but the training of limb fitters and
technicians is still conducted haphazardly in most
countries, and in some parts of the world artificial limbs

made by untrained workers bear little resemblance to

modern appliances.

Government or voluntary controls over the produc-

tion and fitting of prosthetic appliances have been inau-

gurated in a few countries in order to raise the standard

of prosthetic services. In Western Germany, for in-

stance, a committee originally established by the ortho-

paedic technicians' organization is recognized by the

Ministry of Labour as the official supervisory body for

the development of new appliances. Manufacturers sub-

mit new artificial limbs or components to the com-
mittee, which gives them a thorough testing before

placing them on the official list; the committee also con-

trols prices. Another method of control has been

adopted by the Government of Finland, which in 1955
appointed a limb-fitting surgeon (trained through the

grant of a United Nations fellowship) to supervise the

supply and fitting of prosthetic appliances throughout

the country.

Selecfive placement

The desirability of "placing the right man in the right

job" applies just as much to the rehabilitated disabled

as to the naturally able-bodied, and especially since

the end of the Second World War those concerned with

the vocational training, guidance and placement of the

handicapped have realized the importance of making
sure that the physical and vocational capacities of the

handicapped worker are really suited to the job he is

to undertake.

For this purpose special placement staff have been

trained in some of the more advanced countries to se-

cure accurate information about the demands of par-

ticular jobs and the ability of the handicapped workers

to perform them. In the United Kingdom, for example,

a Disablement Resettlement Officer attached to each

Ministry of Labour local employment exchange looks

° A Report on Prosthetics Personnel: A survey of the prob-
lems and personnel situation in the prosthetics field based on
reports received from eighteen countries. International Society

for the Welfare of Cripples. New York, July 1955.

after the initial placement of a handicapped worker and
is responsible for the necessary "follow-up" to ensure

that he is satisfactorily adjusted to his job. Where
Governments have not adopted legislation for this pur-

pose, placement is usually organized by voluntary

placement services attached to the national employment
service.

In the Union of Soviet Socialist RepubHcs, close co-

operation in the placement of the handicapped has been
established between trade unions and management and
the out-patient clinics where much of the rehabilitation

is carried out. A representative of the out-patient clinic,

frequently a doctor, maintains contacts with factories in

the area. The placing of each handicapped person is

discussed by a council composed of the factory medical

officer, representatives of the trade union, the manage-
ment, and the doctor handUng the case. When a suit-

able job has been found, the council informs the fellow-

workers of the placement, thus facilitating the adjust-

ment of the handicapped person at the place of work.

There can no longer be any doubt that disabled per-

sons, if properly trained and placed, make good and
reliable workers. Recently a number of studies have
been carried out, particularly in the United States and
the United Kingdom, to determine the efficiency of

handicapped workers as compared with that of non-

handicapped workers employed on the same job. They
prove conclusively that the handicapped compare
favourably with the able-bodied in quality of output,

accident rates and absenteeism.

Nevertheless, there will always be a residuum of

handicapped persons who are physically unable to take

up employment under competitive conditions. For
them, home work and sheltered workshops continue to

offer the best solution.

The training of rehabilitation workers

Unfortunately, the supply of trained rehabilitation

workers has not kept pace with the advance in rehabili-

tation research, nor with the rapid expansion of reha-

bilitation services since the Second World War. Upon
the solving of this urgent problem depends, in a very

real sense, the whole future of rehabilitation work in

every part of the world.

There are signs that this matter is beginning to com-
mand the attention it deserves. Before the war, physical

therapy training, for instance, was limited almost en-

tirely to North America and a few European countries.

In the past ten years, physical therapy schools have
been established in most European countries and in

Australia and New Zealand. A beginning in physical

therapy training has likewise been made in the Far East

(Bombay), the Middle East (Israel) and Latin Amer-
ica (Colombia, Guatemala, Mexico and Uruguay). The
fellowship programmes of the United Nations, the

World Health Organization and other international

bodies also provide opportunities for study in countries
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where physical medicine and rehabilitation have

reached an advance stage of development.

The present tendency is to train physical and occupa-

tional therapists separately, since the two professions

are highly specialized. Canada, Mexico and Puerto Rico

are, however, all trying out combined training courses

in physical and occupational therapy with the object

of turning out rehabilitation workers competent in both

fields. It is too early yet to say whether this experiment

will prove successful. There is also a trend towards the

closer affiliation of physical and occupational therapy

schools with university medical schools, although in

some countries training of this kind is still provided at

courses run in connexion with rehabihtation centres,

without direct co-operation with the universities. Co-

operative agreements with rehabilitation centres, hos-

pitals and limb-fitting centres also ensure a wide variety

of opportunities for varied and intensive clinic training

in both branches of therapy.

Practical training for vocational guidance officers

specializing in work for the handicapped is usually ar-

ranged at rehabilitation centres, vocational-training

workshops and employment exchanges. Special semi-

nars and study groups for training purposes have like-

wise been organized by rehabilitation centres and vol-

untary organizations. Vocational guidance, the training

of rehabilitation workers and the selective placement of

the handicapped are also among the subjects that have

been discussed at international seminars and meetings

organized by the United Nations in collaboration with

the specialized agencies and non-governmental organi-

zations.^"

The confinu'mg imporfance of voluntary organizations

In all parts of the world, voluntary organizations pio-

neered in the provision of services for the handicapped,

and the assumption by Governments of increased re-

sponsibility for these services since the Second World

" For the training of the social worker in rehabilitation, see

the article on "Social Work in Rehabilitation" in this issue.

War does not mean that voluntary wort is no longer

needed. Indeed, the number of voluntary organizations

working for the handicapped has grown steadily in most

countries during the post-war period, the tendency be-

ing to set up organizations devoted to a particular dis-

ability, such as poliomyelitis, cerebral palsy, heart

disease or multiple sclerosis-a development which has

the advantage of bringing the problems of the groups

concerned more forcefully to the attention of the public

and of Governments.

Most rehabilitation services, with the possible ex-

ception of hospital rehabilitation programmes, are still

operated by voluntary organizations in the majority of

countries. Among their manifold activities these organi-

zations often assume exclusive responsibility for the

organization of sheltered employment and the provision

of work for the home-bound.

Close co-operation in work for the handicapped ex-

ists in most countries between voluntary organizations

and the Government. Sometimes, the Government pur-

chases services from voluntary organizations on the

basis of co-operative agreements, or, particularly where

there is as yet no rehabilitation legislation, the Govern-

ment subsidizes voluntary organizations to cover a part

of the national cost of rehabilitation. Governments

often farm out research projects to various voluntary

organizations specializing in particular branches of re-

habilitation.

A frequent method of securing co-operation between

Governments and voluntary agencies is the establish-

ment of national advisory committees and councils, to

pool government and voluntary efforts. These com-

mittees are generally composed of representatives of

the Government, the employers, the workers and the

appropriate professional groups and voluntary organi-

zations.

In economically less developed countries, voluntary

organizations play a particularly important part in ini-

tiating pilot programmes in rehabilitation and thereby

preparing the ground for government action on a

larger scale at a later stage.

15



Social Security Provisions

and Rehabilitation

In many countries, compensation for injured work-

men, providing for cash benefits and, usually, medical

care, was the first type of social security legislation to

be enacted. Sickness and invalidity insurance pro-

grammes, the latter mostly in connexion with old age

and survivors' provisions, are of more recent origin in

many countries, several of the schemes having been

initiated during and after the Second World War.

In general income maintenance schemes, such as

those concerned with aid to dependent children and

various kinds of benefits relating to family allowances

or low-cost housing, the disability of the breadwinner

is frequently the justification for liberalized eligibility

requirements and sometimes for increased benefits.

In several countries, special provisions have been

made for pensions or allowances for the blind, gen-

erally under public assistance legislation. This type of

supplementary allowance has been extended in some
countries to include other severely disabled persons in

addition to the blind. In Canada and Finland, new
programmes have recently been started providing al-

lowances for severely handicapped persons under spe-

cial laws separate from public assistance and social

insurance legislation, and linked with rehabilitation

measures. Also, training allowances and subsistence

payments to persons undergoing rehabilitation, and to

their families, have been introduced in many countries,

either under social security programmes or as part of

special rehabilitation legislation.

Information about existing legislation concerning

sickness and invalidity benefits under social security

laws is available in a number of publications and will

not, therefore, be dealt with in this article.^ We propose
instead to discuss some aspects of the relationship of

income maintenance provision to rehabilitation

services.

The need for co-ordination

The close co-ordination of cash benefit programmes
with programmes for the reduction or elimination of

the disabling condition and the rehabilitation of the

' See particularly: International Survey of Social Security;
Comparative Analysis and Summary of National Laws
(Geneva, International Labour Office, 1950).

handicapped is essential in dealing with extended or

permanent disability. Most handicapped persons can

be rehabilitated to the point of performing productive

work, whether in ordinary employment, self-employ-

ment, sheltered work or home employment. For such

persons, cash benefits should be related to rehabilita-

tion measures. Various cash benefits are needed to en-

courage the handicapped in this category to take ad-

vantage of rehabilitation services and to ensure reason-

able income security during rehabilitation.

Adequate invalidity benefits are important in cases

of total and permanent disability where the recipient

cannot be gainfully employed. Even in these circum-

stances, rehabilitation to enable the handicapped per-

sons to achieve a certain degree of self-care is of great

assistance to the individual concerned and may also

have an economic value in reduced costs of care and
attendance.

The importance of correlating various kinds of social

security benefits with rehabilitation measures has been

increasingly recognized as a result of improved rehabili-

tation techniques and services. The extent to which this

has been accomplished varies from country to country.

The provision of subsistence allowances and rehabili-

tation grants in conjunction with rehabilitation pro-

grammes raises few problems of co-ordination, since the

recipient of financial aid is eligible for such aid precisely

because he has been accepted for rehabilitation. In some
countries, allowances are paid from public assistance

funds, but the general tendency is to make provision

for maintenance allowances and rehabilitation grants

separate from those available under public assistance

laws.

Some examples of co-ordinated programmes

In countries where special rehabilitation laws exist,

these usually provide for income maintenance during

rehabilitation, and the necessary allowances are nor-

mally paid by the authorities who are responsible for

the actual rehabilitation programme. Co-ordination

with other agencies granting cash benefits, such as in-

validity and unemployment allowances, is necessary to

determine the need for assistance in each case. In some
countries, benefits such as war disability pensions are
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not counted towards the maxnnum amount of assist-

ance to be granted during rehabilitation.

The Care of Disabled Persons Act of 1947 in Fin-

land is an example of legislation providing for income

maintenance for persons undergoing rehabilitation.

Under this Act, trainees without means are provided

with free board and lodging, travel expenses and a

weekly training allowance, and the families of needy

trainees receive a maintenance allowance for the dura-

tion of the course.

Another example is the Australian programme,

under which rehabilitation allowances and tuberculosis

allowances are granted for the purpose of rehabilita-

tion. A person undergoing training may receive, sub-

ject to a means test, a rehabilitation allowance equal

to the amount of the invalidity or unemployment bene-

fit in addition to a weekly training allowance. A trainee

receiving rehabilitation treatment away from his usual

place of residence may be paid an extra living allow-

ance.

In the United States, persons receiving rehabilitation

treatment under the Federal-State programme may be

paid a maintenance allowance to cover living expenses,

transport and training materials. Such grants are au-

thorized by the State vocational rehabilitation agency.

In the United Kingdom, trainees undergoing vocational

rehabilitation are paid training allowances, including

increases for dependants. A trainee who lives away
from home receives free accommodation or a lodging

allowance, as well as an additional weekly separation

allowance if he has a family.

In several countries without special rehabilitation

Acts, social insurance laws contain provisions for

assistance during rehabilitation. In Belgium, there is a

special vocational rehabilitation fund within the sick-

ness and invalidity insurance programme from which
assistance for apprenticeship training, including sup-

plies and living and travel expense, is provided. In

France, persons requiring vocational training in conse-

quence of an employment injury are entitled to the

same daily subsistence allowance as was payable dur-

ing the period of incapacity for work. In Italy, the

workmen's compensation law provides maintenance

allowances for the duration of vocational rehabilitation.

Social security and rehabilitafion benefits

The co-ordination of cash benefits with rehabilita-

tion measures is more difficult in general health and
income security programmes such as sickness and in-

validity insurance, workmen's compensation pro-

grammes and special allowances for the severely handi-

capped, which are not contingent on rehabilitation

measures.

The social security laws of a number of countries

provide that failure on the part of the beneficiary to

avail himself of rehabilitation services when such exist

is ground for suspension of the cash benefits. In

Sweden, for example, the Old Age and Invalidity In-

surance Law of 1946 prescribes that the invalidity pen-

sion may be totally or partially suspended should the

insured person refuse to undergo medical care or voca-

tional training, available at public expense, which

would be likely to reduce or ehminate his disability.

In France, benefits provided by the Social Security

Funds may be discontinued if the recipient refuses to

take advantage of rehabilitation services made avail-

able to him by the Funds. Provisions of a similar nature

exist in several other countries, such as Australia, Bel-

gium, Finland, Denmark and the United Kingdom.

These provisions are of little value unless they are

supplemented by practical measures for the provision

of rehabilitation services to reduce or eliminate the dis-

ability on account of which cash benefits are granted.

Measures of this kind are enforced only to a limited

extent in most countries, notwithstanding the fact that

many old-age and invaUdity insurance laws contain

provisions for medical care, prosthetic appliances and

even vocational training. This is also true of health

insurance and workmen's compensation programmes.

In several countries, attention has been paid to these

problems during recent years. In Sweden, for example,

a National Pensions Board, which is responsible for the

old-age and invalidity programme and until recently

also for the health insurance scheme, issued instruc-

tions in 1946 to all local sickness funds that steps

should be taken to provide rehabilitation services in

all cases where medical care or vocational rehabilita-

tion was considered advisable; the importance of co-

operation between the Board of Pensions, its local

committees and sickness funds was emphasized. The
Government of Sweden appointed an ad hoc commit-

tee in 1955 to consider the whole question of rehabilita-

tion in relation to health insurance and workmen's com-
pensation programmes.

France offers an outstanding example of a social

security scheme in which rehabilitation services have
been integrated. The Social Security Funds provide re-

habilitation services for all claimants considered likely

to benefit from such services, which include physical

rehabilitation, the supply and fitting of prosthetic ap-

pliances, vocational guidance, training and placement.

During rehabilitation, the claimant is entitled to full

daily subsistence allowances. Under a recent statutory

provision, free medical treatment is provided for a

maximum period of three years.

Because this social insurance system covers all sal-

aried workers, the Social Security Funds constitute the

main source of rehabilitation assistance in France.

The Commonwealth Rehabilitation Service in Aus-
tralia is another example of a gradually expanding re-

habilitation programme within the general social

security scheme. The present programme originated in

1941 in the form of vocational training, at the Com-
monwealth's expense, for selected invalid pensioners.
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In 1945, a rehabilitation programme for disabled ex-

service men and women was initiated and in 1948 a

civilian rehabilitation service was organized for invalid

pensioners and recipients of sickness benefits under the

Social Services Consolidation Act (now called Social

Services Act). The Act was amended in 1955 to pro-

vide increased services and to liberalize eUgibility re-

quirements to a certain extent.

Under the present Act, rehabilitation services are

available to severely disabled persons seeking or receiv-

ing an invalid person or a sickness benefit, and to per-

sons receiving benefit under the Tuberculosis Act of

1948, as well as to persons aged fourteen and over,

who appear hkely to become invaUd pensioners on at-

taining the age of sixteen. The 1955 amendment also

makes it possible to accept for rehabilitation patients

the cost of whose treatment would be borne by private

organizations, such as insurance companies concerned

with workmen's compensation. Private cases are also

accepted on a reimbursable basis.

Services provided include medical care and physical

rehabilitation, the supply and fitting of prosthetic ap-

pliances, pre-vocational training, vocational guidance,

training and placement, as well as loans for home em-
ployment. During the treatment stages of rehabihtation,

the handicapped person continues to receive the pen-

sion or benefit for which he qualified when he was
accepted for rehabilitation. When training begins, a

special rehabilitation and training allowance is paid;

and if trainees are required to live away from home,

provision is made for a living-away allowance. If, at

the completion of training, employment is not imme-
diately obtained, rehabilitation allowances may be

continued for three months. If the person is still un-

employed at the end of this period, the original pension

or benefit is restored.

The Commonwealth Rehabilitation Service is ad-

ministered by the Department of Social Services

through its Rehabilitation Division, with a branch in

the Central Administration Headquarters and in each

of the six State offices of the Department. All persons

receiving benefits from the Department who are con-

sidered eligible for rehabilitation are referred to the

Rehabilitation Branch in the State. Referrals for re-

habilitation are also made by private practitioners, hos-

pitals, insurance agencies, etc.

The Department of Social Services has established

rehabilitation centres in all States except Tasmania,

with a total accommodation of approximately 500 men
and women.

In Denmark, the Invalidity Insurance Court assists

persons entitled to benefits under the insurance scheme,

and certain categories of children admitted to the

scheme may obtain rehabilitation services, including

medical and vocational rehabilitation. In addition to

information derived from regular applications for

benefits, the Court also collects data from other avail-

able sources. Schools and medical practitioners must

report to the Court all persons under thirty years of

age whose working capacity is or is expected to be-

come substantially reduced within a foreseeable length

of time. The Court also receives reports from the Board

of Accident Insurance and the Board of Health Insur-

ance Societies on handicapped persons in need of assist-

ance.

In the United States, where assistance to the totally

and permanently disabled is provided under the pub-

lic assistance programme, a 1954 amendment to the

Social Security Act provided that all persons applying

for these benefits will be referred to the State Voca-

tional Rehabilitation Division, which also determines

whether the applicant is eligible on medical grounds.

This system enables rehabilitation measures to be

started as soon as the applicant reports for disability

evaluation.

The value of linking sickness and invalidity benefit

programmes with rehabilitation services is being in-

creasingly recognized, and the tendency in many coun-

tries is to centralize the administration of various social

security schemes, such as sickness, invalidity and work-

men's compensation programmes, thereby facilitating

such co-ordination. On the other hand, the shortage of

facilities for the medical and vocational evaluation of

persons applying for cash benefits still hampers efforts

to make rehabilitation services available to claimants.

The inadequacy of existing rehabilitation facilities in

most countries has also been a great obstacle in this

respect.

In some countries, the social security agencies have

actively promoted rehabilitation facilities. In France,

for example, several rehabilitation centres have been

established by the Social Security Funds, which have

also subsidized private facilities.

Rehabilitation in relation to workmen's compensation

Workmen's compensation legislation is the most

widespread form of social security. It has been extend-

ing rapidly to more and more countries in recent years;

thus fifty-seven countries had such legislation in 1949,

compared with sixty-five in 1954.-

Workmen's compensation programmes have stimu-

lated interest in rehabilitation. The growing medical

expenses, caused to a considerable extent by increased

life expectancy following serious injury or disease, have

resulted in greatly increased insurance costs for cash

benefits and medical care, so that rehabilitation as a

means of reducing the time of hospitalization and in-

capacity for work, as well as of preventing or reducing

permanent impairment, is receiving greater attention.

- Carl H. Farman, Old-Auc. Survivors, and Invalidity Pro-

grammes throughout the World, 1954. Report No. 19. Division

of Research and Statistics, Social Security Administration,

U. S. Department of Health, Education and Welfare (Wash-

ington, D. C, U. S. Govt. Printing Office, June 1954).
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As far as rehabilitation is concerned, workmen's com-

pensation legislation is still incomplete in most coun-

tries. All fifty-seven of the workmen's compensation

schemes in force in 1949 included provision for medi-

cal care, and twenty-eight also provided for prosthetic

appliances, but only thirteen extended the services to

include vocational rehabilitation in some form. In some

countries, medical benefits are limited as to period cov-

ered, or costs, or both. Provision for vocational re-

habilitation is limited in most countries to vocational

training, but some laws also provide for vocational

guidance and placement (Federal Republic of Ger-

many), and employment in co-operatives (Union of

Soviet Socialist Republics).

Restrictions on medical benefits are a great obstacle

to the rehabilitation of injured workers. At the time

when many of the existing workmen's compensation

laws were enacted, modern medical rehabilitation was
only beginning to develop, and medical benefits were

intended only for precisely defined medical treatment.

Although the laws have been gradually liberalized in

some countries, they still exclude comprehensive physi-

cal rehabilitation services. On the other hand, there

has been a tendency to include the provision of pros-

thetic appliances in workmen's compensation schemes

in a growing number of countries. The same is true of

vocational rehabilitation services, although statutory

provisions for these are still limited in scope in work-

men's compensation legislation in nearly all countries.

The inadequacy of rehabilitation facilities has hindered

more rapid progress.

Despite limitations that still exist, workmen's com-
pensation legislation has come a long way since the

first law was enacted in Germany in the 1880's. Con-
ventions adopted by the International Labour Organi-

sation have had a profound effect on developments in

many countries.

Limitations in workmen's compensation provisions

and the shortage of rehabilitation facihties are only

two of the many administrative problems that have

made it difficult to use to the full existing provisions for

the rehabilitation of injured workers. The legal pro-

cesses involved in workmen's compensation programmes
present some of the greatest problems in this respect.

Advanced rehabilitation measures are frequently not

authorized until a settlement has been made regarding

a compensation award for major disability, so that

workmen's compensation authorities often delay send-

ing injured workers for rehabilitation, to the detriment

of the whole rehabilitation process. A study of 4,430
workmen's compensation cases in the United States,

where vocational rehabilitation had been granted

under the Federal-State programme in 1951, showed
that the average interval between injury and referral

to vocational rehabilitation agencies was seven years.

^

^ United States of America, Office of Defence Mobilization.
Summary: Report of the Task Force on the Handicapped,
(Washington, D. C, 25 January 1952). Reprinted from Journal
of Rehabilitation, March-April 1952.

Clearly, the prospects of successful rehabiUtation

would have been brighter if rehabilitation treatment

had started much earlier. The incentive of the injured

worker to apply for rehabilitation is also seriously

lessened if it is dependent on the final compensation

award, since cash benefits are related to the degree of

disability. On the other hand, it is important that a

measure of economic security should be established be-

fore rehabilitation begins. Speedy initial settlement of

claims is, therefore, important from the standpoint of

rehabilitation.

The role of workmen's compensation programmes
in the rehabilitation of injured workers depends greatly

on the extent to which administrative arrangements

make it possible to take full advantage of community
resources in rehabilitation. In countries which have
enacted a special vocational rehabilitation Act, work-
men's compensation cases usually receive services

under this programme. In the financing of services,

advantage is taken of the workmen's compensation

provisions to the extent possible under the law. This

system ensures equality of services for all handicapped

persons and eliminates the effects of limitations regard-

ing the eligibility and scope of services, which are usual

in workmen's compensation laws. The problem under
this arrangement is largely one of co-ordination be-

tween the workmen's compensation scheme and the

general rehabilitation programme. The prompt referral

of injured workers for rehabilitation becomes particu-

larly important in these circumstances.

In countries with special rehabilitation legislation,

workmen's compensation programmes are of great im-

portance because they provide rehabilitation opportuni-

ties for a substantial number of handicapped persons.

There has been a trend since the Second World War
to start rehabilitation schemes as part of the work-

men's compensation programme. In Guatemala and
Venezuela, for example, pilot rehabilitation centres

have been established by the workmen's compensation

agencies with assistance from the United Nations. In

Austria, the General Accident Insurance Institution,

which is responsible for the workmen's compensation
scheme, established in 1952 a large and excellently

equipped rehabilitation centre at Tobelbad.

The workmen's compensation scheme in the Prov-

ince of Ontario, Canada, is an outstanding example of

a programme in which the value of rehabilitation has

been fully realized.

This programme dates back to 1915, when the legis-

lature passed an Act designed to provide compensation

without recourse to litigation. The scope of the benefits

was gradually widened and is now most generous.

Medical care and rehabilitation for victims of industrial

accidents and illnesses are provided without time lim-

itation. Prosthetic appliances are provided, repaired

and replaced. The Act also includes provisions for voca-

tional guidance, training and placement.
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The administration of the programme is the respon-

sibihty of the Workmen's Compensation Board, which
is the sole judicial and administrative authority collect-

ing premiums or assessments from employers, adjudi-

cating claims and providing benefits including rehabili-

tation services. The Board has established a rehabilita-

tion department with a staff of rehabilitation officers

throughout the Provinces. All cases where permanent
disability might result are reported to the Board and
the rehabilitation programme is planned for each in-

dividual. The Board uses the services of private prac-

titioners and rehabilitation facihties. For advanced
medical rehabilitation, the Board has maintained since

1947 a special rehabilitation centre with 518 beds and
an out-patient service.

The administrative system of the Ontario workmen's
compensation programme is particularly favourable to

rehabilitation. Adjudication of claims by a Board
rather than by the courts removes many of the delays

normally connected with workmen's compensation pro-

cedures. Emphasis in this programme is on rehabilita-

tion of the injured worker without disregarding the

importance of sufficient monetary compensation, and
this has produced excellent results in Ontario. Several

other Provinces in Canada have also launched similar

programmes. In the United States, the programme in

Puerto Rico follows the same main principles as far

as rehabilitation is concerned.

An interesting example of rehabilitation services

provided by a private insurance company is found in

the United States, where one of the largest insurance

carriers has established two rehabilitation centres, pro-

viding diagnostic and physical restoration services, as

well as pre-vocational assistance.

Developments since the Second World War indicate

that workmen's compensation programmes are being

gradually improved in most countries as far as rehabili-

tation services are concerned.' In Yugoslavia, for ex-

ample, it is planned that "the reform of invalidity in-

surance will involve the separation of this branch from
the present pensions scheme (invalidity—old age-
death) and its establishment as a separate branch. The
new scheme will be designed to provide vocational re-

habilitation for all persons disabled in employment,
and to place them in appropriate work. The objective

is to bring back to productive activity persons who
have temporarily had to leave it"."

The interest shown by workmen's compensation

agencies in Latin American countries in United Nations

technical assistance programmes in rehabilitation is

also indicative of this trend.

^ The conventions and recommendations adopted by the
International Labour Conference have helped to promote bet-

ter rehabihtation services for injured workers. In the Social
Security (Minimum Standards) Convention of 1952, there is a

provision (part IV, article 35) concerning vocational rehabili-

tation in cases of employment injuries.

