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EXECUTIVE SUMMARY
This Inter-country meeting was a response to the unmet needs of at least 40 million people with disability in the Region, Regional implementation of the global initiative of CBR, recently strengthened by a joint Position Paper by WHO, ILO and UNESCO in 2004 and a follow up to the Regional meeting on the Implementation of the United Nations Standard Rules on the Equalization of Opportunities for Persons with Disabilities in Cairo, 2-4 May 2006. The meeting was organized by WHO/ EMRO in collaboration with the Federal MoH, Government of Pakistan to exchange experiences among member states on community-based rehabilitation (CBR) and come out with the outline of Regional CBR strategy. Representatives from Afghanistan, Bahrain, Iraq, I. R of Iran, Jordan, Lebanon, Morocco, Sudan and Pakistan attended the meeting. The sessions facilitated by the technical officer HQ/NMH/VIP/DAR, RA/ MNH and RA/ CBI from EMRO.   
The process of developing the Regional Strategy included short presentations by facilitators followed by group work and plenary discussions. The sessions were lively which sometimes were extended by hours of voluntary work by the participants. The draft Regional strategy was prepared and includes principles, vision, mission, strategic objectives, key methods to achieve objectives, indicators and a tentative methodology for monitoring and evaluation. A Provisional timetable has also been prepared which is attached. 
At the end of the meeting through a participatory interaction volunteer countries for pilot projects were identified. Pakistan and Iran showed a lot of interest and Afghanistan which has been implementing CBR through UNDP seems to be prepared to mediate collaborations with WHO as well.
Conclusions:

1- A draft regional strategic document was prepared through collaborative and interactive work of country representatives

2- Pilot countries were identified for field testing the Regional strategy

Recommendations:

1- To include pilot projects of CBR in the JPRM workplans of Pakistan and Iran and to consider it in interactions with Afghanistan.

2- In interactions with member states it should be stressed that smooth and efficient implementation of CBR requires complete  collaboration between Ministries of Health and Social Welfare as well as UN agencies and NGOs
3- RD may kindly consider CBR strategy to be discussed in the RC 55 in 2008.
Background
About 600 million people in the world experience disabilities of various types and degrees. If families of people with disabilities are taken into account, then the number of persons experiencing disability is estimated to represent up to 25% of the world population. An estimated 80% of the world’s disabled people live in low income countries and the majority of them are poor. Despite the incremental progress made in the past 25 years, even today, the vast majority of people with disabilities cannot access even basic rehabilitation services. Community based rehabilitation (CBR) developed as a natural consequence of this initiative. It was seen as an alternative or complimentary approach for reaching members of the community who would otherwise have no access to even basic services. It was also to build on existing resources of local communities to assist people with disabilities to become equal members of their communities. 

CBR Strategy

In the late 1970s the World Health Organization (WHO) introduced a new approach to disability prevention and rehabilitation known as community-based rehabilitation. It was an aftermath of the declaration of Alma-Ata in 1978, that there was a realization about the need for, and benefit of a shift in emphasis from city-based institutions/hospitals to the community The aim was to ensure that rehabilitation services can be provided to all people with disabilities, whether they live in a city or in the countryside or whether they are rich or poor. This approach involves measures taken at community level to use and to build upon the resources of the community as well as drawing on the services offered at district, provincial and central level. This approach has been tried and tested for more than 25 years across the world, and is called Community Based Rehabilitation (CBR).
The strategy relies on the training of local people in basic rehabilitation techniques and ways to solve the problems of disabled people at the community level. These people become activists on disability in their own communities. They work with disabled people and their families to build meaningful and purposeful lives, ensure that disabled children are able to access education, enable disabled adults to learn skills and earn a living, recruit volunteers to help in these tasks, animate local committees to include the needs of disabled people in their awareness and plans, and encourage disabled people to form their own self-help groups and local organizations.  

With this regard to Community Based Rehabilitation, WHO is supporting Member States in developing guidelines for CBR ,conducting regional and country workshops to promote CBR and supporting Member States to initiate CBR and/or strengthening existing  programmes .In this context several international consultation  and meetings have been organized by WHO in several countries.

But still there is a big gap of coordination and strategic planning regarding CBR in the region. Disability is an integral part of all disaster and in the last few we have seen numerous man made and natural disaster in the region. In this context it become imperative that we move urgently, to identify challenges to share the experiences and together develop a regional strategy for community based rehabilitation for the disabled.
This Inter country Meeting on Developing a Regional Strategy for EMR on Community Based Rehabilitation to be organized will be a sequel to all the previous intervention so far taken for the promotion of CBR programme in the developing countries and will help in developing strategies for sustainable initiatives of this programme at the regional as well as at the national level.

