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Abbreviations

ADL : Activities of Daily Living

BPA : Blind People's Association, Ahmedabad

CBR : Community Based Rehabilitation of the Visually Impaired
IE : Integrated Education

MSJ&E : Ministry of Social Justice & Empowerment

NAB : National Association for the Blind (India)

NAB RAC : NAB Rural Activities Committee

o&M : Orientation & Mobility

Project : CBR Project

PWD Act : Persons with Disabilities Act, 1995

CAHD : Community Approaches to Handicap in Development
Glossary

Prevalence Rate: It means the number of persons having disability
per 1,00,000 population at point in time.

Incidence Rate: It means the number of persons who became
disabled during 365 days preceding the date of survey per
1,00,000 population.

Blindness: It refers to a condition where a person suffers from
any of the following conditions, namely-

a. total absence of sight; or

b. visual acuity not exceeding 6/60 or 20/200 (Snellen) in
the better eye with correcting lenses; or

c. limitation of the field of vision subtending an angle of
20 degree or worse.

Mobility: It 1is defined as '"movement" not Jjust a particular
technique or device; it is the aim of obtaining freedom of
movement safety in travelling as well as minimizing the level of
stress placed upon the visually handicapped person.

Orientation: It 1is the ability to locate oneself 1in one's
environment. It 1is a skill that is related to the wuse of the
remaining senses of a person to establish one's position in, and

in relation to significant objects in the environment.

Activities of Daily Living: It comprises everything entailed in
human 1life and relationships. These are the Dbasic activities
necessary during an ordinary day.



PREFACE

I am delighted that Bhushan Punani, Nandini Rawal and Jasmine Sajit
have brought out much awaited and updated third edition of Manual.
I have personally pursuing progress of the concept of CBR across
the country and especially under the auspices of the National
Association for the Blind as well as the Blind People’s
Association. I am delighted know that this concept is no more Jjust
a pilot project or a programme, it is emerging as a national
movement. A lot of initiatives at the national and international
level have been taken for promoting this concept in many developing
countries.

The major national level initiatives include implementation of the
National Programme for the Rehabilitation of the Persons with
Disabilities as well as District Rehabilitation Programme under the
auspices of the Ministry of Social Justice & Empowerment. I am
proud to know that the Department of Social Justice & Empowerment
has initiated and supported a state-wide programme, popularly known
as Maharishi Ashthawakar Yojna. The target for this scheme is to
cover each and every person with disability across the State of
Gujarat. Similarly, expansion of the concept o0of integrated
education under the auspices of the Gujarat Council for Educational
Research and Training would enable thousands of children with
disabilities to have access to neighbourhood schools. I am sure
this Manual would be extremely useful to all the persons promoting
and implementing all these very ambitious programmes.

As all these initiatives are 1likely involve a large number of
functionaries across the country, I think the Authors now publish
this Manual in Hindi, all regional languages. I am confident that
leading Developmental Agencies, State Governments and proponents of
the CBR would come forward to support publication of this Manual in
different languages.

I am confident this concept of CBR will enable each and every
person with disability in the country and also in other developing
countries to access appropriate services on comprehensive
rehabilitation and social integration. The National Association for
the Blind as well as Blind People’s Association would always to
pleased to extend fullest cooperation to any organization or
individual willing to promote the concept of CBR.

I am honoured to know that this Manual has been dedicated to Late
Jagdish Patel, the greatest proponent of CBR and the person who
inducted me into field of rehabilitation. Last but not the least, I
congratulate Bhushan Punani, Nandini Rawal and Jsmine for untiring
efforts of flame of CBR burning for ever, and ever stronger.

Arvind Narottam Lalbhai
President: Past: National Association for the Blind
Blind People’s Association
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Chapter |

CONCEPT AND EXTENT OF DISABILITY IN INDIA

1. Definition: Disability

In 1India, the Dbroad definitions of different categories of
disabilities have been adopted in the Persons with Disabilities
(Equal Opportunities, Protection of Rights and Full
Participation) Act, 1995 as well as wunder the Rehabilitation
Council of India Act, 1992.

1.1 "Person with Disability" means a person suffering from not
less than forty percent of any disability certified by a medical
authority.

1.2 Blindness refers to a condition where a person suffers from
any of the following conditions, namely:

- Total absence of sight; or

- Visual acuity not exceeding 6/60 or 20/200 (Snellen) in
the better eye even with correction lenses; or

- Limitation of the field of vision subtending an angle of
20 degree or worse.

For deciding the blindness, the wvisual acuity as well as field of
vision has been considered.

1.3 "Person with low vision" means a person with impairment of
visual functioning even after treatment or standard refractive
correction but who wuses or is potentially capable of wusing
vision for the planning or execution of a task with appropriates
assistive device.

This definition 1is incomplete as it inadvertently omits
quantification of the acuity as well as the field of vision as
is done in the case of the WHO definition. It is desirable to
modify this definition and the following quantification should be
added:

"Low vision are those who suffer visual acuity between 20/200
to 70/200 (Snellen) or 6/18 to 6/60 in the better eye after
the best possible correction or a Field of Vision between 20
to 30 degree."

The WHO working definition of Low Vision (WHO, 1992) is as follows:
"A person with low vision is one who has impairment of visual

functioning even after treatment, and/or standard refractive
correction, and has a visual acuity of 1less than 6/18 to



light perception or a visual field of 1less than 10 degrees
from the point of fixation, but who uses, or is potentially
able to use, vision for the planning and/or execution of a
task".

The points emphasized are that there is significantly reduced
vision, visual performance is affected but that there still 1is
vision that can be used. This last point is very important: if
there 1s wusable vision, training to use that vision might be
possible. In addition this person is not labelled blind.

Table 1.1
Categories of visual impairment

Category Corrected WHO Definition Indian
VA-better eye Standard* Working# Definition
0 e/e-6/18 Normal Normal Normal
1 <6/18-6/60  Visual Impairment Low Vision  Low Vision
2 <6/60-3/60  Severe Visual  Low Vision  Blind
Impairment
s <3/60-1/60 Blind Low Vision  Blind
1 <1/e0-pL Blind Low Vision  Blind
s owen Blind  Total Blindness Total Blindness

* The standard WHO definition is solely based on visual acuity
and does not take into account functional vision.

# The working definition has been adopted since WHO Consultation
in 1992. This working definition is solely used for reporting
purposes and should not be used for eligibility of services. The
standard definition is used in medical reports and publications
and 1s solely based on visual acuity and does not take 1into
account functional vision.

1.4 "Hearing Impairment" as defined in the Act means loss of
sixty decibels or more in the better ear in the conventional
range of frequencies. The classification of hearing impairment as
adopted Dby the Ministry of Social Justice and Empowerment is as
follows:

Table 1.2
Categorization of Hearing Impairment
Category Type of DB Level Speech %age of
Impairment (in better ear) Discrimination Impairment
(in better ear)

I Mild 26-40 Db 80-100% <40%
ITI Moderate 41-55 Db 50-80% 40-50%
III Severe 56-70 Db 40-50% 50-75%

IV a. Total Deafness No hearing No discrimination 100%



b. Near Total Deafness 91 Db & above No discrimination 100%
c. Profound 71-90 Db <40% 75-100%

Source: Ministry of Social Justice & Empowerment

Thus persons with mild or moderate hearing loss have not been
included in the category of persons with hearing impairment. Only
persons with severe, profound and total hearing impairment have
been included in this category.

1.5 "Locomotor Disability" as defined in the Act means disability
of bones, joints or muscles leading to substantial restriction of
movement or any form of cerebral palsy.

Detailed guidelines as adopted by the Ministry of Social Justice
& Empowerment explains the extent of disability in percentage
terms due to various conditions in different parts of the body.
Depending wupon the extent, the categorization would be as
follows:

a. Mild less than 40%
b. Moderate 40-74%

c. Severe 75% and above
d. Profound/Total 100%

Only those having 40 percent or more disability have Dbeen
considered as persons with locomotor disability.

1.6 "Mental Retardation" as defined in the Act, means a condition
of arrested or complete development of mind of persons which 1is
specially characterized by sub-normality of intelligence.

The categorization of mental retardation, on the Dbasis of IQ
levels has been done in the following manner:

a. Mild IQ 50-70
b. Moderate IQ 35-49
c. Severe IQ 20-34
d. Profound IQ under 20

The definition of mental retardation on the basis of IQ 1is
outmoded. It is not possible to decide retardation just on the
basis of IQ. This definition excludes mental illness, epilepsy,
learning disability etc. A number committees have already been
constituted to give a fresh look at these definitions.

1.7 Person with Multiple Disabilities

The PWD Act (1995) defines "person with severe disability" means
a person with eighty percent, or more of one or more
disabilities. 1It, however, does not clearly define persons with
multiple disabilities.

1.7.1 Definition by the National Trust: As per the National Trust
for Welfare of Persons with Autism, Cerebral Palsy, Mental
Retardation and Multiple Disabilities Act, 1999, multiple
disability means a combination of two or more disabilities as



defined in clause (I) of Section (2) of the Persons with
Disabilities Act, 1995. 1In addition to the above, multiple
disabilities include individuals who are Deafblind, autistic,
cerebral palsied, neurologically impaired. These disabilities may
either be congenital or acquired.

1.7.2 Persons with Deafblindness: The condition of deafblindness
is used to describe a heterogeneous group of children and adults
who may suffer from varying degrees of wvisual and hearing
impairment, perhaps combined with learning difficulties and
physical disabilities, which can cause:

- severe communication
- developmental, and
- educational problems.

It includes children and adults who are:

- blind and profoundly deaf

- blind and severely or partially hearing

partially sighted and profoundly deaf

- partially sighted and severely or partially hearing

A precise description is difficult because the degrees of other
disabilities, are not uniform, and the educational needs of each
child will have to be decided individually. The above mentioned
statement should not be taken as a definition but a description
of deafblindness.

(Source : Contact (1993) A Resource for Staff Working with
Children who are Deaf and Blind, Edinburgh: Moray House)

1.7.3 Autism: The National Trust Act, 1999 defines autism as a
condition of uneven skill development primarily affecting the
communication and social abilities of a person, marked by
repetitive and ritualistic behaviour.

1.7.4 Evaluation of Multiple Disability: In order to evaluate the
multiple disability, the same guidelines shall be used as have
been developed for evaluation of single categories of
disabilities. In order to arrive at the total percentage of
multiple disability, the combining formula a+ <b(90-a)>/90 as
given 1in the Manual for Doctors to Evaluate Permanent Physical
Impairment, developed by Expert committee on Disability
Evaluation shall be used, where 'a' will be higher score and 'b'
will be the lower score. However, the maximum total percentage of
multiple disability shall not exceed 100 percent.

For example, if in one person, percentage of hearing impairment
is 30 percent and visual impairment is 20 percent, then applying
this formula, the total percentage of multiple disability will be
calculated as follows:

30+ 20(90-30)



The Dboard for evaluation will have a specialist from the fields
of the respective disabilities which constitute the multiple
disability. To evaluate and certify autism, any one of the three
experts may be included in the medical board, viz. Psychiatrist,
or Paediatrician, or Clinical Psychologist.

2. WHO Disability Sequence

Generally various terms like impairment, disability and handicap
are wused interchangeably and at random. WHO has adopted a
sequence underlying illness-related phenomenon as:

Disease ----> Impairment ----> Disability ----> Handicap

Table 1.3
Explanation of Various Terms as Adopted by WHO

Condition Concerned with Represents
Impairment Abnormalities of body Disturbances at
structure and appearances; organ level

organs or system functioning

Disabilities Impairment in terms of Disturbances at
functional performance personal level
and activities

Handicaps Disadvantages resulted Interaction with
from impairment and and adaptation
disabilities to individual's

surroundings

Source: WHO Classification of Impairments, Disabilities & Handicaps

The International Classification of Impairments, Disabilities &
Handicaps (ICIDH-2) 1likely to be officially adopted in 2001
proposes a common language of functioning and disability. The new

terms proposed are "Activity Limitation" for "Disability"; and
"Participation Restriction" for "Handicap". "Disability" will be
used as an umbrella term covering all three terms: Impairment,

Activity Limitation and Participative Restriction.

3. Survey of Persons with Disabilities

1861: First attempt Dby National Census Organization which
collected data on disability along with decennial census.

1941: Disability census discontinued as it was felt that data was
not reliable.

1974: WHO estimate: 10 percent population of the world was
that of persons with disabilities.



