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INDEPENDENT LIVING INTRODUCTION

"Independent Living is not doing things by yourself, it
is being in control of how things are done ..." 

Judy Heumann

GOAL

The ultimate goal of Independent Living is for people
with disabilities to live and participate in an integrated
community.

OBJECTIVES

The objectives of Independent Living are for people
with disabilities to:

• have equal access to programs and services,
• make their own decisions and control the 
care they receive,

• get the support of other persons with 
disabilities,

• become leaders and have a chance to 
make changes,

• be productive and contribute to their 
communities,

• search for the possibilities to live as 
they choose.
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THE MOVEMENT FOR INDEPENDENT LIVING: 
A Brief History

By: Maggie Shreve, Consultant*

ATTITUDES STARTED IT ALL

A brief look at the history of how people with disabilities
have been treated by various Western cultures can help us
see how the movement for independent living began in this
country. From nomad tribes to social change in the 1960s,
people with disabilities have played various roles in their
societies. What is occurring now is the horizon of a new age
for people with disabilities.

The nomads considered people with disabilities useless
because they could not contribute to the wealth of the tribe.
Nomads left people with disabilities to die whenever the
tribe moved on to a new location.

The Greeks sought rational reasons for disability. They
reached such conclusions as: epilepsy was a disturbance of
the mind; and people who were deaf could not learn
because communication was essential to learning.

Early Christianity brought a period of sympathy and pity
toward people with disabilities. Churches organized services
for people with disabilities within their congregations and
homes. Many Christians held superior attitudes towards
people with disabilities which resulted in a general loss of
autonomy. To many, disability represented impurity of some
kind. This impurity could be purged through worship and
forgiveness of sins, including the belief that with enough
prayer and rituals the disability could be eliminated.

During the Middle Ages, Christians became fearful of people
with disabilities as their attraction to supernaturalism
increased. People with disabilities were ridiculed, such as
court jester who was actually someone with a humped
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back. People with disabilities were not only ridiculed but
persecuted as well. Disability became a manifestation of
evil.

The Renaissance brought the initiation of medical care and
treatment for people with disabilities. Education was
available to people with disabilities for the first time in
Western recorded history. An enlightened approach to social
norms and dreams for a better future seemed to encourage
active participation of people with disabilities in their
respective communities.

This is not to say that people with disabilities were not often
institutionalized. Periods from the Renaissance through
World War II indicated that society believed people with
disabilities might be educated, but usually in "special"
schools, far from urban or heavily populated areas.

This institutionalization led to the ultimate in abuse during
the 1930s in Hitler's Germany. People with disabilities, most
notably those with mental retardation and mental illness,
became the Gestapo's first guinea pigs in medical
experimentation and mass execution. Before the SS began
mass extermination of Jews, Gays and Lesbians and other
minorities and their supporters, people with disabilities
were all put to death by Hitler's concentration camp staff.

In America, the colonies' first settlers would not admit
people with disabilities because they believed such
individuals would require financial support. Colonists
enacted settlement laws to restrict immigration of many
people, including those with disabilities. This did not, of
course, prohibit people with disabilities from being born in
the colonies or acquiring disabilities after they were already
settled here.

But by 1880, after the development of almshouses for
people who were poor or in need of basic support, most
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states and territories had programs for people with specific
types of disabilities. Most of these programs were large
institutions where people who were blind, deaf, mentally
retarded or otherwise physically disabled were sent for
treatment, education or to spend their entire lives.

The movement west, otherwise known as the American
Frontier Movement, inspired a peculiarly American belief
that social ills could be eradicated by local initiatives. The
concept of "rugged individualism" was born in the American
Frontier and still maintains a powerful hold over political
debate today. In fact, the desire for independent living
today carries with it the seed of many "rugged individualist"
ideals. For some people with disabilities, this meant they
need not be condemned because they could not earn their
own living. Some community-based services began to
emerge but people with disabilities were still usually
segregated from society as a whole. Rural areas were the
only places where people with disabilities tended to live
with their families in integrated settings.