'' "Social Security News, Yugoslavia", Bulletin of the Inici-

nalional Social Security Association, Year VIII, No. 1-2, Jan.-

Feb. 1955, p. 60.

A Statement entitled "Basic principles for rehabilita-

tion of the injured worker", adopted by the Board of

Regents of the Medical College of Surgeons in the

United States, may be quoted to show the importance

attached to this question by the medical profession:

"Rehabilitation of the injured worker and his return

to gainful employment should be the basic concept in

an improved workmen's compensation system. We
recognize that the disabled worker wants to be rehabili-

tated and restored to gainful employment. The settle-

ment of cases on a basis of cash award alone does not

meet the continuing needs of the injured worker and

his family".'^

Special laws for ihe income maintenance

of the severely handicapped

As mentioned earlier in this article, special laws con-

cerning income maintenance for the severely handi-

capped outside social insurance and public assistance

programmes have been enacted in Canada and Fin-

land. These maintenance programmes are particularly

interesting in that they are closely co-ordinated with

the rehabilitation programmes in these countries.

The Canadian Disabled Persons Act, which entered

into force on 1 January 1955, provides for a joint

Federal-Provincial programme of income maintenance

for severely handicapped persons who cannot profit

from rehabilitation. Allowances up to $40 monthly are

paid to persons considered totally and permanently

disabled under the Act. The cost of these allowances,

which are subject to a means test, is shared equally by

the Federal and Provincial Governments.

The most interesting feature of this programme is

that it is essentially aimed at rehabilitating as many
severely handicapped persons as possible, disability

allowances being granted only in cases where the dis-

ability is total and permanent in its functional effect.

Under the Act, "A person shall be deemed not to be

totally and permanently disabled where, in respect of

that person, a favourable rehabilitation prognosis is

obtained, or approved therapeutic measures are recom-

mended by the provincial authority, and the requisite

rehabilitation services or therapeutic measures are

available".

The evaluation of the disability and the provision of

rehabilitation services, where needed, are therefore

essential features of the scheme. Medical review boards

in the provinces act as advisory bodies to the provincial

authorities and evaluate the disability of each applicant.

Where rehabilitation measures are advisable, the boards

may refer the person concerned to a special rehabilita-

tion assessment team, for complete rehabilitation assess-

" Herman M. and Anne R. Somers, "Rehabilitation and
Workmen's Compensation". Reprinted from The Insurance
Law Journal, February 1954. (Chicago, Commerce Clearing
House, Inc.), p. 203.

' "Statutory Orders and Regulations", The Canada Gazette,

part II, 23 November 1954, p. 2.
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ment; on the basis of the team's recommendations, a

rehabiUtation programme is drawn up for the appli-

cant. In this way, all applicants are screened and re-

habilitation, rather than a cash benefit, is provided for

those who have a favourable rehabilitation prognosis.

Should rehabilitation not be feasible or available, the

applicant retains his right to apply for a disability allow-

ance under the Act.

This new Canadian programme is an interesting

pioneer experiment in the full co-ordination of rehabili-

tation and income maintenance provisions. Its success

will largely depend on the effectiveness of the disability

evaluation procedures and on the availability of ade-

quate rehabilitation facilities. It is expected to show the

way to a better co-ordination of rehabilitation measures

into cash benefits.

In Finland, the Disability Compensation Act of 1951

is an attempt to provide supplementary income to

severely handicapped persons who are engaged in pro-

ductive work. Under the programme, blind and other-

wise handicapped persons who have lost at least one-

half of their total working capacity and who are working

for a living, are granted an allowance by the Ministry

of Social Affairs. The allowance is intended as a work
incentive for severely handicapped persons and is

closely linked with rehabilitation measures provided

under the Care of Disabled Persons Act, which is also

administered by the Ministry of Social Affairs.

Evaluating the degree of invalidity under social

security laws and determining the relationship between
disability evaluation and rehabilitation have raised

many problems. Different systems have been adopted

in various countries, all directed towards facilitating

vocational rehabilitation and at the same time securing

for the claimant cash benefits commensurate with the

actual degree of disability. This compUcated question

was discussed at the Xllth General Meeting of the

International Social Security Association held in Mex-
ico City from 28 November to 2 December 1955, and
a resolution was adopted stressing the importance of

vocational rehabilitation and enumerating principles

concerning invalidity evaluation and its relationship to

rehabilitation.**

' Rene Springer, The Influence of Vocational Rehabilitation
on the Evaluation of Invalidity. Prepared for the Fourth Meet-
ing of the Medico-Social Committee, International Social
Security, Mexico City, November 1955 (ISSA/MSC/IV/1).
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Social Work in Rehabilitation

In this article an attempt is made to summarize
the most important social problems in rehabilita-

tion for the guidance of persons without a pro-

fessional training in social work who are con-

cerned with the welfare of the handicapped.

The effects of a handicap on the individual are sel-

dom limited to the pathology of the disability but have

repercussions that are psychological, social, vocational

and economic. Whatever its cause, a severe disability

exposes the victim to the danger of emotional difficul-

ties resulting from a sense of deprivation and frustra-

tion at being physically impaired and different from
other people. This also frequently leads to a disturb-

ance of social relations which may affect the family and
the community environment in which the person lilves.

It is obvious, therefore, that the rehabilitation process

can be successfully accomplished only by the closely

co-ordinated work of a variety of services—medical,

educational, social, psychological and vocational—deal-

ing with all the problems of the individual handicapped
person, within the framework of the community to

which he is to be restored. Social adjustment in the

widest sense of the word is thus the ultimate goal of

rehabiUtation.

The task of the social worker is not merely to assist

a disabled person to obtain the necessary economic
aid and rehabilitation services, but also to help him to

understand how, in spite of his limitations, he can share

in the life of the community as an independent and
self-supporting member. The professional social worker

does not attempt to solve his client's problems, but his

efforts are directed toward helping the handicapped per-

son to help himself. To accomplish this, a social worker

draws upon his basic knowledge and experience to sug-

gest the specific services that could be helpful in each

particular case. Often, he renders some of these serv-

ices himself by home visiting, by advising the patient

and his family, by attending to various administrative

arrangements, as well as by taking practical steps to

brighten the patient's life, such as arranging for his

recreation, transport, and leisure time activities. Above
all else, however, the social worker continuously en-

courages the handicapped person, since the success or

failure of rehabilitation depends primarily on the moti-

vation of the patient himself and on his own efforts.

The family and community background

Any assistance that the social worker can provide

must be based on a thorough understanding of the

social situation of the individual and his family, seen

against the background of conditions in the community
in which they live. A careful study of these factors

enables the social worker to analyse the problems and

interpret the situation. He has thus a manifold and

continuing task to perform in co-operation with other

professional social workers in related fields, making
use, hke them, of community resources likely to be of

assistance in carrying out the programme of rehabilita-

tion as a whole.

The social worker's complete familiarity with re-

gional and more distant facilities for rehabilitation fre-

quently enables him to suggest solutions that the doctor,

the vocational counsellor or the teacher failed to dis-

cover. It is the social worker who finds the answer to

such questions as: "Can the patient go home?", "What
employment possibilities are there in the local com-
munity?", "Are there facilities for any follow-up treat-

ment the patient may need?"

It is now recognized that in all rehabilitation work
the social record is just as important as the medical

one. As a rule, it contains information not only on the

patient's disability, but also on his attitude, and that

of his family, towards his disablement. Where special

problems exist, a brief description of these is included,

together with a note of what the social worker is doing

to help. All this is relevant since, although the first

concern of the social worker is the disabled person and

his personal adjustment, the patient has to be seen

against the family background. The social worker must

consequently include the family in the rehabilitation

plans. The adjustment of the parents of a disabled

child, in particular, is of decisive importance to the

child's future. The parents must not only "do some-

thing": they have actually to do very much to prepare

the child for his adult life. In this the social worker

should be consulted, since he is qualified to be of effec-

tive assistance. The parents need guidance and encour-

agement to face, for instance, the problem of choosing

a suitable occupation for a disabled child. The social

worker visiting the home encourages the child to be

occupied and helps the parents to understand the child's

needs. He explains to them existing services and facili-

ties for vocational rehabilitation and brings them into

contact with the vocational employment officer, the dis-
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ablement resettlement officer, or such vocational re-

habilitation service as he may judge to be of help.

Perhaps the parents already have a plan for the child's

future which the social worker can discuss with them;

or the child may have a natural bent for a certain trade

or profession. Perhaps there is a local employer already

interested—or who may be made interested—in the child.

All this is of value and the social worker will include

his observations in the social report. He will also be

able to report on local economic conditions, and his

familiarity with regional and other facilities will enable

him to make helpful suggestions for the patient's future.

In the informal atmosphere of the family, the social

worker has an excellent opportunity to get to the root

of the situation in which the handicapped person is

placed, and to discover clues suggesting the line to be

adopted for a speedy rehabilitation which would put

the patient on his own feet, or failing this, help him
as well as those with whom he lives and on whose co-

operation he depends, to adjust to the given situation

as well as possible. For many handicapped persons,

social adjustment is a continuing process and, like some
medical services, may be needed at all stages of their

lives.

Apart from the family, the local community also

provides the natural environment for the handicapped

person. It is of vital importance to him that he should

find his place in it and be accepted by it. There he must

face and resolve another group of his social problems

—as a school pupil, as a citizen, as a job seeker or job

holder—taking an active part in everyday life. It is here

that others should do their share to help the disabled.

Public opinion and popular prejudices

The existence of an enlightened public opinion and

willingness to co-operate is extremely important, for

only the broadest community approach can define, in-

terpret, influence and carry out a programme to provide

the disabled person with full opportunity for independ-

ence. Rehabilitation is not a matter for one agency,

group or profession alone. It is a community responsi-

bility that requires community action.^

In other words, "Rehabilitation is a social problem

—one that has its roots set firmly in the life of the

community ... It is to the community that the person

returns—a success or failure by community standards".

-

Let us consider, for instance, the common prejudices

which so often afi'ect public opinion. Gadgets and tech-

nical aids must, of course, serve their purpose. It is

^ The American Association of Medical Social Workers, The
Evolving Concept of Rehabilitation, in Series Social Work
Practice in Medical Care and Rehabilitation Settings, Mono-
graph I, (Washington, D. C, July 1955), pp. 29-30.

^ Frederic A. Whitehouse, "Rehabilitation Centre: Some As-
pects of a Philosophy", American Journal of Occupational
Therapy (New York), Vol. VII, No. 6, November-December
1953.

therefore not enough merely to provide them; it is also

necessary to encourage the disabled to make good use

of them. Yet prejudices against wearing, for instance,

a hearing aid sometimes exist and must be overcome.

Hard of hearing persons may still be prone to feel

ashamed to wear such aids in public, and this will

aggravate their difficulty, because protracted efforts to

hide their disability may lead to real social deficiency.

Similarly, disabled persons may have prejudices against

orthopaedic appliances. This, of course, is understand-

able as long as members of the local community con-

tinue to show embarrassment, tactless curiosity or pity.

Role of fhe social worker

The social adjustment of the handicapped person

may, then, be a complicated and difficult task—for him-

self, his family and the community. All possible help

should therefore be made available to facilitate the

social adjustment required throughout the rehabilita-

tion process, and it is appropriate to ask what part the

social worker should play in this task.

The role of the social worker in rehabilitation was
thoroughly discussed by four groups (each composed
of two national teams), and subsequently by the whole

assembly, at the group training course on Modern
Methods of Rehabilitation of the Adult Disabled, or-

ganized in 1952 by the United Nations with the co-

operation of the World Health Organization and the

International Labour Office.^ It was agreed that the

task of the social worker in rehabilitation includes pre-

hospital work, work in hospital, work in the rehabilita-

tion centre, and post-hospital work or follow-up. This

last phase covers, in particular, the family and com-
munity sides of rehabihtation.

Pre-hospital work consists chiefly of the detection

and reporting of disablement, in collaboration with the

public health centre and other competent authorities.

Moreover, the problem has frequently to be solved of

persuading the handicapped person and his family to

accept the rehabilitation services and to realize that

this is advisable, feasible and in the best interest of all

concerned.

In the hospital, the social worker acts in close co-

operation with the doctor and the other members of

the rehabilitation team. The patients are interviewed at

the bedside or in the social worker's office. The doctor

must decide when the social worker should first contact

patients who are confined to bed, except when the

social worker has already had pre-hospital contact with

them. The social worker must also get in touch with

the family, to secure financial assistance where neces-

sary. If the social worker is missing from the hospital

team, the patient usually lacks the personal attention

he so urgently needs for solving his psychological and

family problems. Later on, in the rehabilitation centre,

^ See Modern Methods of Rehabilitation of Adult Disabled,

United Nations publication. Sales No.: 1952.IV.19.
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the work done in the hospital is extended and amplified.

For example, if the patient is unable to do so himself,

the social worker makes the necessary contact with the

labour exchange or any other appropriate employment
agency; in many countries he has himself to find em-
ployment for the patient. In the follow-up phase, the

social worker has to secure assistance if, for example,

the disabled person is not satisfied with his job or if

he needs further medical care, and also help him, if

necessary, in his readjustment to the family and com-
munity.

It is important that each case should be followed

by the same social worker throughout the rehabilitation

process. The advantages of this arrangement are obvi-

ous: the social worker assumes responsibility for the

social care of an individual patient, both at the in-

patient and the out-patient stage. At the initial evalua-

tion conference, he mentions any social, economic and
emotional factors which might hinder the patient's

progress towards rehabilitation. He reports on the re-

sults of home visits made by himself, the health visitor,

or other social workers, and describes circumstances

that might interfere with the continuance of the pa-

tient's rehabilitation in his own home. He interprets

the patient's feelings about his situation and comments
on his behaviour and desire for rehabilitation.

In his dealings with the disabled person, the social

worker should consider what are the needs of normal
people, and reflect that these needs are basically identi-

cal with, or very similar to, those of the handicapped.

Adopting this attitude, the social worker regards his

service as a building up towards normality, rather than

a fining in of gaps. His efforts will thus have more
meaning and continuity, and in the end will become a

co-ordinated endeavour rather than a series of dis-

jointed actions.

If the handicapped person has to spend long periods

of his life between hospital and convalescent home, or

in a residential school, it is more important than ever

for him to feel part of a family. Great care should there-

fore be taken by those in charge to see that the con-

structive attitude towards disability shown by the hos-

pital or the rehabilitation centre is maintained by the

patient's family, and that the disabled person is prop-

erly integrated into the family unit as well as into the

larger frame of the community. What can happen if

this is not done may be seen in the following instance

:

Anita was a child of seven when she fell ill with

poliomyelitis. She spent three years in hospital, where
everything about her helped to make her calm and give

her a cheerful confidence in her powers of recovery and
in the future. The mother, however, was very despon-
dent and kept wondering why such a fate should have
befallen her child. When Anita was discharged home
with very good hopes of a reasonable recovery, her

confidence was destroyed by her mother's attitude and
by being present at frequent conversations with the

neighbours when her disabilities were discussed in a

most pessimistic way. The result was that Anita began

to feel that she was a disappointment to her mother
and a burden to her. She had a serious physical re-

lapse, and had to be sent back to the hospital for a

period of rehabiUtation. If this mother had been pro-

vided with the services of a social worker, and if the

physician had been able to find time to persuade her

that all was not lost, this distressing relapse might never

have occurred.

The rehabilitation team

No one person can have all the knowledge and ex-

perience required for the different phases of rehabilita-

tion. Medical and surgical treatment may be of decisive

importance, but it is never all-sufficing for a severely

disabled person, who needs the understanding, advice,

care and expert knowledge of all the members of the

rehabilitation team. This team varies in composition

with the individual needs of each disabled person, and

may include the services of any number of specialists,

e.g., physician, nurse, physiotherapist, occupational

therapist, rehabilitation counsellor, psychiatrist, voca-

tional counsellor, home helper, social worker, or any

other specialist whose help may be needed in a given

situation. In general, the services provided by the team

normally call for the co-operation of specialists in medi-

cal rehabilitation, psychology, education, social work
and employment, and each speciahst can make his

contribution, fully effective only with the participation

of all the other members of the rehabilitation team.

In the social services, the idea of teamwork is not

new. It has been developed, for instance, in the child

guidance clinic, where the psychiatric social worker,

the pediatrician, the psychologist and educator, as well

as others concerned with the behaviour of the child,

work closely together in diagnosing the difficulties and

in prescribing, and often in carrying out, the treatment.

Similarly, the growth of rehabilitation services in the

past decade has been influenced by two main ideas.

The first is that rehabilitation "takes the patient as an

individual, evaluates his current level of functional

ability-physically, emotionally, socially and vocation-

ally—and then attempts through retraining to aid the

patient in reaching the highest possible functional

level". The second is ".
. . the team concept, in which

the professional skills and experience of a number of

disciplines are integrated so that the full impact of all

are brought to bear on the needs and abifities of the

handicapped in terms of his life situation".* Thus,

modern rehabilitation, based on the principle of treat-

ing the "total person", emphasizes the desirability of

various skills and professions working together in

diagnosing and treating the medical, psychological and

social problems of the patient.

* International Society for the Welfare of Cripples, Changing
Attitudes Towards tlic Disahied. Proceedings of the Sixth

World Congress, held at The Hague, September 1954. (New
York, 1955), pp. 151-152.

24



Co-operation between hospitals, special schools or

welfare agencies for disabled persons and their fami-

lies is now a generally accepted aim. Social workers

attached to hospitals and clinics, social workers in spe-

cial school departments of a local authority or on the

staff of a residential special school, social workers of

voluntary organizations for the welfare of the disabled

—all these act as liaison officers, giving information on
the social aspects of the rehabilitation problem to the

medical officer, the therapist, the teacher and the team
as a whole. They help parents to adjust to the subse-

quent stages of the rehabilitation programme, when the

patient is discharged from hospital or special school or

when he has to be transferred to a sanatorium, con-

valescent home, residential school or to institutional

care.

The social worker as co-ordinator

A fundamental part of the rehabilitation process is

to determine which of the specialized services are

needed, and then assist the disabled person to obtain

them. Of equal importance, however, is the question

of how such specialized services and facilities can best

be co-ordinated and integrated. This calls for a team
co-ordinator. Which of the specialists in the team is or

should be the co-ordinator has been much discussed,

and the multiplicity of views advanced is no doubt re-

sponsible for a certain confusion in the definition of

his functions.

The task of the team co-ordinator is not to attempt

to plan and direct in detail every aspect of the rehabili-

tation programme, but to make sure that nothing of

importance is overlooked, to plan and integrate the

necessary administrative arrangements for facilitating

the work of the individual members of the team and,

at the same time, to see that the various services and
skills are brought to bear on individual cases in proper

relation to one another.

The co-ordinating function may rest with different

team members on different occasions, depending on
the kinds of services required in each case. In the hos-

pital and medical rehabilitation centre, the doctor is

usually the link between the other team members. In a

school for crippled children, the teacher logically takes

over this function, while in an industrial rehabilitation

centre, the vocational instructor or counsellor is usually

the person who is most directly concerned with the

progress of that phase of the rehabilitation programme.

In the community, when the team is called upon to

assist in the resettlement of the handicapped person
within the family and society, the social worker carries

the main responsibility. But it is not only in the com-
munity that he has much to contribute to the rehabilita-

tion of the handicapped. Being the person who follows

the patient throughout the rehabilitation process, from
admission to hospital or rehabilitation centre to final

resettlement in the community, he has an important

role in ensuring an integrated approach to the total

problems of the individual handicapped person. The
adjustment problems with which the social worker has

to deal at each phase of the rehabilitation process par-

ticularly qualify him to assist the rest of the team in

planning the programme and carrying out its various

stages so as to make full use of the experience and

skills of each speciahst and each service concerned.

The social worker is thus the essential link between

the patient and all other members of the rehabihtation

team, whether in hospital, at a rehabilitation centre, or

in the vital task of assisting the disabled person to make
the necessary adjustments at home, in his community,

or in employment. He is also the principal link with

industrial rehabilitation units, vocational training cen-

tres, limb-fitting facilities, and sheltered workshops;

he is also actively concerned with the organization of

home work, and with arrangements for the recreation

of the handicapped. The social worker is not specialized

in any one particular phase, but he is able to appreciate

the effect of each of the specialized services upon the

general adjustment of the disabled person.

It should always be remembered that the patient

himself is part of the rehabilitation team. The social

worker should encourage this idea, which was graphi-

cally described by the chairman of the United Nations

European Seminar on the Rehabilitation of the Adult

Disabled, held in 1955 in Yugoslavia, who said he

thought of the rehabihtation team as a football team

in which the patient in the centre-forward who scores

the final goal: successful rehabilitation.

The social worker in economically

less developed countries

The aims of a rehabilitation programme in the

economically less developed and in the developed coun-

tries are basically the same. Since, however, the par-

ticular circumstances of each inidividual case are deter-

mined not only by the personal situation of the patient,

but also by socio-economic and cultural conditions in

the respective countries, the task of the social worker

in rehabilitation may vary considerably from one coun-

try to another. This was recognized by the experts who
attended the United Nations Conference of Experts on
Physically Handicapped Children for Countries of

South East Asia, held at Jamshedpur, India, from 19

to 21 December 1950. In their judgement:

"One thing for social workers to remember ... is

that while certain basic principles of the practice of

social work and welfare are universal and applicable

to all humanity, many of their social problems are

regional and stem from local conditions and climate,

customs, mores, beliefs, traditions, ritual and codes

of behaviour, local social structure and organization.

They must not, therefore, blindly adopt imported

methods of approach or unthinkingly apply whole-

sale foreign or foreign-learnt techniques. While the
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physical handicaps themselves in varying proportions

are the same in South East Asia and in Europe or

America, and the basic methods of treating them
can be adopted everywhere, the social and psycho-

logical impact and incidence of the handicaps on the

sufferers would be different according to differing

social conditions. The solution of the various aspects

of social and psychological rehabilitation should,

therefore, be entrusted to local experts, although

their scientific training can be undertaken regionally

and would give proficiency in the universally adopted

principles and methods of diagnosis and treatment."^

In countries where there are many social services

and facilities for the welfare of the under-privileged

and handicapped, the social worker acts mainly as a

co-ordinator, channelling the required community serv-

ices to the individual in need of help. He also has more
time to spend on his therapeutic duties as a caseworker,

i.e., dealing with the personal adjustment problems of

the patient.

In economically less developed countries, where

there is a lack of facilities, services and qualified staff,

the social worker has to cope with problems related to

more basic needs, such as the need for food, shelter

and clothing. His role is therefore broader and his func-

tions are more diversified and time-consuming. In con-

tributing to the rehabilitation of the handicapped, he

has to work very closely with the community and use

methods of community organization to help develop

community resources and facilities which the social

worker in economically well developed countries takes

for granted. Consequently, though his main concern is

the handicapped individual who needs his care and at-

tention, he sees the patient's needs against the back-

ground of the overwhelming needs of the community,

and these may often have to be met first, before help

can be extended to individual disabled persons. For
the process of social adjustment is a two-way process:

the handicapped person has to get adjusted or read-

justed to his place in the social environment, and the

local community has to adjust itself—its resources,

facilities and services—to the needs of its handicapped

persons. Only when the patient and the community are

brought into a workable relationship, can the social

worker, and indeed the whole rehabilitation team, per-

form their task successfully.

To an even greater extent than in an advanced coun-

try, the social worker in an economically less developed

area has to be able to detect and differentiate between

problems arising out of personality and those caused

by environment. He must also be skilled in working

with the community at large, so that he may contribute

to the solution of urgent and pressing social problems

due to local conditions.

' Report of the United Nations Conference of Experts on
Physically Handicapped Children for Countries of South East
Asia, Jamshedpur, India, 19-21 December 1950 (United Na-
tions publication, Sales No.: 1951. IV.7), p. 16.

The economic and social changes taking place in

economically under-developed countries give additional

weight to these considerations. The situation in Burma
may serve as an illustration:

"One of the main features of Burmese society is

the closely-knit family unit. It is the traditional re-

sponsibility of the family—a unit much wider than

the family in the Western sense of the word—to care

for its members. In cases where this is not possible,

the neighbours and the monasteries are there to help.

"In this type of family-centred society, built on the

Buddhist philosophy of charity and service to the

fellowman, the handicapped have been furnished

with protection, food and shelter. They have nor-

mally not been exposed to life outside the family and

the village. . . .

"With the gradual loosening of the strong family

ties under the impact of changes in the economic
and social conditions of Burma, the handicapped will

find themselves more and more exposed to the

stresses and strains of ordinary life. Although these

changes seem to be slower than in many other coun-

tries of Asia and Africa, their effect on the handi-

capped of Burma is a factor to be taken into account

in social planning."*^

It is clear that for decades to come, problems of this

nature will require the continued attention of those re-

sponsible for the planning of social services, as well

as of those actually providing them—including social

workers specialized in rehabilitation. It must be ex-

pected that gradually, and to a certain degree at least,

the trend towards specialization, noticeable at present

in countries with a more complete and more advanced

system of social services, will make headway also in the

economically less developed regions. The home teach-

ing service for the blind in Egypt, established by a

United Nations expert sent to that country in 1953, is

an illustration of this trend. This service, which deals

specifically with the welfare of the blind, also shows

how "down-to-earth" must be the work of the social

worker in an economically less-developed country. The
United Nations expert reports that the home teacher

in Egypt has to be a versatile person, able to devise

innumerable ways and means of helping the Wind
clients, who are men, women and children of all ages,

drawn from all walks of life and with widely differing

needs. He further reports that a number of blind boys

have been discovered by the home teachers and sent

to the Demonstration Centre's model residential school.

The home teachers often accompany these children

when they first arrive at the school and sometimes take

them home at the end of term. During the holidays they

keep in touch with them. Many of the vocational train-

ing department's trainees in the workshops are former

home-teaching clients.

" Rehabilitation of the Physically Handicapped in Burma
(UN/TAA/BUR/6), p. 3.
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Training of social workers for rehabilitation

The development and success of rehabilitation serv-

ices depend to a large extent on the availability, quali-

fications and training of staff.

