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1. INTRODUCTION 

An Intercountry workshop on “Strengthening of Rehabilitation Services in 
SEAR” was organized in Kathmandu from 26-30 August 2002.  For over a 
decade, WHO has been encouraging the Community Based Rehabilitation 
approach, especially in developing countries. In this context, the importance 
of integrating of rehabilitation services within primary health care is being 
increasingly recognized. The present workshop was held with the following 
objectives. 

2. OBJECTIVES OF THE WORKSHOP 
(a) To review the current status of rehabilitation services in Member 

countries 
(b) To develop a regional rehabilitation strategy based on WHO’s 

Rehabilitation Strategy  
(c) To develop guidelines for strengthening rehabilitation services in 

Member countries   

3. PROCEEDINGS 

3.1 Opening of the Workshop 

Mr Kamal Rupakheti, Chairman of the Nepal Association for the Welfare of 
the Blind welcomed the participants and the Minister for Health Mr Sharat 
Singh Bhandari opened the workshop, by lighting the lamp. In his inaugural 
address the Minister emphasized that the prevalence of disability in 
developing countries was largely due to poverty and ignorance. Conflicts and 
insurgency further complicated the situation.  Convening of such workshops 
would help in sharing experiences and enable countries to modify and 
innovate their respective plans of action to improve services for the disabled. 
A message from the Prime Minister, Mr Sher Bahadur Deuba, was read out by 
Mr Rajan Raut, General Secretary of the Nepal Association for the Welfare of 
the Blind. 
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Dr Klaus Wagner, WHO representative to Nepal, in his address traced 
the historical developments in the field of rehabilitation and the movement 
from a medical approach to a social model approach in dealing with disability 
issues. Dr Madan P Upadhay, Regional Adviser, Disability, Injury Prevention 
and Rehabilitation, WHO/SEARO, thanked the His Majesty’s Government of 
Nepal and the Nepal Association for the Welfare of the Blind for hosting the 
workshop and hoped that it would assist in enhancing the quality of life of the 
disabled by strengthening rehabilitation services provided in the Region. He 
further hoped that the information gathered at the meeting will lead to more 
knowledge, and finally, more wisdom to usher in a more inclusive society. Dr 
Enrico Pupulin, Coordinator, Disability and Rehabilitation, WHO 
Headquarters, Geneva, also thanked His Majesty’s Government as well as the 
delegates for participating in the workshop. He hoped that visibility for 
persons with disabilities continue to increase and that community based 
rehabilitation would bring about a change in the lives of the disabled. Mr 
Bijaya Raj Bhattarai, Secretary, Ministry of Women, Children and Social 
Welfare, thanked WHO on behalf of His Majesty’s Government for holding 
the workshop. He assured the participants of the full support of his ministry in 
implementing the recommendations of the workshop. 

The workshop, co-hosted by the Nepal Association for the Welfare of 
the Blind, was attended by 28 participants from six SEAR countries. A 
complete list of participants is attached in Annex - I. 

Dr Ashok Bajracharya and Mr M Abdus Sattar Dulal, were nominated as 
the Chairperson and Vice Chairperson respectively. Dr Anita Ghai was 
nominated as Rapporteur.  

3.2 Special Session 

At a special session chaired by Dr Madan Upadhyay, Dr Enrico Pupulin, 
pointed out the importance of feedback from Member countries to ascertain 
their needs. He stressed the need for sharing experiences and networking 
both within and between participants from the Region. He emphasized that   
there are wide individual differences in the dependency-independency 
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continuum with every human being needing an improvement in functional 
skills. Persons with disabilities (PWDs) were on the same continuum. 
However, they required some extra assistance from specialists and 
professionals. Therefore, they should not be viewed as more dependent, but 
as differently placed on the continuum of dependency and independency. It 
was essential to avoid labelling the disabled as deficient. Instead, the focus 
should be on working at the structural barriers such as inaccessible 
transportation and the stigma attached to disabilities. Early intervention was 
required at all levels. 