Need to organize the Regional meeting on CBR in Pakistan

The earthquake which devastated large areas of NWFP and AJK on October 8th killed between 80,000 and 100,000 people and left between 2.5 and 3 million people homeless. It also left a large number of people permanently disabled through amputations, spinal chord injury, complex fractures which have failed to heal correctly, and other traumas. 

A comprehensive response was launched on an emergent basis by the Ministry of Health in collaboration with WHO. Exhaustive data collection was undertaken to establish a comprehensive inventory on the type of disability and geographical location of patients. Almost all the cases were shifted to facilities offering a spectrum of rehabilitative services for further management. In order to overcome the capacity issue, additional staff was inducted, protocols and guidelines were developed, and rapid training courses conducted for various categories of health care service providers, and two pre-fabricated health facilities of 100 beds capacity each were raised and equipped by WHO and UNICEF respectively in a period of six weeks

The major issue is that vast majority of the population affected is rural. While towns like Balakot, Muzaffarabad, Mansehra and others were destroyed or damaged, most people are trying to rebuild their lives in villages in a mountain area with bad roads and difficult communications. This means that solutions to the problems of disabled people in these villages must be found at the level of the local community, and not in some distant urban rehabilitation centre. 

With the technical support of WHO to Ministry of Health and ERRA the most focused country level pilot project for the rehabilitation of the earthquake stricken people with disabilities have been launched in the affected areas. It is going to be implemented in four affected districts of Muzaffarabad, Bagh, Mansehra and Shangla. This workshop will be organized with an idea that it would be useful to get together CBR programme managers from different countries, for sharing of experiences, as well as for discussing some specific issues related to the CBR programmes which would assist in implementation of the CBR programme in the affected areas.

Physical or medical rehabilitation occupies only a very short time in the life of a disabled person. For the rest of his or her lifespan the issue is not rehabilitation but empowerment, participation, inclusion and acceptance as full and contributing members of the community. For this reason it is very important that a community based approach places the power to act in the hands of disabled people themselves. 
However such approaches need the backing of the government and other national and regional stakeholders through international and regional policy formulation and strategic planning. 
Proceedings:

The First Inter-country Meeting on Developing Regional Strategy for EMR on Community Based Rehabilitation was held in Pakistan to provide a platform for member sates of the Eastern Mediterranean Region to share experiences and concerns and, with the help of technical experts in the field, draft a regional strategy that will be the guiding document for advocacy and planning ion their respective countries. The objectives of the conference therefore were:
Objectives

1. Exploring the current situation, available policies and strategies as well as the experiences and efforts of relevant governmental and non-governmental organizations in relation to CBR in EMR;

2. Exploring ways to use CBR to promote the implementation of the 'UN Convention on the Rights of Persons with Disability;
3. Development of a Regional policy and strategies for CBR in the Eastern Mediterranean Region; 
4. Listing the immediate steps to be taken including the identification of priority Member States for pilot projects
The three day conference was held at the Bhurban, Pakistan and was attended by delegates from six countries representing ministries and national CBR programmes. A list of all participants with their information and contacts is provided in annex 1. 
The conference was designed to be participative and comprised a series of presentations, talks, discussions in plenary, group work and consensus building. The following report describes briefly the proceedings of the three days and includes short extracts of speeches made by delegates, the specific outputs of the meetings namely the proposed vision and mission statements; strategic objectives and methods and indicators for M&E. 
Introductory speeches
The conference was opened by Dr. Maryam Mallick, Advisor for Medical Rehabilitation, WHO Emergency Cell, Islamabad. She welcomed all the participants from the Pakistan government including the MoH and ERRA, delegates from member countries as well as the chief guests. 

She reiterated the importance of the need to shift from institution based strategies to community based care for the disabled. She mentioned that despite incremental progress in the rights and services for disabled in the last two decades, a vast majority of disabled still do not have access to basic services. The emphasis should be laid on ensuring equal rights, access to appropriate services and maintaining the dignity of the disabled. She also stressed on the fact that although guiding principles are essential, there is no one model that is suited to all countries and regions. 

Dr. Maryam, quoting the experience of the 2005 earthquake, mentioned the special initiative of the Pakistan government to promote CBR in the affected areas, and that the area now needs further strengthening and collaboration among all stakeholders. 

