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ABSTRACT 

This study was designed to obtain and evaluate quantita

tive opinion measures from eight influential rehabilitation lead

ership groups regarding rehabilitation objectives and priorities 

for eleven disability target areas and three recipient age groups 

within each target area. Factors underlying the opinions were 

not addressed. 

A thorough review of the literature from 1965 through 

October 1972 revealed that a comprehensive set of precise objec

tives for the rehabilitation field could not be identified. 

Similarly, a definitive set of rehabilitation priorities could 

not be identified. It was shown that both of these findings are 

in conflict with primary emphasis areas of modern management 

theory. 

A survey instrument was developed to obtain quantitative 

measures of rehabilitation priorities. The instrument presented 

eleven disability target areas which were defined from the liter

ature . The target areas were: alcoholism; chronic physical dis

ability; criminality and delinquency; culturally disadvantaged; 

disabled disadvantaged; drug abuse; mental illness; mental re

tardation; physical disability; sensory and speech disability; 

and severe physical disability. 

x 



Each target area was subdivided into three recipient age 

groups (0-16, 17-64, and 65+). The groups were consistent with 

age categories used in relevant legislation. 

Individuals completing the instrument were instructed to 

indicate the degree to which they felt rehabilitation services 

should be focused, from a national standpoint, on each age group 

within each disability target area. A four-point scale was used 

to indicate maximum, average, minimum or no services. A split-

half reliability coefficient of .90 was obtained from exploratory 

use of the instrument, indicating a high degree of internal con

sistency for the instrument. 

Copies of the instrument were mailed to 303 individuals 

in eight rehabilitation leadership groups. The groups were se

lected to ensure a complete cross section of opinion and repre

sentation from every area of influence. A total of 216 complete 

and usable instruments was returned. Resulting data were ana

lyzed using analysis of variance, Scheffe's tests, and graphical 

descriptive techniques. 

Results of the overall analysis of variance of all data 

indicated six of seven factors tested were statistically signifi

cant at or beyond the .01 level. This finding indicated wide 

fractionalization among rehabilitation priorities. 

The most consistent finding was the assignment of low 

priorities to the 65+ age group. Highest priorities typically 

were assigned to the 17-64 age group. A second emphasis on 



preventive rehabilitation also was evident from priorities as

signed to youth. 

Analysis of individual leadership group priorities for 

each disability target area revealed marked fractionalization. 

Where consistent trends were observed, the data showed that re

habilitation leadership groups assigned very low priorities to 

disability target areas which are most costly to the national 

economy and to areas of social disability involving large numbers 

of people. The low degree of consistency among leadership pri

orities for the various disability target areas appeared to re

flect parochial interests and traditional roles rather than any 

central, nationally-based rationale. 

Based on findings of the study, it was recommended that 

an additional study be undertaken to examine the factors giving 

rise to the rehabilitation leadership's apparent disregard for 

unified, goal-oriented planning. A study was recommended to de

fine and examine political and social factors influencing reha

bilitation priorities . A study of the impact of the Budget of 

the United States on rehabilitation missions and roles was recom

mended . A comparative study of views held by Congress and the 

Executive Office of the President regarding rehabilitation objec

tives and priorities also was recommended. Additionally, a sur

vey of the citizenry was recommended to define the public's 

desires regarding priorities for disability target areas and re

cipient age groups. Finally, it was recommended that the present 

study should be replicated. 



CHAPTER 1 

INTRODUCTION 

Background of the Study 

American public opinion reflects deep concern about in

adequacies in rehabilitation services, both public and private, 

which this country offers its people. This is evident to anyone 

familiar with the rehabilitation literature. Soaring costs are, 

perhaps, the main reason for the negative public attitude, al

though costs are by no means the only factor. A number of other 

factors also can be identified. Services are fragmented; clients 

must go from one agency to another in frequently futile efforts 

to find the appropriate agency to deal with their problems; agen

cy hours tend to be set for the convenience of agency personnel 

rather than accommodation of client time constraints. Moreover, 

because of constraints imposed by the organizational structure of 

most agencies, numerous major gaps exist in the administration 

and delivery of rehabilitation services. Complaints such as 

these are representative of situations which the American public 

apparently no longer is willing to tolerate (Javits 1970, 

pp. 10-11. 

1 
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Impending Legislation 

Public pressures may soon result in the enactment of 

major new legislation at the federal level. Pending legislation 

could fundamentally alter both the scope and direction of future 

medical and rehabilitation services. Both medical payments and 

income assurance are involved. 

Within the next several years, Congress is likely to 

enact a oomprehensive medical insurance plan to provide coverage 

for almost everyone in this country. Regardless of whether the 

medical insurance bill will provide the broad coverage proposed 

by one segment of the political spectrum or the narrow coverage 

proposed by other segments, literally millions of additional 

physically disabled citizens would become eligible for physical 

restoration services. Regardless of the bill's final shape, such 

legislation will force major changes in the scope and coverage of 

physical restoration services . Moreover, enactment of new income 

maintenance legislation, along the lines of the initially pro

posed Family Assistance Plan and related manpower legislation, 

will have equally significant impacts on the range and types of 

disability groups which will be served through rehabilitation 

resources. 

Implications of 
Pending Legislation 

The implications of pending changes are far-reaching. 

Essentially, they will force agencies responsible for 



administering and delivering rehabilitation services to re-assess 

the scopes and directions of their rehabilitation missions. In 

large part, the future of the national rehabilitation movement 

will be determined by the accuracy with which rehabilitation 

leadership groups read and interpret combined legislative trends 

in the context of a total national health system, the accuracy 

with which the groups assess existing capabilities of the field, 

and the capabilities with which they synthesize these factors 

into valid rehabilitation missions. 

Pragmatically, the overriding implication of such changes 

for the field of rehabilitation is: leaders must redefine their 

objectives and priorities in accordance with national health pri

orities and areas of public concern, such as the need for in

creased emphasis on problems of dependency and the problems of 

the poor. Otherwise, the complex of rehabilitation services can

not progress toward a viable, national system for effective, ef

ficient delivery of needed services. 

Leadership Groups 
and Target Areas 

Two factors must be seen in proper perspective to accu

rately conceptualize the problem of redefining the field's objec

tives and priorities. The first factor is rehabilitation 

leadership groups. The second factor is target areas of disabil

ity. 
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With respect to leadership groups, it is necessary to 

recognize that, while there are many professional groups and 

associations in the field of rehabilitation, eight of these ap

pear to be particularly influential in determining the scope and 

direction of the rehabilitation movement in this country. The 

eight leadership groups are listed below. These groups formed 

the population investigated in this study. Rationale for select

ing the groups is presented in Chapter 3. 

A. Board of Directors of the National Rehabilitation Asso

ciation (NRA Directors). 

B. Board of Directors of the International Association of 

Rehabilitation Facilities (IARF Directors). 

C. Rehabilitation educators who administer graduate study 

programs in rehabilitation counseling (Rehabilitation 

Educators). 

D. Executives, Social and Rehabilitation Service (SRS Ex

ecutives ). 

E. Executives, Rehabilitation Services Administration (RSA 

Executives). 

F. State Administrators of state-federal programs for the 

blind (Blind Programs Administrators). 

G. State Administrators of state-federal vocational reha

bilitation programs (SFVR Administrators). 

H. Physicians who administer graduate study programs in 

physical medicine (PMR Administrators). 
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With respect to target areas of disability, it is neces

sary to recognize that people served by rehabilitation agencies 

fall into fairly well-defined categories or target areas. The 

Hidden Majority: Final Report of the California Rehabilitation 

Planning Project (California State Department of Rehabilitation 

1969) defined these target areas. Accordingly, the classifica

tion system selected for this study was adapted from the system 

employed in the Rehabilitation Planning Project report, reflect

ing only modifications which were necessary to broaden the 

classification system to fully meet national-level requirements. 

Nine of the disability target areas investigated in the 

study fall into two traditional and well-defined groups. The 

first group consists of those suffering some form of mental or 

emotional disability. The second group consists of those suffer

ing some form of physical disability. Target areas of disability 

in each of the two groups are shown below. 

Mental or Emotional Physical Disability 

Alcoholism Chronic physical disability 

Criminality and delinquency Physical disability 

Drug abuse Sensory and speech disability 

Mental illness Severe physical disability 

Mental retardation 

Two additional target areas investigated in the study do 

not fall uniquely into either of the traditional groups. One 

target area is the culturally disadvantaged. This consists of 
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persons who have experienced cultural and social deprivation, 

chronic poverty, and illiteracy. The second target area is the 

disabled disadvantaged. This consists of cultural disadvantaged 

persons who also have physical disabilities or mental or emo

tional disabilities. 

Leadership Commitments 
to Target Areas 

Management theorists agree that planning and unity of ob

jectives are fundamental prerequisites to the success of any or

ganization. Qualitative evidence indicates, however, that 

individual leadership groups and the collective group in the 

field of rehabilitation differ on priorities and objectives with 

respect to disability target areas and groups served within tar

get areas . This is the case because leadership groups differ in 

three basic respects: 

1. Values which they assign to different target areas of 

disability. 

2. Values which they assign to the needs of different age 

groups. 

3. Variations in professional composition, vested interests 

and other characteristics. 

These differences among leadership groups, individually 

and collectively, account for different priorities being assigned 

to various target areas and recipient age groups by different 

segments of the rehabilitation leadership. While the impacts of 
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the differences are apparent in a qualitative way, quantitative 

definition of differences in leadership group priorities is lack

ing. Broad-based, quantitative definition is needed, however, 

before unified corrective actions can be taken to overcome debil-

itative effects of such divergencies and to structure the founda

tion for a viable, national system for effective and efficient 

delivery of rehabilitation services. 

Statement of the Problem 

The purpose of the study was to evaluate rehabilitation 

leadership opinion among selected influential national and state 

leaders with respect to the field's objectives and priorities 

assigned to the objectives. To accomplish this, specific ques

tions were set forth to guide the study. Two sets of questions 

were framed, one at a general level and one dealing with more 

complex differences. Questions comprising the general set were: 

1. Do the eight rehabilitation leadership groups differ in 

their overall commitments of rehabilitation resources to 

the eleven disability target areas? 

2. Are there differences in commitments with respect to re

cipient age groups when leadership groups and disability 

target areas are combined? 

3. Are there differences with respect to commitments to dis

ability target areas irrespective of recipient age groups 

and when leadership groups are combined? 
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Questions comprising the second set focused on the more 

complex interactive influences of combination of factors examined 

in the study. Questions in this set were: 

1. Do the eight leadership groups vary in their commitments 

to the eleven disability target areas, regardless of re

cipient age groups? 

2. Do the combined leadership groups differ in their commit

ments to various age groups within each disability target 

area? 

3. Does each leadership group differ in its commitment to 

each age group, irrespective of disability target areas? 

4. Does each leadership group differ in its commitment to 

each age group within each disability target area? 

Significance of the Problem 

While there is voluminous expert opinion in the litera

ture on the question of objectives and of priorities applicable 

to those objectives for the field of rehabilitation, there is a 

dearth of definitive research on the subject of objectives and 

priorities; answers to questions that are basic and prerequisite 

to planning at all levels are not available. Yet they are ur

gently needed because with the major pending legislative changes 

in the health field very likely, rehabilitation leaders must re

define their objectives and priorities. Moreover if management 

theory is correct, to be most effective all areas of leadership 
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must agree, at least to a major degree, on such matters as those 

delineated in the preceding questions. There must be a general 

consensus on the areas of disability as well as the age levels 

within those areas on which the rehabilitation effort should fo

cus . Differences on priorities assigned to targets should be 

minimized. Differences with respect to age and type of disabil

ity should be resolved. Yet at present not even an assessment 

of differences has been made. 

It was the intent of this study to remedy this deficiency 

to some degree by providing some insight into the status of the 

deficiency. The information developed should be valuable for 

immediate and long-range administrative planning in the areas of 

manpower, facilities, and equipment; it should be valuable for 

curriculum planning. Finally, such information should be helpful 

in more realistic identification of needed research and demon

stration projects. 

Assumptions Underlying the Study 

This study of rehabilitation leadership opinion was based 

on the following assumptions: 

1. It was assumed that the opinions of rehabilitation lead

ers on objectives and priorities for the field could be 

measured by the survey instrument developed for use in 

the study. 

2. It was assumed that the data produced by the instrument, 

which approached interval level measurement, was 
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adequate for the statistical treatment employed in the 

study. 

It was assumed that the assumptions normally required for 

analysis of variance (measurement must be randomly drawn, 

and variances in the subgroups must be relatively homo

geneous) were not applicable because the study involved 

complete populations, not samples. 

It was assumed that responses to the survey instrument 

were an accurate reflection of leadership opinion. 

Limitations of the Study 

The following limitations of the study are acknowledged: 

This study objectively evaluated leadership opinion on 

objectives and priorities for the field of rehabilitation; 

however, it did not assess values placed on factors (for 

example, favorable cost-benefit-ratios, preventative re

habilitation advantages, humanistic concerns based on need 

and equity, etc.) by the leadership which underlie such 

opinion. 

