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SUMMARY



4

Preface

The present report presents information collected in 1999 by means of a questionnaire
sent to all governments of Members States of the WHO and to 600 nongovernmental
organizations (NGOs) working in the disability field in the Member States of the
WHO. The information focuses on issues related to four of the 22 Standard Rules on
the Equalization of Opportunities for Persons with Disabilities: Rule 2 on Medical
Care, Rule 3 on Rehabilitation, Rule 4 on Support Services and Rule 19 on Personnel
Training. WHO has collected the information contained in this report from the
governments and NGOs listed in Annexes II, III and IV herein.

The questionnaire was finalized in April 1999 and distributed.1 It was pointed out to
the respondents that the objective of the study was twofold:

• To identify various government policies regarding medical care, rehabilitation,
support services and personnel training

• To identify various strategies adopted and problems encountered when working
in the field of medical care and rehabilitation of persons with disabilities

Respondents were asked to complete this questionnaire in order to help WHO identify
the official policy of the country. For this purpose respondents were not asked to give
their personal opinion but to quote the official opinion.

In view of the increasing demand for information of this nature and the need of
reflecting on trends and developments in this domain, WHO has undertaken the
present survey. A total of 191 Member States were initially contacted to contribute to
this exercise and 104 responded, which must be deemed a very satisfactory result.2  A
classification according to socio-economic criteria of the governments responding to
the questionnaire is presented in Table A.3

Table A
Socio-economic classification of government responses No. of responses
Developed market-economy countries 18
Developing countries. Least developed countries 24
Developing countries. Other developing countries.
(excluding least developed countries)

53

Economies in transition 9
Total 104

                                                            
1 The selected NGOs belong to the international organizations represented in the Panel of Experts, i.e.,
Disabled Persons International (DPI), Inclusion International (ILSMH), Rehabilitation International
(RI), World Blind Union (WBU), World Federation of the Deaf (WFD), World Network of Users and
Survivors of Psychiatry (WNUSP),
2 Eleven additional responses were received during September-November, 4-6 months after the
deadline for replies: Australia, Barbados, Democratic Republic of the Congo, Federated States of
Micronesia, Gabon, Greece, Guinea-Bissau, Kazakhstan, Malawi, Nigeria and the former Yugoslav
Republic of Macedonia. These responses are not counted in the tables since they arrived after the tables
and figures had been prepared.
3 The classifications used in this report are based on the classification of 1 May 1998 used by the
United Nations. This classification is an update of the classifications used by the United Nations in the
World Economic and Social Survey 1997. The groupings are employed for analytical purposes only and
do not have any official status.
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Eighteen developed market-economy countries, 24 least developed countries, 53 other
developing countries (excluding least developed countries) and 9 countries with
economies in transition responded.

Replies were received from countries representing the different world regions (Table
B): 27 from African Region; 17 from the Region of Americas; 4 from the South_East
Asian Region; 25 from the European Region; 11 from the Eastern Mediterranean
Region; and 20 from the Western Pacific Region. The percentages are counted on the
basis of the regional distribution of Member States. Thus, in the Regional Office for
the Americas there are 36 Member States. From that region 17 responses were
received, which means that 47% from this region responded to the questionnaire.

Table B
Regional distribution of
Member States

No. of responses No. of Member States in
each region

Percentage

African Region 27 46 59
Region of the Americas 17 36 47
Eastern Mediterranean Region 11 22 50
European Region 25 51 49
South East Asian Region 4 10 40
Western Pacific Region 20 28 71
Total 104 193 55

One hundred and fifteen responses came from NGOs.4 The total number of countries
covered by the responses from governments in the Member States and NGOs in these
Member States is 130 (see Annex III).5 A classification of the NGO responses
received according to socio-economic criteria may be given as follows: 25 NGO
responses (21.7%) came from developed market-economy countries; 21 NGO
responses (18.3%) from the least developed countries; 47 NGO responses (40.9%)
from other developing countries (excluding least developed countries); and 20 NGO
responses (19.1%) from countries with economies in transition (see table B in Part III
of this report).

A classification of NGO responses according to regions is as follows: 22 NGO
responses (19.1%) came from the African region; 21 NGO responses (18.3%) from
the Region of the Americas; 6 NGO responses (5.2%) from the South-East Asian
Region; 42 NGO responses (36.5%) from the European Region; 10 NGO responses
(8.7%) from the eastern Mediterranean Region; and 14 NGO responses (12.2%) from
the Western Pacific Region (see table C in Part III of this report).

A classification of NGOs responses according to the international disabled persons
organizations to which they belong is as follows. 18 responses (15.7%) were received
                                                            
4 During October-November three more replies were received from NGOs in the Central African
Republic and Nigeria. These responses are not counted in the tables on NGO responses since they
arrived after the tables and figures had been prepared.
5 The survey conducted by the Special Rapporteur’s office at 1997 had elicited 83 responses from
governments, 163 responses from NGOs. The total number of countries covered by the replies from
governments in Member States and NGOs in these Member States was 126.
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from NGO member organizations of Disabled Persons International (DPI); 28
responses (24.3%) were received from NGOs member organizations of Inclusion
International (ILSMH); 24 responses (20.9%) from NGO member organizations of
Rehabilitation International (RI); 23 NGO responses (20.0%) from member
organizations of the World Blind Union (WBU); 14 responses (12.2%) from NGOs
member organizations of the World Federation of the Deaf (WFD), and eight
responses (6.7%) from NGO member organizations of World Network of Users and
Survivors of Psychiatry (WNUSP) (see Table A in Part III of this report).6

The information was collected by means of a questionnaire (Annex I) which has been
completed by the division or unit within the ministry responsible for medical care,
rehabilitation and support services to persons with disabilities (usually the Ministry of
Health and Social Affairs). Notwithstanding the constraints imposed by this method
of compiling information - it presupposes that it will be answered by the most well
informed official within the field, or that the official takes the time to find answers
elsewhere when he/she is unable to answer - the survey represents a unique
distillation of information on practice world-wide. It can be of assistance to policy-
makers, administrators and rehabilitation specialists. The survey should be seen as
part of WHO’s contribution to the monitoring of the implementation of the Standard
Rules on the Equalization of Opportunities for Persons with Disabilities with respect
to medical care, rehabilitation, support services to persons with disabilities and
personnel training. The study is carried out in cooperation with the office of the
United Nations Special Rapporteur on Disability, in its continuous monitoring of the
implementation of the Standard Rules.

The Standard Rules establish that solutions must be sought not only in the individual
sphere, but also in those spheres of society that hinder real participation (barriers in
the physical environment, legislation, education, etc.). The policy should aim at
enabling persons with disabilities to be included in society, as well as adapting the
environment to the needs of persons with disabilities. In the attempt to set a standard
for measures that will maximize the opportunities for disabled people to participate in
society, the Standard Rules try to establish a balance between support to the
individual and removal of barriers in the environment.  In order to reach the objective
of equalization of opportunities some basic preconditions must be fulfilled: for
instance provision of qualified medical care, provision of rehabilitation services
where necessary, as well as elimination of discrimination of persons with disabilities.

Part I provides a summary and analysis of the information received and highlights
present trends. While this part illustrates the present situation with respect to the level
of implementation of the four Standard Rules studied here, it also provides indications
for future planning. In order to facilitate comparisons the data are tabulated. The
tables correspond to different questions in the questionnaire; the number of the
question in the questionnaire is marked. The reader who wishes a general overview
might consult only Part I. Still, analysis requires reference to the actual cases and
these can be found in Part II. Here, the information is presented in a detailed form in
order to make known the answers of the responding Member States. Part II, thus,
consists of a summary of all the replies presented in a uniform way corresponding as
closely as possible with that of part I. The results of the NGO responses are tabulated

                                                            
6 In a forthcoming report the replies of the NGOs will be analysed and published by the WHO.
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in Part III. A complementary study is needed in order to compare and interpret the
differences between the NGO and government responses.

