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1. BACKGROUND AND OBJECTIVES 

1.1 Background 

In the Western Pacific Region of WHO, community-based 
rehabilitation (CBR) programmes offer a feasible and cost-effective 
response to the problem of providing rehabilitation services for an 
estimated 100 million disabled people. Over the past decade interest 
in CBR has resulted in an active world-wide programme and this has 
also proved to be the case in the Western Pacific region. 

As the concept of CBR has become widely accepted and the number 
of CBR programmes expanded, there has been a growing interest in 
supporting research and evaluation studies in this field. The 
Western Pacific Regional Office (WPRO) of WHO identified the need to 
promote research into CBR programmes as a regional priority and 
sought support for a planning meeting. Financial and other support 
was partially forthcoming from the Australian Government Department 
of Community Services and Health and from the Cumberland College of 
Health Sciences, a WHO Collaborating Centre for Rehabilitation 
located in Sydney, Australia. 

The meeting was entitled "Regional Working Group on Applied 
Research on Community-Based Rehabilitation", and was held at the 
Cumberland College of Health Sciences from 25 to 29 July 1988. 

1.2 Objectives of the Working Group 

The Working Group was invited to carry out the following 
tasks: 

(a) To assess research needs and identify research priorities 
for community-based rehabilitation; 

(b) To develop research guidelines, particularly in field 
research, on community-based rehabilitation; 

(c) To develop research protocols used in CBR projects; and 

(d) To develop a work plan on collaborative research among 
participating collaborating centres and other national institutions 
for rehabilitation. 
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2. CONDUCT OF THE WORKING GROUP MEETING 

2.1 General 

Twelve participants from nine Member States were invited to 
convene as a Working Group at Cumberland College of ijealth Sciences 
in Sydney, Australia. The Working Group meeting was assisted by the 
WHO Secretariat, a WHO temporary adviser and members of staff of the 
Cumberland College of Health Sciences. Details of all participants 
in the ~Iorking Group meeeting are listed in Annex 1. 

During an official opening session, a member of the WPRO 
secretariat, Dr Wang Liansheng, presented an opening address on 
behalf of Dr S.T. Han, Special Representative of the Director-General 
of wliO. 'l'he full text of this address is provided in Annex 2. 

The Working Group meeting elected the following officers: 

Chairman 

Vice-Chairman 

Rapporteurs 

Dr J.O. Miller (Australia) 

Professor Zhou Dahong (China) 

Mrs Luzviminda J. Valdez (Philippines) 
Dr S.F. Lam (Hong Kong) 

Following the election of officers, the Working Group members 
considered the details of a proposed agenda before moving for its 
formal adoption. This agenda is provided as Annex 3. 

Throughout the five-day meeting, members of the Working Group 
heard individual and country reports, participated in group work, 
practical sessions and discussions, undertook afield trip and 
formulated a series of recommendations for further action. 

The Working Group meeting was officially closed by 
Dr Wang Liansheng, and expressions of appreciation were made by group 
members (Annex 17). 

2.2 Country and individual reports 

Host of the Working Group members presented a country report. 
IVhere these were based on a prepared paper, this has been included in 
full in the annexes to this report. Dr Z. Kalinowski of the WHO 
secretariat provided a review of CBR services in Lao People's 
Democratic Republic. This paper is also included in full in 
Annex 14. 
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2.3 Working Group discussions 

The temporary adviser, Dr G.H. Watts, presented an overview 
paper to provide a background for subsequent working group sessions. 
The content of this overview paper and an outline of the subsequent 
working group sessions is summarized in the next major section of 
this report. 

2.4 Field visits 

All members of the Working Group undertook a day field trip to 
the Gosford region, north of the city of Sydney. During the day, the 
group first visited the Gosford Regional Unit of the Commonwealth 
Rehabilitation Service. Group members were given an overview of the 
services offered by the unit and the impact of regionalization on 
rehabilitation services. 

The major part of the field trip was devoted to an inspection of 
area health services based on the Gosford District Hospital. After 
an orientation session at the hospital, group members toured the area 
visiting a number of community rehabilitation units. 

These field visits were of considerable interest to group 
members, who collected detailed information for future reference. 

2.5 Cumberland College staff presentations 

During the course of the Working Group meeting, representative 
faculty members from Cumberland Collge of Health Sciences presented 
the following brief reports on projects related to community-based 
rehabilitation services: Dr Janice Reid, "Community health 
programmes in Australia"; Dr·John Sheppart, "CATCH social skills 
kit"; Ms Elizabeth Henley and Ms Robyn Twible, "CBR programmes in the 
Solomon Islands and Fiji". 

Materials produced as a result of other staff projects were 
tabled for inspection by the Working Group members. 

3. OVERVIEW OF WORKING GROUP SESSIONS 

3.1 CBR research review 

In order to provide a background for subsequent deliberations of 
the Working Group, an overview paper on Applied Research on 
Community-Based Rehabilitation was presented by the temporary 
adviser. A complete text of this overview is provided as Annex 15. 
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The Working Group members were reminded that rehabilitation is 
one of the components of primary health care and as such is part of 
the general WHO strategy of health for all by the year 2000. Drawing 
on a range of references and documentation, the following 
characteristics were noted as being common to CBR programmes around 
the world: 

(a) Local communities should heighten awareness of the disabled 
persons, recognize their rights and accept at least part of the 
responsibility for their rehabilitation; 

(b) Local communities should mobilize their own manpower 
resources, including the disabled persons themselves, their families 
and friends to take an active part in rehabilitation training; 

(c) Emphasis is placed on the use of simplified methods and 
techniques which are affordable as well as effective and appropriate 
to a particular community setting; 

(d) The delivery of CBR services should be built upon existing 
community organization and infrastructure, especially primary health 
care services; and 

(e) With access to a referral network to meet needs which 
cannot be met locally, and working in conjunction with other sectors 
(educational, social and vocational), CBR services will contribute to 
national health goals. 

Working Gro~p members noted that the training packages contained 
in the WHO Manual Training disabled people in the community remained 
the centrepiece of the CBR technology. Since the first version of 
the manual had been produced for field testing in 1979, it had 
undergone a number of revisions. To date over 100,000 copies of the 
manual have been printed, with its fourth revision scheduled for 
publication in 1988. 

The Western Pacific Region of WHO has been active in promoting 
CBR. Since the early 1980s, CBR programmes have been operating in 
the Philippines but more recently also in other Member States and 
areas such as China, Hong Kong, Lao People's Democratic Republic, 
Malaysia, the Republic of Korea and Viet Nam. 

A review of research and evaluation studies in CBR reveals a 
need for heightened activity in this regard. A number of research 
studies have been completed, but these have been in the form of field 
testing of materials with subsequent reports having rather limited 
circulation. Working Group members were reminded of the positive 
outcomes of more open and systematic research into CBR programmes and 
urged to seek. an additional allocation of resources to support such 
activity. 

II , , 

II 
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3.2 The concept of community-based rehabilitation 

At an early stage in the meeting, participants found it helpful 
to reach a working understanding of CBR. Working Group members 
acknowledged that the initiation and development of CBR could vary 
according to different country conditions. 

In the Philippines, for example, the Bacolod City CBR project 
began on a very localized level supported by a nongovernmental 
organization, and this was gradually initiated and developed to 
attract government assistance. In China and the Lao People's 
Democratic Republic, the direction and development of CBR was 
reversed with national government action preceding local 
implementation through existing health delivery system; Australia and 
Hong kong presented further variation in that existing institutional 
rehabilitation services provided the basis for an extension into the 
community. 

Some Working Group members found it helpful to interpret the CBR 
model in Visual terms. A three-tiered "Pyramid Model" pictured a 
community level base in which some 70% of the population could be 
helped with CBR services. An intermediate level at which 20% of the 
population could be serviced with an increase in the professional 
level of staff and facilities, leading finally to a 10% apex where 
highly specialized services would be required. 

A "concentric model" presented the same concept from a different 
visual perspective. This expanding circular model pictures the 
majority of rehabilitation services based on a central community. 
This central base of services expands from its grassroots level to 
incorporate a system involving intermediate and finally national 
support mechanisms. 

A model representing three stages of country development which 
in turn related to community involvement, simplified technology and 
referral systems, served to clarify the value of the CBR approach in 
under-developed countries in particular. 

In summary, participants endorsed the following elements as 
being helpful in identifying CBR: 

1. Community resources should form the nucleus for the 
delivery of rehabilitation services. 

2. Rehabilitation services should be based on the use of 
simplified appropriate technology. 

3. An effective referral and support system is an important 
component of CBR. 
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4. Wherever possible, CBR should utilize existing 
infrastructure (such as the primary health care network, or the 
school system) for its implementation. 

3.3 Research needs and research priorities for community-based 
rehabilitation 

The Working Group members noted that community-based 
rehabilitation has proved effective and acceptable as an approach to 
delivering basic rehabilitation services. However, although there 
are basic guidelines on its (1) service delivery system (2) 
technology transfer (3) community involvement, and (4) organization 
and management, there is still a vast area to be explored and 
developed. These four features of CBR are essentially what make it 
effective, particularly in developing countries where material and 
technical resources are scarce but manpower and natural resources are 
abundant. 

Research efforts for CBR should focus on these four features, 
to further develop and evolve the concept into a viable system which 
can be incorporated into an existing rehabilitation programme in any 
country. 

The suggested priority areas for study, research and evaluation 
of these four basic features are the following: 

1. Service Delivery System - the way in which training or 
services are being provided by the CBR worker (commonly called local 
supervisor or rehabilitation worker) to the disabled person in the 
community level: 

(a) utilization of the primary health care worker as local 
supervisor/rehabilitation worker (LS/RW) (using health personnel 
rather than teachers or social workers); 

(b) CBR worker based in the community vs. rehabilitation 
personnel coming in to provide training; 

(c) training family members to train disabled relatives; 

(d) relationship between the L8 and family trainer, L5 and 
disabled person. 

2. Technology Transfer 
the LS should have: 

this includes the technical skills 

(a) how effective is the WHO manual? 

(b) how can the WHO manual be used together with other 
manuals such as Disabled Village Children, a UNICEF Manual? 

1\ 
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(c) teaching technical skills to LS at minimum cost and 
in the shortest possible time; 

(d) to be an effective CBR worker, how much skill should 
one have? 

(e) acquiring skills on designing, producing and 
maintaining appropriate aids; 

(f) packaging "rehabilitation technology" other than in 
written form; 

(g) identifying various disabilities through the 
application of simple detection techniques. 

). Community involvement - is a vital ingredient in the 
implementation of the CBR programme. Training of the disabled person 
should not only be the concern of the family trainer and local 
supervisor but also of the community in which he lives. This 
involves the following: 

(a) assessing change in the attitude of the community 
towards disabled people; 

(b) mobilizing various sectors of the community to support 
and assist disabled people; 

(c) tapping community resources and utilizing these in the 
programme; 

(d) developing the community to undertake the maintenance 
of the programme; 

(e) impact of poverty on the programme, and the use of 
available community resources. 

4. Organization and management - CBR deals with a lot of 
people. The local supervisor, family trainer, other members of the 
family, the disabled person and the community should all participate 
actively in the total process of rehabilitation. And because people 
are its main component, organization and management playa very 
significant role in making it effective. Management occurs both on 
the horizontal level (local supervisor, family member, disabled 
person and community) and the vertical level (referral structures 
from the town, province, district, national, international). 
Priority research areas are the following: 

(a) organization model which can be adaptable to different 
situation; 

(b) link-up scheme of the referral network to that of the 
horizontal structure; 
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(c) identification of personnel for each level; 

(d) role of the private sector in the management when 
programme is a government undertaking; 

(e) importance of disabled people taking leadership roles 
in the management of rehabilitation programmes. 

3.4 Guiding principles in programme evaluation 

All members of the Working Group were provided with a copy of 
Health Programme Evaluation: Guiding principles, WHO, 1981. 

The Working Group strongly supported the basic purpose of 
evaluation of CBR programmes as being a means to improve such 
programmes. However, identifying weakness in a programme, 
criticizing methods of implementation, highlighting problems in 
monitoring progress and so on, could be negative, or even 
destructive. Such input should be adopted as helpful advice in order 
to enhance future achievement. 

In the context of CBR programmes attention focused on commonly 
encountered constraints in carrying out evaluation studies. Members 
of the Working Group reported on their experiences, and suggestions 
were made for dealing with such problems. Those participants 
actively involved in CBR projects endorsed the view that both the 
development and evaluation of such programmes had to be seen in the 
context of a wider administrative framework, ideally as part of a 
national health scheme. 

Discussion within the Working Group clarified the definition of 
each component, and the application of each concept towards effective 
research in CBR was explored. These components were to reappear in 
developing a comprehensive approach to applied research on CBR. 

The specification of indicators by which to measure changes and 
the criteria to be adopted in such measurement were given close 
attention. By reviewing available research reports and through the 
experience of Working Group members currently active in CBR 
programmes, it was clear how the choice of indicators and criteria 
could dramatically affect the outcome of any study. 

Throughout the discussion on principles and guidelines helpful 
for research on CBR programmes, members of the Working Group 
acknowledged the need to balance the demands of technical excellence 
with work place constraints. There was general agreement that data 
collection and monitoring of progress should be functions built into 
the routine procedure of CBR programmes. Efforts expended in 
developing and trying out simple data collection instruments would be 
repaid many ~imes over in terms of the quality of data and co
operation from field workers. 
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3.5 CBR evaluation: protocols review 

Working Group members systematically reviewed the steps involved 
in planning and implementing a typical CBR programme. Throughout 
this exercise, participants focused on each step as a potential 
component in a CBR evaluation project. Existing data collection and 
reporting forms were used in group work exercises, and suggested 
modifications and extensions were noted. 

As a general reference, and to provide a standard format for 
discussion purposes, all participants were provided with a Guide For 
Local Supervisors from the 1988 edition of the WHO Manual Training 
In The Community For People With Disabilities. It was clear to 
participants that any "standard" approach to implementing a CBR 
programme was simply a helpful format which was to be freely adapted 
to local needs and resources. At the same time, using the procedures 
and instrumentation suggested in the Guide For Local Supervisors 
served to focus attention on significant components familiar to many 
Working Group members. 

To assist in developing an overall approach to evaluating a CBR 
programme, the Working Group members adopted a simple three-stage 
division covering INPUTS, OPERATIONS AND OUTPUTS. Inputs were to 
cover all elements involved in planning, staff preparation, 
identification of clients, preparation of training materials - in 
fact all efforts required to bring the CBR programme to the point of 
delivery of services. Operations referred to tho Rctual provision of 
rehabilitation services and activities related to supporting this 
central element. Outputs referred to the many results, achievements, 
changes, developments - both anticipated and unexpected - which 
followed the implementation of a CBR programme. 

3.5.1 Assessing the disabled person's need for training 

Participants recognized that a key instrument for data 
collection in any CBR programme was Form No.2, "For Finding Out 
Whether The Person Needs Training And For Assessing Progress". Items 
in Form No. 2 provide the basis for an initial assessment of the 
disabled person, assist in the selection of appropriate training 
packages and serve as a baseline for future progress reports. 

In assessing progress made by disabled persons, the local 
supervisor is again confronted by such issues as consistency in 
interpretation of questions and reliability of assessment. Reporting 
progress could involve the use of change scores and this becomes even 
more challenging, with many of the questions relying upon subjective 
assessment. 
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Working Group members discussed the issue of interpretation of 
assessment reports. It seemed helpful to try to cluster related 
questions in Form No. 2 to reduce the complication of each of the 2) 
questions being presented as a separate item for each individual. As 
one example of clustering the Working Group considered a 
rearrangement of Form No. 2 with questions summarized into five 
categories: (1) self-care, (2) communication, ()) mobility, 
(4) socialization and (5) other questions. It was also noted how 
these cluster scores could be combined into a single progress score 
for each individual. 

The Working Group considered the suggested format for recording 
progress as presented in the Guide for Local Supervisors. By 
replacing the "graded steps" format with a "sub-divided square" 
format, the Working Group members thought it would be easier to 
record repeated scores, and even decreases in performance, as well as 
the more commonly hoped for increases in performance. 

To assist in assessing this specific point made by the Working 
Group, the two formats for Form No. 2 are included as Annex 6. 

Irrespective of the final format adopted for Form No.2, it was 
clear that it would be helpful to consider a standard method of 
summarizing, analysing and reporting assessment of progress. It was 
acknowledged that in the Working Group meeting context, it was only 
possible to generate different formats which should be subjected to 
field trial by local supervisors. This was obviously a highly 
specific topic for future research. 

In this same context of considering the adequacy of existing 
reporting methods, the Working Group members suggested modifications 
to Form No. ), "Record of Visits To The Home", and Form No.4 
"Monthly Report Form". 

3.5.3 Reviewing the training packages 

Working Group members were conscious of the effort, expertise 
and field testing which had combined to produce the current training 
packages. These packages form the basic element in a typical CBR 
programme presenting rehabilitation technology in its simplest form. 
Working Group members were concerned to ensure that these training 
packages were not taken as a "given" component but open to continuous 
evaluation. It was noted as important that the range of disabilities 
covered may be extended, that content may be challenged and that 
presentation format may be varied. In regard to format, it was 
strongly recommended that some topics would lend themselves to 
auditory and visual presentation. 
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3.5.4 Personnel training 

Throughout the process of implementing a CBR programme there is 
a need to train personnel. Working Group members reviewed in detail 
the suggested training for local supervisors and for the (family 
member) trainer of the disabled person. The Working Group members 
especially identified a need for training for some form of 
intermediate level supervisor to coordinate the work of local 
supervisors. There was a clear recognition of the need to develop 
and evaluate training courses for all levels of personnel if CBR 
programmes were to be successful. In this context Working Group 
members reviewed suggested procedures for liaison with school 
teachers, arranging for jobs, and dealing with uncooperative families 
and community leaders. Each of these issues suggested topics for 
research and evaluation. 

3.6 CBR evaluation: an overall plan 

Summarizing the discussions on guiding principles and evaluation 
protocols, Working Group members considered methods of 
conceptualizing an overall framework within which to plan CBR 
research and evaluation. Such a plan could be expressed in a 
framework covering stages in a CBR programme, items within each 
stage, allocation of responsibility for researching each item, and 
suggested protocols for this research. Work within such a framework 
would make constant reference to a set of guiding principles. 

Taking each stage of evaluation in turn, Working Group members 
detailed items which should be listed under Inputs, Operations and 
Outputs. In turn, small discussion groups allocated responsibility 
for evaluation of each item and identified existing or suggested new 
protocols for carrying out each evaluation. 

There were many gaps in the overall plan. It was obvious to the 
Working Group members that this overall plan represented a challenge 
to researchers. Areas of priority need to be identified, and their 
efforts directed systematically towards them. Some of the more 
pressing issues are reflected in the recommendations for action 
compiled by Working Group members. 

