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Losing one’s sight, whether gradually or suddenly, places great demands upon the individual at practical, cognitive and emotional levels. Traditional independence training, whether by way of mobility or more general daily living skill training, is usually undertaken by sighted professionals who themselves have learned to undertake such tasks without the assistance of vision, and the use of blindfolding during training both ensures that the trainee is unable to utilise their sight and proves at first hand that successful completion of such tasks is possible without sight.

All of this must be seen in the context of the professional being able to take off their blindfold outside of lessons and continuing to rely on sight for everything else once they have completed their training. But for the client, blindness is a permanent condition, and for all clients it is one visited upon them unbidden and unwelcome. There is no return to the old self, the self that could take sight completely for granted and for whom good eyesight enabled the individual to jump into their motor vehicle and dash down to the local store almost without thinking; put on make-up before attending a public function; make a good impression at a job interview, and so on.

Being deprived of the immediacy of sighted behaviour gives the individual pause for thought, and thought causes one to reflect on one’s situation as well as upon one’s self. Being denied the visual lure of the sighted world, individuals who lose their sight often become lost in thought for long periods, and those thoughts are often populated by negative images of blind people and the ways in which society has often construed them. Unsurprisingly, such ruminations can often give rise to negative feelings such as anxiety that one may never again be able to cope with all of life’s demands, or depression arising out of an unfavourable comparison of one’s present self with one’s former self.

As a consequence of this, one’s image of one’s self can become painfully negative. Two main factors can be identified which operate to reinforce one another, producing a vicious cycle often leading the individual into feelings of self-pity, worthlessness, hopelessness and despair, robbing the individual of any sense of self-worth and even suggesting suicide as the only way out of the psychological pain.

The first is the legacy of centuries of sighted authors and artists portraying blind people as helpless, worthy of pity and even to be avoided (Dodds, 2007). The character Blind Pew in Stevenson’s Treasure Island, or the central figure in Millais’ painting The Blind Girl, to give but two, convey powerful, even subliminal messages that blind people are different from sighted people on almost every level. That such stereotypical images should survive suggests that they serve to reassure sighted people that they understand blindness without really having to think about it, or to make them think twice before doing anything rash or immoral for fear of being punished by blindness.

The second source of negative cognitions is the very realisation of helplessness that pervades consciousness at the outset when sight fails. The first reaction is to remain as immobile as possible, for fear of hurting one’s self or of breaking something. Gradually, tentative behaviours may emerge such as groping along a wall indoors, or making a cup of tea, but without any professional help, the individual may progress little further. So that one comes to perceive one’s self as incompetent compared to other people. This can progress into a realisation that one is dependent upon other people, reinforcing the helplessness offered by the societal stereotype. Thus the helpless hand of blindness fits perfectly into the societal glove, and the individual feels compelled to believe that they have changed irrevocably as a person, and changed for the worse at that.

Psychologists have long realised that the individual’s model of the self can be a strong determinant of how they cope with life’s demands and to what extent they may be motivated to attempt new tasks. Tuttle (1984) has devoted an entire book to the subject of self-esteem in relation to psychological adjustment to blindness. Self-esteem is a concept that psychologists would call a hot cognition; in other words, it has an emotional component to it. It basically reflects how an individual thinks and feels about him or herself. When self-esteem is high, we call it the feel-good factor. When it is low, we feel bad.

Coopersmith (1984) has identified two main sources of self-esteem. The first arises out of unconditional positive regard received from one’s parents in early childhood. The second arises out of perceived competence in adulthood. People who miss out on the first may compensate, even overcompensate, by acquiring competencies admired by others. In my own professional experience, an individual lacking in core self-esteem from childhood is likely to be vulnerable when their competencies are threatened through loss of sight, whereas the individual with high core self-esteem is less likely to be overwhelmed by sight loss.

In a large-scale research project lasting some six years and involving over four hundred blind and visually impaired subjects, the Blind Mobility Research Unit at Nottingham University recognised the importance of self-esteem and examined its relationship with other psychological factors identified in the process of psychological adjustment (Dodds, 1989; 1991; Dodds et al., 1991; 1994). The research practically forced itself upon us, as the research team was granted access to clients presenting for rehabilitation at a residential centre run by the Royal National Institute for the Blind. During the course of routine interviews addressing other research concerns, clients would often unburden themselves to anyone with a ready ear and time to devote to listening.

Personal stories of great complexity emerged, and personal narratives began to fill researchers’ minds. Only too soon, the vastness of the task in understanding the many psychological factors involved in adjustment to sight loss became apparent, and many months of library research and concentrated thought followed before a tentative first step was taken of preparing a detailed questionnaire and piloting it during the first phase of the research.