Methodological considerations
The global perspective implied by the WHO presents special challenges for research.
Several questions concerning definitions and classifications immediately arise.
Methodologies must be applicable to widely different social and cultural conditions,
demanding an analysis of the concepts used in the questionnaire broad enough to
encompass the diversity of meanings ascribed to them. The economic, social and
cultural setting of the countries responding to the questionnaire varies considerably.
One issue to be resolved in a global cross-national survey is that of interpretation.
Many interpretative difficulties derive not only from the nature of the information
itself since basic concepts, such as the medical care system, prevention of impairment
and rehabilitation services, have widely different meanings in different countries, but
also from the differing significance attached to policy statements.

To collect information within a group of countries with a basic homogeneity, at least
in some respect, is relatively easy. Collating information from countries worldwide is
a challenging task. Interpreting this information within a common framework is even
more challenging. How can we know, for instance, that the term ”medical care” in
one country is also considered ”medical care” in another country? There are key
concepts in this study that are very complex owing to the widely differing
organisation of societies. In some cases one can detect injustices, inadequate service,
and so on. There are also cases where the response does not necessarily reflect a good
or bad provision of services, but one possible way of organising such a provision.
Results indicating that municipalities do not take an active part in rehabilitation could
be interpreted as a lack of service. However, this conclusion may not be justified.
Whether medical care and rehabilitation programmes/services provided by a
government or municipality are equally good, or whether the one or the other
constitutes a better alternative, is a topic for another study, although not within the
framework of WHO. The services relating to the four rules on disability studied here
are organized differently according to each country and this must be respected:
determining factors include not only the country’s socio-economic level of
development, but also its history.

There is always a risk that an explanation valid for a certain system may be
unquestionably and uncritically applied to other social arrangements. One way of
validating the received information is to compare it with prior or subsequent
information, searching for patterns and tendencies in the whole population. In global
cross-national studies the focus does not lie on some specific country, but on groups
of countries or whole populations in different respects. Knowledge is sought on
specific issues - the present level of rehabilitation for persons with disabilities, the
medical care provided – within the global population.

Despite the difficulties, the effort to interpret all the collected data from various
sources is nonetheless worthwhile since it enables countries to make useful
comparisons and to share information on policy and practice. Such data are needed to
plan both general socio-political measures to optimise the environment for persons
with disabilities and more individual support services.
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This study aims primarily to identify tendencies and patterns. However, the cross-
national character of this study is limiting, i.e. the study gives only an approximate
picture of the present conditions worldwide for persons with disabilities. Any
tendencies and patterns – old and new – will indicate the trend.  When the need for
change is recognized the survey can act as a powerful stimulus towards reform and its
support. The previous survey was widely used and generated a great deal of positive
feedback.7

MEDICAL CARE

Most countries provided information on the questions about the medical care system,
the professionals involved in the provision of medical care, exclusion/inclusion of
persons with disabilities in regular medical care services, finance of medical care and
percentage of the population covered by social insurance schemes.

The first question on medical care was whether the medical care system provides
services to persons with disabilities. According to the opening paragraph in the Rule
on Medical Care: “States should ensure the provision of effective medical care to
persons with disabilities.” The first question indicates the extent to which states
comply with this recommendation. As Table 1 shows, an overwhelming majority do
provide services to persons with disabilities. The five countries that do not (out of 104
responding to this report) are developing countries.

Table 1 Question 1a

Countries with a medical care system that provides services to persons with
disabilities
Services to persons with disabilities Frequency Percentage
Provided 99 95.2
Not provided 5 4.8
Total 104 100.0

According to paragraph 3 in the Rule on Medical Care, states should ensure “that
persons with disabilities, particularly infants and children, are provided with the same
level of medical care within the same system as other members of society”. As Table
2 shows, of those 95 countries that provide medical care to persons with disabilities
there are 46 countries in which there is a tendency to treat certain groups of disabled
people outside the medical care services, which is high frequency. This tendency is
against the spirit of Rule 2 on Medical Care and the whole idea of non-discrimination
against persons with disabilities, which is a cornerstone in the Standard Rules. This
tendency must be regarded as an unjustifiable form of discrimination of certain groups
of disabled people. It is also a remarkable fact that this tendency is so widespread
(48.4%). The results of the responses here reaffirm a relation, which has been pointed

                                                            
7 Government Action on Disability Policy. Office of the United Nations’ Special Rapporteur on
Disability. Stockholm, 1997. This survey concentrated on four other Rules, namely, Rule 15 on
Legislation, Rule 5 on Accessibility, Rule 18 on Organizations of Persons with Disabilities and Rule 17
on Coordination of Work. Therefore, an overall comparison between these two studies cannot easily be
done.
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out by WHO many times: “Not all people have benefited equally from world-wide
improvements in health status, health coverage and access to health services. The
socio-economic-health gap between nations and within them is widening daily.” This
trend is more pronounced with regard to disabled and non-disabled persons.

Table 2 Question 1b

Countries according to treatment given
Treatment of persons with disabilities Frequency Percentage
Outside 46 48.4
Inside 49 51.6
Total 95 100.0

According to the first paragraph in the Rule on Medical Care: “States should work
towards the provision of programmes for early detection, assessment and treatment of
impairment. This could prevent, reduce or eliminate disabling effects.” In Table 3 the
programmes included in the medical care system are presented. In six of the countries
providing information on this issue there are no programmes for treatment of
impairment. In 11 countries there are no programmes for prevention of impairment. In
15 countries there are no programmes for early detection and diagnosis of
impairment. In 12 countries there are no programmes for rehabilitation techniques. In
13 countries there are no programmes for necessary referrals and in 20 countries
counselling for parents does not exist. A total of 102 countries responded this
question.

The great majority of responding countries include treatment of impairment,
prevention of impairment and rehabilitation techniques in the medical care system and
other programmes. Less usual are programmes for counselling of parents and early
detection and diagnosis. As many as 15 countries do not include programmes for early
detection and diagnosis, which is regrettable since early detection/diagnosis is of great
value for the subsequent rehabilitation.

Table 3 Question 2

Programmes included in the medical care system8

Programmes Frequency Percentage
Included Not included Included Not included

Prevention of impairment 89 11 87.3 10.8
Early detection and diagnosis 85 15 83.3 14.7
Treatment of impairment 96 6 94.1 5.9
Rehabilitation techniques 88 12 86.3 11.8
Necessary referrals 81 13 79.4 12.7
Counselling for parents 77 20 75.5 19.6
Total=102

                                                            
8 In some questions several alternatives were given to the respondents with the indication “Mark all
that apply”.  In these questions the respondents have indicated more than one alternative and, thus, the
total counted in percent sums to more than 100%.
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According to the first paragraph in the Rule on Medical Care the provision of
programmes for early detection, assessment and treatment of impairment “should
ensure the full participation of persons with disabilities and their families at the
individual level, and of organizations of persons with disabilities at the planning and
evaluation level". Table 4 summarizes the degree of involvement of organizations of
persons with disabilities in planning and evaluation of these programmes included in
the medical care system. In only three countries of 103 providing information on this
issue are the organizations of persons with disabilities always involved, whereas in 12
countries the organizations of disabled people are never involved in planning and
evaluation of disability programmes. In 32 countries the organizations are often or
always involved. In the majority of the countries providing information on this issue
the organizations of disabled people are only sometimes involved, i.e., involvement of
organizations of disabled people in programmes related to their specific situation
within the medical care system is not systematic; and is usually infrequent.