3.7 Collaborative research 

Throughout the meeting, Working Group members recognized the 
need to share expertise and experience. Some participants brought 
many years of practical experience in directing CBR programmes, 
others had experience in adapting CBR principles to urban 
environments, still others had made quite significant modifications 
to the standard WHO procedures and materials. All had a strong 
interest in promoting research and evaluation studies. 
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It was clear to Working Group members that the four 
collaborating centres for rehabilitation established in the Western 
Pacific Region provided one obvious resource to be used in 
promoting collaborative research. The directors of these four 
centres were all participants in the Working Group and this provided 
a unique opportunity to promote cooperation in research projects 
proposed during the meeting. There was a high degree of accord on 
this matter and it was clear that there were many opportunities that 
would be taken up by the four collaborating centres. 

In addition, Working Group members identified a number of 
research topics which would lend themselves to useful cooperative 
research beyond the context of the existing collaborating centres. 
Such topics included replication in all Hember States of research 
into attitudes towards disabled persons, and a multi-national team 
co-operating in a country-wide evaluation of CBR programmes. It was 
clear that enthusiastic support for each proposal would be translated 
into action. 

4. RECOMl1ENDATIONS 

The Regional Working Group on Applied Research on CBR made the 
following recommendations: 

1. Within the next two years, WHO should support a systematic 
evaluation of CBR projects in the Region. 

2. The content and presentation of the current WHO ivtanual 
Training In The Community For People with Disabilities should be 
continually under review. 

3. Efforts should be made to evaluate the effectiveness of 
existing supplementary guides and commentaries on the WHO manual 
with ~ view to redrafting these documents and adding supplementary 
mater1als as required. Particular attention is drawn to the need to 
develop a guide for intermediate level supervisors. 

4. Alternative methods of presenting the content 01' the IlliO 
manual, such as radio, television, comic strips and posters, should 
be investigated. 

5. Support should be given to the research on low-cost 
technical aids to disabled people. 
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6. Support should be given to the preparation and field 
testing of suggested standard protocols for use at each stage of a 
CBR evaluation. In particular, such research should consider 
protocols for 

(a) identification of disability, 
(b) initial assessment of a disabled person, 
(c) progressive assessment of a disabled person, 
(d) reports summarising information from local, district and 

regional areas. 

7. Studies on attitudes and beliefs about disabilities should 
be developed. 

8. Evaluation of the effectiveness of training of local 
supervisors and field testing of alternative methods should be 
undertaken. 

9. Particular attention should be given to an appropriate 
means of involving disabled persons in the delivery of rehabilitation 
services. 

10. HI!O should seek an expression of interest from Hember 
States regarding involvement in collaborative research on CBR. The 
Organization should invite the established Collaborating Centres for 
Rehabilitation in the Region to develop specific research proposals. 

11. WHO should convene a workshop for personnel involved in CBR 
research projects. 

12. WHO should consider establishing a regional clearing house 
to facilitate the exchange of information and distribution of 
research reports. In this context, it is noted that, in 
collaboration with \iPRO, Cumberland College of Health Sciences, with 
its technical resources and facilities, could provide this service. 

13. HliO should support the distribution of a periodic 
newsletter to maintain contact among researchers active in CBR. In 
this context, it is noted that, in collaboration with ilHO, Cumberland 
College of Health Sciences could provide this service. 

14. ~nfO should support requests by interested countries for 
visits by consultants and expert advisers in research methods 
appropriate to CBR. 

15. There is a need to reconvene, on a regular basis, 
specialist working groups on CBR research in order to review progress 
and stimulate further research activity. It is noted with pleasure 
that the Director of the Maclehose Hedical Rehabilitation Centre, 
Hong Kong, has offered to host a second meeting of this working group 
in 1990. 
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16. WHO should contact all Member countries in the Region to emphasize the high priority which should be given to the provision of CBR services and to encourage a commitment to support CBR research. 

II 

i I 



Australia 

China 

Hong Kong 
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OPENING ADDRESS ON BEHALF OF THE 
SPECIAL REPRESENTATIVE OF THE DIRECTOR-GENERAL 

WORLD HEALTH ORGANIZATION 

ANNEX 2 

Assistant Secretary of Rehabilitation Services, Commonwealth 
Department of Community Services and Health, 
Respected Mr Tony Kingdon, 
Miss P.H. Marsh, Chairman of the College Council, 
Dr J.O.Miller, Distinguished Participants, 
Ladies and Gentlemen: 

It gives me great pleasure to be here to deliver the opening 
address on behalf of Dr S.T. Han, Special Representative of the 
Director-General of the World Health Organization. As you are 
aware, our Regional Director, Dr Hiroshi Nakajima, has assumed his 
new responsibilities as Director-General in WHO Headquarters in 
Geneva effective 21 July 1988. 

I regret to inform you that due to heavy commitments, it has 
not been possible for Dr S.T. Han to be present personally on this 
occasion. However, he has asked me to convey to you his best 
wishes for successful deliberations during the next four days. I 
wish to welcome you all to Australia and to this Working Group on 
Applied Research on Community-Based Rehabilitation. 

I would like to express my sincere thanks to the Department 
of Community Services and Health and the Cumberland College of 
Health Sciences for their support and for agreeing to host this 
meeting. 

The prevalence of disablement in the Western Pacific is 
estimated to be 5-10%. The incidence of disablement is higher in 
developing countries than in the developed countries because of 
inadequate immunization, poor perinatal care, malnutrition and 
accidents. 

Rehabilitation services in developing countries are, in 
general, institution-based. These institutions are accessible 
only to a minority of disabled people. Even for those who receive 
services in the institutions, the rehabilitation process is 
incomplete since rehabilitation means integration into the normal 
roles of one's family and community. 
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Community-based rehabilitation (CBR) has been advocated and 
promoted by WHO for more than ten years. It involves 
participation at all levels - community, district, regional and 
national - but the emphasis is on community level because this is 
where the rehabilitation process takes place. Community-based 
rehabilitation generally implies community involvement in the 
prevention of disabilities, in the training of the disabled and in 
the social integration of the disabled within the community. CBR 
programmes and projects have been initiated or developed in most 
countries and areas of the Western Pacific Region, but the degree 
to which they have been developed varies considerably from country 
to country and from region to region. The purpose of this meeting 
is to facilitate an exchange of information between the 
participating institutions, to assess the research needs and 
priorities in the field of community-based rehabilitation and to 
develop research guidelines and protocols applicable to the CBR 
projects. The past experience of the participating countries in 
this Region will provide crucial information on both the 
achievements and the deficiencies of community-based 
rehabilitation and make it available as appropriate to other 
countries. I hope that at the end of the meeting, definite 
recommendations will be made for the benefit of the participating 
institutions to guide their research on developing a more 
effective and efficient community-based rehabilitation programme 
in each country. It is also expected that a workplan on 
collaborative research among the participating institutions will 
be formulated. 

If you are to achieve this objective, you have a heavy task 
ahead of you. I am sure, however, that your collective efforts 
coupled with your past experience will enable you to achieve the 
desired results for the benefit of the Member States in this 
Region. I am eagerly looking forward to the outcome of this 
meeting in the form of your recommendations. I assure you of the 
full support of WHO, and I wish you all success in your endeavour 
to improve the living conditions of the millions of the disabled 
not only in this Region but elsewhere too. 

Finally, I wish you a happy stay in Sydney, and warmly 
encourage you to enjoy the hospitality of the Australian 
Government and of the Cumberland College of Health Sciences. 

Thank you. 
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THE COMMONWEALTH REHABILITATION SERVICE 

by 

Mrs M. McMullen 

1 • INTRODUCTION 

The Commonwealth Government provides a national rehabilitation 
network comprising some 90 regional units and employing in excess of 
900 staff. The cost of providing rehabilitation services was $50 
million in 1987-1988. An amount of $5 million was recovered in 
revenue. In 1987-1988, rehabilitation programmes were provided to 
approximately 12 000 people. 

The Commonwealth Rehabilitation Service (CRS) has operated for 
40 years. Until recently it operated out of major rehabilitation 
centres in the capital cities and a limited number of regional units. 
In 1986, a decision was taken by the Government to close its main 
rehabilitation centres and with the proceeds of their sale establish 
a more extensive regional network of community-based units. 

Their structuring has essentially been achieved and now provides 
the framework for delivering rehabilitation services closer to where 
people live and work. 

In 1987, the Government encouraged the CRS to develop and adopt 
more business-like practices. A Trust Account was established as 
part of the funding arrangements of the service which not only 
permitted the CRS to reinvest its revenue into services, but also 
required the CRS to account for its operations on more business-like 
principles. This is a relatively unique concept in the operation of 
a primarily welfare-based service. In only the first year of 
operation of the Trust Account, it is too early to make detailed 
comments on its impact, but already it seems to have facilitated a 
more efficient approach to the use of resources, but more importantly 
has returned the focus on maximising satisfactory client outcomes. 
Although tentative at first, staff have welcomed the changes and feel 
encouraged to provide a high quality service to clients irrespective 
of whether they are classed as compensable (and therefore pay 
revenue) or are welfare clients for whom no charge is levied. At 
present, the ratio of paying to non-paying clients is about )0 to 70. 



- 24 -

Annex 4 

HPR/'i<JG/l1HB(OMC) /88.2 

One of the difficulties of establishing the impact of change to 
the CRS has been the paucity of academic research in Au'stralia on the 
cost benefits of rehabilitation as a means of returning people with 
disabilities back to work or increasing their ability to live more 
independently. Major interest in recent years has been centred on 
the revised compensation schemes, but little attention has been paid 
to the value of rehabilitation for people on long-term income 
support. Similarly, studies on the evaluation of rehabilitation 
programmes and cost-benefit analyses between different rehabilitation 
techniques and practices have been limited and unless adequately 
addressed will be significantly influenced by the more limited 
interests of the various compensation insurers. Even the major shift 
from centre-based to community-based rehabilitation has not attracted 
the degree of academic interest that it might seem to warrant. 

1.1 Rehabilitation in New South Wales 

Because my background is in New South Wales (NSW), it might be 
useful if I were to outline the operations of rehabilitation in this 
State. In many respects, the NSW experience would be similar in most 
other States of the Commonwealth. 

In NSW rehabilitation, services are provided through two 
government departments - the Department of Health (State Government) 
and the Department of Community Services and Health (Commonwealth 
Government) and by a growing number of private organizations. The 
two Government Departments are committed to cooperative planning of 
rehabilitation services for people in New South Wales. The 
Department of Health has a major responsibility for hospital-based 
remedial rehabilitation while the Department of Community Services 
and Health through the Commonwealth Rehabilitation Service, provides 
community-based, social and vocational rehabilitation. 

The CRS is available to men and women of working age (14 to 65 
years) who need rehabilitation because they have a disability from 
birth, or as a result of illness or accident. Disabilities may be 
physical, sensory, intellectual and psychiatric. The programme aims 
to help people adjust to their disability, to live as independently 
as possible and to obtain or retain employment. The services are 
free to people receiving a welfare pension or benefit. For others, 
such as people with a compensation or damage claim, costs are 
recovered through a direct charge to the insurance company or 
employer. 
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1.2 Regionalization of services 

The Department is committed to improving access to its services 
and to providing rehabilitation to people in their own environment 
in their community, in their home and in their workplace. Over th; 
past two years, restructuring in NSW has led to the closure of two 
large rehabilitation centres in the metropolitan area to allow for 
the development of a network of small rehabilitation units throughout 
the metropolitan and country areas. There are now 24 such units 
operating in the State with a capacity to provide services to a 
greater number of people. There is an emphasis on making services 
more accessible to women, aborigines and Torres Strait Islanders and 
people from non-English speaking backgrounds. 

1.3 Services for victims of accidents 

The development of new compensation arrangements in NSW has 
increased the value placed on rehabilitation in helping people return 
to a normal life as quickly as possible. Until recent changes in 
legislation, there was little incentive for people injured at work or 
in transport accidents to maximize their potential for recovery and 
return to work. New arrangements encouraged early rehabilitation 
intervention and return to work. The CRS has developed specialized 
and work-based rehabilitation programmes to meet the needs of injured 
workers. 

1.4 Resource planning and accountability 

Recent changes in the financial operations of the Department 
have required an increased emphasis on planning resource use and 
accountability within the CRS. The eRS has been given more autonomy 
by the establishment of a Trust Account to cover its financial 
operations. This means greater accountability and each regional unit 
must operate within a set budget and be responsible for planning the 
most cost-effective and efficient utilization of resources. The CRS 
maintains a primary responsibility to service clients unable to pay 
for rehabilitation services but is also required to recover the costs 
of services provided to compensable clients. Associated with 
increased accountability, a computer-based system (Regional Unit 
Management System (RUMS» has been introduced to permit monitoring of 
financial administration and unit activity and to maintain client 
data. 

2. REHABILITATION SERVICES 

Professional staff working on interdisciplinary teams and 
available to help clients include counsellors, physiotherapists, 
occupational therapists, social workers, speech pathologists, 
psychologists, rehabilitation instructors, teachers and medical 
personnel. A number of units have specialist teams whose function is 
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to handle the complex rehabilitation needs of people who have 
suffered spinal cord or brain injuries. Rehabilitatiort programmes 
are tailored to meet the particular needs of individual clients and 
are goal-oriented and planned by the client and appropriate team 
members. Services available include comprehensive assessment, 
therapy, vocational, personal and social counselling, provision of 
aids and appliances, home and workplace modifications, and training 
(vocational, on-the-job, academic and social). 

Services are available to a broad range of clients whose 
disability has a significant effect on their ability to live 
independently in the community and/or to obtain a job and who are 
likely to gain from rehabilitation assistance. The Department, 
however, recognizes a number of priority groups of clients. These 
are: 

- people with severe disability; 

- people requiring vocational rehabilitation; 

- people with injuries received at work; 

- people with special needs - women, aborigines; and 

- people with non-English speaking backgrounds. 

3. STANDARDS AND QUALITY OF SERVICE 

The CRS is involved in establishing standards for the prov~s~on 
of quality services and ensuring that these standards are achieved. 
It is committed to planning service delivery so that resources are 
utilized in an effective manner in accordance with CRS policy and 
priorities. The CRS is in the process of developing mechanisms to 
measure the value and quality of its services as well as its level of 
productivity. 

. .Ongoi~g and .ef~ective evaluation of the rehabilitation programme 
~s g~ven hlgh pr~orlty by the Department. The following are some of 
the strategies adopted to achieve this: 

The development of a national data base to reflect the 
incidence and distribution of disability and to maintain service 
records; 
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The use of an Individual Programme Plan (IPP) to ensure that 
the client's rehabilitation programme is planned in consultation with 
the client and reviewed at regular stages; 

Establish appropriate measures to evaluate the outcome of 
programmes; 

Establish clear goals for programmes and ev uate the degree 
to which these are achieved: 

Establish minimum standards for all aspects of service 
provision; 

Ongoing consultation with people with disabilities about 
programmes and service delivery; 

Establish quality assurance practices at all levels of the 
service. 

The Department has recently developed a policy on quality 
assurance and a programme to ensure that formal and informal quality 
assurance activities are adopted throughout the service. Currently, 
activities include external review of regional units and eValuation 
studies of specific programmes. 

Research efforts to date have been limited and sporadic. The 
development of a data base and appropriate outcome measure should 
assist in the development of research. The Department is under 
increasing pressure to evaluate and further develop its services. 

The CRS, within the bounds of its resources, fosters the 
training and development of its staff and research and development in 
its area of expertise - community-based rehabilitation. 
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APPLIED RESEARCH ON COMMUNITY-BASED REHABILITATION 

by 

Dr R. Oakeshott 

A data base of the existing situation in participating countries 
is required. This should include: 

- information on national policy; 
training opportunities; 

- community-based rehabilitation projects; 
- disability prevention strategies; 
- primary health care delivery; 
- available morbidity statistics. 

With this information, needs and priorities can be assessed for 
the Region, the country and the community. 

Areas of field research should include: 

- disability prevention; 

- community health education; 

- CBR programmes and their relationship with primary health care 
delivery; 

- training of health care workers who interface with the 
community; 

- self-help programmes; 

- school integration programmes; 

- low-cost technology; 

- access to a support and referral system. 
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3. Research protocols 

These are probably best left to the particular research 
projects. 

4. National collaborative research 

A cross country study would be valuable with the following 
objectives: 

- To increase awareness among policymakers and research workers 
of the issues of CBR; 

- To generate quantifiable information on which to base 
objectives for more intensive and specific investigations; 

- To move towards a comprehensive data base on CBR; 

- To provide information that would be relevant for the 
formulation of policies and provision of CBR programmes. 
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SPEED UP THE PACE OF COMMUNITY-BASED 
REHABILITATION RESEARCH 

by 

Professor Nan Deng Kun 

According to the survey of five kinds of sAmplings of disabled screen in 

1987, there are more than 50 million disabled people in China. This number 

ranks first in the world. Only ons-fifth of the world's popUlation in China 

has the duty to take great concern over this serious condition. The only way 

to solve this problem la to establish and promote the community-based 

rehabilitation research. 

The advantages of promoting community-based rehabilitation in China are: 

(1) Rather well organized primary'care networks in China, (2) the 

adminiatrative structure of public health apreading wide over China may exert 

the authoritative influence over health organization of lower levels, (3) 

people have the good tradition of offering kindneas to disabled members in the 

family or among neighbours, (4) there are eaey and cheap popular traditional 

measures adopted among disabled in China, e.g. acupuncture and moxibustion, 

Qigong, masaage, etc. The disadvantages are: some officiala have little 

knowledge of community-baaed rehabilitation, they pay less attention to this 

work. There is no systemic legislation for disabled people and 

rehabilitation. The present ecoDomic basis of China is rather weak. 

llow, we are starting to develop this work. There are SOlDe experimental 

units conducted in aome provinces of China (Guangdong, ,Shangdong, Jilin, 

etc.). There are also many l~cal experimenta~ units apreading widely over the 

country, e.g. we have organized an investigative group in subdistrict Yongqing 

ot Wuhan City, where we have surveyed the number and kinds or disabled people 

among 30 000 population. we have trained many paramedics doing some 

rehabilitative management tor reatoring the functions ot disabled. Now we are 

still practiaing many measure a tor chronic patients. We do believe that we 
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must and can speed up the tempo of communitf-based rehabilitation in China 

instead of waiting to establish experience conducted by a few districts. 

Millions of disabled are expecting our active meaaures. 

For the present time, we propose our community-based rehabilitation 

programme may be practised in state-run and provincial-run public health 

organizations. They have various tasks. The state should assign the 

provincial health organizations, the administrative leaders, training backbone 

of technical personnels to edit relevant'training pamphlets, while that of 

provincial organizatione should establish their own experimental un1ts in 

urban as well as in rural areas, train special technical forces and enlarge 

this programme gradually to lower levels of health organizations in smaller 

cities and counties. 

Furthermore, we hope to strengthen technical communications and 

cooperation with foreign countries, specially those developing countries in 

Asia and the Western Pacific areas. 

Our concrete proposals are: 

(1) Organize experts in community-based rehab1lition to visit 2-3 

countries yearly to have a survey of their community-based 

rehabilitation, to assimilate their experience· and to provide certain 

degree of assistance. 