There is a serious shortage of social workers spe-

cializing in rehabilitation, as indeed there is of all cate-

gories of rehabilitation staff. This shortage exists alike

in countries with comprehensive rehabilitation pro-

grammes and in less-developed areas where such

schemes are still very limited.

The general principles and practice of social work
are the same, regardless of the field in which the social

worker eventually functions. The basic preparation for

social work in rehabilitation should, therefore, be a

general training in social work. Instruction in medical

social work, if available, is a helpful additional train-

ing for future rehabilitation workers.

Specialization in work with the handicapped usually

takes place through field work and in-service training

at hospitals, rehabilitation centres, employment ex-

changes, schools for crippled children and other serv-

ices for the handicapped. The general trend has been

to include in the field work a practical study of services

for crippled children and adults, in order to enable the

social worker to gain extensive experience of all

branches of rehabilitation. This arrangement also

makes it possible for the social worker to become thor-

oughly acquainted with existing community resources

that may be drawn upon to assist the handicapped.

Although the formal training frequently takes place

outside the area in which the social worker is to be

posted, the extensive use of community services and
facilities in practical training for field work helps to

prepare the social worker for his eventual task by mak-
ing him realize the importance of gaining a detailed

knowledge of existing services in the local community.

In recent years, several schools of social work have

included in their general courses lectures on the prin-

ciples of rehabilitation and on existing programmes and

facilities for rehabilitation. These lectures are designed

to give all students an understanding of the problems

of the handicapped and of modern rehabilitation meth-

ods. They also provide future rehabilitation workers

with a basic knowledge of the field in which they are

to specialize.

In some countries, special post-graduate training

courses for rehabilitation workers have been organized

by schools of social work; in others, training courses

and seminars have been organized by rehabilitation

centres, or courses on rehabilitation teamwork are held

at regular intervals to promote co-operation between

the members of the rehabilitation team. An increasing

number of social workers attend these courses.

Training in economically less developed countries

Although the basic task of the social worker in re-

habilitation is the same everywhere, that is, to assist

the handicapped to achieve maximum adjustment

physically, emotionally and economically, rehabilita-

tion workers in economically less-developed countries

must be prepared to work with fewer material resources

at their disposal. This requires resourcefulness, imagi-

nation and initiative to make full use of whatever

facilities the local community can offer and to adapt

methods and techniques to local conditions. Instead of

being "specialized", the social worker has to be highly

qualified as an efficient "polyvalent" worker, for he has

to do and arrange by himseff much that in more ad-

vanced countries would be the responsibihty of other

specialized staff. Frequently, the social worker in the

less developed countries has to improvise services and

also cope with traditions and customs that have a pro-

found influence on people's behaviour and are often

not conducive to rehabilitation. These circumstances

determine the social worker's approach to the task of

enlisting the co-operation of the family and the com-
munity to help the handicapped person find his place

in active life.

As the social problems of the handicapped are better

recognized and understood, the role of social workers

in rehabilitation becomes more important. As a mem-
ber of the rehabilitation team, the social worker is in-

strumental in promoting services designed not only to

help the handicapped person to overcome the physical

and emotional effects of his disability, but also to help

society in general to eliminate social and economic

obstacles preventing the integration of the handicapped

into the community of which they form part.
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The Ascertainment and Prevention

of Hearing Impairment*
Impairment of hearing is found among millions of

people in all parts of the world. It may be present at

birth or it may be acquired at any time thereafter and
the degree of loss may vary from slight to severe. It was
early recognized that the hard of hearing—those with

less severe impairment of hearing—possessed residual

hearing and could be taught to speak and be educated

through the normal medium of hearing. In former days,

however, it was not believed that the deaf—those with

severe hearing impairment—could be educated in any
way, much less be taught to speak. Even in modern
times parents, through ignorance and shame, frequently

hide their handicapped children from public view.

The discovery some three hundred years ago that

there was no connexion between a lack of hearing and
the speech organs gradually helped to dispel the notion

handed down from generation to generation that the

inability of the deaf to talk was due to brain lesions and
defective vocal cords. From that time to the nineteenth

and into the early twentieth century, medical and sur-

gical provisions for the alleviation of deafness in-

creased, while concurrently, but independently, better

provision was made for the welfare and education of

the deaf.

The past several decades have witnessed a gradual

merging of interests of many groups of specialists who
previously approached the problems of impaired hear-

ing solely from their own specialized point of view,

showing little concern for the interests of peripheral

groups. This broadening of co-operative effort has de-

veloped along both national and international lines, re-

sulting in a new scientific approach, namely, audiology

—the science of hearing. The comprehensive nature of

this new science has enabled many and diversified

groups of specialists to focus their services upon hearing

impairment. Thus the contributions of the otologist,

the physician, the audiologist, the physiologist, the

physicist, the psychologist, the educator, the rehabilita-

tion expert and the social worker are brought together.

* This article, and the article immediately following, sub-
stantially reproduce a Report on the Deaf and Hard of Hearing,
written for the Bureau of Social Affairs of the United Nations
by Dr. Clarence D. O'Connor, M.A., L.M.B., Superintendent,
Lexington School for the Deaf, New York City, and President,
Alexander Graham Bell Association for the Deaf, Washington,
D. C.

The Medical Research Council in England was one
of the first to encourage this kind of co-operative ac-

tivity. The Aural Rehabilitation Programme established

in the United States during the Second World War em-
ployed both medical and non-medical teams and
achieved excellent results with the 13,000 service per-

sonnel suffering from impaired hearings. The otological

societies of the United States and the Section of Otology

of the British Royal Society of Medicine invite edu-

cators, physicists, audiologists and research workers to

address their meetings. In the United States some
schools for the deaf, such as the Central Institute for

the Deaf in St. Louis, Missouri, the Clarke School for

the Deaf, Northampton, Massachusetts, and the Lex-
ington School for the Deaf, New York City, hospital

hearing and speech cUnics such as the Johns Hopkins
Hospital Speech and Hearing Center, Maryland, and
the Presbyterian Hospital Speech and Hearing Center,

New York City, and, in Great Britain, the Department
of Education for the Deaf at the University of Man-
chester, have expanded their fields of service to the

point where they operate as centres and meeting places

for experimental research, study, and discussion of the

problems of deafness from many angles. Professional

non-medical organizations, such as the Alexander

Graham Bell Association for the Deaf and the Ameri-
can Speech and Hearing Association in the United

States, similarly invite specialists working in related

fields of hearing impairment.

The same need for international collaboration be-

tween medical and non-medical workers has been

formally recognized. A joint approach in dealing with

the problems of the deaf and hard of hearing was dis-

cussed at the Third and Fourth Congresses on Oto-

Laryngology, held at Stockholm and London in 1948
and 1949, by the participating oto-laryngologists,

medical officers of health, audiologists, educators, phys-

icists and sociologists. The following year three reso-

lutions were unanimously adopted at the International

Congress on the Care of the Deaf, held at Groningen

in the Netherlands. These resolutions, which were also

the result of teamwork, emphasized the importance of

continuing research on auditory training and training

through vibration for the deaf, the need to promote
psychological research and the application of psycho-

28



The combined use of lip reading and residual hearing is of great help to the deaf.

logical methods in the education of the deaf, and the

establishment of a body to promote international con-

ferences and other contacts.

This co-operative approach to the problems of hear-

ing impairment will ultimately help to bring about the

rejection of meaningless and cruel terms still in com-
mon use today, such as deaf-mutes, deaf and dumb,
mute and dummy. It will also ultimately bring to the

handicapped child the assurance that he will be re-

garded first as a child whose total needs are cared for

rather than only his specific hearing needs.

Problems of hearing impairment

Hearing impairment, to any appreciable degree, cre-

ates a variety of problems for those who are unfortu-

nate enough either to start life with such a handicap

or to acquire it in later years. The child who is born

with severe loss of hearing (the deaf) cannot learn to

talk by natural means. Because his hearing, being de-

fective, cannot influence the quality and rhythm of his

speech, this important element of his equipment for

normal living will always be imperfect and frequently

disturbing to Hsteners. He will have to meet at all times

the frustration of ineffective communication, both ex-

pressive and receptive. He must acquire all his con-

cepts of language through sight, touch, and, if some
small residuum of hearing remains, through hearing

with the aid of amplifying equipment. In addition he

must acquire, almost entirely through his eyes, the

educational and vocational skills, knowledge and com-
petence necessary for effective living. Not only will his

choice of a career be restricted, but for a full life he must
also build for himself a set of spiritual and moral values

and social skills from his day-to-day experiences in a

world of silence uninfluenced by the shades of meaning
conveyed through audible speech.

The child whose loss of hearing is less severe (the

hard of hearing) will face problems comparable to

those of the deaf child, but to a lesser degree. His com-

munication deficiencies may be substantial, and his

educational, vocational, social and emotional growth

will be beset by continuing difficulties. The adult who
suffers severe hearing impairment later in life will also

meet a variety of new problems as his loss of hearing

becomes evident. His speech will deteriorate: his un-

derstanding of the spoken language will also be re-

duced, and this decrease in his ability to communicate

creates in turn the additional problem of possible social

inadequacy. He may also be faced with the necessity of

selecting a new field of employment.

These difficulties can be reduced through research

and through the development in each country, accord-

ing to its possibilities, of a programme of assistance to

the deaf and hard of hearing, comprising the following

elements:

(a) Investigation of causes and types of hearing im-

pairment;

(b) Ascertainment and prevention of hearing impair-

ment;

(c) Determination of the incidence of hearing impair-

ment;

(cl) Preparation of educational and vocational pro-

grammes for children with impaired hearing;

(e) Rehabilitation of the adult deaf;

(/) Rehabilitation of the adult hard of hearing.

Types and causes of hearing impairment

1. TYPES

Hearing impairment may be classified according to

the time at which it occurred, or according to its nature.

On the basis of time, hearing impairment is either con-

genital (present at birth) or adventitious (acquired

after birth) . On the basis of type, there are two funda-

mental kinds of impairment—conducive and perceptive.
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Conductive impairment results from mechanical in-

terference with the passage of sound waves through the

external canal and ossicular chain to the inner ear or

perceptive portion of the auditory apparatus. Either of

two conditions usually underlies a conductive impair-

ment: (a) sound waves are prevented from reaching

the middle ear by wax or some other obstruction in the

external auditory canal; or (b) normal movement of

the ossicles is impaired by changes around the ossicular

joints or is due to changes in the middle ear mucosa
that result from Eustachian or auditory tube blockage

and infection. Conductive impairment simply dimin-

ishes the loudness of sound; it never causes total deaf-

ness and is often wholly or partly reversible, depending

upon the nature of the lesion, early diagnosis, and ade-

quate treatment.

Conductive deafness is not a great handicap to hear-

ing in a noisy place. In fact, a person with a moderate

degree of pure conductive deafness can hear conver-

sation just as well as the average person can (and better

than many) in streetcars, aircraft or similar noisy sur-

roundings. In such conditions he simply does not hear,

or hears only faintly, the noise that disturbs his normal

companion and masks any speech at ordinary conver-

sation levels. But in noisy surroundings all of us auto-

matically talk louder, so that we can hear ourselves

above the noise.

Perceptive impairment, or nerve deafness, as it is

frequently called, is due to atrophy or lack of develop-

ment of the cochlea nerve or organ of Corti cells in

the inner ear, or to a lesion of the central auditory

pathways. High tones are commonly more affected than

low tones, but when the loss of hearing is severe, what-

ever the cause, perception of both high and low tones

is markedly impaired. Perceptive impairment may exist

because of developmental factors resulting from a focal

infection, such as mumps or meningitis; direct extension

of a neighbouring lesion (brain tumour); or interfer-

ence with the circulation of intra-labyrinthine fluids,

especially endolymph. It is often an associated condi-

tion of certain types of cerebral palsy and must be sus-

pected as a possible concomitant of various forms of

cerebral degeneration. Perceptive impairment always

involves distortion of sound and may result in total loss

of hearing or "deafness" in the true sense of the word.

There is, in general, no adequately demonstrated treat-

ment for perceptive impairment.

A thorough otological examination and diagnosis of

the hearing impairment is imperative, for this will

greatly facilitate the prediction of the future course of

the condition. Dr. Edmund Prince Fowler, Jr., of New
York, has stated that "Conductive deafness, especially

in its early stages, can often be arrested, improved, or

circumvented. Nerve deafness, which implies degenera-

tion of delicate but essential elements of sense organ

or nerve, can rarely be improved by medical treatment.

Unfortunately, this type of deafness also is less favour-

able than conduction deafness for fully satisfactory use

of a hearing aid."^ The evaluation of the results of the

classical tuning fork test, the speech and pitch-range

audiometer tests, the vestibular reactions, and the char-

acteristics of the phenomena of tinnitus and recruit-

ment, all contribute to this essential early diagnosis

which may make possible the prevention of such hear-

ing impairment.

In addition to the two basic types of hearing impair-

ment, namely conductive and perceptive, the following

may be considered supplementary types

:

Mixed impairment. This is a combination of the two

basic types. The conductive portion may be wholly or

partly reversible even though the perceptive element

is not amenable to treatment.

Central impairment. This is a total or partial loss of

hearing where the auditory nerve and the sense organ

have suffered no damage. It may be caused by any one

of a number of brain diseases which may affect the

auditory passages anywhere along their course.

Psychogenic impairment. This occurs frequently in

early adult life but it is by no means rare in children.

A discussion of this complex question is not possible

in this article, but information on psychogenic hearing

impairment may be found in several of the books and

journals listed in the special bibliography published at

the end of this Review.

2. CAUSES

Extensive studies concerning the causes of deafness

have led to the following generally accepted conclu-

sions :

(a) Fewer than 50 per cent of children with hear-

ing impairment were so afflicted from birth;

(b) The vast majority, probably more than 80 per

cent, of those with hearing impairment, suffered their

loss of hearing as a result of respiratory or ear infec-

tions which can be corrected by current methods of

medical therapy;

(c) In approximately 70 to 85 per cent of all cases

studied, loss of hearing occurred before the age of two;

(d) Causes of hearing impairment include the fol-

lowing:

Congenital causes

(i) Hereditary

Research into the influence of heredity on hearing

impairment has been carried on for many years at the

Clarke School for the Deaf, at Northampton, Massa-

chusetts, United States. The histories of a considerable

number of families have been documented as far back

as five generations. The results confirm that two born-

deaf parents will probably produce deaf children, that

the probabilities of deaf children resulting from the

' See special bibliography on the deaf and hard of hearing,

item 6.
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marriage of one born-deaf parent and one not-born-

deaf are about 50 per cent, and that two parents born

with normal hearing will probably not have any chil-

dren with impaired hearing.

(ii) German measles (rubella)

A study of pupils in schools for the deaf in Australia,

undertaken fifteen or twenty years ago, revealed that

the hearing impairment of 16 per cent of the children

was associated with German measles (rubella) in the

mother during the first three months of pregnancy.

(iii) Other maternal diseases

Other maternal diseases, such as mumps and influ-

enza, occurring during pregnancies, may also cause

impairment of the infant's hearing.

(iv) Rhesus (RH) factor

A relatively recent discovery is that incompatibility

of the blood of otherwise perfectly normal parents may
also be a cause of congenital hearing impairment.

Adventitious causes

(i) Brain infections such as meningitis, brain fever

and sleeping sickness;

(ii) Infectious diseases such as scarlet fever, mea-
sles, mumps, influenza, pneumonia, whooping cough,

infantile paralysis, syphilis, typhoid fever, diphtheria,

and chicken pox;

(iii) Infections of the ear, such as suppurative otitis

media, suppurative otitis media-mastoiditis, mixed in-

fections, and tuberculosis;

(iv) Mechanical injury, including skull fracture;

(v) Excessive noise;

(vi) Otosclerosis.

These conclusions concerning the causes and the

time of onset of hearing impairment, together with the

accepted belief that many cases of hearing impairment
could be prevented if discovered early, are a powerful
argument for the adoption in every country of an
effective programme to ensure the early detection of

hearing impairment, to provide medical care and treat-

ment for the prevention of impairment wherever pos-

sible, or failing this, to indicate at an early stage the

need for habilitative or rehabilitative measures.

Asceriainmeni and prevention of hearing impairment

The probability of hearing impairment increases with

age. Results of the British Social Survey of Deafness
of 1947, which was undertaken by the Central Office

of Information to provide social data for Government
Departments, indicated that the probability of bilateral

deafness increases from 1 in 100 at 20 years of age to

2 in 100 at 35 years and 9 in 100 at 65 years.- A study

" Ibid., item 36.

published in the United States in 1940 revealed that

the percentage of persons with clinical histories of

hearing inpairment was 13.9 from the ages of 25 to

34 years, 28.1 between 45-54 years of age and 40.9

from the ages of 55-64.^ This study also disclosed that

the rate of occurrence of new cases is greater in early

childhood—from the ages of 2V2 years to 10 years—

than at any stage up to the age of 30 years. Various

investigations would seem to confirm this conclusion.

Dr. R. Gamlin, former Chief Assistant Medical

Officer of the City of Liverpool, England, stated in his

text-book on school hygiene that most cases involving

otorrhoea, or discharge from the ear, "commence dur-

ing school life, between 1 and 2 per cent of school chil-

dren being found with this condition. A number of cases

also commence during pre-school life."^ Dr. J. A. Grant

Keddie, Chief Medical Officer for Scotland, stated in

1946 that about 1 per cent of Scottish school children

had this condition.^

It was also found by two other investigators that

about 70 per cent of 344 pupils in schools for the deaf

were deaf before the age of two.*^ Of 430 children under

the age of 5 years referred by doctors to Manchester

University, there was evidence that hearing impairment

occurred before two years of age in 86.8 per cent of

all cases.

It is probable that much of the hearing impairment

which occurs in adult life could be prevented if its onset

were detected at a much earlier age. Certainly all medi-

cal experts agree that much impairment could be pre-

vented by effective programmes of ascertainment and

prevention. One study, undertaken by Dr. Donald K.

Lewis, Associate Director at the Winthrop Foundation

for the Investigation of Deafness at the Massachusetts

Eye and Ear Infirmary, supports this view. The study

reports that of a group of children who received medi-

cal treatment after hearing impairment was discovered,

85 per cent showed improvement and 65 per cent re-

gained normal hearing. Of a group receiving no medical

treatment, 23 per cent showed some improvement and
the remainder retained some loss of hearing or showed
a greater loss at a second testing.''

The development of such preventive programmes
must be recommended as a primary objective of inter-

national action. It would place in a favourable position

for medical treatment and possible prevention of fur-

ther or more serious impairment those whose hearing

difficulties can be helped by medical therapy. More-
over, the early discovery of hearing loss would make it

much easier to provide educational opportunities, in-

cluding measures to prevent total dumbness, for those

whose impairment cannot be corrected. In certain

countries considerable progress has been, and is being,

' Ibid., item 2.

^ Ibid., item 25.
' Ibid., item 25.
^ Ibid., item 21.
' Ibid., item 23.
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made towards the development of preventive pro-
grammes, but even in countries which at present make
provision for those with impaired hearing, services do
not meet the need as estimated by authoritative investi-

gators. In many countries services for those with im-
paired hearing are at a preliminary stage of develop-
ment or are non-existent.

The ascertainment of hearing impairment at an early
age is merely the first phase of a good programme for

prevention and alleviation. It must be accompanied by
a comprehensive programme of medical treatment,
education and rehabilitation. The complete programme
of detection and alleviation must be carried out by the
co-operative effort of all who are working on hearmg
impairment. The degree to which progress can be
achieved will, of course, depend upon the level of de-
velopment, or potential development, of each phase
of the programme in each country. Economic and social
structure, and local traditions, will of course play a
part. But at least some phases of the programme for
early detection and alleviation as Hsted below can be
instituted or expanded in all countries,

A. ASCERTAINMENT OF HEARING IMPAIRMENT

1 . Symptoms of loss of hearing in children

Any one of a number of symptoms of abnormality
in a child can be observed by parents, nurses, teachers
or social workers and should prompt them to insist on
a thorough otological examination. Parents are fre-

quently the first to observe these symptoms but very
often they minimize them and doctors also often mini-
mize the parents' concern. The symptoms are important
danger signals, however, and should be studied. One of
them is the absence of a startled response to sound:
an infant with a pronounced loss of hearing would
probably not react to sudden loud noises, such as the
ringing of the telephone, the banging of a door, the
loud clapping of hands, shouting, the backfire of
trucks, the screech of fire-engine whistles, etc. Other
symptoms may be moisture, discharge, or odour from
the external ear canal, deformities, swelling in or about
the external ear canal; failure to learn to talk normally;
backwardness in school; failure to respond to a parent's

call or inability to locate correctly the source of sound.

2. Tests for assessing hearing impairment

Qualitative tests. Simple qualitative tests of hearing
can be made by parents, teachers, nurses, audiologists

or doctors and may reveal a hearing impairment. This

type of test will only prove that a child does not hear
some sound of particular basic pitch but will not indi-

cate the degree of the hearing impairment. Bells, snap-

pers, buzzers, watch ticks, whistles, natural noises, re-

corded music, speech and a number of other sources

of sound may serve as the testing medium. Dr. and Mrs.
Ewing of Manchester University, England, have devel-

oped this type of testing programme with very young

children to a highly scientific degree and have success-

fully determined hearing difficulty in children as young
as nine months.

Standard tuning-forks. Although the use of tuning-

forks by the doctor will not tell him the extent of the

hearing impairment, it constitutes one of his most im-

portant media for diagnosis.

Screen tests. The most common use of screen tests

is to find pupils attending regular schools who should

undergo individual audiometric and otological exami-

nation. The device most commonly used hitherto for

testing large groups of children has been the phono-
graph audiometer. Recorded speech is amplified and
transmitted in decreasing volume from one unit to ear-

phones worn by as many as forty school children at a

time. The pupils record what they hear on test sheets.

This test will identify, fairly reUably, the children who
have difficulty in discriminating words, but it will not

indicate the extent of hearing difficulty or at what sound

frequencies it occurs.

3. Objective tests

Pure tone audiometer. This is an instrument designed

to produce a complete graph of the hearing ability of

an individual who gives evidence of having some hear-

ing impairment. Pure tones are generated by a vacuum-

tube circuit covering a frequency range of 64 to 8,000

cycles, or even lower and higher than this in certain

instruments. Intensities of as high as 110 to 120

decibels® at some frequencies may be produced, so

that any degree of hearing can be detected. The audio-

gram developed by the technician as a result of this

test gives valuable diagnostic information for both the

doctor and the educator.

Speech audiometer. This instrument is useful in de-

termining not only whether a person can hear voice

sounds, but how far he can identify the words he hears.

The current is generated either by speaking into a

microphone or by electrical pick-up from a phonograph

record. The strength of the current sent to the head-

phone of the listener (or loudspeaker) is varied by a

volume control manipulated by the tester. This test is

most useful with adults and those with residual hearing;

it is not designed for use with children born with severe

hearing impairment or whose impairment occurred

early in life.

Psycho-galvanic skin response test. This is a new
test which is being increasingly used in hospital audio-

logical clinics and speech and hearing centres in the

United States. It is particularly effective in the indi-

vidual testing of very young children who are unable

to co-operate in a pure-tone audiometric test. The tech-

nique utilizes a conditioned response obtained by asso-

ciating sound stimuli with electric shock. After condi-

tioning is established, the sound alone, if it is heard,

will produce a sweat response which is transferred

' A decibel is a unit for measuring the loudness of sounds.
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through electrodes attached generally to the palms of

the hands, and recorded automatically on a chart sheet

by a moving stylus. This test should, however, be used

with caution, and it may be advisable to wait until

further experimentation has proved that the electric

shock does not produce adverse psychological reactions

in children.

B. TREATMENT AND PREVENTION OF
HEARING IMPAIRMENT

Comprehensive measures for detecting hearing diffi-

culties as early as possible must be reinforced by the

fullest co-operation of all the speciaUsts concerned, in

order to prevent hearing impairment or stop it from
becoming worse. Thus conservation of hearing be-

comes, in a sense, a broad problem of public health,

since primary prevention of hearing impairment can be

achieved, for example, through improved control of

certain diseases, such as meningitis, mumps and rubella

(in pregnant women), and secondary prevention may
be secured through early diagnosis and treatment of

infections and allergic diseases of the middle ear during

pre-school and early school years. Immunization
against children's diseases is also important.

A complete pediatric health examination should be

made of every child suspected of having impaired hear-

ing. A thorough medical examination should likewise

be the starting point in adults. A detailed personal and

family medical history should be obtained, including

those social aspects of the family situation which bear

on access to or acceptance of treatment. This initial

evaluation should also include a thorough physical

examination and pertinent laboratory tests.

From the oto-laryngological standpoint, the princi-

pal emphasis is placed on accurate diagnosis of the type

and cause of the defect in the hearing mechanism and
the choice of medical or surgical therapy which will

restore the function of the ear or prevent further dete-

rioration. Diagnosis includes a careful inquiry into the

history of the case; ear, nose and throat examination;

nasopharyngoscopic visualization and tests involving

pure-tone and speech audiometry as well as the classical

tuning-fork tests. The therapies most frequently needed
include chemo- and antibiotic therapy, radium irradia-

tion of the nasopharynx when indicated (in approxi-

mately 45 per cent of the cases), tonsillectomy and
adenoidectomy, mastoidectomy, sinus surgery, submu-
cous resection, and management of allergic disease.

In Maryland and elsewhere in the United States, oto-

logic development has been influenced by the work of

Dr. S. J. Crowe, specialist in oto-laryngology at Johns

Hopkins Hospital, who has stated that "impaired hear-

ing in children, whatever the primary cause, is almost

invariably complicated to a greater or lesser degree by

partial Eustachian tube obstruction, secondary to hy-

pertrophied lymphoid tissue in the nasopharynx . . .

this lymphoid tissue may impair the function of the

Eustachian tubes and cause a low grade tubo-tympanic

catarrh, which may lead to chronic progressive deafness

. . . this lymphoid tissue is so sensitive to radiation that

the dosage employed in the treatment of the naso-

pharynx is far below the amount that could cause any

irritation or injury to the mucous membrane, . . . [and

therefore radium treatment] may be used for the sole

purpose of reducing obstructing modules of lymphoid

tissue, decreasing the secretion of mucus, and restor-

ing the normal ventilating function of the Eustachian

tubes"."