Table 4 Question 3

Involvement of organizations in planning and evaluation of these programmes
Degree of involvement Frequency Percentage
Always 3 2.9
Often 29 28.2
Sometimes 59 57.3
Never 12 11.6
Total 103 100.0

Table 5 summarizes the responses to the question of whether there are early detection
methods for children with disabilities and, if they exist, at what age they are
performed. From the 104 countries replying to this question, 80 countries responded
that early detection methods are performed when the infants are less than six months
old. For older infants these methods are carried out more rarely. Thus, between six
months and three years of age, early detection methods are performed only in 55
countries. The fact that early detection methods for children with disabilities are not
an established practice in all countries indicates that infants in almost 25% of the
countries responding to the questionnaire are left with no professional assistance. In
addition, these methods are used more rarely as the infants become children. Since
many of the disabilities manifest themselves before the child is four years old, this
decrease in testing is understandable. However, if one takes into account the fact that
a great part of the developing world’s children are not provided with more than a
primary health care as infants, there must consequently be a great number of
unrecorded disabilities of children at the age of four years (the difficulty in detecting
many disabilities, for instance, hearing disability). Furthermore, the reading-writing
disability (dyslexia) is not possible to detect earlier than at pre-school age. The fact
that half of the countries do not have early detection methods in the 4-7 year age
group must be considered a low proportion.
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Table 5 Question 4

Early detection methods for children with disabilities
Age Frequency Percentage
0-6 months 80 76.9
6 months-3 years 69 66.3
4-7 years 55 52.9
Total=104

As mentioned above the paragraph 3 in Rule on Medical Care ensures that infants and
children with disabilities are provided with the same level of medical care within the
same system as other members of society. The aim in question 5 was twofold: to find
whether infants and children with disabilities are provided medical care within the
same system as other infants and children and, if not, to determine the reasons of
exclusion. As Table 6 shows, there are 14 countries of 104 that responded to this
question where infants and children with disabilities are not provided medical care
within the same system as other infants and children. These countries are all
developing countries. Compared with question 1 it is seen that children are to a much
greater extent included in the general medical care system than persons with
disabilities in general.

Table 6 Question 5a

Medical care for children with disabilities within the general medical care system
Medical care within the same system Frequency Percentage
Provided 90 86.5
Not provided 14 13.5
Total 104 100.0

The subsequent question suggested five reasons for not treating disabled children
within the general medical care system. Table 7 summarizes the responses of the 14
governments that do not provide medical care to infants and children with disabilities
within the same system as for other children. The most common reason given was the
lack of resources and education in society (lack of specific programmes, lack of staff,
lack of training), i.e. deficiencies at the societal level. The respondents stated as the
second most common reason economic constraints in the family. Six countries also
marked negative societal attitudes as a reason for not providing medical care to
infants and children with disabilities, within the same system as other children. Infants
and children are not only affected by lack of resources in society and in families, but
also by the prejudices of the non-disabled. Prejudices are to a certain extent connected
with economic constraints and lack of education. The task of raising public awareness
befalls the governments according to the Standard Rules.9

                                                            
9 The opening paragraph of Rule 1 on Awareness-raising says that: “States should take action to raise
awareness in society about persons with disabilities, their rights, their needs, their potential and their
contribution.”
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Table 7 Question 5b

Reasons for not treating children with disabilities within the same system
Reasons Frequency Percentage
Lack of specific programmes 11 78.6
Lack of staff 10 71.4
Lack of training 8 57.1
Negative societal attitudes 6 42.9
Economic constraints in the family 9 64.3
Total=14

As in the previous question the aim of question 6 was twofold: to find whether
persons with disabilities are provided with regular medical treatment to preserve or
improve their level of functioning and, in the countries where they are not, the reasons
for lack of services. According to paragraph 6 of the Rule on Medical Care: “States
should ensure that persons with disabilities are provided with any regular treatment
and medicines they may need to preserve or improve their level of functioning.” As
Table 8 shows, in 18 of the 103 countries responding to this question, persons with
disabilities are not provided with regular medical treatment. These countries are
mostly developing countries.

Table 8 Question 6a

Provision of regular medical treatment
Regular treatment Frequency Percentage
Provided 85 82.5
Not provided 18 17.5
Total 103 100.0

Table 9 summarizes the responses to question 6b from the 18 countries not providing
persons with disabilities with regular medical treatment.  The pattern is the same as in
question 5, namely, the most common reason concerns the lack of resources and
education in society (lack of specific programmes, lack of staff, lack of training), i.e.
deficiencies at the societal level. Next common reason is economic constraints in the
family. Half of these countries also named negative societal attitudes as a reason for
not providing regular medical treatment to persons with disabilities in order to
preserve or improve their level of functioning. The first Rule on Awareness-raising in
the Standard Rules, which is one of four preconditions for equal participation, has not
been implemented successfully.
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Table 9 Question 6b

Reasons for not providing regular medical treatment
Reasons Frequency Percentage
Lack of specific programmes 16 88.9
Lack of staff 12 66.7
Lack of training 8 44.4
Negative societal attitudes 9 50.0
Economic constraints in the family 12 66.7
Total=18

As mentioned above the first paragraph in the Rule on Medical Care states that
multidisciplinary teams of professionals should run the provision of programmes and,
furthermore, that such programmes should ensure the full participation of persons
with disabilities and their families at the individual level, and of organizations of
persons with disabilities at the planning and evaluation level. Figure 1 summarizes the
responses concerning the frequency of involvement of different groups of medical
care providers. One aim was to identify the groups in society with the responsibility
of providing medical care. Another aim was to find whether society undertakes the
economic responsibility of providing medical care to citizens with disabilities or
whether this responsibility is laid upon civil society members (e.g. family, voluntary
workers) and, as a consequence, whether medical care is provided by professionals.
(Professionals are as a rule paid, while family members and voluntary workers are
not). As seen from Figure 1, in 71 countries out of 104 responding to the
questionnaire, provide at all times professionals paid by the municipality or state
expenditures or NGOs. In 44 countries family members and voluntary workers of
NGOs are involved at all times as medical care providers. Thus, the regular medical
care is provided mainly on two levels (the state or the family), while the NGOs are
occasional providers of regular medical care. It is noteworthy that the municipality
(the close provider in a spatial sense) is most frequently not involved at all, while the
family (the close provider in an emotional sense) never abstains from providing
medical care. What information does this figure provide – merely the distribution of
the providers of medical care, irrespective of content and quality? What the high
frequency of family involvement mean? What kind of regular medical care can the
family provide? What level of regular medical care is actually provided? These
questions raise many others. Which could be more closely investigated by WHO in
another study.
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Figure 1 Question 7

The aim of question 8 was to determine who finances medical care. Table 10
summarizes the responses from the 104 countries that responded to the questionnaire.
In most countries government ministries provide it free of charge. The second most
common arrangement is partial payment by the patient and partial payment by social
insurance schemes. In almost one third of the countries it is paid fully by the patient,
which is a remarkably high frequency. The question that arises is how persons with
disabilities manage to pay for their medical care, since they are usually among the
poorest in society and/or families with a disabled member are put under increased
economic pressure (for instance, because the family plays such an active role in
providing care). WHO points out that “the purpose of development is to improve all
people’s quality of life, including their health”. There is much evidence that persons
with disabilities suffer from lower status within the community and at the workplace,
economic dependence, illiteracy and fewer opportunities for education, training and
employment, all of which increase their vulnerability to diseases. The promotion and
protection of disabled people’s rights empower them and hence improve their health.
WHO also states: “On the other hand, it has become evident that the capacity to
develop is itself dependent on health. Health expenditures are a cost-effective
investment in a nation’s human capital, enhancing people’s ability to contribute
actively to overall economic and social development and enjoy a satisfactory quality
of life.”

Some countries have responded that medical care is both provided free of charge by
government ministries partially paid by the patient and paid by social insurance
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schemes. This can be interpreted that different arrangements exist for different groups
in society.

Table 10 Question 8

Medical care subsidies
Payment for medical care Frequency Percentage
Provided free of charge by government ministries 68 65.4
Paid by social insurance schemes 46 44.2
Paid fully by the patient 31 29.8
Paid partially by the patient 62 59.6
Total=104

Table 11 summarizes the responses to the question of which groups are covered by
social insurance schemes. Among the 46 countries where medical care is paid by
social insurance schemes, almost all (41) cover children. In 32 countries the elderly
are covered, in 27 countries all adults are covered and in 24 only working adults are
covered. Thus, only 5 countries exclude children from the social insurance scheme,
while 14 exclude elderly persons.