(2) Give direct proposals to the leaders taking charge of this work of 

visited countries. 

(3) Organ1ze every two years a workshop in diSCUSSing the difficult 

items in detail in order to obtain greater achievements in commun1ty

based rebabilitation work. 
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(4) Assimilate and oombine traditional with modern measures of different 

countries in community-based rehabilitation. 

(5) Invite experts in community-based rehabilitation to study new 

techniques for recommending applications in community-based 

rehabilitation. 
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RESEARCH NEEDS AND PRIORITIES FOR 

COMMUNITY - DASED REHABILITATION 

- A REFLECTION OF PRACTICE IN CHINA 

by 

Dr Zhou Dahong 

Since 1986 China has embarked on her project in pioneering community-based rehabilitation 

(CBR) in a number of provinces. Starting from Guangzhou City of Guangdong Province, 

where an urban CDR was implemented in March 1986, this new approach to rehabilitation 

service soon spread to over S provinces, namely, Shandong, Jmn, Zhejiang, Inner Mongolia 

and others. As the Government is taking an initiative in the CBR campaign, it is expected 

that CBR in China will keep on growing both in number of pilot sites and in quality of the 

field work. 

THE CHINESE APPROACH TO CBR 

Essentially, the pilot programmes of CDR in various Chinese provinces are following the 

WHO model as described in the classic manual "Training the Disabled Person in the 

Community·. However, there seems to be some distinct features in the Chinese approach to 

CDR which look suitable for China's particular seltins and needs. These features may be 

summarised as follows: 

sponsored, organized and supervised by the Government through sector of Public 

Health and/or sectors of Civil Affairs and Welfare. 

using the manpower network of primary health care in the community, supplemented 

by volunteer community workers. 

Much attention was paid to rehabilitation for the aged disabled in the community. 

Psychiatric rehabilitation is usually also covered in the CDR prosramme. In some pilot 

sites care for the half -way psychiatric patients is even the laraest component in the 

CDR proarammes. 
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In addition to home-based training, development of institution-based rehabilitation 

(IBR) at the community level is a common interest in the course of implementing a 

CDR project. 

Using extensively the Chinese traditional methods such as acupuncture, therapeutic 

massage and herbal drugs along with functional training. 

PROBLEMS AND NEED FOR RESEARCH 

From China's scene, just like in some other countries, there does exist a number of obstacles 

that hinder the progress and success of a CBR Project. 

I. Misunderstanding about CBR on the part of some local administrators, medical 

officers, rehabilitation professionals and community workers who are concerned with 

CBR. Quite often CDR was thought of as running IBR at the community level. 

People with this misunderstanding in their minds will be satisfied enough with the 

fact that there are already rehabilitation institutions in the community, and these 

institutions are capable of delivering in-patient care or out-patient care or mobile 

service to handicapped people. Thus, efforts were only made in setting up 

departments or institutions (clinics, hospitals) in the community in charge of 

rehabilitative care, while the work of organising the community to participate in, 

and to be involved in the rehabilitation process was neglected. 

2. Suspicions on the effectiveness and value of CBR is not uncommon. Medical 

clinicians are used to dealing with acute patients and tend to expect immediate and 

dramatic results from surgery or medication treatment, as do the family of the 

patients and even the community. Therefore, they are suspicious about the value of 

CDR which takes a fairly long time to achieve temarkable functional improvements 

in the long and chronic course of recovery. This, in turn. makes them hesitate to 

carry out a CDR programme. 

3. Poor managem81t of CDR. As CDR in itself is a new area of work, it requires new 

aproaches and methods for effective management. Leaders of CDR or the 

intermediate level supervisors usually lack sufficient training in the management of 

CDR, thus leading to poor quality of work in CDR. 

4. Lack of adequate formats for CBR work in various settings. Working conditions for 

CBR in China vary from one place to another with different backgrounds in 
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manpower provision, economic status and cultural and education level. Different 

approaches and formats should be tried out. Up to the present, we still strongly feel 

that formats are not adequate enough to suit various needs of the pilot sites for CDR. 

It follows that research on CDR is a critical issue and necessary for today, if we want to 

remove the obstacles mentioned above. With properly conducted and efficient research, 

findings and evidence will pave the way to a better understanding of CDR. Research will 

convince the policy-makers or community leaders to perceive the need and· the value of 

CDR and make them determined to implement a CDR project. Meanwhile, research will 

make it possible for us to find out a complete set of formats which will be of choice to suite 

various settings. In a word, without research, CDR will lack viability and cannot develop 

itself dynamically and in-depth. 

RESEARCH PRIORITIES 

In regard to research on CDR, there are some working hypotheses which need to prove or to 

find out the facts, statistics, for validation. These hypotheses and research areas may be 

listed as follows according to the degree of priorities: 

Hypothesis II A flexible understanding about CDR and a multi-model approach to CDR are 

acceptable and even desirable .. 

If this is true, it may be seen that CDR will be accepted by more community leaders and 

will be adapted more efficiently to suit the various settings. However, to avoid returning to 

the old single track - IDR only, it is essential to clearly define CDR, to indicate the basic 

principles of CDR. 

Hypothesis 2: Diversity in the formats of CDR is unavoidable and beneficial. 

If this is true, evidence will be shown by appropriate evaluation of various CDR projects. 

Indeed, evaluation is so important that without it CDR will lose its grounds for existence. 

In research, assessment tools with simplified and unified methods and standards should be 

developed. It should be pointed out that the effectiveness and value of CDR has to be 

assessed from new dimensions, not only looking at biomedical aspects, but also focussing on 

its social implications. 
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Hypothesis 3: Management of CDR is basically the management of community social work. 

If this is true it will be seen that major responsibilities of management are successfully 

taken up by the leadership of local community. Meanwhile the intermediate level 

supervisor, a key person to the project, should not only be active in technical work but also 

good for organising social work. Research areas in CDR management will include: 

I. To identify management responsibilities for people at different levels working for CBR. 

2. To develop the local supervisors and motivate, supervise their work. 

3. To get involvement with CBR by the community. 

liypothesis 4: In CDR, technical things are as important as. if not more important than, the 

social and organizational things. 

If this is true, it will be seen that with the advances in CBR technology, the disabled people 

in the community will benefit more from CBR service. A number of research areas in this 

regard could be listed as follows: 

I. To identify the basic rehabilitation skills necessary for the local supervisors to acquire. 

2. To develop more types of simplified technology for CDR, including technology used in 

prosthet ic and orthotic self-aids. 

3. To refine traditional rehabilitation methods in order to improve the functional 

recovery. 

In conclusion, we in China have high hopes in developing· an efficient system of CDR. In 

Ihis endeavour, we will absorb the strength of CBR practice in other countries and we look 

forward to collaborating with WHO in this rield and would very much like to obtain 

assistance from WHO as well. 
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SUMMARY PAPER ON RESEARCH ON COMMUNITY-BASED REHABILITATION 

by 

Dr Harry S.Y. Fang 
and 

Dr S.F. Lam 

1. ABSTRACT 

Community-based rehabilitation in the setting of an urban 
community as practised in Hong Kong will be introduced. The kind 
of problems and needs of the project as identified will be 
assessed and discussed. 

The guidelines developed for the local supervisors and family 
members or neighbourhood volunteers will be described. Their 
applicability with the general principles of community-based 
rehabilitation in other urban city settings will be developed and 
presented. 

A work plan on collaborative research with other collaborating 
centres or national institutions of rehabilitation with similar 
urbanized rehabilitation problems and facilities would be 
suggested for further development. 

The role of the community health personnel, e.g. the 
community health nurse in catering to this need will be 
highlighted and research protocols will be developed to enable 
more use of these trained paramedical personnel in implementing 
the community-based rehabilitation programme. 

2. A STATUS REPORT ON NGAU TAU KOK URBAN 
COI{MUNITY-BASED REHABILITATION PILOT PROJECT 

2.1 Project activities 

2.1.1 Neighbourhood volunteers and local supervisors 

Twelve neighbourhood volunteers were recruited in early 1988. 
Most of them are blue-collar workers, one is a registered nurse 
and one is a housewife from the Estate. The group attended a 
brief UCBR training course run by the student workers. Their 
participation in the project includes: (a) outing for the 
disabled families in the Estate, (b) household survey for the 
entire Estate and (c) UCBR exhibition. 
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The members of the group have developed a strong bonding with 
each other. Their interest in the project is strong, and their 
contribution has been highly regarded by the Local Committee. 
From July 1988, their main activities will be the follow up on 
disabled families identified in the household survey. 

2.1.2 Outing 

An outing was organized for 20 disabled families to the PHAB 
Pokfulam Centre. This activity was very well received by the 
participants, who expressed that this was their first time ever to 
enjoy a recreational activity outside the Estate. They hoped such 
activities could be organized again in the future. Based on their 
wish, the Local Committee will apply to the Kwun Tong District 
Board for programme subsidies. 

2.1.3 UCBR exhibition 

A UCBR exhibition was held on 22 May 1988. This exhibition 
was co-sponsored by several other rehabilitation organizations and 
disability groups which have active involvements in the district. 

The exhibition served the following purposes: (a) an interim 
report to the Rotary Club East on the progress of the project, 
(b) to enhance the interest and awareness of the local community, 
and (c) to motivate the participation of disabled people and their 
families in community activities. 

On the whole, the exhibition was able to achieve its 
objectives. Participating organizations all expressed their 
interest and support for the project. The District Commissioner, 
the Ngau Tau Kok Caritas Social Centre and the Hong Kong 
Federation of Handicapped youth have all indicated their wish to 
assist in future activities of the project. Moreover, the 
exhibition was well attended by district councillors and 
grassroots residents. 

2.1.4 Liaison with Major Aid Committees (MACs) of the Estate 

Since late 1987, numerous visits have been made to all MACs 
with a purpose to involve them in the project. These visits 
revealed a great variation of the activeness of these MACs. Some 
MACs have encountered problems in leadership succession as a 
result of the aging of the population, while several others have 
expressed disappointment over the apathetic attitudes of their 
residents. 
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In spite of these difficulties, the project still enjoys a 
sound support from these indigenous organizations. However, the 
project has revised its earlier expectation that MAC members could 
take up an active role in providing direct training to disabled 
families. 

2.1.5 Project impact and visits to families 

Since January 1988, regular training visits were made to 
several families in Block IV. Some significant changes in these 
families have been recorded since the visits took place. These 
changes include: (a) a better household environment in terms of 
neatness and cleanliness, (b) a better family relationship, 
(c) higher confidence and a sense of new hope in dealing with 
disability, (d) a higher degree of determination in doing 
rehabilitation exercise, and (e) a renewed interest to participate 
in community activities. 

UCBR visits will continue and will be carried out by local 
supervisors and neighbourhood volunteers and student social 
workers. From October 1988, emphasis will be placed on the 
application of the training manual to disabled families. 

2.2 The Local Committee 

Under the leadership of Mr Wong Lam, the Local Committee has 
been meeting regularly to monitor the progress of the project and 
approve budgets for various activities. Between October 1987 and 
February 1988, the Committee also held a few working sessions to 
discuss various measures of helping the families participate in 
community-based training. In this regard, Miss S.C. Cheng and 
Mr Charles Lo have offered much valuable help and advice. 

The MAC Chairman and the female district councillor remain 
very active and helpful. However. since mid-1987, two members 
have practically resigned from the Committee, and the 
Vice-Chairman has lately become rather inactive. 

2.3 Social work student placement 

The project began taking social work students for placement 
training from August 1986. during the launching phase of the 
project. The first social work student assisted in the 
organization of the opening ceremony. training of first batch of 
local supervisors and visits to households of Block IV of the 
Estate. 
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The second placement programme started from October 1987 
through February 1988. This placement involved two students and 
covered a total period of about five months on a part-time basis. 
Major activities of this period included: (1) visits to all NACs 
of the Estate, (ii) recruitment and training of neighbourhood 
volunteers, (iii) conducting regular training visits to about five 
families. 

The latest placement programme started from April through 
June 1988, for a total of 10 weeks, on a full-time basis. Major 
activities of this period included: (i) conducted household 
visits to all families of the Estate, or a total of about 9000 
visits, (ii) organized an outing for about 20 disabled clients and 
their families, (iii) development and training of neighbourhood 
volunteers, (iv) organizing community projects such as 
exhibitions. 

With the help of the Margaret Trench Medical Rehabilitation 
Centre, arrangements had been made for the continuation of 
placement programme for the period from October 1988 through 
June 1989. During this period, two students will be placed there 
on a full-time basis. Their time will be allocated to the Centre 
and the project at a ratio of 1:4. 

2.4 Financial situation 

From the beginning of the project to 15 June 1988, the 
following expenditure items were recorded: 

Honorarium for local supervisors 
Insurance for local supervisors 
Programme expenses 
Sponsoring local supervisors to 

attend CUHK UCBR training course 
Miscellaneous 

Balance of the project account: 

Fixed deposit 
Current account 

HK$150 000 
23 782 

HK$173 782 

HK$12 000.00 
900.00 

10 280.00 

2 880.00 
157.60 

HK$26 218.00 
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2.5 Future plans 

Staffing provision remains to be the major factor affecting 
the future operation of the project. A related problem is the 
lack of office facilities to accommodate the growing activities of 
the project. It is wish that the reply from the Jockey Club 
will be arriving soon to help solve these problems. 
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THE PRESENT CONDITION IN JAPAN 
ON COMMUNITY-BASED REHABILITATION 

by 

Dr Norio Sakuragawa 

The Japanese Ministry of Health and Welfare transfers the 

superintendence of co~unlty-based rehabilitation(CBR) to _ each 

prefecture. We report the present condition in Japan on CBR especially 

about mother and child health control system of Kodaira city, located in 

the suburban area of Tokyo. 

Kodaira city has the population of 155,721 (1988, 6. 1) and live 

birth of 1,772 in 1987. The nunbers of families coming in and out 

Kodaira city are rather high, especially when parents are the twenties 

or thirties. Mothers and their children are placed on the health 

control system consisting of several affairs, which are shared by the 

city office and the health center. 

(1) Orientation about pregnancy, 

1~: ~ class for a newly-married couple including a class for a engaged 

couple (city office). 

lE: ~n advice to pregnant women(city office). 

Register their malTiage. 

Submit a written report of pregnancy. 

Deliver a maternIty passbook. 

1e: ~ checkup for pregnant women(entrusted business to medical 

facilities(Fig. 1). 

ID: Supply of the nutritious food to pregnant women(city office). 

[2] Health control during pregnancy. 

2~: ~ class for pregnant wonen(Fig. 2). 

2B: Visit pregnant women at homes(Fig. 3). 
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2C': H.C. clinic. 

20: ~dministered under other organization. 

[3] Procedures at a birth. 

3~: ~ report of the birthr----.registra~ion. 

3B: ~ notice of the birthl-----control clU-d. 

3C: Inforn to the office concerned. 

[4] Vbiting sys~ern during neonatal periods. 

4~: Visit precature babies at hoces 

4B: Visit neonatal babies at hoces(Fig.4). 

4C: Visit mother and baby at hornes(city office) 

4D: Visit infants at homes 

4E: ~drninistratlon under other organization. 

[5] Regular checkup systec. 

SA: Checkup for infants, aged 3 to 4 conths(Fig. 5). 

r Cc.115ultatkn fc.r daily carl' 
I 

i Norllal I 
--, A c:ilec\;ul' .\: follow up -, '1---------: 

l·r .wdh·al care 

c:bildren ~ith a hahdiull'. 

5USI·tcic:d. 

I 
,- Rt'fl"rraJ to otht'r hospiuis 

fJr f ad Ii ti es. 
I 
I A ca.!! :It h('DI~S 

i I I (' I al>S f{,r . 

• chi ldcare ; 

'----:---' 

Ad\" i rt' of I 
r I 

I 
, i fami\l' 

I 
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5B; A class about child care, especially a weaning diet. 

5C: Checkup for children, Bged 6 to 9 rnonths(Fig. 7). 

(Entrusted busIness to medical facilities) 

50; Advice about mother and child health(city office) 

5E;·Checkup for children, aged one and half years(city office) (Fig. 8) 

SF: Checkup for children, aged 3 years(Fig. 9, 10) • 

S~ed oLs~rvation I 

fl,1 Ie·,. i'I:';-II); 

or mt'dicaJ fare 

L \~f'llt~1 hl-altl, clinic 

• 1 

; , 

• ~ checkup &: fol JO"'illg-u), fOI 

rill Jdrf'11 "i~" " It:If,diraI' • 

s 'J~I·e("1.l· d. 

rbulI~~lillg individually 

L !:t'f(Tr;,! tr. (,Hll:'r lwsl'ilals 

or fad I it ies 
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.. 
[6] Hospitals and medical facilities dealing with handiCRl)J)E!d children 

Seriously handicapped children are referred to a specialist who 

evaluates and orders to place theD on rehabilitation prograDS depending 

upon their disabilities. There are several types of medical facilities 

dealing with this progracs as follows: 

CAJ Crippled children hospitals or centers for handicapped 

children. 

raJ Rehabilitation clinics or day care centers for children with 

developoental disabilities. 

[el Special wards for severely handicapped children In the national . 
sanatoriums or private or local governoent hospitals. 

Our center hospital has a leadership to support and proDote this 

cODDUnity-based rehabilitation program in cooperation with the city 

office and the health center(Fig. ll~, llB). 
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No of checkup Received (~) Poslt(\) 

cards delivered 

Detailed (tctal) 

TA AM PU Oth 

'86 1st half 

2nd half 

'8'7 1st half 

2nd half 

TA: toxer:lia AM: 

1'793 

1'793 

1'704 

1704 

ane~ia 

Received: No of pregnant 

PU: 

1566 (87.3%) 252(16.1\) 16 191 4 41 

1457 (81.2\) 605(41.5\) 22 523 8 47 

16'77 (98.4\) 299(17.8\) 9 208 9 73 

1487 (87.2%) 664 (44. 6°al 30 56'7 13 54 

protenuria Oth: others 

women received checkup. 

Positive: Positive finding. 

Fig. 2. How r.lany took the class for pregnant women? 

year 

1986 

19B7 

reported 

pregnancy(no.) 

1793 

1704 

1st pregnant participants completed 

753 

713 

(%) 

451 (25.2 \) 

443 (26.0 '\;) 

304 (6'7.4 \) 

302 (68.2 "I.) 
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Fig 3. How many pregnant women were visited at homes ? 

Year actual number total number absent 

1966 

1967 121 171 

Fig. 4. How canyneonatal babies were visited at homes? 

year 

1966 

19B7 

actual number 

421 

512 

total numbe~ absent 

551 1 

666 1 

2 
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Fig. 5A. Checkup for children aged 3-4 months. 

year tit:les no of subjects participants(\) positive (\;) 

1986 

1987 

22 

22 

1619 

1664 

1475 (91. goo) 

1499(90.1\) 

247(16.7\) 

294(17.8\) 

Fig. 5B. Results of checkup for children aged 3-4 months. 

