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Abstract

Children with deaf blindness, visual and motor disabilities require learning to travel independently with
or without using mobility devices. There are many mobility devices that can, when properly used,
provide a child with the means for independent, safe, efficient travel. The most commonly recognized
mobility device is the long white/red and white cane. Many other mobility devices are also available,
including Electronic Travel Aids (ETAs). ETAs are portable devices that emit sonar or laser signals
that are reflected to the user during travel, and are converted to auditory and/or tactile signals. The
devices are hand held, or chest, head, wheelchair, or cane mounted, and usually serves to provide
supplementary information during travel. Individuals using ETAs can learn to interpret information
they receive from the device about obstacles that may be in their direct path, about "openings" in
hallways, and about drop-offs or inclines in the travel surface. They may also be used to enhance
trailing abilities. Mobility devices serve as an "extension" of the user's arm(s), hand(s), and fingers, and
provide protection from obstacles while allowing access to needed information about the environment.
Sometimes the environment in and around is required to be adapted and modified to allow a child to
move more independently rather than just making things easier for him. Hence while adapting or
changing the physical environment, ensure that changes are increasing the child's independence and
will benefit all the children in Natural way.
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Introduction

These terms are used as per the 2014 World Health Organisation (WHO) definitions, where
impairment relates to “a problem in body function or structure”, and disability is “an
umbrella term, covering impairments, activity limitations, and participation restrictions” In
the context of this study, an eye condition is an impairment; and a disability is the effect an
eye condition has on an individual’s ability to function in the social and physical world. This
discussion begins therefore with clinical perspectives of vision loss, summarizing medical
categorizations and clarifying terminology used throughout the study. The chapter then
discusses attempts to understand and frame the concept of blindness as a disability through
the use of theoretical models. Three dominant approaches are considered: the medical model,
social models of the United Kingdom and United States, and the bio psychosocial approach
of the WHO International Classification of Functioning, Disability and Health (ICF) (World
Health Organisation, 2001) Bl. The use of language relating to blindness is considered,
including common myths and stereotypes, and how these relate to issues of stigma and social
identity relating to blindness and the use of the white cane.

The International Classification of Functioning, Disability and Health (ICF)

The International Classification of Functioning, Disability and Health (ICF) endorsed by the
WHO in 2001 B, provides a multi-perspective framework approach to the classification of
impairment. Human functioning is defined at three levels: body; person; and person in
society, with disability involving dysfunction at one or more of these levels and expressed in
terms of “impairments, activity limitations and participation restrictions” (World Health
Organisation, 2001 B, In order to contextualise these levels, the ICF takes into consideration
environmental factors, or the “physical, social and attitudinal environment in which people
live and conduct their lives” (p. 10). The framework attempts to Synthesised medical and
social perspectives and is designed for use across disciplines including education, medicine,
research and policy-making. There is no single definition of disability within the framework;
rather the ICF model recognizes that disability is positioned on a continuum of human
health, and a universal experience that can affect all people.
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United Nations, 2006

Persons with disabilities include those who have long-term
physical, mental, intellectual or sensory impairments which
in interaction with various barriers may hinder their full and
effective participation in society on an equal basis with
others (United Nations, 2006, p. 7) 161,

Sensory Integration Therapy

Sensory Integration therapy is the neurological process that
organizes sensation from one's own body and from the
environment and makes it possible to use the body
effectively within the environment. Sensory integration
disorders are central nervous system disorders characterized
by imbalance among the primary sensations of sight,
hearing, touch, taste, smell, vestibular or proprioception.
There are several sensory integration activities which can be
carried out in school (SSA, 2003). These activities help in
increasing muscles tone, reducing muscles tone, balancing,
improving writing skills etc. Sensory integration activities
such as jumping while sitting on a therapy ball, spinning on
a sit- and- spin, jumping on a mini trampoline and pushing
down on the top of their heads with their hands help in
increasing muscle tone. To reduce muscle tone, activities
like slow rocking and rolling, balance activities, weight
shifting activities, weight shifting in half-kneeling, shifting
from side- sitting to kneeling with hands on hips, smooth,
repetitive, alternating movements may be incorporated
during free play sessions or any other outdoor activities.
Some activities like animal walks such as crab walks, bear
walks, duck walk, push-ups on the floor or against the wall,
resistive exercises with elastic tubing, weight bearing on the
upper limb, cleaning chalkboards and table tops help in
bringing stability. Hand muscles can be improved through
activities of prewriting, handwriting and manipulative
activities on vertical surfaces, moving writing equipment
from the palm to the fingers of the hand, rotating pencil
from the writing to the erasing position etc.
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Fig 1: Red & white folding cane for people with deaf blindness
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Fig 2: Smart cane
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Fig 3: Using red & white smart cane