1981: Disability census resumed for compilation of information on
total disability and following figures were obtained:

Totally blind : 0.479 million
Totally dumb : 0.277 million
Totally crippled : 0.364 million

These figures were withdrawn subsequently as these seemed to be
misleading. No information on disability was collected during
1991. The Govt. of 1India has assured that information on
disability will be compiled during 2001 census.

1981: National Sample Survey Organization, Department of
Statistics conducted a comprehensive survey on the magnitude of
physical disability in its 36th Round Survey conducted during
July-December, 1981. It published a detailed report as
Survekshana, Vol. VII, No. 19.

1990: Dr Helander revised this estimate to 5.21 percent

In India, surveys of disability have been undertaken from time to
time by various governmental and non-governmental organizations.

1991: The NSSO carried out a survey of disability in its 47th
Round during July - December, 1991 with the Dbasic framework
including the concepts, definitions and operational procedure as
followed in 36th Round. The NSSO brought out two reports - Report
No. 393 on physical disability and Report No. 391 on delayed
mental development among children and hearing disability among
children in the age group 0-4.

1992: Plan of Action: The first attempt to really make some sort
of estimation on projected population of children with disability
was done while evolving National Policy on Education (1986) and
the Plan of Action on (1192) implementation of this policy. It
estimated 12.59 million children in the school going age with
disabilities.

1999: The National Association for the Blind, Gujarat Branch
Carried out a door-to-door survey without the support of the UNICEF
in 31 talukas of Gujarat.

2000: The Gujarat Council for Educational Research & Training
carried out another door-to-door survey without the support of the

UNICEF in different 31 talukas of Gujarat.

2001: The Census of India 2001 included persons with
disabilities in its census.

2002: The National Sample Survey Organization is likely to conduct
a nation-wide survey of disability in India.

4. Estimated Number of Persons with Disabilities

Out of all the estimates, surveys and projections, the findings



of the National Sample Survey seem to be the most appropriate,
relevant and comprehensive. The statistical analysis of
demographic pattern of persons with disabilities is based on "A
Report on Disabled Persons" published by the National Sample
Survey Organization.

Table 1.4
Estimated Number of Persons with Disabilities (Millions)
(Figures in brackets show percentages of total of that column)

Type of Rural Urban Total
Disability Male Female Persons Male Female Persons

(1) (2) (3) (4) (5) (6) (3)+(6)
Visual 1.539 1.796 3.335 0.308 0.362 0.670 4.005

(46.15) (53.85) (83.27) (45.97) (54.03) (16.73)

Hearing 1.409 1.164 2.573 0.339 0.330 0.669 3.242
(54.76) (45.24) (79.36) (50.67) (49.33) (20.64)

Speech 0.942 0.557 1.499 0.296 0.169 0.467 1.966
(62.84) (37.16) (76.25) (63.81) (36.19) (23.75)

Hearing 2.009 1.490 3.499 0.557 0.426 0.983 4.482
& Speech (57.42) (42.58) (78.07) (56.66) (43.34) (21.93)

Locomotor 4.396 2.411 3.499 0.557 0.426 0.983 8.939
(64.58) (35.42) (76.15) (64.26) (35.74) (23.85)

Physical 7.442 5.210 12.652 2.078 1.424 3.502 16.154
(at least (58.82) (41.18) (78.32) (59.34) (40.66) (21.68)
one of above)

4.1 Major Observations: The major observations from these figures
are:

- Number of physically disabled persons in India was 16.15
million during 1991 and they formed about 1.9 percent of the
total population.

- Out of all the physical disabilities, locomotor constitutes
55.33 percent, followed with speech & hearing which
constitute 27.70 percent, and least visual impairment with
24.79 percent.

- 78.3 percent persons with disabilities 1live in rural
areas. In case of visual impairment, 83.27 percent people
live in the rural areas.

- Males in case of all physical disabilities constitute 59
percent of total population of persons with disabilities.
However, in case of visual impairment, females constitute 54
percent of total number of visually impaired persons.

- About 12.4 percent of these persons suffered from more than
one type of physical disabilities.



- About 9 and 7 percent households in rural and urban India
respectively have at least one disabled person in the
household.

- Among these households, about 92 percent had one disabled
person, about 7 percent had 2 disabled persons and less than
1 percent reported 3 or more disabled persons, both in rural
and urban sectors.

5. Distribution of population of the visually impaired

Table 1.5
Distribution of population of the visually impaired ('000)

Gender Rural (%) Urban (%) Total (%)

Men 1539 (38.42) 308 (7.69) 1847 (46.11)
Women 1796 (44.85) 362 (9.04) 2158 (53.89)
Total 3335 (83.27) 670 (16.73) 4005 (100)

The estimated population at 880 million population level is 40
lakhs (4 million). When extrapolated, the estimated population
during 2002 at 1004 million population level would be 4.56
million.

5.1 Gender-wise Distribution of Visual Impairment

Table 1.6: Male - female population (1991)

Male (%) Female (%)
Visually impaired 46.11 53.89*
Total population 50.50 49.504#

Source: * Survey of Disabled Persons, NSS, 1991
# General Population Survey, 1991

The gender distribution of population of visually impaired of
53.89 percent females as compared to that of 49.5 percent of
total population establishes that incidence of visual impairment
is relatively more among females. The figures in Table 1.7 also
establish that incidence as well as prevalence of visual
impairment is comparatively higher among females in both rural as
well as urban areas.

Table 1.7: Gender distribution of visual impairment

Gender Incidence Prevalence
Rural Urban Rural Urban



Males 22 15 471 263
Females 28 25 548 346

Source: Survey of Disabled Persons, NSS, 1991

5.1 Rural-Urban Distribution of Visual Impairment

Table 1.8: Rural-Urban Distribution 1991)

Rural Urban
Visually impaired 83.27 16.73
Total population 80.00 20.00

Source: * Survey of Disabled Persons, NSS, 1991
# General Population Survey, 1991

More than 83 percent blind persons are 1in the rural areas as
compared to 80 percent 1in case of overall population. It
establishes that prevalence of visual impairment is comparatively
more in the rural areas as compared to urban areas.

6. Extent of Mental Retardation

According to Pandey and Advani (1995), no systematic survey is
known to have been conducted in the country in respect of the
mental retardation. However, in certain areas, limited surveys
have been conducted to ascertain the extent of mental
retardation. In a study conducted at Nagpur (Verma, 19680, out
of a total sample of 30,326 individuals, 1001 individuals with
mental handicap were identified with overall prevalence rate of
30/1000. The prevalence was 42/1000 in the age-range of 8 to 15
years while it was 16/1000 in the age-range 16-22 years.

In another study of a sample of 8,583 individuals conducted at
Lucknow (Gupta and Sethi, 1970) established prevalence rate of
mental handicap as:

Overall: 2330
Rural : 2530
Urban : 1850

The prevalence was more among boys who outnumbered girls by 210.
Seventy five per cent were below the age of 10 years while 4 per
cent were over 20 years of age, 24.8 per cent had an IQ less than
50.

Narayanan (1981), on the basis of survey of three wvillages 1in
Bangalore district in 1970, found the prevalence of “severe'
mental retardation to be 340. In two other villages of the same

district, 1in 1979, the prevalence rate of severely mentally



handicapped people was found to be 680.

In another study in two villages in Bangladesh district in 1983,
Subramanya estimated a prevalence rate of 274, in a sample of
1,498 children of 3-14 age-group. The male-female ratio was 2:1
of the total individuals identified, 65.8 per cent were mildly
mentally retarded.

it would be seen that although the samples used in these studies
were small and very sophisticated tests for identification were
not wused, the trend 1is more or less the same as in most
populations all over the world where approximately, 2 to 3 per
cent of the population is expected to be mentally handicapped,
mental handicap being defined as a condition characterized by
significantly sub-average general intellectual functioning
existing concurrently with deficits in adaptive Dbehavious and
manifested during the developmental period.

On this Dbasis, the following estimates may be projected:

Individuals with mental handicap: 20 million

Moderately, severely or profoundly handicapped: 6 million
Adult over 20 years of age: 0.8 million

Children below 10 years of age: 15 million

Boys : 10 million
Girls : 5million

7. Projected Population of Children with Disabilities

According to Mukhopadhyay and Mani (2000), as in several
countries, 1India 1is still in the ©process of refining the
procedures by which children with special needs can be
identified. The first attempt in this regard was made during the
National Policy on Education of 1986 and Plan of Action 1992. It
estimated number of special need children of school going age at
12.59 million including 3.6 million mentally retarded children
and 3.19 million children with physical disabilities in the age
group 5-14 years.

Table 1.9
Projected population of children with disabilities (in Million)

S.N. Category of Disability Age Group (Years) No. in Million
1. Children with Disability 5-14 3.19

1.1 Locomotor Handicap 1.48

1.2 Hearing Handicap 0.65

1.3 Speech Handicap 0.19

1.4 Visual Handicap 0.15
2. Mentally Retarded 5-15 3.60

3. Learning Disability 5-14 3.60



4. Children with Disability 16-18 2.20

Source: Plan of Action, 1992

Among school going age children with disabilities, the children
with mental retardation and learning disabilities constitute
almost 60 per cent of estimated number. Whereas children with
visual impairment constitute only 1 per cent, children with
speech impairment merely 1.5 percent and those with hearing
impairment 5 ©percent of estimated number of children with
disabilities. In other words, mental handicap and learning
disabilities are most prominent among children, followed by
locomotor handicap and least in case of visual impairment.

A comparison Dbetween incidence as well as prevalence of
disabilities estimated in two National Sample Surveys conducted
during 1981 and 1991 respectively, the estimate 1is showing a
declining trend from 2 percent to 1.8 percent. This trend 1is
showing further improvement in respect of declining number of
children with disabilities due to dimprovement in nutrition
status, best access to health services, early identification,
better pre-natal and post natal services, effective immunization
in case of polio and vaccination etc.

8. Prevalence and Incidence of Disability

Prevalence means number of persons born with disability or became
disabled per 1,00,000 population in the country till the date of
survey. Whereas incidence means the number of persons born with
disability or who became disabled per 1,00,000 population in the
country within a specified period of 365 days preceding the
survey.

Table 1.10
Comparative Prevalence and Incidence of Physical Disabilities

36th round 47th round

(July -December, 1981) (July -December ,1991)
Sector ———=———---mm oo

Male Female Persons Male Female Persons
1 2 3 4 5 6 7

Prevalence Rate

Rural 2045 1632 1844 2277 1694 1995
Urban 1532 1297 1420 1774 1361 1579



Source: Survey of Disabled Persons, NSSO, 1981 & 1991

The

following findings emerge from the analysis of data on

prevalence and incidence of disabilities:

8

.1 Prevalence

The ©prevalence of physical disability during 1991 was 2
percent in the rural areas and 1.6 percent in the urban area.

Between the two sexes, the prevalence of disability was
marginally higher among males than among females.

The inter-state wvariations in prevalence rate are
significant in both the sectors. In the rural areas, it
ranged from 1.2% in Assam to 2.9% in Punjab, while in the
urban areas, 1t ranged from 1.1% in Rajasthan to 2.0% 1in
Orissa. These rates among males are higher among males than

among females in all the states.
Incidence

— The Incidence Rate was 90 in the rural areas and 83 in the
urban areas.

- This rate is also observed to be higher among males than
that among females.

- The state-wise differences are quite high, ranging from 30
to 171 in rural areas and from 46 to 144 in urban areas.

8.3 Comparison of Prevalence Rates

A

comparison of Prevalence Rate of physical disability observed

during 36th and 47th Rounds reveals that:

- In both rural and urban areas, the prevalence for males as
well as females increased marginally over the period from
1981 to 1991. The prevalence increased in rural areas from
1.84% to 1.99% and in urban areas from 1.42% to 1.58% during
this period.

- The rural-urban as well as male-female pattern in the
prevalence rate is found to be similar in both the rounds.

- The disability-wise data shows that both prevalence and
incidence of wvisual, speech and hearing impairments have
shown marginal to substantial decline and prevalence of
locomotor disability has shown substantial increase from .82%
to 1.04% for the rural areas and from 6.79% to 9.62% for the
urban areas during this period. Whereas there is no 1increase
in the incidence of this disability during this period.



9. Rural - Urban Distribution of Disability

Table 1.11
Rural - urban population (1991)

Nature of Population Rural (%) Urban (%)
At Least one Physical Disability 78.32 21.68%*
Visual Impairment 83.27 16.73%*
Total Population 80.00 20.00#

Source: * Survey of Disabled Persons, NSS, 1991
# General Population Survey, 1991

The population of persons with disabilities is 21.68 percent in
the wurban areas as compared to that of 20 percent for total
population which establishes that chances of survival of a child
with disability are comparatively higher in the urban areas as
compared to rural areas. Lack of early intervention services,
prevention of disability or the lack of awareness among the rural
masses may be responsible for comparatively higher prevalence of
disability in the urban areas.