As might be expected, the eight leadership groups used in 

this study did not include every influential rehabilita

tion leader; however, the cross section of opinion was 

judged to have been representative. 

Rehabilitation leaders not included within one of the 

eight leadership groups are not represented in the study. 



4. Generalizations and interpretations about the results of 

the study are relevant only to the populations and sub

jects included in the study. 

Definitions of Terms 

The following terms are defined within the context of 

their use in this study: 

1. Rehabilitation leader: Any member of any one of the 

eight populations included in the study: NRA Directors, 

IARF Directors, Rehabilitation Educators, SRS Executives, 

RSA Executives, Administrators of Blind Programs, DVR 

Directors, and PMR Administrators (physicians). 

2. Planning: Planning involves selection of organizational 

objectives and goals as well as determination of means of 

reaching them; this study is concerned primarily with the 

first part of planning (Blum 1968). 

Objectives: Objectives are tangible subdivisions of 

goals toward which specific programs are aimed (Blum 

1968). For purposes of this study, the objectives are 

the eleven disability target areas listed in the Ques

tionnaire (Appendix A) employed in the study. 

4. Priorities: Any organization such as rehabilitation has 

not one goal or objective but many. These goals and ob

jectives are not of equal importance. Ranking goals or 

objectives in order of importance is establishing pri

orities (Blum 1968). 
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5. Main effect: The effect of an experimental variable or 

treatment measured independently of other treatments, 

which form part of the experiment (Kendall and Buckland 

1960, p. 172). In this study the experimental variables 

were (a) the characteristics possessed by the leadership 

group members, (b) the values placed on the needs of age 

groups, and (c) the values placed on the importance of 

major target areas of disability. 

6. Interaction effect: In the factoral experiment a number 

of factors can be studied simultaneously, each at several 

levels; the interaction is a measure of the extent to 

which the effect (upon the dependent variable) of chang

ing the level of one factor depends on the level(s) of 

other factor(s) (Kendall and Buckland 1960, p. 141). 

7. Population: Any finite or infinite collection of indi

viduals (Kendall and Buckland 1960, p. 222). 

Summary 

Major legislative changes in the field of rehabilitation 

are under way. These changes make it necessary for leadership in 

the field to redefine and agree on objectives and priorities. 

Yet, current literature indicated that the rehabilitation leader

ship has given little attention to this problem, and there is 

considerable difference of opinion within the leadership or ob

jectives and priorities. 
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Analysis shows that eight leadership groups are particu

larly influential in the rehabilitation field and that recipients 

of rehabilitation services fall into target areas which can be 

well defined according to types of disability. Each target area 

can be divided into three age groups . 

The purpose of the study was to evaluate leadership opin

ion in relation to the emphasis placed on age groups and disabil

ity target areas, as well as the interactive effects of these 

factors . In this connection, the need for a model that could be 

used to obtain quantitative measures of leadership opinion with 

respect to rehabilitation objectives and priorities applicable to 

these factors were identified. 

The problem was considered to be significant since the 

information developed should be valuable for immediate and long-

range administrative planning in the areas of manpower, facili

ties , and equipment; it should be valuable for curriculum 

planning. Finally, such information should be helpful in more 

realistic identification of needed research and demonstration 

projects. 



CHAPTER 2 

REVIEW OF THE LITERATURE 

The following literature review addresses rehabilitation 

objectives and priorities at the national and state levels. The 

review covered the period beginning with the Vocational Rehabil

itation Act Amendments of 1965 and continuing through October 

1972, the month during which processing of data collected for 

the study was completed. 

The literature review has been organized to present se

lected views of prominent leaders, impact of relevant legisla

tion, and results of selected studies in four related major 

emphasis areas. First, the overall nature and diversity of re

habilitation leadership opinion regarding objectives and priori

ties is presented to establish an information baseline defining 

the problem area. Second, management theorists' views regarding 

the significance of defining objectives and assigning priorities 

are presented. Third, views of the rehabilitation field's prin

cipal sources of authority regarding objectives and priorities 

are summarized to provide a baseline for interpreting outcomes 

of the present study. Finally, several salient deficiencies in 

the precision with which the field's principal sources of 

14 
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authority define objectives and priorities are identified. A 

brief summary concludes the chapter. 

Overview of the Literature Regarding 
Rehabilitation Objectives 

and Priorities" 

The literature revealed that the rehabilitation leader

ship does not directly define rehabilitation objectives and then 

assign priorities to the objectives. In fact, the literature was 

totally void of systematic treatises defining, or attempting to 

define, objectives and priorities for the field of rehabilitation 

at either the national or state levels. It appears, therefore, 

that the important first step of planning, as emphasized by mod

ern management theory, has been generally bypassed. 

When rehabilitation objectives and priorities are ad

dressed in the literature, they are treated only generally, 

tersely, or indirectly in other contexts such as agency roles, 

modes of operating, philosophy, or expert opinion by prominent 

spokesmen. The following examples of the impreciseness and di

versity of views on objectives and priorities are typical. 

John W. Gardner (1968, p. 12), Secretary of Health, Edu

cation, and Welfare: "Services are designed to enhance the qual

ity of life .... These services should be universally 

available and freely accessible." 

Joseph A. Hunt (1969, p. 12), Commissioner, Rehabilita

tion Services Administration: "... public assistance recipi

ents are the most disadvantaged of the whole. The message to 
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rehabilitation is plain. Make it possible for these people to 

earn a living . . . this is the immediate prime target." 

Theodore P. Hipkins (1970, pp. 12, 14), President, Appa

lachian Regional Hospitals: 

I would propose that the federal-state programs get 
out of the "easy rehab" business, where volume is im
portant. I would let the Department of Labor ... or 
whatever appropriate agencies there are do the volume 
job. I submit that the real rehabilitation pros ought 
to concentrate on people with tough problems. 

There is evidence all over the country that fragmen
tation, discontinuity, and the categorical approach to 
the problem of children has resulted in spotty service. 
When I suggest that the state-federal program limit it
self to the rough cases, I am urging that it extend its 
umbrella to include children £ of all ages J with multiple 
problems that aggregate into a severe handicap. The 
value of prevention alone may well offset the possible 
additional cost. 

Dr. Salvatore G. DiMichael (1971, p. 16), Director, In

stitute for the Crippled and Disabled in New York City: "History 

will show that the challenges of this and the time immediately 

ahead are the problems of the disadvantaged . . . and more focus 

on the family." 

Robert E. Thomas (1970, p. 40), Associate Regional Com

missioner, Social and Rehabilitation Service, Region VII: "I do 

not think it is likely that we will extend our basic services 

[other than evaluation] to all who are culturally disadvantaged. 

I believe our mission will remain with those disabled as pres

ently defined." 



It is evident from such leadership opinion that precision 

is limited and diversity is great regarding rehabilitation objec

tives and priorities. 

The lack of precision and diversity, unfortunately, is 

not limited to the views of influential leaders. Planners who 

participated in the 1968 and 1969 Statewide Planning projects ex

pressed equally marginal and diversified views about future roles 

and missions of rehabilitation. After analyzing planning project 

reports from forty-three states, the U. S. Department of Health, 

Education and Welfare, Social and Rehabilitation Service (1970b, 

pp. 21-22) identified six different missions advocated by the 

state planners: 

General expansion, according to present pattern of 
service, serving the traditional clients [mental and 
physical handicaps] and retaining the work objectives. 

General expansion, as above, but broadening the re
habilitation outcome to include independent living . 

Rapid expansion to serve more of the socially dis
advantaged, with employment as the ultimate objective. 

Expansion of services to all of the unserved voca
tionally handicapped—school dropouts, public offenders, 
drug users, alcoholics, inner city disadvantaged, rural 
poor, migrant workers, and Indians. 

Expansion of agency, but with much more emphasis on 
planning and coordination of services as prime activi
ties [for example through multi-agency teams], for per
sons who do not clearly meet VR eligibility criteria, 
as well as for clients for whom services are purchased. 

Expansion, with emphasis on preventive rehabilita
tion: working with the school-age population in coop
eration with education to provide counseling, and special 
training, and early diagnosis [and presumably restorative 
services]. 
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Significance of Defining Objectives 
and Priorities 

While the field of rehabilitation gives minimal attention 

to defining objectives, contemporary management theorists are ex

plicit about the importance of objectives. Mee (1956, p. 6) 

stated: "In current thinking and writing, the starting point for 

either a philosophy or the practice of management centers on pre

determined objectives. The entire management process concerns 

itself with the ways and means to realize predetermined results 

Koontz and O'Donnell (1959, p. 66) stated: 

The role of objectives is, in fact, so basic that 
its importance is indicated by the principle of unity: 
that the organization as a whole and every part of it 
must contribute to the attainment of enterprise objec
tives. Every division, branch, or section should be 
judged in the light of how well it contributes to the 
objectives of the organization. 

Since the establishment of objectives is prerequisite to 

developing priorities for the objectives, it was anticipated that 

the rehabilitation literature would contain relatively little in

formation regarding national rehabilitation priorities . 

Treatment of priorities in the rehabilitation literature 

generally takes two forms. First, and most common, rehabilita

tion objectives were stated so generally and tersely that ranking 

of the objectives would be virtually impossible. Second, when 

priorities were addressed in the literature, the treatment was 

rhetorical and implicit rather than quantitative and explicit. 

For example, Joseph Hunt (1969) stated that welfare recipients 

and the disadvantaged were the prime target for the rehabilitation 
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field. Hunt's statement is representative of the manner in which 

priorities are addressed in the rehabilitation literature. 

Contemporary management theorists do not treat the pro

cess of defining priorities so lightly. For example, Drucker 

(1969, p. 195) stated: 

Equally crucial to the area of objectives is the de
cision concerning priorities of concentration. 

If there is one dependable finding from the century's 
study of the political process, it is that action deci
sions are rarely made on the basis of ideology. The 
crucial question is "what comes first?" rather than "what 
should be done?" There is often substantial agreement as 
to what should be done, but there is always disagreement 
as to what should be done first. 

The normal human reaction is to evade the priority 
decision by doing a little bit of everything.... 

The literature also indicates that the rehabilitation 

field has exhibited a tendency to set its course toward singular 

goals or objectives. For example, the goal set for the statewide 

planning projects by the 1968 Amendments (Public Law No. 391) was 

to provide rehabilitation services by 1975 for everyone who would 

need them. With regard to such a tendency, Drucker (1954, p. 62) 

stated: 

The search for one objective is essentially a search 
for a magic formula that will make judgment unnecessary. 
But the attempt to replace judgment by formula is always 
irrational; all that can be done is to make judgment 
possible by narrowing its range and the available alter
natives , giving it clear focus, a sound foundation in 
fact and reliable measurement of the effects and valid
ity of actions and decisions. And this, by the very 
nature of an enterprise, requires multiple objectives. 

Authoritative management theorists and comprehensive health 

planners are clear about the necessity for adhering to planning 
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guidelines comparable to the following structure issued by the 

U. S. Department of Health, Education and Welfare, Division of 

Regional Programs, Health Services and Mental Health Administra

tion (1968): (1) identification of needs, (2) assessment of re

sources, (3) definition of objectives, (4) setting priorities, 

(5) implementation, and (6) evaluation. 

Systematic attempts to define and implement such guide

lines for the rehabilitation field are not reported in the liter

ature, however. This is particularly the case with respect to 

the important steps of defining objectives and setting priori

ties. It would appear, therefore, that a management basis does 

not exist for a comprehensive and integrated approach to allocat

ing rehabilitation resources. The question then arises: What 

are the bases for allocating resources? 

Objectives and Priorities Expressed by 
Rehabilitation Authority Groups 

Many forces influence the scope and direction of rehabil

itation services at the national level. It is fair to say, how

ever, that there are three principal sources of authority and 

support. First, influential citizens such as Howard A. Rusk, 

M.D., of New York University Medical Center, are deeply involved 

in both the public and private sectors of the rehabilitation 

movement. The second source is the Federal Legislature, which 

enacts the legislation that provides the primary basis of support 

for the network of public and private programs that comprise the 
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rehabilitation movement. Finally, and perhaps most influential 

presently, is the President's Office of Management and Budget 

(OMB). 0MB has far reaching powers to influence rehabilitation 

legislation as well as to withhold or reduce program funding. 

The views of these three groups, which constitute rehabilita

tion's principal sources of authority and support, were extracted 

from the literature and are summarized below under the following 

three rubrics: the National Citizens Advisory Committee on Voca

tional Rehabilitation (NCACVR Report), the U. S. Congress, and 

the President's Office of Management and Budget. 

NCACVR Report 

The NCACVR Report (1968) defined the scope and direction 

of the nation's network of public and private rehabilitation pro

grams at the national level. It is the most comprehensive and 

systematic study of this type which is reported in the litera

ture . 

The report was prepared by a highly influential committee 

which was charged by Congress to complete a comprehensive study 

of the nation's network of public and private rehabilitation pro

grams and the nation's rehabilitation needs. The committee also 

was asked to formulate goals and make specific recommendations 

for achieving the goals. It was chaired by Howard A. Rusk, M.D., 

who is perhaps the nation's most prominent leader in the rehabil

itation movement today. The significance of the committee is 
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further emphasized not only by the scope of backgrounds and in

fluence represented in its makeup, but also by the fact that the 

President of the United States personally announced its forma

tion. 