The refinement of the technique used in the "fene-

stration" operation has brought hope for the allevia-

tion of loss of hearing to many whose hearing im-

pairment has been diagnosed as conductive. However,

certain conditions must exist before such operations can

be performed successfully. Briefly, the inner ear must

be intact, that is to say, the nerve must be undamaged;

the eardrums must be normal, and the loss of all air-

borne sounds should be about the same for all fre-

quencies. Surgeons agree that usually the anticipated

result should be no more than a 30 decibel improve-

ment. Dr. Edmund P. Fowler, Jr., discusses this opera-

tion in detail in a publication devoted to the problems

of hearing and deafness."

General recommendations

To be successful, a complete programme of ascer-

tainment, treatment and prevention of hearing impair-

ment must be many-sided. Parents, teachers and pubHc

health nurses must be encouraged to be on the alert for

significant symptoms that may cause or accompany

hearing impairment. General practitioners, pediatri-

cians, and otologists should regard the presence of

these symptoms as serious, and ensure expert otological

examination and treatment for children displaying

them. Medical societies should sponsor programmes of

public information that will enable all persons dealing

with young children to make a more effective contribu-

tion to the programme of early detection and alle-

viation. The well-known otologist. Dr. Edmund Prince

Fowler, Sr., of New York, has advocated measures to

indicate on birth and baptismal certificates that the

child's hearing be tested at an early age and annually

thereafter.

The competent local or national authorities in each

country should provide for the compulsory and regu-

lar routine testing of the hearing—with otological

follow-up for those who need it—of all children in regu-

lar schools and classes, and of children of pre-school

age where possible. Such regulations already exist in

Australia, Canada, Denmark, Norway and Sweden.

The State of Massachusetts, United States of America,

passed a similar law in 1951 pertaining to the school-

age child, and in the States of Colorado, Delaware,

" See special bibliography on the deaf and hard of hearing,

p. 75, item 5.

" Ibid., item 6.
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Maryland, Utah and Virginia teachers are required to

test the hearing of their pupils annually. New York
State has such a law. Permissive legislation of this

nature exists also in the States of Ohio and Indiana.

In England and Wales, the school medical ofl&cers of

local education authorities have had more specific re-

sponsibility for locating handicapped children in gen-

eral since the School Health Regulations of 1945 were

issued. A special problem exists in countries where a

considerable number of children of school age do not

attend school, or where there is a shortage of schools,

so that the only centres for the ascertainment of hear-

ing impairment may be in hospitals or small schools

for the deaf.

Programmes already in operation

Voluntary agencies all over the world have helped to

establish programmes for the ascertainment and treat-

ment of hearing impairment. The League for the Hard
of Hearing throughout the United States, the Volta

Bureau in Washington, D. C, and the John Tracy

Clinic in Los Angeles, California, have provided serv-

ices and information programmes dealing with hearing

impairment which are available to, and used by, people

all over the world. Manchester University in England,

and many private university centres in the United

States, such as Syracuse University in Syracuse, New
York, and Northwestern University in Evanston, IIU-

nois, have sponsored and supported speech and hear-

ing conservation programmes which are available to all

who seek assistance.

In recent years, particularly in the United States, a

new programme designed to encompass all phases of

early detection, diagnosis, treatment and guidance has

developed through audiological centres or clinics,

sometimes called speech and hearing centres. Although

some of these centres are more closely affiliated with

universities than with hospitals, all have medical serv-

ice programmes. There is a growing and welcome ten-

dency to locate these centres in or near hospitals, so

that medical staff can exercise general supervision while

well-trained audiologists carry out the general admin-

istration. The Speech and Hearing Chnics at Johns

Hopkins Hospital, Baltimore, Maryland, and the

Speech and Hearing Clinic at Columbia Presbyterian

Hospital in New York, exemplify this trend. These

centres can undertake a complete treatment, including

testing, surgery if necessary, and the application of

therapeutic, non-medical measures for alleviation, in-

cluding parental guidance, lip-reading and speech in-

struction, fitting of hearing aids, and educational and
vocational recommendations. In several countries, such

as Australia, Canada, the United Kingdom, the United

States, guidance centres for the parents of deaf chil-

dren are attached to hospitals. The Department of

Education of the Deaf at Manchester University has

workers who give guidance to the parents of children

under five years of age. Many American universities

and colleges also give guidance to the parents of deaf

children.

Many speciahsts in hearing consider that the estab-

lishment of more of these centres in different countries

will provide the stimulus needed to publicize and ex-

pand the programme of detection and diagnosis. It is

important that these centres should be staffed by thor-

oughly trained workers representing a wide variety of

interests and services. Thus the staff would normally

include an otologist, an audiologist, an educational

psychologist, testing technicians, social workers and

vocational rehabilitation experts, including one who is

familiar with the problems of the severely deaf and

one who has had experience with the hard of hearing.

Important, too, is a clear understanding of the functions

and responsibilities of each area of service. For ex-

ample, the medical officer in charge, or the audiologist,

should refer to the educational and rehabilitation ex-

perts the problem of determining educational goals

when otological diagnosis and treatment have been

concluded.

A complete description of an audiological centre is

given by Dr. Moe Bergman in one of his publications,

which describes the space required, the sound-proofing

of certain areas, personnel and training, equipment and

standards of installation and use, and also medical and

educational phases of the programme." The clinic he

describes is designed for adults, but much of this mate-

rial would serve as a basis for any clinic.

Dr. William G. Hardy, of the Johns Hopkins Hos-

pital Speech and Hearing Center, Baltimore, Maryland,

is another source of authoritative advice concerning the

establishment and administration of clinics of this

nature.

Other helpful details may be found in the works of

Dr. and Mrs. Ewing, which are listed in the special

bibliography at the end of this Review.

" Ibid., item 3.
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Education and Rehabilitation of the

Deaf and Hard of Hearing

EDUCATIONAL AND VOCATIONAL PREPARATION OF

CHILDREN WITH IMPAIRED HEARING

Enough surveys and studies on the hearing of school

children have been made in various countries in the

past few decades to lead us to accept the conclusion

that in each country between 3 and 4 per cent of all

school-age children have some impairment of hearing.

At least one fifth of these children need some special

educational assistance if they are to achieve satisfactory

educational and social development. This knowledge

in itself is, however, meaningless unless these children

are identified and subsequently enabled to benefit from
special provisions.

A long-range publicity programme, sponsored jointly

by medical societies, health and welfare agencies, and
departments of education and rehabilitation should be

undertaken to make everybody realize that much hear-

ing impairment can be prevented if it is detected early,

and that the alleviation of problems arising from irre-

versible hearing impairment can be greatly assisted by
early detection.

Public awareness of those two facts will help in the

establishment of an effective system of testing and re-

porting to ensure the identification and listing by name
of children who need special help. Even in countries

where there is very meagre provision for a technical

programme of detection and alleviation, much can be

accomplished if parents, teachers, doctors, nurses, and
others who come into close daily contact with children

are educated to report to specified centres any short-

coming in a child's performance which might suggest

inability to hear effectively.

Children reported in this way should then be given

a careful examination, including a medical examina-

tion, to establish whether hearing impairment exists,

and if so, to what extent; this examination should be

followed by medical or other treatment to correct the

condition if possible. Those who need a special educa-

tional programme should then be provided with the

one most likely to help them, the decision as to what
constitutes the best special programme for any particu-

lar child with impaired hearing being the responsibiUty

of persons who, by training and experience, are ac-

quainted with the differing requirements of aurally

handicapped children. Guidance of this kind might be

given by trained administrators of schools for the deaf;

teachers of the deaf and hard of hearing; audiologists;

city, state or national directors of special educational

programmes; directors of universities where there are

departments for the training of teachers in special edu-

cation; or audiologically trained directors of speech and

hearing clinics.

Special educational programmes

The establishment of special educational pro-

grammes should not be delayed until individual cases

of hearing impairment are identified or listed, but

should be in existence for the benefit of children as soon

as their problem becomes known.

The most extensive programmes of this type are

found in countries with a high level of economic and

social development, such as the United Kingdom and

other countries of Western Europe, and the United

States. In some of the under-developed countries, spe-

cial educational measures are either non-existent or

very inadequate, as are also, of course, educational

facilities for the normal child. One Far Eastern coun-

try, for example, with a population of 70 million, has

only two schools for the deaf, and these can provide for

only a few hundred of the thousands of deaf children

who undoubtedly exist in that country. No country in

the world, however, no matter how extensive its spe-

cial educational programme may be, is yet fully meet-

ing the needs of all the aurally handicapped. Govern-

ments in all countries should increasingly assume finan-

cial responsibility for special educational programmes

or provisions for all handicapped persons, the adminis-

tration of which should rest with state, provincial, or

local governments. If the State undertakes the educa-

tion of normal children it should logically accept the

obligation of educating the handicapped. A handi-

capped child should be looked upon first of all as a
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child, the compensatory provisions needed for his ad-

justment to life being provided as freely and without

question as would desks, books and materials for nor-

mal children.

The following features should be included in a com-

prehensive special programme designed to meet the

varied needs of aurally handicapped children: pre-

school home instruction; a favourable classroom seat in

a regular class; instruction in speech reading (lip read-

ing)
;
speech correction; use of a hearing aid; tutorial

assistance; part-time attendance in a special multi-

graded class ;^ full-time attendance in a special multi-

graded class; full-time attendance in a special day

school; full-time attendance in a special residential

school.

In deciding which of these features, alone or in com-

bination, should be incorporated in a special pro-

gramme for any particular child with impaired hear-

ing, the following circumstances should be taken into

account: age of the child; age when hearing impairment

occurred; degree of hearing impairment; intelligence;

speech-reading ability; speaking ability; emotional sta-

bility; general language ability, including skill in read-

ing; home conditions, parental interest and education;

special programmes available.

It is important, of course, that children with im-

paired hearing should be given the benefit, as early as

possible after their hearing loss has been verified, of the

special programme best suited to their needs. The nor-

mal age of admission to ordinary classes, in most coun-

tries, is five or six years: this should also apply to the

handicapped child. In many countries, estabhshed

schools for the deaf provide special nursery or pre-

school programmes for severely deaf children at the

age of three. Research carried out by educational ex-

perts, such as Arnold Gesell of Yale University and the

Gesell Institute of Child Development, has proved that

the first five years of life are the most prolific years of

learning for normal children. Experience gained during

the past twenty years by centres working with the young

deaf child, such as the clinic for the deaf at the Univer-

sity of Manchester, England, the Lexington School for

the Deaf in New York City, the Central Institute for

the Deaf in St. Louis, Missouri, the John Tracy Clinic

in Los Angeles, California, and others, confirms that

this is also true of the deaf child. Early admission to

these and similar centres makes it possible to reduce

the backwardness at school normally expected of deaf

children because of their severe communication prob-

lems, to improve speech, and to secure a more stable

emotional and social adjustment.

For those children with impaired hearing who are

under the age of three, or below the normal age of ad-

mission to special programmes, home instruction is

most desirable. Fortunately, a number of excellent

sources of guidance and assistance are available for this

' i.e., a group of children varying widely in age, ability and
hearing.

purpose. The techniques used by Dr. and Mrs. Ewing at

Manchester University have been most effective and are

widely followed. The John Tracy Clinic in Los Angeles,

California, has a free correspondence course for parents

of young deaf children that has been used successfully

for instruction in the home by parents in many coun-

tries outside the United States. The Volta Bureau in

Washington, D. C, which was established by Alex-

ander Graham Bell in 1887 to disseminate information

concerning deafness, has a wealth of printed material

which is most helpful. The importance of parents as

partners with educators in influencing the hnguistic,

social and vocational growth of children with impaired

hearing, not only while they are very young but

throughout the school-age period, is very great.

The main problem facing all children with serious

hearing impairment is that of communication. Through
the combination of a hearing aid and speech-reading

skill, this limitation can be considerably lessened. Se-

verely deaf children, however, must depend principally

upon some other medium than the human ear for the ac-

quiring of information. The provision of specialized

educational services by well-trained teachers will en-

able the severely deaf to learn how to communicate
through speech-reading and speech, and through the

effective use of whatever residual hearing is present.

Children with impaired hearing can thus benefit from
an education and vocational training comparable to

that of children with normal hearing. Certainly an

effective elementary education is within the reach of

most of them and the successful completion of sec-

ondary and even college education is not uncommon
in many countries. Intelligence, degree of hearing loss,

age at onset of loss, and effectiveness of available spe-

cial programmes will, of course, have an important

bearing on the ultimate achievement of any particular

individual.

Classification of children

In planning a comprehensive special programme
for aurally handicapped children, it would be helpful to

consider their special needs under the following classi-

fied headings:

Group A. children with slight loss of hearing

Children whose loss ranges from 15 to 20 decibels

in the less defective ear, those who have quite marked
monaural loss, or children whose slight impairment can

be alleviated by medical treatment within six months,

do not generally need a special educational service.

They must, however, be watched and rechecked peri-

odically so that any tendency toward progressive deaf-

ness may be noted and treated.

Slightly hard-of-hearing children should be given the

choice of favourable seating in the classroom. For ex-

ample, the child with hearing loss in one ear should be

seated so that the defective ear is turned toward the

noisy side of the room if the room faces a busy thor-

oughfare. The other ear should face the side of the
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room from which speech emanates. These children

should be allowed to move to the seats from which they

can hear best. This group constitutes a very large pro-

portion of the estimated 3 to 4 per cent of school chil-

dren who suffer from impaired hearing.

Group B. children with moderate
loss of hearing

Children with a loss as low as 25 decibels in the

speech range in the less defective ear, and whose defi-

ciency cannot be corrected by medical treatment, may
be introduced to speech-reading (lip-reading) as a

means of helping them to comprehend oral communi-
cation. They should remain in the regular classroom

for all instruction other than lip-reading. If speech

therapy is indicated, provision should be made to in-

clude this in the child's special programme. These chil-

dren can be helped by a visiting teacher trained in

speech correction.

Children whose losses range from 35 decibels to 50
or 55 decibels in the speech range in the less defective

ear should be encouraged to wear hearing aids, if the

hearing loss is of the type that lends itself to improve-

ment with an aid, and to learn lip-reading.

Most children in this group will be able to remain

in regular classrooms if they receive special instruc-

tion in lip-reading, as well as auditory training and
speech training, when necessary. This special instruc-

tion may be given by visiting teachers, or the child may
be taken to a centre where he can be taught by a

teacher trained for the purpose. Certain classroom ad-

justments will also be necessary. Like the child with a

slight hearing loss, the child who is hard of hearing

should be given the opportunity to sit near the source

of sound. Since, in the modern classroom, this is liable

to change, the child with impaired hearing should be

allowed to sit in the most favourable position at any
particular time. In addition, the teacher, as well as the

other children in the room, should be aware of the

child's hearing limitations and of his dependence upon
lip-reading. They can help by facing the child while

speaking and by standing behind the source of light

rather than in front of it whenever possible. They
should speak distinctly but not in an exaggerated

manner, neither too fast nor too slow.

As the degree of loss in the less defective ear ap-

proaches 50 to 55 decibels-if the loss is of long stand-

ing and if the child has not had the privilege of using

amplified sound most of his life—adjustment to a regu-

lar class may be too difficult for him. A child who is

slow to learn (though not necessarily mentally defi-

cient), who is educationally retarded, who seems to

have poor ability to read lips, or who is not well adjusted

socially, may need the more individualized services of

a special class.

Another group of children for whom the special class

is indicated are those who suddenly become deaf

through illness or accident when speech and language

patterns are already well established. The period of

adjustment to a world of utter silence is frequently

stormy. These children, suddenly deprived of hearing,

need the guidance and understanding that can be given

in the special class. They will need training in lip-

reading and in the use of whatever residual hearing

exists. The voices and the speech of such children fre-

quently show deterioration unless a special effort is

made to help them retain adequate speech patterns.

Though they may be considered deaf, their educational

needs closely resemble those of children who are hard

of hearing, rather than those of deaf children.

Group C. children with marked
LOSS OF hearing

Children with marked hearing loss (55-60 to 70-75

decibel loss in speech range in the less defective ear)

present a more complex educational problem than do

hard of hearing children, since they must be taught to

communicate by specialized techniques designed to

meet their needs. They have a truly great advantage,

however, over the very deaf. Though "educationally

deaf", they have some residual hearing that can be

used in their education. The sense of hearing can be-

come functional with amplification, though it can never

be relied upon as the only means by which speech and

language are to be acquired. With the best quality of

amplification available, these children will still expe-

rience difficulty in understanding speech because their

discrimination may remain defective as the result of

the type and the severity of their loss of hearing.

Even so, residual hearing will be of great help to

them in their education. Many children who started

out as "educationally deaf" may eventuafiy be classified

as hard of hearing because of the speed with which they

can acquire speech and language.

The educational needs of children with marked hear-

ing losses are best met, as a rule, in special classes or

in schools for the deaf. These children should receive

their basic elementary education largely from teachers

trained to teach the deaf, since they understand the

process of developing language concepts and of corre-

lating them with oral and written expression. Contin-

ued practice with the tools of communication is neces-

sary to establish correct language and speech patterns.

It is quite possible that children in this group who
attend special classes in the regular schools and who
progress rapidly in learning language and intelligible

speech can participate in ordinary classroom activities

to some extent. They might, for example, first join an

art class, or a physical education class, with children

of their own interests and abilities. Later they might

add classes in arithmetic or spelling, and so forth. Chil-

dren with marked hearing loss should be given the same
opportunities as hard of hearing children to participate

in extra-curricular activities.
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A very deaf child using his eyes, ears and sense of touch to develop his communication skills.
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Group D. children with profound
loss of hearing

The education of these children must, in general, be

carried on in special day or residential schools. Since

the percentage of the school population suffering from

profound loss of hearing is small, those falling within

this group will be widely distributed in any community
and must be assembled at one central point for special

education. If a community has a large enough popula-

tion, a central day school may be established. In areas

where the population is not concentrated, it may be

necessary for these children to attend a residential

school. The larger the groups the more effective will

be the programme, for children with profound loss of

hearing will need the continuous benefits of speciali-

zation. Unlike children with moderate or slight loss of

hearing, they will not be able to adjust to the fast-

moving activities of classes for children with normal

hearing. There are exceptions to this generalization,

of course. Certain deaf children with unusual abilities

and advantages may be able to fit into regular classes,

but they are the exception rather than the rule.

Generally, then, those children whose average hear-

ing impairment places them in groups A and B may be

classified as hard of hearing and, as indicated, com-
pensatory educational provisions should enable them
to complete their entire educational and vocational

preparation for life in the regular classes for children

with normal hearing. Those falling in groups C and D
may be classified as deaf. Most of those in group C
will succeed most satisfactorily in an educational pro-

gramme designed for the deaf. Many, however, after

communication skills have been established, can profit-

ably move into regular classes. The great majority of

those in group D will always need the benefit of the

slower-paced and more individualized programme pro-

vided in either day or residential schools for the deaf.

This does not mean, however, that particularly able

children in this class cannot also meet the challenge of

the faster-moving programme for those with normal
hearing: they can, provided that a combination of

favourable factors is present, such as good intelligence,

good use of residual hearing, good linguistic ability, and

effective parental assistance.

Vocational training

Although some children with severe impairment of

hearing are able to extend their general education to

the secondary or college level, the majority should be

taught to acquire elementary vocational skills before

the age of eighteen. The main purpose of this vocational

training should be to teach the pupils basic skills

adaptable to a wide range of activities; courses leading

to only one field of employment are not to be recom-

mended. A diversified preparation is more consistent

with modern trends in industry: employers prefer to

train their own workers according to their own particu-

lar industrial needs. Deaf workers today are able to

compete successfully with normal workers in a wide

variety of occupations and have proved themselves de-

pendable, reliable and efficient. They can become com-

petent in any field of employment where normal hearing

is not a primary requirement. The United States Civil

Service Commission, for example, has listed 1,260

types of employment for which normal hearing is not

considered essential, and it is probable that there are

deaf workers in each of these occupations.

Demonstration centres

The need for expanded special programmes for

aurally handicapped children in all countries is clear.

This is true even in the more advanced countries, where

great progress has been made during the past two cen-

turies. In the less developed countries, the need is

critical, but it is not reasonable to expect these coun-

tries to achieve sudden, wide-spread expansion at one

blow. It is suggested, therefore, that in the immediate

future all available international resources should be

employed to promote the establishment in these coun-

tries of pilot schools or programmes to serve as demon-

stration centres, where the presentation of the most

modern equipment and progressive methods selected

from the best programmes for hearing impairment

operating particularly in the United Kingdom and other

countries of Western Europe and the United States,

might help to show how a broader expansion of special

education for the deaf and hard of hearing in the coun-

tries concerned could ultimately be brought about.

Such demonstration educational centres should work

in close co-operation with audiological centres affili-

ated with hospitals and universities.

Planning special educational programmes

for deaf children

In planning special educational programmes in any

country, consideration should be given to the following

points

:

(a) Means of communication

Children who fall into groups A and B, namely those

who are classified as hard of hearing, will have no

insurmountable communication problem if they are

given the benefit of good hearing equipment and have

the opportunity of acquiring skill in speech reading.

This combination will bring them to a relatively normal

level of communication through spoken language. The

deaf, particularly those in group D who are severely

deaf, have a more acute communication problem.

Because they cannot hear speech clearly, their own
speech will always be defective. The world-famous

Helen Keller, who is both blind and deaf, has said on

many occasions that her greatest sorrow has always

been that she was never able to learn to speak normally.

In spite of this, however, her ability to speak, even

though defectively, constituted perhaps her most re-
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markable achievement, for it brought her into verbal

contact with the hearing world. It should be a matter

of primary concern for all countries to provide the most

complete opportunity possible for deaf children to ac-

quire the ability to communicate with the hearing

world through speech and speech-reading. Educational

programmes for the deaf should therefore function on
an oral, rather than on a manual basis (signs and

finger spelling )

.

The development of the vacuum tube several decades

ago brought about a great change in the lives of those

with hearing impairment. The recently developed

"transistor", which is coming into wide use in the

United States, gives promise of even greater benefits,

not only to the hard of hearing but also to the severely

deaf, for with this so-called "mighty mite", even

greater power with less distortion and much greater

economy is now possible, particularly in individual

hearing aids. The experience of those working with

severely deaf children in the United Kingdom and the

United States confirms the belief that the modern hear-

ing aid is one of the most helpful inventions of the

century. Group hearing aids employing one or more
microphones and a powerful central amplifier, which

are able to transmit sound to as many as ten or twelve

pupils wearing earphones, are now in common use in

schools for the deaf in many countries. Many children

with severe hearing impairment are also able to use

profitably the new, improved individual hearing aids

that are now available. In an address before the Ameri-
can Otological Society in Atlantic City in 1951,

Dr. Clarence D. O'Connor, President of the Alexander

Graham Bell Association for the Deaf, and Superin-

tendent of the Lexington School for the Deaf in New
York, observed that "a radical change has occurred in

most schools for the deaf, profoundly influenced by the

extensive use of hearing aids. It is well recognized now
by most educators of the deaf that there are very few
so-called completely deaf children. Most have some
residual hearing, and children with hearing losses of

60 to 90 decibels, and even those with greater losses,

will experience at least the benefit of improved voice

and speech as a result of the consistent use of hearing

aids. Many will also develop improved ability to inter-

pret spoken language through the combination of

speech-reading skill and improved use of residual

hearing".^

At Manchester University in England, it has been

the practice to give deaf babies the experience of hear-

ing the human voice first without recourse to hearing

aids. This has been followed by use in the home of

hearing aids for children as young as two years. This

practice is still under study and thus far the results

have been most gratifying. Important experimental

work in the use of hearing aids with the deaf child is

also being carried on at the Clarke School for the

' Transactions of the American Otological Society, vol. 39,

pp. 66-67.

Deaf, Northampton, Massachusetts, at the Central

Institute for the Deaf, St. Louis, Missouri, U.S.A., and
at the Instituut Voor Doofstommen, St. Michielgestil,

in the Netherlands.

A word of caution must be added, however, con-

cerning hearing aids and what they may be expected

to accompUsh. They will not transform a truly deaf

child into a hard-of-hearing child. Neither will they

solve miraculously all the educational and linguistic

problems of children suffering from severe loss of

hearing. These children will still have to acquure their

education and vocational preparation in schools for the

deaf, acquiring their education as a rule by visual

means, but their task will be made easier and their ulti-

mate accomplishment will be more gratifying because
of the improved hearing aids of today.

( b ) Special classes or schools for children

with impaired hearing

The hard of hearing, especially those described in

groups A and B above, should receive their education

entirely in, or close to, the regular classes for children

with normal hearing, special educational provisions

being arranged as needs indicate. Some may need only

a favourable seat; some may also need speech-reading

instruction which could be given by visiting special

teachers of speech-reading in the regular schools; others

may need both these benefits, as well as speech therapy;

yet others may need all these special provisions and

a personal hearing aid as well, which should be accom-

panied by instruction (auditory training) on how best

to use the aid. In addition to all these benefits, some
children who are hard of hearing may need varying

amounts of private assistance in the form of tutoring

to enable them to succeed in competition with children

who have normal hearing. Local communities, with

financial assistance and guidance from the state or

national Government, should provide this special serv-

ice for the deaf and hard of hearing as part of a com-
prehensive special educational programme for the

handicapped in general. Funds invested in such a pro-

gramme would be recouped many times over by the

communities concerned, since these handicapped chil-

dren would not have to continue in school year after

year, and particularly since they would grow up to be

self-supporting citizens rather than public charges.

Children with severe hearing impairment (the deaf)

,

such as those referred to in groups C and D above,

must be educated in special schools or classes, in cen-

tralized locations serving a large area. In predominantly

rural areas, resident schools would be essential, since

distances are too great for children to travel daily to

and fro. These schools would serve deaf pupils who
would return to their homes only at holiday times.

Board and lodging, education, medical care and other

services, should all be provided by the State, which

should accept the principle that all children, including

those deaf children who must be educated away from

40



their homes for varying periods of time, are entitled to

a free education.

Some countries of Western Europe lodge and board

deaf children in foster homes in centralized communi-
ties, so that the children attend schools for the deaf for

their normal education, and do not reside in them. The
advantage of this scheme is that it enables the child to

feel that he is a member of a family group, even though

it may not be his own family. The disadvantage is that

the deaf child loses the benefit of continuous contact

in and out of classrooms with the trained staff who
know his problem best and are available at all times

to help him. In large cities, enough deaf children would
be found to justify the establishment of a day school.