Whereas the population of visually impaired of 83.27 percent in
the rural areas as compared to that of 80 percent of total
population establishes that the incidence of visual impairment is
relatively more 1in the rural areas. It may be due lack of eye
care services, delay in medical and surgical intervention,
superstitions and lack of public awareness among the rural
population as regard eye care etc.

10. Age-wise Distribution

Table 1.12
Age-wise Distribution (per thousand)

Age Visual Hearing Speech Locomotor Any Disability
Group Rur Urb Rur Urb Rur Urb Rur Urb Rur Urb

5-14 24 21 85 80 262 261 224 223 150 165
15-59 255 304 387 377 539 513 487 503 425 458
60&Above717 670 526 541 197 225 240 227 398 346

The following observations may be made from these figures:
- When all physical disabilities are considered together, 16
percent persons are in the school-age group, 44 percent in

the working age group and 40 percent in the aged group.

- In case of visual impairment, distribution is highest at



the level of 70 percent in the age group 60 years and above
and the lowest in the age group less than 4 years. Only one-
fifth of total number of such persons are in the school-age
group.

- Locomotor and speech impairments are most prominent among
the infants and the school-age children. The extent of these
disabilities 1is least as compared to other disabilities in
the age group 60 years and above.

- Hearing impairment is comparatively lower in the younger
age group as compared to that in the higher group.

- Visual and hearing impairments are more prominent in the
higher age-groups, whereas speech and locomotor impairments
are the phenomenons of the younger age groups.

11. On-set of Disability

In India, majority of physical disability is acquired; congenital
impairment is almost negligible.

Table 1.13
Age at Onset of Disability in Rural Areas Age Group 60 years &
Above (Distribution per 1,000)

Disability 0-4 5-9 10-14 15-19 20-24 25-29 30-34 35-44 45-59 60 &

Above

Visual 9 8 9 1 3 3 4 18 255 689
Hearing 9 6 12 9 11 10 12 41 280 609
Speech 42 23 24 - 10 - 12 25 262 594
Locomotor 29 19 17 17 10 8 22 59 278 511

The highest on-set of disability in case of all the disabilities
takes place 1in the age-group 60 & above. It 1s comparatively
higher in this age group in case visual impairment, followed by
hearing impaired.

In case both, visual as well as hearing impairment, the on-set of
impairment 1is least in the age-group below 35 years. There 1is
sharp increase of almost 5 times in on-set till the age of 35
years as compared to that in the age-group 35-44 years in case of
visual impairment. This increase is 2.5 times in the similar age-
groups 1in <case of hearing impairment. Thus most of visual
impairment occurs after age of 45 years and hearing impairments



occurs after the age of 35 years. The major causative factors
both in case of visual as well as hearing impairments are senile
in nature.

Almost 4 percent of speech impairment and 3 percent of locomotor
disability occurs below 4 years of age. The onset of disabilities
in these cases takes place in comparatively in higher proportions
as compared to other physical disabilities in the school-age of
4-19 vyears. Thus these disabilities are comparatively more
prominent among younger people.

12. Causes of Disability

The National Sample Survey also compiled information on probable
causes of disability as known to the informant in respect of only
those who acquired the disability in the course of life.

12.1 Causes of Visual Impairment
12.1.1 National Sample Survey

Table 1.14
Causes of Visual Impairment (Distribution per 1,000)

S. N Causes of visual impairment Rural Urban
1 0ld age 273 214
2 Cataract 236 280
3. Other eye diseases 130 107
4. Glaucoma 34 42
5 Smallpox 29 35
6 Injury other than burns 32 35
7 Corneal Opacity 13 16
8 Severe diarrhoea in childhood 11 13
9. Sore eyes after one month 6 8
10. Sore eyes during first month 5 3
11. Burns 2 5
12. Other reasons 49 74
13. Not Known 16l 131

Source: Survey of Disabled Persons, NSS, 1991

About 27-21 per cent persons reported “old age' as the cause of
visual disability. Cataract, the incidence of which is generally
high in old age, was found to be the cause in about 24-28 per
cent cases respectively in the rural and urban sectors. Thus in
almost 50 per cent of cases, on-set of visual impairment is
merely due to cataract or old age. Xerophthalmia and congenital
visual impairment which are major causes of visual impairment
among children and at birth respectively have not been reported
as a separate category of causes of visual impairment. As
reported earlier, on-set of visual impairment in 0-4 age group is
merely 0.8 per cent only.



12.1.2 NPCB Survey: The findings of the National Programme on
Control of Blindness, however, establish that cataract causes
almost 81 per cent of visual impairment in the country. This
study also attributes only 0.04 per cent visual impairment to
malnutrition.

Table 1.15
Causes of visual impairment in India (Distribution per 1,000)
S.N. Causes %age
1. Cataract 81.00
2. Refractive errors 7.00
3. Corneal opacity 3.00
4. Glaucoma 2.00
5. Trachoma 0.20
6. Malnutrition 0.04
7. Others 6.76

Source: WHO - NPCB Survey (1981-86)

Both the ©National Sample Survey as well as WHO-NPCB Survey
establish that the distribution of disabled persons by age at
the onset of visual disability and by probable cause of such
disability suggest that the visual disability is essentially an
old age problem.

12.1.3 Back-log of Eye Surgeries: The WHO - NPCB Survey 1981-86
establishes that the national 1load for various causes of
blindness in the country at 800 million population level is 31.84
million including back-log of cataract surgeries of 25.76
millions. These surgeries are pending and hence are likely to
result in the affected persons becoming visually impaired.

The current estimated rate of cataract surgeries per annum in the
country is 2.5 millions. Whereas the annual incidence of cataract
alone is 2.97 to 4.67 million. Thus the coverage of people every
year for cataract surgeries is lower than the incidence
resulting 1in a gradual increase in the back-log of cataract
surgeries. As per the projections of the National Programme on
Control of Blindness, the back-log of cataract operations 1is
likely to accumulate to 42 million by the year 2000 A.D.

12.2 Causes of Hearing Impairment

Table 1.16
Causes of Hearing Impairment (Distribution per 1,000)

SN Causes of Hearing impairment Rural Urban
1 Rubella (German Measles) 9 14
2 Noise induced hearing loss 17 18
3. Ear Discharge 175 143
4 Other illnesses 186 197
5 Burns 2 2
6 Injuries other than burns 35 52



7. Medical/surgical Intervention 10 21

8. 0ld age 310 316
9. Other reasons 77 88
10 Not known 179 149

Source: Survey of Disabled Persons, NSS, 1991

In this case also, major cause of hearing impairment is old age
which accounts for 31 percent of this disability. Other major
causes include illnesses (19%), ear discharge (17%) and injuries

(4%) . All these causes (40%) can be prevented or cured by
extending medical intervention and enhancing level of public
awareness. Thus lot of hearing impairment if either preventable
or curable. Unlike wvisual impairment, the cases requiring

surgical intervention, however, are only 1 to 2 percent.

12.3 Causes of Speech Impairment

Table 1.17
Causes of Speech Impairment (Distribution per 1,000)

Causes Rural Urban
Hearing 36 32
Voice disorder 90 63
Cleft palate 26 14
Paralysis 191 240
Mental illness/ retardation 91 90
Other illness 221 207
Burns 4 6
Injury other than burns 32 47
Medical/surgical intervention 15 29
0ld Age 25 27
Other reasons 72 81
Not known 197 164
Total 1000 1000

Source: Survey of Disabled Persons, NSS, 1991

It would be seen that unlike visual and hearing disabilities, old
age 1s not a prominent cause of this disability. About 9 per
cent acquired this disability due to mental illness/retardation.
Paralysis and other illness were the cause in about 40 per cent
of the cases.



12.4 Causes of Locomotor Disability

Table 1.18
Causes of Locomotor Disability (Distribution per 1,000)

Cause Rural Urban
Cerebral Palsy 48 43
Polio 328 346
Leprosy 30 19
Stroke 29 41
Arthritis 20 19
Cardio-respiratory diseases 4 5
Other illness 112 115
Burns 22 15
Injury other than burns 211 225
Medical/surgical intervention 22 15
0ld age 62 49
Not known 60 44
Total 1002 999

Source: Survey of Disabled Persons, NSS, 1991

It would be seen that polio is the cause of this disability in
about one-third of cases. Burns and injuries are the cause in
nearly one-fourth of the cases. 1In about 2-3 per cent cases, the
cause 1s leprosy.

13. Degree of Disability

Among the physically disabled, about 25 per cent in rural India
and 20 per cent in urban India are observed to Dbe severely
disabled as they could not function even with aid/appliances.
The corresponding percentage for males in rural and urban India
were 23 and respectively. For females, the percentage were even

higher-28 and 23 in rural and urban India. The all India pattern
by sex and sector 1s reflected in the states also. The
percentage of disabled person who cannot function even with
aid/appliances is seen to be highest in the rural areas of Uttar
Pradesh (32), Madhya Pradesh (31), Rajasthan (30), etc. and 1in
the wurban areas of Himachal Pradesh (31) followed by Uttar
Pradesh (29), Bihar 26, etc. Tamil Nadu has recorded the lowest
percentage of severely disabled persons in both the sectors-16
and 12 in rural and urban sectors respectively.

Of those who were enrolled once in an ordinary school but were
not currently enrolled, 43 per cent are found to have
discontinued due to onset of disability in the rural sector. The
said percentage was 39 in the urban sector.



14. Marital Status of Persons with Disabilities

It 1s seen that at the all India level, out of 1000 disabled
residing in the rural areas - 383 are never married, 387 are
currently married while in the urban areas, the corresponding
numbers are 453 and 359. The make-female differences in these
proportions are quite significant. The proportion of the never
married and also the currently married among disabled males 1is
much higher than among females in both the sectors. Almost 40
per cent of disabled females in rural India and 36 per cent of
disabled females in urban India are either widowed, divorced or
separated as against 11 and 7 per cent of disabled males (
widowed, divorced or separated) in rural and urban India
respectively. At the state level, the differences in the said
proportion over sex and sector is observed to be large.

15. Literacy among Persons with Disabilities

In rural 1India, about 70 per cent of the physically disabled
persons are found illiterate as against 46 per cent in urban
India. Only about 4 per cent of the disabled in rural India have
reported educational level "secondary and above" as against about
12 per cent in urban India. The urban bias in literacy is well
known. It 1is more pronounced in the case of disabled persons
probably because of the availability of better educational
facilities 1in general and existence of special schools for the
disabled in the wurban sector in particular. The pattern of
literacy observed at the all India level is also seen in all the
major states. Kerala, as usual, has marked the highest literacy
level among the disabled also in both the sectors. The lowest
literacy level is found in Orissa in the rural sector and in U.P.
in the urban sector.

Out of 1000 persons with disabilities living in rural India,
only 12 have completed any vocational course. In urban India, a
comparatively higher number of physically disabled persons (31)
have done so. Of them about 20 to 27 per cent have completed
courses 1in engineering trade and 73 to 80 per <cent in non-
engineering trade. The state-wise estimates show some in rural
sector of the major state) have completed any vocational course.
In the wurban sector, the highest proportion is reported by
Maharashtra (58). On the other hand, the lowest proportion (6
per 1000) is observed in Orissa and Madhya Pradesh in the rural
sector and in Haryana (11 per 1000) in the urban sector.

As usual, the current enrolment ratio per 1000 disabled children
is found higher in urban than in rural areas - 552 and 458,
respectively for the two sectors. The ratio is also higher among
males than females in both the sectors.



16. Employment Status

The NSSO Survey established that only 29 percent and 25 percent
persons with disability are employed in rural and urban India
respectively. Out of these, 60 percent were self employed, 7
percent regular employees and remaining 33 percent as casual
labourers in the rural areas. The corresponding percentages were
48, 30 and 22 for the urban areas. Thus the scope for self-
employment 1s much higher in the rural areas, whereas regular
employment seems to be comparatively more prominent in the urban
areas. The survey also establishes that a little 1less than 1
percent of persons with disabilities have chosen to begging as
their source of livelihood in both sectors.