Regarding the focus of rehabilitation programs, the 

NCACVR (1968, p. 2) recommended: 

A change in law to make clear that vocational reha
bilitation services are available to any individual who 
is under a clear vocational handicap, regardless of the 
cause of the handicap [but retain a focus on those with 
physical and mental disabilities as the major thrust of 
the program, and with provisions for coordinated work 
with those agencies also concerned with individuals suf
fering from deprivation and disadvantage]. 

Further in the report, the committee was more specific 

about the controversial issue of services to the disadvantaged 

and deprived. Rather than by implication, as in the above quota

tion, the committee was explicit that rehabilitation's responsi

bility to individuals suffering from deprivation should be 

secondary when it recommended that: "... the solution to the 

problem of vocational handicaps associated with deprivation and 

disadvantaged be reached by a coordinated effort of those agen

cies with a direct stake in providing services to those groups 

(NCACVR 1968, p. 88)." 

In connection with the committee's recommended major 

thrust for rehabilitation, it placed strong emphasis on (1) com

prehensive services for the severely disabled; (2) evaluation of 

handicapped children at the elementary and junior high school 

levels; (3) new correctional rehabilitation programs; and 
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(4) increased attention on preventive rehabilitation and early 

referrals, including such procedures as the assignment of reha

bilitation counselors to hospitals and closer cooperation with 

special education programs in elementary schools. 

The National Citizens Advisory Committee's position on 

rehabilitation objectives and priorities focused on four points: 

1. The major thrust of rehabilitation should retain the 

traditional focus of individuals with physical and mental 

disabilities. 

2. Vocational rehabilitation services should be made avail

able to anyone with a clear vocational handicap. 

3. Rehabilitation should not have prime responsibility for 

individuals suffering from deprivation and disadvantage, 

other than coordinated work with other agencies having a 

direct charter for such service. 

4. Discontinuance of the mandatory employment objective 

coupled with extension of services to all age groups, and 

extension of eligibility to include preparation for inde

pendent living. 

U. S. Congress 

Review of the literature revealed no definitive treatment 

by the Federal Legislature regarding objectives and priorities 

for the nation's network of public and private rehabilitation 

programs. However, by analysis and synthesis of the Vocational 

Rehabilitation Act Amendments of 1965, 1968, and the 



Rehabilitation Act of 1972, it was possible to establish major 

areas of emphasis and identify shifting trends in congressional 

thinking. 

The focus and changing trends in rehabilitation legisla

tion were as follows: 

1. The Vocational Rehabilitation Act Amendments of 1965 re

tained the focus of services on the physically and men

tally disabled with employment as the ultimate objective. 

However, the bill expanded services to the severely dis

abled, the blind, the deaf, and the mentally retarded. 

Parenthetically, there was nothing in the 1965 Amendments 

to indicate that Congress was sensitive to the growing 

problem of the disadvantages and the poor. 

2. The major realignment of Federal Welfare, rehabilitation, 

and social welfare programs in August 1967 provided the 

first positive indication that Congress had developed an 

awareness to the growing ranks of the disadvantaged and 

poor. Furthermore, it represented the first discernible 

shift in congressional thinking which preceded future 

legislation with increasing emphasis placed on services 

for the disadvantaged and poor. 

3. The Vocational Rehabilitation Act Amendments of 1968 

greatly expanded the eligibility definition of handi

capped far beyond the provisions of the 1965 Amendments. 

The Congressional Quarterly Almanac (Congressional 



Quarterly, Inc. 1968, p. 394) summarized the redefinition 

as follows: "The bill broadly defined a disadvantaged 

person as one hampered by such factors as youth, poor 

education, police records, ethnic or cultural conditions 

which constitute a barrier to employment." In addition 

to the 1968 Amendments' significant liberalization of the 

definition of disability, major program expansions in 

extended-evaluation for the severely disabled and work 

evaluation and adjustment training for the disadvantaged 

were initiated. Also, through third-party agreements 

enabled by the Amendments, services were extended to 

state prisons, training schools for boys and girls, and 

county courts. 

The Rehabilitation Act of 1972 vastly expanded the pro

visions for the 1968 Amendments, placing significantly 

greater emphasis on services to the severely disabled, 

public assistance recipients, and the disadvantaged. 

Additionally, evaluation and work adjustment training 

were strengthened to focus increased emphasis on the 

problems of the disadvantaged and poor. Briefly, the 

bill reflected a much broader view of rehabilitation 

problems by Federal Legislators, with a shift in focus 

and increased emphasis on the problem of dependency and 

the poor. (Although the bill was pocket vetoed, it may 

be considered representative of current congressional 
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thinking on the scope and direction of rehabilitation 

services. 

The Federal Legislators' position on rehabilitation ob

jectives and priorities focuses on five points. In addition to 

continuing services to the physically and mentally disabled, 

legislators see the need for an across-the-board expansion of 

services including: 

1. Expansion of the rehabilitation eligibility criteria to 

include independent living. 

2. Greatly increase services to individuals handicapped by 

economic and social deprivation. 

3. Expanded services to the severely disabled. 

4. Increased emphasis on preventive rehabilitation and early 

referral. 

5. Improved procedures for more effective interagency coor

dination of services. 

Office of Management 
and Budget (OMB) 

Review of the literature revealed no definitive statement 

of rehabilitation objectives and priorities by the Executive 

Branch of the federal government. However, it was possible to 

synthesize the prime focus and trends in views of the OMB from 

various sources by analyzing statements by authoritative spokes

men and documents issued by the Executive Branch. 
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As early as 1969 in the current Administration, Joseph 

Hunt (1969, p. 12), Commissioner of Rehabilitation Services Ad

ministration, stated, "... public assistance recipients are the 

most disadvantaged of the whole. The message to rehabilitation 

is plain. Make it possible for these people to earn a living . . 

. this is the immediate prime target." 

Later, in the Special Analysis, Budget of the United 

States Government 1973, issued by the Office of Management and 

Budget (1972, p. 141), the Administration stated the following 

with regard to the focus of the Federal-State Vocational Rehabil

itation Program: "Heavy emphasis will be given to assisting pub

lic assistance recipients, narcotic addicts and alcoholics." In 

addition, the OMB document singled out the latter two problems 

for special attention under Special Impact Programs, on the basis 

of uniqueness and importance. Further, the budgetary outlay for 

rehabilitation of criminal offenders and crime prevention were 

increased 28% and 41% respectively over the previous budget 

(Office of Management and Budget 1972, pp. 229, 232). 

In withholding his approval of the Rehabilitation Act of 

1972, the President explained the pocket veto by stating that the 

bill authorized activities that had no vocational element, or 

were essentially medical in nature (Congressional Quarterly, Inc. 

1972, p. 953). The apparent implication is that (1) rehabilita

tion should retain the work objective, and (2) expanded services 



28 

to the severely disabled is a medical intrusion not within the 

province of rehabilitation. 

In summary, the Administration's position on rehabilita

tion objectives and priorities focuses on three points: 

1. While continuing to serve the physically and mentally 

handicapped, rehabilitation's immediate prime targets 

should be public assistance recipients, the disadvan

taged, narcotic addiction, and alcoholism. 

2. Strong emphasis should be placed on the employment objec

tive with a primary focus of services on the seventeen to 

sixty-four age group. 

3. Contrary to most spokesmen for Federal-State programs, 

the Administration does not consider the complex medical 

problems of the severely disabled within the purview of 

rehabilitation. 

Exemplary Data for More Precise 
Definition of Rehabilitation 
Objectives and Priorities 

Examination of the literature addressing rehabilitation 

objectives and priorities revealed little precision in the state

ment of either objectives or priorities. In fact, regardless of 

the magnitude of various problems, it was difficult, if not im

possible, to determine the importance attached to problem areas. 

Yet, data exist which would allow for the development of more 

precise definitions. Three examples illustrate the point. 
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The First Special Report to the U. S. Congress on Alcohol 

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

1971, p. vii) reported that approximately nine million men and 

women are alcoholic abusers. The estimated cost to the economy 

is estimated at $15 billion each year. A General Accounting Of

fice study reported in the Los Angeles Times (United Press Inter

national Dispatch 1972, p. 14) stated that there were some 

599,000 drug addicts in the United States. The study estimated 

the annual cost to the nation at $18 billion annually. As an

other example, Alcohol and Alcoholism (U. S. Department of Health, 

Education anu welfare 1970a, pp. 14-15) repurled that the average 

age that juveniles take their first drink is thirteen to four

teen. Additionally, the report estimated that approximately 

three million high school students in the United States get drunk 

once a month on the average. The significance of the drug abuse 

problem (including alcohol abuse) cannot be overly stressed. 

Yet, there was nothing in the literature to indicate precision in 

the minds of principal sources of rehabilitation authority re

garding this problem. 

The Challenge of Crime in a Free Society (The President's 

Commission on Law Enforcement and Administration of Justice 1967, 

p. 33) estimated the cost of crime for 1965 to be $20.8 billion. 

The Uniform Crime Reports for the United States (U. S. Federal 

Bureau of Investigation 1972, p. 2) reported that crime was up 

about 83% since 1965. Consequently, it was concluded that the 



current total annual cost of crime to the nation was about $35 

billion. Yet, the literature on rehabilitation objectives and 

priorities did not indicate with any degree of precision the ex

tent to which services should be focused upon crime and related 

factors such as drugs and unemployed youths. 

Finally, the Statistical Abstract of the United States 

(U. S. Bureau of Census 1972, p. 113) reported that there were 

approximately 900,000 high school graduates and dropouts between 

the ages of sixteen and twenty-one who were unemployed during 

1971. House Report, 92-928, Congressional Quarterly Almanac 

(Congressional Quarterly, Inc. 1972, p. 954) estimated that each 

chronically unemployed person costs the government, and there

fore the economy, approximately $140,000 during his life span. 

Again, however, precise objectives and priorities regarding 

youth unemployment were not evident in the rehabilitation litera

ture . 

It is apparent from the literature that lack of precision 

in specifying rehabilitation objectives and priorities may not be 

due solely to a lack of relevant data. Rather, it would appear 

that the problem stems primarily from a lack of sensitivity to 

the need for broad-based planning predicated on quantitative in

formation . 

Summary 

The literature addressing rehabilitation objectives and 

priorities was reviewed for the period beginning with the 



Vocational Rehabilitation Act Amendments of 1965 and continuing 

through October 1972. A comprehensive set of precise objectives 

could not be identified. Similarly, a definitive set of rehabil

itation priorities could not be identified. It was shown that 

generally stated, imprecise priorities and objectives are in con

flict with primary emphasis areas of modern management theory. 

Finally, it was shown that many data exist which could be useful 

in developing statements of rehabilitation objectives and 

priorities . 



CHAPTER 3 

METHODS AND PROCEDURES 

The purpose of the study was to evaluate rehabilitation 

leadership opinion among selected influential national and state 

leaders with respect to the field's objectives and priorities 

assigned to the objectives. Methods and procedures designed to 

accomplish this purpose are presented in this chapter. Subsec

tions of the chapter are devoted to leadership groups which are 

subjects of the study, survey procedures, instrument for collect

ing the data, mailing procedures, response to the survey instru

ment, statistical analysis employed in the study, and a statement 

of the study's hypotheses. 

Leadership Groups Studied 

The main concern in selecting the leadership groups ex

amined in this study was twofold. It was necessary that a com

plete cross section of opinion be represented. More important 

it was necessary that every area of influence be represented. 

Both requirements were essential if the study was to give a meanr 

ingful answer to the question of objectives and priorities. 

Meeting these requirements was difficult because, as re

view of the literature revealed, there are numerous associations 

32 
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devoted to problems of rehabilitation. Their diversity of inter

est is great, and the degree of influence that they exercise on 

rehabilitation policy at the national level varies widely. This 

made the selection of representative and comparable groups for 

the study which were mutually exclusive difficult. 

However, by using the program interest and degree of in

fluence as criteria for selection it was possible to select 

groups that satisfied the requirements of the study and to reduce 

the number of groups to eight. As a result of this effort, the 

groups studied have the characteristics required for the study. 