New York, for example, maintains a day school for

deaf children which is attended by more than 500 chil-

dren with severely impaired hearing. Some are trans-

ported from the outlying areas to and from the school

daily free of charge. This plan has the obvious advan-
tage of enabling the child with severely impaired hear-

ing to receive his education and continue to live with

his own family outside school hours.

A special school for the deaf, whether day or resi-

dent, should have an enrolment of not fewer than 100
pupils, so as to ensure better grading according to age,

abihty and hearing loss, as well as more effective super-

vision. Cities with a population of only 100,000, for

example, would probably not have more than 25 or

30 severely deaf pupils to provide for; it is generally

uneconomical and impractical to run a school of this

size.

Some communities try to solve the problem by run-

ning one or two multi-graded classes in a regular school

for children with normal hearing. This has the advan-
tage, as does a large day school, of permitting children

to live at home while attending school; it also brings

children with impaired hearing into daily contact with
normal children. The disadvantages are numerous,
however: the inclusion, in one group, of children of

divergent ages, abilities and hearing impairment add
to the problems of instruction and, moreover, effective

supervision of the programme is usually not possible,

since the supervising staff are unfamiliar with the

problems of deafness.

(c) Financing of schools

In countries where there are adequate services for

the handicapped in general, the establishment and
maintenance of schools for the deaf and partially deaf

may be the responsibility of central or local govern-

ment authorities. Where provision is made by a local

body, it should not be restricted to health and welfare,

but should also include education. This body should,

however, co-operate fully with government and private

agencies for health, employment and welfare in obtain-

ing facilities for the deaf and partially deaf children in

its charge.

Methods of financing the education of the deaf vary

from country to country. Experience in boarding

schools for the deaf in Western Europe shows that half

of the total cost is made up of salaries and wages for

teaching and other staff; expenditure on food, fuel,

clothing and other expenses of a household nature

amount to approximately a quarter of the total cost;

the remaining quarter includes the outlay on equipment

and building materials, upkeep and decoration of the

buildings and grounds, office expenses, insurance, trav-

elling, medical charges, pensions and local taxes.

The funds required for the education of the deaf

may be obtained by different methods. In the United

Kingdom, for example, the income of schools for the

deaf or partially deaf is derived almost entirely from
the local education authority, which receives approxi-

mately half of its educational funds from the central

Government. Any small balance remaining may be

derived from voluntary sources.

In many countries the expenditure for handicapped

children is covered only to a small extent by public

funds, the greater part of the balance being supplied

from voluntary sources and parents' payments. As al-

ready pointed out, however, if the State undertakes the

responsibility of educating normal children, it should

also assume a similar responsibility for its handicapped

children. The only sound principle upon which grants

should be made is that where education is free for

normal children, it should also be free for handicapped

children, and no additional cost should fall upon the

parent solely because his child happens to be deaf or

partially deaf and therefore more expensive to educate.

So long as this principle is accepted, the division of

financial responsibility between voluntary agencies and
the State is one for each country to determine.

(d) Mentally retarded and gifted deaf children

In most countries, educational programmes for chil-

dren with normal hearing are designed to suit the ca-

pacities of the average child, but in many countries

headway is being made in designing programmes to

meet the particular needs of mentally subnormal and

supranormal children. It is all the more regrettable,

therefore, that so little progress has been made in de-

signing special curricula for deaf children who fall into

either of these two categories, and attention should be

given to this need. Teachers of highly intelligent deaf

children should have experience in teaching normal

children of this type, as well as being trained to teach

deaf children. There should be enough teachers to give

tutorial instruction to very small groups and even to

individuals.

Experience in the United Kingdom shows that when
children are selected and taught in this way, the totally

and partially deaf can be taught together without dis-

advantage to either, and very intelligent children who
become deaf after speech has been acquired can also

profitably attend these classes. There are also records
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of very intelligent deaf children who, after receiving a

good basic education from expert teachers of the deaf

have, after the age of eleven or twelve succeeded in

ordinary elementary schools without any further in-

struction from specially trained teachers.

In all schools for the deaf and partially deaf, there

are some children who are mentally retarded and others

who, though they seem within the normal intellectual

range, are generally backward or have specific disa-

bilities in the acquisition of speech and language. This

happens also in schools for normal children, though
for various reasons the proportion of these children

found among the deaf (as among the bUnd) is greater

than among the hearing (and seeing).

Experience suggests that there should be special

schools for deaf children with very retarded mental

development, and classes in the ordinary deaf schools

for those with less serious retardation. Only in a few

countries have such specialized schools been estab-

lished and in none does the number meet the need.

One obstacle to an increase of specialized schools is the

lack, up to now, of an authoritative method of select-

search may help. A more general practice in the larger

search may help. A more general practice in the larger

schools is to have one or more classes where the less

able children can learn at a slower pace and obtain

slightly different treatment, but the success of these

classes has not been great. The main difficulty is ignor-

ance of the most suitable methods for teaching children

who can hear but are subnormal mentally; moreover,

verbal teaching is particularly inappropriate for chil-

dren who are not deaf but mentally subnormal, and the

curriculum in schools for the deaf is predominantly

verbal. The subnormal deaf and those who are spe-

cifically retarded in linguistic development (including

speech and lip-reading) constitute a problem of edu-

cation for the deaf that can be solved only when there

are enough services for deaf children, and when more
specialized schools and departments are set up by
authorities no longer overburdened by the needs of

mentally normal deaf children who are not being

educated.

(e) Children with handicaps additional to

hearing impairment

In addition to impaired hearing, many children have

other secondary handicaps which further complicate

their problems—cerebral palsy and blindness are among
the most serious. It is obvious that special techniques

in addition to those designed to overcome the difficul-

ties caused by hearing impairment alone must be de-

vised for such children. In the United States a great

deal of attention is now being given to this very com-
plicated problem. The United Cerebral Palsy Fund
has carried on fund-raising campaigns for a number of

years and subsidizes pilot programmes for the care of

sufferers from cerebral palsy. The Perkins Institute for

the Blind in Massachusetts has been highly successful

in preparing deaf-bhnd children to lead a full life, not

only by giving them a sound basic education and voca-

tional training, but also by developing in them a high

degree of skill in verbal communication.

(f ) Countries with more than one language

and culture

In certain countries or regions, it may be difficult to

establish a complete programme for the care of all chil-

dren with hearing impairment, because more than one

language is spoken in the area and two or more com-

munities, with different patterns of culture, live side by

side. For instance, in Malaya, in January 1952, there

were 720,000 normal children in schools. Of these,

285,864 were in schools where Malay is spoken,

207,133 were in Chinese schools, 110,630 in English

schools and the remainder in Indian schools. If the

incidence of deafness among children in Malaya is not

less than elsewhere in the world, and places in special

schools for the deaf are provided in the same propor-

tion as in other countries (i.e., in the ratio of one deaf

child to every thousand children in ordinary schools),

separate schools for Malay, Chinese, English and

Indian deaf children will ultimately be needed. In

Ceylon, where there are Sinhalese, Tamil and English-

speaking communities, this problem was solved with

some success by organizing a school in which separate

classes for children of the different communities were

taught by specially trained teachers of their own culture.

The total number of pupils was about 120. It was re-

ported that deaf children who were taught a foreign

language during an earlier period of the school's de-

velopment inevitably found it of little use outside the

school and relapsed into silent communication by

signs. Since pioneer schools of this kind are obliged to

provide board and lodging for many of their pupils

whose homes are at a distance, it would seem advisable

for the children of each community represented to live

in separate homes, with their own teachers and house-

mothers or matrons.

(g) Training of teaching staff

Teachers of the deaf must be specially trained for

their work; this training has commonly been given by

the schools to which young teachers were first attached,

and in some countries this "in-service" training by ex-

perienced school staff is the only form of training

available. It is now realized that recent advances in

knowledge about deaf children, and of techniques for

their instruction, developments in the use of hearing

aids, and changes in education brought about by psy-

chological study, have made it more difficult for

teachers to learn their professional task while they are

in service. Moreover, the best practical system for the

education of the deaf is now far in advance of the

techniques actually in use in schools for the deaf.

Specialized full-time training for teachers of the deaf

in institutions of higher learning is now regarded as a

possibility in some countries and is in actual practice
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in a few, notably the United Kingdom and the United

States.

If teachers of the deaf are to take advantage of this

kind of professional training, their preliminary educa-

tion should be of university standard.

It is also realized more and more that teaching the

deaf is a branch—a very specialized one—of education

in general, and must keep pace with the ideas that

inspire normal education. Teachers of the deaf should

be regarded (and trained) as teachers of children first

and foremost, and only secondarily as teachers who are

specialized in the education of the deaf. They should

therefore be trained as qualified teachers in primary or

secondary schools for normal children, as well as re-

ceiving special training for work with the deaf. After

graduation, they should also keep in touch with all

developments in the education of the normal child

with whom, as adults, their deaf children will live and
compete in employment.

The details of the training of teachers of normal chil-

dren differ from one country to another, and it is as-

sumed that the methods of specialized training for work
with the deaf will also vary. Nevertheless, four princi-

ples have been found important in training teachers for

children with impaired hearing:

(i) The training should be undertaken in a special-

ized centre and in conjunction with training es-

tablishments for teachers of normal children.

(ii) The training centre should be closely linked with

good schools for the deaf, where the students can

observe and practise and, if possible, reside for

certain periods.

(iii) The staff of the training centre should include

persons with recent practical experience in teach-

ing the deaf, and also research workers in psy-

chology, acoustics and educational philosophy,

and possibly also sociology, who can apply their

principles and techniques to work for the deaf.

(IV) The centre should be in a position to examine

and treat individual children in order to give

advice to parents, school doctors and educational

authorities on certain cases, and thus engage in

child study at first hand and apply and check re-

search work.

The status and authority of the training centre will

largely depend upon the degree to which it initiates and

develops research and uses results to improve methods

of training.

Although the techniques employed in the education

of partially deaf children differ considerably from those

applied to the deaf, much of the specialist training is

required by the teachers of both categories of children.

Thus, one training centre can apply its research to the

training of both groups of teachers; it is important,

however, that each group should be conversant with the

work of the other.

It is suggested that in countries where there is a

dearth both of programmes and of trained staff for the

education of the deaf, well-qualified teachers of chil-

dren with normal hearing, psychologists and audiolo-

gists should be selected and sent to the United Kingdom
and other European countries, or to the United States,

for training. Such persons might then establish training

centres in their own countries. A study is now being

made by the United States Department of Health, Edu-

cation and Welfare, as part of a broader study on

"Qualifications and Preparation of Teachers of Excep-

tional Children", to determine the competence, skill

and knowledge which teachers of children with im-

paired hearing should possess. The results of this study

should provide valuable criteria for the establishment

of "teacher-preparation" programmes in each country.

The standards of "teacher-training" prescribed by

Manchester University in its teacher preparation pro-

gramme may also serve as a guide.

REHABILITATION OF ADULTS WITH IMPAIRED HEARING

Hearing impairment in adults, whether it occurred

at birth (congenital) or later in life (adventitious),

creates a communicative disorder which affects, in

varying degree, the educational, social and economic
life of the person concerned. Those so affected usually

need the help of a well-organized rehabilitation pro-

gramme. Adults who were born severely deaf and have

received education and vocational training in a well-

established school for the deaf, may need a rehabilita-

tive service in later life on account of changing em-
ployment trends or other circumstances; they may need
to acquire new skills or to re-establish skills formerly

possessed. Adults who were suddenly afflicted by loss

of hearing, or whose hearing gradually deteriorated as

they grew older, may need a rehabilitative service to

help them achieve a healthy adjustment to their prob-

lems and to learn the skills that will enable them to take

part in normal life.

A complete programme for the rehabilitation of

adults with impaired hearing should include the follow-

ing services:

Medical care

Otological examination should be given to determine

the degree and type of hearing impairment. This in-

formation will help in the selection of a suitable em-

ployment, should a change of employment be neces-

sary. Noisy or damp working conditions might be sat-
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isfactory for some, but not for others. Some might be

able to work in high places—for example, in buildings

under construction — without fear of loss of balance;

others might not. Medical examination would also re-

veal whether further impairment could be prevented

through medical treatment; it could show, too, if the

patient was suitable to undergo the "fenestration"

operation.

Improvement of impaired communication skills

Those who are born severely deaf learn to speak and
understand speech with great difficulty and with vary-

ing success. Those who lose their hearing later in life,

even if only partially, immediately reflect this loss in

impaired speech and reduced ability to understand

speech. This, of course, seriously affects their social

and economic way of life. A rehabilitation programme
should be provided to improve the ineffective commu-
nication skills of adults who were born severely deaf

and to restore as far as possible to adults with par-

tially impaired hearing the ability to communicate
normally. This programme would include selecting per-

sons to be fitted with hearing aids, fitting the aids, and
following that up with training in their use. It would
also include instruction in speech-reading and speech

correction. Some ten years ago, the Veterans Adminis-
tration in the United States inaugurated a comprehen-
sive aural rehabilitation programme for thousands of

servicemen who suffered hearing impairment in the

Second World War. One of the most important and
successful aims of this programme was to restore to

maximum efficiency previously normal communication
skills disturbed by loss of hearing sustained in the war.

The programme established under the British National

Health Scheme in 1948 and 1949 has also been very

successful: by 1952, 210,000 people suffering from
severe loss of hearing had been provided with hearing

aids and were showing a decided improvement in com-
munication abihty as a result.

Psychological testing

Personality, achievement and aptitude tests should

be given. These will provide useful information for

finding suitable employment and achieving the social

satisfaction and adjustment of adults with hearing im-

pairment.

Psychiatric treatment and guidance

Many adults who suffer severe loss of hearing in later

life and are consequently faced with the problem of

rearranging their lives need guidance to help them
achieve their goal.

Vocational training

Rehabilitation can be effected with or without train-

ing, according to the individual circumstances.

Normally, training is necessary only when it is not pos-

sible, without it, to place the person with impaired

hearing in a suitable occupation. In several countries

vocational training is provided either in special centres

for the deaf, or through trainees in training centres,

technical schools and colleges, or by employers. The
type of training will naturally depend on such factors

as residual hearing with or without a hearing aid, the

kind of occupation for which training is necessary and
the physical and psychological state of the trainee.

Vocational counselling and placement

The satisfactory placement of persons with impaired

hearing is a highly skilled technique that should be

carried out by specially trained staff. Not only is it

necessary to know the abilities of the particular person

who has to be placed and the exact requirements of the

selected employment; the induction process must also

be supervised. Persons with impaired hearing are fre-

quently at a disadvantage, without the help of a coun-

sellor, in an interview centring rather on their disa-

bility than on their ability. For this reason they need

an intermediary who can speak on their behalf and

place their qualifications before a prospective em-
ployer, and then assist them in the settling-in process

once they have started work. During the settling-in

period advice should be given to the employer and the

new employee, in the interest of good staff relations,

on such matters as communication, safety, methods of

instruction, psychological reactions and integration

into the firm's working team.

It is essential that abilities should match employment
requirements, because all placements should be the

outcome of a business arrangement and not of sym-

pathy. In the long run, success in rehabilitating adults

with impaired hearing (congenital and adventitious)

depends on the skill with which rehabilitation is carried

out and on understanding between employer and

employee.

In some countries placement is carried out by the

specially trained staff of voluntary organizations for

the deaf and hard of hearing, acting either on behalf

of, or in co-operation with, national employment

services. The staffs of these voluntary organizations are

experienced in all matters relating to the welfare of the

deaf, including placement, and are well qualified to

inform a prospective employer of their client's qualities

and capacity for communication. It is usual to empha-

size abilities, training, experience, etc., rather than the

disability. In the United Kingdom, the deaf are gener-

ally placed in employment and supervised by welfare

officers of the various societies and missions for the

deaf. In Canada, the placement officers of the National

Society for the Deaf and Hard of Hearing carry out

placement in co-operation with the National Employ-

ment Service. In the Union of South Africa, placement

is the concern of the officials of the National Council

for the Deaf. In the United States, the Federal Office

of Vocational Rehabilitation has a Department for the

Deaf and Hard of Hearing which works through State

Departments of Vocational Rehabilitation and through

voluntary organizations such as the New York League
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for the Hard of Hearing, the Chicago Hearing Society,

and others, to achieve the best possible placement for

each adult with impaired hearing.

Follow-up after placement

No rehabilitation of an adult with impaired hearing

can be regarded as satisfactorily completed until the

follow-up of the case shows that the worker has settled

down well in his new job and the employer is satisfied

with his services. This follow-up may entail several

visits by the special placement officers to the place of

employment in order to give assistance to both em-

ployer and worker.

Some general principles

Any national plan for the rehabilitation of adults

with impaired hearing should take into account the

special factors and particular needs discussed in the

preceding paragraphs. Two principles, above all,

should be recognized: first, that hearing impairment is

not an occupational disability for the majority of occu-

pations and, secondly, that the foundation of any reha-

bilitation scheme should be the placement of each

individual in the most suitable and useful occupation.

Techniques of rehabilitation should be based med-
ically on quick identification, diagnosis and prognosis

of the disabiUty, its effects and possible remedies;

educationally, on instruction as close as possible to

normal instructions; vocationally- jn orientation to-

wards the most suitable employment. In each case,

rehabilitation should spring from the needs as well as

from the abilities of the individual. Co-ordination and

co-operation between the health, educational and voca-

tional authorities should be complete and directed

towards the aim of rehabilitation, i.e., individual sat-

isfactory placement.

For this particular physical disability, certain spe-

cial remedies are necessary. In vocational reha-

bilitation, visual methods of guidance, training and
employment-induction very often replace aural

methods. Guidance and training should be realistic

and related to the current conditions of the employ-

ment market. In countries like the United Kingdom
and the United States, where the standard of training

is high and its scope varied, and where the demand for

workers in industry and the professions is large, the

deaf have ample opportunities for employment in a

wide variety of manual and non-manual occupations.

In countries like Australia and New Zealand, which

are not heavily populated, the demand for labour is

so great that the deaf have little or no difficulty in

finding employment. On the other hand, in heavily

populated countries like Ceylon, it has been found

necessary to provide extensive training courses as well

as residential accommodation for young men with im-

paired hearing. The need to make adjustments to dif-

fering economic conditions when undertaking the vo-

cational training of the deaf must always be borne in

mind if the deaf are to be enabled to compete suc-

cessfully against persons with normal hearing in avail-

able occupations.

Finally, rehabilitation services for adults with hear-

ing impairment should be incorporated in a compre-

hensive scheme for the rehabilitation of all handicapped

persons, the particular needs of the deaf and hard of

hearing being dealt with by special services provided

within the general framework of this programme.

CONCLUSIONS

Impaired hearing in children

To all who are responsible for training and carrying

out programmes for the conservation of hearing and
the rehabilitation of children with impaired hearing,

the following ten principles, which emanated from a

joint discussion of pediatricians, otologists, audiolo-

gists, speech pathologists, and teachers of children with

impaired hearing, at the annual meeting of the Ameri-
can Academy of Pediatrics in Chicago in November
1952, are of interest and value:

(1) Hearing rehabilitation is a many-sided, co-

operative endeavour calling for the services of the

pediatrician, the otologist, the clinical audiologist, the

psychologist, the teacher, and, above all, the parent.

It cannot be effectively achieved except by team work.

(2) Communication in children is a process com-
prising acoustic, linguistic, visual, behavioural, devel-

opmental, sensory-motor and social elements. Lan-

guage, hearing and speech cannot be isolated one from

the other, or divorced from the general process of a

child's development.

(3) All treatment and training must be based on a

full diagnostic appraisal, which includes an early diag-

nosis of the amount of residual hearing and, when
possible, of the child's ability to use it.

(4) Treatment and training should be started as

early as possible in life, between the ages of eighteen

and thirty months. Between two and five years of age,

the child is capable of making rapid progress in learn-

ing to speak. Never again, in any single period of his

life, will he be in such a state of readiness, need and

desire for the acquisition of habits of speech and

language. So far as the tools of communication are con-

cerned, the child's career does not begin at school,

but in infancy.
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(5) With care, most children, even those with se-

vere impairment, can learn to talk and take part in

normal communication.

(6) Most children with hearing impairment have

a great deal of residual hearing and can derive maxi-

mum benefit from amplified sound provided they begin

to use it at an early age, so that it becomes an integral

part of mental development. Even the child with a

profound loss of hearing can derive some benefit from

amplified sound.

(7) Wearable hearing aids increase the volume of

sound and can place the child in constant contact with

sound all his waking hours. Most children make the

best adjustment to a wearable hearing aid between the

ages of two and three years. The timing for a particular

child, however, always needs careful clinical judgement;

it must depend upon his readiness and his growing

needs. It is a grave error to wait too long, say, until

the child is six years old or more, and has already

formed certain defective habits of speech which are

difficult to eradicate.

(8) With any particular child who sufiiers from

hearing impairment, the question is not: "Is special

training necessary?" but: "How much and what kind

of special training?" Some special care is always nec-

essary at home, and generally in school. The important

thing is that it should be the right type of training for

the child's particular needs. It is the duty of the clinical

audiologist to guide the child's education. Here, there

can be no generalized procedure: sometimes it can be

done by special instruction in a regular nursery or ele-

mentary school; sometimes a special school, either day
or residential, is best suited to the child's requirements.

( 9 ) Most children develop best in normal surround-

ings. These should also, if possible, be provided for

the handicapped child, but special attention must, of

course, be paid to his particular needs.

(10) Understanding and guidance by the parents

are essential for the success of early measures in train-

ing the child with a severe hearing impairment.

Comprehensive programmes

Comprehensive rehabilitation and conservation of

hearing programmes need to be established or ex-

panded in all countries. These programmes should in-

clude:

( 1 ) Testing and reporting routines to identify per-

sons with hearing impairment;

(2) Medical care programmes designed to deter-

mine the cause, type and degree of impairment, and

procedures for the prevention of impairment;

(3) Special educational programmes to alleviate

the damaging effects of hearing impairment;

(4) Training programmes to provide qualified staff

for all branches of service on behalf of persons with

impaired hearing;

(5) Rehabilitation programmes for adults with im-

paired hearing, designed to endow them with a greater

measure of social and economic competence, so that

they may cease to be non-productive members of so-

ciety and become instead self-supporting citizens.
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The Problem of Blindness in the Far East

Growth of infernafional action

Since the end of the Second World War, considerable

progress has been made both at government and non-

governmental levels towards the development of serv-

ices for the blind throughout the world and the estab-

lishment of forums for the international interchange

of ideas and experiences.

The first active steps leading to the creation of a

permanent international non-governmental organiza-

tion for service to the blind were taken at the 1949
international Conference of Workers for the Blind,

which met at Merton College, Oxford, England, in

August of that year. By a unanimous resolution of the

Conference, the International Committee for the Wel-
fare of the Blind was established and made responsible

for taking all necessary action to ensure the widest

possible international recognition and implementation

of the Conference resolutions, for co-operating fully at

the interim stage with the United Nations and its spe-

cialized agencies towards the introduction of a compre-
hensive co-ordinated plan of assistance in the develop-

ment of services to the blind through government chan-

nels, and for taking the necessary steps towards the

creation of a legally constituted permanent interna-

tional non-governmental organization for the well-

being of the blind.

The preliminary meeting of the United Nations

ad hoc Technical Working Group on Rehabilitation of

the Handicapped, held in Geneva in February 1950,

followed by the endorsement of its proposed pro-

gramme, first by the Social Commission and later by

the Economic and Social Council, marked an impor-

tant step in the development of international pro-

grammes for the welfare of the blind.

Since that time, a number of important international

conferences of direct concern to the operation of serv-

ices for the blind in all parts of the world have been

held. At three meetings of the United Nations ad hoc

* This article is based on material prepared by the World
Council for the Welfare of the Blind, an international non-
governmental organization having consultative status with the
Economic and Social Council of the United Nations, and also
on the official records of the Far East Conference on Work for
the Blind, held at Tokyo, Japan, from 20-26 October 1955.
These records may be obtained from Mr. Hiroji Jitsumoto,
chief, Rehabilitation Section, Social Affairs Bureau, Ministry
of Health and Welfare, Tokyo, Japan.

Technical Working Group special aspects ot work for

the blind figured prominently on the agenda. Three

meetings of interested international non-governmental

organizations have also been held, at the second of

which decisions were made leading to the creation of

the now active Conference of World Organizations

Interested in the Handicapped. The World Council for

the Welfare of the Blind, established in 1951, held

meetings of its General Assembly in that year and in

1954, attended by delegates from all parts of the world.

In 1952, the International Conference of Educators of

Bfind Youth met in the Netherlands, with representa-

tives present from some thirty-two countries located in

every continent; no geographical restrictions were im-

posed—all countries being encouraged to participate re-

gardless of economic, cultural or social conditions in

their regions. In 1954, the International Conference on

Braille Music met in Paris and once more one of the

special aspects of work for the blind was considered on

an international basis.

Trend towards regional action

The World Braille Council (which, like the Inter-

national Conference of Educators of Blind Youth, now
serves as a Consultative Committee to the World Coun-

cil for the Welfare of the Blind) held international

meetings in Paris in 1950 and 1951, and later arranged

regional meetings in Beirut and Montevideo so that

detailed consideration could be given to the specific

needs, problems, viewpoints, and resources of the

Perso-Arabic and the Portuguese-Spanish linguistic

areas respectively.

This action of the World Braille Council in initiating

regional conferences represented the first real attempt

in the post-war period to introduce a stage for inter-

national collaboration and joint action midway between

national schemes and the rapidly expanding interna-

tional programmes already described. The successful

outcome of the two regional conferences of the World
Braille Council and the encouraging progress recorded

in Cairo by the United Nations Demonstration Centre

for the Blind, which started to function as a service to

the Arabic world in 1953, demonstrated the usefulness

of such regional activity. In past years some attempts

have been made to provide limited opportunities for

regional discussion by conducting sectional meetings

(several of which might run concurrently) during ses-
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sions of conferences that were fully international in

character. Although this is a useful device, it does not

always provide sufficient time or opportunity for full

examination of entirely regional matters. There is there-

fore a growing conviction that greater opportunity

should be provided for regional discussion of regional

problems, while at the same time ensuring that the

operation of fully international programmes should not

be weakened by too much emphasis upon decentrali-

zation.