Rehabilitation services on a broad scale were introduced as
a federal program following World War I. The emphasis for
these first rehabilitation programs was on the veteran with
a disability who was returning home to the United States.
The need for training or re-training created the first
federally funded program for people with disabilities -- a
program now known as the federal-state vocational
rehabilitation system.

During the 1940s, the blind community argued for separate
services for people who were blind based upon belief that
people who were blind did not need rehabilitation but
education. Advocates who were blind argued that
rehabilitation is based upon a "medical model" where the
person who is blind needs to be treated and cured rather
than educated to live with blindness. The debate over what
approach to use resulted in a "split" within the vocational
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rehabilitation program, allowing state vocational
rehabilitation agencies and agencies serving the blind to
become separate entities within a state.

Not until the social change movements during the 1960s
were other major services for people with disabilities
seriously considered by federal legislation. Although the
Social Security system provided benefits to those who had
earned sufficient income over a long enough time period
and had become disabled (i.e., unable to work), there was
no attempt to broaden the base of services for people with
disabilities beyond the vocational rehabilitation approach.
For the first time in U.S. history, consumers, advocates and
service professionals began an intensive examination of the
human service delivery system to decide what was missing.
Community-based programs for people with disabilities
began growing all over the nation in an attempt to fill the
gaps left by these missing services. New concepts, new
technology and new attitudes were beginning to make a
difference in the lives of people with disabilities.

THE IMPACT OF OTHER SOCIAL MOVEMENTS

Five other social movements of the 1960s and 70s
contributed to the evolving movement for independent
living for people with disabilities. These were:

• Civil rights movement
• Consumerism
• Self-help
• De-medicalization
• De-institutionalization

According to Gerben DeJong in his paper, "The Movement
for Independent Living: Origins, Ideology and Implications
for Disability Research," these five social movements
created the necessary atmosphere for the current activities
of both the disability rights movement and the development
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of centers for independent living. Centers still emphasize
the primary principles of these other five movements in
their services and advocacy approach.

Starting with the Center for Independent Living (CIL) in
Berkeley, California in the late 1960s, disability rights and
independent living concepts merged into one operational
organization. Essentially, individuals with disabilities joined
together to protest their exclusion from society's
mainstream and to demand more humane, non-medical
attention from the nation's service delivery system. By
1972, there were at least five states where CILs similar to
the Berkeley model had been established. These new
organizations, run by people with disabilities for people with
disabilities, were trying to respond to a rising demand from
the disabled community for control over their own services.

Much of this demand sounded like the civil rights movement
led by African-Americans during the 1950s and 1960s.
People with disabilities pointed out that -- just like other
minorities -- they were being denied access to basic
services and opportunities such as employment, housing,
transportation, education and the like. Like Rosa Parks,
people with disabilities want and need to be able to ride the
bus. The only difference is that Rosa Parks as an African-
American woman was not permitted to sit in the front of the
bus while people with disabilities just want to get on the
bus.

Consumerism, a movement led by well-known national
figures such as Ralph Nader, contributed another element to
the growing disability rights and independent living
movement. People with disabilities were, for the first time,
stressing their role as consumers first and "patients" last. In
other words, individuals with disabilities wanted the right to
educate themselves and decide for themselves what
services and products they wished to purchase (even if a
third party was paying for the service or product). As
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"clients" or "patients," people with disabilities were rarely
given any autonomy or power over the services and
products they would use.

Self-help is nothing new in the United States, but organized
self-help programs are relatively new. The original non-
professional, self-help program which is best known in the
U.S. is Alcoholics Anonymous. Having a severe disability
may not be exactly the same as having a problem with
alcohol, but a strong parallel remains. Leaders of the
disability rights and independent living movement believe
that only persons with disabilities know best how to serve
others who have the same or similar disabilities. The
concept of "peer" counseling and self-help groups are the
most common methods for addressing this parallel.

De-medicalization and de-institutionalization share certain
common characteristics. De-medicalization for people with
disabilities means removing the involvement of medical
professionals from the daily lives of individuals with
disabilities. People with disabilities are not "sick." They are
disabled and not dependent upon medical professionals for
every day needs. The perfect example of a "de-medicalized"
service for persons with severe mobility disabilities is that
of "personal assistance." Personal assistance is a consumer-
directed service whereby the person with the disability
recruits, hires, trains, manages and fires his or her own
personal assistants. When consumers with disabilities are
allowed to buy the services they need for daily survival from
whomever they choose, they have "de-medicalized" the
service. Unfortunately, the vast majority of services
provided to people with disabilities are still rooted in the
"medical model," regardless of the individual's needs and
desires.