First, they exercise great influence on rehabilitation policy at 

the national level. Secondly, they provide a representative 

cross section of the two major components of the rehabilitation 

movement, namely: the component which provides direct services 

used in extending these services. The groups are listed below.* 

The list is followed by the rationale for including each of the 

groups chosen. 

population of fifty-two subjects (Congressional Direc
tory 1971) initially included in the survey was dropped from the 
study before the returned survey instruments were tabulated be
cause the percentage of returns from the population was too 
scanty, about 8 percent. 
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Leadership Groups Size 

A. Board of Directors of the National Rehabilitation 
Association, 1970-71 (NRA Directors) 24 

B. Board of Directors of the International Associa
tion of Rehabilitation Facilities, 1971-1972 
(IARF Directors) 22 

C. Rehabilitation Educators who administer or co
ordinate career tranineeship programs for gradu
ate study in rehabilitation counseling under 
authority of the Vocational Rehabilitation Act, 
as amended through 1968 (Rehabilitation Educa
tors ) 69 

D. Executives at the national level and regional 
commissioners, Social and Rehabilitation Ser
vice; Department of Health, Education and 
Welfare (SRS Executives) 16 

E. Executives at the national level and associate 
regional commissioners of the Rehabilitation 
Services Administration—the major subdivision 
of SRS that administers federal vocational re
habilitation programs (RSA Executives) 20 

F. State directors and supervisors of state agencies 
for the blind funded under authority of the Voca
tional Rehabilitation Act, as amended through 
1968 (Blind Programs Administrators) 31 

G. State directors and supervisors of state agencies 
that administer vocational rehabilitation pro
grams funded under authority of the Vocational 
Rehabilitation Act, as amended through 1968 
(SFVR Administrators) 52 

H. Physicians (psychiatrists) who administer train-
eeship programs for graduate study in rehabili
tation medicine under authority of the Vocational 
Rehabilitation Act, as amended through 1968 
(PMR Administrators) 69 
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The NRA Board of Directors (A) was selected because this 

Association can most nearly speak for the entire rehabilitation 

movement in America. It is the governing body of a national or

ganization of 35,000 physicians, counselors, therapists, dis

ability examiners, vocational evaluators, and others interested 

in the physical and mentally handicapped and the socially disad

vantaged. It has been the rehabilitation movement spokesman to 

the legislative and executive branches of the federal government 

for years, and it has been the voluntary sponsor of all important 

rehabilitation legislation since 1943 (Whitten 1969, p. 35). In 

essence this group is included because it is influential, and it 

is representative. 

The IARF Board of Directors (B) was selected because of 

the 650-member association that it governs provides the leader

ship for the over 2,000 rehabilitation centers in this country, 

as well as hundreds of facilities in Canada. In addition, the 

IARF provides leadership and expertise in establishing standards 

for the operation of rehabilitation facilities, establishing re

porting systems, and presenting seminars and institutes for 

rehabilitation facilities personnel. With other groups, it has 

prepared materials for planning rehabilitation facilities, includ

ing an architects guide. Finally, it has given much attention to 

public education and legislation directed toward alleviation of 

the final crisis that most centers constantly face (Obermann 

1968, p. 111). 
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Rehabilitation educators who administer RSA sponsored 

counselor education programs (C) were included because of the 

thousands of counselors trained in programs administered by this 

group, counselors who are working in a wide variety of capacities 

in every state. The professional views of these counselors on 

the field's objectives and priorities are, in large measure, a 

reflection of the views of the administrators of the programs 

that trained them. Furthermore, the academic institutions that 

offer these programs serve as the principal centers of intellec

tual stimulation for the vocational rehabilitation movement and 

as such are responsible for much of the research in rehabilita

tion, the germination and testing of new techniques, and many of 

the challenges to antiquated methods and ideas. Finally, not 

only are these individuals the most prolific contributors to the 

literature, but they also are a prime source of expertise for the 

profession and for legislators who are concerned with the reha

bilitation of the disabled. 

Federal SRS Executives (D) were selected because they 

form the administrative arm of the executive branch of the fed

eral government for rehabilitation, an agency which has overall 

responsibility for the $15 billion budget that provides the basic 

financial foundation for operating the multiplicity of social and 

rehabilitation programs that form the core of support for this 

country's rehabilitation movement. By including SRS officials in 

the study, it was possible to determine the viewpoint and 
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attitude of the executive branch of government on the vocational 

rehabilitation needs of the country and to learn how they rate 

the importance of rehabilitation programs relative to other pro

grams under their jurisdiction. 

Federal RSA executives (E) were selected because RSA has 

direct administrative responsibility for the $600 million budget 

that supports the massive State-Federal Program, as well as for 

the support that is provided to numerous other governmental, vol

untary, and proprietary programs in the country. Equally impor

tant, the RSA executive staff was included as a separate 

population from the parent agency (SRS). This made it possible 

to compare the attitudes of the SRS leaders with those of their 

subordinates, the RSA leaders, a factor that could at least in 

part be responsible for any divergence in the difference between 

the broad social perspection of the SRS leaders and the more vo

cationally oriented perspective of the RSA leaders, who operate 

at a lower level. 

State directors and supervisors of state agencies that 

administer programs for the blind (F) were included in the study 

for several reasons. Except for veterans, the blind have the 

longest history of special money awards granted because of a 

sensory impairment; the political influence exerted for their 

legislative programs is possibly greater than that exerted for 

those applicable to any other sensory disability. Programs for 

the blind are completely separate from state-federal vocational 
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rehabilitation programs within the states, and they are broadly 

charged with responsibility for all public vocational rehabilita

tion of the blind within the respective states (Obermann 1968, 

pp. 334, 338). In essence, this group was included in the study 

because the breadth and depth of its programs, and the political 

influence exerted for its legislative programs exceed any other 

groups working in the area of sensory disability. 

State directors and supervisors of state agencies (G) 

were selected because the State-Federal Program is the core of 

the vocational rehabilitation movement in this country. The 

range of services provided, the classes of individuals served, 

and the technical skills and capabilities of professional workers 

found within the program exceed any other public or private voca

tional rehabilitation program in the country; it is nation-wide 

with officers in every political district in each of the fifty 

states. Moreover, it has exercised great influence on the shape 

and direction of rehabilitation legislation since the beginning 

of the State-Federal Program, and it continues to exercise that 

influence (Obermann 1968, pp. 211-235). 

The group of physicians who administer RSfi sponsored 

graduate study programs in physical medicine (H) was selected 

because this group of sixty-seven elite physicians and the pres-

tigous institutions with which they are associated are located 

in twenty-three states and represent all regions of the country. 

Moreover, both individually and collectively, because of the 
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eliteness of the group, its membership exercises great influence 

on governmental, voluntary, and proprietary programs at all lev

els that make up the rehabilitation movement. The group is 

equally influential concerning the specifics of medical and voca

tional services offered through their professional associations 

and because of their prestige as individuals, the members of this 

group have much to say about the ultimate form of rehabilitation 

legislation that is enacted at all levels of government. 

Instrument for Collecting the Data 

The principal consideration in developing the survey in

strument was that it be capable of obtaining the essential data 

needed for the study. Therefore, before the actual construction 

of the instrument was started, the data requirements were ana

lyzed. This analysis established data characteristics essential 

to (1) the overall purpose of the study, (2) the hypotheses to be 

tested by the study, and (3) the statistical procedures utilized 

to test the hypotheses. This analysis of data needs identified 

five elements essential to proper construction of the survey in

strument . 

These five essential elements, along with the rationale 

used to justify the inclusion of each element in the instrument 

are described below: 

1. Disability Classification System. The disability classi

fication system used to group target areas of disability 

in constructing the instrument was adapted from The 
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Hidden Minority: Final Report of the California Rehabili

tation Planning Project (California State Department of 

Rehabilitation 1969). This system was chosen because of 

its comprehensiveness and clarity. However, three 

changes were made: alcoholism was removed from mental 

illness and made a separate category because of the 

importance now attached to alcoholism as a national prob

lem; physical disability was split into three classifica

tions (physical disability, chronic physical disability, 

and severe physical disability) principally because dif

ferent skills, equipment and facilities are required to 

effectively work with each category of physical disabil

ity; sensory and speech disability was established as a 

separate classification for essentially the same respec

tive reasons. Regarding the classifications, it was 

decided that the resulting eleven classifications (target 

areas of disability) would be listed in the instrument in 

alphabetical order. 

2. Age-Group Categories. Age categories of 0-16, 17-64, and 

65+ were established . The criterion here was consistency 

with age grouping patterns found in legislation at the 

national, state, and local levels, that governs rehabili

tation services to youths, adults, and the aged in the 

United States. 
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Leadership Groups. As discussed previously, criteria for 

including leadership groups used in the study were the 

degree to which the group's membership influences reha

bilitation policy making at the national level, and the 

degree to which the group's membership is reflected in a 

representative cross section of rehabilitation leadership 

opinion concerning objectives and priorities in the field 

of rehabilitation. 

Type of Survey Instrument. A numerical type rating scale 

was selected for the study because it would provide quan

titative data approaching interval level measurement, 

therefore satisfying measurement requirements for the 

statistical procedures employed (Guilford 1954, p. 264). 

Subjects made priority ratings using a scale of 0 to 3. 

The rating intervals were designed to elicit the degree 

to which a respondent felt that rehabilitation services 

should be committed to the three age groups within each 

of the eleven disability target areas. On the scale, a 

rating of 0 indicated that no services should be commit

ted . A rating of 1 indicated a minimum commitment of 

services; a rating of 2 indicated an average commitment; 

and a rating of 3 indicated a maximum commitment. 

Length of Instrument. Research indicated a strong rela

tionship between the length of a survey instrument and 
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the percentage of returns received. Therefore it was 

determined to keep the survey instrument to one page. 

After the essential elements and basic design of the in

strument were determined, a prototype instrument was developed 

and tested on twelve rehabilitation professionals. This test 

group comprised two physicians, two health facility administra

tors, two college instructors, a physical therapist, a registered 

nurse, two rehabilitation counselors, a speech therapist, and a 

job placement specialist. Their responses were evaluated and 

used to improve the design of the instrument. To establish the 

validity and reliability of the instrument, the modified instru

ment was then administered to twenty-five graduate students pur

suing majors in rehabilitation counseling. Seventy-nine percent 

of the students returned correctly completed instruments. The 

instruments were then scored and the split-half method, as out

lined by Garrett (1967, pp. 339-340), was applied to the scores. 

This procedure produced a .90 reliability coefficient for the 

instrument. It was then printed in its final form (Appendix A) 

for use in the major study. 

Survey Procedures 

Master rosters on the eight populations outlined on page 

34 of this chapter were compiled between July 1, 1971, and Sep

tember 30, 1971. The rosters populations C, F, G, and H (page 

34) were obtained from the Chief, Division of Training, 
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Rehabilitation Services Administration. Rosters of executives in 

populations D and E were obtained from the 1971 Congressional 

Directory. Rosters on populations A and B were obtained from the 

national headquarters of the respective organizations. 

Mailing Procedures 

On November 1, 1971, the first mailing of packets was 

made. Each packet included a cover letter (Appendix B), a copy 

of the survey instrument, and a postage-paid return envelope. 

The packets were mailed to a total of 303 subjects. By November 

17, 1971, approximately 55 percent of the subjects had responded. 

At that time a second mailing was sent to those who had not re

plied. This included a follow-up letter (Appendix C), another 

copy of the survey instrument, and a return stamped envelope. 

On December 8, 1971, or three weeks after the second and final 

mailing, an additional 26 percent had responded and the collec

tion of data was terminated. 

All survey instruments mailed were coded to show three 

things: the name of the individual responding, his leadership 

group, and the mailing, first or second, to which he had re

sponded. The code used a letter-number identification on the 

respective upper right (for first mailing) and left (for second 

mailing) corners of the reverse side of the survey instrument. 

For example, A-l on the right corner of the instrument showed 

that it was from the first subject listed on Roster A, from the 

first mailing; B-2 on the left corner identified an instrument 
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from the second subject on Roster B, from the second mailing, 

etc. This made it possible to identify every questionnaire re

turned . 

Responses to the Survey 

Survey instruments were mailed to each of the 303 sub

jects. Table 1 summarizes patterns in overall survey instrument 

returns and usable instrument returns. Of the 303 subjects, 242 

(81 percent) returned survey instruments. This was a fairly high 

return rate (Aldefer 1968, pp. 335-340; Alutto 1970, pp. 430-432). 

Table 2 shows a breakout of the sixty-one unusable and unreturned 

instruments. Fifty-two of these either were not answered at all 

or were incompletely answered. Six were unanswered because sub

jects had changed employment after the study's master roster was 

developed. Three additional instruments were returned because 

the individuals to whom they were sent died soon after the in

strument had been mailed. 

As shown in Table 1, usable returns from each of the 

eight leadership groups ranged from 52 percent to 86 percent. 

Overall, 72 percent of the 303 subjects included in the study 

returned usable instruments. 



Table 1. The Percentage of Return of Survey Instruments from the Eight 
Leadership Populations Included in the Study 

Group 
Total 

Number (N) 
Number 
Returned 

Percentage* 
Returned 

Number 
Usable 

Percentage* 
Usable 

NRA Directors 24 20 83% 19 79% 

IARF Directors 22 20 91% 19 86% 

Rehabilitation Educators 69 54 78% 48 70% 

SRS Executives 16 13 83% 11 69% 

RSA Executives 20 16 80% 13 65% 

Adm., Blind Programs 31 21 68% 16 52% 

SFVR Administrators 52 43 85% 39 75% 

PMR Administrators 69 55 80% 51 74% 

Totals 303 242 81% 216 71% 

*A11 percentages are rounded to the nearest whole number. 
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Table 2. Analysis of Survey Instrument Unusable Returns 

Category of Unusable Response Number 
Percentage* 
of Total N 

Unanswered or incomplete 52 17% 

Individual who had change positions 6 2% 

Individual recently deceased _3 1% 

Total 61 20% 

*A11 percentages are rounded to the nearest whole number. 