A presentation on the UN Standard Rules on the Equalization of 
Opportunities for persons with disability was made by Mrs Anuradha Mohit. 
She traced the development of approaches towards disability that were based 
on charity to the current scene where disability was viewed as a human rights 
issue. She gave the background of the UN Standard Rules adopted by the 
General Assembly in 1993 and traced the process through which people get 
labelled as disabled. She emphasized that the Standard Rules, though not 
mandatory, do put a strong moral and political pressure on the States to take 
actions for the equalization of opportunities. She highlighted the importance 
of challenging the negative image of PWD’s. She also emphasized the need 
for collection and dissemination of information in accessible formats, to 
ensure better utilization. 

4. COUNTRY REPORTS 

Bangladesh 

Bangladesh, with a population of 126.8 million, is one of the most 
disadvantaged developing countries in the world. A recent survey indicated 
that PWDs constitute 8.8 to 9 per cent of the total population, with almost 7 
million living in rural areas. Lack of awareness, ignorance, fear and 
superstition regarding disability dominate the lives of PWDs resulting in their 
isolation, discrimination and direct neglect by the community. They are 
excluded from the normal economic, social, cultural and political activities. 
Though there is some improvement, the overall situation of the PWDs is far 
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from satisfactory. The Social Welfare Department, Ministry of Social Welfare is 
responsible for providing rehabilitation services through both Community 
Based and Centre Based/Institution Based Approaches. The “Disability 
Welfare Act-2001” was approved by the parliament in April 2001.  

Bhutan 

Bhutan has a population of 658,000. The prevalence of disability is 3.5 per 
cent with women constituting 51 per cent of the total PWDs. Bhutan is a 
signatory to the proclamation of 49th session of the ESCAP Commission on 
Disability, on the full participation of PWDs. CBR programmes were launched 
in 1997, starting with one district and gradually extending to cover more 
districts. Since then, although CBR has been popularized, a number of 
constraints such as lack of trained resource persons, referral support, negative 
attitudes, and difficulties in establishing multisectoral collaboration persist. 
Efforts are being made to formulate a National Coordination Committee on 
Disability. Under the 9th five-year plan, rehabilitation activities are to be 
expanded by updating the disability data and initiating capacity building.   

Sri Lanka 

Of a total population of 18.7 million, 4 to 6 per cent are PWDs.  The 
Disabilities Act was introduced in 1996 and this has been instrumental in 
establishing a National Council for Persons with Disabilities, to promote, 
advance and protect the rights of persons with disabilities. This is supported 
by a National Fund for the disabled. The Social Services Ministry is the focal 
Ministry, CBR, which was initiated in 1990 is available in 4032 out of 15000 
divisions. However, various difficulties such as poor follow up, difficulty in 
maintaining the interest of volunteers, minimal monitoring and poor 
involvement of the existing PHC structure and lack of public awareness have 
been encountered. The government along with various organizations of the 
disabled is committed to create public awareness and develop a strategic plan 
for their rehabilitation. 
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Nepal 

Nepal is a multi-ethnic, multi-lingual and multi-cultural country, with a 
population of 23,214,681 (2001). According to a recent survey, PWDs 
constitute 1.63 per cent of the total population. These are however, 
considered to be a gross underestimate. The causes of disability are; 
malnutrition, congenital disease, noncommunicable diseases, trauma, 
communicable diseases, mental health problem, alcohol and substance abuse. 
The Ministry of Social Welfare was established about four years ago. UNICEF 
introduced CBR approach in the 80’s in a place called Ramkot, Kathmandu 
District with the purpose of making a difference to the lives of the disabled. 
Nepal is a signatory to many international declarations the latest being The 
Kathmandu Declaration of the third SAARC conference on CBR network, 
2000. At the national level, the Ministry of Women, Children and Social 
Welfare has constituted a "Disabled Services National Coordination 
Committee” to work in policy and programming areas. A process to amend 
the Disability Protection and Welfare Act, with the objective of putting PWDs 
and DPOs into centre stage is being worked out by the Social Welfare 
Ministry. CBR though implemented by many NGOs, lacks proper referral links 
with the Government system. The vision of the activists is to empower the 
PHC as a "connecting point" for CBR. Also, the need to add rehabilitation 
services as a tertiary prevention is strongly felt 