Table 11 Question 9

Groups covered by social insurance schemes
Groups Frequency Percentage
Children 41 89,1
All adults 27 58,7
Working adults only 24 52,2
Elderly 32 69,6
Total=46

Table 12 summarizes the extent of the population covered by social insurance
schemes in the 62 countries that responded to this question. There are 22 countries in
which 20% or less of the population is covered by social insurance schemes. In 27
countries more than 80% of the population is covered by social insurance schemes.
The discernible pattern is that when medical care is paid by social insurance schemes
it is either for a small part of the population (up to 20%) or for almost everybody (81-
100%). This indicates that social insurance schemes are either a solution for a small,
privileged group (thus obtaining a better medical care) or they are a broad solution for
the whole society.
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Table 12 Question 10

Extent of the population covered by social insurance schemes
Population covered (%) Frequency Percentage
0-20 22 35.5
21-40 6 9.7
41-60 3 4.8
61-80 4 6.5
81-100 27 43.5
Total 62 100.0

Two paragraphs in the Rule on Medical Care emphasize the importance of available
and adequately trained and equipped medical and paramedical staff. According to
paragraph 4: “States should ensure that all medical and paramedical personnel are
adequately trained and equipped to give medical care to persons with disabilities and
that they have access to relevant treatment methods and technology.” According to
paragraph 5: “States should ensure that medical, paramedical and related personnel
are adequately trained so that they do not give inappropriate advice to parents, thus
restricting options for their children. This training should be an ongoing process and
should be based on the latest information available.”

Respondents were asked to define medical and paramedical staff available at different
levels in medical care. Figure 2 summarizes the responses of the countries. Doctors
(general practitioners) and nurses are the professional groups that are available in
most countries and equally frequently at all levels. No country reports that a doctor
(general practitioner) is not included at any of the levels (local, district, provincial or
national). In only one country is a nurse not included in any of the levels.
Paediatricians and other specialised doctors are not so frequently available at the local
and district levels. In many countries (all the developed market-economy countries)
there are no community-based rehabilitation (CBR) workers. Psychologists,
physiotherapists, speech therapists and occupational therapists are rarely available at
the local and district levels; most often these professional groups are available at the
national level. Primary health care workers are most frequently available at the local
level. With the exception of CBR workers and primary health care workers, the
availability of all other groups becomes more frequent moving from the local and
district levels to the provincial and national levels (see question 7). Three kinds of
patterns can be discerned in Figure 2: (1) a balanced presence irrespective of level,
e.g. doctors who are general practitioners and nurses; (2) an increasing presence on
moving away from the local level, e.g. specialized doctors and therapists; (3) a
decreasing presence when moving away from the local level primary health care
workers.

The question that arises is whether medical care can be provided when key personnel,
i.e. specialists such as paediatricians and psychologists, are available only at a
provincial or national level. According to the respondents this is the case in many
countries. The problems may be appreciable for a person with a disability when
his/her family lives in a rural area and when a consultation is needed with a specialist
(psychologist or physiotherapist) at a provincial or even national level. There are
economic and practical aspects of this unavailability. There is also the aspect of the
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frequency of therapy. A paediatrician receives his/her patients once or twice, making
a diagnosis and deciding further treatment, but a physiotherapist or a psychologist
must receive their patients over a long period of time in order to administer treatment.
If the patient is inaccessible then treatment is also inaccessible. Paediatricians, other
specialized doctors, psychologists, physiotherapists, speech therapists and
occupational therapists are only accessible at a local level in one-third of the countries
providing information on this subject. At the district level the frequency increases for
paediatricians, other specialized doctors and physiotherapists. It is the nurse who is
most frequently available. However, nurses cannot themselves provide all medical
care; nurses assist and complement doctors.

Figure 2 Question 11

According to the second paragraph in the rule on Medical Care: “Local community
workers should be trained to participate in areas such as early detection of
impairments, the provision of primary assistance and referral to appropriate services.”
Table 13 shows that the majority of countries provide medical care services in poor
and urban areas. Only five countries of 102 providing information on this issue report
that services are not provided in poor and urban areas. These five countries are all
developing countries.

Table 13 Question 12a

Medical care services in villages and in  poor urban areas
Services in villages and in poor urban areas Frequency Percentage
Provided 97 95.1
Not provided 5 4.9
Total 102 100.0
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The subsequent question was aimed to find the form of services provided in villages
and in poor urban areas. Table 14 shows that the most frequent form is primary health
care (88 countries 90.1%).Less than half of the countries responding (44 out of 97
countries) provide community-based rehabilitation in villages and poor urban areas.

Table 14 Question 12b

Services provided in villages and in poor urban areas
Services provided Frequency Percentage
Primary health care 88 90.1
Community-based rehabilitation 44 45.4
Other 3 3.1
Total=97

In question 13 respondents were asked to indicate the services provided to facilitate
information and communication between persons with disabilities and staff in health
care. It is obvious that without the provision of such services the knowledge of
disabled persons about services and medical care becomes very restricted. Table 15
indicates that the most frequent service provided for that purpose is easy reading
information, followed by sign language interpretation. In general, persons with
intellectual disability lag behind other disability groups in services being provided,
but in this case they head. One possible explanation is that easy reading information is
not expensive to produce. Fifty countries of 104 providing information on this issue
do provide sign language interpretation but only about one-third of the countries
provide information in Braille or on tape. Thus, blind and deaf persons are
disadvantaged in terms of receiving services facilitating information and
communication.10 Half of these countries do not provide services to facilitate
information to deaf persons and to blind persons. If persons with disabilities cannot
receive services that facilitate information, be it in medical care or other areas, they
                                                            
10 In the survey conducted by the UN Special Rapporteur in 1997 one of the reviewed rules was Rule 5
on Accessibility. One question was formulated: “Which of the following services are provided in order
to facilitate information and communication between persons with disabilities and other persons?” The
results from this study differ greatly (see Table 15a).
Table 15a
Services to facilitate information and communication Frequency Percent
Literature in Braille/tape 71 87.7
News magazines on tape/Braille 47 58.0
Sign language interpretation for any purpose 33 40.7
Sign language interpretation for major events 30 37.0
Easy readers for persons with mental disabilities 25 30.9
None 5 6.2

Total 81, No answer 4
The table shows that, deaf persons constitute a disadvantaged group in terms of services facilitating
information and communication between deaf persons and others. In most developing countries deaf
persons do not even have access to interpretation for major events. According to that survey, the most
disadvantaged are the persons with mental disabilities, while deaf persons are in a slightly better
situation. In the majority of the countries providing information, these services are not provided to
these two groups of disabled persons.
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remain isolated and may not be able to maintain their rights without the support of a
family.

Table 15 Question 13

Services to facilitate information and communication between persons with
disabilities and others
Services provided Frequency Percentage
Information in Braille 33 31.7
Information on tape 37 35.6
Sign language interpretation 50 48.1
Easy reading information 62 59.6
Total=104
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REHABILITATION

“WHO estimates that more than 300 million people worldwide are disabled, over 70%
of whom live in the developing countries. Only about 1% to 2% of disabled persons in
the developing world have access to rehabilitation and the majority of them are
relegated to the margins of society. Over the past decade, WHO has been promoting
community-based rehabilitation as a way to increase access to rehabilitation and
promoting equalization of opportunities for the social integration of disabled persons
into the community and society. This approach employs resources within the family
and community, along with support from the referral services.”