Referral 

Checkup of developcent 

Followup of development 

Consultation of daily care 

other t:ledical facilities 

Recom€nded to be return 

Checkup for kids aged 6 mon 

No. Det.ailed 

58 No head control. Hadicap suspected 

38 Poor gaining wt. HearIng/vision dis? 

50 Limit of hip j~ints. others 

15 LeC. heart d)~. CCIOV\ll s i cm 

101 

7 

Meeting about breast feeding 201 Troubles in breast feedings etc. 

Deliver cards for further 10 

evaluation 

Health nurses in charge 145 Troubles in nursing or t:lother 

Total 625 
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Fig. SA. Checkup of development for children with handicaps, suspected. 

year times 

1986 11 

1987 11 

subjeets 

262 

316 

participants (Net) 

172 (84) 

199 (107) 

positive 

71 

82 

receive PT 

102 

112 

Positive: Number of babies with positive findings neurologiealy. 

Fig. 6B. Followup of development for children with handicaps, suspected. 

year times 

1986 11 

1987 11 

subjects 

240 

234 

participants (net) 

129 (87) 

111 (73) 

positive 

30 

21 

Fig. 6C. Consultation for daily care. 

year tices 

1986 11 

1987 11 

subjects partiCipants 

135 97 

169 122 

• 

Need cedical care 

1 

2 

XP taken 

35 

48 
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Fig. 7. Checkup for children aged 6 to 9 ~onths. 

year regist.erd participants Need advice Medical Need furt.her others 

no. (°0) of nursing facilities evaluat.ion 

1986 

1st 1632 1376(84.3\) 7 59 3 29 

2nd 1644 1397 (85.00
D ) 12 50 1 36 

1987 

1st 1685 1288(76.4'\;) 2 47 5 34 

2nd 1702 1276 (75.00,,) 5 28 2 27 

Medical facilities: patients wel-e sent to !ledical facilities for 

treatment and consultation. 
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Fig. 8. Checkup for children aged one and half years. 

1986 1987 
No \; No. 'b 

Subject.s 1871 1621 
Participant.s 1744 93.2 1561 93.5 
Positive finding~ 596 34.2 553 36.5 
Detailed positive findings 

skin 373 55.8 356 50.8 
Head, neck 17 2.5 47 6.5 
face 9 1.3 10 1.4 
eyes 36 5.4 41 5.7 
ears 6 0.9 10 1.4 
chest 42 6.3 45 6.3 
abdor.len 8 1.2 10 1.4 
external genit.alia 50 7.5 32 4.5 

end inguinal lesions 
extrer.lities 137 5.5 51 7.1 
neurologically abnorDal 

Motor delay etc 19 2.8 33 4.6 
Mental delay 18 2.7 34 4.7 

o~hers 54 8.1 50 7.0 
Advi~es t.o children wit.h posit.ive findings 

advice on the spot 174 26.0 255 35.5 
need following up 193 28.8 219 30.5 
need furt.her examinat.ion 75 11.2 99 13.8 
need treatment 92 13.8 52 7.2 
cont.inue treat. & follow. 135 20.2 94 13.1 

Individual consult.at.ion 
total 596 34.2 640 42.2 
general healt.h 235 13.5 260 17.2 
nutritional 167 9.6 170 11.2 
psychological 194 11.1 210 13.9 
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Fig. 9~. Checkup for children aged 3 years. 

year 

1986 

1987 

subjects 

1756 

1613 

participants 

(o(.) 

1599 (91.1) 

1426 (88.4) 

positive 

164 (11.4) 

129(11.5) 

consultation 

psychologically 

175 (10.9) 

180 (12.6) 

referral 

27 

20 

Fig. 99. Details of positive findings 

internal 

orthopedic 

surgical 

eyes, ENT 

No. 

15 

8 

8 

14 

derDatological 33 

genitourinary 1 

psychiatric, 33 

spE'ech 

Details 

FC, VSD, notor delay, CHD, IT?, polyuria 

X bein, equinovarus, limit abduction oE hip joints 

inguinal hernia, retentio testis, hydrops testis 

far sighted, anblyopia, squint, hearing dist. etc. 

atopic derDatitis, eczema, melanoma 

proteinuria 

nental delay, autistic tendency, stuttering, Down 

syndrome, dysarthria 

FC: febrile con~~lsion. VSD:interventricular septal defect. 

CHD: congenital heart disease. IT?: idiopathic thrombocytic purpura. 
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Fig. lOA. Follo~p for children with psychological and mental problern~. 

year 

1986 

1987 

part 1 clpants (net) 

39 

36 

total 

305 

363 

Fig. lOB. Oatailes of probleQS 

including mother and sibs 

702 

832 

major associated details 

mental delay 3 

speech delay 18 4 Ilonosylable only, making no sentence 

autistic 2 

tendency 

characteristic 8 

maternal 5 

8 

unclear articulation 

delayed speech, poor personal rela

tion 

egotistic, defiant, violent, shy, 

timid, enuresis, difficult separa

tion from mother, few playfellow. 

neurotic, overprot~ction, anxi~ty in 

nursing. 
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Fig. llA. Crippled children hospitals or centers for hadicapped children 

and special wards for severely handicapped children in the national 

sanitori~s or private or local govenrnent hospitals. (1985/4/1) 

No of facilities 

in Tokyo 5 

the whole 

country 

56 

(A) fixed nuriber (B) patients admitted 

748 beds 664 

5967 beds 5613 

rate of BfA 

88.8 \ 

94.1 \. 

Special w~s for severely hadicapped children in national san1torl~s 

80 wards 8080 beds 
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Fig. I1B. Details of patients adDitted to the crippled children 

hospitals or centers in Tokyo. 

onset clUlses number total(\) 

prenatal 

infectious toxic 1 

metabolic 5 

maternal problem~ 14 221 (33.5°0 ) 

unknown reasons. prenatally 48 

chromosomal abberations 16 

specific forms. others 137 

perinatal 

abnormal delivery 160 260 (39.4\) 

abnomal in neonatal periods 92 

others B 

postnatal 

exogenous origins 101 171 (25.9\) 

symptomatic 65 

oth~rs 5 

unknown 8 8 ( 1.2°0) 
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APPROACH 1'0 HESEARCH ON COMMUNITY-BASED REHABILITATION 

by 

Hr E.J. Lawrence 

THE HEED FOR COHI1UNITY-BASED REHABILITATION 

The estimated disabled population in Malaysia is slightly 
more than 1%, which means there are 160 000 in number. The major 
categories are the orthopaedically handicapped which make up 42%, 
the visually handicapped 32%; the deaf 18%; and the mentally 
handicapped 8%. 

Total no. of places in rehabilitation institution 3450 

They are made up of: 

(a) Hehabilitation Hospital 200 
(b) Institution for the visually handicapped 700 
(c) Institution for the orthopaedically handicapped 500 
(d) Institution for mentally retarded 950 
(e) l'lultiple handicapped (spastics) 300 
(f) Institution for the deaf 800 

The combined services of Rehabilitation Hospital, Day Care 
Centre, Institutional Service and special education and integrated 
classes provide for only 2% of the estimated disabled population 
in the country (some random examples from other region, Botswana 
in developing Africa has a coverage of 0.7% while Grenada in the 
Caribbean provides a coverage of just 3.7%). 

The WHO estimates that on anyone day, 1.5% of the population 
in the developing world is in need of rehabilitation. Thus today 
in our countries there are some 45 million people whose quality of 
life could be considerably improved by the availability of a 
rehabilitation service. It is further estimated that only 1-2% of 
the disabled people in need have access to rehabilitation service 
of any kind. This is illustrated in the figure above from 
Malaysia. 
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To continue with Malaysia as an example of the table above 
indicates that there are today about 160 000 people needing 
rehabilitation. The annual per capita cost of maintaining a 
disabled person in an institution averages about US$600 (and this 
is very low in comparison to most other developing countries). 
Even if only 100 000 of the 160 000 need the services that 
institutions provide, one can imagine the cost involved. 

Yet, it is not the prohibitive costs alone that creates an 
urgent demand for the adoption of a new approach for meeting the 
needs of our disabled populations. Consider also the quality of 
rehabilitation that is available in our countries. In apeing the 
western model within the meagre financial resources available to 
us for rehabilitation, we have fallen far short of the services 
they provide and of the high levels rehabilitation achieves in the 
West. How often do rehabilitation institutions in our countries 
have the wherewithal to fulfil the goal of rehabilitation, which 
is to provide the disabled people with the opportunity for 
integration in the mainstream of their community life? 
Rehabilitation that is available even to the few nearly always 
leads to isolation or segregation of disabled people - homes for 
the mentally retarded, schools for the blind, sheltered workshops 
for the physically handicapped - where in these institutions is 
the full participation, the equal opportunity? 

Another fact that should be mentioned is the absence of 
education in the total rehabilitation concept among those running 
and manning the institutions. Compartmentalization of 
rehabilitation has been successful to such a degree that separate 
departments and ministries have responsibility for the separate 
components (medical, educational, vocational, social) and vie with 
each other for larger slices of the same small cake. There is 
seldom a body to coordinate the components and make an integrated 
whole of the rehabilitation process. 

Recently, a pretty young girl born without hearing had 
completed her primary and secondary education at a special School 
for the Deaf which comes under the purview of the Ministry of 
Education. She was accomplished in many skills that a young woman 
from the East should have - cooking, embroidery, lace making and 
so on. And yet she was lonely and miserable at home. Amidst her 
warm, loving, extended family the incomplete institutional model 
and the fine compartmentalization had condemned her to a futile 
future of isolation. Her family had not been taught methods of 
communicating easily with her - neither singing nor speech reading 
which she had used at school; socialization and income-generating 
opportunity for her was no ones concern. 
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The spectre of the paraplegic young man being given an 
imported ultra-modern wheelchair - or even a locally produced 
tricycle - through the generosity of Service Clubs, unknowing, 
unconcerned, that the young man's home is a tiny hamlet on a rural 
hillside or on a sandy beach is all too familiar to us. Isn't 
this what passes off as rehabilitation today? 

l"ield trials of community-based rehabilitation (CBR) 
conducted in 10 developing countries since 1979 with the 
cooperation of WHO have provided that we now have within our means 
an alternative strategy to meet the rehabilitation needs of our 
disabled population. There is a need to enhance its potential and 
scope for the benefit of disabled majority in developing 
countries. 

For reasons stated above, it would seem that the CBR approach 
is an appropriate model for rehabilitation of the disabled 
especially in underdeveloped and developing countries. 

Identifying the needs 

However, in order to initiate CBR programmc~, it is necessary 
to have basic data on the disability situation in the country. It 
does not imply that the agency concerned should plunge into 
research on the problem. A "desk-research" should first be 
instituted to ascertain whether the data are all in a similar 
form. In this instance, some or all the data required for the 
project in Halaysia may be found in the local universities, the 
Ministry of Health of Social Welfare, Manpower Development Agency 
and the Statistics Department. For obvious reasons, developing 
and underdeveloped countries should endeavour to use existing 
data, if these are adequate. However, complete absence of data 
would necessitate a survey to be undertaken, to ascertain the 
nature and extent of the problem. 

However, having established a need for research, then it may 
be helpful to determine priorities. Where there are some 
indications that disability is a rural problem, then the research 
priority should be accorded to rural areas rather than the whole 
country. 

Personnel with research skills are required to undertake 
research projects. Where such personnel are either not available 
or are in inadequate supply, then training should be given 
priority consideration. When it has been decided to undertake a 
research survey, the organization should determine the objective 
and purpose for which the information is sought. 
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Next, the question of coverage engages our attention, whether 
the study should cover the entire population or a representative 
study. Then it should be considered whether the study should be 
confined to any geographical area. 

Methodology should then be considered as to how to collect 
the data and information required. The main methods employed in 
research for collecting data and information are document source, 
observation, mail questionnaire and personal interview. The 
subject in hand to be researched is complex and personal interview 
is suggested. 

Most research studies use questionnaires. A substantial task 
of any study is the designing and framing of the questions. Among 
other things, the questions must be simple to be easily 
understood, responded and relevant to the objective of the 
survey. 

A model questionnaire that has been used in a local study for 
collecting data and information to initiate CBR projects is 
attached for reference. 

Collaboration should be developed between the CBR projects 
and national institutions for mutual benefit right from the 
start. The CBR centre can draw on the resources of national 
institutions which, among other things, have skills and personnel. 
A working relationship should be established which would assist in 
developing a workplan on collaborative research. 

The cooperation that has been developed earlier would 
facilitate the development of a workplan for collaborative 
research between the two different approaches, which have a common 
objective, namely the total rehabilitation of the disabled. 
Cooperation and collaboration of CBR projects on an international 
level can best be achieved not only through WHO but more so 
through the Asia Pacific Regional Committee of the Rehabilitation 
International. There are apprOXimately 20 countries which are 
full members of the Asia Pacific Region of Rehabilitation 
International and the Vocational Sub-Commission is both vibrant 
and receptive to new ideas and programmes and I have no hesitation 
to say that many of their resources would prove an effective way 
of promoting the CBR concept in Asia and the Pacific Region. 

The workplan for collaborative research should be initiated 
after the CBR programmes have been on the ground for at least five 
years. The workplan should consider and identify areas to be 
researched. Below we indicate some of the areas that would be of 
value to investigate: 
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(a) the effectiveness of the two approaches; 
(b) the impact of these two programmes on the consumers; 
(c) the impact on the community; 
(d) problem and advantages of the two approaches; 
(e) the cost benefit of each. 

Self-care for health has deep roots in our socio-cultural 
past. The failure of other health systems to reach the core of 
the problem, as well as economic necessity, have given it a 
profound new significance. So it is with rehabilitation, our 
extended families have in the past " cared II for their own disabled 
members and still continue to do so. The concepts of CBR provide 
disabled people. their families and their communities with the 
ammunition necessary to change that "eare" into IIfull equalization 
of opportunities". 
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DRAFT PRO'1'OCAL -, FOR SURVEY TO EST.AllLISB COMMUNITY BASED 
REIWlILIT.A1'ION PROOIWtKES ,.OR TH£ DIUJlIJm 

P.UI1! I Date I 

Addre •• , 

Su:! Fe.ala c:::J 

; .. 

Raoel Chineee C::J IDtian CJ Other. CJ 
8lagle CJ Karrie d c::J Widower C::J Wi40w c:::J 

OooupatioDI 

T;ype 0: Fa .. 1111 

iducatlonal statue, 

Nuclear I I Extended I I 

Navar been to .chool L:::i 
Secondary echool I I Othere L../ 

le.d ~r."~.1111 ,.ther t::::i Kother I I El".r Brother CJ 
Slder Si.ter c:::J Youager Brother " Siater CJ 
Orand P.rente CJ Other. c:::J 

"bove 15 ;yean 

z. 

4 . 

,5. 

. Date of Birth Reletionahlp to 
head of familY 

....................................... 'I .................................................................................... .. 

.. .................................................................................................................................. .. 

......................................•............................ 

.....•.........••..........................................•....... 

. ......................................................................................................... .. 
. Below 15 leare 

Na •• - Pate of Birth Rel.tiollehip to 
head of tuilY 

·1. • " ••••••• " ••• " •••••••••••••••••••••••••••••••••••••••••• " •••••••• 

2. . ..••••.•••••.••.•••••••••••..••••••••••••••••.••..••••••••••••••• 

3 .......•••••••••••••••••••••••.••.•••••••••••••••••••••••••••.••••• 

4. . ...•.•..... , .....••..•...•....••.•••.••• ~ ••••.••..•.. ••.••.•••••• 

, ..........................•.........••.......................••.... 
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PIB'! II 

Date at Birth, Asel 

Sexl "ella18 C::J 118l18ionl 

Rac8' Malay I I Chine.e I I Indian L::::7 other. t::::J 
Bow long hed h.ndicapping condition exl.tad: Since hirth L:::i 

Atter birth ~ No. of lear •• 

Type of d~.ability .fflietedl 

Cau •• of dia.bl1ltYI Sinc. birth L:::7 After a Particular 1lln ••• L:::i 
Aft.r Accid.nt I I Att.r takiftg poi.on CJ 

Indicato below the type. of di.ability tha above-nailed ia afflicted withl 

~. J)e.cri.l!tiori !!.! !2 R.mark. 

1. Ba. the dieabled per.on any 
vi.lon Problema 

2. Baa the diaabled Pereon any proble m. 

of .peecb ·01' h. aring 

}. Ba. the di.abled p.r.on ally proble ... 

in u.lns hl. hend. 

It. Ha. the diaabled peraon any probl .... 

in ualng hia lase 

5. I. the di.ebled per.on 

ortbopaed1ca1l1 hand1capped 

(baleate) 

·6.· B.atha dieabled per.on any problell. 

ln 1earu.n, . 
7. Ie tho <<It..bled per.on m.nt al11 

handioapped 

a. A.rq other type. of handicap not 

ment.ioned above 
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It there are other mem~r. dl.abl.d in the .am. faml1y. oomplet •• eparata 

Part II 8ohedul • 

!2. ........ lit .ot· AbiiUy 
C _'._. 

1. I. he toilet trained 

2. Can be 110ft and u •• hie hand. 

,. Can ha aat and drink by him.alf 

4. Can ha claan and look aft.r hi ••• lt 

6. Can ha put on h1. own cloth •• 

7. Can he under.tand what i ••• id 

to hi. 

8. C.n h •• sk what b. n •• de and expre •• 

9. I. hi. apeeob UD~eratood by other. 

10. Can he waa 

11. Oan be rl.a up and .it down 

12. Can he walk inaU. the houea 

". Can he walk in the Tillaga 

14. Do •• ha plal 

". Can ha so to sohool by bimself 

16. Can h. perform the da117 activiti •• 

of livins 

11. Can he a •• i.t the fa.ily 

18. Can be take ~art in community 

aoUvi}i .. 

19. Is he amployed or .elf-employed 

lb. Do tha parente or .oth.r ••• ber in tho 

family able to oere L tr.in tha 

dl.abled peraon 

~emark. 
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PART III. 

8u ... ry of inform.tion rec.rdinc the dia.bled in the villaga • 

. Nallla ot Village. Tot.l Popul.tion: 

Ne.e ot Interviewer I 

'" . Good ...... 
P ., .... .., 
••• • "'11'" : • , .... a R-;3:;t 0 

0 a a .-t ... -c: If" ~ • 
'" '" p 

ot Diaabilitl • .t • .. Type ~ •• ood .. 
:I'" 

If ...... • • a • ... :/11 '" '" • ... a ... • .. • ~ 'OI~ .. 0 .. • ~ Q .. • ~ >-

-= 
... • ,"'"Po B B 0'" d!.t& on on • .. 
~R 0- r :II: "- PI 

1. Nu .. ber who ar. vi.ual11 

handicapp.d 

2. NUlllber who have hearins or 
. 

.peaoh derecta 

3. Number wh 0 cannot lUIe their 

hande 

It. Number,who cannot U •• thair 

leg. 

5. Number who are Orthop •• di-

cally diaabl.d 

6. Nllmber who have l.arning 

probl .... 