17. Living Arrangement

The NSSO survey established that 90 percent disabled people lived
with their spouse and/or other family members. Whereas only 4 and
6 percent of such persons lived alone in the rural and urban
areas respectively. These people did not have any other member in
the family to take care of them. Another 4 to 5 percent such
people lived with their spouse only. Thus a large majority of
persons with disabilities are living with their family members
only.
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Chapter Il
CONCEPT OF CBR

At the outset, it is important to understand that CBR 1is a
strategy and not a mystique, a coordinated approach not a magic,

(Vanneste, 1998) not a substitute but complimentary to
institutional approach, a way of thinking and not a dogma, a
concept, an ideology and a decentralized approach to

rehabilitation service delivery.
However, to understand CBR, it is essential to define and explain
the three terms "community", "based" and "rehabilitation". It 1is

important that the exact meaning and implication of each term 1is
understood and used with consistency.

1. Community

1.1 E. Helander's (1992) Definition

"A community consists of people living together in some form
of social organization and cohesion. Its members share in

varying degrees political, economic, social and cultural
characteristics, as well as interests and aspirations,
including health. Communities vary widely in size and socio-
economic profile, ranging from clusters of isolated
homesteads to more organized villages, towns and city
districts.”

1.2 CBR Working Group (1997) Definition

"In the CBR context, community means a group of people with
common interests who interact with each other on a regular
basis; and/or a geographical, social or Government
administrative unit".

1.3 CAHD Definition(2001)

Douglas Krefting, author of “Understanding Community Approaches to
Handicap in Development (CAHD)” considers community as “People,
their families and the organizations that influence their daily
lives.”

1.4 Explanation of the Term "Community"

Generally communities are not in every case homogeneous or static
entities. A "traditional" rural community might not have all its
members coming from the same ethnic group, speaking the same
language or sharing the same culture and religion. Only some of
these conditions might exist in other rural or in marginal urban
settlements, and as a consequence a "community spirit" might not
be so easy to identify. In such an environment, it may take



longer to get a community response to the call for an effort to
show solidarity with persons with disabilities.

In general terms, a community is a sub-set of society but larger
than a family. It constitutes a group of people, 1living

together in social association, harmony and understanding. The
existence, involvement, co-operation, interest and participation
of the members of community influences survival, progress,
development and welfare of the individual, directly or
indirectly. This group of individuals generally has a common

goal, common causes and develops a sense a belonging. They share

their wviews on their political, cultural, economical and social
ideology with each other.

Community, in general, comprises of family members, neighbours,
friends, co-workers, reference groups or opinion leaders, local
administrative authorities, local transport authorities, postman,
school teacher, village headman, local revenue officials, nearby
shopkeeper, local development agencies, local welfare agencies,
and other such people or officials.

1.5 Explanation of the Term "Within Community"

In the ILO-UNESCO-WHO approach to CBR, the phrase "within
community development" is understood to be the following strategy
recommended by United Nations (Working Group on CBR, 1997):

"... the wutilization, [in an integrated programme], of
approaches and techniques which they rely on local
communities as units of action and which attempt to combine
outside assistance with organized local self determination
and effort, and which correspondingly seek to stimulate local
initiative as the primary instrument of change."

The concept "within community" refers to the stimulation of local
initiative which may be supported with outside support, advice
and specialized inputs for ensuring community empowerment. The
approach ensures that what is done at the initiative of community
in the name of CBR actually fits into the reality of community
and is solely owned by community itself.

O'Toole (1991) goes a step further and advocates that community
involvement in rehabilitation, therefore, is a process which
needs to be nurtured and facilitated. It is not simply
rehabilitation done at the community level but rather

rehabilitation as a part of the process of community development
whereby the community seeks to improve itself and that 1is
beginning of community-based rehabilitation in the true sense.

2. Based

The term "based" signifies that rehabilitation and integration of
the disadvantaged individuals 1s the responsibility of the
family and community. It is essential that community realizes
that all the human beings are of equal worth and are entitled to



equal rights, privileges and responsibilities. It 1is the
responsibility of the community to extend appropriate opportunity
for their complete rehabilitation and acceptance in the
mainstream of society. The responsibility of the caring of the
disabled person is ultimately that of his family and community.
Whatever services are provide by a specialist agency are largely
interventions and need-based and cannot ever take on a permanent

nature.

Ensuring the active participation and support of community in
promotion of comprehensive rehabilitation of its members is
imperative due to following factors:

2.1 Foundation of CBR

CBR 1is founded on the principles of equity, equality, and
equal

rights and social justice. It implies those disadvantaged groups
in the community have the inherent right of availing services and

opportunities at par with other individuals. For them, the
community 1is a backbone, a support system which ensures their
survival, growth, progress and complete integration. It is the

root of a fruit tree which encourages their active and meaningful
participation in all spheres of social life. It is the Dbridge
which connects the individual to a productive social 1life. It
implies ©persons with disabilities are entitled to atleast such
privileges which they would have been entitled otherwise.

2.2 Importance of Community

Most impairment is caused primarily by environmental factors -
disease, lack of ophthalmic facilities, lack of public awareness,
superstitions, wrong treatment, lack of early screening and
health check-up facilities. Thus most of disability is acquired
and not necessarily due to the fault of the individual. The
family 1s the right place and community the base for creating
a rightful place and enhancing acceptance of such individual. The
family 1is the first social unit of the individual and it 1is
essential that this unit is the place which accepts him totally
and plans for his total development.

2.3 Attitude of Community

The Community Based Rehabilitation Development and Training
Centre (CBRDTC) approach uses professionals, volunteers and
existing institutions in the community to take up a community
development programme to integrate people with disabilities into
the mainstream. This approach is based on the understanding that

the problems faced by people with disabilities in their daily
lives are the result not only of their individual impairment,
also of attitudes and beliefs of the community where they

live. The problems that result from the negative attitudes such
as lack of social acceptance, lack of opportunities for income
generation and for education, must be resolved if persons with
disabilities are to have equal opportunities and achieve full
participation. For these reasons, the Centre's programmes are
directed towards the whole community as well as individual



members who are disabled (Tjandrakusuma, 1998).

The CBRDTC approach recognizes importance of integration of
persons with disabilities into community with the active
participation and involvement of its members. It also aims at
creating awareness and changing attitude of community towards
such individuals.

2.4 Rehabilitation - A Continuous Process

CBR programme initiates the process and provides individual need-
based services with the active participation, involvement and
understanding of the community. The prime responsibility of the
CBR programme is to provide the technical expertise and training
in the skills of rehabilitation to persons with disabilities, the
family and the community at large. The ultimate objective is that
the community is expected to continue providing further training,
support services, tangible as well as intangible inputs, and
above all, accept the individual in its fold. Rehabilitation is a
continuous process and the community takes the responsibility of
providing further services.

2.5 Use of Community Resources

Considering community as foundation of CBR programme would help
to sensitize one to the existence and use of abundant community
resources. It would help to utilize resource from within and
render the programme cost effective, low cost and economical. The
cost to CBR programme would merely be provision of technical
support, outside expert services and manpower for the promotion
of the concept. Whereas community would be able to contribute all
the tangible as well as intangible local resources already
available there. Examples are place for imparting training, local
trainers, raw material for local <crafts, shed for income
generation activities, marketing facilities etc.

The interesting part is that most community resources are easily
available, accessible and affordable. The CBR programme needs to
encourage community to use these resources for the integration
and complete rehabilitation of its own members.

2.6 Outcome of CBR Programme

If community participates in programme planning and its
implementation, the CBR approach would be sustainable and would
ensure delivery of services forever. It would also ensure

involvement, understanding and participation of the community on
a permanent basis. It would promote sense of belonging among the
individuals and reduce dependence on outside inputs and services.
It would bring about self-reliance and complete rehabilitation of
the individual.

Community has plenty of resources, desire to support and
potential to promote appropriate rehabilitation. What it lacks is
appropriate information, skills, technology and support system
which have to be organized by the CBR programme as inputs and
service delivery.



3. Rehabilitation

The dictionary meaning of rehabilitation is to "return or restore

to previous state or condition". In other words, rehabilitation
signifies restoring any individual to social, functional,
economic status he/she enjoyed Dbefore the onslaught of

impairment. It refers to all the measures, which need to be taken
to bring the individual to her/his functional capabilities which
he possessed before his impairment.

The understanding of rehabilitation needs to be modified in case
of congenital impaired persons or those who were performing such
activities which can not now be easily performed due to nature of
activities. In case of congenital impairment, the term
rehabilitation signifies restoration of an individual to a
functional status which he/she might have attained if he/she were
sighted in the same environment or family conditions. In case of
such persons who can not perform the activities which they were
performing prior to impairment, the term rehabilitation would
mean performance of ©possible activities , which are close to
activities are being performed earlier. Thus rehabilitation
signifies restoration any individual to previous, probable or
possible activities which that person may perform despite
disability after certain training, retraining, other tangible
or intangible inputs.

3.1 ILO's Definition (Recommendation No. 89)

"Rehabilitation involves the combined and coordinated use of
medical, social, educational and vocational measures for
training or retraining the individual to the highest possible
level of functional ability".

Rehabilitation in this wider sense involves a number of separate
disciplines and different services: medical, social, and
educational.

3.2 Sight Savers' Definition

"Rehabilitation is a need-based, goal oriented, time limited
process of providing a person with disabilities with the
knowledge and skills required, together with the requisite
special equipment and training in the use of that equipment,
within an individually appropriate time frame, thus
empowering him to change his life and to participate actively
in his family and community to the fullest extent possible".

3.3 E. Helander's Definition

"Rehabilitation includes all measures aimed at reducing the



impact of disability for an individual, enabling him or her
to achieve independence, social integration, a better quality
of life and self-actualization".

Rehabilitation thus includes not only the training of persons
with disabilities but also intervention in the general systems of
society, adaptations of the environment and protection of human
rights. Such persons should have the same rights to a 1life in
dignity as others, and there must be no exceptions. Special
attention may be needed to ensure access to health, social
services, education work opportunities, housing, transportation,
information; culture, social 1life including sports and
recreational facilities, and representation and full political
involvement in all matters of concern to them.

3.4 Explanation of the Term "Rehabilitation"
In the general sense, rehabilitation encompasses (Kumar, 1997:

- Early detection, diagnosis and intervention

- Medical rehabilitation i.e. cure of curable disability and
lessening the disability to the extent possible

- Social, psychological and other types of counselling and
assistance

- Training 1in self-care activities including mobility,
communication and daily living skills with special provisions
as needed, e.g. for the hearing impaired, visually impaired
and the mentally handicapped.

- Provision of technical and mobility and other devices.

- Specialized education services

- Vocational rehabilitation services including vocational
guidance, vocational training, open placement and self
employment etc.

- Providing all the available concessions, benefits,
guidance and counselling.
- Follow up.

3.5 Outcome of Rehabilitation

All measures that aim at rehabilitation should ensure skill

enhancement, independence, self reliance, self confidence,
complete integration and empowerment of the individual. It should
result into enhanced quality of life, enhanced work efficiency,
gainful occupation economic independence of the individual. It
should enable the individual to lead a normal, productive and
contributory life of dignity, respect and social acceptance.

4. Definition of CBR

CBR 1s an extension of the term rehabilitation with the major
difference in the mode of delivery of services and the venue for
imparting training and other inputs leading to comprehensive
rehabilitation. When the term CBR 1is expatiated, it means
imparting training and providing services to the individual in



community itself with the active participation of the family and
the community leading to comprehensive rehabilitation.

4.1 WHO Definition of CBR

The World Health Organization (WHO) recognized the need for an
innovative delivery system and recommended the provision of
essential services and training for persons with disabilities
through CBR as part of the "Health for All"™ campaign. It entails
acceptance of two important principles that:

- it is more important to bring about even small improvements
among the entire population than to provide the highest
standard of care for a privileged few;

- non-professionals, with limited training, could provide
crucial services.

It defined CBR as:

"CBR involves measures taken at the community level to use
and Dbuild on the resources of the community, including the
impaired, disabled and the handicapped persons themselves,
their families and their community as a whole".

The WHO model of CBR has had a "impairment" Dbias, focusing
largely on the transference of basic rehabilitation technique to
community level workers, disabled people and their families. Over
time, definition of CBR have shifted away from an impairment
based focus towards "community development." (Chalker & Wirz,
1999)

4.2 WHO, ILO and UNESCO Position Paper on CBR

In 1994 WHO, ILO and UNESCO issued their Joint Position Paper
with the following definition of CBR:

"CBR 1is a strategy within community development for the
rehabilitation, equalization of opportunities and social

integration of all people with disabilities. CBR is
implemented through the combined efforts of people with
disabilities themselves, their families and communities, and
the appropriate health education, vocational and social
services."
This approach to CBR 1is multi-sectoral and includes all
governmental and non-governmental services that provide

assistance to communities. Many of the services which can provide
opportunities for and assistance to people with disabilities are
not traditionally considered relevant to CBR programmes and
people with disabilities. Examples include rural development
organizations, integrated child development services, agriculture
extension services etc. (RICAB, 1997)

This approach moves away from the idea that CBR is somehow a form
of "community therapy." According to Chalker & Wirz (1999) is
perfectly possible for the services to their geographical
location "to the community" but retain identical practice to that



which is wused in the institutional settings. Apart from a
community Dbased therapy, the true CBR must aim at empowering
community disability services. CBR should also include thinking
about issues of lives of people with disabilities at all time.
The wultimate objective should be provide access to people with
disabilities to all services which are available to other people
in the community.