Thailand  

Thailand has a population of 61.8 million of which 1.02 million are PWDs. 
The health status of the people has been improving steadily. The rehabilitation 
of PWDs is covered under the Rehabilitation of Disabled Persons Act, 1991. 
Since then, there have been amendments to the Act through the ministerial 
regulations with the National Education Act being the latest. In addition, there 
is a National Rehabilitation Plan functioning since 1997, run by the office of 
the Committee for Rehabilitation of Disabled Persons, under the Ministry of 
Labour and Public Welfare. The Council of Disabled People acts as a pressure 
group for the Government. Primary heath care is a priority area and well 
supported by the Health Insurance Act. Sirindhorn National Medical 
Rehabilitation Center acts as a national co-coordinating unit for the 
programmes which have been introduced in many provinces. 
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After the presentation of the country reports, the participants were 
divided in three groups for in-depth discussions. During the workshop, six 
group discussion sessions were organized to cover: CBR Local involvement; 
CBR Multisectoral approach; Rehabilitation in Primary Health Care; 
Specialized Services; Building a Rehabilitation System and Monitoring and 
Evaluation of Rehabilitation Services. While constituting the groups an attempt 
was made to ensure that the composition of each group was balanced in 
terms of gender, disability, country of origin and professional expertise. Three 
chairpersons, Mr Dorji Phub, Dr Deepthi Perera and Dr Pattariya Jarutat were 
nominated to lead the discussions. Each group was asked to elect a rapporteur 
who mould present the summary of the discussion to the house. Before every 
group discussion, a brief introduction was provided by the WHO facilitators, 
Dr Sunil Deepak and Dr Eva Sandborg. 

5. Group Discussions 

The discussions on theme issues and their conclusions are presented in the 
following section. 

5.1 CBR: Local Involvement 

The participants shared their views on the constitution of the local 
committee/community. All participants felt that the local committee should 
comprise of DPOs. These should be managed by persons with disabilities, 
parents and families of the disabled people, primary health care workers, local 
schoolteachers village/block heads, local club members, media agencies, and 
religious leaders. Participants felt that though there was a representation of 
DPOs and PWDs in the existing committees, it was inadequate.  

The role of the local community was considered vital and the only viable 
strategy for sustainable development. Various functions such as continuous 
assessment of needs, information dissemination, organizing resources, co-
ordination with other sectors, evolving realistic income generating schemes 
and continual monitoring and evaluation, were considered to be the 
responsibility of the local committees. Further, the local committees need to 
create awareness, engage in capacity building, and ultimately work for 
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enhancing the community’s ability to change the quality of life of all disabled 
persons as an integral part of community development. 

Though the local communities had a significant role to play, they were 
currently not involved optimally due to many constraints. The PWDs were still 
considered as passive recipients. Sometimes they were involved, but the 
involvement was restricted to being role models. The involvement was 
different in each country and was mostly need based. Participants were 
concerned at the trap of poverty, paucity of knowledge and lack of funds that 
surrounded the disabled persons. Participants unanimously agreed that the 
involvement of disabled persons and their organizations needed to improve 
visibly. To make it possible, local enrolment was necessary. Some illustrations 
of good practices from different countries were cited. 

Sustainability, seen as a continuation of services and personnel can be 
achieved by ensuring that the services are available, accessible and 
acceptable. Attempts should be made to utilize existing structures rather than 
creating new ones. It was agreed that these structures should be local/culture 
specific. Including the village chiefs was considered important, as their 
connections with the political system, would assist in negotiations with the 
state and central governments. 

The participants recognized that services have to be sensitively attuned 
to the needs of the community, open to reflection and aimed at strengthening 
the local committees to take the CBR programmers forward. To sustain the 
interest of the volunteers, incentive schemes may need to be introduced. The 
need for more comprehensive policy guidelines in the area of CBR was 
acutely felt. The CBR programmes should acquire credibility so that they are 
owned by the community and are not perceived as orders from either the 
national or international agencies  

5.2  CBR: Multisectoral Approach  

Dr Eva Sandborg introduced the theme providing illustrations from Guyana 
and Indonesia. The participants agreed that the multisectoral approach in the 
context of CBR, by definition requires that all the stakeholders be involved in 
conceptualizing and devising plans of action on disability issues. There was 
total agreement that CBR activities would be a complete failure if the different 
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sectors were not involved. The sectors identified included governmental and 
nongovernmental organizations, civil society groups, the corporate world, 
media organizations and international agencies. The village heads, school 
teachers and religious leaders were also identified as being important in 
developing CBR activities. Within the government, the apex ministries of 
social welfare, law, education, human resource development, agriculture, 
labour, public administration, housing, transport and health need to be 
involved in assisting the development of CBR activities. The DPOs are the 
second major stakeholders in the multisectoral approach. It was further 
pointed out that though the involvement of these sectors is mandatory, there 
is a need for de-centralizing authority at the same time. Thus, the ministries 
and the more central DPO’s need to evolve better and more effective co-
ordination mechanisms. The level of co-ordination and the degree of co-
operation and collaboration different from country to country.  