7. tlllmber who are lIIentall;,. 

handicapp.d . 
8. NUmber with other torm of 

dia.bil1t;,. Dot "Dt10cae4 

.bov. 
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e . ... .. -: ~ ... 
Ducr1l!t1on of Re.ource -: :1 '" 

~. 
1\ 1\ 

~ B - & ~ .. 
a 
II: 

1. 1'1'1 •• 1'1 School 

2. Secondery School 

,. 1'I'188%7·school with Integr.ted 

1'1'0'1' .... tor the n.Ual.ly 

h.ndio.pped 

It. Pri •• rr Sohool·with Integrated 

.. ~osr ... e tor the De.t . . 

5. lpedal school tor the Ment.llr 

H.ndicapped 

6. aub Hl' al. th Cntre 

? Health Cantre 

8. Hain Health Centre 

9. Soc1al Welt.re Dep.rtment . 
10. Volunteer. 

11. l'I'ote •• 10nal ae.ouroe 
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llaTES ON A CONNUNITY-BASED REHABILITATION PROGRANME 

by 

Nrs Luzviminda Valdez 

Improving the lives of disabled people, especially those who 
live in developing countries, is an enormous task involving huge 
resources and a lot of time and effort. 

In Negros Occidental, Philippines, community-based 
rehabilitation (CBR) was tried in several urban and rural 
comMunities. It has evolved into a full-time programme managed by 
the tlegros Occidental Rehabilitation Foundation, Inc. (NO~'I), 
linking various sectors of the community, and is still growing. 

Experiences in these rural and urban communities have proved 
that CDR is effective, but it takes the combined efforts of 
everyone in the community - the disabled person, members of the 
family, community members, the Government and pr i ':a te 
institutions. 

The CBR programme is basically premised on the idea that it 
identifies, mobilizes, and builds on existing resources for the 
development of its programme and what is established is the fact 
that CBR is not a "dole out" type of programme but one that 
focuses on initiative, self-help and self-reliance. 

Communities must realize that much of the complete 
integration of disabled people into the mainstream of community 
depends on their support and cooperation. 

'l'his support may come in various forms: sharing of resources, 
time and manpower, creating of opportunities for the disabled 
people. Without the acceptance of society, the integration of 
disabled people into the community will still be far from 
reality. 

The growth and development of the CBR programme is anchored 
on two points: 

One is the system of delivering primary rehabilitation 
service through a network of grassroot workers called primary 
health care workers (PHeW) based in their own communities - the 
local supervisor, the family trainer and the disabled person - all 
active participants in the whole process of rehabilitation. 
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The second anchor point is the services made available to 
disabled people through the support and participation of both the 
Government and private institutions. 

These institutions act as a referral network system that 
strengthens the impact of CBR by providing.medical.s?rvices, 
special education, vocational and other sk111s tra1n1ng, placement 
assistance and job opportunities. 

In summary, the CBR concept has demystified the 
rehabilitation process, and has described every aspect of it in 
such a way that it can be implemented even by lay persons, such as 
a friend, or a member of the family of the disabled person, or 
even the disabled person himself. The CBR calls for the 
mobilization of the resources available in a community to assist 
and support the rehabilitation process of that community's 
disabled members. These resources include manpower, materials and 
money. 

A description of the CBRS programme in Negros Occidental 

A discussion of the CBRS programme in Negros Occidental, 
Philippines, must begin a brief description of the first pilot 
area of its application. 

The first pilot area selected was Bacolod City where it 
covered nine barangays, mostly coastal areas considered as the 
most depressed in the city. (A barangay is the basic political 
unit of a town or city. It is equivalent to a village.) A socio
economic survey indicated that fifty-five percent of the families 
in the nine barangays, the average annual income per family was 
three thousand pesos or one hundred fifty dollars. 

The project covered eight disabilities which included 
problems in moving, seeing, hearing, speaking, learning, fits, 
loss of feeling in the hands and feet, and strange behaviour. 
Most disabled persons identified were mostly children and a number 
were so severely handicapped that they were unable to care for 
themselves, to interact with others and therefore isolated from 
the community life. There were those, however, who could fend for 
themselves but need rehabilitation aids like braces, crutches, or 
improvised wheelchairs. There were also disabled children who 
needed schooling; and adults who needed skills, vocational 
training, job placement or financial assistance to start a 
livelihood project. Many of them need medical attention. 
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Selected manpower were primary health care workers of the 
nine barangays chosen by their respective political leaders 
(called barangay captain) and Rural Health Unit (RHU) midwives. 
The first formal training of these selected manpower as local 
supervisors (L3) was conducted by rehabilitation professionals of 
the Department of Rehabilitation Medicine of the Philippine 
General Hospital (a government-managed hospital based in Manila) 
and the Hational Commission Concerning Disabled People. 

After the first training workshop which lasted for five days, 
the local supervisor attended weekly study sessions with their 
midwives on the WHO Manual "Training Disabled People in the 
Community" for a period of two months. The study sessions sought 
to improve the skills of the local supervisors in the use of the 
various Guides and Training Packages contained in the t·lanual. 

The project has worked out a convenient schedule for training 
the disabled through the family members. Starting with three 
disabled persons to be trained, this was eventually increased to 
ten disabled persons. Every time a disabled person was assessed as 
having improved and got beyond some of the problems that had been 
identified by the local supervisor at the beginni:lg of his 
training, the local supervisor graduated the disabled person and 
located another one in her community. 

After two years of field experience, the local supervisors 
were upgraded in terms of their performances, and those who passed 
were given a monthly transportation allowance and some other 
incentives in the form of services. For one to two hours daily, 
the local supervisor would take time off from her household chores 
and visit the home of her disabled clients. In these visits, she 
guided, motivated and supervised family members in the training of 
their disabled members. 

Part of project implementation was the drawing up of detailed 
histories and medical profile of each identified disabled person 
and a monitoring and feedback system to determine the need for a 
higher referral like a work-up at a rehabilitation centre, special 
schooling or a psychological evaluation by a psychologist. An 
evaluation system was also designed to guide the implementators on 
revisions that might be needed as the project progressed. 

Project implementation has always drawn its needs from 
community resources; thus, social preparation was a very crucial 
factor. Intensive information-education campaigns were launched 
and barangay dialogues conducted by the local supervisor. 
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Along with the community preparation, cooperation and 
coordination between government and private sectors were also 
strengthened. Services and programmes provided by these 
organizations were linked-up into the referral network of the CBR, 
thus, facilitating the availability of these services to disabled 
people in the community level. 

Seven years have passed and within this period, the Negros 
Occidental Rehabilitation Foundation, Inc. (NORFI) has expanded 
the CBR programme in six towns comprising of 61 barangays with a 
manpower base of 169 local supervisors. 

Today, disabled people have found their place in their 
communities. They are accepted for what they are, and their 
contributions to society, no matter how little, are appreciated. 
They have found the joy of living, strengthened by the love, care 
and understanding of their families, friends and other people in 
their own communities. 

Research needs for CBR 

Community-based rehabilitation as a concept has been proved 
effective as an acceptable approach in the delivery of basic 
rehabilitation services in the community level. However, as 
a programme with basic guidelines on its (1) service delivery 
system, (2) technology transfer, (3) community involvement, and 
(4) organization and management, there are still a vast area to be 
explored and developed. These four features of CBR are 
essentially that makes CBR as a programme as an effective tool 
most particularly in developing countries where material and 
technical resources are scarce but manpower and natural resources 
are in abundance. 

Research efforts for CBR should focus on these four features. 
The objective of which is to further develop and evolve the 
concept into a viable system which can be incorporated into an 
existing rehabilitation programmes of any country. 

Some suggested areas for possible study, research and/or 
evaluation on these four basic features are the following: 

(1) Service delivery system - the way or scheme in which 
training and/or services are being carried out by the CBR worker 
(commonly called Local Supervisor or Rehabilitation Worker 
(LS/RW» to the disabled person in the community level: 
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(a) utilization of the primary health care worker as 
LS/RW (using health personnel rather than teachers or 
social workers); 

(b) caR worker based in the community vs. a 
rehabilitation personnel coming in to train; 

(c) training a family member as a trainer of his/her 
disabled person; 

(d) relationship between the 13 and family trainer, 18 
and disabled person. 

(2) Technology transfer - refers to the primary tool 
utilized by the CBR worker in the effective realization of her 
responsibilities. This also includes what technical skills should 
a LS have: 

(a) how effective is the ~IHO manual; 

(b) how can the WHO manual be utilized together with 
other manuals, e.g. Disabled Village Children, UNICEF 
manual; 

(c) teaching of technical skills to LS at a minimum 
cost and shortest possible time; 

(d) to be an effective CBR worker, how much skill 
should one have; 

(e) acquiring skills on designing, producing and 
maintaining appropriate aids; 

(f) packaging "rehabilitation technology" other than 
the written form; 

(g) identifying various disabilities through the 
application of simple detection techniques. 

(3) Community involvement - the programme being community
based, community participation is a vital ingredient in the 
implementation of the CBR programme. Training of the disabled 
person should not only be the concern of the family trainer and 
local supervisor t but also more importantly, the community in 
which he lives: 

(a) assessing change attitude of community towards 
disabled people; 
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(b) mobilizing various sectors of the community to 
support and assist disabled people; 

(c) tapping community resources and utilizing these in 
the programme; 

(d) evolving the community to undertake the maintenance 
of the programme; 

(e) impact of poverty in the effective implementation 
of the programme in the use of available community 
resources. 

(4) Organization and management - CBR deals with a lot of 
people. The local supervisor, family trainer, other members of 
the family disabled person and community, participating actively 
in the total process of rehabilitation. And because people are 
its main component, organization and management playa very 
significant role in the effectiveness of its implementation. We 
speak of management of the programme both on the horizontal level 
(LS, FM, DP and community) and the vertical level (referral 
structures from the town, province, district, national, 
international): 

(a) organization model which can be adaptable to 
different situations; 

(b) link-up scheme of the referral network to that of 
the horizontal structure; 

(c) identification of personnel/manpower for each 
level; 

(d) role of the private sector in the management when 
programme is a government undertaking; 

(e) importance of disabled people taking leadership 
roles in the management of rehabilitation programmes. 
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COMMUNITY-BASED REHABILITATION PROJECT 
IN THE REPUBLIC OF KOREA 

by 

Dr Suk-Nam Moon 

Rehabilitation of the handicapped began to draw wide public 
attention 'in Korea in the 1980s. Many new laws have been enacted and 
the support to build social faeilitie!> have been on the rise steadily 
both from the government and from the private. The era of 1960s may 
well be marked by the public awareness on the issue of reho.bilitation. 

Previously many handicapped people have been viqtims of birth
related defects or diseases. Now job-related injuries are on rapid 
riGe as well as automobile injuries. This new trend calls tor great 
effort toward prevention and toward the developloerlt of rehabilitation 
programs for those disabled. 

In 1968 two notable things have occurred; one is the passage of 
the new law which requires employers to hire handicapped persons to 
fill 1.5 2 percentages of total work force; second is the 
appointment of 19 'members to~~he Presidential Committee of Social 
Welfare arId Rehabilitation of the Disabled. All these happenings 
means a surge of public interest and calls for systematic 
investigations of the current situation and effort of building 
successful programs for rehabilitation. 

II. Community-Based Rehabilitation 

Although the Community-Based Rehabilitation (CBR) services were 
initiated by the Korean Society for Rehabilitation of the Disabled 
under "the patronage of the Ministry of Health and Social Affairs in 
1965. they are still in the embryonio stage of experimenting the CBR 
models of the World Health Organization. The CBR project in Korea 
aims at (1) researohing life oonditions and needs of the handicapped. 
{2} organizing community resources to improve living environment of 
the disabled. lind (3) providing oonsultation, education. ",r,d medical 
services to the disabled and their family. 

Two areas were selected for the CBR project; an urban area 
(Shin-lim 7 & 3 Dong in Seoul) and a rural area (Buk 1 & 2 Myun in 
Chung-buk Province). Three facts guided the seleotion; reasonable 
size of the" population (each community has below 20,000 poplJlation), 
e~GinesG of utilizing community resources, and easy access to adequate 
super~ision. By selecting the two distinct regions a oomparative 
appraisal of the projeot was exPect.ed. (Demographically. Shin-Lim 7 
Dong is a poor area where low-income households are densely ~opulated 
while tho other community (3 Dong) is a low middle class area). 

The project began initially at Shin-Lim 7 Dorlg irl 1985 arId 
subsequently '~ended in to the neighbor community of Shin-Lim 3 Dong 
irl 1986. In Chungbuk province. the project began in Buk 1 Myun in 
1986 and in Buk 2 Myun in 1967. 
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The budget used for the CBR project has been increased annually: 
24,896,000 Won in 19B5; 4B,461,OOO Won in 19B6; and 52,613.000 Won 
in 1967. totaling 125.970,000 Won (approx. 160,000 U.S $) during the 
three years . 

A total of seven professional staff are fully engaged in the 
project; five members (2 social workers. 1 opecial educator, 1 nurse 
& 1 physical therapist) are in the urban area and two members (1 
social worker and 1 physical therapist) are in the rural area. To aid 
those fully engaged staffs, there have been a number of support
personnel. for the projeot. They are from various community 
rehabilitation oommittees, parental assooiation of the handicapped, or 
volunteer _roups. 

In its initial stage. the project surveyed the types of the 
handicapped.. 
The results are: 

Table 1. Types of the handicapped 
---------------------~--

---------------------------------------------------------------------
Type 

---------------------------------------
Limb Visual 

Speeoh, 
hearing 

Mental 
retard Others 

Total 
Total Pop. (%) 

---------------------------------------------------------------------
Urban 

Shin Lim 7 226 25 29 25 32 337 27,870 
(1.21) 

Shin Lim 3 94 5 9 10 11 129 29,414 
(0.44) 

Rural 
Buk 1 196 26 40 67 12 341 19,714 

(1,84) 
Buk 2 203 40 64 54 0 361 9,877 

(3.65) 
---------------------------------------------------------------------
GRAND TOTAL 619 96 142 156 55 1,16B B6,875 

( 1. 37) 
---------------------------------------------------------------------
Note: %= number of the handicapped / total population 

Investigations of their needs show that the urban handicapped 
want medical care and' service moot, employment, education. and social 
Decurit~ for minimal level of living and the rural handicapped want 
medioal care and oervioe most, education, employment. and oocial 
seourity for minimal level of living in the order of deoreasing 

, frequency. This need investigation reveals basic medical services are 
in high demand as well as various programs. 
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The .CBR project has included a number of education ~ ~~ning 
!,rogr~ms ln addition to the campaign of increasi'"l,{' Q"bljc AwAreness on 

. the lssue. Tlv:lSe people partic:iputed HI the training progr&rn have 
enF"~ged lar,!e~y 1.n three activities; helping the handicapped and their 
falfll~y, ra1.s1.ng funds, and arrflClging sister relationship fur,ong "'~e 
befJdlCapped families. Their activities seem to have been 
i,roductive. Also not&ble is the activity being perforrned by the 
volunteer gro'Jps. There are 30 volunteers in the urban and 26 in the 
rural area. They visit regularly the hundicapped arId provide them 
various services such as sport therapy, physical therapy, guidance and 
counselirlg, and so on. Since the begirmirlg of the project the urban 
volunteers have offered around 2,!>OO services and the rural volunteers 
more than 700 services as such. 

To improve the living environment of the handicapped, the CBR 
project has focused on two aspects of the environment; social
psychological and physical. The Gocial-psychological activities 
incl'Jde publ ishing brochures and books for better life, progr~ibg 
recreational broadcasting, and arranging public visit by the 
interested people. For example, 4,300 copie~ of a information 
brochure entitled ··The Understanding of the Handicapped" have . been 
distributed in the areas as well as 2.000 copies of "G'..Iide to 
Wheelchair". Activity directed to the physical aspect of the facility 
is consisted of improving the existing facilities and building new 
ones. 

Tbe most important field of the CBR project is the comprehensive 
rehabilitation service programs designed to guide the handicapped into 
normal sociul life. Some of them are medical rehabilitation services, 
educational rehabilitation cervices, vocational rehabilitation 
services as well as socio-psychological rehabilitation services. The 
medical rehabilitation services cover medical consultation and 
diagnosis. hospital request, operation, sport and physical therapy. 
and dental care. A total of 2.817 medical rehabilitation servioes are 
given to the handicapped in the urban area in 1985-87 arId 763 services 
in the rural area in 1986-67. The educational rehabilitation services 
are educational consultation and guide, and school for the disubled. 
The vocational rehabilitation services center around job-training and 
employment guide. The socio-psychological services cover socio
psychological consultation and advice, and various physiological 
tests. 

III. Interim-Assessment and Remarks 

As noted before, history of the CBR project in Korea is very 
short. It is just 3 years old. Therefore. it is rather diffioult to 
make adequate evaluation of the project results. 

However. the project has achieved many noticeable results during 
the 3 years an~ some are: 
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1) Registering the exact numbers of the handio~pped . -
2) Establishing organizations, suoh as communlty r~habllitation 

corllmittee. parental assooiation of the handlcapped. and 
volunteer organization. . . . 

3) Mobilizing man-power to partlc1pate 1n rehabilitation 

eduoation and training ., . 
4) Inoreasing social awareness on the rehabliltatl~n issue 
5) Providing the comprehensive rehabilitation serVloes . 
6) Initiating national registration movement of the handlcapped. 

In spite of the achievement- mentioned above, the following 
problems have come out during the experimental period; 

1) The limitation of rehabilitation services 
2) The shortage of professional man-power 
3) The difficulties of oooperating with the primary health 

centers and administrative channels 

In summarizing the Korean experienoes on the CBR project, some 
remarks should be made for better results in the future. 

1) There shol..tld be a systematical oonnection between the primary 
health oenters and rehabilitation services of the handicapped 

2) There should be a full mobilization of the established 
rehabilitation organizations; in addition. new volunteers are 
needed to inorease social awareness on the issue 

3) There should bea wide range of rehabilitation education and 
training programs for the handicapped and their family member 

4) Government and municipalities should arrange more budget which 
can be used to improve physical environment of the handicapped 

5) Government, private welfare foundations. universities, and 
hospitals should develop a coordinating system to increase the 
effectiveness of rebabilitatton programs. 
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A REPORT ON THE IMPLEMENTATION OF A COMMUNITY-BASED 
REHABILITATION PROGRAMME IN VIETNAM 

by 

Professor Nguyen Thu Nhan 

I. SOME GENERAL INFORMATION ABOUT VIETNAM 

vietnam has an area of 33,000 square kms. 

Total population: 63 million inhabitants 

The country has undergone a long war with underdeveloped 

agriculture. The health situation and the pattern of diseases 

show the following typical characteristics of developing 

countries: 

High prevalence of children with malnutrition. 

Preventable diseases have not been fully controlled, and 

thus the consequence of these diseases have remained 

common, for example encephalitis and polio. 