4.3 Modification of the Definition

O'Toole (1991) advocates that there 1is need to widen the
perspective of CBR from being strictly seen the umbrella of
primary health services and moves towards encompassing other
sectors of community services.

In the context of developing countries, the definition of CBR
needs to be modified. It should:

- be cost effective, low cost individual need-based and
result-oriented

- result into the complete integration of the individual into
community.

Once rehabilitated, a person should lead a more productive life,
thus helping the community economically.

4.4 Helander's Description

"CBR 1is a strategy for enhancing the quality of 1life of
disabled people by improving service delivery, by providing
more equitable opportunities and by promoting and protecting
their human rights".

It calls for the full and coordinated involvement of all levels
of society: community, intermediate and national. It seeks the
integration and intervention of all relevant sectors -
educational, health, legislative, social and vocational - and
aims at the full representation and empowerment of persons with
disabilities. CBR should be sustained in each country by using a
level of resources that is realistic and maintainable.

Referral services are needed to cater to those persons with
disabilities who need more specialized interventions than the
community can provide. There are certain interventions which
require medical specialists, para-medical professionals or the
services of rehabilitation personnel. These services necessitate
the involvement of professionals as all skills cannot be
transferred to community volunteers or the family.

4.5 SPASTN Definition

The Southern Region Seminar on CBR convened by the Spastics
Society of Tamil Nadu (SPASTN) evolved a definition on CBR:

"CBR 1is a process to bring about a transformation in the



community (change 1in attitude, knowledge and skills), to
enable the community members to have a clear understanding of
disability services (medical, preventive, psychological,
economic, socio-cultural, educational etc.) and to improve
the overall quality of life of persons with disabilities."

The focus of this definition is transformation in community and
extending disability related services for promoting quality of
life. It lays stress on preventive aspects as well as community
involvement and participation in promotion of services.

4.6 CBRDTC Definition

The Community Based Rehabilitation Development and Training
Centre (CBRDTC) describes CBR as:

"A set of efforts to change community behaviors (attitudes,
knowledge and skills) to enable community members to improve
their wunderstanding about disability issues (socio-economic,
socio-cultural, medical, psychological etc.) to be involved 1in
disability prevention activities and to provide a ©positive
environment (physical, psychological, socio-cultural, economic
etc.) to improve the quality of 1life of persons with
disabilities" (Tjandrakusuma, 1998)

Thus the purpose of CBR programme is solve problems related to
disability, with the involvement, understanding and active
participation of community. The CBRDTC understands CBR as a
system consisting of several components which can be illustrated
as a house with three pillars consisting of:

- First Pillar: Members of the local community with an
understanding of disability issues with positive attitudes
towards persons with disabilities;

- Second Pillar: Volunteers and others who have specific
knowledge of skills in CBR and also have positive attitudes;

- Third Pillar: Individuals and organizations outside the
local community who have knowledge and skills in CBR,
resources for CBR, alone with positive attitudes.

The Dbase represents the community development philosophy which
believes in capacity and capabilities of the community. The roof
represents the achievements of CBR when the community takes the
responsibility of implementation of its own programme.
(Tjandrakusuma, 1998)

3.7 CBR Forum Explantion

Today the main goals of rehabilitation have become broader than
earlier, and have focussed beyond the individual, to his
community where he 1s being integrated. Thus the wuniversal
mission of CBR may be expressed as:

- To enhance the activities of daily life of the persons with
disabilities



- To create awareness and to achieve barrier free environment
around him and help him attain equal human rights, and

- To create a situation in which the community participates
fully and assimilates the ownership of his integration as
client-owner relationship.

4.8 Comprehensive Definition

"CBR is a goal-oriented, individual need Dbased, cost
effective and result-oriented strategy of providing time
bound and appropriate services within the community, with its
active participation, involvement and with fullest use of its

resources. CBR strategy aims at confidence building of the
community, bringing out efficiency of individual and
promoting active participation, involvement and integration
of the individual in community live. It seeks community

participation at the planning, execution, management and
monitoring of CBR programme. It ensure community's support to
protection of human rights, equal participation, equity,
social justice, equal participation and complete development
of the individual".

5. Characteristics of CBR

Experience gained in various countries confirms the importance of
integrating the CBR services into primary health care, education
and other developmental services. The level of integration,
however, 1s dependent upon availability of medical and non-
medical personnel in the community. CBR is a creative application
of primary health care approach, appropriate education and other
developmental services in comprehensive rehabilitation
programmes. It involves measures taken at community level to use
and build on the resources of the community, including the
persons with disabilities themselves, their families and their
community as a whole. The following characteristics are common to
CBR programmes (Wadhwa, 1998):

- To establish the local communities to create awareness
about persons with disabilities, recognize their rights and
accept at least part of responsibility for their
rehabilitation.

- To motivate the local communities to mobilize their own
resources - human, material and financial, including persons
with disabilities themselves, their families and friends to
take an active part in rehabilitation training.

- To organize training for personnel at different levels and
to use appropriate training material.

- To deliver services built upon existing community,
organizational infrastructure, especially primary health

care services.

- To establish a referral network to meet needs which cannot



be met locally and work in conjunction with other sectors
viz. education, vocational, employment etc.

- To ensure strong political commitment for the promotion of
CBR.

As such, CBR is an integrated rehabilitation programme based on
trained community action with appropriate referral support at all
levels of national health infrastructure. Similarly, transfer of
skills and technology 1is the most important step for CBR to
succeed.

6. Understanding CBR

The basic concept inherent in the multi-sectoral approach to CBR
is the decentralization of responsibility and resources, both

human and financial, to community level organizations. In CBR
approach, governmental and non-governmental institutional and
outreach rehabilitation services must support community

initiatives and organizations.
6.1 Multi-sectoral Approach

The Working Group on CBR (1997) considers that the starting point
for understanding CBR is the following approach agreed to in 1994
by ILO, UNESCO and WHO:

"CBR is a strategy within community development for
rehabilitation, equalization of opportunities and social
integration of all people with disabilities. CBR is
implemented through the combined efforts of persons with
disabilities themselves, their families and communities, and
the appropriate health, education, vocational and social
services".

This approach to CBR 1is multi-sectoral and includes all
Governmental and non-Governmental services that provide
assistance to persons with disabilities is not traditionally
considered relevant to CBR programmes and persons with
disabilities. Examples include community developmental
organizations, agricultural extension services and water and
sanitation programmes.

6.2 CBR Programme Criteria

The CBR Working Group (1997) has proposed 7 following criteria
for the development and implementation of CBR programmes:

a. People with disabilities should be included in CBR programmes
at all stages and level, including initial programme design and
implementation.

b. The primary objective of CBR programme activities should be
the improvement of the quality of 1life of people with
disabilities.



c. One focus of CBR programme activities 1s working with
community to create positive attitudes towards people with
disabilities and to motivate community members to support and
participate in CBR activities.

d. The other focus of CBR programmes is providing assistance for
people with all disabilities; and for people of all ages,
including older people.

e. All activities in CBR programmes should be sensitive to the
situation of girls and women.

f. CBR programmes must be flexible so that they can operate at
the local level and within the context of local conditions.

g. CBR programmes must coordinate service delivery at the local
level. As far as possible, services should be available at the
local level in a comprehensive manner. These services may include
medical intervention, education & training, provision for income
generation, care facilities and prevention of causes of
disabilities.

The CBR Working Group (1997) advocates provision of specialized

outside services, comprehensive package of services and 1its
delivery at the local level with the active involvement and
participation of community at all level of planning,

implementation, management, monitoring and evaluation.
6.3 Outcome of CBR

The goal of CBR is to demystify the rehabilitation process and
give responsibility back to the individual, family and community.
It should involve the community in the planning, implementation
and evaluation of the programme. It is an attempt to generate an
increase in appropriate skills, distributed to where the needs
are, by utilizing hitherto unexploited resources in the community
(O'Toole, 1991).

CBR programme should restore the functioning and participation of
the individual to the normal level. It should grant equitable
opportunities of social integration, participation and progress
in the normal stream of social life.

The CBR should enable the individual:

- to stay within the fold of the family and contribute
towards the family income.

- to function and perform as he used to function and perform
prior to disability, that is restoring the fullest use of
the senses to compensate for the loss of vision.

In other words, CBR programme is goal-oriented, need-based, and
time

bound activity which envisages community participation, ensures
use of community resources and brings out fullest efficiency of



the individual in a cost effective and environment friendly
manner, that too within the community.

7. Extent of Coverage

From the experience of implementing CBR programmes for persons
with all categories of disabilities at many locations in 1India,
it has been established that a group of 8 Field Workers, 8
Itinerant Teachers and one Supervisor can easily cover 2000
persons with disabilities in one block or population of 2,00,000
within a period of five years.

It has also been established that the per capita cost of such
services 1is less than Rs.1500 which is one-tenth as compared to
institutional programmes. The cost will further decline 1if the
project covers persons with all categories of disabilities.

Thus CBR 1is the only alternative available at present for
the comprehensive rehabilitation of ©persons with

disabilities, particularly in developing countries. The
components, technical transfer of skills, training of
functionaries, appropriate strategy and coverage of CBR is still
a matter of debate. Every CBR agency has a tailor made approach
which is designed to meet the needs of that particular region.

8. Components of CBR

Due to cost constraint, commonalty of services, scattered target
group and State policy, it is essential that the CBR should:

cover persons of all age groups
be cost effective and result oriented
be realistic and need-based
be in consonance with the State policy
include all aspects of:
- prevention and cure of curable disability
- certification of incurable disability
- social integration
- integrated education
- economic rehabilitation
- support services and concessions
- advocacy for the rights of persons with disabilities
- acting as a pressure group for influencing State
policies
- community empowerment and participation
- use of community resources
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9. CBR Service Spectrum

CBR programme for persons with disabilities should encompass all
aspects of prevention, cure, rehabilitation, child preparatory
services, integrated education, and support services. The nature
of services, however, would vary with the type of target group as
listed below:

9.1 For the General Population

Health check-up

Child screening

Refraction, audiometry, ENT check-up, psychological assessment
Public awareness

General health care
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.2 For Curable Disabilities

Diagnosis

Physiotherapeutic intervention
Medical treatment

Surgical intervention
Provision of assistive devices
Follow-up
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.3 For Incurable Persons with Disabilities

Identification

Health check-up

Certificate of disabilities
Individual assessment

Individual counselling and family counselling
Individual need-based training

Social integration

Integrated education

Economic rehabilitation

Support services and concessions
Community awareness and involvement
Advocacy, counselling and empowerment
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In the case of medical rehabilitation, the CBR programme should
confine its role to referral to the respective specialist
agencies. The integrated education is handled by Itinerant
Teachers by admitting children to accredited educational
institutes in the same village preferably. Similarly, prevention
and cure activities are exclusively handled Dby the medical
professionals.

10. Range of Services under CBR

CBR programme should aim at providing individual need Dbased
services to the general public, persons suffering from disabling



conditions and persons with incurable disabilities. The project
will extend all services , which will result into public
awareness, prevention and cure of disability and complete
rehabilitation of persons with disabilities.

a. Identification of ©persons with disabilities and their needs.
b. Providing individual need based training.

c. Encouraging health care agencies to provide health care
services.

d. Promoting integrated education for children with disabilities.
Counselling the parents and creating public awareness.
Involving other developmental agencies in service delivery.
Ensuring economic rehabilitation.

Providing work counselling to facilitate their self-employment.
Enabling them to avail various concessions and benefits.
Creating awareness about the rights of the disabled.
Providing legal advice and creation of self-help groups.
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11. Concept of CAHD

According to Krefting (2001), Dr. Handojo Tjandrakusuma, Executive
Director of the CBR Development and Training Centre 1in Solo,
Indonesia started the process. The Centre for Disability

Development (CDD) developed and the concept further with the
support of Handicap International and Christoffel Blindenmission.
The Community Approaches to Handicap in Development (CAHD) is
defined as:

e Community: People their families and the organizations that
influence their daily lives.

e Approaches: The two-way relationship within communities that
creates knowledge that will change attitudes so that community
practices will include disabled persons and provide them with
services and assistance.

e Handicap: Not recognizing the existence of disabled persons and
people with impairments, their exclusion from society, and no
provision of services to meet their needs.

e Development: Including disabled persons in the ongoing process
of increasing personal freedom and sharing in a more equitable
distribution of the world’s resources.