The modalities of collaboration were also discussed. It was felt that CBR 
would be more effective if there was a clear mandate for the different sectors. 
Further, policy guidelines need to be formulated and a constant review of 
implementation strategies undertaken. The need for a dynamic leadership to 
coordinate the efforts by different sectors was emphasized. For successful 
coordination, transparency of efforts and accountability of all concerned were 
considered significant. For successful engagement of all the sectors, constant 
pressure from PWDs was essential. These modalities can be effective only in 
an environment of strong political will and commitment to implement 
objectives. 

5.3 Rehabilitation in Primary Health Care 

The existing services provided through PHC include immunization, child and 
maternal health care, growth and milestone monitoring, nutritional and 
dietary advice, early detection and prevention of diseases, and referral. Health 
education, awareness, health advocacy and multi-sectoral rehabilitation were 
also considered as important services to be offered. The participants, 
however, cautioned that the much load on health workers had to be carefully 
balanced. The following roles were suggested for doctors and nurses in 
rehabilitation: to screen and identify persons with disabilities, provide health 
education, skill training, changing professional and public attitudes, evolving 
simple and do-able rehabilitation measures, counselling, resource 
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mobilization and, most importantly, advocating the cause of PWDs. The 
community health workers could assist in all these activities by promoting 
multisectoral collaboration.   

In all countries, the responsibility of providing the primary, secondary 
and tertiary health care was that of the Ministry of Health. It was felt that 
though integration of rehabilitation of persons with disabilities was recognized 
as an important function, mostly they were excluded from the range of 
services. The kind of rehabilitation services provided by PHC varied in 
different countries; most of them did provide some form of medical 
rehabilitation. Other needs such as education, vocational training and social 
rehabilitation were not included across the board. The variants include out 
reach programmers such as ear camps in Thailand and Nepal.  

An improvement in rehabilitation services in PHC can be brought about 
by providing adequate resources, continual training of the health workers at 
all levels, capacity building, maintenance of assistive devices and their proper 
use. Finally, the identification of high risk groups is critical for integrating 
rehabilitation in primary health care to provide early interventions. The latter 
step was considered particularly important for disabilities such as cerebral 
palsy, low vision and mental disability. As in the multisectoral approach, even 
for PHC joint planning with the relevant sectors was important. Effective and 
regular monitoring and evaluation from the local government should support 
these efforts. To further strengthen the rehabilitation services, a situational 
analysis was necessary. It was critical that persons with disabilities are included 
in all the developmental plans of the health ministry or associated agencies. 
Duplication of efforts, however, should be avoided. There was a need to take 
into account the topographical terrain while planning services. Both the 
Member countries as well as WHO need to take measures to highlight the 
concerns of PWDs at important meetings such as the World Health Assembly. 

Field Visit to Hospital and Rehabilitation Centre for Disabled Children 

This session generated a lot of discussion. It was pointed out that the 
terminology used to refer to persons with disabilities is extremely important. 
Derogatory terms should be avoided, as they were associated with negative 
connotations.  
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5.4 Specialized Services 

Introducing the topic, Dr Sunil Deepak, pointed out that whereas PHC was at 
the bottom of the pyramid, specialized services were at the topmost level. He 
said that CBR and specialized services cannot co-exist in the same region, 
because given a choice of going to a specialist; very few would want to go to a 
primary health centre. For this theme the groups were redivided. Group One 
comprised of rehabilitation services staff of the Ministry of Health. Group Two 
had participants from the PHC services of Ministry of Health. The third group 
included participants with disabilities as well as representatives from the 
disabled persons’ organizations (DPOs). 