Intervention for Teaching Activities of Daily Living
Activities of daily living are "the basic activities we perform
for self-care such as eating, bathing, dressing, grooming,
personal hygiene, work, homemaking and leisure activities.
Accessibility to reach the ADL activities in the school
should be provided. Ramps and adaptive toilet facilities in
the school should be made compulsory. Proper lighting
facilities inside the premises should be provided and there
should be a caregiver to provide service during the ADL
activities.

Communication Intervention

Children with multiple disabilities face significant
challenges in the development of communication skills.
These difficulties arise due to the multiple associated
conditions. They do not get any information or motivation
from the environment around them due to which they tend
to be less responsive than their non-disabled peers. As a
result, people around them become less responsive.

These children also find it difficult to explore the
environment physically and using their senses like vision,
hearing etc. Thus, these children become passive and have
very limited opportunities to initiate and imitate objects. We
as teachers need to enhance the child's communication by
adding to the modes or ways he /she communicates. This
can be done by using objects, pictures, photographs, or
symbols to support or supplement the child's
communication. Teachers and parents can seek help from
speech therapists in developing communication skills of the
child. Most children with deaf blindness or multiple
disabilities use different modes for receiving information
and different ones for expressing information. Based on the
situation modes may be used. However, it is important to
remember that no single mode is more important than the
other and its use depends entirely on the child's needs and
situation.

The different modes of communication used in children
with DB/MD are tangible symbols, for example, object
cues, associated objects, pictures or photograph sand so on.
Children with MD also need a calendar system to help them
know about the different events and activities that are going
to happen during the day, week or month. For these
children, calendar is represented by placing objects or
pictures for each of the activities in separate compartments
or boxes. A calendar system helps the child to know what is
going to happen next. Calendar box can be made of various
materials such as wood, small plastic boxes, or shoe boxes
attached to one another.
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Alternate and Augmentative Communication (AAC)
Alternative and Augmentative Communication attempts to
compensate for limited verbal communication skills by
integrating symbols, devices, techniques, and strategies to
enhance or encourage communication. Alternative and
Augmentative communication includes "unaided modes" of
communication, such as gestures, signs and facial
expressions, or "aided modes"” ranging from the low tech-
such as drawings and tangible symbols-to the high tech-such
as speech-synthesized devices and laptop computers.

Sign Language

Sign language is the most obvious choice of communicative
skills that can aid communication and can be very effective
in children with dual sensory disabilities. The person with
deaf blindness uses tactile sign language to communicate.
The person puts his or her hands over the signer's hands to
feel the shape, movement and location of the signs. Some
people with deaf blindness with restricted but usable vision
(e.g., tunnel vision) may follow signs by holding the signer's
forearm or wrist and using their eyes to follow the signs
visually. This helps them follow the signs more easily.
Usually people with blindness or visually impairment who
lose their hearing later, or people with deafness or hard of
hearing who are depended on their speech reading and do
not know how to sign, prefer tactile finger spelling because
sometimes sign language can be difficult to learn. The
person with deaf blindness may prefer to put his or her hand
over the finger speller's hand, or on the signer's palm, or cup
his or her hand around the signer's hand. Similarly, people
with deaf blindness with little or no usable vision to speech
read another person by touch. They put their thumb on the
other person's chin, and their fingers on the other person's
cheek to feel the vibrations of the person's voice and the
movement of their lips. For individuals with autism, the use
of visual strategies and schedules has been an invaluable
tool for developing communication and helping with
understanding. Many individuals on the autism learn and
understand more easily when things are presented visually,
whether it is an object, photo or line drawing. These visuals
can be actual representations or symbols, and can be
presented as reminders or to help explain a task.
Alternatively, a non-verbal individual can use them to
communicate. The Picture Exchange Communication
System (PECS) is a type of AAC technique with which
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individuals with autism learn to communicate using picture
cards (Maanum, 2009). Fluent users of PECS can use
several pictures to make easily understandable and
grammatically correct sentences. PECS begins by teaching
an individual to give a picture of a desired item to a
"communicative partner”, who immediately honors the
exchange as a request. The system goes on to teach
discrimination of pictures and how to put them together in
sentences. Later, individuals are taught to answer questions
and to comment.