The Pan-American Conference on the Welfare of

the Blind and the Prevention of Bhndness, the first im-

portant regional conference to study, discuss, and plan

for the development of services specially designed to

meet the needs of the blind in a particular region, was
held in Sao Paulo, Brazil, in June 1954. Twelve coun-

tries of the Pan-American region sent delegates; other

countries were represented by qualified official

observers. Some of the activities for the welfare of the

bhnd that have been started in the Pan-American re-

gion during recent months are directly attributable to

the work and decisions of this Conference.

Conference in ihe Far East

Immediately after the Sao Paulo Conference, nego-

tiations were started for the convening of a regional

conference at which consideration would be given by
qualified representatives of countries in the Far East,

South and South East Asia, to the crucial needs of the

sightless citizens of those lands. Although some 80 per-

cent of the world's bUnd people live in Asia, the scope

and extent of existing services to the bhnd in that re-

gion scarcely reach one blind person in every thousand.

Moreover, many programmes introduced originally

under missionary or other charitable auspices were
created as virtual facsimiles of schools and workshops
existing in the advanced Western countries, and there-

fore not entirely suited to conditions in Eastern coun-

tries. Thus, a conference of Far Eastern countries

seemed to promise a most useful opportunity for the

fruitful exploration of conditions and the planning of

future activities.

With the enthusiastic support of government and

voluntary organizations in Japan, a fully representative

regional Conference was convened in Tokyo from 20
to 26 October 1955. Under the chairmanship of

Dr. Hiroshi Shimomura, Director of the Tofu Associa-

tion for the Welfare of Lepers, the Conference brought

together delegates from Burma, Ceylon, the Republic

of China, Hong Kong, India, Japan, the Republic of

Korea, Malaya, the Philippines, Thailand and South

Viet-Nam. Official representatives of the United

Nations, the World Health Organization, the Interna-

tional Labour Organisation, the World Council for the

Welfare of the Blind, the International Conference of

Educators of Blind Youth, and other prominent agen-

cies serving the blind were also present.

Results of the Conference

The major result of the conference was the adoption

of a series of resolutions outlining specific steps to be

taken by the Governments and national and interna-

tional agencies to improve conditions for the blind.

The Conference adopted the definition of blindness

recently put forward by the World Council for the

Welfare of the Blind. The definition says that "total

absence of sight, or visual acuity not exceeding 3/60
or 10/200 (Snellen) in the better eye with correcting

lenses, or serious limitation in the field of vision gen-

erally not greater than 20 degrees, is considered blind-

ness (in all instances). The Council's definition recog-

nizes that many persons with sight in the better eye,

after correction, equal to 20/200 (or 6/60 in the metric

system) are seriously handicapped visually and urges

that the definition of blindness be expanded to include

all those with this degree of visual loss."

Resolutions were passed recommending government

and voluntary action to provide education for blind

children and training for teachers of the blind; the pro-

vision of vocational training for the blind; the estab-

lishment of services for the prevention, cure and control

of blindness; the removal from the statute book, in the

countries concerned, of any legislation likely to hinder

the employment of blind persons, and, conversely, the

enactment of legislation to promote the employment

of the blind; the provision of Braille literature and spe-

cial equipment for the blind; and, finally, the confer-

ence urged the United Nations, including the Technical

Assistance Board, and the specialized agencies, to

clarify their policies for providing assistance to the

physically handicapped as a part of the programme of

economic development.

The Conference also called upon the World Council

for the Welfare of the Blind to establish a special com-

mittee composed of one representative from every

country and territory in the region to consider all mat-

ters pertaining to the region and to make recommen-

dations to the World Council's Executive Committee

and General Assembly. By this means, it was hoped,

future co-operation on matters affecting the blind would

be ensured among the countries of the Far East.^

Special features of work for the blind in the Far East

In preparation for the Conference, a survey of work

for the blind throughout the region was conducted by

the organizing committee, for the information of the

delegates. A pre-conference questionnaire was circu-

lated to leading government and non-governmental or-

ganizations maintaining programmes for the welfare

of the blind throughout the Far East, and the replies

to this questionnaire provided the delegates with val-

uable data upon which to base their discussions, and

' These resolutions are reproduced in full in the official

record : Far Eastern Conference on Work for the Blind, Tokyo,

Japan, 1955.
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assisted the Conference to select those topics which

appeared to merit detailed consideration.^

An examination of this data discloses certain unsat-

isfactory features of service to the blind in the region

that require investigation and correction. In the first

place, many countries have almost no statistical data

at all concerning the causes of blindness or the condi-

tion of the blind; nor are there any services—govern-

ment or otherwise—that may be utilized to improve the

lot of blind persons. For example, comparatively few
blind persons in Asian countries, except Japan, have

been able to find remunerative occupations. At the

same time, the economic provisions made for the blind

are extremely limited; most countries have no special

measures to counteract the indigency that almost

always results from lack of training facilities and em-
ployment services. Even where the replies to the ques-

tionnaire showed that a substantial number of blind

persons were engaged in some form of occupation, it is

revealed that massage, moxa-cautery,^ acupuncture,*

and fortune-telling absorb the greatest proportion.

While these occupations (with the possible exception

of fortune-telling) may be considered as acceptable

forms of employment, since they are traditionally prac-

tised and accepted in oriental countries, the wisdom of

concentrating so great a proportion of the employed
Wind population in so small a group of associated pro-

fessions is doubtful.

As regards education, Japan is the only country that

maintains a system of compulsory instruction for blind

children of school age, and the many schools estab-

lished under national, prefectural and voluntary

auspices provide special teaching for a large number
of sightless children. While it may be premature to

expect all countries to make such instruction compul-
sory, it would appear that greater consideration should

be given to the educational needs of blind children with

a view, at least, to providing educational services for

the blind in the same proportion as for the sighted.

Obviously, however, the introduction and maintenance

of programmes for the education, rehabilitation, train-

ing, employment and general welfare of the blind can-

not adequately be assured unless special books, school

appliances, materials, tools and other aids can be pro-

vided in sufficient quantity. With very few exceptions,

little or no provision is made at present in the Far East

for the publication of Braille textbooks and literature

in quantity, nor for the manufacture or procurement of

^ This information is given in detail in the official record,
op. cit.

^ Moxa [Japanese: moe cusa, burning herb]: a combustible
material applied to the skin and ignited for the purpose of pro-
ducing a counter-irritant. It is made with the down of dried
leaves of several species of Artemisia; artificial moxa is made
from cotton saturated with nitre.

Cautery [from Greek: a branding iron]: a metal instrument
heated by electric current or in a flame, used to destroy tissue

or for producing counter-irritation.

* i.e., puncture of the skin or tissue by one or more needles
for the relief of pain.

adequate supplies of other equipment. Careful con-

sideration must be given to this matter in order to

determine satisfactory ways and means of overcoming

the existing grave shortage.

Although proper provision should be made for the

rehabilitation of the incurably blind, long-term plan-

ning requires that government and non-governmental

bodies should take responsibility for initiating pro-

grammes designed to reduce the present incidence of

blindness in succeeding generations. It is generally

recognized that much of the world's blindness is pre-

ventable and this is particularly true in certain Far

Eastern countries. For instance, a survey conducted by

competent ophthalmologists in Hong Kong led them

to estimate that approximately 85 per cent of the

blindness in the colony could have been avoided if

adequate programmes of instruction, preventive medi-

cine and eye treatment had been available to all. Yet,

replies to the questionnaire reveal that well planned

and co-ordinated programmes of prevention are non-

existent in most countries, and that services for the

treatment of persons with eye conditions are generally

limited. It is not surprising, therefore, that several

countries listed "lack of medical service" as a major

cause of blindness.

Conference viewpoints

Most of the papers submitted to the Far East Con-

ference on Work for the Blind were prepared and pre-

sented by highly qualified workers responsible for ad-

ministering existing programmes for the blind in vari-

ous countries of the region and thus qualified to report

on present conditions and services and to recommend
appropriate action designed to harmonize with eco-

nomic, social and cultural patterns in the Far East.

One paper discussed various definitions of blindness

that had been used for diflierent purposes in Japan.

These included "total", "partial", "occupational" and

"social" blindness. This paper also stated that consid-

erable study and research encouraged the belief that

for occupational purposes the definition of blindness

should be 0.2 or less in both eyes. It was evident, more-

over, that abnormality of vision had a great effect on

occupational abiUty. The Japanese Act for the Welfare

of the Physically Handicapped provided that any per-

son was eligible for the services prescribed under the

Act when the field of vision in both eyes was so con-

centrically contracted that the widest diameter sub-

tended an angle of 10 degrees or less, and when more
than half the visual field in both eyes was lost. As re-

gards causes of blindness and preventive and remedial

action, the paper went on to suggest that information

on the value of nutrition should be made increasingly

available to the public in order to protect infants and

pre-school children against keratomalacia.^ For the

prevention of gonococcal conjunctivitis, provision must

^ A softening of the cornea.
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be made for adequate treatment at the incipient stage

of the disease. BHndness caused by trachoma could be

prevented by providing for early diagnosis and com-
plete medical treatment. Exhaustive medical treatment

at the first stage of infection was essential for the pre-

vention of syphilitic eye-disease. Many traumatic in-

juries of the eye were sustained in sport and children's

games, in addition to those suffered in occupational

activities. Furthermore, many bums among children

under school age could be avoided if adults took the

necessary precautions to safeguard their children

against such hazards.

The most serious problem was blindness dominated

by congenital and hereditary factors, and its major

groups were manifested as structural abnormalities of

eye-ball and sclera, and retinitis pigmentosa." The
latest statistical data showed a tendency for blindness

of congenital and hereditary origin to increase. Many
blind persons had near relatives who were blind, and

1 6 to 20 per cent of all who had inter-married had blind

children.

It should be noted that the primary causes of blind-

ness in Japan as described in this paper do not neces-

sarily hold true in other countries.

The special problems of Asian teachers of blind

pupils were discussed in another paper, which pointed

out that most of the countries of the Far East had no

statistics of blind children, because such children were

so often kept hidden. Schools and educational authori-

ties could not plan facilities in countries where such

traditional ideas and customs existed. The blind child

must be provided with as many and as varied experi-

ences as possible so that his impressions of life would
not be stilted and narrow, and he must be given the

best education available. Each country should estab-

lish one or more centres for the training of teachers of

the blind, and summer workshops should be set up for

present and future teachers of blind children. Such
training was all the more necessary in view of the inci-

dence of blindness among the newly born. Better quali-

fied candidates must be recruited for teaching blind

children, and academic courses in educational pro-

grammes for blind children should be the same as those

for the sighted in each country. Consultative commit-

tees should also be set up in all countries to advise

Governments on matters concerning the education of

blind children. Braille printing houses and centres

should be established without delay in each country

for printing textbooks and for manufacturing supplies,

equipment and appliances for the blind. Classrooms

and buildings equal to those provided for sighted chil-

dren and designed to meet the physical needs of blind

children should be provided.

A third Conference paper, on the vocational train-

" An afTcction involving all the layers of the retina, and con-
sisting in a slowly-progressing connective-tissue and pigmcnl-
cell proliferation of the entire membrane, with wasting of its

nerve-elements.

ing and employment of the blind, stated that in many
Far Eastern countries there were no opportunities for

employment in occupations generally recognized as

being suitable for blind persons. Possibilities of em-
ployment must be explored before training is given in

a particular occupation.

In countries of the Far East, people did not always

realize the dignity of labour, so that both the sighted

and the blind desired "white-collar jobs". Sometimes
the blind devoted a great deal of time to study, and
thus became unemployable by reason of their scho-

lastic attainment. Even in Western countries, for every

blind person in a white-collar job, there were hundreds
of basket-makers, brush-makers and factory workers.

There were five forms of employment for the blind;

employment in sheltered workshops; employment as

home workers; independent employment; employment
in clerical service, and employment in open industry.

The first two raised no serious problems because the

employed were attached to organizations, and inde-

pendent employment was the choice of the worker, so

there was no problem there; those who failed, however,

went back to sheltered workshops. Employment in open

industry and in clerical service had its dangers and diffi-

culties arising from the attitude of society toward the

Wind, and from the attitude of the bhnd themselves.

Society generally showed a natural sympathy and

charity towards the blind, but the absence of institu-

tions and organizations for the blind compelled them

to beg; this seemed to make them feel contented but

undermined their self-respect. Some people considered

blindness a curse or a punishment for evil done in a

past life, and there were other superstitious beliefs

against the blind that hindered employment. Other

people would like the blind to be educated and trained

and would welcome their advancement, but disliked to

see them at work. Some employers were willing to em-
ploy the blind for cheap labour, but sighted workers,

fearing replacement by the blind, were often unco-

operative. Others might wish to employ the blind, but

not if it were likely to result in financial loss. In such

cases the State must protect both employer and em-
ployee.

The second and more important difficulty was due

to the blind themselves. Many blind people forgot their

limitations and thought too highly of their ability. They

often attempted and expected to obtain jobs for which

they were not fitted and when they failed, blindness was

blamed. The blind who had been used to special con-

cessions and conveniences in institutional life found

things different on taking up employment. They ex-

pected their deficiencies to be overlooked and their

defects excused. They forgot good manners, courtesy

and respect for authority; yet if the employer dismissed

them, they blamed their blindness for their dismissal.

Welfare officers and placement officers were therefore

necessary and every organization for the welfare of the

blind should employ them.
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Special Appliances for the Blind and

Partially Sighted

{The information in this article was supplied
|

by the Technical Sub-Committee of the World <

Council for the Welfare of the Blind, the Chair-

man of which is Mr. John C. Colligan, Secretary-

General of the Royal National Institute for the

Blind, London. Mr. Colligan mentions that he

has been "greatly assisted by data kindly prepared

by Mr. Charles G. Ritter, Consultant in Special

Aids and Appliances, of the American Founda-
tion for the Blind, and by Professor Carl Strehl,

Director of the Marburg-Lahn Institute for the

Blind, Germany.")

When we contemplate the lot of the blind person at

the end of the last century, we can but be profoundly

thankful for the scientific and technological age in

which we live, for the miracles of invention which we
have witnessed in the past fifty years have radically

changed the whole concept of blind welfare and show-

ered countless benefits on the whole blind population

throughout the world. No longer is the blind man an

object of pity, begging for alms. He is handicapped,

but his handicap is a challenge to all with sight to use

whatever powers they possess to find the means to help

him to become a normal self-supporting citizen. The
production of technical aids is but a means to this end.

It can do much to make up for the loss of sight, but it

cannot take the place of sight without the determined,

steadfast will to succeed of the blind man himself.

Braille

The generally accepted method of producing Braille

books or magazines is that of embossing a folded zinc

sheet on a power driven embossing machine and print-

ing from that sheet on a platen printing press editions

of books or magazines up to 100 copies. Larger edi-

tions of periodicals are usually printed on a high speed

rotary press running at about 4,000 revolutions an

hour. By either of these processes Braille may be em-
bossed either interpointed or interlined. Where only

single copies of books are required, manually operated

machines are satisfactory, but in recent years British

technologists have been seeking an answer to the vari-

out disadvantages of this method, and a new process

has been devised whereby plastic ink is applied simul-

taneously to both sides of a roll of paper to which it

adheres in the required Braille dot formation. The
machine is called the Solid Dot Braille machine and

this method, which is being used for the printing of

magazines and periodicals, has the advantage of using

a very much cheaper paper which, though thinner, is

tougher than ordinary manila paper. The Braille dots

are incompressible and at the same time of equal shape

and height, and the resulting Braille literature is very

much less bulky. The equipment is designed to run at

over 100 feet per minute but it is hoped to increase this

speed further. The machine is approximately 20-22

feet long, 4 feet wide and 8 feet high. The approximate

weight is 4 tons. The plant required is costly but the

saving in production costs will, it is anticipated, be

enormous. An increase in speed of production up to

three times that of existing machines is expected, and

also a reduction in the size of Braille books to as little

as one-third their present thickness.

Another development in the production of Braille

is the use of a vacuum-forming moulding machine

which permits highly detailed relief images to be pro-

duced on plastic sheeting rather than paper. In addition

to its use for the production of Braille, this machine

has many other purposes in the manufacture of relief

models and other similar equipment used by the blind.

Definition is excellent and the height of relief which

can be obtained is as much as IV2 inches. The material

will stand a great deal of handling. It is washable and

re-usable, if required; it is no more inflammable than

ordinary paper, is not affected by temperatures lower

than boiling point, and can easily and simply be bound
into volumes. Forming four sheets of standard size

Braille paper at one operation, the output of the ma-
chine is as much as 400 sheets per hour. This method
of printing can be used for limited editions in Braille

and Moon, and for the production of relief maps, dia-

grams and similar devices and is of particular advantage

in the production of Braille or Moon literature, as re-
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The vacuum-forming machine produces embossed images on plastic

sheets. Photo shows on embossed map being removed from the mould.

productions can be made from existing paper sheets

and all that is required is a Braille paper master which

can be either specially hand-written for the purpose or

taken from some existing book or periodical.

The vacuum-forming machine is a commercial

product and may be purchased with comparatively

little delay at a cost of between £.350 and £.400
sterling. The material which is being used in Great

Britain for printing Braille and Moon is a cellastine

plastic sheet 3/1000-inch thick. For maps and dia-

grams a thicker material up to a thickness of 20/1000-
inch is being used depending on the area of the subject

matter and the depth of its relief. The machine is capa-

ble of dealing satisfactorily with plastic sheets up to a

thickness of 3/16-inch. The plastic sheeting used in

this method is more expensive in Great Britain than

the manila paper used for Braille production, but the

saving effected on transcription is enormous and in the

case of maps an even greater saving can be effected,

as cheap plaster casts can be used.

Several processes for the production of Braille cal-

culated to give a more effective and economic result

are at the present time being experimented with in the

Unitd States of America, notably the International

Business Machine Corporation's invention in the form

of punched tape which is claimed to save one third in

space of that of ordinary Braille printing and it is hoped
to reduce the bulk still further. A separate machine is

required for reading the tape, which is visible through a

window ten inches in length. As the tape moves through

the window, metal plungers push up the required dots,

which remain in position until they have passed the

window. The speed of the tape through the window is

controlled by a knob which also starts and stops the

machine. The maximum speed attained by the proto-

type model is 1 50 words a minute, which is admitted

to be on the slow side for many readers. In this method
of reading Braille the hands are held stationary while

the Braille passes beneath them. Another process for

duplicating short runs of Braille books, called the

"Uformite method," has been evolved in the United
States. Here the metal plate is dispensed with and a

sheet of Braille paper with the embossed dots filled with

"Uformite", a plastic resin, and sealed with shellac, is

substituted. Copies are taken off on ordinary paper,

on one side only, by means of a rotary proof press.

Talking Books

Since the first Talking Book machine was produced
in 1934 many years of research and experimentation

have been spent in Great Britain, the United States of

America, and other countries in order to find the per-

fect medium, but even now different views are held

regarding the respective merits of the tape-recording

method and long-playing gramophone discs. On the

Continent much experimental work is being under-

taken with the magneto dictaphone which appears to

have found more favour than the long-playing disc ma-
chine, while in Great Britain and the United States of

America the view is held that the advantages of tape-

recording, as far as production is concerned, are out-

weighed by the disadvantages, the most important being

its high cost, which precludes its adoption, at any rate

in its present form, as a medium within the reach of

every blind person. Nevertheless, magnetic tape equip-

ment has been produced in these countries and is being

subjected to field tests, the results of which will be

carefully studied, and the possibility of overcoming the

difficulties now experienced is being constantly borne

in mind. Meanwhile many technical improvements have

been made in the production of machines and long-

playing discs, so that at the present day a compact

gramophone type of machine is available to the blind

reader at reasonable cost and with extremely satisfac-

tory results.

Reading Machine

Whereas Braille books and the Talking Book ma-
chine produce for the blind reader a considerable

amount of reading mater, it must always be recognized

that such matter is governed by the choice of the se-

lector and limited in quantity by the natural boundaries

of production. The blind reader cannot have the entire

letterpress world at his finger-tips until a simple, inex-

pensive reading machine is devised into which he can

place any reading matter in letterpress and at a touch

from him listen to the printed matter being read to him.

Such a machine could revolutionize the whole way of

life of the blind person and one may look hopefully to

the advance of electronic science to solve this problem.

Meantime an interesting experiment is being carried

out by Dr. Walter Blum, a German electro-physicist,

who has developed a machine, which is now being

tested, for the translation of printed letters into Braille

or into satisfactory intelligible speech. This machine

would appear to be a great advance on Fournier

D'Albe's Optophone, which was demonstrated as long

ago as 1912, and also on the Visagraph which was
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mainly developed by Robert Naumberg round about

1930. At the moment Dr. Blum prefers the translation

into Braille method, but it is to be hoped that eventually

a machine will be produced which will make every

blind person independent of outside help on normal

reading matter. Much work has still to be undertaken

and the Committees on Sensory Devices which have

been set up in various countries have this most inter-

esting problem constantly under review.

Optical Aids

For some considerable time a number of scientific

experiments have been carried out in many countries

to explore means to improve sight by specially designed

magnifiers, telescopic and microscopic lenses, high-

strength spectacles, and projectors of the episcope cate-

gory. In the United States of America a National

Advisory Committee has been formed, composed of

ophthalmologists, optometrists and other specialized

authorities, which will keep constantly in mind the im-

provement of existing apparatus and develop any new
ideas which may be formulated. In Great Britain a

similar Committee has spent many years in research

work on this problem and has issued a valuable report

on the various types of equipment which they have
<^ tested. It must be remembered that the visual defects

of individuals are so varied that an aid which will suit

one person will not necessarily suit another.

Apparatus

(a) For study

Today the blind student has a multitude of tools

specially devised and constructed to enable him to study

at school and also when he takes his training to fit him
for employment. At school an instructional device

teaches him the Braille system; a special clock will show
him how to tell the time. The pen and pencil of the

sighted student is replaced by hand frames and writing

frames on which Braille is produced. Special apparatus

is available for working out mathematical calculations

of the most intricate kind. The vacuum-forming process

described above is now producing relief maps at low

cost, and will be used for designs and diagrams and in

many other ways to assist the study of the sciences.

(b) For work

The specialized tools which the blind student uses

during his training for employment are to a large extent

carried with him into his work, and constant technical

research ensures that the blind worker has the most
effective apparatus at his disposal to help him compete
with his sighted colleagues in the professional and in-

dustrial worlds. The blind shorthand-typist today has

an almost noiseless machine on which he can take

shorthand dictation at a speed of 140 words and more
a minute. The typewriter he uses is an ordinary stand-

ard machine, except that it has a Braille scale in place

of the sighted scale. Many devices are available for

measuring liquids, temperatures, blood pressures, volt-

ages, currents, resistance, capacity, decibels and audio

frequency power. In Great Britain the production of

apparatus devised to record erythematous reaction of

the skin enables blind physiotherapists to give ultra

violet light treatment in perfect safety.

Other tools produced especially for blind workers

are piano tuner's tools, shoe mender's tools, and car-

penter's tools. To enable blind persons to undertake

light engineering work, adaptations to existing tools

and methods can be arranged with advantage at times,

but the need for these is rather the exception than the

rule. A complete range of precision instruments is avail-

able for use by the blind, all of which can be read within

the limits stated by touch alone. As the price of the

complete set in Great Britain is over £100, arrange-

ments are made to loan part or whole sets to any firm

which employs blind or partially sighted people. Blind

telephonists are able to use the ordinary telephone

switchboard, only slightly adapted. For those tele-

phonists who cannot read Braille and cannot, there-

fore, record their calls or numbers, the switchboard

can be wired up so that all sound passes through the

operator's microphone and headphones, and is re-

corded. The recording machine starts and stops by

means of a foot pedal. Special technical aids are also

available to help in training blind telephone operators.

For instance, training boards can be wired up together

so that the instructor uses one and the trainee the other.

This blind telephone-switchboard operator is using a foot-operated

Emidicta machine to record detoils of incoming end outgoing calls.
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The teletouch communicator is an invention especially designed for the use of the deaf-blind.

A special device has also been produced so that tele-

phony students can practise dialling apart from the

practice they get on the telephone switchboard. The
apparatus consists of a standard telephone dial and

shorthand machine which are coupled electrically so

that the shorthand machine records the number which

is dialled.

(c) For daily living

In this age of science and technology it is natural

that a vast amount of time and money should be spent

on major projects which will benefit the blind. The
blind person, however, requires a great many aids of a

minor character to assist him in his daily life, and con-

stant attention is being given to improving existing aids

and providing new ones so that a blind person may
achieve as far as possible the utmost independence.

Space will not permit the full enumeration of the many
ways in which technical devices have been developed.

They include Brailled clocks and watches, Brailled

dials for cooking stoves, measures for food, self-

threading needles, bread cutting boxes, barometers,

thermometers, syringes, guides for pension book signa-

tures, special postage labels and cases, plastic adhesive

labels which can be marked in Braille or other signs

for identifying tins and packages. Many new technical

gadgets which have found favour in the homes of

sighted people have also helped to simplify the lives of

the blind without any further adaptation, and no doubt

as more and more labour saving appliances are put on
the market, the blind will also reap the benefit.

(d) For recreation

A number of standard recreational games have been

adapted for the blind, and a continuous watch is kept

on the issue of new games with a view to their adapta-

tion if it seems practicable. In addition, any game de-

vised especially for the blind is given every considera-

tions and arrangements made to put it on the market

if its worth is proved. Among the standard games espe-

cially adapted for the blind are chess, draughts, domi-

noes, puzzles and playing cards. In Great Britain, a

rubber audible ball has been produced, suitable for

hand ball games. Dart boards are adapted for use by
blind players by the addition of a bell behind the board

which indicates the centre of the board. In addition

there are many aids for handicrafts such as peg frames,

chair-caning instruction frames and knitting clocks.