De-institutionalization, which began in response to large
mental health facilities for those who are mentally ill or
mentally retarded, follows the principles of de-



13

medicalization. Most institutions are staffed by medical
personnel, even if residents are not ill. Since many such
individuals are only disabled by some permanent type of
condition, placement in institutions is inappropriate and are
by far more costly than providing those same residents with
the support services they need to live in their chosen
communities. The disability rights and independent living
movement is working towards the development of those
other non-medical and community-based services which
would assist institutionalized persons to move back to their
home towns or areas.

The disability rights and independent living movement is a
compilation of all five social movements as they pertain to
and are defined by people who have disabilities.

INDEPENDENT LIVING AND 
TRADITIONAL REHABILITATION

Since most traditional rehabilitation programs are built
upon the "medical model" of service delivery, the disability
rights and independent living movement promotes a
completely different approach to service delivery.
Independent living as a movement is quite unique
compared to existing programs and facilities serving people
with disabilities. Centers for independent living across the
nation are working toward changing their communities
rather than "fixing" the person with a disability. CILs were
originally defined by the first CIL in Berkeley and now are
commonly referred to as consumer-controlled, community-
based, non-residential not-for-profit organizations
providing both individualized services and systems advice.
Referring again to Gerben DeJong, traditional rehabilitation
and independent living programs see the problems
associated with disability from two different (almost
opposite) perspectives. DeJong has put these differences
into a chart which is re-printed on the next  page.
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The rehabilitation paradigm defines the problem with
disability as the actual physical or mental impairment
whereas independent living defines the problem as the
dependence upon professionals and others. Under the
rehabilitation paradigm, the person in control of service is
the person with a disability, i.e., the consumer. In the
rehabilitation model, the desired outcome of service
delivery is maximum physical or mental functioning (or, as
in vocational rehabilitation, gainful employment). Desired
outcomes in independent living are tied to having control
over one's daily life. Control does not necessarily mean
having the physical or mental capacity to do everyday tasks
for one's self. For some disability groups, complete control
may not be possible, but the independent living movement

Rehabilitation Independent Living
Paradigm Paradigm

Definition of problem physical or mental dependence upon 
impairment; lack of professionals and 
vocational skill others

Locus of problem in the individual in the environment; in 
the medical and 
rehabilitation process

Solution to the problem professional  barrier removal; 
intervention; treatment advocacy; self-help; 

consumer control over 
services

Social role individual is a "patient"  individual is a 
or "client" "consumer" of services

Who controls professional Consumer

Desired outcomes maximum self-care; independent through 
gainful employment control over acceptable 

options for every day 
living
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continues to work toward complete consumer control
wherever and whenever possible.

These philosophical differences may be hard to realize when
thinking about services and programs in your local area.
Obviously, every community needs the rehabilitation
paradigm for the provision of adequate medical-based
services. But, more importantly, each community needs an
equal amount of service and attention from services and
advocacy stemming from the independent living paradigm.
Currently, 99% of all public dollars go into the rehabilitation
paradigm while less than 1% goes into independent living.

Picture if you can, a town where every curb has a curb cut
and ramp - where children with disabilities are fully
integrated into all schools and all grades with non-disabled
children - where there are no institutions or "state schools"
but many scattered small group homes for those with
disabilities so severe that they are not capable of controlling
their every day lives - where buses are equipped to pick up
any type of passenger, including those who use wheelchairs
or have other mobility impairments - where closed or open
captioning is available on every TV station and for every
program - where in-home services are available at any time
and for any person, regardless of type of disability or level
of income.