CAHD is an inter-active process that enables communities to make
the transition from:

e The presence of handicap: Not recognizing the existence of
disabled persons and people with impairments, their exclusion
from society, and no provision of services to meet their needs.

e To the absence of handicap: Recognition of the existence of
disabled persons and people with impairments, the inclusion of
these people in society, and the subsequent provision of
services to meet their needs.

In this approach, people with disabilities are central to the
effective development of CAHD. Changing attitudes to eliminate



handicap requires an active interchange between disabled and non-
disabled persons. This interchange is an interactive process that
will change and enable both parties so that handicap can be
eliminated. It is this process of enabling both disabled and non-
disabled persons that will ensure that services and assistance will
be provided and inclusion happen.

12. Need for CBR

12.1 The Existing Scenario

On analysis of the existing scenario of demographic pattern of
visual impairment in the country, the following observations can
be made:

- In majority of cases, visual impairment is adventitious and its
on-set takes place predominantly after the age of 45 years.

- Prevalence rate is the highest in the age group 60 & above and
the lowest in the age group 0-4 years. It rises steadily with the
increasing age both in the rural as well as urban areas. It 1is
higher in the rural as compared to urban areas for all the age
groups.

- Incidence rate is the highest in the age group of 60 & above
and the lowest in the age group of 5 to 39, it is higher in rural
areas (25) as compared to urban areas (20).

- As females constitute 53.89 percent of the population of the
visually impaired, incidence of visual impairment among
females is comparatively higher.

- As distribution of visual impairment is relatively more in the
rural areas (83.69%), their population is predominantly rural.

- Rehabilitation centres are few, confined to urban areas and
cover a few hundred people in the working age group 16-35
years.

12.2 Limited Coverage of the Existing Programmes

The existing special schools in India, at present, cover only

25,000 and integrated education programmes cover 12,000 visually

impaired children. Even if special education is extended to all

visually impaired children of the school going age (which 1is

never going to be possible), the coverage would be only 6 percent
of the total population of the visually impaired.

The existing vocational as well as on-the-job training centres
at present cover a mere 8,000 visually impaired persons. The
existing trades are urban-oriented and do not necessarily lead
to employment.

12.3 Least Preference to the Visually Impaired



Most of the rehabilitation programmes aimed at the comprehensive
rehabilitation of all categories of persons with disabilities
are largely for the locomotor handicapped only. The coverage

of the wvisually impaired in the following programmes has been
almost negligible:

- Vocational Rehabilitation Centres and Special employment
Exchanges under the Ministry of Labour;

- District Rehabilitation Centres Scheme, Scheme of Community
Based Rehabilitation, Scheme of Aids and Appliances for the
Persons with Disabilities under the Ministry of Social Justice &
Empowerment;

- Scheme of Integrated Education of the Disabled Children under
the Ministry of Human Resources Development; and

- Disability Strategy under Council for Advancement of People's
Action and Rural Technology.

12.4 Lack of Social Security Measures

Most developing countries have not yet introduced social security
measures for assuring a minimum standard of living for persons

with disabilities. Some State Governments have introduced
disability as well as old age pension schemes. Due to limited
budget allocation, cumbersome procedures, and lack of public

awareness, and lack of an effective delivery system, the coverage
has been limited. The PWD Act, 1995 has also made no reference to
social security measures for such persons. A visually impaired
person is normally therefore cared for by his family members and
the community.

Thus the majority of persons with disabilities have no access to
rehabilitative, curative or support services under the existing
pattern and nature of services. It is desirable to explore
alternative avenues of reaching millions of such unreached
persons. Considering these observations, the most realistic and
practical solution to the problem of rehabilitation is
introducing individual need-based, cost effective and rural based
rehabilitation programmes.

12.5 CBR: Only Viable Alternative

Keeping 1in mind the vast distribution of persons with visual
impairment in the rural areas, the late on-set of visual
impairment and the exorbitant costs of initiating and
maintaining an institution, and the inherent limitations of an
urban based institution, the only viable alternative 1is a
programme which can reach out and provide need based services to
such persons of all age groups and yet be cost effective.

12.7 CBR - A Movement
All these initiatives and programmes establish that CBR is no

more a pilot project or a programme on reaching the unreached but
is now slowly but steadily emerging as a movement for promoting



comprehensive eye care and rehabilitation of persons with eye
problems or visual impairment. The achievements and efficacy of
existing CBR strategies establishes that the only way of reaching
out to the unreached persons in rural areas is to initiate and
implement CBR for persons with disabilities. For Developing
Countries, comprehensive the CBR is not a matter of choice but a
compulsion. While components, implementation plan, monitoring
procedures and level of community involvement in the CBR
approach may be graded options - the CBR approach per se is the
only alternative available at present to reach the unreached
millions of persons with disabilities in these countries.
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Chapter I11
CBR: A HISTOTICAL PERSPECTIVE

1. Historical Background

Since the initiation of rehabilitation services, the urban persons
with disabilities have been the main beneficiaries. The evolution
of welfare programmes started in cities and grew from

strength to strength in urban settings.

With the passage of time, experts all over the world realized
that concentrating services in cities had resulted in lop-sided
development with ©persons in rural areas being deprived of
facilities. With the advancement of services, secondary data
started becoming available that proved that nearly 84 percent of
persons with disabilities in developing countries lived in  rural
areas. Facts also came to light that the majority of such persons
were aged and were thus not eligible to avail training in the
urban training institutions.

Experts started feeling that it was a wrong policy to attract the
rural persons with disabilities to the cities where the cost of
living was high and cheap accommodation was impossible to get.
Moreover, urban-based training would be of no use to such persons
on their return to his home.

It was also increasingly felt that westernized urban industrial
training was not suitable. Millions of persons with disabilities
in rural areas cannot be rehabilitated by a few hundred urban
institutions. A few rural programmes were started by St.
Dunstans, the Vocational Rehabilitation Office in the U.S.A. and
the Sight Savers International in Africa. The turning point came
when the Uganda Foundation for the Blind started a rural centre
in 1954.

2. Action by International Agencies

2.1 World Council for the Welfare of the Blind

At the first General Assembly of the World Council for the
Welfare of the Blind in 1954, a resolution for the training and
readjustment of rural visually impaired was advocated by Sir
Clutha Mackenzie and Dbacked by Sir John Wilson of the Sight
Savers International and Capt. H. J. M. Desai, former Secretary
General of the NAB. Thereupon the Assembly unanimously adopted
the following resolution:



"The World Council for the Welfare of the Blind believes that
the fundamental training and re-adjustment of indigenous
rural population should be primarily effected with due regard
to their vocational and community background and in the case of
newly visually impaired atleast to their past employment (usually
as small holders and village craftsmen and in the case women as
domestic rural workers) by providing training centres for these
specific purposes, instead of concentrating them in cities and
towns to Dbe employed in sheltered workshops".

2.2 Asian Conference: Work for the Blind
The first Asian Conference on Work for the Blind held in Tokyo,

Japan, 1955 endorsed the above approach and passed the following
resolution:

"The conference, recognizing that the majority of the
visually impaired in this region come from agricultural
communities, recommends that increased attention be paid by
Governmental and other agencies to the location of suitable
avenues of employment of the wvisually impaired who reside in
rural areas and introduction of educational and
vocational and training services geared towards the
resettlement of the visually impaired in such areas. Special
attention 1is drawn to the pilot scheme now being conducted in
Uganda".

These resolutions helped to start a chain of rural training
centres for the visually impaired. However, for economic reasons, it
was felt that it was not possible to start an adequate number of
rural centres for the visually impaired. It was therefore,
essential to train and resettle the visually impaired 1in  their
own homes through a community based system of delivery of
services.

2.3 World Health Organization

The idea of CBR was mooted by the World Health Organization (WHO)
when the technical reports of WHO of 1958 and 1969 suggested that
rehabilitation services must Dbe considered as a natural and
essential part of health care services. They also suggested that
developing countries should have a cost-efficient substitute to
institutional care.

CBR as a fundamental concept within international health was
established by WHO in 1978 in response to the recognition that
financial and professional services were inadequate to address
the overwhelming disability needs in developing countries. CBR
was 1intended to reach as large a number of people as possible in
the most cost-effective and culturally appropriate way. These
projects were intended to build partnerships between
rehabilitation personnel, communities, families, and persons with
disabilities themselves. The idea was that such partnerships
would form a conduit for a transfer of skills and knowledge to
the grassroots of communities.



The World Health Organization published a Manual entitled
"Training in the Community for People with Disabilities". The
subsequent versions were revised and published during 1980, 1983
and 1989. The Manual has been used in about 60 countries and has
been translated partly or entirely into about 30 languages.

The Manual advocates that rehabilitation provided in institutions
generally does not involve the communities in which the people
with disabilities live. For rehabilitation to be  successful,
communities must recognize and accept that people with
disabilities have the same rights as other human beings. This may
require a significant change in attitude among the members of the
community. It has Dbeen found that the most effective way of
bringing about such a change in attitude is for members of the
community to take on the task of rehabilitation.

The 1989 edition of the Manual contains 34 modules and 30
training packages for all categories of disabilities and for all

level of functionaries. It also includes guides for local
supervisors, community rehabilitation committee, people with
disabilities and schoolteachers. It has training packages.

seven types of disabling conditions: persons with difficulty in
seeing, difficulty in hearing and speaking, difficulty in moving,
difficulty in feeling, strange behaviour, fits and learning
difficulty.

This Manual has been very extensively used all over the world. It
has played a very significant role in the promotion of CBR.

2.4 International Year for the Disabled Persons

More and more world opinion was being galvanized regarding
setting up of rural mobile teams for rehabilitation. The United
Nations General Assembly declared 1981 as the International Year of
Disabled Persons (IYDP). Its plan of action also concentrated

on rural resettlement and issued the following guidelines in
Section 12 (m) :

“To review the services and benefits to ensure that these assist and
encourage disabled people to remain and/or become an integral part
of the society wherein they 1live, rather than bring about
segregation and isolation™.

2.5 ICEVI Conference

The Third Asian Conference of the International Council for
Education of the People with Visually Impairment held at Jakarta,
Indonesia, in November 1981, in its Resolution No. 6 states:

“That more community based training programmes for visually
handicapped persons be developed in view of the fact that the wvast
majority of them live in rural areas, this should Dbe based on

survey of wage earning activities and task analysis in order
to assimilate them into the rural economy within their own
environment".

2.6 United Nations' Concern for Persons with Disabilities



The World Programme of Action Concerning Disabled Persons adopted by
the UN General Assembly by resolution 37/52 on 3 December 1982

encourages Member States, within the context of available
resources, to initiate whatever special measures may be necessary to
ensure the provision and full wuse of services needed by
disabled ©persons living in rural areas, urban slums, and shanty
towns. Regarding employment, it emphasizes:

"Member States should adopt a policy and supporting structure of
services to ensure that disabled persons in both urban and rural
areas have equal opportunities of productive and gainful employment
in the open labour market. Rural employment and the development
and the development of appropriate tools and equipment should
be given particular attention".

2.7 ILO's Historic Convention

Articles 8 and 9 of the ILO convention (No. 159) and
recommendation (No. 168) Concerning Vocational Rehabilitation and
Employment (Disabled Persons), 1983, emphasize vocational

rehabilitation of the rural disabled:

"Measures shall Dbe taken to promote the establishment and
development of vocational rehabilitation and employment services
for disabled persons in rural areas and remote communities. Each
Member shall aim at ensuring the training and availability of
rehabilitation counselors and other suitably qualified staff
responsible for the wvocational guidance, vocational training,
placement and employment of disabled persons".

Article 20 and 21 of the ILO Recommendation Concerning Vocational
Rehabilitation and Employment (Disabled Persons), 1983, outline the
following appropriate measures to be taken in this regard:

"Particular efforts should be made to ensure that vocational
rehabilitation services are provided for disabled persons in rural
areas and 1in remote communities at the same level and on the same
terms as those provided for urban areas. The development of such
services should be an integral part of general rural development
policies".