Despite the wide network of public health, the professional 

skills of the primary health workers as well as equipment 

in the health facilities are insufficient and the outcome 

of poor perinatal care is a high prevalence of cerebral 

palsy. other factors - both congenital and acquired lead 

to some disabilities in adults and children after strokes, 

such as dumbness, deafness, mental diseases etc. The 

comprehensive approach of diagnostic treatment and 

rehabilitation have not been raised clearly. 

The rehabilitation service in Vietnam during many recent 

years have been restricted to physiotherapy departments at 

provincial hospitals and in some centres. This 

hospital-based approach, limited in meeting the demands of 
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the disabled, also has been costly, extremely inconvenient 
and accessible to only a minority of the disabled, while 

the majority have not been able to get access to 

rehabilitation facilties. 

II. PREPARATORY PROCESS OF IMPLEMENTATION OF CBR IN VIETNAM 

In 1986, for the first time, the idea of introducing CBR into 
Vietnam was raised and a survey of disabilities in vietnam was 
also needed. with the sponsorship of the Swedish Save the 
Children Fund (Radda Barnen), Dr. Anders Norman, a Swedish 

. . 

doctor and Dr. Tran Trong Hai - Head of the Rehabilitation 
Department of the Institute for the Protection of Children's 
Health (IPCH) carried out a study in July 1986 in Tien Giang 
province and Ho Chi Minh City in south Vietnam. The first 
data confirmed that the implementation of CBR in vietnam has 
become an immediate necessity. After this study, a proposal 
for implementation of CBR prepared carefully by Dr. Anders 
Norman and Dr. Tran Trong Hai was approved by our state 
Ministry of Health and finance by the Swedish Save the 
Children Fund. 

The following steps have been undertaken from March to May, 
1987: 

An introductory seminar aimed at introducing the new 
concept of CBR to administrative leaders and leaders of the 
Health Bureau, social, education and mass organization in 
10 provinces in the Southern part of Vietnam. 

One seminar at provincial level for different leaders at 
Tien Giang province and its districts as well as the 
leaders of 6 pilot communes. 

One training course for assistant doctors from 6 communes, 
health stations and physiotherapists from referral 
levels .•• 

All these seminars and the training course were conducted by 
Mrs. Padmani Mendis - consultant on rehabilitation, and Dr. 
Tran Trong Hai. 
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The training programme was based on the WHO manual of which 
Mrs. Padmani Mendis is one of the authors. It has been 

perfectly adapted to the Vietnamese language and lifestyle. 
After this training course, 6 ot;er training courses were 

conducted at pilot communes in Cai Lay district and in My Tho 
City as well as one commune in Ho Chi Minh City by the 

assistant doctors and physiotherapists who attended previous 
courses. 

After 10 months of implementation with identification of 
disabilities and handicaps and home-based training in these 7 
communes, a completed evaluation was done by a team of 
specialists after visiting 50 houses of the disabled who need 
rehabilitation. 

Following are some results: 

In 6 communes of Tien Giang the disabled account for 1-2.5% 
of the total population. 

In one commune of Ho Chi Minh it accounted for 4.08%. 

Those who need rehabilitation are 14.38% and 39% of the 
disabled in Tien Giang and Ho Chi Minh City respectively. 

Some indications of effectiveness 

Ratio 

1. Independence in self-care 
2. Independence in mobility 
3. Communication 

4. Socialization within family and community 

5. Schooling 

aChieved 75%) 

Achievement 

85% 

90% 
40% 

81% 
250% 

(target 30%, 
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III. SOME REMARKS: 

- 82 -

From the surprising success of the CBR programme, the 

following comments are made: 

1. The demand for the CBR approach in Vietnam has become 
great and immediate despite a low ratio of the disabled 

to the total population. It proved that the apparent 
low level of disabilities reflected severe cases only 
because of a high level of vietnamese acceptance of 
some mild forms of disabilities and impairments such 
as: mild forms of mental retardation, 
short-signtedness, deafness, stuttering •... 

2. The CBR approach has proved to be a very valuable, less 
costly and the technical aids are easily made and 
available. consequently this approach has been easily 
accepted by both the people and the authorities. 

3. The technology and methodology of CBR have been shown 
to be effective because, after only a short period of 
training the primary health workers (PHW) are fully 

able to implement it in instructing family members or 

the disabled themselves to follow the programme 
successfully. 

4. The great success of the CBR programme in South Vietnam 
is due to the following factors: good organization and 

management from national to hamlet levels with real 
involvement of the community and with full integration 
into the already existing primary health care system. 

5. Thanks to the very effective financial support of Radda 
Barnen for the printing of the WHO manuals in 
Vietnamese, in teaching and some necessary facilities 

at the community level etc. 

Another factor which contributed to success was the 

very high devotion and enthusiasm of Mrs. Padmani 
Mendis, who has become very deeply loved among 
Vietnamese. 
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CONCLUSION: 

with the 5 factors mentioned above and the 5 achievements in 
effectiveness we can conclude ·chat the CBR programme 
implemented in 7 communes of Vietnam has had very encouraging 
success facilitating the extension of this programme 
th~oughout the whole of vietnam by the year 2000 with the aim 
of coming to terms with the problem of disabilities in 
vietnam. 

On this occasion, once again, I would like to express my 
sincere thanks to Mrs. Padmani Mendis, to the Swedish Save the 
Children Fund and to all International friends for their 
concern for the CBR programme in vietnam. 

Thank you for your attention! 



- 84 -

Annex 13 

I.JPR/WG/RHB(OMC) /88.1] 

1
"7· -. -. -:.:.: =: - .. -. .:.:::..::::===.:.:::== ::::-=--= .:..~. :: ::--:-:::::- : ~--::-. . . --:--. . 
, 

I 

, 
I 
i 

I : 
I 

, 
I 

I' ./ , , 
; , 
JI 

I ; 
I , 
I 
I! 
II 

I' 
! I 
I , , 

CHINA 

. \ 

THAI LAND 

, , 
." J ) .--",., .".,~ ~ ....... -. 

./ -." , . 
! , 

I 
• , 

I~_:-:.~=\J'!" NAM 
AREA : > 330.,000 Knf 
POPUlATfOru : 63 nnJLLloru 
40 PRovlru~ES Aru D C.IT I ES 
500 DISTRICTS 
WiTH > 8,000 COMMUNES, 



- 85 -

ANNEX 14 

WPR/WG/RHB(OMC)/88.12 

DEVELOPMENT OF COMMUNITY-~ASED REHABILITATION SERVICES: 
REVIEW OF EXPEnlENCE FROM THE LAO PDR AND OTHER ASIAN COUNTRIES 

BY Dr. Zblgniew Kalinowski,WHO/LTC/Project LAO/RHB/OOl 

The main bulk ot observations and experience on the develop
ment of Community-Based Rehabilitation (CBR) come from one 
country,!.e. Lao People's Democratic Republic. It is based on a 
long-term assignment and extensive analysis of the country situa
tion,studl~s on the scope ot the problem,on leneral and primary 
tlG&lth structure and its resources as well. Another source of in
formation has been derived trom the visits to project areas and 
r~view of available reports on CBR development in other 
countries. Thus, an approach described below takes into con
sideratIon the experience and knowledge acquired trom several 
available sources. 

THE COUNTRY 

According to 1965 census,Lao People's Democratic Republic 
has 8 total population of 3.6 million. This population 15 in
creasing at the rate of 2.9 percent annually. It is estimated 
that by the Year 2000 the overall country population will reach 
5.7 million. Approximately 74 per cent of the population is en
gaged in agriculture and lives in the countryside. 

Administratively the country is composed of the Vientiane 
Metropolitan area and 16 provinces,the population of which v~rie5 
from 51 to 550 thousand. Provinces are divided into districts ( 
112 In total),communes (952 communes I and villae~s (. apr.l1 
~.Ilous&nd 1 The district population vl'ries from 7 to 104 thousand. 
Th~ communication between provinces, and within province or dis
tricts as well is difficult due to still insufficient network of 
road. Bus services Is practically non- existent.' Those and other 
circumstances impose additional operational constraints upon the 
development and delivery of primary health care and rehabilita
tion services to local population. 

SITUATION ANALYSIS 

In 1978, i.e. at the commencement of the WHO project LAO/RHBI 
001 ,the situation was as follows: 

Rehabilitation Facilities 

The rehabilitation facilities consisted of one Center tor 
r'dtcal Rehabilitation ( NCMR ) and a small orthopedic workshop 
5. uat~d in a prOvincial town. The center had a sectlG~ of func
til (lal therapy and an orthopedic workshop. In comparisc'.l with the 
functional therapy section the workshop was better eq~lpped and 
star fed. 
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Rehabilitation Manpower 

It included: one medical doctor, director ot the center. 22 
physiotherapists (Pht ) and 17 orthopedic technicians (OT) and 11 
auxiliary technicians. A relatively predominant number ot OT, was 
due to the fact that the rehabilitation activities were m&inly 
oriented toward the provision of prosthesis for amputeQs,th~ war 
victims In particular. 

Service Delivery. 

The recorded 35'0 disabled, mainly amputees, pol io chi Idren. 
paraplegics, received rehabilitation treatment. The provision of 
prosthesis and other rehabilitation aids' w~s hampered by insuf
ficiency of basic supplies. The technologies used were ·based on 
imported elements and materials. The Importation was very limited 
due to lack of funds. The section of functional therapy provided 
limited services and needed teorganization. 

Rehabilitation Knowledge. 

Estimates on the scope of probl~m and needs of the disabled 
had not been conducted so far. The personnel on staff lacked 
manuals and other teaching .aterlals either In national or tor
elsn lansuages. The existing staff required upgraded training in 
rehabilitation methodolosies and skills. 

Management 

Since 1975, the rehabilitation services were integrated fnto 
the framework of the Ministry of Public Health. The National Cen
ter for Medical Rehabilitation was appointed to take over th~ 
management ot rehabilitation services In the country. 

Despite some actions taken, a programme on the d~velopment 
of manpower resou~ces and facilities had not been decided upon. 

PROJECT PROGRAMME DEVELOPMENT 

Manpower Development. Standard and appropriate rehabilitation 
methodologies- technologies 

A. Training of trainers and upgrading professional skll Is of 
the existing statt. 

The trainins of rehabilitation manpower became one at the 
first project objectives. 16 PHTs were trained to be trainers and 
skills of 7 others were upgraded. 

B. Deyelopment of rehabilitation manpower resources. 

HaYing a basic group of trainer5,the school for mia- level 
rehabilitation manpower was opened In 1981 with the objective to 
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train annually 30 Phts and lOOTs. 
The schools tor rehabilItation personnel has been int~grated 

in the systE'm ot Public Health School ( PHS) training doctor's 
qsslstants <OAts), In order to unity thQ status of Phts ~nd 01s 
.Ith that of DAts, the Ministry of fubllc Health ( MOH • and 
School Directorate decided on the three ye~r stUdy course. Th~ 
Integration of rehabilitation school Into the system of Public 
t!nalth School had important meaning tor further destinatlDn of 
the trained manpower And Its connection with PHC. Since 1ge5,t~e 
training curricula ~ere completed with one month training In CBR 
activities which i& cond~eted within due study course. To em
phasize a broader aspect of training and engagement the tormer 
title of " Physiotherapist" was changed to "Rehabilitation 
Therapist (Rth I". 

In order to ensure better training and treatment facillties 
the section for functional therapy was enlarged,and reorganized. 
Thf school received a new pavilion found~d by "Yorld Concern" 
non-governmental organization (1982). UNDP provided a fund tor 
renovation and recollGtruetion of facilities 'for functional 
t\Il:'rapy ( 1900/81 ). 

Th~ first group of 25 Phts graduat~d In 1984. During four 
years 90 Phts graduated from the school. Excluding apr. 10 per
cent of dropouts, 103 PHts Is in active service. 44 Phts (4~ per 
centl ~re engaged in the treatment, management, t~aching, techni
cal support and other activities at the central and national 
levels. 47 PHts ( 46 per cent) have been assigned to the provin
cial or district units/task force and 12 Phts ( 12 per cent ) 
work in 4 metropolitan hospitals. 

Since 64,30 OTs graduated from the school.14 were assigned 
in the central and 7 In the prov1nclal orthopedic workshops. 9 
OTs undergo a complementary training In simple technologies con
ducted by Organization Handicap Internatlona ( OHI I. 

With the assistance of OHI, 21 village manufacturers were 
trained 1n simple, law-cost rehabilitation technologies. 

Currently,79 technical rehabilitation workers \ 47 tech
nicians and 32 auxiliary or village manufacturers) are in actlve 
service. 36 (46 per cent) is employed in the production of ele
ments,teaching and management at the central and national levels, 
and 43 ( 54 per cent) works at the province or village levels. 

A total of 194 rehabilitation workers of variOUS, categories 
3 physlclans,4 doctor's asslstants,103 PHts,47 orthopedic 

technlclans,32 aux1liary/village manufacturers and S nur.o.) 
ar •• n •••• d in ~h. dAltvery .nd dev.IDpment of CBR and referral 
servic~s at the country level. Comparing this figure with the one 
tor 19B4,over threefold increase in the total number of 
rehabilitation manpower could be recorded. The most eYid'~nt in -
crease (apr. 5 times) has been attained in training of nThs. 

The present distribution of rehabilitation manpow~!' Is as 
fallows: 46 percent works at the central level of car~. 46 per 
cent at the peripheral level and 6 per cent at the 4 met'1polltan 
hospitals. 
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The above 
I n the quanti ty 
the country. 

Illustratss chanass which have been taking place 
and distribution at irained manpower resources In 

C.'Training of health manpower In rehabilitation tasks. 

- Doctor's Assistants ( »Ats ); 

The country has ~ PubliC Health Schools (PHS training 
annually of apr. 200 OAts. In 1980, a course on rehab! 1 itation 
WilS Introduced to the Vientiane PHS. In the following years, the 
same trainina course was introduced to 3 other schools. Over 
1500 OAts received baslo traininc in rehabilitation 
methodologies. Since 1986, the train1nc has been completed with 
and oriented toward com~unlty-bas.d rehabilit~tion activities. 

- State nurses ( SNs ) 

Since 1982,student nurses tram the State Nursing School un
derlo one .onth course on rehabilitation conducted by NCHR. Be
tween 1982-88,apr.400 nurse. underwent training in the proviSion 
of basic rehabilitation care tor the disabled and/or inpatients. 

- Auxiliary nurses ( ANs ). 

- To promote PHe development,MOH decided on setting a school 
tor ANs in each province. Apr. 500 - 600 ANs graduate annually 
trom those schools. Several actions have already been taken to 
introduce CBR methodologies into school curricula of ANs. Al
though, stili under inilial phase of 1mplementation,some units 
have taken Initiative and .conducted Initial training In CBR ac
tivities including field work. 

It is a ,eneral a,reement here that training of DAts and ANs 
can be Instrumental faT future development of PHC and its CBR 
element In the country. 

C. Complementary training activities 

- In 1983,a training course on manufacture of low-cost, 
simple,rehabilltatlon aids from indigenous materials was con
ducted within joint MOH/WHO programme. The trainees were 45 
Phts (students) and 17 OTs (students). The trainer. (8 Btatf 
M.mb.~.) f~o. NatiDnal Cent. tor Medioal Rehabilitation ensured 
preparation of models and overall course lIIanagement. 

- In order to promote local production of elements for pros
thesis 10 OTs were trained in wood turning skills in th~ local 
wood tactory. This may serve as example of inters·clorial 
cooperation between national health ~nd industrial sector~, 

- Organization Handicap International ( OHI) has provided 
assistance in tralnln, at 5 OT. to be trainers and 15 students 
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trom orthopedic technician scho~l. Training includes the manufac
ture of 6imple,low-cost prosthesls,wheelchalrs,hraces and protec
tive aids. This technical manpower would be assigned at the 
peripheral level and used tor CBR activities In various parts of 
~,he co~.an try. 

- Of late MOH assigned 2 physicians and 4 medical assistants 
to NCMR.· This group Is under training in rehabilitation 
methodologies and CBR programme management. 

Teaching Materials and Aids 

- The provision of teaching and other demonstrative In na
tional materials language has been another essential element of 
the project activities. To till the existing gap, 24 manuals and 
a series ot publications on various aspects of rehabilitation 
were prapared and edited in national language ( 1978-1984 ). 
Using the funds allocated to WHO project LAO/RHB/001,apr. 70 
manuals on rehabilitation and other relating subjects were pur
chased. To reintorce training of national statt In CBR 
methodologies, the translation of WHO manual " Training the 
Disabled In the Community" into national language was completed 
by 1983. 

- Recently, a set of teaching, demonstrative materials on CBR 
model, management,disability prevention and rehabilitation was 
edited and reproduced. Those materials would be distributed to 
the existing provincial and district rehabilitation units tor 
teaching and operational purposes. 

- To provide additional materials,an illustrated booklet en
titled" Prevent Disability In a Healthy and Give Special Care to 
a Disabled Child " ( Children under 6 years) has been under 
preparation. The Booklet is foreseen for parents, community health 
workers and other related health statt. 

- To keep national staff abreast of rehabilitation knowledge 
two journals on rehabilitation have been subscribed and dis
tributed. 

Other YHO publications on organization of PHC,technlcal 
series,the manual of ICOIDH,etc, were provided accordingly. 

Development ot Infrastructure tor CBR 

Having a constant rehabilitation manpower inflow,a programme 
for development ot a network of units/task force has been set up 
and implemented step by step. 

The first stage included: setting up a network of unltsl 
tasks force at the provincial level. Since 1984-85. 
rehabilitation statt has been assigned In 13 of the 17 provinces 
( 68 per cent ,). Although,belng still under various stages of 
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operation those units started the delivery of rehabilitation 
(unctlonal therapies to the disabled from locnl communlt!er.. 10 
units had already been equipped with a standard set of locally 
made equipment C refer please to the chapter:" Appropriate 
Rohabllltatlon Technology ft ). Refer also to Annex 1. 

The tasks ot personnel on staff at the provincial units is 
to ensure: (1) Management of CBR services within a given 
province, (2) Training of health manpower in rehabilitation tasks 
(OAts and ANs), (3) training of CHeW In CBR methodologies from the 
olosest communities (4) delivery of referral services. 

The second stage which is under implementation consists of 
setting up district task force and/or units. The units/task torce 
~ra integrated into PHC facllitl~s and activities. At present,6 
district rehabilitation units/task force Is in various stages of 
operation. 

Main responsibilities of ' the district unit/task force are: 
(ll to ensur. manalem_nt of CBR development within district com
munities, (2) to train CHCW and provide necessary technical sup
port, (3) to deliver rehabilitation therapies at the community and 
units levels. 

The estimates based on reports submitted by 8 provincial 
and 2 district rehabilitation units/tasks forces showed that 
during second half of 87, apr. 600 disabled received rehabilita
tion therapies and aids. This estimates were confirmed by fl~ld 
missions. In comparison with the turnover of he only former serv
ices provider,NCMR, which was 750 disabled In the same period, 
this figure indicates of apr. 80 per cent increase in the service 
delIvery. Unfortunately, due semi-annual reports were not sub
mitted by some units. Thus, the estimate is but partial. To rein
force staft capabilities in monitoring-reporting actlvilies,a 
training course on management would be conducted In July 88. 