Statistical Analyses 

Each completed survey instrument contained thirty-three 

priority rating scores (three age groups in each of eleven target 

areas). In all, the 216 usable instruments produced 7,028 rating 

scores which were subjected to statistical analysis . 

Analysis of variance for unequal sample sizes was used 

(Winer 1971, pp. 402-430). This approach was necessitated by the 

fact that the number of respondents in each leadership group was 

not the same, resulting in unequal sample sizes. 

Overall F tests the analysis of variance only reflect the 

presence of significant differences among means. Accordingly, it 

was necessary to conduct further statistical comparisons to 

identify the exact locations of any differences. 

Scheffe's test (in Edwards 1968, pp. 150-153) was used 

for more comparisons of specific mean associated with significant 
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main effect results of the analysis of variance. Significant 

analysis of variance interaction effects were not subjected to 

post hoc statistical analysis because computer programs did not 

exist for handling high volume post hoc mean comparisons where 

unequal sample sizes were involved. As a necessary alternative, 

graphical descriptive techniques as outlined by Popham (1967, 

p. 7) were employed to examine the remaining interaction effects 

data. For this reason, and because second order interactions are 

almost unfathomable (Popham 1967, p. 198), hypothesis 7 is re

ported in Table 3 but its impact is not interpreted in Chapter 4. 

Statement of Hypotheses 

The following null hypotheses were tested to determine 

whether views of rehabilitation leaders differ on priorities 

within the field: 

1. No significant differences exist among mean priority 

ratings for each leadership group, across all disability 

target areas and all age groups. 

2. No significant differences exist among mean priority 

ratings for the three age groups, across all leadership 

groups and disability target areas. 

3. No significant differences exist among mean priority 

ratings for the eleven disability target areas, across 

all age groups and all leadership groups. 
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4. No significant differences exist between leadership group 

mean priority ratings assigned to age groups, across dis

ability target areas. 

5. No significant differences exist between leadership group 

mean priority ratings assigned to disability target 

areas, across age groups. 

6. No significant differences exist among mean priority 

ratings assigned to each age group within each disability 

target areas, across leadership groups. 

7. No significant differences exist between leadership group 

mean priority ratings assigned to each age group within 

each disability target area. 

Summary 

The objective in designing the study was to produce quan

titative results giving a clear indication of the extents to 

which national rehabilitation leaders felt that resources should 

be committed to disability areas and age groups . 

Using the need to include a complete cross section of 

opinion and the need to represent every major area of rehabilita

tion influence as criteria, eight leadership groups were selected 

for interrogation in the study. The rationale for selecting the 

the groups is presented. The survey instrument is used to measure 

opinions on priorities in committing rehabilitation resources 

based upon an analysis of the data requirements of the study. 

The data requirements analysis identified five essential elements: 
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a disability classification system, the establishment of three 

significant age groups, criteria for selecting leadership groups, 

the type of rating scale to be used, and the length of the survey 

instrument. 

A prototype instrument was developed and tested on gradu

ate students majoring in rehabilitation counseling before it was 

mailed to individuals in each leadership group. The survey in

strument was distributed in two mailings. Usable responses were 

received from 71 percent (216) of the 303 individuals who were 

solicited. The rating scale provided for assigning a rating of 

0, 1, 2, or 3 to each of three age groups within eleven disabil

ity target areas. On the scale, 0 represented minimum commitment 

and 3 represented maximum commitment. 

Each of the six null hypotheses was tested using analysis 

of variance for unequal sample size. Scheffe's test was used for 

post hoc comparisons of means associated with significant main 

effect results of the analysis of variance. Graphical statisti

cal techniques were employed to analyze selected areas of the 

interaction effects data. 



CHAPTER 4 

RESULTS OF THE STUDY 

The purpose of this study, as was indicated in Chapter 1, 

was to evaluate rehabilitation leadership opinion with regard to 

the field's objectives and priorities assigned to the objectives. 

This chapter presents the results of the analysis of the data ob

tained in the study and a discussion of the salient outcome of 

the study. 

Analysis of Data 

Results of the survey are presented as they apply to 

seven individual, yet related questions and hypotheses that were 

set forth. 

In keeping with a logical sequence of questions and hy

potheses, overall commitments of rehabilitation resources is 

addressed first. Commitments of each of the eight rehabilitation 

groups is then addressed. This is followed by analysis of over

all commitments to each of the eleven disability target areas. 

More detailed results addressing interactive effects on commit

ments of each leadership group to each disability target are then 

presented. However, for the reasons stated in Chapter 3, the 

second order interaction (AxBxC)is reported in Table 3 but 

its impact is not interpreted in the discussion. 

50 
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The allocation of rehabilitation resources to recipient 

age groups is then presented. More detailed results address in

teractive effects on commitments by each leadership group within 

each disability target area. Results showing interactive effects 

on commitments by each leadership group to each age group as then 

presented. 

In all cases, the specific research question and associ

ated null hypothesis are stated, results are presented, and im

pacts of the results are discussed in relation to the research 

question. 

Overall Range of Priority Ratings 

Mean priority ratings were computed for the commitment of 

rehabilitation resources by each leadership group to each disabil

ity target area and each recipient age group. The mean ratings 

are shown in Appendix D. The range of mean priority ratings was 

from 0.27 to 3.00. On the priority scale, a rating of 1 indi

cated a minimum commitment of resources, 2 indicated an average 

commitment, and 3 indicated a maximum commitment. A zero rating 

indicated that no resources should be committed. 

Several trends are apparent from the overall ratings. 

First, no combination of conditions resulted in mean ratings at 

the zero or no-service interval of the scale. This finding sug

gests that, overall, the leadership groups surveyed felt that all 

disability target areas and all age groups merited at least mini

mal or near minimal rehabilitation resource commitments. Second, 
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the highest mean priority rating reflected maximal commitment. 

This finding, taken in conjunction with the minimum mean ratings, 

indicates that all leadership groups are not equally committed 

to all disability target areas and all age groups. Subsequent 

analyses address this point in depth. Finally, the overall mean 

rating for all target areas, all age groups, and all leadership 

groups was 2.08, which is exceptionally close to the 2.0 "aver

age" priority interval of the rating scale. If "average" can be 

assumed to be approximate contemporary resource allocations, then 

results of the study indicate that, as a whole, rehabilitation 

leadership groups are thinking in terms of today's levels of re

source commitments. Assuming that resources presentedly ex

pended may not be adequate, it is quite clear that careful exam

ination of objectives and possible reordering of priorities to 

better unify and consolidate the mission of rehabilitation will 

be necessary in order to increase either the quality or quantity 

of rehabilitation services. 

Overall Results in Relation to 
the Research Design 

Results of the analysis of variance of all data are shown 

in Table 3. Examination of the table shows that six of the seven 

factors were statistically significant, indicating that trends in 

priority ratings were highly interactive and complex. This find

ing in turn indicates wide fractionalization among rehabilitation 

priorities. 
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Source of Variance df MS F 

Leadership Groups (A) 7 7.55 1.60 

Recipient Age Groups (B) 2 10005.24 536.13** 

Disability Target Areas (C) 10 18.11 32.16** 

A x B 14 5.86 3.13** 

A x C 70 2.04 3.63** 

B x C 20 11.45 49 .45** 

A x B x C 140 .33 1.45* 

*p<.01 
**p<.001 

Subsequent presentation of results has taken the above 

findings into account by emphasizing the meanings of interaction 

effects . As such, the results have been structured to clarify 

the complex commitment of rehabilitation resources by the group 

which made the commitment in relation to the target areas and 

recipient age groups to which commitments were made. 

Leadership Group Commitments 

Did the eight leadership groups differ in their overall 

commitments of rehabilitation resources, irrespective of disabil

ity target areas and recipient ages? This question was addressed 

by testing the following null hypothesis: No significant 
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differences exist among mean priority ratings for each leadership 

group, across all disability target areas and all age groups. 

Results of the analysis of variance (Table 3) showed that 

the leadership group main effect was not significant at the .05 

level. Mean leadership group ratings ranged from 1.88 to 2.20. 

It was this slight variation which was not statistically signifi

cant . Based upon this finding, the null hypothesis was retained. 

At this level of analysis, it might be concluded that the 

eight leadership groups were in fundamental agreement with re

spect to their commitment of rehabilitation resources . Examina

tion of overall commitments to each disability target area, 

however, indicated that fractionalization among commitments would 

be the norm rather than the exception. 

Commitments to Target Areas 

Were there differences in commitments to the eleven dis

ability target areas, irrespective of leadership groups and re

cipient age groups? This question was addressed by testing the 

following null hypothesis: No significant differences exist 

among mean priority ratings for the eleven disability target 

areas, across all age groups and all leadership groups. 

Results of the analysis of variance (Table 3) showed that 

the target area main effect was statistically significant at the 

.001 level. Accordingly, the null hypothesis was rejected. 
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Figure 1 is a histogram showing mean priority ratings for 

the eleven disability target areas. The figure shows a trend of 

decreasing commitments. 

Analyses of the decreasing commitment in trend in the 

means of the C main effect were accomplished using Scheffe's test. 

The .05 level of significance was selected as the decision point 

for all analyses. 

Statistically comparable higher priority ratings were 

assigned to: disabled disadvantaged, severe physical disability, 

chronic physical disability, sensory and speech disability, and 

mental illness . These target areas have been designated as 

cluster 1. Physical disability and drug abuse were rated statis

tically equivalent with mental illness, but significantly lower 

than all other target areas in cluster 1. Statistically compa

rable lower priority ratings were assigned to drug abuse, mental 

retardation, criminality and delinquency, and culturally disad

vantaged. These target areas have been designated as cluster 2. 

All target areas comprising cluster 2 were rated significantly 

lower than target areas comprising cluster 1. Finally, alcohol

ism, which received the lowest priority rating, was statistically 

equivalent with culturally disadvantaged, but was rated signifi

cantly lower than all of the remaining target areas. 

Main effect trends frequently mask important trends re

sulting from more complex interactive effects. Accordingly, the 

commitment of rehabilitation resources by each leadership group 

to each disability target area was separately examined. 
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Averaged Across Other Variables 
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Commitments of Each Leadership Group 
to Each Disability Target Area 

What priorities did each leadership group assign to each 

of the eleven disability target areas, irrespective of recipient 

age groups? This question was addressed by testing the following 

null hypothesis: No significant differences exist between lead

ership group mean priority ratings assigned to disability target 

areas, across age groups. 

Results of the analysis of variance (Table 3) showed that 

the Ax C interaction was significant at the .001 level. Accord

ingly, the null hypothesis was rejected, and it was concluded 

that trends in commitments of rehabilitation resources to dis

ability target areas were not consistent among leadership groups . 

Appendix E contains mean priority ratings of each leader

ship group for each disability target area. The mean ratings 

ranged from a high of 2.74 (RSA Executives' mean priority for the 

disabled disadvantaged) to a low of 1.48 (SRS Executives' mean 

priority for the culturally disadvantaged). 

As explained in Chapter 3, graphical descriptive tech

niques were used for interpretation of the interaction effect. 

Using these techniques, mean ratings by each leadership group 

were rank ordered across all eleven disability target areas. A 

rank of 1 was assigned to the highest mean rating by each indi

vidual leadership group; a rank of 11 was assigned to the lowest 

mean rating by each individual leadership group. Intermediate 
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mean ratings were assigned corresponding rank order values. Re

sults of the ranking procedure are shown in Table 4. 

With what degrees of consistency did the combined leader

ship groups assign similar priorities to the eleven disability 

target areas? This central question was answered by examining 

the ranges of rank order values representing leadership priori

ties for each disability target area. 

Unanimity of leadership group priorities was not obtained 

for any disability target area. This was evidenced by the fact 

that, as shown in Table 4, rankings of leadership group priori

ties were not identical for any of the eleven disability target 

areas. 

National priorities appear to have been assigned by most 

leadership groups on the basis of parochial interests and tradi

tional roles. For example, State Directors of programs for the 

blind ranked sensory and speech disabilities first on a national 

priority basis. It is difficult to rationalize on bases other 

than parochial interests and traditional roles how those in 

charge of programs for the blind rate blindness as the most im

portant national health problem, even though admittedly this is 

an important problem area. Following similar parochial inter

ests, for example, physicians ranked physical disability first, 

and State Directors of Vocational Rehabilitation Act programs 

ranked the areas they traditionally serve as first. 
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Table 4. Rank Order of Mean Priority Ratings by Each Leadership 
Group for Each Disability Target Area 

Leadership Groups (A) 

Disability Target Areas (C) 
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A1 A2 A3 A4 A5 A6 A7 A8 

CI Alcoholism 10 11 10 10 9 10 11 10 

C2 Chronic Physical Disability 2 3 4 7 6 2 5 2 

C3 Criminality and Delinquency 8 9 6 9 8 8 9 9 

C4 Culturally Disadvantaged 11 6 3 11 10 11 10 8 

C5 Disabled Disadvantaged 1 2 1 1 1 5 1 5 

C6 Drug Abuse 5 10 7 8 7 6 8 7 

C7 Mental Illness 4 4 2 6 4 4 6 6 

C8 Mental Retardation 7 7 9 5 5 7 7 11 

C9 Physical Disability 9 8 11 4 11 9 3 1 

CIO Sensory and Speech Disability 6 5 8 3 3 1 2 4 

Cll Severe Physical Disability 3 1 5 2 2 3 4 3 
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To further explore trends of commitments across leader

ship groups, three ranges of differences among rank order values 

associated with any disability target area were arbitrarily es

tablished. The ranges represent three point spreads associated 

with priority rankings for each target area. The point spread 

ranges and the target areas falling within each are listed below. 