To this end, measures should be taken, where appropriate, to:

a. Designate exiting rural vocational rehabilitation services or, if
these do not exist, vocational rehabilitation services in wurban
areas as focal points to train rehabilitation staff for rural areas;

b. Establish mobile vocational rehabilitation units to serve
disabled persons 1in rural areas and to act as centres for the
dissemination of information on rural training and employment
opportunities for disabled persons;

C. Train rural development and community development workers in
vocational rehabilitation techniques;



d. Provide loans, grants or tools and materials to help disabled
persons in rural communities to establish and manage cooperatives or
to work on their own account in cottage industries or in
agricultural, crafts or other activities;

e. Incorporate assistance to disabled persons into existing or
planned general rural development activities;

f. Facilitate disabled person's access to housing within
reasonable reach of the work place.

These excellent guidelines of the UN and the ILO show the great
concern and the very deep involvement at the highest
international level in the vocational rehabilitation, training,
employment, resettlement, and integration of the rural disabled,

including the rural visually impaired. These instruments convey
momentous decisions of a historical nature. Their effective
implementation would become milestones in the total

rehabilitation and integration of the disabled.
2.8 Position Paper on CBR

WHO has been joined by its sister organizations, namely the ILO and
UNESCO, 1in adopting CBR as the most viable strategy to meet the
global challenge of disability. This partnership has now been
formalized in a joint position paper on CBR (ILO/UNESCO/WHO, 1994).
The concept of CBR enlarges the concept of rehabilitation to
include all of the services that assist people with disabilities to
develop their abilities.

2.9 ESCAP Declaration

The Social Development Strategy for the ESCAP Region Towards the
Year 2000 and Beyond was adopted by the Fourth Asian and Pacific
Ministerial Conference on Social Welfare and Social Development,
held at Manila in October, 1991. The strategy has the ultimate
aim of improving the quality of 1life of all the people of the
ESCAP region. With that aim in mind, the basic objectives of the
Strategies are the eradication of absolute poverty, the realization

of distributive justice and the enhancement of popular
participation. Within the framework of those aims and
objectives, the Strategy assigns priority to the regions
disadvantaged and vulnerable social groups, including ©persons

with disabilities.

Further to the priority given to the concerns of ©persons with
disabilities in the regional Social Development Strategy, thirty
three countries attending the forty-eighth ESCAP session in April
1992 Jjoined 1in sponsorship of resolution 48/3 on an Asian and
Pacific Decade of Disabled Persons, 1993-2002. In adopting the
resolution, the Governments of the region expressed their
collective commitment to the full participation and equality of
people with disabilities.

The proposed Agenda for action also envisages development of
community-based approaches as a means of improving access to
rehabilitation services, including through:



a. Provision of policy, institutional and financial support

b. Adaptation of existing manuals to meet the needs of
communities in diverse cultural, linguistic, and economic
contexts

c. Increase of training of field workers for work in slums and

rural areas

d. Strengthening of the referral system, focusing on the first
referral level

e. Support for people with disabilities and their advocates to
initiate and develop community-based rehabilitation (CBR)
activities;

f. Training of advocates and household members in basic

rehabilitation techniques

g. Use of experience gained from the self-help movement of
people with disabilities to extend CBR services to persons with
mental disabilities

h. Conduct of research, evaluation and information exchange
2.10 ICEVI - Asia Region Conference

The International Council for Education of People with Visual
Impairment convened the Asia Region Conference with the theme
"Reaching the Unreached" at Ahmedabad during 9-11 January, 1995.
The Conference adopted Plan of Action, which emphasize promotion of
community-based rehabilitation in the Asian Region. The Plan of
Action included:

"It is felt that the goal of achieving community based
rehabilitation for all persons with visual impairment Dby the

year 2000 A.D. is no longer feasible. ICEVI, therefore
projects a target to multiply the present coverage by atleast four
times in Asia Region. Since the CBR programmes facilitate
the services relating to identification, referral and early

intervention for children with visual impairment, it is essential
that there 1is effective interaction between CBR and education
programmes".

Like education, a uniform service delivery model cannot be
adopted in providing CBR services too. ICEVI strongly emphasizes
that minimum standards are assured in the services provided to
the clientele as well as the training to field workers.

3. Indian Initiative

A large number of leading NGOs realized during the early 1980s
that non-institutional rural ©projects for persons with
disabilities were indispensable. A large number of NGOs



developed, presented, implemented and perfected nation-wide
programme on promotion of CBR. The major Indian initiatives
include:

3.1 PL-480 Project

A Rural Rehabilitation Centre for the Blind was started during
1973 at Madurai with the financial support from PL-480 grant of
the U.S.A. The Centre was established under the guidance of
renowned experts Major Bridges and Mr. Robert C. Jaekle from the
American Foundation for the Blind, U.S.A. (now known as Helen Keller
International)

3.2 CBM's Initiative

Mr. Robert C. Jaekle, truly the Father of CRBR, joined the
Christoffel Blindenmission and initiated a rehabilitation
programme for the rural visually impaired in Tiruchirapalli
District of Tamil Nadu. He also established a training centre at
Musiri for the training of CBR field functionaries.

3.3 NAB RAC Project

During 1981, Capt. H. J. M. Desai, Chairman, Rehabilitation,
Training and Employment Committee of the World Council for the
Welfare of the Blind, published his book "Planning Employment
Services for the Blind in the Developing Countries", wherein he

strongly recommended that an organizational set-up was needed to be
formed which could effectively spread the concept of training,
rehabilitation, and resettlement of the wvisually impaired in
their ©rural surroundings. He strongly advocated the formation of a
Rural Activities Committee 1in every developing country under the
national level voluntary agency, which could perform the task

of initiating and coordinating such programmes.

A nation-wide project entitled "Social and Economic
Rehabilitation of the Rural Blind" was promoted by the Rural
Activities Committee of the National Association for the Blind
during 1983 with the support of the then Royal Commonwealth
Society for the Blind now renamed Sight Savers International. The
programme was subsequently modified and promoted as Comprehensive
CBR Project for the Visually Impaired. This project was
implemented by various Agencies all over India and received
support from a large number of funding and developmental
agencies:
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% National Institute for the Visually
Handicapped

* State Bank of India

% Department of Social Justice & Empowerment

%* Raj Shobhag Ashram

The NAB RAC followed the following process for evolving the concept
of CBR and developing it as a national movement:

3.3.1 Review of Existing Projects
The NAB RAC decided to review several existing programmes to

design a project most suited for the rural wvisually impaired.
Team members of the NAB RAC visited several rural projects

including the "Rehabilitation for the Rural Blind - Musiri
Extension Project" implemented by the South Asia Regional Office of
the Christoffel Blindenmission in Tamil Nadu. The ©project aimed
at prevention and cure of visual impairment and imparting training
in orientation & mobility, daily living skills, home economics
and vocational training to the incurably visually impaired. To
achieve these objectives, a team of local Field Workers were

imparted training in these skills at Musiri.

The NAB RAC officials also visited the Tata Agriculture Training
Centre at Phansa in Gujarat, Rural Mobility Training Centre at
Bandung in Indonesia, compiled literature on rehabilitation of
the rural visually impaired, discussed various issues with Capt. H.
J. M. Desai, Chairman of the NAB RAC, with Mr. Robert C.
Jaekle, a renowned Mobility Instructor and Initiator of projects on
rehabilitation of the rural visually impaired and other
specialists 1in the field. The Musiri approach to rehabilitation of
the rural wvisually dimpaired at their door step was found most
appropriate and effective.

3.3.2 Modification of the Approach

The Musiri Rural Rehabilitation project considered imparting of
vocational training as the ultimate objective. It desired the
family to provide further inputs for achieving the economic
rehabilitation. The NAB RAC, however, emphasized the need for
promoting economic rehabilitation of the visually impaired as the
ultimate objective. It also stressed the need for the keeping
the project cost low and thus decided not to make investment in
infrastructure and capital intensive items. Hence a nation-wide
project entitled "Social and Economic Rehabilitation of the Rural
Blind" was developed and presented to then Director of the Sight
Savers International, Sir John Wilson, and the Overseas Director,
(late) Mr. Alan Johns. Both showed keen interest in the project,
and two projects were financed on a pilot basis.

The first ©project was 1initiated during 1983 at Dholka, a
backward block of District Ahmedabad in Gujarat. The project was
started under the auspices of the Indian Red Cross Society with
Mr. Gautam Majumdar, known for his successful mission on

eye donation, as Joint Project Director. The project has now
become famous as a model of rural rehabilitation and is widely



known as the Dholka Project. The second project was initiated at
Chikballapur in Karnataka with NAB Karnataka Branch as the
Project Implementing Agency and Mrs. Ratna Atmaram Rao as the
Joint Project Director.

3.3.3 Expansion of Scope

To begin with, four main aspects of the rural —rehabilitation
projects were:

Prevention and cure of blindness
Social rehabilitation

Economic rehabilitation

Support services
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During 1987, it was realized that integrated education is a major
issue and that must be included as a component of the project. The
NAB RAC involved NAB Department of Education to initiate and monitor
this component. Thus the fifth component of the project emerged to
be integrated education.

e. Eye screening and eye check-up

Subsequently, it was observed that it was essential to carry out
eye screening of school children and the population as a whole to

establish the backlog of eye treatment and eye surgeries. As
prevention and cure of blindness were already components of the
project, Eye check-up and eye screening were also included as

components to enhance the services in this respect further,.
e. Integrated education

Thus the CBR project is comprehensive approach which encompasses

all components of eye screening, eye check-up, integrated
education, social rehabilitation, support services and economic
rehabilitation.

Thus the concept evolved and developed by the NAB RAC is most
comprehensive and covers all aspects of prevention & cure,
appropriate education, social integration, gainful occupation,
income generation and support services.

3.4 District Rehabilitation Centres Scheme

The Government of India launched District Rehabilitation Centre
(DRC) Scheme during January 1985 on pilot basis. The pilot
project, started in collaboration with the National Institute of
Disability and Rehabilitation Research (NIDRR), US Department of
Education and UNICEF, aimed at providing a package of model
comprehensive rehabilitation services to the rural visually
impaired. The objectives of the Scheme were to:



» Create awareness that the disabled could be productive if
given opportunities and support;

» Help the disabled persons cope with problems of daily 1living
and relieve family members of the burden of constantly

looking after him;

» Establish a comprehensive model of rehabilitation services
including

- Medical intervention,

- Education,
- Vocational training
- Employment
d. Promotion of voluntary efforts in the area of rehabilitation,

and,
e. Creation of a cadre of multi-disciplinary professionals.
This scheme was launched in eleven different districts in India.

The Indian Institute of Health Management, Maharashtra evaluated the
programme during 1989. The evaluation team was headed by Dr.
Nirmala Murthy of the Indian Institute of Management (IIM),
Ahmedabad.

The DRC Scheme did have considerable impact, according to the
evaluation report, although there are many areas of deficiency
which could be improved upon. Although the programme had been
‘community located', it had not been ‘community based’'.

3.5 District Blindness Control Societies

India has launched a National Programme on Control of Blindness
since 1963. To begin with, the major focus of this programme was
prevention and cure of trachoma and provision of vitamin A  for
prevention of Xerophthalmia. After the national survey of 1971-74
established that cataract caused almost 55 percent of blindness,
cataract Dbecame the major focus of this programme. The major
emphasis of the programme is on expansion of infrastructure and
training of manpower in eye care with the objective of capacity
building for cataract surgery. The programme was started with the
objective to reduce the prevalence of blindness from 14 per 1000 in
1975 to 3 per 1000 by the year 2000.

The District Blindness Control Societies have been established

since 1993 to promote eye care at the grass root level. These
societies seek better participation of local administration,
government departments viz. social welfare, education and
information. The main objective behind this move is to bring

eye-care 1in the mainstream of society and bring about inter-
sectoral cooperation. There is a scope for active participation of
NGOs devoted to eye care, CBR and rural development.

The rehabilitation of the incurably visually impaired people will
include:



v' Mobility training of the visually impaired

v" Economic rehabilitation of the vyoung visually impaired
people - Education of the visually dimpaired children in
regular schools

v\ Community education about the specific needs of the
visually impaired persons

The District Programme Manager (DPM), a key functionary in the
DBCs set up 1s expected to perform the following functions in
respect of promotion of community based rehabilitation in the
area of coverage:

a. Identify a suitable project implementing agency as per the
details given above

b. Such agency should be assisted to avail financial assistance
for the implementation of CBR project in the area. At present
such assistance is available. The District Collector would be
over all in charge of this scheme.

There is tremendous increase in allocation of financial resources by
the Government for promoting eye care services. International
support for this purpose has also increased manifold, initially
from DANIDA and WHO, and recently a large loan from the World
Bank. These national efforts are being augmented by multi-million
assistance from the World Bank in seven states of the country over a
period of 1994 to 2001. As a result of these efforts and resource
allocation, the total number of cataract operations increased
from 1.2 million during 1989 to 2.7 million during April, 1996
to March, 1997 (Limburg, 1999), but this is still inadequate to
clear the backlog.