She ended by highlighting the logo for the conference that shows the flags of all member states which represents the combined effort of all countries towards the important tasks of developing a regional strategy for CBR for the EMR. 

Address by Dr. Khalif Bile Mohamud, Country Representative, WHO, Pakistan
Dr. Khalif Bile Mohamud, Country Representative, WHO Pakistan, welcomed all participants to the conference hoping that conference will enable member states to charter a complete strategy that will make the life and functions of disabled better. Speaking on behalf of the regional director, Dr. Bile informed the participants that more than 600 million people are estimated to be suffering from disabilities the world over (10% of global population). He stressed that any intervention in this regard should not be regarded as charity. On the contrary, this is the right of the people. He mentioned that in Pakistan, CBR pogrammes, including PHC and BDN have been implemented with the recognition of the rights and potential of the beneficiaries. CBR should be integrated into these programmes. He advised that CBI can be used effectively as a launching pad for expansion and implementation of CBR. 

Dr. Bile reminded the participants that as per the Dec 13 2006 UN deliberated international conference on rights of the disabled; the issue of disabled persons is not only a regional issue for member states but an international issue of significant importance. Even though the subject has been around for 2 decades, but the pace of action has not matched the commitments. We must reflect on the change and work to increase pace. 

Dr. Bile ensured the participants that WHO is strongly committed to engage the disabled and their communities and this commitment needs to be supported by this conference. The RD expects to achieve complete strategic plans that can be shared by member states to be implemented later by individual countries. The WR ended by saluting the efforts of the MoH, and in particular the Minister of Health and General Nadeem for their tireless efforts and support and wished all participants success and active engagement. 

Address by Dr. Taghi Yasamy, (TITLE) 

Dr. Taghi Yasamy welcomed the participations and then presented a brief overview of disability and rehabilitation situation in EMR. He said that an estimated 40 million people suffer from disabilities in the world. Based on a survey conducted in 1999, he reported that National programmes on Rehabilitation were available in 5 out of the 11 countries surveyed while the percentage of persons with disabilities reported to be receiving rehabilitation range from less than 5% to 81-100% in different countries; NGOs from less than 5% to 41-60%; Rehabilitation services available at community level in 10/11 countries through PHC ,CBR or NGOs and  6/11 through CBR alone; NGOs 7/8 and 5/8 respectively. Further assistive devices were being financed fully by governments in 3/11, partially in 7/11; NGOs1/8 and 5/8 respectively. In 5 countries, the government was totally responsible for training of personnel. In terms of medical care for persons with disabilities, there is a tendency for medical care system not to treat certain disability groups in some of the countries. Further stigma and subsequent discrimination is also a big issue in all countries.  

With regards to current developments, Dr. Taghi said that support and strengthening of CBR was one of the recommendations emerging from the Regional meeting on Implementation of the United Nations Standard Rules on the Equalization of Opportunities for Persons with Disabilities held in Cairo in May 2006.  He also briefly explained definition of CBR as per the joint Position Paper by WHO, ILO and UNESCO in 2004. Using a pyramid of services, Dr. Taghi explained that family support, at the base of the pyramid is not only the most needed service but also the least costly, as compared to specialized services at the top which require a high quantity of support as well as resources. 

Dr. Tagi emphasised that the goal is not only rehabilitation: the spectrum now includes inclusive communities. Quoting a recent impact assessment of an evaluation in Palestine, he demonstrated how a CBR programme can show positive results. Furthermore, the EMR has a long history of inclusion of disabled in all areas of life including science, academia and culture. 

Lt. General Nadeem Ahmed, Deputy Director ERRA, Government of Pakistan
The General highlighted the importance of the conference as a first step towards development of a comprehensive national strategy. He shared two particular experiences from the recent earthquake in Pakistan; one was the absence of a suitable structure to undertake relief for disaster of such magnitude. The second was the fact that a lot people with a spinal injuries ended up with permanent damage due to the absence of awareness of resource staff to handle such injuries.

Despite the limitations, Pakistan has been acclaimed for the ensuing response due the generous support of the international community, political will and effort of all national stakeholders and establishment of collaborating and coordinating structures. He reported that at present, out of 350,000 displaced persons, only 20,000 are still in temporary shelters. All schools open and health facilities functioning at a higher level than prior to the earthquake. Roads are accessible and offices and business thriving. Further, a “telecommunication revolution” has started. There is a long way ahead but things are under control. 