The participants from the rehabilitation sector felt that the different types 
of specialized rehabilitation services included institutional, outreach and 
community services based at all levels for all types of disabilities. The group 
classified the services according to the type of disability. For physical disability, 
these services included orthopaedic, reconstructive and plastic surgery, 
physiotherapy, occupational therapy, prostheses, orthoses, rehab nurses, 
social worker, and speech and language therapy. For visual disability the 
services included ophthalmology and optometry. For hearing and speech 
disorders, there was audiology, speech and language therapy, and 
otolaryngology. For behavioural disabilities the services included psychiatry, 
counselling, day-care, and psychiatric social workers. For intellectual 
disabilities the specialized services provided mental/growth development 
assessment, day centres, special education centres, paediatric psychiatric 
clinics and social workers. 

Different ways of assessing rehabilitation services included self referral/or 
referral by the family, CBR worker, community leader, other specialists, PHC 
workers, social organizations and NGOs, out-reach camps and through 
mobile camps. Some examples of good practices were cited. The group 
suggested several ways of strengthening the specialized services. These 
include an assessment of critical needs, their prioritization, infrastructure 
development, resource mobilization, mass media campaigns to gain public 
support, networking within and between regions, establishing co-ordination 
committees, decentralization of service delivery, continuous in-service 
training, research on traditional systems of rehabilitation and finally, evolving 
incentive plans to acknowledge good practices/practitioners. All these 
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measures require a degree of social awareness as well as political will and 
commitment. 

The second group reported that primary health care in most countries 
started with health services provided by volunteers. These services were then 
linked to district, provincial and specialized services with the latter being on 
the top of the pyramid. Though the pattern differed for each country, the 
general format was similar. Evolving rehabilitation strategies were generally not 
a part of PHC. Some countries provided rehabilitation services in the form of 
pilot projects, but otherwise rehabilitation services did not feature in PHC 
settings. The core curriculum for the training of PHC workers depended on 
the disease burden, needs of the population being served, and on the 
epidemiological and demographic characteristics. The participants recognized 
the difficulties of changing the curriculum and pointed out that the change in 
curriculum can be made only through political will and commitment. They 
cited the example of the inclusion of mental health issues, which came about 
at the initiative of WHO. The rehabilitation services therefore, could find a 
place in training of PHC workers if agreement at appropriate levels could be 
reached. 

 The role of PHC in rehabilitation is to carry out early detection, make 
referrals, provide immediate simple rehabilitation measures, maintain records, 
establish referrals in a sequential manner, and network so that a team 
approach can evolve.  The strengths of PHC lie in the fact that the services 
can be accessible and affordable, a more effective follow up can be made, it 
is easier to match services with appropriate technology. Since the PHC worker 
belongs to the community, rapport is easier. The cultural similarity also makes 
understanding of nuances more effective. 

From the discussions of the third group it emerged that with the 
exception of a few, almost all the countries had both local as well as national-
level disabled person’s organizations (DPOs). These organizations provided 
support and counselling to the PWDs, engaged in capacity building and 
advocacy, provided educational and vocational services, organized activities 
such as ear and eye camps and conducted surveys. The general consensus 
was that while DOPs were fairly successful in responding to various needs of 
persons with disabilities, there were many areas needing improvement. 
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The linkages between DPOs and the Government vary according to the 
country. For instance in Sri Lanka DPOs refer PWDs to special services and 
participate in capacity building initiatives offered by the government. In 
general the links with PWDs living in the rural areas are poor and they are still 
very difficult to reach. 

The participants felt that to strengthen the links, DPO representation 
must be made mandatory in planning, implementation, monitoring and 
evaluation of specialized services. While their inclusion in the policy structures 
is imperative, the DPOs themselves need to include PWDs within their think 
tanks so that participation is more effective.  

5.5  Building a Rehabilitation System 

The consensus was that a three-level rehabilitation system would be effective. 
The levels identified were the village, (as in Annex 2) district and national. The 
national level was seen to be responsible for policy, planning and budget 
allocation. Advocacy, networking with national and international agencies, 
capacity building, monitoring and evaluation, providing specialized services 
and building and supporting the district and village levels were among the 
other national-level functions. 

The district or a similar, intermediate level was responsible for training, 
feedback and dissemination of information and for ensuring implementation 
of policy guidelines. The village level should be responsible for the assessment 
of needs, devising plans of action, local resource mobilization, providing 
immediate rehabilitation services and providing a constant feedback to policy 
planners. The currently existing level of co-ordination was reported to be 
inadequate. 