A rapid assessment of cataract blindness and surgical coverage in
the seven World Bank assisted States conducted during 1998
establishes that in most States, the prevalence of blindness had
decreased as compared to situation during 1996. The prevalence,
however, continues to be higher in females as compared to males,
though there was evidence to show that the utilization of
cataract surgical services has increased among women.

The District Blindness Control Society (DBCS) is the first
systematic attempt on promoting comprehensive eye care which
encompasses CBR along with eye screening, eye treatment, eye
surgeries and prevention of visual impairment. Now, health
oriented programmes have also now started recognizing the need
for promoting CBR as a part of comprehensive health care
approach.

3.6 CBR Network

It is estimated that there are over 800 organizations promoting
CBR for persons with disabilities in India. The CBR Network was a
platform set up as a result of a Workshop on CBR sponsored by
NORAD in September, 1992 and later converted into a legal entity in
1997. The objectives of the National CBR Network are:



- to document CBR approaches, methodologies in India and public
policy in favour of CBR

- to publish a CBR frontline digest for workers at the grassroots
level

- to share and disseminate information regarding CBR 1in a
partnership market

- to influence public policy in favour of CBR, and

- to establish a database on CBR.

The CBR Network has divided India into four =zones - North, South,
East and West and leading disability development organizations
have been entrusted the responsibility of promoting networking
and disseminating information.

Website: http://www.cbrnet.com E-mail: cbrnetwork@vsnl.com

3.7 Rehabilitation Council of India

Although in the last two decades, several courses for training of
physiotherapists, occupational therapists, prosthetic and
orthotics engineers, CBR workers, special educators and other
personnel have come into Dbeing, there is complete lack of
uniformity in the syllabi offered by wvarious institutions and
organizations. The National Advisory Council for Welfare of the
Handicapped felt that uniformity should be achieved. In
pursuance of one of the recommendations of the National Council,

the Government of India initially set up the Rehabilitation
Council of India by a Government resolution. Subsequently an Act of
Parliament was passed setting up the Rehabilitation Council of India
in 1992. The Act came into force from July, 1993.

The main purpose of the Council is to standardize the syllabi for
training of various types of professionals needed in the field of
rehabilitation. It also seeks to register those who work in the
field of rehabilitation with the object of ensuring that only
qualified people render the services to people with disabilities.

Apart from these functions, the Council has also been trying to
undertake programmes of continuing Rehabilitation Education so
that the country has a reservoir of trained people who could
impart the best possible training to children and adults with
disabilities. The object of the programme is to ensure that the
knowledge of rehabilitation professionals is updated from time to
time so as to provide the best possible service to people with
disabilities.

Till date, a huge knowledge base has been developed in CBR which
has yet not been fully disseminated to rehabilitation
professionals. The Rehabilitation Council of India feels that it 1is
utmost necessary that the knowledge/skills of professionals must
be reinforced and updated with modern concept of CBR and 1its

practice. It 1is therefore, proposed that the First Continuing
Education Programme under the banner of the Rehabilitation
Council of India should Dbe on updated CBR - its concepts,

technology and application.


http://www.cbrnet.com/
mailto:cbrnetwork@vsnl.com

Methodology : The Continuing Rehabilitation Education Programme on

community based rehabilitation has to be developed in two
modules:

Module I: Development of resource persons to form regional CBR
faculty . The national resource persons would be identified from

across the country with at least five persons from each region.

Module II: Development of resource persons to form regional
CBR faculty of resource persons for different regions viz. East,
West, South, North and central regions. The regional resource

persons would be identified from the respective regions with at
least 5 persons from each State or Union Territory included in
the region. There should be proportional distribution among
different categories of disability.

As a part of the Continuing Education Programme, the
Rehabilitation Council of India organized the first expert group
meeting on 'Updated CBR - its concepts, technology and
application" on 29-30 March, 1995 at Amar Jyoti Charitable Trust,
Kakardooma, Vikas Marg, Delhi. The objective of this meeting was to
form the national CBR faculty of resource persons.

On successful completion of expert group meeting (Module), the
Rehabilitation Council of 1India decided to organize regional
training Workshops in different regions. The first regional
training workshop was organized at Ahmedabad during 28-29 April,
1995. The RCI would organize similar workshops in the other
three regions also.

As a part of its Scheme of Bridge Courses, it has covered CBR
professionals for completing bridge courses and seeking
its registration.

Website: http://www.rehabindia.com
E-mail: rehabstd@nde.vsnl.net.in

3.8 National Policy for the Disabled

The Ministry of Social Justice & Empowerment convened a National
Conference on Welfare of the Disabled during 20-22 September,
1993 to discuss various aspects of disabled welfare. The last
session of the workshop was devoted to finalizing of a National
Policy document for the disabled. As a part of the National
Policy, it was unanimously resolved that a separate scheme of
CBR for the Disabled persons in the rural and backward areas
already evolved by the Ministry of Welfare should be adopted and
implemented. Till this scheme is formally adopted, CBR projects
would be funded by the Ministry under the existing scheme of
"Assistance to Voluntary Organizations for the People with
Disabilities".

3.9 Pilot Project on Medical Rehabilitation

The Ministry of Health, Govt. of India launched a Pilot Project on
Medical Rehabilitation on 22nd November, 1995 with all India



Institute of Physical Medicine & Rehabilitation as the Nodal
Implementing Agency with emphasis on provision of rehabilitation
services through primary health care.

The main objective for inclusion of CBR in the Health Care
Delivery Services are:

- Prevention of disability causing disorders

- Early detection of disability causing disorders
- early medical intervention

- Early rehabilitation intervention

-Capacity building of different centres from peripheral up to
specialized centres
- Training of manpower required for service delivery, teaching and

research activities at different levels
- Equipping / strengthening Primary Health Centres (Wadhwa, 1998)

The rationale for incorporating CBR into health care system is
that instead of creating another large vertically structured CBR
programme, it appears logical to train the existing heath care
manpower in different aspects of CBR by equipping them with the
knowledge and skills and better equipping all components of
Health Care Delivery System in a phased manner, spread over a
decade or more, throughout the country.

3.10 Persons with Disabilities Act, 1995

On 22nd December, 1995, the last day of the Winter Session of the
Parliament, all the political parties for the first time during
this session unanimously consented to consider non-official
business and the result was the unanimous passing of "Persons
with Disabilities (Equal Opportunities, Protection of Rights &
Full Participation) Act, 1995. The President of India gave his
assent to the Act on 1 January, 1996 and it came into force with
effect from 7 February, 1996.

The main objectives of the Act are to spell out the
responsibilities of the State towards the prevention and early
detection of disabilities and recognition of the rights of
persons with disabilities to enjoy equality of opportunity and
full participation in national life.

Apart from the objectives of preventing the occurrence of
disabilities, access to free education, reservation in vacancies,
provision of aids and appliances, allotment of concessional land

and non-discrimination in transport on road and built
environment, the Act also envisages promotion and  sponsor of
research and manpower development programmes on various aspects

including CBR.

The Act thus recognizes and endorses the need for promoting
research as well as development of human resources in the areas of
rehabilitation including CBR. The section on education
desires the appropriate government to promote integration of
students with disabilities in the regular schools.



3.11 CAPART Initiative on Disability Strategies

The Council for Advancement of Peoples' Action and Rural
Technology (CAPART) convened a national consideration at New
Delhi in February, 1995 as a part of implementation of the
Proclamation and Agenda for Action for Asia and Pacific Decade of
Disabled Persons. This initiative sought to address a serious
concern regarding the poor coverage of rural ©people with
disabilities by the existing services, and the need for special
efforts to Dbe made to enable them to participate in rural
development programmes.

Based on this consideration, the CAPART has developed a strategy to

promote the participation of people with disabilities in
programmes for rural development. As a part of this "Disability
Strategy", CAPART will extend support to non-Governmental

organizations whose project proposals are in consonance with the
overall thrust and guiding principles of this Strategy, and which

will further its implementation. The focus area of the strategy
include:
a. Social mobilization

v Organization building

v Development of training and information
materials

v" Programme support

b. Capacity building

v" Training of development workers

v" Development of training packages and information
materials

v Development of community based support services

c. Rural infrastructure development

v" Innovations in eliminating physical barriers in
the rural built environment

v" Removing barriers in the work place

v" Dissemination of barrier free designs

d. Indigenous technologies

- Identification and dissemination of low-cost
indigenous technologies

- Development of information materials on
assistive devices

- Promotion of measures for accident-prevention

and safety

- Training Workshops and exchange visits

- Evaluation and adaptation of existing
technologies

e. Net working



-Initiating and supporting rural community networks
3.12 CBR Forum

The CBR Forum for Persons with Disabilities was constituted by
Miseoreor, a German funding agency during 1996. It is a Programme
Unit of Caritas India, its legal holder. Its mission is to play a
proactive and promotional role in CBR of persons with
disabilities in India, ensuring wide coverage with focus on the
disadvantaged group such as the poor, women and people living in
rural areas and urban slums.

The CBR Forum encourages and supports appropriate organizations,
programmes and projects for CBR and does not implement the same

directly. It also supports measures on prevention of
disabilities, appropriate training, creation of public awareness,
networking, advocacy, innovations and research in issues

pertaining to CBR.

The vision of the CBR Forum 1is that people with disabilities have
equal opportunities leading to improved quality of life and fully
participate in a society that respects their rights and dignity.

The CBR Forum is emerging as a leading source of funding for
various CBR projects.

3.13 CBR Scheme of the Ministry

The Scheme to Promote Voluntary Action for Persons with

Disabilities evolved during 1998 by the Ministry of Social

Justice & Empowerment, Government of India, provides grant-in-aid to

voluntary organization for the promotion of CBR. The Ministry

extends financial support for the following manpower (Ref. No.
1(25)/98-DD-1I1):

- Rural Rehabilitation Volunteers

- CBR Personnel or Multi-rehabilitation Workers
- Social Workers

- Specialists - Therapists and Educators

- Voluntary Workers

- Project coordinators / Directors

This is first time that the Ministry of Social Justice &
Empowerment has given due recognition to the concept of CBR in
its major grant-in-aid scheme.

3.14 Bridge Course for CPR Workers

According to the Rehabilitation Council of India, the use of
expression CBR is improper due to following reasons:

- Communities are very poor

- People cannot take financial responsibility for the programmes

- Difficult for them to take initiative 1in a developmental
programme.

- During the day, most people in the village are away 1in the
field, hence their involvement is not possible.



As the participation of community in the rehabilitation programme is
crucial, the RCI has renamed the programme as "Community
Participatory Rehabilitation" and has launched the Bridge Course
for CPR Workers.

Objectives

- To involve community in all activities of rehabilitation.

- To mainstream people with disabilities in village community.

- To enhance self esteem and guidance of people with disabilities
with involvement of community.

- To engage experts to visit rural areas to offer appropriate

assistance and guidance.

Duration: One-month (6 days a week, 24 days) i.e. 145 hours.

Eligibility: Any person who has completed minimum 8th  standard
and has worked in rural areas for a minimum period of three
years.

The Rehabilitation Council of India will provide Registration
Certificate to all those people who complete this course as
Rehabilitation Personnel. This is a bold step in the right
direction as it will provide credibility to the field workers and
the concept of CPR.

3.15 CBR Training Modules
To standardize training of CBR volunteers, workers and

coordinators, the Rehabilitation Council of India has evolved and
adopted 3 training courses:

a. Training for CBR Volunteers - one month duration

b. Certificate Course for Multi-purpose Rehabilitation Workers - 3
months duration

c. Diploma in community Based Rehabilitation for Disabled - One

year duration.

These courses aim at developing a cadre of trained CBR workers at
different levels. The course content for these courses is given in
the Appendix.

3.16 Continuing Rehabilitation Education

The Rehabilitation Council of India has introduced the concept of
Continuing Rehabilitation Education (CRE) for upgrading knowledge
and skills of professionals/personnel working in disability sector.
It has evolved these courses for all categories of disability. As
regard promotion of community based rehabilitation, the following
courses have been evolved:

e Rehabilitation of persons with mental illness in community
e Community based rehabilitation for the locomotor handicapped

e Strengthening community based rehabilitation for the hearing
impaired



The Rehabilitation Council of India provides financial support for
the following heads of expenditure:

Honorarium to Programme Coordinator
Honorarium for resource persons
Stationery and support material
Boarding & lodging etc.
Contingency, etc.
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The scheme encourages use of local resources and availing of
services of local facult