Numbers in parentheses following target area titles identify the 

highest and lowest priority rankings observed for the target 

area. 

1. Highest level of consistency (2, 3, or 4 point spread) 

a. Disabled Disadvantaged (1 - 5) 

b. Severe Physical Disability (2 - 5) 

c. Mental Illness (2-6) 

d. Criminality and Delinquency (6 - 9) 

e. Alcoholism (9 - 11) 

2. Medium level of consistency (5, 6, or 7 point spread) 

a. Chronic Physical Disability (2-7) 

b. Sensory and Speech Disability (3-8) 

c. Drug Abuse (5 - 10) 

d. Mental Retardation (5 - 11) 

3. Lowest level of consistency (8, 9, or 10 point spread) 

a. Physical Disability (1 - 11) 

,b. Culturally Disadvantaged (3 - 11) 
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Examination of the listing reveals two interesting 

trends. First, even the "highest" level of observed consistency 

is not what one might subjectively refer to as containing "highly 

consistent" patterns. For example, a spread of four points 

encompasses over one-third of the total range of 11 rank order 

values. Correspondingly, "medium" and "lowest" observed consis

tencies represent even more marked departures. Second, there is 

no apparent relationship between rank order values and degree of 

consistency across leadership groups. Consistency, or lack 

thereof, appears to have been due largely to the parochial in

terests of the leadership groups in relation to the various dis

ability target areas. A central rationale for the allocation of 

resources was not evident. 

In summary, results of the study thus far have shown an 

extremely low degree of consistency with respect to leadership 

group priorities for the various disability target areas ad

dressed. In fact, results indicate significant frationaliza

tion, with most leadership groups assigning priorities according 

to parochial interests and traditional roles rather than accord

ing to a central, nationally-based rationale. 

Overall Commitments to 
Recipient flge Groups " 

Preceding analyses have addressed commitments averaged 

over the three recipient age groups addressed in the study. The 

balance of this section addresses the impacts of age groups upon 
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resources commitments. The analysis was undertaken by first ad

dressing overall commitments to the three age groups . 

Were commitments to recipient age groups different, ir

respective of disability target areas and leadership groups? 

This question was addressed by testing the following null hy-

pothesis: No significant differences exist among mean priority 

ratings for the three age groups, across all leadership groups 

and disability target areas. 

Results of the analysis of variance (Table 3) was sig

nificant at the .001 level for the age-group main effect. 

Accordingly, the null hypothesis was rejected and it was con

cluded that significant differences existed. 

Figure 2 shows mean priority ratings for each age group 

averaged over all disability target areas and leadership groups. 

Analysis using Scheffe's test revealed that the mean priority 

rating for the 65+ age was significantly lower (P = .01) than 

either of the other two age-group means. Similar analysis re

vealed that the mean priority rating for the 0-16 age group was 

numerically though not significantly lower than the mean rating 

for the 17-64 age group at the .05 level. 

Results of the analysis of variance also showed that 

there were significant interaction effects involving recipient 

age groups and both the leadership groups and the disability tar

get areas. Both interactions are addressed below. 
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Commitments to Recipient Age Groups 
Within Disability Target Areas 

Did the combined leadership groups assign different pri

orities to the three recipient age groups within each disability 

target area? To answer this question, the following null hy

pothesis was tested: No differences exist among mean priority 

ratings assigned to each age group within each disability target 

area, across leadership groups . 

The analysis of variance (Table 3) showed that the B x C 

interaction was significant at the .001 level. The null hypoth

esis, therefore, was rejected, and it was concluded that signifi

cantly different trends across age groups were present. 

Appendix F contains mean priority ratings for each age 

group within each disability target area, averaged over leader

ship groups. Mean priority ratings varied from a low of 0.95 

(Criminality and Delinquency in the 65+ age group) to a high of 

2.71 (Disabled Disadvantaged in the 17-64 age group). 

To better present trends in the data for graphical anal

ysis, mean priority ratings assigned to each disability target 

area were rank ordered across the three recipient age groups. A 

rank of 1 was assigned to the highest age group mean rating 

within each target area, 2 to the middle rating, and 3 to the 

lowest rating. Results of the rankings are shown in Table 5. 



Table 5. Rank Order of Mean Priority Ratings for Age Groups 
Within Disability Target Areas 

Disability Target Areas (C) 
Age Groups 

Disability Target Areas (C) 0-16 17-64 65+ 

CI Alcoholism 2 1 3 

C2 Chronic Physical Disability 2 1 3 

C3 Criminality and Delinquency 1 2 3 

C4 Culturally Disadvantaged 1 2 3 

C5 Disabled Disadvantaged 2 1 3 

C6 Drug Abuse 2 1 3 

C7 Mental Illness 2 1 3 

C8 Mental Retardation 1 2 3 

C9 Physical Disability 2 1 3 

CIO Sensory and Speech Disability 1 2 3 

Cll Severe Physical Disability 2 1 3 



66 

A pronounced trend in the rankings is the consistency 

(100 percent) with which the 65+ age group was ranked last in 

terms of priorities for rehabilitation resources. A second trend 

is a heavier emphasis on priorities for the 17-64 (adult) age 

group. These findings are in keeping with the previously re

ported trends . 

As a whole, the rehabilitation leadership sampled, as

signed highest priorities to the adult group for seven (64 per

cent) of the eleven disability target areas. Although this trend 

was not as pronounced as the one associated with lowest commit

ments to the 65+ age group, and although differences between mean 

ratings (Table 5) for the youth and adult groups were not always 

great, this finding suggests a continued prime emphasis on reme

dial rehabilitation commitments rather than preventive commit

ments to youth. 

Two pronounced patterns are apparent in Table 5. First, 

all leadership groups consistently assigned lower mean priority 

ratings to the 65+ age group. This finding is consistent with 

previous results addressing priorities for the 65+ age group. 

Second, with one exception, the leadership groups assigned high

est priorities to the 17-64 age group. The single exception was 

physicians, PMR Training. This group appears to be most aware of 

the importance of prevention. The general trend of assigning the 

0-16 age group secondary priority would appear to be of particu

lar importance. This target group offers the greatest 
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opportunity for addressing prevention through early treatment of 

factors which ultimately compound the problems of rehabilitation 

in later years. 

Table 6 was developed to provide for a more detailed 

analysis of the trends discussed above. To develop the table, 

leadership commitments to each of the three recipient age groups 

within each of the eleven disability target areas were rank or

dered. The rank of 1 was assigned to the highest mean priority 

rating for the resulting thirty-three age-disability targets. 

The rank of 33 was assigned to the lowest mean priority rating. 

Several significant implications are immediately evident 

from the examination of Table 6. First, with the exception of 

the disabled disadvantaged which is probably viewed more as a 

traditional physical or mental handicap, the rehabilitation lead

ership is highly resistant to becoming involved with the nation's 

costly problems arising from social and economic deprivation; for 

example, as Table 6 shows, eight of the top ten priorities as

signed retained the traditional focus on physical and mental 

handicaps, and not such areas as criminality, delinquency, and 

cultural disadvantage. Second, rehabilitation does not focus 

prime efforts on many areas of disability with which its capabil

ities and skills are highly applicable, such as unemployed youth, 

as well as the problems of alcohol, drugs, delinquency, and men

tal retardation, as they involve youth, Finally, in view of the 

field's tendency to allocate resources to areas of disability on 
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Ranking of Age- Age Groups 
Disability Targets 0-16 17-64 65+ 

1. Disabled Disadvantaged x 
2. Mental Illness x 
3. Severe Physical Disability x 
4. Chronic Physical Disability x 
5. Disabled Disadvantaged x 
6. Sensory and Speech Disability x 
7. Alcoholism x 
8. Severe Physical Disability x 
9. Mental Retardation x 
10. Drug Abuse x 
11. Drug Abuse x 
12. Sensory and Speech Disability x 
13. Criminality and Delinquency x 
14. Criminality and Delinquency x 
15. Physical Disability x 
16. Mental Retardation x 
17. Chronic Physical Disability x 
18. Mental Illness x 
19. Culturally Disadvantaged x 
20. Culturally Disadvantaged x 
21. Physical Disability x 
22. Chronic Physical Disability x 
23. Severe Physical Disability x 
24. Alcoholism x 
25. Disabled Disadvantaged x 
26. Physical Disability x 
27. Mental Illness x 
28. Sensory and Speech Disability x 
29. Culturally Disadvantaged x 
30. Alcoholism x 
31. Drug Abuse x 
32. Mental Retardation x 
33. Criminality and Delinquency x 
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an inverse basis to its professional capabilities and skills, 

cost-benefit-ratios are apparently not a significant considera

tion in leadership rationale for allocating resources. 

Leadership Group Commitments 
to Recipient Age Groups' 

Did each leadership group assign different priorities to 

the three recipient age groups, irrespective of disability target 

areas? This question was addressed by testing the following hy

pothesis: No significant differences exist between leadership 

group mean priority ratings assigned to age groups, across dis

ability target areas. 

The analysis of variance (Table 3) showed that the A x B 

interaction was significant at the .001 level. Accordingly, the 

null hypothesis was rejected and it was concluded that various 

leadership groups exhibited significantly different trends in the 

assignment of priorities to the three recipient age groups. 

Appendix G contains mean priority ratings assigned by 

each leadership group to each recipient age group, averaged over 

disability target areas . Mean priority ratings varied from a 

low of 1.09 (State directors SFVR commitments to those 65 and 

over) to a high of 2.66 (IARF Board commitments to the 17-64 age 

group). 

To better present trends in the data for visual analysis 

Table 7 shows mean priority ratings of each leadership group were 

rank ordered across the three recipient age groups. A rank of 1 
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was assigned to the highest rating, 2 to the middle rating, and 3 

to the lowest rating. Results of the rankings are shown in 

Table 7. 

Table 7. Rank Orders of Mean Priority Ratings for Each Age 
Group by Each Leadership Group 

Leadership Groups (A) 7*-^—8 0-16 17-64 65+ 

A1 Board, NRA 2 13 

A2 Board, IARF 2 13 

A3 Rehab. Educators 2 13 

A4 Executives, SRS 2 13 

A5 Executives, RSA 2 13 

A6 State Admin. Blind 2 13 

A7 State Admin. SFVR 2 13 

A8 Physicians, PMR Training 12 3 

Summary of Survey Results 

Analysis of mean priority ratings and rank orders of the 

ratings showed highly consistent trends for minimal resource com

mitments by all rehabilitation leadership groups to the aged. 

For example, when resource commitments were rank ordered, commit

ments to the 65+ age group were consistently (100 percent) in the 

lower half of all priorities. Resource commitments were consis

tently high for the 17-64 age group. For example, commitments 
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to this age group ranked in the top half 91 percent of the time. 

A secondary emphasis upon preventive rehabilitation also was 

evident from rankings of commitments to youth. Overall commit

ments to youth were approximately evenly divided between the top 

half and bottom half of overall rankings. 

Some degree of consistency was observed among overall 

priorities and commitments to the eleven disability target areas. 

However, the consistency was observed only if individual leader

ship group factors were ignored. More detailed analysis if in

dividual leadership group priorities for each disability target 

area revealed marked fractionalization which apparently is at

tributable in large part to the parochial views of leadership 

groups toward national priorities . 

Where consistent patterns of resource commitments were 

observed, the data showed that the leadership groups assigned 

very low priorities to disability target areas which are most 

costly to the national economy and involve numerous individual 

recipients. Examples include low priorities assigned to alco

holism and particularly alcoholism in youth, the culturally dis

advantaged , and criminality and delinquency. 

Discussion 

The most salient outcome of the study was the rehabilita

tion leadership's apparent disregard for goal-oriented planning 

at the national level. As indicated previously, this study was 
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pursued from a contemporary management stance which is unique in 

its approach to problem solving. 

Managements' theorists advocate the resolution of organi

zational problems by first obtaining all relevant facts, then, 

through analysis and synthesis of the facts, they identify the 

salient issue among the many problems involved in the organiza

tion's difficulties. In this manner they identify the one prob

lem that transcends all other problems, or the Gordian knot. 

Once the knot is identified, the theorists swiftly focus their 

total efforts on cutting that know, knowing that once it is cut 

spontaneous remission of most of the other problems will take 

place in due course (O'Donnell 1961, p. 2). This discussion is 

an examination of what the writer considers to be the salient 

issue of this study. 

The essential importance that management theorists place 

on goal-oriented planning is well stated by Koontz and O'Donnell 

(1959, p. 463): 

An enterprise and every part of it, must plan if it 
would gain its objective or objectives. Without plan
ning, business becomes random in nature, and decisions 
become meaningless ad hoc choices . It is as though an 
airplane pilot set out over the ocean without knowing 
whether he wished to go to London, Madrid, or Johan
nesburg . 