Special aids for the additionally handicapped blind

Much effort has been spent in recent years in an

endeavour to secure for the multiple handicapped blind

as great a measure of independence as possible both

at home and at work. In the industrial field this has

been achieved by the adaptation of certain machines

for the use of blind persons with injuries to arms or

hands or who have had a limb amputated. It has been

found that with the assistance of technical aids quite

complicated machinery can be operated by such

persons. In the home, aids such as repeater watches,

special typewriters, feeding appliances, the fitting of

door handles operated by a lever rather than a knob,

special water taps, nail brushes fixed to the wash basins

with suckers, loofahs and sponges which can be drawn

over the stump like a glove, and provision of shoes with

elastic shoe-laces, and of shirts which are fastened by

means of a zip-fastener at the top of which the neck-tie

is already attached, are of enormous value to these

additionally handicapped people. There is even a box

containing cigarettes, from which, by pressing a knob,

a blind handless man may withdraw his cigarettes

already lighted.

For the deaf-blind, experiments are always proceed-

ing to obtain an adequate method of communication

with the outside world. This may be secured through

one of the normally accepted manual alphabets, or

through the use of some simple communicating device

such as the Talking Disc produced in Great Britain.
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In tJie United States a conversation device called the

Tellatouch has been developed, which produces Braille

symbols by means of a keyboard similar to that of a

typewriter. Analogous devices have likewise been pro-

duced in Germany and Great Britain. Experiments are

also progressing with electronic devices for speech

recognition by the deaf-blind.

Guidance devices

In the education of the blind, and in the rehabilita-

tion of the newly blinded, the emphasis is on teaching

mobility and independence, and nowadays there is a

vast increase in the number of blind persons who can

get about fearlessly by themselves with the help of

some mechanical aid or with a guide dog. The white

walking-stick has become the bhnd man's emblem and
many varieties are now on the market—ordinary, re-

flectorised, plastic-covered, sectional, and collapsible.

For the deaf-blind the crook handle of the stick is

painted black.

Here again, notably in the U.S.A., the world of elec-

tronics is being explored to ascertain whether a suit-

able device can be made which will detect obstacles

and give a warning to the traveller. Much research

work has still to be carried out on this interesting

project and at this stage it is not even known whether a

dependable instrument will be produced. In Great

Britain the College of Teachers of the Blind is investi-

gating the problem from a different angle—that of find-

ing methods by which blind children could be taught

to get about effectively. Their aim is to investigate the

role of sound in avoiding obstacles, and exploratory ex-

periments are being carried out with a view to devising

further more rigorous tests of the actual nature of the

ability to perceive obstacles.

The worfc of the Technical Sub-Committee of the

World Council for the Welfare of the Blind

The Technical Sub-Committee of the World Council

for the Welfare of the Blind first met in 1952 to discuss

the production of special apparatus for the blind. Since

that date a number of technical matters of international

interest have been under discussion, notably the inter-

national exchange of Talking Books and the standardi-

zation of apparatus and appliances. The various experi-

ments now being conducted in many countries to find

the most effective Talking Book medium, and the dif-

fering views regarding the respective merits of mag-
netic tape or disc recording, have made it necessary to

defer for the present an arrangement for the interna-

tional exchange of Talking Books. On the question of

standardizing apparatus, it has been agreed that it

would not be practicable to develop the proposal that

there should be one source of supply for essential appa-

ratus for the blind, owing to the grave risk that export

might at times cease in a national or international emer-

gency. It has, however, been agreed to set up at the

headquarters in Paris of the World Council for the

Welfare of the Blind a permanent exhibition of appa-

ratus and appliances for the blind already produced in

various countries throughout the world. The exhibition

has now been established and it is hoped that it will be

kept up to date with new material and information re-

garding experiments in progress. With the help of an

illustrated loose-leaf catalogue of exhibits which it is

proposed to produce in various languages, it is hoped

that the exhibition will be of immense value in keeping

all countries informed of technical developments and

thus avoid the waste of time and effort on experiments

and research on the same piece of apparatus.
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Notes on Technical Assistance Activities

in Rehabilitation during 1955-56
Demonstration and training projects

Brazil: Following recommendations made by a

United Nations expert who visited Brazil in 1955, the

Government requested technical assistance for the de-

velopment of rehabilitation services. Three experts

(a general adviser, a physical therapist, and a pros-

thetics technician) were sent out by the United Nations

towards the end of 1956 for a period of two years.

Their main responsibility is to train personnel in con-

nexion with a demonstration centre established in

Sao Paulo. Fellowships have been awarded to a social

worker and an occupational therapist who will work
at the centre on their return to Brazil from their study

tour in Canada and the United States.

Burma: On the basis of a programme planned by a

United Nations expert in 1955, the Government re-

quested technical assistance for the establishment of a

rehabilitation centre in Rangoon. Arrangements were

made with the World Veterans Federation for a joint

project to be carried out during 1956-58. As a first

step, a general rehabilitation adviser was sent to Burma
by the World Veterans Federation at the end of 1956
to assist in the development of the centre. Two fellow-

ships were awarded by the United Nations in 1956
and it was agreed that a prosthetics expert would be

made available by the United Nations early in 1957 to

start a limb-fitting programme at the centre and to

train personnel.

In 1956 five trainees from Burma (a physician, a

physical therapist, a social worker, a nurse and a pros-

thetics technician) began their studies at the Institute

for Physical Medicine and Rehabilitation in New York
under arrangements made between the Government,
the Institute and a private foundation. This group will

work at the centre in Rangoon on their return to

Burma. The Government has also sent two students to

the Occupational Therapy School in Bombay, India.

Egypt: A nine-months' training course for workers

in the field of welfare of the blind (administrators of

rehabilitation centres, teachers and vocational rehabili-

tation personnel) was held at the regional demonstra-

tion centre for the bUnd in Cairo, established with ex-

tensive technical assistance from the United Nations

and the International Labour Organisation. Thirteen

students from Egypt, Iraq, Jordan, Libya and Syria

attended this course, which was the second sponsored

by the United Nations in connexion with the Cairo

centre. A third regional course is scheduled for 1957.

Guatemala: Two physical therapists made available

by the United Nations, in consultation with the World
Health Organization, continued their training activities

at the School for Physical Therapy established in 1955

by the Government. The experts also work at various

rehabilitation centres in the Guatemala City area.

A vocational rehabilitation specialist from the Interna-

tional Labour Organisation joined them in 1956.

Equipment for physical therapy and the production

and fitting of artificial limbs was provided by the United

Nations.

India: A team of four technical assistance experts

(an administrator, a physical therapist, an occupational

therapist and a prosthetics technician) provided by the

United Nations and the World Veterans Federation is

assisting the Government in the development of a de-

A physiotherapist from Finland, sent to Guatemala under the United

Nations Technical Assistance programme, watches a patient in a

hospital in Guatemala City work at exercises designed to help him

recover the use of his hands.
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monstration and training centre in Bombay. This project

was started in 1955 and is based on co-operation among
five hospitals in the city.

The United Nations Children's Fund (UNICEF)
has made an allocation for equipment for a prosthetics

workshop to be established as part of this project.

Indonesia: In 1955 the United Nations and the

World Veterans Federation co-operated to provide

three experts (an orthopaedic surgeon, a physical thera-

pist, and an orthopaedic nurse) to help develop the

Solo Rehabilitation Centre and to train technical per-

sonnel. These experts worked at the Centre throughout

1956. In September 1956 the International Labour
Organisation provided a vocational rehabilitation spe-

ciahst to assist in strengthening the vocational side of

the Centre's programme.

The United Nations granted the Director of the

Centre a fellowship for studies in England, Finland and
the United States.

Venezuela: A group of two physical therapists and
one occupational therapist continued to work at a de-

monstration centre established at La Guayra by the

Venezuelan Institute for Social Security. This project

was started in 1954 following a visit by a United

Nations expert.

Uganda: The United Nations joined the Uganda
Government and the Uganda Foundation for the Blind

in sponsoring a research and demonstration centre for

the training and employment of the blind in rural areas.

The purpose of this project is to study new methods and

techniques aimed at achieving satisfactory employment

and resettlement in rural life of the bUnd in under-

developed countries and to train personnel for this

work.

Under the 1956 programme, the United Nations pro-

vided equipment (vehicles, office and training equip-

ment) for the project. The services of the Director of

the Centre were provided by the Uganda Foundation

for the Blind.

* * *

Advisory missions

In 1956 United Nations advisory missions of experts

visited Italy, Japan, the Philippines and Spain for the

purpose of assisting the Government and voluntary or-

ganizations in the planning of rehabihtation services.

Some of these countries have requested further tech-

nical assistance to implement the recommendations

made by the experts. Allocations for rehabilitation

equipment to Japan and Spain have been made by

UNICEF.

* * *

Fellowships and scholarships

In 1956 some twenty fellowships and scholarships

were awarded to rehabilitation personnel from the fol-

lowing countries: Austria, Bolivia, Brazil, Burma, Den-

mark, the Federal Republic of Germany, India, Indo-

nesia, Israel, Japan, Lebanon, Philippines, Sweden,

Turkey, Union of South Africa, Uruguay and Yugo-
slavia.
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Meetings, Seminars, Conferences

Regional seminar on rehabilitation

A regional seminar on the rehabilitation of the handi-

capped will be held for participants from Asia and the

Far East at the Rehabilitation Centre in Solo, Indo-

nesia, from 26 August to 7 September 1957. It will be

organized by the United Nations (under its regular

technical assistance programme), in co-operation with

the World Health Organization, the International

Labour Organisation, and two of the leading interna-

tional non-governmental organizations concerned with

rehabilitation—the World Veterans Federation and the

International Society for the Welfare of Cripples.

Some forty persons are expected to attend the semi-

nar, twenty-five of them with the aid of fellowships

provided by the co-operating organizations. The Gov-
ernment of Indonesia has agreed to act as host.

As most of the participants are not likely to have

had special training in rehabilitation work, the seminar

will not deal with specific techniques but is designed

rather to impart a general understanding of modern re-

habilitation in theory and practice. It aims also at pro-

moting the development of services for the handicapped

as part of national programmes of health and welfare

in Asia and the Far East.

In view of the unique position of the Solo Centre as

the only complete and modern rehabilitation centre in

the region, the programme has been planned so as to

make full use of its facilities for practical demonstra-

tion. The co-operating organizations are providing

experts to give lectures and lead discussions at this

seminar.

The recovery abroad of maintenance

At a conference convened by the Secretary-General

of the United Nations in June 1956, plenipotentiaries

from thirty-two countries unanimously adopted and

opened for signature the Convention on the Recovery

Abroad of Maintenance. The purpose of this Conven-

tion is to establish legal means whereby abandoned

dependants—mostly women and children without ade-

quate means of subsistence—can secure maintenance

from those responsible for their support who have

moved to another country. This constitutes an impor-

tant step towards the solution of an urgent social and

humanitarian problem of great interest and concern to

social agencies throughout the world.

At the closing date for signature, 31 December 1956,

the Governments of twenty-five countries had signed

the Convention, which will enter into force when three

countries have ratified it.

Migration

The sixth session of the Conference of Non-Govern-
mental Organizations Interested in Migration will meet
in Geneva from 5 to 9 August 1957. As on previous

occasions, the Conference will be sponsored by the

Secretary-General of the United Nations and the

Director-General of the International Labour Ofiice

and will receive the usual technical facilities afforded

by the United Nations.

The general theme of the Conference will be the effec-

tive preparation and successful integration of migrants,

and its agenda is scheduled to include items on the

preparation of migrants in countries of present resi-

dence; the training of and co-operation between social

workers in emigration and immigration countries; the

integration of migrants into the life of countries of re-

settlement; problems of migrants in professional cate-

gories; socio-legal assistance to migrants; the imple-

mentation of general principles concerning the protec-

tion of migrants; the re-immigration and return of mi-

grants to the country of origin; emigration problems of

tuberculous and medically disabled persons; child pro-

tection during migration; problems of non-European
migrants.

Some sixty-five international and national voluntary,

non-political organizations concerned with migration

are expected to be represented at the Conference, the

declared objectives of which are:

To study and recommend the best methods of assisting

migrants;

To exchange information regarding the results of prac-

tical experience;

To provide guidance out of the experience of the non-

governmental organizations for the United Nations,

the International Labour Organisation and other in-

ter-governmental organizations in their migration

concerns;

To further the dissemination and implementation of

such principles concerning migrants as may be de-

veloped by the Conference;
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To facilitate co-operation among non-governmental

organizations interested in migration so as to obtain

maximum efficiency.

The Conference was convened for the first time in

1950, in Geneva; since then it has held further sessions

in Geneva (1951 and 1953) and New York (1952
and 1955).

The maintenance of family levels of living

Pursuant to a resolution of the Economic and Social

Council, an expert working group on the Maintenance
of Family Levels of Living met at Geneva from 10 to

28 September 1956 to confer on technical problems in-

volved in the formulation of "a co-ordinated policy

regarding family levels of living, particularly in the

application of broad programmes of social security,

social assistance and related social services for family

and child welfare." ^

The Group of Experts was convened under the joint

sponsorship of the United Nations and the International

Labour Office, acting in co-operation with the World
Health Organization, the Food and Agriculture Organ-

ization of the United Nations, and the United Nations

Educational, Scientific and Cultural Organization. The
Group was composed of seven experts with wide experi-

ence in social policy who were also, in keeping with

the terms of the resolution, "representative of countries

at varying stages of economic development and with

varying social structure." The members of the Group
were Mr. George F. Davidson (Canada), who was
elected Chairman, Mr. MusHh Fer (Turkey), Mr.
Pierre Laroque (France), Mrs. N. A. Muravyova
(USSR), Mr. Hla Myint (Burma), Mr. Jean Paleolo-

gos (Greece) and Dr. Hernan Romera (Chile).

According to its terms of reference, the Group was
invited to discuss methods and guiding principles for

the establishment of a concerted national programme
aimed at the maintenance and improvement of family

levels of living, with special reference to under-devel-

oped countries, and more particularly:

To review the essential social and economic elements

and factors which should be known and critically

analysed as a basis and general background for a

national programme;

To analyse the various needs and contingencies endan-

gering the normal family income or levels of living

in order to define the essential objectives of the pro-

gramme and to ascertain priorities for immediate

and future action;

To make an assessment of the inter-dependence among
the various social measures to be taken into consid-

eration in determining the successive stages of devel-

opment of the programme;

' Resolution 585 F (XX).

To develop criteria and methods for the establishment

of a concerted and co-ordinated national programme

and its administration;

To develop criteria and methods for the implementation

of social programmes, taking into account the eco-

nomic and social conditions in specific countries in

order to ascertain the proper balance and harmony
of the economic and social activities of the countries.

In a preliminary chapter of their report, the experts

suggest a definition of this somewhat new concept of

"family level of living," enumerate the various elements

of a policy on family levels of living and consider the

demographic, economic, social and administrative fac-

tors which affect the family level of living and thus the

relevant policy. It is stressed that the problem of pro-

tecting the security of the family level of living in the

under-developed countries is inextricably bound up

with the process of rapid economic and social change

which these countries are experiencing and that it is

necessary to avoid any arbitrary departmentalism which

would tend to assume that social problems can be solved

only by social measures and economic problems only by

economic measures.

The following chapter discusses, in the light of some

guiding principles, ways of estabUshing priorities for a

balanced development of a policy for maintaining and

improving family levels of living. According to these

principles, preference should be given to preventive

measures, to social measures which promote economic

development, to action directed to large masses of pop-

ulation, to measures and methods which associate in-

dividuals and families in the efforts made to raise their

level of living. Furthermore, efforts should focus on the

family and have constant concern for strengthening

family unity.

The last chapter deals with the implementation of a

co-ordinated policy on family levels of living through

an adequate machinery for planning—whose most im-

portant feature should be flexibility—and through ad-

ministrative arrangements achieving co-ordination in

organization, financing and the use of qualified person-

nel. Special emphasis is given to various means of gain-

ing popular support and participation in the develop-

ment of the programme.

The Group's report, together with the observations

of the Secretary-General and of the specialized agencies

associated with the study, will be submitted to the Social

Commission in May 1957 and to the Economic and

Social Council in July 1957. The report will appear

later on in printed form, with a mention of the action

taken by the Council.

In addition to its main terms of reference, the Group
of Experts was also requested to consider the matter

of "special allowances for the severely handicapped,"

which had been previously submitted to the Social Com-
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mission. The Group was invited to discuss in particular

the following questions: Would it be an improvement
if existing legal systems defined a special category of

"severely handicapped," which might include the blind,

persons suffering from severe orthopaedic disabilities

and others who, because of mental or physical defects,

have permanent limitations in some or all of the many
activities of daily life? What should be the character-

istics of the special benefits to be provided for this

category of handicapped persons—especially with regard

to the conditions relating to income and the possible

exclusion of any means test? What general policy should

be followed for severely-handicapped persons in regard

to social insurance, public service or social assistance

schemes? The conclusions reached by the Group on
these various points are summarized below.

The provision of special allowances without means
test for the severely handicapped not already covered

by existing legislation should receive low priority in

a concerted programme of social security and social

services, particularly in an under-developed country;

preference should be given rather to the prevention of

disability and to the organization of rehabilitation serv-

ices and measures. Special or supplementary allowances

based on need may be provided for some severely-

handicapped persons, such as those who constantly

need the assistance of another person; they should be
integrated into the whole social security system of the

country. The provision of allowances for the severely

handicapped should be made conditional upon proper
use of the rehabilitation services. Finally, no adequate
definition of the term "severely handicapped" can be
suggested which would apply equally well to all dis-

abling conditions or to all countries, since much depends
on the state of rehabilitation services in each country.

Meeting of experts on social work training

In view of the opportunity afforded by the Eighth

International Conference of Social Work and the meet-

ing of the International Association of Schools of Social

Work in Munich, Germany, in August 1956, the United

Nations convened a group of experts in education for

social work to consult on the "basic essentials of social

work training." This meeting was held in Munich from
28 July to 1 August, and was the first of a series of

such meetings planned as one step to implement the

Economic and Social Council resolution 585 D (XX)
requesting the Secretary-General "to promote regional

seminars and conferences for development of the con-

tent and techniques of training of social workers at all

levels."

Nineteen experts from different countries in Asia,

and the Far East, Europe, Latin America, the Middle

East and North America were invited to participate.

They were selected on the basis of their background

and experience in education for social work and with

a view to drawing upon a wide range of expert knowl-

edge in developing organized training programmes in

this field.

As circumstances limited the time available for this

meeting, the experts focused their discussions primarily

upon the following items:

1 . Objectives of social work training—including con-

sideration of the functions performed by professional

social workers and auxiliaries, and the relationship of

training to personnel requirements;

2. Basic content of social work training programmes
designed for general and specialized workers and in-

service training for employed social workers at different

administrative levels;

3. Relationship of social work training to training

programmes for professional and auxiliary workers in

allied fields and particularly to training for community
development.

After consideration of the prevaiUng objectives of

training in the countries or regions from which the par-

ticipants had come, the group classified the basic con-

tent of social work training programmes into three

major areas of study, involving knowledge of man,

knowledge of society, and professional knowledge and

skills. It was not possible to discuss, as thoroughly as

the group considered necessary, the training of auxili-

aries nor the relationship of social work training to

training in allied fields. It was therefore suggested that

these important aspects of social work training should

be given particular attention in the three regional sem-

inars to be held during 1957-58 in Latin America, the

Far East and the Middle East. The regional seminars

on social work training will give further consideration

to the matters discussed at the Munich meeting and

other aspects of training with particular reference to

circumstances prevailing in the various countries. The
first of these seminars is being held in Latin America

and will be convened in July 1957 in Montevideo,

Uruguay. The second, for Asia and the Far East, will

be held towards the end of 1957; and the seminar for

the Middle East will be planned for 1958.
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BibIiography on the Rehabilitation

of the Handicapped
Note. This selected bibliography on the rehabilitation of the handicapped is

divided into two main parts. Part I, containing the general bibliography, consists of

(1) an international bibliography and (2) national bibliographies, compiled on the

basis of data supplied by the Governments of the respective countries and on other

sources available to the United Nations. Part II comprises bibliographical references

specially prepared in connexion with the two articles on the deaf and hard of hearing,

pages 28 and 35 in this issue.

Readers are also referred to a previously published annotated bibliography on
problems of the physically handicapped in Rehabilitation of the Handicapped}

PART I. GENERAL BIBLIOGRAPHY

1. International

1. Boy Scouts International Bureau. Scouting with the

handicapped boy. London, The Bureau, (n.d.). lip.
Illus.

2. Congres sur la Readaptation Professionnelle, Rome,
1954. Rieducazione professional; atti del Convegno
Internazionale tenutosi a Roma il 20 marzo 1954 a

Palazzo Barberini. [Vocational rehabilitation; proceed-

ceedings of the International Congress held in Rome
on 20 March 1954 at the Palazzo Barberini]. [Rome,
1955]. 219 p.

3. Convention of the Latin American Congress of Physical

Medicine and Pan-American Academy of General
Practice, 6th, Lima, Peru, 1955. Report of the 6th

convention . . . [New York, Latin American Congress

of Physical Medicine, 1955]. 14 p. Illus.

4. European Association Against Poliomyelitis. Premier
symposium europeen de la poliomyelite, Copenhague,
avril 1953. Revue bibliographique europeenne de la

poliomyelite, annee 1953.—Brussels, published in co-

operation with Archives beiges de medecine sociale,

hygiene, medecine du travail et medecine legale, 1954.

1 14 p. illus., graphs.

5. European Rheumatology Congress, 3rd, Scheveningen,

Netherlands, 1955. Resumes des rapports et des com-
munications ... I. Summaries of reports and communi-
cations. [The Hague, 1955] 267 p.

6. International Association of Industrial Accident Boards
and Commissions. Workmen's compensation problems,

1954. Proceedings, 40th aimual convention . . . October
3-7, 1954. Washington, D. C, U.S. Bureau of Labor
Standards [1955] 238 p. (Bulletin 180).

7. International Children's Centre. Readaptation des enfants

atteints d'infirmite motrice; cours . . . Paris-Londres, 15

octobre-15 decembre 1951. Paris, 1952. 435 p. Illus.

^ Social Welfare Information Series. Special Issue. ST/SOA/
Ser.F/ll:2.

8. International Congress of Orthopaedagogics, 3rd, Vienna,

1954. Bericht des dritten Internalionalen Kongresses

fiir Heilpiidagogik/Rapport du troisieme Congres In-

ternational pour I'Education de I'Enfance Deficiente,

Wien, 8-12 Juni 1954. Unter d. Red. v. Hans Asperger,

Johann Heeger, Hans Radl. Vienna, Jugend and Volk

[1955]. 474 p.

9. International Council for Exceptional Children. The edu-

cation of handicapped and gifted pupils in the second-

ary schools. Bulletin of the National Association of

Secondary-School Principals (Washington, D. C.) 39:

1-162, January 1955.

10. International Labour Office. Vocational rehabilitation of

the handicapped. Geneva, 1954. 38 p. (International

Labour Conference, 38th sess., 1955, 4th item on the

agenda. Report IV ( 1 ) )

.

11. — . Vocational rehabilitation of the disabled. Geneva,

1955. 89p. (International Labour Conference, 38th sess.,

Geneva, 1955, 4th item on the agenda. Report IV

(2)).

12. International Poliomyelitis Congress. Poliomyelitis; pa-

pers and discussions presented at the Third Interna-

tional Conference. Philadelphia, Pa., Lippincott, 1955.

567 p.

13. International Society for the Welfare of Cripples. Chang-

ing attitudes towards the disabled. Proceedings of the

Sixth World Congress . . . held at The Hague, Septem-

ber 13-17, 1954. New York, 1955. 287 p. illus.

14. — . The International Film Library of the International

Society for the Welfare of Cripples. New York, The So-

ciety, 1956. 29 p.

15. United Nations. Department of Social Affairs. Services

for the physically handicapped. New York, 1954. 31 p.

Illus. (Sales No. : 1954.IV. 10).

16. United Nations European Seminar for the Rehabilitation

of the Adult Disabled. Belgrade, 1955. Organized by

the European Office of the United Nations Technical

Assistance Administration in co-operation with the

Federal Executive Council of the Federal People's Re-

public of Yugoslavia. Belgrade, 1955. 300 p. Illus.
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1. International (cont'd)

17. World Confederation of Occupational Tfierapists. Pro-

ceedings of the First International Congress of the

World Confedration of Occupational Therapists. Edin-

burgh, The Confederation, 1954. 112 p.

18. World Confederation for Physical Therapy. Proceedings;

first congress, London, September 7-12, 1953. London,
Chartered Society of Physiotherapy [1954]. 91 p. Illus.

19. World Health Organization. Amputees and prostheses;

report of a Conference on Prosthetics, Copenhagen,
23-28 August 1954. Geneva, 1955. 52 p. (Technical

report 100).

20. . Joint Expert Committee on the Mentally Subnormal
Child. The mentally subnormal child. Report of a

Joint Expert Committee convened by the World Health
Organization, with the participation of United Nations,

ILO and UNESCO. Geneva, WHO, 1954. 46 p. (WHO
Technical report 75).

21. — . The prevalence of blindness and deaf-mutism in var-

ious countries. Epidemiological and Vital Statistics

Report (Geneva) 6:1-32, 1953.

22. World Veterans Federation. RehabiUtation Department.
Comparative report on the legislation affecting disabled

veterans and other war victims. Paris, 1953. Processed.

104 p. Tables. (Information Service. WVF-DOC 537).

23. . The World Veteran (Paris) vol. 9, January 1956.

(Special Rehabilitation Issue).

2. National bibliographies

Argentina

24. Institute Cuyano de Rehabilitacion del Invalido y Lucha
contra la Paralisis Infantil. Memoria y balance general.

Primer ejercicio, 16 de noviembre de 1952—30 de

septiembre de 1954. Mendoza [1954] [22] p. Illus.

Australia

25. Andrew, M. Rehabilitation of the tuberculous. Accident

Prevention Bulletin (Sydney) May 1952, p. 19.

26. Australia. Department of Social Services. Rehabilitation

of the disabled. Melbourne, 1952. 17 p. Illus.

27. Australian Advisory Council for the Physically Handi-

capped. Proceedings of the Seventh Conference, held

in Sydney from May 17th-22nd, 1953. [Sydney, 1953].

58 p. Processed.

28. Burniston, G. G. Rehabilitation and placement of the

incapacitated worker. Medical Journal of Australia

(Sydney) 28 March 1953, p. 440-444.