Assistive Devices to Support Communication

A variety of assistive devices, which include low tech and
high-tech devices, are used to help children with severe and
multiple disabilities in the classroom. It is very important
that the individual has a device that is most suited to them.
There is no "one size fits all". Some low tech and no tech
devices include signing and gestures, communication books
like about me, picture dictionaries, daily and weekly
schedules, picture boards, books with pictures, objects and/
or messages, alphabet board, communication boards etc.
High tech devices which include computers, head sticks and
adaptive switches allow children with MD to communicate
effectively with others. Some deaf-blind people use a Screen
Braille Communicator (SBC). This is a small, portable
device that enables them to communicate with sighted
people. The device has a QWERTY keyboard with an LCD
display on one side, and an eight-cell Braille display on the
other side. The sighted person types short text on the
QWERTY keyboard. The deaf-blind person reads the
printed text by placing his or her fingers on the Braille
display. He or she then uses the Braille display to type back
text. The sighted person can read the text on the LCD
display.

Teenage switch progressions allow children to press a
switch to activate activity based instruction on the computer.
Other types of assistive technology include speech
synthesizers, speech generating devices, alternative
keyboards, pointing systems, talking clocks and calculators,
voice recognition software, reading machines, magnification
software, phonic ear devices, telecommunication devices
and sound magnification systems. In unit-7, such devices
are discussed, which can be referred to, for detailed
information about such devices.
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Fig 4: Picture communication board
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Fig 5: Communication book

Intervention for Social Skills Training

A social skill is any skill facilitating interaction and
communication with others. Social rules and relations are
created, communicated and changed in verbal and nonverbal
ways. Interaction, socialization, sharing, use of resources
and participation in play activities assist in developing
social skills in children. Due to the various limitations as a
result of combination of disabilities, children often get
deprived of learning different social skills along with their
family members, friends, neighbors and others in their
community. Being a teacher, we need to create or modify
the environment in such a way that children with multiple
disabilities get ample opportunity to interact for their day-
to-day needs.

Educational Intervention

Children with MD also have the right to education along
with all other children. The school should have such
resources and facilities where all children receive instruction
that fits their individual skill levels and learning styles
Teachers should work together with special educators to the
benefit of all children, share their expertise in planning and
implementing strategies and support. The curriculum can be
adapted and modified as per the requirement of children.
Alternative lessons, materials and activities can be tailored
to individual needs and individual educational levels. The
school can plan and implement individualized education
programme (IEP), which is specifically designed to meet the
learning needs of each child and may be integrated and
transacted in the general classroom along with all other
children. The child with MD studying in regular schools
may require support services like therapeutic services,
training in plus curricular areas, resource rooms services,
special equipment, teaching learning materials, adapted
curricular and adapted teaching strategies. Resource support
could be given by the resource teachers and therapists
working in resource centers. Wherever this option is not
feasible, long term and short-term training of regular
teachers is undertaken. Intensive in-service teacher
education is necessary to sensitize regular teachers on
effective classroom management of children with special
needs

Conclusion

An Orientation and Mobility (O&M) Specialist provides
training that is designed to develop or relearn the skills and
concepts a blind or visually impaired person needs to travel
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safely and independently through his or her environment.
O&M specialists provide services across the life span,
teaching infants and children in preschool and school
programs, as well as adults in a variety of community-based
and rehabilitation settings. Although O&M specialists are
primarily responsible for O&M training, their work may not
always be done directly with the child. When the child is
very young, for example, the O&M may provide
consultation to the teacher of students with blindness or
visual impairment, occupational therapists, physical
therapists, early intervention specialists and the family. The
objective of this research was to identify the appropriate
content for an orientation and mobility (O&M) assessment
for young children. It is necessary to have a reliable and
valid assessment tool to evaluate whether young children
are making adequate gains in response to early intervention
efforts in O&M. Very little literature exists on the O&M
needs of children aged birth to 6 years because of the roots
in adult rehabilitation of the field of O&M. This article have
also concluded that a large number of persons with
disabilities are aware of orientation and mobility techniques
and their use in Home, Schools and Neighbors.
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