Explicit in this statement of principle is the necessity for a 

central management rationale to guide day-to-day decisions of 

the leaders in an organization in pursuit of its mission. Yet, 

results from all levels of the data analysis indicated that the 
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rehabilitation leadership does not appear to seriously engage in 

this vital process. 

At the general level, Table 3 shows that six of the seven 

hypotheses tested in the study to evaluate continuity of purpose 

within the rehabilitation leadership were rejected: Leadership 

opinion differed widely on priorities assigned to age groups; it 

differed widely on priorities assigned to disability target 

areas; and it differed widely on priorities assigned to age 

groups within disability target areas . Further, there were sig

nificant variances between the eight leadership groups in priori

ties assigned to age groups, and priorities assigned to disability 

target areas; finally, they differed in priorities assigned to 

each age group within each disability target area. 

The implication of these planning deficits are far reach

ing. Since the rehabilitation leadership apparently does not en

gage in goal-oriented planning, the leadership does not have a 

central management rationale for allocation of resources . As a 

result, rehabilitation resources are allocated either on a paro

chial or traditional basis, with fractionalization of purpose 

extending to virtually every rehabilitation objective and to 

priorities assigned to objectives. 

Yet, if management theorists are correct, the rehabilita

tion movement leadership must get together at the national level 

on their collective objectives and priorities if the movement is 

to remain a viable system for the delivery of rehabilitation 
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services to the American people. If dominant professional groups 

are not able to sublimate some of their parochial and traditional 

interests, more effectively coordinate their services with other 

groups, and alter some of their personal strategies to contribute 

to larger and more long-range strategies aimed at broader nation

al health problems and areas of public concern, then the field of 

rehabilitation cannot hope to grow and succeed in the long run. 

Their functions will be taken over by other organizations that 

are willing to assume new roles, redefine and alter their objec

tives, and generally adapt their efforts within larger strategies 

for coping with national problems that are of major public con

cern. Without the rehabilitation leadership's willingness to 

reevaluate and coordinate objectives and priorities, the reha

bilitation movement, or any health delivery system, will not 

survive. 

Consequently, as a parallel to emphasize the importance 

of the leadership's disregard for goal-oriented planning, the 

implications of the Koontz and O'Donnell quotation for the future 

growth and success of the rehabilitation movement appears omi-

mous. Does the leadership know from a national perspective, in 

fact, whether its destination is London, Madrid, or Joannesburg? 



CHAPTER 5 

SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 

American public opinion reflects deep concern about in

adequacies in public and private rehabilitation services . Pend

ing federal legislation reflecting this concern may soon alter 

both the scope and direction of future services offered by the 

nation's network of public and private rehabilitation programs. 

Far-reaching implications would force these agencies responsible 

for administering and delivering rehabilitation services to re

assess objectives and priorities associated with their missions. 

The present study sought to evaluate the continuity and direction 

of rehabilitation objectives and priorities for a cross section 

of eight particularly influential rehabilitation leadership 

groups with respect to eleven disability target areas and three 

recipient age groups within the target areas. 

Summary 

In order to evaluate the continuity and direction of re

habilitation objectives and priorities, the following null hy

potheses were proposed for the study. 

1. No significant differences exist among mean priority 

ratings for each leadership group, across all disability 

target areas and all age groups . 
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2. No significant differences exist among mean priority rat

ings for the three age groups, across all leadership 

groups and disability target areas. 

3. No significant differences exist among mean priority rat

ings for the eleven disability target areas, across all 

age groups and all leadership groups. 

4. No significant differences exist between leadership group 

mean priority ratings assigned to age groups, across dis

ability target areas. 

5. No significant differences exist between leadership group 

mean priority ratings assigned to disability target 

areas, across age groups. 

6. No differences exist among mean priority ratings assigned 

to each age group within each disability target area, 

across leadership groups. 

7. No significant differences exist between leadership group 

mean priority ratings assigned to each age group within 

each disability target area. 

The literature addressing rehabilitation objectives and 

priorities was reviewed for the period beginning with the Voca

tional Rehabilitation Act Amendments of 1965 and continuing 

through October 1972, which was the point at which data analysis 

for the study was completed. 

Comprehensive sets of precise objectives or definitive 

priorities for rehabilitation services could not be identified. 
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The literature review also showed that impreciseness and frac-

tionalization among existing objective and priority statements 

were in direct conflict with primary emphasis of modern manage

ment theory. The relevance of the study was, therefore, rein

forced . 

A sampling survey was used to gather data for analysis 

in the study. A primary objective of the survey was to produce 

quantitative measures giving a clear indication of extents to 

which influential national rehabilitation leadership groups felt 

that resources should be committed to various disability target 

areas and recipient age groups within each target area. 

Using the need to include a complete cross section of 

opinion and the need to represent every major area of rehabili

tation influence as criteria, eight leadership groups were se

lected for interrogation. The groups were: Board of Directors 

of the National Rehabilitation Association; Board of Directors 

of the International Association of Rehabilitation Facilities; 

rehabilitation'educators; executives of the Social and Rehabili

tation Service; executives of the Rehabilitation Services Ad

ministration; state administrators of state-federal programs for 

the blind; state administrators of state-federal vocational re

habilitation programs; and physicians who administer graduate 

study programs in physical medicine. 

Amplifying upon the 1969 The Hidden Majority: Final Re

port of the California Rehabilitation Planning Project (California 
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State Department of Rehabilitation), the following eleven target 

areas were defined for examination in the study: alcoholism; 

criminality and delinquency; drug abuse; mental illness; mental 

retardation; chronic physical disability; physical disability; 

sensory and speech disability; severe physical disability; cul

turally disadvantaged; and disabled disadvantaged. 

Based upon the content of existing legislation, the fol

lowing three age groups were defined for examination: 0-16 

years; 17-64; and 65+ years. 

A prototype survey instrument was developed and tested 

on graduate students majoring in rehabilitation counseling. The 

instrument identified the eleven disability target areas and the 

three age groups within each target area. Respondents were re

quired to specify a priority for each age group within each dis

ability target area using the following scale: 0 for no 

services; 1 for minimum commitment of services; 2 for average 

commitment; and 3 for maximum commitment. 

Following minor refinements to the survey instrument, it 

was mailed to 303 individuals within the eight rehabilitation 

leadership groups. Instruments were returned by 81 percent (242) 

of the individuals solicited. Resulting data were analyzed using 

analysis of variance for unequal sample size and Scheffe's tests 

in order to test each of the seven null hypotheses set forth for 

the study. Statistical tests employed in the study provided 

bases for rejecting or accepting the null hypotheses of no 
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significant differences among priority ratings and trends of the 

ratings . Visual data examination techniques also were used to 

interpret trends among the data. 

Conclusions 

The purpose of this study was to evaluate the continuity 

and direction of rehabilitation objectives and priorities for a 

cross section of eight particularly influential rehabilitation 

leadership groups with respect to eleven disability target areas 

and three recipient age groups within the target areas. The fol

lowing conclusions are expressed within the context of the seven 

null hypotheses which were developed to implement the purpose of 

the study. The sequence of presentation is consistent with the 

pattern that was followed in Chapter 4 in presenting the results 

of the study. 

The first hypothesis stated that no significant differ

ences exist among mean priority ratings for each leadership 

group, across all disability target areas and all age groups. 

Analysis of data revealed that, when the variables of age 

group and disability target were disregarded, the eight leader

ship groups assigned statistically similar mean priority ratings 

in the allocation of rehabilitation resources. Therefore, the 

null hypothesis was retained. Yet, later examination of inter

action effects relating to the factors of age and disability 

type showed that differences between leadership group commitments 

would be the norm rather than the exception. 
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The second hypothesis stated that no significant differ

ences exist among mean priority ratings for the eleven disability 

target areas, across all age groups and all leadership groups. 

Analysis of the data revealed that, when the variables 

of age group and leadership group were disregarded, mean prior

ity ratings assigned to disability target areas were signifi

cantly different (.001 level). In addition, mean comparison 

tests at the .05 level showed that mean priority ratings assigned 

to disabled disadvantaged, severe physical disability, chronic 

physical disability, sensory and speech disability, and mental 

illness were significantly higher than priority ratings assigned 

to drug abuse, mental retardation, criminality and delinquency, 

and culturally disadvantaged. Finally, alcoholism, which was 

assigned the lowest priority rating, was statistically equiva

lent with culturally disadvantaged, but rated significantly lower 

than all of the remaining disability targets. Therefore, the 

second null hypothesis was rejected. Accordingly, three conclu

sions were drawn. First, the rehabilitation leadership views its 

current prime mission as retaining its traditional focus on those 

with physical and mental disabilities as the major thrust of the 

program. Second, the leadership is apparently very reluctant 

about getting deeply involved in the ration's problem of depen

dency and the poor. Finally, mean priorities assigned to dis

ability targets by the leadership appear to have limited bearing 



on many of the nation's current health problems and areas of 

public concern. 

The third hypothesis stated that no significant differ

ences exist between leadership group mean priority ratings as

signed to disability target areas, across age groups. 

Analysis of the data revealed that, when the variable of 

age group was disregarded, significant differences (.001 level) 

resulted in leadership mean priority ratings assigned to dis

ability target areas; ranks assigned by the eight leadership 

groups to any disability target area varied from three to eleven 

rank positions between the leadership groups. Therefore, the 

third null hypothesis was rejected. Accordingly, it was con

cluded that most leadership groups assigned priorities on the 

basis of parochial interests and traditional roles, rather than 

according to a management rationale predicated on a national per

spective. Consequently, fractionalization of purpose extends to 

virtually every objective and priority assigned to an objective. 

The fourth hypothesis stated that no significant differ

ences exist among mean priority ratings for the three age groups, 

across all leadership groups and all disability target areas. 

Analysis of the data revealed that, when the variables 

of leadership group and disability target were disregarded, 

significant differences (.001 level) were found in mean priority 

ratings assigned to the three age groups. In addition, mean 

comparison tests revealed that the leadership placed primary 
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emphasis on services to 17-64 age group; the 0-16 age group re

ceived a secondary though not statistically significant secondary 

emphasis. Those falling into the 65+ age group received signifi

cantly lower (.001 level) priority ratings than either of the 

other age groups. Therefore, the fourth null hypothesis was re

jected. Accordingly, three conclusions were drawn. First, the 

leadership feels that rehabilitation services focused on the aged 

should be minimal. Second, in view of its tendency to assign 

average priority to services for youth, the leadership does not 

put particular emphasis on either preventive rehabilitation, or 

services for handicapped youth. Finally, it appears that while 

the work objective is perhaps no longer the ultimate rehabilita

tion objective, the emphasis placed on services to the 17-64 age 

group suggests that it remains dominant. 

The fifth hypothesis stated that no significant differ

ences exist among mean priority ratings assigned to each age 

group within each disability target area, across leadership 

groups. 

Analysis of the data revealed that, when the leadership 

variable was disregarded, significant differences (.001 level) 

were found in mean priority ratings assigned to the three age 

groups within the eleven disability target areas. In addition, 

the data showed that recipients falling within the 65+ age group 

was consistently ranked lowest. A heavy emphasis was placed 

upin the 17-64 age group in all disability target areas. 
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Therefore, the fifth null hypothesis was rejected. Accordingly, 

four conclusions were drawn. First, the low mean priority rat

ings assigned to services for the 65+ age group in all disability 

categories indicate that need and equity do not carry significant 

weight in leadership criteria for the allocation of rehabilita

tion services. Second, with the exception of the disabled dis

advantaged which tends to be a traditional physical or mental 

handicap, the leadership is very reluctant to get involved with 

the nation's costly problems associated with social and economic 

deprivation. Third, rehabilitation does not focus its efforts on 

many areas of disability with which its capabilities and skills 

are well suited, such as unemployed school dropouts, and delin

quents; as an extension of this tendency, it is reasonable to 

conclude that cost-benefit-ratios are not a significant consid

eration in the leadership's allocation of rehabilitation re

sources. Finally, it was concluded that, as a whole, present 

emphasis is on the traditional rehabilitation commitments rather 

than preventive commitments to youth. 

The sixth hypothesis stated that no significant differ

ences exist between leadership group mean priority ratings as

signed to age groups, across disability target areas. 

Analysis of the data revealed that, when the disability 

target area variable was disregarded, significant differences 

(.001 level) resulted between leadership group mean priority 

ratings assigned to age groups, across all disability target 
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areas. Only PMR Physicians broke from tradition and assigned a 

higher mean priority to services for youth, than to adults or the 

aged. Therefore, the sixth null hypothesis was rejected. Ac

cordingly, it was concluded that PMR Physicians were the most 

sensitive of the eight groups to the importance of prevention. 

The seventh hypothesis stated that no significant differ

ences exist between leadership group mean priority ratings as

signed to each age group within each target area of disability. 

Analysis of variance showed that the interaction effect 

associated with the seventh hypothesis was significant at the 

.001 level. Therefore, the seventh null hypothesis was rejected. 

However, for reasons stated in Chapter 3, this second order in

teraction was not interpreted for study impact. 