Such a picture is possible. Based upon historical
developments such as those cited above, upon the
numerous federal, state and local laws currently in place
and those to come, and upon the pure energy, dedication
and drive of people with disabilities in this country, a new
vision of the United States is becoming a reality. Now, with
the passage of the Americans with Disabilities Act of 1990,
we have full recognition of the harm done by discriminating
against people with disabilities and a federal law which will
assist the movement in creating the picture – A picture of
equal opportunity and access for all. A picture shared by
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people involved in both the traditional rehabilitation system
and the newer, younger disability rights and independent
living movement.

Some material about the history of the role of people with
disabilities in various societies was drawn from an
unpublished paper titled "Attitudes Toward the Disabled: An
Historical Perspective," by J.K. Hannah and M.L. Jones
(1982) at the Research and Training Center on Independent
Living at the University of Kansas. Their work used
information from Frank Bowe in his book, Handicapping
America.

FEDERAL LAWS SUPPORTING INDEPENDENT
LIVING MOVEMENT

1968 Architectural Barriers Act (designed to eliminate
architectural barriers in all federally owned or leased
buildings)

1970 Urban Mass Transit Act (required that all new
purchases of mass transit vehicles be life equipped; APTA
sought and won a court injunction barring implementation
of the proposed regulations)

1973 Rehabilitation Act (Section 504 and related non-
discrimination provisions in programs receiving federal
funds)

1975 Developmental Disabilities Bill of Rights Act
(Protection & Advocacy or P&A agencies in each state
established)

1975 P.L. 94-142, Education of All Handicapped
Children Act (written to require a free, appropriate public
education for children with disabilities in the least restrictive
environment; mainstreaming children with disabilities into
regular classrooms)
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1978 Rehabilitation Act Amendments (Title VII,
Comprehensive Services for Independent Living, was
created; Part B funded creation and operation of "centers")

1983 Rehabilitation Act Amendments (mandated that
each state operate a Client Assistance Project or CAP; Title
VII Part A funded by services for IL clients - a concept
parallel to the basic VR program)

1985 Mental Illness Bill of Rights Act (Expanded P&As
to cover mental illness)

1986 Rehabilitation Act Amendments (advocates
fought for and won "consumer control" for Title VII Part B
center boards; supported work programs created and
funded)

1988 Air Carrier Access Act (designed to provide for
equal access on private airlines)

1988 Civil Rights Restoration Act (clarified that any
organization or corporation receiving federal funds may not
discriminate in any of their programs)

1988 Fair Housing Act Amendments (prohibits
discrimination against people with disabilities in housing
and creates universal design in new construction
provisions)

1990 Americans with Disabilities Act (creates broad
civil rights protections for people with disabilities modeled
after the Civil Rights Act of 1964 and Section 504 of the
Rehabilitation Act of 1973)

* Maggie Shreve is a consultant to ILCs. This paper was
written under a federal grant for an ILC Training Module,
around 1982.
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The Arizona Statewide 
Independent Living Council

(AZ SILC) is a non profit corporation established in 
accordance with the Rehabilitation Act.

MISSION

The mission of SILC is to facilitate systemic changes
that promote the dignity, inclusion, independence,
and nondiscrimination for all people with disabilities in
Arizona.

FOCUS

The focus of AZ SILC is to:
• Evaluate and advocate for programs and services
that help people with disabilities throughout the 
State live independently,

• Promote and support the growth of independent 
living programs and services,

• Work collaboratively with the Arizona 
Rehabilitation Services Administration (AZRSA) 
on developing and drafting the State Plan for 
Independent Living, and

• Advise policy makers and service providers 
about disability related issues.

MEMBERSHIP

The current members of SILC represent Arizonans of
all disabilities, ages, ethnicities, and genders from
around the state.  It is a community oriented group.

Council members are appointed by the governor and
must include:
• a voting majority of people with disabilities who 
are not employed by the state or a Center for 
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Independent Living (CIL),
• at least one director of a Center for 

Independent Living,
• at least one representative from any of the 

121 Native American Rehabilitation projects 
in the state,

• a representative from the Arizona 
Rehabilitation Services Administration,

• representatives from other state agencies 
that provide independent living services and

• other appropriate individuals.

COMMITTEES:

• Executive – directly supervises the executive
director, monitors the budget, and oversees
the fiscal management of the council.

• Community Collaboration – establishes 
working partnerships with other community
groups in order to use all available resources
and avoid overlapping efforts.