The coordination mechanism could be strengthened by having co-
coordinating committees at PHC and community levels, regular meetings to 
monitor and review programmes, organizing refresher training courses for 
PHC workers, devising meaningful incentive plans, linking with appropriate 
agencies, family counselling and, not the least, by obtaining political 
commitment. The need for interdependence between different levels was 
emphasized. This could differ in form and number in different countries. The 
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need for a consistent system of exchange, feedback and review was 
repeatedly reinforced. 

5.6 Monitoring and Evaluation 

The participants saw monitoring as a continuous process. The presentations 
indicated that the data collected were not uniform and varied in each 
country. In most countries, data on PWDs include the type and causation of 
disabilities, age, gender, educational level, rural-urban divide, income and 
occupational configurations. 

With some exceptions the Ministry of Social Welfare was the focal 
agency collecting disability data in most countries. However, most participants 
felt that systemic evaluation was lacking a problem faced by some participants 
was a lack of clarity in defining disability.  

The participants identified legislation, hospital service records and mass 
media coverage, as indicators for monitoring of disability and rehabilitation. It 
was felt that further work needs to be done to develop more reliable 
indicators. This process could be strengthened by developing information 
centres at all three levels viz., national, district and village.  The data collected 
need to incorporate the number of disabled persons, services provided and 
functioning of the DPOs on a regular basis. The monitoring could also be 
strengthened by developing objective evaluation instruments, social audits, 
and regular meetings and seminars on comparative monitoring and evaluation 
and, finally, publication and dissemination of the reports. The joint evaluation 
conducted through multidisciplinary teams that include DPOs and families of 
PWDs would go a long way in ensuring transparency. 

6. RECOMMENDATIONS 

6.1 WHO 

Ø Monitor and evaluate implementation of all the declarations on disability 
Ø Ensure that disability-related issues are included in all UN programmes 

and policies. Make WHO documentation available in alternative formats 
to meet the needs of different categories of disabled persons 
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Ø Make WHO programmes and policies gender sensitive 

Ø Provide appropriate attention to include developmental disabilities  
Ø Include PWDs and DPOs in policy and planning exercise  
Ø Provide assistance to develop a comprehensive directory on 

rehabilitation 
Ø Develop a uniform format for disability data collection to facilitate 

comparison 

Ø Encourage regional research, co-operation and networking on disability. 
Ø Help in developing effective educational material for health promotion 

and disability prevention 
Ø Facilitate sharing of knowledge regarding best practices  
Ø Expedite establishment of WHO collaborating centres in the Region to 

improve interactions and training programmes  

6.2 Countries 

Ø Performance should be the criteria for the provision of resources to  
DPOs and NGOs 

Ø Improvement in disability prevention programmes should be prioritized 
Ø The database on prevalence of disability, needs of the PWDs and 

resources available in the country should be updated regularly for better 
planning of services 

Ø Capacity building for all levels of staff through training within the 
country, Region and outside the Region should be supported 

Ø To strength support to the CBR activities, referral and technical systems 
need to be strengthened both within the country and the Region 

Ø Formation of DPOs in countries, where they do not exist should be 
initiated at different levels 

Ø Accessibility of quality and comprehensive health care for PWDs should 
be improved 

Ø Political commitment for improvement of disability services should be 
mobilized 

Ø Adequate resources with proper budget must be allocated for 
rehabilitation services 
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Ø Social mobilization efforts should be enhanced to bring about a change 
in the attitudinal framework of people regarding disability 

Ø Multisectoral collaboration and advocacy needs to be improved 
Ø The Ministry of Health should establish resource camps for training, 

information exchange and data collection 
Ø The curricula of medical schools should cover disability and 

rehabilitation medicine 
Ø The existing health workers/professionals should be provided an 

orientation disability and rehabilitation 
Ø For a more accurate classification, International Classification of 

Functioning (ICF) should be implemented in SEAR, as International 
Classification of International Classification of Disabilities (ICD) causes 
problems in disability and rehabilitation work 

6.3 DPOs 

Ø DPOs must work as a pressure group on the government 

Ø The planning of the DPOs should be holistic 
Ø Facilities must be claimed as rights, not forgetting the responsibilities 
Ø Identification of national level DPOs should be based on fixed criteria 
Ø DPOs should focus on capacity building in all areas 
Ø DPOs should dedicate themselves to the grassroots level and should 

retain a apolitical character 
Ø In accordance with the principle of equalization, DPOs should also 

recognize the constraints and not demand extra privileges 
Ø Peer counselling within the DPOs should be strengthened 