The opening paragraph in Rule 3 on Rehabilitation says that “states should ensure the
provision of rehabilitation services to persons with disabilities in order for them to
reach and sustain their optimum level of independence and functioning”. Table 14
showed that community-based rehabilitation was not so frequent in villages and in
poor urban areas. Less than half of the countries provide community-based
rehabilitation in these areas, which include a great part of the world’s population. The
aim of question 14 was to find the extent of national rehabilitation programmes in
Member States of the WHO (Table 16). A total of 102 countries responded to this
question. In almost 30% of the countries responding to the questionnaire national
rehabilitation programmes do not exist. This is a disappointingly high percentage.

Table 16 Question 14

Countries with national rehabilitation programmes
Rehabilitation programmes Frequency Percentage
Exist 73 71.6
Do not exist 29 28.4
Total 102 100.0

According to paragraph 5 in Rule 3 on Rehabilitation: “All rehabilitation services
should be available in the local community where the person with disabilities lives.
However, in some instances, in order to attain a certain training objective, special time
limited rehabilitation courses may be organized, where appropriate, in residential
form.” In question 15 respondents were asked to indicate at what levels institutional
and community-based rehabilitation programmes exist. The availability of
institutional rehabilitation becomes more frequent when moving from the local to the
national level (Figure 3). The reverse relation applies for community-based
rehabilitation, which is most frequent at the local level and least frequent at the
national level. It is noteworthy that 51 countries provide community-based
rehabilitation programmes at a local level, and nearly as many provide it at a district
level. Institutional rehabilitation programmes are as frequent as the community-based
programmes at the district level.



21

Figure 3 Question 15

Question 16 aimed to find the percentage of the population receiving rehabilitation in
each country (Table 17). Only 90 countries responded to this question, which may
indicate that statistics are not available in 14 countries. The results are not
encouraging. Only 12 countries provide the great part of the population (more than
80%) with rehabilitation when needed. In almost half the countries 20% or less of the
population receive rehabilitation services. In 55 countries less than 40% receives
rehabilitation, which must be considered very low.

Table 17 Question 16

Percentage of the population receiving rehabilitation
Population receiving rehabilitation (%) Frequency Percentage
0-5 19 21.1
6-20 23 25.6
21-40 13 14.4
41-60 13 14.4
61-80 10 11.1
81-100 12 13.4
Total 90 100.0

According to Rule 3 on Rehabilitation no group of disabled people should be
excluded from rehabilitation services. “All persons with disabilities, including persons
with severe and/or multiple disabilities, who require rehabilitation should have access
to it.” As table 18 indicates, rehabilitation services, when they exist, are provided
mainly to persons with mobility impairments and least frequently to persons with
learning difficulties. In 99 countries of the 104 responding to this question
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rehabilitation is provided to persons with mobility impairments. In 90 countries it is
provided to persons with hearing impairments; in 84 countries to deaf people; in 89 to
persons with severe sight impairment; in 86 countries to persons with intellectual
disabilities; in 69 countries to persons with learning difficulties; in 74 countries to
persons with chronic diseases and to persons who are mentally ill; in 73 countries to
persons with multiple/severe disabilities. Thus, it is only in five countries that persons
with mobility impairments do not receive rehabilitation services, only in 14 countries
where persons with hearing impairments do not receive such services, and only in 15
countries where persons with sight impairments do not receive rehabilitation services,
for example.

Compared with the results from the previous question there is a striking difference. It
seems that the provision of rehabilitation services is very good, but that there is a
great gulf between these services and the percentage of the population receiving
rehabilitation in a great many countries. It is noteworthy that even for learning
difficulties rehabilitation services are provided in 69 countries. There are
rehabilitation services in as many as 74 countries for persons with mental illness,
otherwise the most disregarded disability group of all. If this provision were matched
with a high frequency of rehabilitation being received it would imply a great step
forward.

Table 18 Question 17

Rehabilitation services to different groups
Groups Frequency Percentage
Persons with mobility impairments 99 95.2
Persons with hearing impairments 90 86.5
Deaf people 84 80.1
Persons with severe sight impairment 89 86.6
Persons with intellectual disabilities 86 82.7
Persons with learning difficulties 69 66.3
Persons with disabilities owing to chronic diseases 74 71.2
Persons with disabilities owing to mental illness 74 71.2
Persons with multiple/severe disabilities 73 70.2
Total=104

When in paragraph 3 in the Rule on Rehabilitation states that all persons with
disabilities should have access to rehabilitation it also means that nobody should be
excluded because of old age. Table 19 shows the responses to the question on whether
all age groups are included in rehabilitation services. From the 98 countries that
provided information on this issue there are eight that do not include all age groups in
rehabilitation services, nearly all of them being developing countries.
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Table 19 Question 18

Countries including all age groups in rehabilitation services
All age groups Frequency Percentage
Included 90 91.8
Not included 8 8.2
Total 98 100.0

The aim of question 19 was to identify the professional groups involved in
rehabilitation services. Ninety-eight countries responded to this question. The patterns
that emerge resemble the distributions in Figure 2 concerning the availability of
medical and paramedical staff in medical care. As in medical care, doctors (general
practitioners) and nurses are the professional groups that predominate and are equally
frequent at all levels, but at a slightly lower frequency (about 50–60% in comparison
with 60–70% in medical care). Paediatricians and other specialized doctors are not so
often available at the local and district levels. In many countries — all the developed
market-economy countries — CBR workers are not found. As in medical care,
psychologists, physiotherapists, speech therapists and occupational therapists are
rarely available at the local and district levels; most often these professional groups
are only available at the national level. Primary health care workers on the contrary
are most frequently available at the local level. With the exception of CBR workers
and primary health care workers, the availability of all other groups becomes more
frequent on moving from the local and district levels to the provincial and national
levels. On the average, nurses constitute the principal professional group in
rehabilitation and not specialists or rehabilitation professions (such as
physiotherapists, occupational therapists). This may indicate that the level of
rehabilitation in practice still lies at the level of basic health care in a majority of
countries.

Comparison with the results in question 11 clearly shows that there are fewer medical
and paramedical staff available in rehabilitation than in medical care. This is one
essential indication concerning the quality of rehabilitation worldwide. As in medical
care, key personnel, such as psychologists, speech therapists and orthotic
professionals, are rarely available in rehabilitation at local and district levels in many
countries. In about half of the countries general practitioners, nurses and primary
health care workers are present at local and district levels. In order to visit a
paediatrician, other specialized doctor or therapist, in half of the countries the patient
must move to a provincial or even national level. As with medical care, the problems
may be appreciable for a person with a disability when his/her family lives in a rural
area and when a consultation with a specialist (psychologist or speech therapist) is
needed at a provincial or even national level. Rehabilitation often implies that
treatment and service are given over a long period. This indicates an inadequate
rehabilitation service worldwide.

The low availability of almost every other professional staff except primary health
care workers and nurses at local and district levels reveals that a more specialized
rehabilitation is not available in practice in the majority of countries. As in medical
care, nurses predominate rehabilitation in their equal frequency at all levels, with the
exception that primary health care workers are slightly more frequent at the local
level. There are many disabilities and many different forms of rehabilitation, yet the
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fact that nurses play such a key role in rehabilitation reveals some information about
the standard of rehabilitation.

Figure 4 Question 19

As stated above paragraph 5 in the Rule on Rehabilitation requires that “All
rehabilitation services should be available in the local community where the person
with disabilities lives.” The aim of question 20 was twofold: to find whether
rehabilitation services are available at the community level and how these services are
organized. Table 20 indicates that among the 99 countries responding to this question
84 provide rehabilitation services. In 15 countries rehabilitation services at the
community level do not exist. Many of them are developing countries, but not all.11

Table 20 Question 20a

Rehabilitation services at community level
Rehabilitation services Frequency Percentage
Exist 84 84.8
Do not exist 15 15.2
Total 99 100.0

                                                            
11 The result from this question is strikingly positive. A possible interpretation is that the responses
include provision of services by governments, NGOs or the private sector at community level and do
not refer to actual community involvement. This interpretation is plausible since the question did not
ask specifically for community involvement, which could be community based, so responses may refer
generally to the presence of services at the community level.
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The subsequent question was to determine how rehabilitation services at the
community level are organized. Table 21 indicates that among the 84 countries where
rehabilitation services exist at the community level, it is equally frequent that these
services are organized through primary health care as through community-based
rehabilitation and/or by NGOs. WHO stresses the great importance of primary health
care as the “central function and main focus of the country’s health system”. One may
question whether primary health care has the resources and adequate staff to organize
also the rehabilitation services, as is the case in half of the countries.