We identified several factors which we intuitively felt might bear some relationship to one another, and which collectively might be considered as candidates for a model of adjustment that was based on what people actually said to us as well as on mainstream psychological factors identified by workers in other fields. We had observed that most clients were very anxious about their future. Many clients were clinically depressed and some were suicidal. Almost all clients expressed negative feelings about themselves. Most held negative beliefs about blindness and none regarded a blind person as having any intrinsic worth. All clients were apprehensive about being able to succeed at the tasks demanded of them. Some clients felt that their lives were out of control. Others expressed gratitude to their rehabilitators, but attributed their successes to their, rather than their own efforts.

Our questionnaire ended up containing fifty-five items under the headings of Anxiety; Depression; Self-Esteem; Self-Efficacy; Locus of Control; Attitudes to Blindness; Acceptance of Blindness, and Attributional Style. Clients were asked to agree or disagree with statements and this was scored on a Likert scale, enabling us to measure agreement/­disagreement. Once we had converted beliefs and attitudes into numbers, we then looked at how the variables related to one another, if at all. The results were both gratifying but baffling: the resulting correlation matrix revealed that everything related to everything else! At this point we decided that we needed more powerful statistical tools to help us establish the direction of causality among the factors.

We subjected the data to structural equation modelling in which a target model is specified and competing theoretical models are compared for best fit to the data. The first model was the null model, i.e. the variables identified are unrelated to self-esteem (which we knew was false but which the procedure demanded). The second model was what might be construed as a counselling model, i.e. that self-esteem is a product of changing attitudes to blindness. The third model was what might be considered a behavioural model, i.e. that by giving the individual practical skills their self-esteem improves.

Results supported aspects of both the counselling and the behavioural models. Figure 1 illustrates the relationship between the variables identified at the outset of the research. Solid lines indicate statistical significance, whereas dotted ones do not. The strength of the relationship between variables is shown as a correlation coefficient. From the model it can be seen that attitudes affect the degree to which one accepts one’s sight loss. This in turn affects one’s sense of agency, operationalised as Self-Efficacy and locus of Control.

Feeling that one is both able to undertake and likely to succeed at rehabilitation tasks produces feelings of self-worth, operationalised in terms of Self-Esteem, coupled with an absence of anxiety and depression. From the model emerged what we have termed latent variables’, viz Self as Agent and Internal Self Worth, and those latent variables are composed of the initial variables.

Such a model helps us to understand how, on the one hand, cognitions and feelings about the self relate to what might traditionally be construed as motivational factors. The model also helps us understand how best to assist the individual in making behavioural, cognitive and emotional adjustments to sight loss. One individual may only require the acquisition of a set of independence skills. Another may require counselling or cognitive/behavioural therapy directed at changing negative attitudes and beliefs. Again, an individual may be suffering from depression caused by both the lack of skill and negative attitudes/beliefs.

The research questionnaire is now called the Nottingham Adjustment Scale. It has been translated into a number of languages, including Japanese, and data collected by other researchers has been analysed and the factor structure identified in the original research has largely held up, suggesting that the experience of sight loss may be a universal one, free from cultural context. Other workers have developed the original ideas further and ONCE have produced a pack of psychological instruments which they routinely use as screening tools (Pallero et al, 2002).

We have come a long way from our narrow focus on Self-Esteem, and in the process we have managed to highlight a complex interaction between factors identified by other workers, some in the field of sight loss, some in other fields of research altogether. I would like to think that the Nottingham model will come to take its rightful place alongside other rehabilitative models, and that much of the grief model that has informed interventive work will be seen to be a false trail. As others have pointed out, the loss model is more of a story than a scientifically verifiable account of the psychological responses to sight loss (Inde, 1988).

However, counsellors and skill-oriented rehabilitation professionals may draw comfort from the fact that the ways in which the individual comes to construe him or herself can be influenced through two quite different and often complementary routes: through changing thoughts and beliefs, and by changing levels of behavioural competence. It is hoped that the Nottingham Adjustment Scale, developed through systematic empirical research with a very large sample, can help identify the factors most relevant to the individual’s rehabilitation needs.

It is also hoped that the instrument can be used as a screening tool to identify those who may need urgent psychological support and possible referral to a mental health professional before they can be realistically expected to undertake skill acquisition. The scale can also be used as an initial screening outcome measure, an adjunct to existing ways of evaluating rehabilitation outcome, forming part of the audit process within an organisation. After all, some clients never achieve the levels of independence envisaged for them at the outset, but they may nonetheless benefit enormously from their rehabilitation experience. Those benefits can now be measured.
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