Ø Village-level DPOs must be encouraged 
Ø Networking of DPOs within the country and Region is essential 
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Annex 1 

LIST OF PARTICIPANTS

Member Countries 

Bangladesh 

Prof. Sirajul Islam 
Professor of Orthopaedics 
National Institute of Traumatology and 
    Orthopaedic Rehabilitation (NITOR) 
Dhaka, Bangladesh 

Dr Md Abu Ishaque 
Assistant Director (CDC) 
Directorate General of Health Services 
Dhaka, Bangladesh 

Mr Md Abdus Sattar Dulal 
Executive Director 
Bangladesh Protibondi Kallyan Somity (BPKS) 
2/5, Mymensingh Road 
Shahbag, Dhaka – 1000 
Bangladesh 
Tel: 00-88-2-861 5502 
Fax: 00-880-2-966 3615 
E-mail: bpks@citechco.net 

Bhutan 

Mr Dorji Phub 
Programme Officer of CBR Programme 
Thimphu 

Dr Ngawang Tenzing 
District Medical Officer 
Mongar Hospital 
Mongar 

Mr Sanga Dorji 
Physiotherapist 
JDWNR Hospital 
Thimphu 

India 

Dr Prasant Tripathy 
Action Aid 
New Delhi, India 

Nepal 

Dr Ashok Ratna Bajracharya 
Chief 
Orthopaedic Department 
Bir Hospital 
Kathmandu 

Mr. Sudarhian Subedi 
Executive Member 
National Disabled Federation  
Kathmandu, Nepal 

Sri Lanka 

Dr (Mrs) Dula de Silva 
Deputy Director General  
(Public Health Services) 
Ministry of Health, Nutrition and Welfare 
Colombo 

Dr (Mrs) Deepthi Perera  
Director – YEDD 
Ministry of Health, Nutrition and Welfare 
Colombo 

Mr. Cyril Siriwardane 
Secretary 
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Annex 2 

GUIDING QUESTIONS FOR GROUP DISCUSSIONS 

Theme 1: CBR: Local Involvement 

Ø In your opinion, who forms part of the local community in your country? 
Ø How is the local community involved in rehabilitation activities? 
Ø Is there involvement of persons with disabilities? What is the experience 

with their involvement? 
Ø Are there local committees for rehabilitation? 
Ø Who are the members of the local committee? 
Ø What is the role played by local committees in rehabilitation activities? 
Ø Are there any ‘volunteers’ involved in health related programmes?  
Ø Do they play any role in rehabilitation of the disabled persons? 
Ø Are the volunteers given recognition for their work? If yes, then how? 
Ø What do you understand by the term, ‘sustainability’ of rehabilitation 

activities/programmes? 
Ø What role does local involvement play in improving sustainability? 
Ø Is the level of local community involvement in your country satisfactory? 
Ø If not, then how can local involvement of the community be 

strengthened?  
Ø Are there examples of good local community involvement? 
Ø How was it achieved? 

Theme 2: CBR: the Multisectoral Aspect 

Ø What does the term ‘multisectoral’ mean to you? 
Ø Is CBR unisectoral or multisectoral in your country? 
Ø What are the different sectors involved in CBR? 
Ø Who is in charge when there are multiple sectors? 
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Ø How do different sectors collaborate in rehabilitation activities? 
Ø Is multisectoral collaboration strong enough?  
Ø How can multisectoral collaboration be strengthened? 
Ø Can you cite some examples of good multisectoral coordination in CBR 

in your country? 
Ø How was it achieved? 
Ø What are DPOs? Are there some examples of DPOs in your country? 
Ø Do they play any role in CBR in your country? 

Theme 3: Rehabilitation in PHC 

Ø What kind of health services are provided through PHC in your country? 
Ø Is rehabilitation an integral part of PHC? 
Ø What are the kinds of rehabilitation services provided? 
Ø Are there some examples of rehabilitation services being provided 

through PHC? 
Ø What are the modalities of rehabilitation services through PHC? 
Ø How is it managed? 
Ø Is there any supervision of rehabilitation services?  
Ø How is the supervision performed? 
Ø What is the role of nurses and doctors in rehabilitation services through 

PHC? 
Ø What is the role of community health workers (CHW) in PHC? 
Ø Are there different kind of activities performed by the CHWs as 

compared to the volunteers, family members, or persons with 
disabilities? 