Taken as a whole, the most salient outcome of the study 

was the rehabilitation leadership's disregard for unified, goal-

oriented planning at the national level. It appears that the 

leadership does not have a central management rationale to guide 

its allocation of resources. It follows, therefore, that, be

cause of these deficiencies, the continued growth and expansion 

of the rehabilitation movement may be seriously jeopardized. 

Recommendations 

The analysis of data and conclusions reached in this 

study provide a basis for the following recommendations: 

1. While this study provides an objective evaluation of 

leadership opinion on rehabilitation objectives and 
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priorities, it does not assess those factors that give 

rise to such opinion. Therefore, a further study should 

be conducted to determine the actual influence that such 

factors as the desire for improved cost effectiveness, 

the importance attached to various disability classifica

tion as major national health problems, the needs of dif

ferent disability populations (children, youth, adult, 

the aged, etc.) have on leadership opinion regarding the 

field's objectives and priorities. 

A study should be conducted that includes the rehabilita

tion leadership surveyed in this study, the members of 

the key Congressional committees that handle rehabilita

tion legislation, and the decision-makers in the Execu

tive Office of the President, with the objective of 

determining the reasons for the rehabilitation leader

ship's disregard for goal-oriented planning as a pre

requisite and basis for the allocation of resources. 

A study should be conducted from the national level to 

define related political and social influences, including 

the dynamics of how these influences affect decisions 

that determine rehabilitation resource allocations to the 

nation's network of public and private programs. 

A study should be made of the political-economic impact 

of the Budget of the United States on the mission and 



roles of the nation's network of public and private pro

grams that make up the rehabilitation movement. 

A study should be made that defines and compares opinion 

held by members of the U. S. Congress, with the views of 

rehabilitation decision-makers in the Executive Office 

of the President regarding objectives and priorities as

signed to the objectives for the nation's network of 

public and private rehabilitation programs that depend 

in part or totally in Federal support. 

A survey should be made in which a survey instrument 

similar to the one used in this study is administered to 

a random sample of citizens across the country with the 

purpose of determining the public's views on which dis

ability target areas and age groups within disability 

target areas should receive the prime thrust of rehabili

tation's services. 

The study should be replicated as a basis for determining 

areas of stability and instability in leadership opinion 

with regard to the field's objectives and priorities as

signed to the objectives, and with particular emphasis 

on the controversial disability targets associated with 

the National problem of dependency and the poor. 



APPENDIX A 

QUESTIONNAIRE 

The national rehabilitation movement, I.e., the field of rehabilitation 
Is being called upon to expand and redirect the fccus of its services. 

Please Indicate with a CHECK (V) the degree to which you feel rehabili
tation services should be focused on each age-group within each target 
area of disability listed below. 

(Respond from a national point of view.) 

DEGREE THAT REHAEILITATION SERVICES SHOULD BE 
FOCUSED ON AGE-GF.OUPS AND TARGET AREAS OF DIS-

TARGET AREAS OF DISABILITY ABILITY 
AGE 
GROUPS Maximum Average Minimum Not at all 

0-16 
ALCOHOLISM 

65—t-
0-16 

CHRONIC PHYSICAL DISABILITY* 17̂ 67 
55̂ T~ 

0-16 
CRIMINALITY & DELINQUENCY 

lULIURALLY DISADVANTAGED* 
(urban, rural, migrant) 

0-16 
17-64 
65-+ 
•(j-nr 

(urban, rural, migrant) 17-64 
55̂ + 

0-16 
DRUG ABUSE 17-64 

0-TS" 
MENTAL ILLNESS 17-64 

"0-16 
MENTAL RETARDATION 

65-+ 

PHYSICAL DISABILITY* IT-IT 
65-+ 

0-16 
SENSORY & SPEECH DISABILITY 17-64 

0-16 
SEVERE PHYSICAL DISABILITY* 17-64 

* Operational definition on reverse side.' 
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Operational Definitions 

Chronic Physical Disability: A physical condition—excluding sensory and 
visual conditions—that exists over a long period of time, more than three 
months. The residual disability results in a major limitation of a person's 
activities such as employment, full time school, and housework. 

Physical Disability: A physical condition—excluding sensory and visual con
ditions—that exists for less than three months. It can be successfully 
treated or stabilized and controlled to the degree that the condition does 
not materially limit a person in carrying on primary duties such as employ
ment, full time school, and housework. 

Severe Physical Disability: A physical condition—excluding sensory and 
visual conditions—that is nonreversible, and illiteracy. It is character-
lied by deviant social behavior or imparled ability to carry out normal re
lationships with family and community. Such behavior is manifested in the 
school, on the job, or before the courts and In the family. 

Disabled Disadvantaged: The conditions for this classification are the same 
as for the culturally disadvantaged, except the person has one or more of 
the conditions Included in the other target areas of disability. 



APPENDIX B 

COVER LETTER 

We are seeking a cross section of opinion from outstanding 
legislative, medical, administrative, and educational leaders 
who are concerned with the overall scope and direction of the 
field of rehabilitation, i.e., the national rehabilitation 
movement. 

Our purpose is to identify similarities and differences in 
leadership opinion in (1) the degree to which rehabilitation 
services should be focused on the various major areas of dis
ability and (2) the degree to which services should be focused 
on different age-groups within the respective areas of dis
ability . 

Such information should provide valuable "bench marks" for 
planning at all levels and in many areas of the field. 

The enclosed questionnaire will take only a few minutes of 
your time to complete; your responses will be held strictly 
confidential and reported only as part of a larger group. 

We are asking that all questionnaires be completed and mailed 
by November 16. A stamped return envelope is enclosed. 

Please accept our thanks in advance . 

Sincerely, 

Dr. Donald R. Ross, Director 
U. A. Rehabilitation Services 

Harry L. Lackey 
Researcher 

ends . 

89 



APPENDIX C 

THE FOLLOW-UP COVER LETTER 

We would like to remind you of the questionnaire on the future 
scope and direction of the field of rehabilitation that we sent 
you about two weeks ago. 

Knowing that you are a busy person and have probably put the 
questionnaire aside and have forgotten to return it, and not 
realizing that your assistance is a considerable favor to us, 
we hope that you will be able to find some time to fill it 
out and return it to us as quickly as possible. 

Enclosed is another questionnaire and stamped envelope for your 
use. 

If you have already completed and returned the questionnaire to 
us, please disregard our reminder and accept our thanks. 

Sincerely, 

Harry L. Lackey 
Researcher 

ends . 
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APPENDIX D 

THREE VARIABLE CROSSBREAK OF REHABILITATION 
OBJECTIVES AND PRIORITIES 
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Leadership Groups (A) 

Major Target 
Areas of Disability (C) 
by Age Groups (B) 
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Age: 0 to 16 A1 A2 A? A4 A5 A6 A7 A8 

Alcoholism 2.05 1.53 1.44 .91 1.69 1.56 1.46 1.71 
Chronic physical disability 2.58 2.74 2.27 1.73 2.38 2.44 2.08 2.63 
Criminality and delinquency 2.68 2.58 2.60 2.18 2.46 2.37 2.38 2.39 
Culturally disadvantaged 2.47 2.68 2.52 1.55 2.00 2.00 2.15 2.49 
Disabled disadvantaged 2.68 2.84 2.60 2.36 2.92 2.56 2.41 2.6? 
Drug abuse 2.79 2.42 2.58 2.09 2.62 2.50 2.28 2.65 
Mental illness 2.58 2.42 2.37 2.09 2.54 2.50 2.00 2.45 
Mental retardation 2.68 2.58 2.50 2.36 2.62 2.69 2.51 2-53 
Physical disability 2.53 2.32 1.92 2.18 1.77 2.06 2.10 2.76 
Sensory and speech disability 2.84 2.84 2.44 2.18 2.69 2.69 2.46 2.73 
Severe physical disability 2.68 2.84 2.35 2.27 2.85 2.62 2.31 2.76 

Age: 17 to 64 

Alcoholism 2. 84 2. 68 2. 77 2.55 2.62 2. 56 2.56 2. 35 
Chronic physical disability 2. 74 2. 63 2. 56 2.55 2.54 2. 75 2.69 2. 67 
Criminality and delinquency 2. 53 2. 63 2. 58 2.45 2.31 2. 44 2.54 2. 18 
Culturally disadvantaged 2. 11 2. 63 2. 65 1.82 1.92 2. 00 2.28 2. 06 
Disabled disadvantaged 2. 84 2. 84 2. 77 3.00 2.92 2. 62 2.72 2. 47 
Drug abuse 2. 74 2. 68 2. 65 2.55 2.38 2. 62 2.54 2. 29 
Mental illness 2. 89 2. 84 2. 77 2.55 2.62 2. 62 2.69 2. 41 
Mental retardation 2. 68 2. 53 2. 52 2.36 2.77 2. 19 2.64 1. 86 
Physical disability 2. 32 2. 32 2. 15 2.27 2.00 2. 44 2.62 2. 76 
Sensory and speech disability 2. 42 2. 63 2. 40 2.45 2.62 2. 81 2.64 2. 35 
Severe physical disability 2. 84 2. 84 2. 46 2.64 2.92 2. 75 2.64 2. 59 

Age: 65+ 

Alcoholism 1 .16 .95 1 .33 1 .18 1 .23 1 .25 1 .10 1 .14 
Chronic physical disability 1 .84 1 .79 1 .67 1 .45 1 • 85 2 .00 1 .28 2 .10 
Criminality and delinquency 1 .21 .95 1 .08 .27 1 .23 1 • 19 .62 1 .00 
Culturally disadvantaged 1 .16 1 .16 1 .33 1 .09 1 ;38 1 .12 1 .08 1 .16 
Disabled disadvantaged 1 .63 1 • 53 1 • 50 1 .36 2 • 38 1 .69 1 • 33 1 • 57 
Drug abuse 1 .26 • 74 1 .02 .73 1 .15 1 .12 • 77 1 .06 
Mental illness 1 • 47 1 • 58 1 .46 1 .18 1 .85 1 • 75 1 .23 1 .55 
Mental retardation 1 .16 1 .16 1 .12 1 .09 1 .54 1 .25 .67 .67 
Physical disability 1 .37 1 • 58 1 .21 1 • 45 1 • 38 1 .31 1 • 51 2 .10 
Sensory and specch disability 1 .26 1 .32 1 .42 1 .36 1 • 85 1 • 75 1 .28 1 .67 
Severe physical disability 1 .47 1 .68 1 .56 1 -73 2 .00 1 .69 1 .13 1 .84 
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MEAN PRIORITY RATINGS BY EACH LEADERSHIP 
GROUP FOR EACH DISABILITY TARGET AREA 
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C1 Alcoholism 

C2 Chron. Phys. Disab. 

C3 Crim. & Delinquency 

C4 Culturally Disadv. 

C5 Disabled Disadv. 

C6 Drug Abuse 

C7 Mental Illness 

C8 Mental Retardation 

C9 Physical Disab. 

C10 Sensory and Speech 

C11 Severe Phys. Disab. 
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2.46 

1.85 

1.90 
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1.68 
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1.91 

2.39 
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2.17 

2.07 
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2.38 
2.05 

2.15 

2.40 

1.94 

2.28 
2.08 
2.07 

2.26 
2.45 

1.79 

2.39 

2.00 
1.70 

2.29 
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2.04 

1.93 

2.41 

2.35 

1.70 

2.01 
1.84 

1.83 

2.15 

1.86 
1.97 

1.94-

2.07 

2.12 
2.02 



APPENDIX F 

MEAN PRIORITY RATINGS FOR AGE GROUPS 
WITHIN DISABILITY TARGET AREAS 

Disability Target Areas 
(0) 

Age Groups 
0-16 17-64 

(B) 
65+ 

C1 Alcoholism 1.56 2.60 1.18 

C2 Chronic Physical 
Disability 2.58 2.64 1.75 

C3 Criminality and 
Delinquency 2.47 2.44 0.95 

C4 Culturally Disadvantaged 2.34 ' 2.26 1.19 

C5 Disabled Disadvantaged 2.62 2.71 1.56 

C6 Drug Abuse 2.52 2.53 0.98 

C7 Mental Illness 2.35 2.66 1.48 

08 Mental Retardation 2.55 2.38 0.47 

C9 Physical Disability 2.25 2.43 1.55 

C10 Sensory and Speech 
Disability 2.60 2.50 1.48 

C11 Severe Physical 
Disability 2.56 2.64 1.60 
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APPENDIX G 

MEAN PRIORITY RATINGS FOR AGE GROUPS 
WITHIN LEADERSHIP GROUPS 

Leadership Groups Age Groups (B) 
(A) 0-16 17-64 65+ 

A1 NRA Directors 2.60 2.63 1 .36 

A2 IAKF Directors 2.53 2.66 1 • 31 

A3 Rehab. Educators 2.32 2.57 1 .34 

A4 SES Executives 1.99 2.41 1 .17 

A5 RSA Executives 2.41 2.51 1 .62 

A6 Adm., Blind Programs 2.36 2.53 1 .47 

A7 SFVR Administrators 2.20 2.60 1 .09 

A8 FMR Administrators 2.52 2.36 1 .44 
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