The above fiBUr&s have more than statistical value. They 
show that rehabilitation services have become more accessible to 
a larler population strata •• pecially those livinl at peripheral 
parts ot the country. And yet, that the rehabilitation gradually 
lalnl its due place in the gen.ral and PHC network of services. 

Building up an Information System 

A statistical-monitor!n, unit was set up at NCMR. 4 
rehabilitation therapists are on the staff. Their tasks Is to 
collect information on disability problem /needs,to monitor 
unit's activities and distribution of p.r.onnal,to evaluate 
progres., to process data collected,to train staff in reporting 
and statistical measures and to perform other relating duties. 
The staff received basic training in the above procedures. Basic 
reportinB forms were also worked out, 
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Development and Conduct of CBR Programmes 

Having ensured rehabilitation manpower devQlopment and laid 
~own the basic Infrastructure, the project activities were more 
and more concentrated on the conduct of CBR activities. During 
last two years (1986-87), 13 community ~ased programmes were con
duct~d In 9 provinces of the country. 10 of those programmes were 
orlanlzed by NCMR and followed by locally assigned rehabilitation 
Glatt. 3 programmes were conducted by the local staff without any 
additional support. 2 programmes were conducted In urban/seml
urban and 11 in rural areas. The overal I coverage ~a9 estimated 
at over 60 thousand people (apr. 2.0 per cent ot the total 
country population). The programmes were conducted In the areas 
were rehabilitation staff had already been assigned. Besides, 
other activities at home level and community were also pertomed. 

The purpose of the above programmes and activities was 
manifold (1) Identification of impairments/disabilities and 
service delivery,(2 ) promotion ot local initiatives,and (3 ) 
training In programme management,and rehabilitation methodology. 

Development of Appropriate Technologies. 

In order to promote the provision of reha~ilitation aids the 
following actlons has been taken I 

- Elements tor prosthesis 

Models of 
and thei~ production 
jectlve was attained 
more self-sufficient 

simple foot and knee joint were elaborated 
from Indigenous materials promoted. This ab
by 19B6. The orthopedic workshop Is mor~ and 
in manufacture ot those elementE. 

- Recently OHI has introduced another model of simple 
prosthesis. To insure lts production and delivery,OHI has as
sisted in training national staff and setting up and equipping 
small workshops in 4 villages for amputees and leprosy people. 

In addition one provincial workshop was put ln b~tter 
operation and another one set up. 

Both types of prosthesis are manufactured and delivered ac
cording to the needs of the disabled. 

OHI would also assist in setting up 5 more provincial and 
one village workshops. Assistance has also been provided in 
tralnlna and manutaoture of other low-coat aida e'I.,wh~elchalr., 
braces, and protective or ~orrective appliances. 

- Simple Rehabilitation Aids 

The development of simple rehabilitation aids from in
digenous materials started as early as In 1983. The workshops are 
capable to manufacture various types of crutches or canes ( wood 
and bamboo ),walkers ( wood and bamboo >, and other aids. 
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The workshop at NCMR was also encouraged to manufacture 
.Imple toy. or exercise-educational aids tor training In 
m.nipulativ8 and other skills. Sever.1 types ot toys and aids has 
been developed and· produced. A number of disabled has been 
*mployed in thOB. workshop productive activities. To collect sup
portive funds a part of the production are foreseen for the local 
market. Since there Is a shortage of toys and educational aids in 
other parts of the country, it Is' planned to introduce the 
m~nufacture ot thoBeaids to other provincial workshops. 

- Rehabilitation equipment 

After having prepared appropriate models, 20 sets of 
rehabilitation eqUipment was manufactured with the assistance of 
non-governmental organ.lzation II World Concern". The cost of a set 
of the locally made eqUipment was 10 times cheaper than the 
similar set of the imported one. The equipment is distributed to 
the provincial, district or hospital rehabilitation units • 

. CONCLUS IONS 

(1) Our experience confirms the generally accepted view that 
the training of manpower is a key to further programme develop
ment at national Ie-vel. 

It also shows that the training in CBR and other rehabilita
~ion measures or activlt1es can be introduced to training school 
curricula of health manpower especially that involved In PHC ac
tivities. According to our estimates this approach is much 
cheaper than the conduct of special training courses. In addition 
to economic reasons,that integration provides due orientation 
towards CBR tasks trom the very beginning ot due study course. 

(2) Reorientation and engagement of the statf at National 
Center for Medical Rehabilitation toward community-based 
rehabilitation was instrumental in the programme development. 

In the Lao PDR the development of CBR and referral services 
has been carried out by mid-level rehabilitation personnel. 

(3) A horizontal extension and management of community
based rehabilitation has been carried out through the development 
of a network of units/tasks forces situated at the provincial
dl.trict I.vel and ••• 'Inment ot traln~d rehabilitation manpower. 
Those units and their manpower are integrated into PHC and 
general health services. 

This approach intends to ensure to national rehabilitation, 
administrative and health staff a teal basiS for self-reliance, 
intitiatlve and responsibility tor further development of care
services tor the disabled. The health authorities should have a 
statf and a tool to carry out those tasks. 
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(4) The conduct of organized or pilot CDR programmes is es
sential (or methodological and training reasons. It h~lps to 
recognize problems right on the spot,e.i,at the community level 
pruvlde care to the disabled identified and to collect valuabl~ 
!ntormotlon on the .bove. Although their conduct brings positive 
rJ?:lIJlts the action Is but local. The contlnous, comprehen
sive,early and anUclpatory services tor disabled population at 
nCltional level can be achieved through patlent,laborious training 
activities,promotlon of awareness ot disability problem,buildlng 
up an operational Infrastructure and compact integration with the 
primary health care. 

(5) CBR programmes can be conducted with the use of students 
from the public health and nursing schools. Besides technical 
~5pects,the participation in those programmes develops better 
awareness of the problems and solutions to be provided to the 
disabled at the community level. 

(6) Involvement of trained rehabilitation staff in manage
ment,teachlng,trainlng and service delivery allows to better use 
the trained manpower. 

(7) AsSignment of Rth,Pht, medical ~~slst~nl or a nurse 
trained In CBR methodologi~s at the district level proves to be 
essential to ensure appropriate technical support and guidance to 
PHC wOlkers,tamilles and the disabl~d. 

This necessity results trom several reasons. Among others 
are: (1) District Is main focal area of primary health carp. 
Therefore a rehabilitation worker would be clos~r to th~ essen
tial problems and needs of the population, and community. health 
care workers. From th~re it is easier to reach communitl~s and 
provide a better technical support and guidance (2) Geographical 
location of many districts brings about logistic problems tor 
the personnel not only from the cenlral but also provincial 
level. Travel and other expenses Increase cost ot servic~s. Thus. 
a number .of isolated districts has to be selt-sufflcient in 
trained mapower resources. 

(8) The production of teaching materials and aids in na
tional language Is Instrumental to upgrade national staff com
petencies, and to ensure training of either health or rehabilita
tion manpower In rehabilitation tasks. The demonstrative 
materials are the most useful. 

(9) The experience showed that in an underdev~loped country 
it is possible to train and manufacture low-cost rehabilitation 
aids,slmple prosthesis and rehabilitation equipment as well. In 
our case the costs were apr.l0 lower rehabilitation equipment and 
more that tor slmple,locally made prosthesis and other aids. 

This objective was achieved through utilization of locally 
available manpower and other material resources,tor example wood, 
rattan, bamboo and existing workshops, factories and 'I ts staff as 
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well. Thos. r.source. were used either to promote or to train 
manpower In .pecific skills. Development of intersectorlal 
cooperation wa. another key factor to a satisfactory promotion 
of this particular field ot rehabilitation. 

(10 ) The political and administrative support to CBR 
development Is necessary tor the successful extension and conduct 
of the community-based activities through PHC. 

Another decisive factor was community participation which 
in some instances was related to the factors sp&cified above. 
Support on the part of health and rehabilitation personnel had a 
promoting eftect on community participation and its awareness of 
the problems and solutions to be taken. 

PRoaLEMS TO OVERCOME 

(1) Initial operation of units and inexperience of staff as
signed to act In the areas which are not fully aware of dis
ability problem.,available s.rvlces,and measures. 

(2) Insufficient stili c~operation between medical staff or 
administrative or health provincial-district authorities and 
rehabilitation staff in some areas as to utilize to the best 
possible way.the rehabilitation staff and rehabilitation measures 
at the PHC and general health or social system as weI I. 

(4) Logistic or other economic constraints to reach more 
distant communities. 

(5) Insufficient stl1l integration into or co:ordination with 
other programmes or projects oriented towards promotion of health 
through PHC approach, including PHC programme development. 

(6) A IQck of clear cut directIves or recommendations from 
hi,her levels on integration of CBR as the third component of PHC 
into provincial,dlstrlct,communes health promoting programmes. 

(7) A lack of concerted actions in formulating 6urricula for 
training of PHC or other manpower resources,e.g. ,CHCW,birth at
tendants, MCH,auxillary nurses,etc.,the manpower who can play es
sential role In primary or secondary level prevention of dis
abilities and redYction of di.ability problems. 

(e) Weak Intersectorial cooperation between health,social 
and public education sectors in \he field of rehabilitation. 

(9) Insufficiency of popular educational materials on dis
ability problems and Its prevention and rehabilitation. 

(10) Insufficient exchange of information on 
development in other countrles,on operational 

CBR programme 
researches and 
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their-results. 

(11) Nare operational researches should be eonduet.d and 
their results elaborated and published. 

The figures quoted above show a progress achieved through 
hard work and devotion of the national staff. However,lt Is al
ways difficult to describe that other side of the programme 
manafement. I had to say that to live merit to national statt I 
used to work with for so long. And they still have a long way to 
go to achieve the goal: 

" CBR FOR All THE DISABLED BY THE YEAR 2000 " 

Without these words this paper-account would not be concluded. 

GENERAL OBJECTIVES FOR THE YEAR 2000 

Development of Rehabilitation Manpower: 

Medical Doctors I 16 more should be trained In rehabilita
tion to ensure one rehabilitation specialist per province. 

Rehabilitation therapists to train additional 150 RThs 
especially for the district level. With the present output of 
the school this objective can be ach1eved by 1995. 

District RThs and/or medical assistants trained through In
tegrated training approach would ensure appropriate technical 
support to CHCW at the commune/vii lace levels. 

Orthopaedic technicians : 20 
trained to statf planned provincial 

30 more CTs need to b. 
workshops. This abjectlv. 

would be achieved by 1993-4. 

Community health care workers: apr. 900 CHCW need to be 
train and/or supervised. With the networks of district/provincial 
units and Integrated training this objective is feasible before 
the Year 2000. 

Rehabilitation Facilities: they should be reinforced and ex
tended to more populated districts and remaining provinces. 

Finally, another closing remark or question 
ot the Alma-Ata Declaration reads 

" Primary health care 
health problems in 
providing promotive, 
rehabilitative services 

addresses the main 
the community, 
preventive and 

accordingly" 

Chapter VII-2 

Would primary health care be complete without Its third 
element: community-based rehabilitation? 
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REGIONAL WORKING GROUP ON APPLIED RESEARCH ON 

COMMUNITY-BASED REHABILITATION 

AN OVERVIEW 

COMMUNITY DASED REHABILITATION 

Dr. Graeme Watts, 
Cumberland College of Health 
Sciences 

All participants in this working group are thoroughly familiar with the basic philosophy and 

history of the development of community based rehabilitation (CDR). Introduced by the 

World Health Organization (WHO) in the mid-1970's the use of CDR services has rapidly 

expanded to meet the rehabilitation needs of many countries throughout the world, more 

especially those we call developing countries. 

At the 30th World Health Assembly in 1977 the basis was laid for the general "Health for 

All by the Year 2000" goal for WHO. At the subsequent well known conference at 

Alma-Ata (1978) attainment of this goal was based on the development of Primary Health 

Care (PHC) networks which in turn consisted of four components (promotive, preventive, 

curative and rehabilitation). 

As part of the WHO strategy of "Health for All by the Year 2000", and as one of the 

component PlU"ts of Primary Health Care, CDR stresses community responsibility and the 

contribution which can be made by family and community members using local and low cost 

resources. It is helpful to keep in mind that CBR is not some separate endeavour, however 

worthy. but an integral component of the main WHO strategy for the latter decades of the 

20th century. 
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In 1981 a WHO Expert Committee recommended the use of the following definitions in 

establishing the concept of CBR: 

Rehabilitation: 

"Rehabilitation includes all measures aimed at reducing the impact of disabling and 

handicapping conditions, and at enabling the disabled and the handicapped to 

achieve social integration. 

Rehabilitation aims not only at training disabled and handicapped persons to adapt to 

their environment, but also at intervening in their immediate environment and 

society as a whole in order to facilitate their social integration. 

The disabled and handicapped themselves, their families, and the communities they 

live in should be involved in the planning and implementation of services related to 

rehabilitation." 

Community-based rehabilitation: 

"Community-based rehabilitation involves measures taken at the community level to 

use and build on the resources of the community, including the impaired, disabled, 

and handicapped persons themselves, their families, and their community as a whole" 

Social integration: 

"Social integration is viewed as active participation of disabled and handicapped 

persons in the mainstream of community life. In order to achieve this aim it is 

necessary to provide adequate rehabilitation for all the disabled and handicapped and 

to reduce to a minimum all handicapping conditions in all aspects of their 

environment" .1 

In a recent statement (1988) WHO has again emphasised the relationship between CBR and 

PHC by drawing attention to the above definitions of rehabilitation and then to refer to the 

WHO definition of health: 

"Health, which is a state of complete physical, mental and social well being, and not 

merely the absence of disease or infirmity, is a fundamental human right."2 
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The emphasis on the totnl well being of the individual is a point stressed in both PHC and 

CBR concepts. Both systems share common features: 

In other words, CDR like PHC, mobilises resources in the family and the community 

to provide services which promote the total well-being of the individual. People 

with disabilities will not achieve a sense of well being unless they are allowed to 

participate in normal roles in their society. Disabled children need 'play, friendship 

and schooling like nondisabled children. Disabled adults also need friendship, social 

activities, family responsibilities and, in many cases, work which provides an income. 

Individual components of the rehabilitation process. such as medical. educational or 

vocational services are not sufficient in isolation. The process of rehabilitation is 

completed only when a person with a disability is socially integrated within the 

family and community.3 

Members of this working group will recognise this reliance of CDR on community initiative 

and use of locally available resources. The following characteristics are common to CDR 

programmes around the world: 

• Local communities should heighten awareness of the disabled person. recognise their 

rights and accept at least part of the responsibility for their rehabilitation; 

• Local communities should mobilise their own manpower resources. including the 

disabled persons themselves. their families and friends to take an active part in 

rehabilitation training; 

• Emphasis is placed on the use of simplified methods and techniques which are 

affordable as well as effective and appropriate to a particular community seuing; 

• The delivery of CDR services should be built upon existing community organisation 

and infrastructure, especially PHC services; and 

• With access to a referral network to meet needs which cannot be met locally. and 

working in conjunction with other sectors (educational. social and vocational). CDR 

services will contribute to national health goals. 
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The process of a typical CDR programe centres around a "local supervisor" recruited and 

trained from the community to be serviced. Once disabled people have been identified as 

needing training the local supervisor assists a family member or friend of the disabled 

person to provide the actual service. This is delivered through training packages collectively 

known as the WHO Manual Training In The Community For People With Disabilities. This 

manual is the centrepiece of the CDR technology and in any working group focussing on 

research in CDR commands detailed attention. 

THE WHO MANUAL· 

The first version of the manual was printed for field testing in 1979 with a second amended 

version issued in 1980. Field testing took place between 1979-82 and in June 1982 

representatives from 14 countries met in Colombo, Sri Lanka, to review results and 

recommend further action.4 

At the Sri Lanka interregional meeting representatives reported on the following objectives 

of their field testing: 

- to test the soundness of the concept of CDR of disabled persons; also the 

feasibility, acceptability and effectiveness of the approaches in various settings; 

- to determine further requirements for service delivery, such as organizational 

infrastructure, manpower, transportation facilities, referral needs, budget, etc. 

- to evaluate the technical content of the manual, especially in the following areas: 

(a> whether it gives technically correct, easy to understand and relevant 

information and guidance; 

(b) whether the disabilities covered are those deserving priority; and 

(c) which inputs are required for local adaptation, translation, printing, etc.S 
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twenty languages. In the translation process some specific country variations have led to the 

production of rather different products. A fourth version of the manual is due for release 

in 1988 reflecting the advice of rehabilitation experts and reports from continuous use in the 

field. 

CRR IN THE WESTERN PACIFIC REGION 

The Western Pacific Regional Office (WPRO) of WHO has been active in its response to the 

obvious benefits of CBR for the region. In its regional medium-term programme published 

in January, 1984, WPRO reviewed the situation in the region and announced plans for the 

period 1984-1989.9 In this review reference was made to a meeting in December 1981 of a 

Regional working group on Rehabilitation and Disability PreventIOn held in the 

Philippines. I 0 

This 1981 WPRO group meeting noted that an estimated 100 million people in the Western 

Pacific Region could be regarded as significantly disabled. In no subsequent reports has this 

estimate been reduced and so must still be regarded as a basis for service delivery planning. 

It was in this context that the 1981 WPRO regional working group further endorsed the 

principles of CDR as an appropriate technology to meet these needs which were arguably 

beyond the reseach of the existing, largely institutional-based, systems. 

In his 1981 overview of rehabilitation services in the Western Pacific Region, Dr. Robert 

Oakeshott, concuded that .... The major area of deficiency in the region at this stage appears 

to be the lack of national policies which include provisions for disability prevention, 

rehabilitation programmes and equal opportunities for disabled people". 1 I 

Country responses within the region were modest. The Philippines, however, had already 

acknowledged the challenge and in late 1980 began a CBR programme first in Bacolod City 

and soon after in the rural community of Tldisay. All reports to date regarding the 
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Philippines experience are positive and this continnes to be a source of inspiration and 

leadership throughout the region. 

In one move to lift activity in CBR, and to respond to the challenge identified by Dr. 

Oakeshott at the 1981 regional group meeting, WPRO convened a regional workshop in 

Manila in November 1983.12 This workshop stressed national planning and had the benefit 

of being directed by Dr. Einar Helander who has been instrumental in developing the CBR 

concept for WHO. This workshop concluded by encouraging regional governments to make 

greater efforts in supporting CBR and of particular interest to this meeting, recommended 

the establishment of a monitoring and evaluation network in the implementation of national 

CBR programmes. Future reviews may well note that this 1988 meeting at Cumberland 

College was convened to give substance to that recommendation. 

Referring back to the 1984 WPRO medium-term programme, the above activities provided a 

stimulus for a general plan for the period 1984-89. The following Objective and Targets 

were proposed: 

OBJECTIVE 

To promote the appropriate organization and effective operation of comprehensive 

health, education and social welfare systems; to provide for the rehabilitation of the 

disabled, based on primary health care, and to prevent impairment. disability and 

handicap. 