Ø Are the existing rehabilitation services in PHC in your country strong 
enough? 

Ø How can rehabilitation services in PHC in your country be strengthened? 

Theme 4: Specialized Rehabilitation Services 

(For Participants from Rehabilitation Services of the Ministry of Health) 

Ø What are the different types of medical rehabilitation services in your 
country?  

Ø Which medical professionals are generally involved in providing 
specialized rehabilitation services in your country? 
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Ø Where are the therapists, prosthetics/orthotics staff and rehabilitation 
specialized doctors located in your country? 

Ø What are the duties of different professionals involved in providing 
specialized rehabilitation services? 

Ø How do people with disabilities access specialized rehabilitation 
services? 

Ø Is there any follow up of specialized services? 

Ø Are there some examples of good specialized rehabilitation services? 
Ø How can the specialized rehabilitation services be strengthened? 
Ø Do specialized services and specialists support the PHC work and CBR 

in any way? 

(For Participants from PHC services of the Ministry of Health) 

Ø What different levels of services are provided under PHC? 
Ø What different personnel work under PHC? 
Ø Is information about rehabilitation part of the training of any personnel 

working under PHC services? 
Ø Who decides the training curriculum of persons working under PHC 

services? Can this training curriculum include some training on 
rehabilitation? 

Ø What role can PHC services play in CBR and rehabilitation services?  
Ø Are there any mechanisms for building relationships between PHC 

services and the communities at village level? 
Ø What are the strengths and weaknesses of  PHC services in 

rehabilitation? 
Ø Do the  PHC services have referral links with specialized rehabilitation 

services and in which way? 

(For Organizations of Disabled Persons - DPOs) 

Ø Which are the national-level organizations of disabled persons in your 
countries? 

Ø What specific activities are carried out by these organizations? 
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Ø Are organizations of disabled persons involved in providing any 
specialized services? 

Ø How are the links between national-level organizations and those at the 
village and local level? 

Ø What are the links between DPOs and other specialized services 
managed by the Government?  

Ø How can the links between DPOs and specialized services be made 
stronger? 

Ø What are the links between DPOs and primary health care services? 
Ø What are the strengths and weaknesses of the role of DPOs in CBR 

programmes? 

Theme 5: Building a Rehabilitation System: Relation between different 
levels 

Ø Is the rehabilitation system operating at one level or more levels? 
Ø How many levels should the rehabilitation system have? 
Ø Is there coordination among different levels of rehabilitation? 

Ø How was / can this coordination be developed/strengthened? 
Ø Does exchange of information (CBR-PHC and PHC/CBR-specialized 

services) have a role to play in strengthening coordination between 
different levels? 

Ø Is there any type of feedback available from specialized services to 
PHC/CBR and vice versa? 

Ø What role do the specialized rehabilitation services play in relation to 
PHC? 

Ø How can specialized rehabilitation services sustain the work of PHC 
workers? 

Ø What role does the PHC play in relation to volunteers? 

Ø How can PHC sustain the work of volunteers? 
Ø Are there some examples of good coordination practices in the 

rehabilitation system? 
Ø How was it achieved? 
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Theme 6: Monitoring and Evaluation of Rehabilitation Services 
Ø What is the distinction between monitoring and evaluation? Does this 

difference have any practical impact on rehabilitation services?  
Ø What kind of data is normally collected in relation to disabilities?  
Ø Is there a central office where information about different rehabilitation 

activities in the country can be collected, including the private and 
nongovernmental rehabilitation services? 

Ø Is there any activity to coordinate the rehabilitation services at different 
levels? 

Ø Have you ever had any formal evaluation of rehabilitation services?  
Ø Do you have a national policy and legislation in relation to disability? 
Ø Is there any way in which disabled persons and their families express 

their opinion about the quality of rehabilitation services? 
Ø Do you have any national level indicators on disability and rehabilitation 

services? 
Ø In what way can the monitoring and evaluation system for rehabilitation 

services be strengthened?  