Table 21 Question 20b

Organization of rehabilitation services at community level
Organization of rehabilitation services through: Frequency Percentage
Primary health care 55 65.5
Community-based rehabilitation 54 64.3
NGOs 57 67.9
Total=84

There are three paragraphs in Rule 3 on Rehabilitation, which state the importance of
participation of persons with disabilities, their families and their organizations in the
provision of rehabilitation:

• “Persons with disabilities and their families should be able to participate in the
design and organization of rehabilitation services concerning themselves.”

• “Persons with disabilities and their families should be encouraged to involve
themselves in rehabilitation, for instance as trained teachers, instructors or
counsellors.”

• “States should draw upon the expertise of organizations of persons with
disabilities when formulating or evaluating rehabilitation programmes.”

Question 21 aims to find how persons with disabilities, their families and their
organizations are involved in rehabilitation services. Figure 5 shows that persons with
disabilities are most often involved through community-based rehabilitation and as
trained teachers, instructors and counsellors. Least involved are persons with
disabilities in formulation and evaluation of rehabilitation programmes. The same
pattern is found for the families of persons with disabilities, though families are more
frequently involved in the above-mentioned activities than persons with disabilities
themselves. The reverse pattern emerges for the organizations of persons with
disabilities, namely, that organizations are most frequently involved in the design and
organization of rehabilitation services and in the formulation and evaluation of
rehabilitation programmes. Organizations are also most involved as trained teachers,
instructors and counsellors. It must be noted that in a great number of countries
organizations are not involved at all. This is also the case and even to a greater extent
for persons with disabilities and their families. For community-based rehabilitation
the organizations are as equally concerned as persons with disabilities; they
participate in 44 countries.
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The stress that is laid upon the involvement of persons with disabilities in the design
of rehabilitation services in Rule 3 is not reflected in more than one-third of the
countries. Instead, it is the organizations of persons with disabilities that in 69
countries participate in the design of services. States should look for more
participation by disabled persons when formulating and evaluating programmes, but it
is common that the organizations at the same time participate in the design. One may
question this practice. Those most suitable to help in designing the services are
unquestionably the persons with disabilities themselves. Much remains in order to
activate persons with disabilities and families of persons with disabilities. The
absence of these key participants is another indication that the quality of rehabilitation
in many countries is lacking.

Figure 5 Question 21

Participation in rehabilitation services
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SUPPORT SERVICES

According to the fourth paragraph of the Rule on Support Services: “States should
recognize that all persons with disabilities who need assistive devices should have
access to them as appropriate, including financial accessibility. This may mean that
assistive devices and equipment should be provided free of charge or at such a low
price that persons with disabilities or their families can afford to buy them.” Table 22
shows how the financing of assistive devices and equipment is arranged. The most
common arrangement is shared responsibility between government ministries and
persons with disabilities who pay by themselves. In 28 countries of 104 which
responded to this question government ministries or municipalities pay fully. In nine
countries assistive devices and equipment are paid fully by social insurance schemes,
in 18 countries they are paid fully by persons with disabilities themselves and in 13
countries the NGOs pay fully. It is remarkable that in 32 countries government
ministries or municipalities do not pay at all for the provision of assistive devices and
equipment for persons with disabilities. Compared with question 8 there are more
people that are provided with assistive devices/equipment than persons receiving
medical care. Is the provision of medical care more resource demanding, or does it
mean that the provision of assistive devices/equipment is of an elementary form?
These are questions that can be followed up in a subsequent study.

Table 22 Question 22

Arrangements for financing assistive devices and equipment
Source of finance Fully Partially Not at all
Government Ministries 23 67 6
Municipalities 5 31 26
Social insurance schemes 9 40 16
Persons with disabilities 18 67 7
NGOs 13 56 10
Total=104

The aim of question 23 was to find the extent of coverage of certain groups by social
insurance schemes. Table 23 indicates that children are covered in 41 of 49 countries
where assistive devices and equipment are fully or partially financed by social
insurance schemes. In 28 countries all adults are covered and in 25 only working
adults are covered when assistive devices and equipment are financed by social
insurance schemes. It is possible that working adults are covered by insurance linked
to their work. In only 29 countries are the elderly covered when assistive devices and
equipment are financed by social insurance schemes. This result is worrying,
especially as different devices and equipment are often needed in old age.
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Table 23 Question 23

Groups covered by social insurance schemes for provision of assistive devices
Groups Frequency Percentage
Children 41 83.7
All adults 28 57.1
Working adults only 25 51.0
Elderly 29 59.2
Total=49

According to paragraph 2 of the Rule on Support Services: “States should support the
development, production, distribution and servicing of assistive devices and
equipment and the dissemination of knowledge about them.” The aim of question 24
was to determine government involvement in the provision of assistive devices. Table
24 shows that in 87 countries of 96 responding on this issue, governments are
involved in the provision of assistive devices. The great majority of countries have
taken up this task, which is encouraging.

Table 24 Question 24a

Government involvement in the provision of assistive devices
Government involvement Frequency Percentage
Exists 87 90.6
Does not exist 9 9.4
Total 96 100.0

The subsequent question was to determine how the governments contribute to the
provision of assistive devices. Table 25 summarizes the responses to this question. In
59 countries the government provides information about the availability of assistive
devices; in 58 countries the Government is involved in the distribution of assistive
devices; in 51 countries the Government is involved in maintenance and repair of
assistive devices; and in 49 countries the government is involved in development and
production of assistive devices.

Table 25 Question 24b

Government provision of assistive devices
Government provision Frequency Percentage
Development and production 49 56.3
Distribution 58 66.7
Maintenance and repair 51 58.6
Information about availability 59 67.8
Total=87
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According to the first paragraph of Rule 4 on Support Services: “States should ensure
the provision of assistive devices and equipment, personal assistance and interpreter
services, according to the needs of persons with disabilities, as important measures to
achieve the equalization of opportunities.” Being disabled can be expensive. Access
to assistive devices and personal assistance can mitigate its effects and overcome
social barriers. Table 26 summarizes responses to the question on the kinds of
assistive devices and equipment provided by the Government. Crutches are the most
frequent equipment provided, i.e. 87 of the 104 countries responding to the
questionnaire. In 83 countries prostheses/orthoses are provided; in 77 countries
wheelchairs are provided. In 64 countries hearing devices are provided, in 62
countries visual devices are provided, in 48 countries devices for daily living are
provided and only in 23 countries computers are provided. Foremost, it is equipment
for people with mobility impairments that is provided by the government, followed by
equipment for persons with hearing or sight impairments. Unquestionably there is a
cost element in this provision. Computers, which are expensive, are only rarely
provided. Devices for daily living – usually uncomplicated but useful devices - are not
provided by more than half of the countries. Generally, the frequencies in Table 26
are high, indicating, as mentioned above, that a majority of governments have
accomplished much in the provision of devices and equipment.