• Membership and Nominating – identifies and
recruits candidates for council membership 
and oversees the election of new officers.

• Networking and Resources – promotes and 
supports communication among the CILs, 
assess capacity to provide services, and 
identifies potential resources to build 
capacity.

• Public Policy – works with legislators and 
other policy makers to advocate for issues 
that affect people with disabilities.

• Training and Education – conducts 
presentations and distributes materials 
related to SILC activities and disability 
related issues.
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For more information or questions,
please contact the SILC office at 

(602) 262-2900

Tony DiRienzi, Executive Director –
silctonyd@qwest.net

Sharon Engelhardt, Executive Assistant –
silcsharon@qwest.net

Or 

visit the AZ SILC website at 
www.azsilc.org
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WWhhaatt iiss aann IInnddeeppeennddeenntt LLiivviinngg CCeenntteerr??

Independent Living Centers are typically non-residential,
private, non-profit, consumer-controlled, community-based
organizations providing programs and services by and for
persons with all types of disabilities. Their goal is to assist
individuals with disabilities to achieve their maximum
potential within their families and communities.

Independent Living Centers also serve as a strong advocacy
voice on a wide range of national, state and local issues.
They work to assure physical and programmatic access to
housing, employment, transportation, communities,
recreational facilities, and health and social services. These
are just a few of the services offered.

There are more than five hundred Centers for Independent
Living (CILs) or branch offices in the United Sates.  

The CILs in Arizona are: 

ABIL -Arizona Bridge to Independent Living
1229 East Washington
Phoenix , Arizona
602-256-2245
1-800-280-2245
www.abil.org

ASSIST! to Independence
P.O. Box 4133
Tuba City, AZ 86045
928-283-6261
928-283-6267 (TTY)
1-888-848-1449
www.assisttoindependence.org
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DIRECT Center for Independence, Inc.
1023 N. Tyndall
Tucson, AZ  85719
520-624-6452
1-800-342-1853
www.directilc.org

New Horizons Independent Living Center
8085 East Manley Dr.
Prescott Valley, AZ  86314
928-772-1266 (V/TTY)
1-800-406-2377
www.newhorizonsilc.org

S.M.I.L.E. - Services Maximizing Independent Living
Empowerment 

1929 S. Arizona Ave, Suite 12,
Yuma, AZ 85364
928-329-6681
928-782-7458 (TDD)
1-866-239-7645
https://volunteer.united-e-way.org/
snap-211/org/1482438.html
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WHAT ARE INDEPENDENT LIVING REHABILITATION
SERVICES (ILRS)? 

The Independent Living Rehabilitation Services (ILRS)
program is a federally funded program through Title VII,
Chapter I, Part B of the Rehabilitation Act.  

Through this legislation, states are mandated to maximize
leadership, empowerment, independence and productivity
of individuals with disabilities by promoting a philosophy of
independent living. This includes consumer control, peer
support, self-help, self-determination, equal access and
individual and systems advocacy.  

The ILRS program is focused on providing four core 
services: 

Independent Living Skills training; 
Information and referral to appropriate 

agencies or providers; 
Individual and systems advocacy; 
Peer support and counseling and/or mentoring. 

AM I ELIGIBLE FOR INDEPENDENT LIVING
REHABILITATION SERVICES?

To be eligible, you must be a person with a significant
physical, mental, cognitive or sensory impairment which
substantially limits your ability to function independently
within your family, your home and your community. 
There must be a reasonable expectation that Independent
Living Rehabilitation Services will assist you to improve
your ability to function, continue functioning or move
towards functioning independently. 

The ILRS program will accept referrals for individuals, who
would like to achieve a self-directed and independent
lifestyle. 
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Not everyone with a disability is eligible to receive services
through ILRS, but no person will be denied the right to
apply. 

WHAT ARE THE SERVICES PROVIDED THROUGH
ILRS? 

Services are time-limited and always directed towards
achieving an independent living goal. Individuals who meet
eligibility criteria work closely with an ILRS counselor to
identify objectives in the areas of personal and/or home
management or integration into the community. 