29. Clements, F. W. Problems of the deaf child: incidence

and institutions. Medical Journal of Australia (Sydney)

28 August 1954, p. 328-331.

30. Community rehabilitation scheme. Social Services (Syd-

ney ) S;pt.-Oct. 1953, p. 9-1 1.

31. Cunningham Dax, E. Care and treatment of mentally ill

patients in Victoria. Social Services (Sydney) March-
April 1954, p. 2-5.

32. The disabled on the job. Industrial Victoria (Melbourne)

September 1953, p. 337-339.

33. Employment for the disabled. Queensland Industry (Bris-

bane) September 1953, p. 13-14.

34. Employment of disabled persons. Manufacturing and

Management (Melbourne) 15 .September 1952, p. 94-

97. Illus.

35. Employment of physically handicapped persons. Manu-
facturing and Management (Melbourne) December

1954, p. 191-192.

36. Facilities for the care of mental patients in Tasmania.

Social Services (Sydney) March-April 1954, p. 21.

37. Glesinger, M. A. Social services and rehabilitation.

A.M.S.S. Review, August 1953, p. 25-30.

38. LuMSDEN, J. Education of handicapped children as a

community responsibility. Social Services (Sydney)

July-August 1954, p. 2-8.

39. Mallett, J. A. Eyes for the blind-how guide dogs are

trained in Western Austraha. Country Hour Journal,

June 1954, p. 11-12. Illus.

40. May, F. A study in focal infection and its relation to

rheumatic disease. Archives of Physical Medicine and

Rehabilitation (Melbourne) 36:751-758, December

1955.

41. Rehabilitation of the physically handicapped. Common-
wealth Department's scheme. Social Services (Sydney)

March-May 1952, p. 56-58.

42. Seaton, M. J. The social worker in New South Wales

mental hospitals. Social Services (Sydney) March-

April 1954, p. 5-9.

43. SiMONDS, T. J. Work for the handicapped. Personnel

Practice Bulletin, June 1954, p. 42-49.

44. Society for the Care of Crippled Children. Seventeenth

annual report, for the year ended 31 March 1955.

Launceston, Tasmania. [14]p. Illus.

45. Summary of facilities available for the control of tuber-

culosis in Austraha. Medical Journal of Australia

(Sydney) 20 June 1953, p. 899-901.

46. TowNLEY, A. Rehabilitation of the physically handi-

capped. Canberra Comments, September 1952, p. 2.

47. Training and rehabilitating the disabled. Manufacturing

and Management (Melbourne) 15 June 1953, p.

429-430.

48. Victorian Employers' Federation. Businessmen's Advi-

sory Committee. Employment of the physically handi-

capped, a survey. Melbourne [1954?]. 37 p. Illus.

49. Wing, M. N. Medical rehabilitation. Medical Journal of

Australia (Sydney) 42:705-710, May 1955.

Austria

50. Ahrer, E. Praktische Diagnostik in der Unfallchirugie

. . . [Practical diagnosis in accident surgery] Vienna,

Innsbruck, Urban and Schwarzenberg, 1955.

51. Austria. Laws, Statutes, etc. Invalideneinstellungsgesetz

1953, hrsg. vom Bundeskanzleramt am 5 Miirz 1953

[Law concerning the re-employment of the disabled

1953 . . .] Vienna, Verlag der Osterreichischen Staats-

druckerei, 1953. 26 p. (Amtliche Sammlung wiederver-

lautbarter osterreichischer Rechstvorschriften Jhrg.

1953, 2.)

52. . Laws, Statutes, etc. Invalideneinstellungsgesetz mit

alien hierzu erlassenen Durchflihrungsvorschriften,

eingehenden Erlauterungen und einem Sachregister,

hrsg. von Theodor Schoberle. [Law concerning the re-

employment of the disabled, with all supplementary

decrees, a comprehensive introduction and a subject

index, edited by . . .] Vienna, Manz, 1947. 107 p.

(Manzsche Einzelausgaben sozialrechtlicher Gesetze,

9.)
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Austria {cont'd)

53. Gemeinsame Tagung der Vereinigung der Orthopaden
Osterreichs, der Osterreichischen Gesellschaft fiir phy-

sikalische Medizin, sowie der Gesellschaft fiir Unfalls-

kunde [Linz, 27-29 Mai 1954] [Joint Meeting of the

Austrial Orthopaedic Association, the Society for phys-

ical medicine and the Society for accident research,

Linz, 27-29 May 1954] Vienna, Hollinek [1955]. 172 p.

Illus. (Forschung und Praxis, 4.)

54. Informationsdienst des osterreichischen BHndenwesens.
Hrsg. v.d. Interessengemeinschaft blinder Geistesar-

beiter im Auftrage des Osterreichischen Blindenver-

bandes. [Information service for the Austrian blind.

Edited by the Association for blind intellectuals and
issued under the auspices of the Austrian Association

for the Blind.] Vienna, Nr. 1, 1953.

55. KiNDERMANN, H. 175 Jahre Taubstummen-Institut in

Wien, 1779-1954 [175 years of the Vienna Institute for

for deaf-mutes, 1779-1954.] Osteneichische Lehrerzei-

tung (Vienna) 8:62-64, April (?) 1954.

56. Save the Children Fund. Projected Centre for rehabilita-

tion of physically handicapped children- Hermagor-
Austria. [Klagenfurt? 1955?] [15] p. Photos. Processed.

Unpublished report on file at the International Society

for the Welfare of Cripples.

Brazil

57. Associagao de Assitencia a Crianga Defeituosa. Report
of activities, by Dr. Renato Bomfinn, 1950-1954. Sao
Paulo, 1954, 17 p. Diagrs.

58. BoccoLiNi, F. Importancia do trabalho de equipe em
rehabilitacao [Importance of team work in rehabilita-

tion] Revista Paulista de Medicina (Sao Paulo) vol.

42, Maio 1953.

59. Congresso Brasileiro de Medicina Legal, Criminologia
e Infortunistica, 1953. Problema da recuperagao dos
incapacitados [por] Dr. Fernande BoccoUni. [Problems
of the rehabilitation of the handicapped] Sao Paulo,

1953. 56 p. Bibliography. Processed. Summary in Eng-
lish.

60. Experiencia em rehabilitacao de doentes mentals na en-

fermaria de psiquiatria do lAPC em colaboracao com
o servico social. [Experience in the rehabilitation of

mental patients at the Institute of Pensions and Relief

for Commercial Employees] Revista Paulista de Hos-
pitals (Sao Paulo) Setembro 1955.

61. Nebias, J. O. and Andrade, L. D. Novos dados sobre a

rehabilitacao vocacional no hospital Sao Luiz de Gon-
zaga—Jacana. [Current data concerning vocational re-

habilitation in the Hospital Sao Luiz de Gonzaga—
Jacana] Revista Paulista de Medicina (Sao Paulo)
Vol. 5, Julho 1954.

62. Report on crippled children, by the Committee for Physi-

cally Handicapped Children. Excerpt from the Annals
of the third Seminar about Crippled Children, held in

Sao Paulo under the auspices of the Sociedade Pes-

talozzi de Sao Paulo in September of 1953. Sao Paulo,
1955. 14 p.

Canada

63. American Association of Medical Social Workers. East-

ern Canada District. Handbook on services to the phys-
ically handicapped: Montreal and region. Montreal,
1952. 36 p.

64. Baker, F. J. Rehabilitation of the tuberculous patient.

Canadian Journal of Public Health (Toronto) 44:

281-284, August 1953.

65. Bell, C. A. Prosthetic services. Canadian Services Medi-

cal Journal (Ottawa) June-July 1947, 3 p.

66. Brink, C. C. Tuberculosis in Ontario. Canadian Journal,

of Public Health (Toronto) 45: 195-201, May 1954.

67. Canada. Department of Labour. Survey of disabled per-

sons registered with the National Employment Service,

Montreal, P.Q. Ottawa, 1953. 47 p. Processed.

68. . Department of National Health and Welfare. Men-

tal Health Division. Services for the care and training

of mentally defective persons in Canada. Ottawa,

1953. 8 p.

69. Charron, K. C. and Gelber, S. M. Disability evalua-

tion under the disabled persons allowance programme.

Canadian Services Medical Journal (Ottawa) April

1955.

70. Delage, J. Le probleme de la deficience mentale chez

I'enfant dans la Province de Quebec. Laval Medical

(Quebec) 19:614-623, mai 1954.

71. Disability allowances. Canadian Welfare (Ottawa)

29:41-46, 15 March 1954.

72. DuNLOP, E. The rehabilitation needs of the disabled

in Canada. Canadian Services Medical Journal (Ot-

tawa) July-August 1950, 8 p.

73. DuNLOP, E. Rehabilitation planning, some principles and

problems, Canadian Welfare (Ottawa) 29:5-9, 15 De-

cember 1953.

74. Elliott, J. M. Rehabilitation in industry. Occupational

Health Review 5:17-18, March 1954.

75. Gingras, G. The rehabilitation centre. Montreal, The
Rehabilitation Society for Cripples, 1953. 24 p., charts.

76. HossACK, J. R. The relationship of occupational therapy

and vocation counselling in rehabilitation. Canadian

Journal of Occupational Therapy (Toronto) 21:19-23,

March 1954.

77. Hunt, T. E. Rehabilitation of the aged. Canadian Jour-

nal of Occupational Therapy (Toronto) 23:64-69,

July 1956.

78. JoussE, A. T. and Weir, E. A. Prosthetic devices for the

upper extremities of quadriplegic patients. Canadian

Services Medical Journal (Ottawa) October 1952.

11 p.

79. KiNGSMiLL, E. Music as therapy. Canadian Journal of

Occupational Therapy (Toronto) 22:111-115, Sep-

tember 1955.

80. Landry, P. Tuberculosis in industry. Occupational Health

Review 5:13-16, March 1954.

81. Langley, M. Application of the principles of occupa-

tional therapy to homes for the aged. Canadian Journal

of Occupational Therapy (Toronto) 22:105-110, Sep-

tember 1955.

82. Lemieux, S. Comprendre le cardiaque. The Social

Worker (Ottawa) 22:24-28, octobre 1953.

83. McKoNE, B. A post-sanatorium institution for rehabilita-

tion in tuberculosis. The Canadian Medical Associa-

tion Journal (Montreal) 69:395-402, October 1953.

84. Meilleur, R. N. Le role du conseiller en orientation et

en placement dans un centre de rehabilitation pour

handicapes. Blen-Etre Social Canadlen (Ottawa)

5:6-7, decembre 1953.

85. Sheppard, J. Occupational therapy in a rehabilitation

center. Canadian Journal of Occupational Therapy

(Toronto) 22:9-12, March 1955.
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Canada (cont'd)

86. Warner, W. P. Notes on medical rehabilitation in

Canada. Canadian Services Medical Journal (Ottawa)
July-August 1950. 5 p.

87. Wood, H. B. Blind workers have a place in industry.

Canadian Business (Montreal) 26:44-45, 132-135,

September 1953.

88. Woods, W. S. Rehabilitation (a combined operation),

being a history of the development and carrying out

of a plan for the re-establishment of a million young
veterans of World War II by the Department of

Veterans Affairs and its predecessor, the Department
of Pensions and National Health. Ottawa, 1953. 518 p.

Ceylon

89. Ceylon Council for the Welfare of Cripples. Constitution

(adopted at a meeting held on 9-3-55 . , .) [Colombo,
1955] 2 p.

90. MuLLER, G. M. Orthopaedically handicapped children

in Ceylon. The Indian Journal of Child Health (Bom-
bay) 1:608-612, November 1952.

Chile

91. Lowman, E. W. Report of a Rehabilitation Mission to

Chile, August 6-26, 1955. New York, Occupational

Therapy Department, Institute of Physical Medicine
and Rehabilitation [1955]. 29 p. Processed.

Cuba

92. Tarafa, J. I. El problema del lisiado en Cuba. Habana,
1953. [6] p.

Denmark

93. Arns0e, E. On infantile paralysis. Copenhagen, Danish
National Association for Infantile Paralysis, 1954.

36 p.

94. Brandt, S. Om behandling og revalidering af spastiske

b0rn i Denmark inden for Samfundet og Hjemmet for

Vanf0re. [Treatment and rehabilitation of cerebral

palsied children in Denmark] Copenhagen, 1955. 14 p.

Reprint from Maanedsskrift for Praktisk Laegegerning
og Social Medicin (Copenhagen).

95. Lou, I. Ortopaediske problemer i almenpraksis. [Ortho-

paedic problems in general practice] Copenhagen,
1955. 22 p. Reprint from Maanedsskrift for Praktisk

Laegegerning og Social Medicin (Copenhagen) Febru-
ar 1955.

96. Nelson, G. R., ed. Freedom and welfare; social patterns

in the northern countries of Europe. Sponsored by the

Ministries of Social Affairs of Denmark, Finland, Ice-

land, Norway, Sweden. [Copenhagen] 1953. 539 p.

Illus.

97. . Social Welfare in Scandinavia. Copenhagen, Danish
Ministry of Labour and Social Affairs [1953] 70 p.

98. Nordiske Konfcrence om Cerebral Parese, K0benhavn,
August 1953. Foredrag ved 1. Nordiske Konference
om Cerebral Parese, K0benhavn, 28. og. 29. August
1953. [Proceedings of the first Scandinavian Confer-
ence on Cerebral Palsy, 28 and 29 August 1953]
Copenhagen, Foreningcn for Spastisk Lammede B0rn,
1954. Summary in English.

99. RosENDAL, T. The development of the calcanean foot

deformity after poliomyelitis. Copenhagen, Danish

National Association for Infantile Paralysis, 1955.

24 p. Reprint from Acta Orthopaedica Scandinavica.

100. Society and Home for Cripples. Copenhagen, The Society,

1955. 20 p. Illus., chart.

101. Society and Home for Cripples. Proteselaegens og pro-

tesebyggerens 0nsker. [Essential features of limb fit-

ting] Copenhagen, 1954. 24 p.

Egypt*

102. Hamza, M. [The psychology of the handicapped.] Cairo,

Vocational Rehabihtation Center, 1956. 192 p.

103. Morsi, S. [Job analysis and its use in vocational rehabili-

tation of the handicapped.] Cairo, Vocational Rehabili-

tation Center, 1956. 128 p. English summary.

104. Sharaf, I. The ILO Conference recommendations on
vocational rehabilitation of the handicapped. Cairo,

Vocational Rehabilitation Center, 1956. 32 p. In

Arabic and English.

105. — . International recommendations on vocational re-

habihtation. Cairo, Vocational Rehabilitation Center,

1954. 72 p. In Arabic and English.

106. — . [Principles of vocational rehabilitation.] Cairo,

Vocational Rehabilitation Center, 1956. 65 p.

107. —-. [The Story of vocational rehabilitation.] Cairo, Voca-
tional Rehabilitation Center, 1956. 32 p. Illus.

108. — . [Vocational rehabilitation of the handicapped.]

Cairo, Ministry of Social Affairs, 1953. 16 p. Illus.

109. United Nations. Technical Assistance Administration.

Demonstration centre for the rehabilitation and train-

ing of the blind. Prepared for the Government of

Egypt by Arthur N. Magill, expert appointed by the

TAA of the UN. Document ST/TAA/K/Egypt/1,
July 1955. 45 p.

Finland

110. Association fraternelle des invalides de guerre de Fin-

lande. The Disabled Ex-Service Men's Association in

Finland. Verband der finnischen Kriegsinvaliden. 1940-

1955. [Helsinki, Printed by Suomalaisen Kirjallisuuden

Kirjapainon Oy Seuran, 1955] [17] p. Illus.

111. Hagelstam, L. Katsaus Invaliidisaation ortopedisen

sairaalan toimintaan. [Review of activities, orthopaedic

hospital of the foundation for the Care of the Dis-

abled], Siiomen Lddkdrilehti—Finlands Ldkartidning

no. 21, 1953, 8 p.

112. Jansson, K. Rehabilitation of Finland's Disabled. Jour-

nal of Rehabilitation (Washington, D.C.) Sept.-Oct.

1951, p. 10-14.

113. Langenskiold, F. Millaisia laitoksia tarvitaan polion vas-

tustamiseksi? [What kind of institutions are needed for

fighting polio?] Suomen Lddkdrilehti—Finlands Ldkar-

tidning no. 18, 1955, no paging.

1 14. Lindquist, C. Orthopedisia niikokohtia tuoreitten lapsi-

halvauspotilaiden hoidossa invaliidisaation huoltolai-

toksessa ja euroran sairaalassa. [Orthopaedic aspects

of treatment of fresh cases of poliomyelitis.] Suomen
Lddkdrilehti—Finlands Ldkartidning no. 22, 1954, no
paging.

""Titles in brackets are translated from the original Arabic

titles.
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Finland (cont'd)

115. NiEMi, V. Invaliidihuoltolain suomat mahdollisuudet

potilaiden jalkihuollossa ja kuntouttamisesaa [After-

care and rehabilitation in the Care and Disabled Per-

sons Act.] Suomen Lddkarilehti—Finlands Ldkartid-

ning no. 15, 1955, no paging.

116. — . Kuntouttamiseta ja siihen liittyvasta lainsaadan-

nostamme [About rehabilitation and our legislation

concerning it.] Suomen Lddkdrilehti—Finlands Ldkar-

tidning no. 23, 1954, no paging.

1 17. . Return to work.Vocational rehabilitation of the phys-

ically handicapped in Finland. Helsinki, 1953. 43 p.

Published in English.

117. Nyberg, L. O. Invaliidien kuntouttamisesta [The reha-

bilitation of the disabled]. Tyovdenvakuutus, no. 4-5,

1953, no paging.

119. Solo, Y. Invaliidihuolto laajenee? [Is the care of the

disabled expanding?] Huoltaja (Oulunkyia) no. 15-16,

1953, no paging.

120. Tamminen, a. Kuntouttamiseen liittyvasta ammattiiso-

veltuvuuden tutkimisesta. [Examination of occupa-

tional fitness connected with rehabilitation.] Suomen
Lddkdrilehti—Finlands Ldkartidning, no. 23, 1954, no
paging.

France

121. Centre national d'information pour la readaptation. i?e-

adaptation (Paris) No. 26, janvier 1956. (The entire

issue is devoted to the subject of special education for

the handicapped.)

122. Neret, J. Les enfants et les adolescents inadaptes. For-
mation professionnelle, placement, education, guide

pratique, debiles intellectuels, deficients, infirmes, car-

acteriels, retardes scolaires. New ed. Paris, Editions

sociales frangaises, 1954.

123. Oleron, p. Les sourds-muets. Paris. Presses universitaires

de France, 1950. 126 p. Illus. ("Que sais-je"? Le point

des connaissances actuelles 444).

124. Smirnoff, V. N. Retentissement affectif et psychothe-

rapie au cours des infirmites motrices. Revue de neuro-

psychiatrie infantile et d'hygiene mentale de I'enjance

(Paris) janvier-fevrier 1955. 28 p. (Reprint).

125. La surdite et sa correction. Paris, Maloine, 1953. 560 p.

126. Verbizier, J. de. La crise de readaptation sociale. Bor-
deaux, Drouillard, 1954.

127. Les victimes de la guerre. Paris, Editions sociales fran-

eaises [1948]. 43 p.

Germany

128. Albert, W. Losung des Schwerbeschadigtenproblems
durch Arbeit [Solution through work of problems of
the severely handicapped]. Berlin, Duncker & Humblet,
1956. 239 p.

129. Deutsche Vereinigung zur Bekampfung des Kriippeltums,

e.V. Jahrbuch der Fiirsorge fiir Korperbehinderte,
1955 [Year book on the welfare of the handicapped]
Heidelberg. 250 p.

130. HosKE, H. Wiederherstellung der Lebenstiichtigkeit ge-

schadigter Menschen; Rehabilitation in inlandischer

und auslandischer Sicht [Rehabilitation of the handi-
capped, considered from the domestic and foreign

point of view]. Stuttgart, Thieme, 1955. 217 p.

131. Josets-Gesellschaft fiir Kriippelfursorge. 50 Jahre Josefs-

Gesellschaft fur Krupplefursorge, 1904-1954. [Fifty

years of the Josef Association for the welfare of the

handicapped, 1904-1954]. Bigge-Ruhr. 148 p. Illus.

132. — . Jahrbuch 1954. [Yearbook 1954]. Bigge-Ruhr. 64 p.

133. LoRENZEN, H. Leibesiibungen mit Korperbeschadigten.

Ein Lehr- und Arbeitsbuch fiir Korperbehinderte und

ihre Betreuer [Gymnastics with the physically handi-

capped. A textbook for the physically handicapped and

their wardens]. Stuttgart, Thieme, 1951-53. 2 vols.

Illus. (Arbeit und Gesundheit; sozialmedizinische

Schriftenreihe aus dem Gebiete des Bundesministe-

riums fur Arbeit . . . N.F., Heft 45, 51).

134. Mallwitz, a., ed. Arzt und Versehrtensport. Mitt Zus-

timmung des Bundesarbeitsministeriums und im Auf-

trage der Arbeitsgemeinschaft Deutscher Versehrten-

sport . . . [The physician and sport for the physically

handicapped. Commissioned, with the approval of the

Federal Ministry of Labour, for the Working Group on

sport for the physically handicapped in Germany].

Stuttgart, F. Enke, 1954. 120 p. Illus.

135. Orthopiidische Heil-Lehr und Pflegeanstalten Volmarstein

(Ruhr). Einundfiinfziger Jahresbericht der Ortho-

padischen Heil-Lehr- und Pflegeanstalten Volmarstein

(Ruhr) fiir das Jahr 1954 (Kriippelanstalten

"Johanna-Helenen Heim") gleichzeitig dreiundsieb-

zigster Jahresbericht des Altersheims Bethanien fiir

das Jahr 1954. [51st annual report of the orthopaedic

home at Volmarstein (Ruhr) for 1954 (Johanna^

Helene Home for the physically handicapped) together

with the 73rd annual report of the Bethanian Home
for the aged, for the year 1954.] Volmarstein (Ruhr).

7 p. Illus.

136. SwEEDE, I. Die Wiedereingliederung klinisch geheilter

Tuberkuloser in das Erwerbleben [The re-integration

into a gainful life of clinically healed tuberculous per-

sons]. Berlin, Duncker & Humblet, 1956. Ill p.

137. ZiEM, H. Der Beschadigte und Korperbehinderte im
Daseinkampf einst und jetzt [The struggle for exist-

ence of the disabled and physically handicapped, past

and present]. Berlin, Duncker & Humblet, 1956. 99 p.

Greece

138. Hellenic Society for Crippled Children. Cinq ans de

poliomyelite en Grece. Rapport soumis au troisieme

Congres International de Poliomyelite organise a Rome
[septembre 1954] Athens, 1954. 5 p. Processed.

139. — . The contribution of the Hellenic Society for Crip-

pled Children towards the protection of the child

in general and especially towards the international

effort to better the status of the crippled child in the

community. Paper submitted to the World Congress

for Child Protection held in Zagreb, Yugoslavia [Aug.-

Sept. 1954]. Athens, 1954. 3 p. Processed.

140. — . Education of physicaHy handicapped children in

Greece. Paper submitted to the Sixth World Congress

of the International Society for the Welfare of Crip-

ples held at The Hague [September 1954]. Athens,

1954. 4 p. Processed.

Guatemala

141. Aguilera Perez, M. A. Rehabilitacion de amputados
del miembro superior. Revista del Colegio Medico de

Guatemala (Guatemala City) 5: 241-248, diciembre

1954.
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Guatemala (cont'd.)

142. Guatemala. Institute Guatemalteco de Seguridad Social.

La rehabilitacion del paraplejico. Trabajo presentado

al Congreso Medico Nacional de 1953, por el Dr.

Miguel Angel Aguilera Perez, Director del Centre
de Rehabilitacion del IGSS. [Guatemala City] 1953.

10 p. Illus. Processed.

Haiti

143. CoMPTON, G. C. Victory in Haiti; how a crippling disease

was wiped out. [Washington, D.C., 1955?] [4] p.

Reprinted from Americas (Washington, D.C.) Septem-
ber 1955.

India

144. Andyal, a. a. Role of physiotherapy and occupational

therapy in the treatment of children. The Indian Jour-

nal of Occupational Therapy (Bombay) 1: 16-18, April

1955.

145. Banerjee, G. R. Care of the mentally retarded. Indian

Journal of Social Work (Bombay) 16:75-82, Septem-
ber 1955.

146. Banerji, S. N. The problem of the deaf in India. The
Indian Journal of Child Health (Bombay) 1:637-638,

November 1952.

147. India. Central Advisory Board of Health and Central

Advisory Board of Education. Report on blindness in

India, by the Joint Committee appointed by the Cen-
tral Advisory Board of Health and the Central Ad-
visory Board of Education, 1944. Delhi, 1945. Ill p.

Bibliography.

148. — . Ministry of Education. Fifty years of work for the

blind in India. Issued in commemoration of the cen-

tenary of the death of Louis Braille. New Delhi, 1952.

35 p. Illus.

149. The Indian Journal of Occupational Therapy (Bombay)
vol. I, no. 1, January 1955—Quarterly. Edited by
the All Indian Occupational Therapists' Association.

150. Ismail, F. (Mrs.) The education and welfare of crippled

children. Bombay, Society for Rehabilitation of Crip-

pled Children, 1951. 16 p. Illus. (An address delivered

at the Conference of Experts on Handicapped Chil-

dren convened by UNESCO and the Government of

India at Jamshedpur, India, December 1950.)

151. Jussawala, K. N. K. Blind children and their rehabilita-

tion. The Indian Journal of Social Work (Bombay)
13: 1-13, March 1953.

152. Sant, M. V. Problem of handicapped children in India

(except the blind, deaf and mute). The Indian Journal

of Child Health (Bombay) 1: 597-607, November
1952.

153. Seminar on the Education of the Blind, Mussoorie, 18-23

April 1954. Resolutions adopted by the Seminar . . .

[s.l., 1954] 15 p. Held under the auspices of the Gov-
ernment of India.

154. Seminar on the Education of the Deaf, Mussoorie, 19-24

September 1955. Resolutions adopted by the Seminar
. . . (s.l., 19551 22 p. Held under the auspices of the

Government of India.
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