Table 26 Question 25

Assistive devices and equipment provided by the government
Assistive devices/equipment Frequency Percentage
Prostheses/orthoses 83 79.8
Wheelchairs 77 74.0
Crutches 87 83.7
Hearing devices 64 61.5
Visual devices 62 59.6
Devices for daily living 48 46.2
Computers 23 22.1
Total=104

According to paragraph 6 of the Rule on Support Services: “States should support the
development and provision of personal assistance programmes and interpretation
services, especially for persons with severe and/or multiple disabilities. Such
programmes would increase the level of participation of persons with disabilities in
everyday life at home, at work, in school and during leisure-time activities.” The aim
of question 26 was to find whether personal assistance is provided and for which
services in society. Table 27 shows that personal assistance is provided in 76 of the
101 countries giving information on this issue. This is an unexpectedly high
frequency, since personal assistance programmes are usually resource demanding.
Most likely the definition of “personal assistance” is not the samein all countries.
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Table 27 Question 26a

Provision of personal assistance
Personal assistance Frequency Percentage
Provided 76 75.2
Not provided 25 24.8
Total 101 100.0

Table 28 summarizes the responses to the subsequent question on where personal
assistance is provided. In 61 countries personal assistance is provided at the health
service; in 58 countries at the social service; in 53 countries at home; in 52 countries
at school; in 38 countries at work; in 31 countries during leisure; and in 20 countries
at other services in society. Provision of personal assistance at the health service is the
most frequent case, i.e., in 80% of the countries. About 70% of countries provide
assistance at the social services, at school and at home, but only half of the countries
provide it at work. This may not only reflect the employment situation of the disabled,
but also constitute a real hindrance to finding employment. How persons with severe
or multiple disabilities in 40 countries are able to visit a doctor remains an open
question.

Table 28 Question 26b

Localities/activities where personal assistance is provided
Localities/activities Frequency Percentage
Home 53 69.7
School 52 68.4
Work 38 50.0
During leisure 31 40.8
Health service 61 80.3
Social service 58 76.3
Other services in society 20 26.3
Total=76

Table 29 summarizes the responses to the question concerning the arrangements for
financing personal assistance. A frequent pattern is the shared responsibility among
government ministries, persons with disabilities and/or NGOs. In 29 of 104 countries
responding to this question government ministries or municipalities pay fully for
personal assistance. In 19 countries persons with disabilities pay fully for their
personal assistance, and in eight countries personal assistance is paid fully by social
insurance schemes and by NGOs. Personal assistance is partially financed in 47
countries by NGOs, in 45 countries by persons with disabilities, in 37 countries by
government ministries, in 25 countries by municipalities and in 23 countries by social
insurance schemes. It is remarkable that in 45 countries government ministries and/or
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municipalities are not involved at all in the financing of personal assistance. There are
only 11 countries where persons with disabilities do not pay at all for personal
assistance.

The most frequent arrangement is the shared financing, followed by not paying at all,
i.e., it is very unusual that the government or municipalities pay fully for personal
assistance. It is notable that NGOs and persons with disabilities partially finance
personal assistance in almost half of the countries. Even more notable is that on
summarizing the frequencies of the full and partial contributions, persons with
disabilities are the greatest financiers of the personal assistant.

Table 29 Question 27

Arrangements for financing personal assistance
Source of finance Fully Partially Not at all
Government ministries 25 37 20
Municipalities   4 25 25
Social insurance schemes  8 23 25
Persons with disabilities 19 45 11
NGOs   8 47 13
Total=104

The aim of question 28 was to find whether support to families with children with
disabilities is provided and how it is financed. Seventy-eight of 96 countries providing
information on this issue responded that support to families is provided (Table 30). In
as many as 18 countries support to families with children with disabilities is not
provided.

Table 30 Question 28a

Support to families with children with disabilities
Support Frequency Percentage
Provided 78  81.3
Not provided 18  18.7
Total 96 100.0

A number of patterns emerged from the arrangements for financing support to
families (Table 31). A common pattern is shared finance by government ministries or
municipalities and persons with disabilities. In only 18 countries is support to families
fully paid by government ministries or municipalities; in 10 countries it is fully
financed by social insurance schemes; in four countries by persons with disabilities
and by NGOs. In 75 countries it is partially financed by government ministries and/or
municipalities; in 51 countries by NGOs; in 43 countries by persons with disabilities;
and in 22 countries by social insurance schemes. It should be observed that in 20
countries, government ministries and/or municipalities give no financial support to
families with children with disabilities.
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Table 31 Question 28b

Arrangements for financing support to the families
Source of finance Fully Partially Not at all
Government Ministries 16 50 5
Municipalities 2 25 15
Social insurance schemes 10 22 13
Persons with disabilities pay by themselves 4 43 8
NGOs 4 51 5
Total=78

The aim of question 29 was to find whether interpreter service is provided and for
which services. Sixty-seven of 100 countries providing information on this issue
responded that interpreter service is provided (Table 32). Thus, in as many as 33
countries interpreter service is not provided.

Table 32 Question 29a

Provision of interpreter service
Interpreter service Frequency Percentage
Provided 67 67.0
Not provided 33 33.0
Total 100 100.0

Table 33 summarizes the responses to the question on where interpreter service is
provided. In 51 countries interpreter service is provided at school; in 31 countries at
the social services; in 29 countries at the health service; in 26 countries at work; in 19
countries during leisure; in 18 countries at other services in society; and in 17
countries at home. It is remarkable that many countries do not provide an interpreter
for such an essential services as health care. Since a doctor always needs to
communicate with the patient in order to make a correct diagnosis, it is questionable
whether deaf persons in these countries can receive adequate health care.

Table 33 Question 29b

Localities/activities where interpreter service provided
Localities/activities Frequency Percentage
Home 17 25.4
School 51 76.1
Work 26 38.8
During leisure 19 27.9
Health service 29 43.3
Social service 31 46.3
Other services in society 18 26.7
Total=67
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Table 34 summarizes the arrangements for financing interpreter service. The most
common pattern seems to be a shared responsibility between government ministries
and NGOs and between persons with disabilities and municipalities. In 23 countries
interpreter service is fully financed by government ministries; in 12 countries by
NGOs; in seven countries by persons with disabilities paying for themselves and in
five countries by municipalities.  In only one country is it fully financed by social
insurance schemes. In as many as 30 countries NGOs partially finance interpreter
service, followed by 28 countries where government ministries partially finance it. In
19 countries it is partially financed by persons with disabilities; in 14 countries by
municipalities; and in nine countries by social insurance schemes. The major
financiers are thus government ministries and NGOs who wholly or partially finance
the service. However, there is a notable proportion of persons with disabilities who
pay for themselves in order to receive an interpreter service.

Table 34 Question 30

Arrangements for financing interpreter service
Source of finance Fully Partially Not at all
Government ministries 23 28 14
Municipalities 5 14 17
Social insurance schemes 1 9 20
Persons with disabilities 7 19 11
NGOs 12 30 7
Total=67

The aim of question 31 was to determine whether persons with disabilities and/or
their organizations are involved in the planning of support services (Table 35). In
almost one-third of the countries responding to the question, persons with disabilities
and/or their organizations are not involved in the planning of support services. In 68
of 99 countries providing information on this issue persons with disabilities are
involved in the planning of support services. Many countries could achieve a greater
involvement than this: to include persons with disabilities and their organizations in
the planning of support services is neither resource demanding nor overwhelmingly
difficult.

Table 35 Question 31

Involvement of persons with disabilities and/or their organizations in the planning of
support services
Planning of support services Frequency Percentage
Involved 68 68.7
Not involved 31 31.3
Total 99 100.0
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PERSONNEL TRAINING

For the WHO personnel training is an issue of the highest priority to ensure that there
are sufficient numbers of properly trained health personnel to carry out national health
programmes: “Over the years, this priority has been refined and expanded. It now
includes not only human resource planning but also consideration of the optimal mix
of different categories of health professionals to deliver the most effective service of
an acceptable quality. WHO has also successfully promoted the incorporation of
sound educational principles to ensure relevant training curricula and effective
learning.”

According to the first paragraph of the Rule on Personnel Training: “States should
ensure that all authorities providing services in the disability field give adequate
training to their personnel.” The aim of question 32 was to find whether government
ministries ensure that all authorities/agencies providing services in the disability field
give training to their personnel. Ninety-six countries provided information on this
issue. Table 36 shows that one third of the countries do not ensure that
authorities/agencies providing services in the disability field give training to their
personnel. Thus, there is a high percentage of personnel in the disability field who do
not have professional training. Neither the effectiveness nor the quality can be
ensured when unskilled personnel provide the services. This implies that resources
given to the disability field may not yield optimal services. It is very regrettable if the
measures taken, the programmes decided and the services planned for persons with
disabilities fail at the point of implementation because of this lack of training.