TARGETS 

By the end of 1989: 

(I) most countries or areas of the Region will have formulated and implemented 

national plans for community-based rehabilitation services in the context of 

primary health care; 

(2) most countries or areas will have developed or strengthened intersectoral 

coordination for the effective support of community-based rehabilitation 

services and for the prevention of impairment, disability and handicap; 
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(3) half the countries or areas will have developed appropriate technology 

resources for the manufacture of basic aids, prostheses and orthoses for the 

disabled; 

(4) half the countries or areas will have developed and implemented active 

programmes for the prevention of impairment, disability and handicap; 

(5) half the countries or areas will have developed and implemented active 

health education programmes on health lifestyle and basic first aid; 

(6) half the countries or areas will have integrated training in rehabilitation into 

the curricula of health workers at all levels; 

(7) WHO will have in operation an effective mechanism for the exchange of 

information between countries, on rehabilitation programmes and useful 

developments in technical cooperation between Member States.13 

As we approach the end of this medium-term programme it would be instructive to examine 

the indicators and criteria established to evaluate the above targets. 

In January 1988 WPRO released its regional medium-term programme for the period 

1990-1995.'4 This situational analysis continues to estimate the number of disabled people 

in the region at approximately 100 million, attributing the main causes of disabilities to 

communicable diseases, malnutrition, poor perinatal care, accidents, hereditary factors, 

chronic somatic and mental diseases. In summary: 

"In most countries, rehabilitation has been most closely identified with long-term 

institutional care, mainly associated with hospitals, long stay homes and special 

rehabilitation centres, but tittle attention has been paid to community care."IS 

And, in any case: 

"The true dimensions of the problem of disability have generally been obscured. In 

some countries or areas, rehabilitation is considered a low priority."16 
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One means of inferring progress made since the 1984 plan was released would be to examine 

the Objective and Targets proposed in 1988: 

Objective 

To promote the development of community-based rehabilitation services and 

appropriate rehabilitation technology. 

Targets 

By 1995: 

(I) most countries or areas will be implementing community-based 

rehabilitation services in the context of primary health care; 

(2) half of the countries or areas will have rehabilitation centres for the 

provision of referral services and technical expertise, and the training of 

rehabilitation personnel; 

(3) WHO will have in operation an effective mechanism for the exchange of 

information on rehabilitation programmes and on useful developments in 

technical cooperation between Member States. 17 

Of particular interest to this working group is reference in the 1988 plan to evaluation of 

progress throughout the 1990-1995 period: 

Specific indicators for evaluation of progress are: 

(1) output indicators of management factors, personnel trained, services 

provided, financial and logistical indices, reports of nongovernmental 

agencies; 

(2) specific diagnostic indicators in certain conditions and in clinical procedures 

of preventive significance; 

(3) reports of preventive projects and corresponding indicators of mortality and 

specific morbidity changes which follow; 
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(4) research and survey results of studies carried out by collahorating centres, 

relevant nongovernmental organizations and specialist rehabilitation 

institutions; 

(5) . f h b'I't' 18 reports of national commIttees or re a I I atlOn. 

No doubt we will return to these, and other indicators, during the progress of this meeting. 

Reference has been made to CBR projects in the Philippines sustained since 1981, but it is 

also helpful to note other efforts throughout the region. In 1984 a WPRO consultant 

conducted a training workshop to launch a CBR project in Malaysia. 19 Since 1985 a WHO 

Medical Officer has been stationed in Lao People's Democratic Republic training both 

rehabilitation specialists and general health workers at the community level, thus providing 

support for several pilot CDR projects. 

Hong Kong and China have been the focus of particular efforts by WPRO. A consultants 

report by Dr. J. O. Miller highlighted the potential contribution which could be made by the 

Hong Kong MacJehose Medical Rehabilitation Centre.20 Under the leadership of Dr. Harry 

Fang the Maclehose Centre has undertaken a project to trial the CBR concept in an urban 

setting. This has involved the production of an adaptation of the standard CBR Manual and 

this in itself is a very useful contribution. An early assessment of this project suggests that 

this urban CBR programme would benefit from a close alliance with (other) existing 

community health services. 

The Maclehose Centre was subsequently designated a WHO Collaborating Centre for 

Rehabilitation. In this respect it joined the Cumberland College of Health Sciences in 

Sydney, Australia. as the second such collaborating centre for rehabilitation in the region. 

The Department of Rehabilitation Medicine, Sun Vat-Sen Medical University, Guangzhou, 

China, next made a trio of such specialist centres which were all joined in June 1988 by a 

fourth collaborating centre in Bacolod City in the Philippines. These centres surely have the 

potential to advance CBR projects in the region. 
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For patently obvious reasons the potential contribution of CBR programmes to China has 

bcen clearly recognised. As early as 1983 WPRO provided several consultants to conduct 

workshops to promote the concept and practice of CBR in China.21 In 1985 WHO/HQ staff 

made a two week visit to assist in the preparation of a country wide sample survey which 

was carried out in 1987. Preliminary planning took place for the introduction of CBR 

programmes in four north-welltern provinces. In 1986 a flurry of activity saw WPRO 

consultants visit Guandong Province,22 a WPRO consultant assist in planning CBR pilot 

programmes in Guangzhou and a provincial rural area,23 a workshop on management 

principles conducted at the Maclehose Centre in Hong Kong for ten senior health officers 

from China and followed by a field visit to the Bacolod City programme in the Philippines, 

and finally a national workshop on CDR held in Guangzhou.24 By 1987 two independent 

Chinese translations had been made of the WHO training manual. 

In a separate development the Chinese Welfare Fund for the Disabled has recently 

established the China Rehabilitation Research Centre in Deijing to promote study and 

research into rehabilitation techniques to suit China's own conditions and needs. Other 

government initiatives have resulted in plans to introduce rehabilitation programmes along 

CDR lines in selected provinces. 

In his 1988-1987 report the WPRO Regional Director noted support for WHO consultants to 

Fiji, Papua New Guinea and the Solomon Islands to assess the status and needs of those 

countries in respect to rehabilitation services in general and more specifically the potential 

for the introduction of CDR programmes.25 

More recently, in December 1987, WPRO supported a national workshop in the Republic of 

Korea on the theme "The Trend of Korean Welfare Policy for the Disabled in the 2000s". 

This workshop has had the effect of promoting the concept of CDR amongst senior 

government and non-government organizations. 

In the above countries, and others throughout the Western Pacific region, it is obvious that 

the concept of CDR is being actively adopted and implemented. 
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RESEARCH IN CDR 

Research and evaluation has not been a prominent feature of the CDR movement to date. 

This is understandable in the context in which CDR has been developed and implemented. 

Resources, both financial and in the form of skilled manpower, have always been limited. 

The need has been so obvious and pressing. In this context it would be accurate to observe 

that to date no country could contend that it has satisfactorily met all its rehabilitation 

demands and so was now able to put some of its scarce resources into evaluation. In 

general, both government and non-government agencies have been so stretched in 

committing resources to the implementation of CDR that evaluation has taken a second 

place. 

In addition it would not be unfair to attribute something of a mi~~ionary zeal to the 

proponents of CDR. Amongst those most enthusiastic and committed to CDR there is a 

conviction that this approach is the answer to current needs, and all energies and resources 

must be devoted to its successful implementation. At the same ·time government and 

non-government agencies, once committed to the establishment of a CDR project, are 

naturally not anxious to have this commitment questioned. 

This tendency to view evaluation as potentially critical and perhaps destructive is 

unfortunate. One of the outcomes of meetings such as this should be to emphasise the 

positive side of evaluation and in fact to highlight the potential for improvement as the most 

valuable feature of evaluative research. 

It is evident, however, that even from its early stages of implementation, CDR has been the 

focus for some form of evaluation. It will be recalled that the 14 countries meeting in Sri 

Lanka in 1982 did so to report on varying degrees of field testing of the first version of the 

WHO Manual. The record of the various country reports is, however, generally limited to 

such matters as initial consultant visits, training workshops held and numbers of clients 

involved in training. 
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Country representatives reported in varying detail on field testing projects ranging from 

merely a few months to up to two years. Overall results reported that some 73 per cent of 

clients improved with CBR training. The most common reasons for failure were inability to 

find a suitable trainee, shortness of training time and withdrawal of clients from the 

programme. There were some critical comments regarding the technical information in the 

training packages as well as problems with the text and drawings. 

The Rehabilitation Unit of WHO Headquarters has recently produced a comprehensive 

Progress Report On Community-Based Rehabilitation (December, 1987). In a summary 

report of the African Region (9 countries), the American Region (11 countries), the Eastern 

Mediterranean Region (6 countries), the European Region (4 countries), the South East 

Asian Region (7 countries) and the Western Pacific Region (6 countries) .... only 2 of the 43 

country reports mentioned any research evaluation.26 

This is not to conclude that evaluation and research into CBR has not been taking place. It 

is, however, a fair assumption that reports of such research have not been formally reported. 

Where formal reports have been prepared these have invariably been directed to what we 

would colloquially call "in-house" sources. Reports directed to funding agencies, the 

WHO/HQ Rehabilitation Unit, supporting Government and non-Government agencies and 

the like .... have a natural tendency to be positive. Likewise the recipients of such reports are 

usually supportive and often committed to the success of the projects under study. 

CBR research can only benefit from moving into the mainstream of reporting and public 

scrutiny. This exposure will serve to draw attention to the technology and interest in its 

outcomes. At the same time it is obvious that this exposure is a two-edged sword. 

Research methodology will be critiqued, the objectivity of the researcher assessed and 

conclusions examined in the light of evidence presented. Outcomes may be adverse and 

these should be reported as clearly as supportive data. No experienced reviewer anticipates 

a continuous success story and indeed would be justifiably sceptical if this was the case. 

There are risks in this process but clearly the CBR movement has reached a sufficient stage 

of maturity to accept this challenge. 
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While the 1987 WHO/HQ Progress Report was itself rather light on reporting research it 

does. however. devote a section to "Research and Studies·. The report first notes that 

Research and studies are important in four areas: 

1. To determine the extent of disability and population needs; 

2. To evaluate the effectiveness of the technology of CBR; 

3. To design service delivery systems; 

4. To undertake studies of prejudice, beliefs and attitudes to disabled people.27 

The Report indicates that WHO/HQ has supported studies in these areas. With reference to 

an evaluation of the effectiveness of the technology of CDR <an issue of some potential 

signifiance to this meeting) the Report summary is rather limited. It refers to an undated 

study in Pakistan by a Swedish team and to a 1987 study of the Dacolod City. Philippines, 

project. The summary results re-iterate the general conclusion of the 1982 Sri Lankan 

meeting indicating that 70-80 per cent of the rehabilitation process can be undertaken 

through CDR with "a very high degree of effectiveness·.28 

The Report's conclusion that 

The outcome of studies show that the potentiality of the CBR technology is indeed 

on the same level. or in some respects, better than what is being achieved through 

institution based care.29 

... is possibly over enthusiastic. 

In the Western Pacific Region it is the CDR programmes in the Philippines which are not 

only the most firmly established but also the best source of systematic evaluation. A 

comprehensive review of all aspects of two CBR projects supported the conclusion that CDR 

was proven to be a low cost and cost effective system of deliverin8 rehabilitation services. 
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It is also interesting for this meeting to note tbat one of the latest and most comprehensive 

CBR evaluation studies has been carried out in the Western Pacific Region. In early 1988 

Ms. Padmani Mendis reported on an evaluation of a CBR development project in 

Vietnam.30 This report merits attention not only in order to study its outcomes but also to 

consider the welcome amount of detail concerning methodology. To the extent that studies 

such as this can be repeated and reported in detail we will indeed bave begun to move CBR 

development into tbe mainstream of evaluation reporting. 

We should now aspire to plan our evaluation with the same care as we give to 

implementation. This will take a conscious effort in the allocation of scarce resources. We 

need the confidence to recognise the value, and challenge, of inviting an objective and 

uncommitted scrutiny of all aspects of our projects. We constantly require a reminder tbat 

such evaluation can be essentially positive and as sucb contribute to the substantial long 

term success of our efforts. 
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CDR DATA COLLECTION FORKS 

FOR FINDING OUT WHETHER THE PERSON 
NEEDS TRAINING AND FOR ASSESSING 
PROGRESS. 

FORM NO. 2 

FORM NO. 2 

FROM WHO LOCAL SUPERVISOR'S 
GUIDE 
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RJRMNl. 2 FOR FINDING our WHETHER TIlE PERSON NEEDS TRAINING 
AND FOR ASSESSING PROGRESS (5). 

Name or person 
.......... 

with dilability: ~ 

1. Feeds ILimselC/hersel£7 Alone I I 
(includes eatiDI and With help or sometimes , I 
drinkinl) Not at all I I 

2. Dresses and undresses? Alone I I 
With help or sometimes d I 
Not at aU 

3. Keeps self clean? Alone [ I 
(includes washing. With heip or sometimes I I bathing and cleaning Not at all ~ teeth) 

4. Uses the latrine? Alone I I 
With help or sometimes I I 
Not at all L-J 

s: Understands simple Easily I I 
instructions With difficulty I I I 

Not at all L-J 
6. Expresses needs? Easily I I 

With difficulty I , 
Not at all L-.J 

7. Understands movements Easily I I 
and signs for With difficulty I I 
communication? Not at all L-.J 

•• Uses movements and signs Easily I I 
(or communication which With difficulty d I 
others understand? Not at all 

9. Lip reads? Easily I I 
With difficulty I , 
Not at all L.J 

10. Speaks? Easily .. 
With difficulty I I 
Not at all L.J 

11. Sits? Alone p With help I 
Not at all l.-.-I 

12. Stands? Alone .. 
With help I I 
Not at all I , 
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13. Walks? Alone c::J. 
With help I j 
Not at all '. L-.J 

14. Moves around house? Alone 1 I 
With help I 1 
Not at all '--.J 

IS. Moves around village? Alone p With help I 
Not at all 1--.1 

16. Has pains or aches in Very nrely or pot at all ,--, 
joints or back? Sometimes but c:aJl still work I I 

Disturbs work but not sleep I I 
Disturbs sleep 1--.1' 

17. Baby is breastfed like Yes I I . other babies? No L-I 

II. Child plays like other Yes r-J 
children of same age7 Sometimes I i 

Not at all L-.J 

19. Goes to school? Yes, does Dormal school work I I 
Yes, but does school work I---.J 
below his or her age 

I I I 
Yes, but does not do school work 
No '--.l 

20. Joins in family Yes r-J 
activities? Sometimes I i 

Not at all L....J 

21. Joins in community Yes I I 
activities? Sometimes I I. Not at all LJ , 

22. Does daily house- Yes p hold activities? Some, but DOt all I 
Not at all '--.J 

23. Has a job or has an Full-time job or income adequate 
income? Cor his or her needs I I 

Part-tIme or seasonal job or lOme income I I 
No job an~ no income I I 
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--
RlRM 1102 FOR FINDING OUT WHETHER TIlE PERSON NEEDS TRAINING 

AND FOR ASSESSING PROORESS (S). CLUSTERED 

Naine of person 
with dSibWty: Disability: 

1.I Feeds himself/herself'? Alone 

~ 
SELF CARE 

(includes eating and With help or sometimes 
drinking) Not at all 

1.2 Dresses and undresses? Alone fifj With help or sometimes 
Not at aU 

1.3 Keeps self clean? Alone 

~ (includes washing, With help or sometimes 
bath ina and cleaning Not at all 
teeth) 

1.4 Uses the latrine? Alone 

~ With help or sometimes 
. 

Not at all 

Em 1.S Does daily house- Yes 

~ hold activities? Some, but not all 
Not at all 

2.1 Understands simple Easily 

~ 
COMMUNICATION 

instructions With difficulty 
Not at all 

2.2 Expresses needs? Easily 

~ With difficulty 
Not at all 

2.3 Understands movements Easily fI§ and SiaRS for With difficulty 
communication? Not at aU 

2.4 Uses movements and sigRS Easily EE§ for communication which With difficulty 
others understand? Not at all 

2.5 Lip reads? Easily 

~ With difficulty 
Not at all 

§I] 2.6 Speaks? Easily 

~ With difficulty 
Not at all 

3.1 Sits? Alone 

~ 
MOBILITY 

With help 
Not at all 

3.2 Stands? Alone 

~ With help 
Not at all 



3.3 Walks? 

3.4 Moves around house? 

3.S Moves around village? 

4.1 Child plays like other 
children of same age? 

4.2 Goes to school? 

4.3 Joins in family 
activities? 

4.4 Joins in community 
activities? 

4.S Has a job or has an 
income? 

S Has pains or aches in 
joints or back? 

6 Baby is breas.fed like 
other babies? 

7 

8 
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Alone 

~ With help 
Not at aU 

Alone 

~ Whh help 
Not at· all 

Alone tI§ E§3 With help 
Not at all 

. 

Yes 

~ 
SOCIALIZATION 

Sometimes 
Not at all 

Yes, does normal school work 

~ 
Yes, but does school work 
below his or her age 
Yes, but does not do school work 
No 

Yes EE§ Sometimes 
Not at al\ 

Yes EE§ Sometimes 
Not at all 

Ful1-tlme job or income adequate 

EH3 for his or her needs ~ 
Part-time or seasonal job or some income 
No job and no income 

Very rarely or not at al\ 

9 
OTHER QUESTIONS 

Sometimes but can still work 
Disturbs work but not sleep 
Disturbs sleep 

Yes EfE No 

TOTAL OENERAL ASSESSMENT Em 
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Dear Colleagues, 

The WHO Regional Working Group on Applied Research on 
. community-Based Rehabilitation has now completed its tasks and 
is formally closed with great success. 

After four days hard work, the working group has reviewed the 
present situation of CBR development in the Western Pacific 
Region, and has formulated general quidelines and 
recommendations on applied research for evaluation and further 
promotion of community based rehabilitation. The working 
group has agreed to initiate and to develop important research 
projects through joint efforts. The results of the meeting 
are very encouraging. 

On behalf of Dr. S. T. Han, special representative of the 
Director General, World Health organization, please allow me 
to extend to all of you my congratulations and thanks. 

I hope that, through our joint efforts in the next few years, 
most if not all, recommendations of the Working Group and 
proposed plan for action could be implemented at a national 
level and at a regional level. 

One should not be too ambitious but one should make further 
efforts to do some things, even one or two things, and get 
expected results. Let us meet again some time in 1990 or 1991 
to review the progress. 

I cannot finish my closing remarks without mentioning the 
valuable contribution of the chairman, vice chairman, 
rapporteurs, staff from CUmberland college, and in particular 
of Dr. Graeme Watts, WHO Temporary Adviser. Thank you very 
much. 

I would like to express my sincere thanks to Miss P. H. Marsh, 
Dr. J. Miller and all staff of Cumberland College for your 
hospitality and warm reception, which leave us with a deep 
impression and call us to come again to Australia. We love 
Australian people, we love CUmberland College. 

Now I declare the working group meeting closed. Best wishes 
to all of you. 
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