Services are provided based on individual needs,
independent living goals and available agency funding.
Some services are subject to a determination of the
consumer’s financial needs. You or your family may
participate in the associated costs, but it is not a
requirement for receiving services. If you become an ILRS
client, your ILRS counselor will work with you to develop
your Independent Living Plan.  

THE ILRS PROGRAM IS NOT: 
a medical program; 
a program that pays for goods or services that are 

provided by other programs; 
a program that pays for daily living expenses; 
a program that provides goods or services that are not 

related to an independent living goal. 

WHAT MAKES FOR A SUCCESSFUL OUTCOME IN ILRS? 

The rehabilitation process is designed as a cooperative
effort between you and your ILRS counselor. A commitment
to achieve greater independence, a willingness to examine
your strengths and abilities, and open communication
between you and the counselor are essential to a successful
rehabilitation program. 



33

HOW CAN I APPLY FOR INDEPENDENT LIVING  
REHABILITATION SERVICES? 

Call the regional office closest to you. Staff will put you in
touch with an Independent Living counselor from the
Rehabilitation Services Administration (RSA) in your area.  

REGIONAL OFFICE PHONE NUMBERS 

Region 1 - Maricopa County 
(602) 266-6752 (Voice) 
(602) 241-1048 (TTY) 

Region 2 – Pima, Cochise, Graham, Greenlee and
Santa Cruz Counties
(520) 628-6810 (Voice) 
(520) 388-9003 (TTY) 

Region 3 – Coconino, Apache, LaPaz, Mohave,
Navajo and Yavapai Counties 
(928) 779-4147 (Voice or TTY) 

Region 4 – Gila, Pinal and Yuma Counties 
(602) 266-6752 (Voice) 
(602) 241-1048 (TTY) 

RSA Administration,  
Program Services 
(602) 542-3332 (Voice) 
(602) 542-6049 (TTY) 
1-800-563-1221 (Within AZ only) 

RSA Website 
www.azdes.gov/rsa
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DISABILITY ETIQUETTE

SUGGESTIONS FOR DIRECT COMMUNICATION

1. Relax.  If you don’t understand what to say or do, let the
person who has a disability help put you at ease.

2. Follow the normal flow of conversation. Don’t accent the
disability, unless that is the focus of your conversation.

3. Be considerate of the extra time it may take a person
with a disability to say or do things.  Let the person set the
pace for talking or walking.

4. Speak directly to a person with a disability. Don’t assume
a companion or attendant to be a conversational go-
between.

5. If you are talking to a person who is deaf through a sign
language interpreter, speak directly to the person, not the
interpreter.  Do not say, “Ask him/her what his/her name
is”. Say: “What is your name?”

6. If you are speaking with someone who is blind, don’t
grab the person- but let the person know where your arm
is so he/she can hold it if they wish.  If you are walking
together, ask if he/she would like to know where a curb is.
(Some people are so adept with a cane or a dog that this
isn’t necessary).

7. If you are going to meet someone who uses a wheelchair
in a public place (restaurant, library, etc.), check to see if
the chosen location is accessible before you go.
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PERSONS WITH SPEECH DIFFICULTIES

1. Give whole, unhurried attention to the person who has
difficulty speaking.

2. Keep your manner encouraging rather than correcting.

3. Rather than speak for the person, allow extra time and
offer assistance when needed.

4. If you have difficulty understanding, don’t pretend.
Repeat as much as you do understand. The person’s
reaction will guide you and clue you in.

PERSONS WITH HEARING LOSS

1. If necessary, get the person’s attention with a wave of
the hand, a tap on the shoulder, or other signal.  Move away
from background noises.

2. Speak clearly and slowly, but without exaggerating your
lip movements or shouting.

3. Be flexible in your language. If the person experiences
difficulty understanding what you are saying, switch the
words around and rephrase your statement rather than
keep repeating.  If difficulty persists, write.

4. Place yourself facing the light source and keep hands,
cigarettes and food away from your mouth when talking in
order to provide a clear view of your face.  Speaking directly
into a person’s ear won’t help and could be harmful.