Table 36 Question 32a

Training ensured to professionals in the disability field
Training Frequency Percentage
Ensured 64 66.7
Not ensured 32 33.3
Total 96 100.0

The subsequent question was to determine how different forms of training are
expressed in countries where government ministries ensure that training is given to
personnel in the disability field. In 49 countries governments ensure that training is
given through supervision of the training curriculum for medical and paramedical
staff (Table 37). In 46 countries it is expressed through policy adopted by government
ministries.

Table 37 Question 32b

Forms of training to professionals
Training Frequency Percentage
Policy adopted by government ministries 46 71.9
Supervision of training curriculum 49 76.6
Total=64
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According to the second paragraph of the Rule on Personnel Training: “In the training
of professionals in the disability field, as well as in the provision of information on
disability in general training programmes, the principle of full participation and
equality should be appropriately reflected.” The aim of question 33 was to identify the
professional groups, providing services to persons with disabilities, which include
disability issues as a component in their training curriculum. Figure 6 summarizes the
responses to this question. Disability issues are not a component in the curriculum of
general practitioners in 28 countries; of paediatricians in 26 countries; of primary
health care workers in 22 countries; of nurses in 21 countries; of other specialized
doctors in 20 countries; of community workers in 19 countries; of social workers in
12 countries; of occupational therapists in 11 countries; of physiotherapists in seven
countries; and of prosthetic/orthotic professionals in six countries.

Comparing the results from question 11, where it became evident that nurses are the
most available profession in medical care at all levels, and the results from question
19 where the pattern is the same concerning rehabilitation, it is regrettable that this
profession does not receive adequate education, if they receive education at all, in
disability issues in 21 countries. It would have great impact on the medical care and
rehabilitation provided to persons with disabilities if all countries would take the
responsibility to ensure that nurses, at least, always have a disability component in
their training curriculum. Other professions, in particular general practitioners, other
specialized doctors and community workers, in many more countries should follow
some formal training in disability issues in their training curriculum.
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Figure 6 Question 33

According to the third paragraph of the Rule on Personnel Training: “States should
develop training programmes in consultation with organizations of persons with
disabilities, and persons with disabilities should be involved as teachers, instructors or
advisers in staff training programmes.” The aim of question 34 was to find whether
staff training programmes for persons with disabilities are developed in consultation
with organizations of persons with disabilities. Table 38 summarizes government
responses to this question. In 49 countries of 92 providing information on this issue
the organizations of disabled people are not consulted when staff training programmes
are being developed. This is a tangible objective and a very essential one. By
involving persons with disabilities and their organizations in staff training
programmes, the programmes will become more successful.12

                                                            
12 In the survey conducted by the UN Special Rapporteur in 1997 one of the reviewed rules was Rule
18 on Organizations of Persons with Disabilities. For the purpose of comparison with question 34 in
this report there are two questions that are interesting:
• Are there legal provisions mandating the representatives of persons with disabilities to participate

in policy-making and to work with Governmental institutions? [] No [] Yes
• When preparing laws, regulations and/or guidelines with a disability aspect, are the views of

organizations of persons with disabilities taken into account? [] Never [] Sometimes [] Often []
Always

Regarding the existence of legal provisions mandating the representatives of persons with disabilities to
participate in policy-making and to work with governmental institutions, the results were less
encouraging. In 32 countries out of 81 providing information, there were no such legal provisions. In
49 countries there were legal provisions mandating the representatives of disabled persons to
participate in policy making.

Participation in policy-making Frequency Percentage
Countries reporting participation 49 60,5
Countries reporting no participation 32 39,5
Total 81 100,0

Regarding the second question the results from that survey shows that in 37 countries out of 80
providing information on this issue, organizations are always consulted during the preparation of laws,
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Table 38 Question 34

Training programmes developed in consultation with organizations
Organizations Frequency Percentage

Consulted 43 46.7
Not consulted 49 53.3
Total 92 100.0

The aim of question 35 was to find whether persons with disabilities are involved in
staff training programmes and, if so, their roles. Ninety-three countries responded to
this question. In 50 countries (Table 39) persons with disabilities are involved in staff
training programmes.

Table 39 Question 35a

Involvement in staff training programmes
Organizations Frequency Percentage
Involved 50 53.8
Not involved 43 46.2
Total 93 100.0

Table 40 shows that when persons with disabilities are involved in staff training
programmes they act most frequently as advisers, and less frequently as teachers and
instructors. Thus, in 42 countries disabled people act as advisers in staff training
programmes, in 29 countries they act as teachers and in 29 as instructors. It appears
that there is still a great potential to involve persons with disabilities in staff training
programmes.

                                                                                                                                                                             
regulations and/or guidelines with a disability aspect. In 24 countries their views are often taken into
account, in 18 their views are sometimes taken into account, and in one country their views are never
taken into account.

Consultations with organizations of persons with disabilities Frequency Percentage
Never 1 1,3
Sometimes 18 22,5
Often 24 30,0
Always 37 46,3
Total 80 100,0
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Table 40 Question 35b

Roles of persons with disabilities in staff training programs
Role Frequency Percentage
Teachers 29 58.0
Instructors 29 58.0
Advisers 42 84.0
Total=50

CONCLUSIONS

This study reveals that rehabilitation is provided in a majority of countries, but in a
basic traditional form from a consideration of the services and professional personnel
available in practice. One notable factor is that nurses predominate at all levels, in
both medical care and rehabilitation. Another factor is that medical care is not fully
provided everywhere; specialized doctors are not available in many countries at a
local or district level. Thus, persons with disabilities may need to travel great
distances from their homes to consult specialized medical staff. WHO stresses the
need to provide medical care of high quality. It is doubtful whether this is possible in
many of the countries responding to the questionnaire, not only on medical care and
availability of professional staff but also on the provision of rehabilitation services (in
general, the latter is needed in order to receive the former).

A noticeable pattern is that many countries do provide rehabilitation programmes, but
there is a great gulf between these services and the percentage of the population
receiving it. Discrimination – in the sense of avoiding the mixing of persons with
disabilities with those without, owing to prejudice – is still practised in some
countries.

Persons with disabilities still lag behind as a pressure group. This is reflected in the
observation that there are many personnel working in the disability field who have
received no relevant formal training.

The organization of rehabilitation programmes and services is still not well
implemented, implying the waste of resources by not ensuring trained personnel in
disability issues as well as the waste of not involving persons with disabilities, their
families and their organizations in the planning of programmes and education. The
quality aspect of medical care, of rehabilitation programmes and of services cannot be
stressed enough.

Another pattern in this study is that the main participants within the field are, on the
one hand, the state/government and, on the other, the families/persons with disabilities
themselves. In some areas the NGOs play an important role. It is remarkable how
families of the disabled and disabled persons can afford to take upon themselves so
great a share since, in general, they are economically weak and need to spend much
effort in managing their daily lives.
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The objective of the Standard Rules concerning provision of assistive devices –
crutches, hearing devices, etc. – has been implemented to a great extent. Governments
are assuming their responsibility for provision.

From a consideration of age groups it is clear that children are best provided for in
medical care and rehabilitation. However, there is a great risk of becoming disabled as
an adult owing to war, famine, accidents at the work place, diseases or traffic
accidents. During old age there is an increasing probability of becoming disabled.
Therefore, it is regrettable to find that adults and the elderly are not supported to any
great extent by medical care, rehabilitation programmes and services.

Nevertheless, the adequate provision of both medical care and rehabilitation services
(for instance, at school) to children is in agreement with the spirit of the Standard
Rules and the objectives of WHO.