5. Look directly at the person and speak expressively. The
person who has a severe hearing loss will rely on your facial
expressions, gestures, and body movements to assist in
understanding. Use sign language if you and the person are
both familiar with it. Ask what the person prefers.
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6. When an interpreter accompanies a person, direct your
remarks to the person rather than to the interpreter.

PERSONS WITH VISION LOSS

1. It is appropriate to offer your help if you think it is
needed but don’t be surprised if the person would rather do
it himself.

2. If you are uncertain how to assist, ask the one who needs
assistance.

3. When addressing a person who is blind, it is helpful to
call them by name or touch them gently on the arm. Don’t
make them guess who you are. This could be embarrassing
for both of you.

4. When offering your assistance, grabbing their cane is
definitely out, and so is petting their guide dog. If you are
walking with a person who is blind, let them take your arm.
The person may feel most comfortable walking a half step
behind. Walk at your normal pace. After a few steps, ask
the person if you need to speed up or slow down. It is
helpful to speak casually and naturally about the terrain,
objects and buildings you are passing as you walk. Stop for
curbs and steps; let the person know if they should step up
or down. Once you have indicated up or down, proceed and
they will follow.

5. When you enter a room, say “Hi” and indicate who you
are. This should be done in a casual, matter of fact way. It
is also helpful to let the person know when you are leaving.
6. Shaking hands does not have to be awkward if you both
know what’s happening. Your acquaintance may start to
raise their hand, but will not be sure if you have seen it. Or
you may want to shake their hand. Easy: say something like
“Shake hands, friend.”
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7. Remember, you do not need to shout. Address the person
who is blind directly by name or with a light touch on the
arm. When in doubt, ask question; let the person who is
blind tell you the best way you can help.

8. Don’t worry about using words such as “see”, “look”, or
even “blind”. And don’t avoid them where they fit. You can
talk about blindness itself, if it comes up, and you both feel
comfortable about it.

A GUIDE TO WHEELCHAIR ETIQUETTE

1. Ask Permission. Always ask the person if he or she would
like assistance before you help. It may be necessary for the
person to give you some instruction. An unexpected push
could throw the person off balance.

2. Be Respectful.  A person’s wheelchair is part of his or her
body space and should be treated with respect. Don’t hang
or lean on it unless you have the person permission.

3. Speak Directly. Be careful not to exclude the person from
conversations. Speak directly to the person and if the
conversation lasts more than a few minutes, sit down or
kneel to get yourself on the same plane as the person in the
wheelchair. Also, don’t be tempted to pat a person in a
wheelchair on the head, as it is a degrading gesture.

4. Give Clear Instruction. When giving instructions to a
person in a wheelchair, be sure to include distance, weather
conditions, and physical obstacles, which may hinder their
travel.

5. Act Natural. It is okay to use expressions like “running
along” when speaking to a person in a wheelchair. It is likely
the person expresses things the same way.

6. Wheelchair Use Doesn’t Mean Confinement. Be aware
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that persons who use wheelchairs are not confined to them.
When a person transfers out of the wheelchair to a chair,
toilet, car or other object, do not move the wheelchair out
of reaching distance.

7. Children Are OK. Don’t discourage children from asking
questions about wheelchairs and disabilities. Children have
a natural curiosity that needs to be satisfied so they do not
develop fearful or misleading attitudes. Most people are not
offended by questions children ask them about their
disabilities or wheelchairs.

8. Some Persons Who Use a Wheelchair for Mobility Can
Walk. Be aware of the person’s capabilities. Some persons
can walk with aid, such as braces, walkers of crutches, and
use wheelchairs some of the time to conserve energy and
move about more quickly.

9. Persons Who Use a Wheelchair for Mobility Are Not Sick.
Don’t classify persons who use wheelchairs as sick.
Although wheelchairs are often associated with hospitals.
They are used for a variety of non-contagious disabilities.

10. Relationships Are Important. Remember that persons in
wheelchairs can enjoy fulfilling relationships, which may
develop into marriage and family. They have physical needs
like everyone else.

11. Wheelchair Use Provides Freedom. Don’t assume that
using a wheelchair is in itself a tragedy. It is a means of
freedom, which allows the person to move about
independently. Structural barriers in public places create
some inconveniences; however, more and more public
areas are becoming wheelchair accessible.
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