With regards to health services, the general explained the upgradation of health facilities, integrating various services under one roof and introduction of various specialized services like dialysis, disabled persons programmes, safe, blood transfusions and physiotherapy. 

The general informed participants that taking care of disabilities within a strict medical approach is not what the government is interested in, rather integrating disabled in the communities as productive members of society is warranted. He hoped that this would be a major recommendation of this conference. He reiterated the commitment of ERRA towards providing resources for CBR even if it meant cutting budgets from other areas. 

Address by Mr M Nasir Khan, Minister of Health, Government of Pakistan  

The honourable minister welcomed all participants and starting his address with the suggestion that disabled persons should e referred to as special persons rather than disabled. He said that vast majority of disabled persons have few rights, are subjected to moral, physical and mental abuse, stigma and discrimination and marginalization. The situation is especially bad for women and children. The Minister spoke of the UN convention on the Rights of the disabled as an essential document for policy planning and implementation. He said that it was the government’s role to develop and implement a National strategy for prevention and rehabilitation which is participatory and inclusive and accessible by a maximum number of people. These services should be institutional and community based and include economic, social and educational integration. He also mentioned the importance of raising community awareness and the involvement of NGOs to complement public sector programmes. 

He also reported that the health sector budget has increased from 3.4 billion to 15.8 billion in 2007. Furthermore, special programmes have been introduced for Hepatitis, blindness and prevention of cancer for women. The government is currently in the process of developing a PC1

The Minister informed participants that the government is currently developing a PC1 for the disability programme, which he promised to hasten so that the strategy may be launched on the next anniversary of the EQ in October. Having said that, the minister reminded the participants for active and sustained advocacy.  He said that this meeting is a milestone for the region and world and wished everyone success.

Technical Presentations
Presentation by Mr. Chapal: Evolution of CBR and recent developments

In his presentation, Mr. Chapal said that there was no doubt that CBR has helped to improve the quality of life of the disabled. He briefly described the evolution of the CBR concept as well as recent developments in the area. He described how the manual XX was developed in the 80s and used in more then 90 countries and translated in 50 languages. However, the scenario has now changed due the affects of globalization, conflicts and violence and a subsequent shift in the epidemiology of disability. This warranted a review of the whole construct which was conducted by 160 experts from all over the world.

Mr Chapal mentioned that so far, the most important areas of CBR, namely community involvement and ownership have, unfortunately, been the weakest links. He also mentioned that CBR has remained within a “medical focus”. Further, he stated that the root problem is poverty and any attempt to rehabilitation without tackling poverty will be artificial. Hence CBR should be promoted as such i.e. poverty reduction.

Mr Chapal described in detail the development of CBR guidelines which was followed by development of appropriate tools for implementation. Having said that, he insisted that no one model is applicable to every area and region and must be adapted accordingly. He also shared with participants the Joint position paper published by WHO/ILO and UNESCO 

Mr Chapal reiterated that health cannot survive without support from other sectors and in particular education, livelihood, social services and empowerment, and then only can one promote an inclusive society. Thus intersectoral collaboration is key to the success of CBR.

Finally Mr. Chapal touched upon the debate between IBR and CBR.

Presentation of Dr. Mohammad Assai: Overview of CBR and linkages

Dr. Mohammad Assai described the regional scenario with regards to CBI using several country examples. He explained the structure and working of the BDN in detail including the selection of clusters and leaders, development of village committees, projects and acquiring funding. He reported that BDN currently covers 18 million people, but their job was to provide models that may be replicated elsewhere. 

With regards to strategies and reports, Dr. Assai specifically mentioned the importance of including disabled in special groups, linking CBR with poverty reduction strategies and the importance of research through collaboration with universities and organizations

Dr. Assai described the positive results of BDN programmes evaluated but emphasized that the most important thing to consider is that the community has taken responsibility for their health.

He recommended that many resources are available and CBR can use the structures set up by BDN and other CBI by developing the appropriate structures. 

Dr. Assai requested the colleagues from diff countries to take part in discussions to develop the regional strategy.  

Plenary discussion:

Several comments and questions were brought up in the plenary for discussion and included:

· CBR should be compatible with local customs and specific needs of beneficiaries

· Strict supervision and support by the institutional professionals

· The lack of appropriate staff is a big issue 

· Training of CHWs as a solution to the lack of trained specialists in the field

· Criteria for selecting VBC

· Problems with coordination, community awareness and resources

· Cost effectiveness of CBR

· Suggestion to involve schools in CBR with examples from Yemen and Pakistan 

· Inclusion of health topics in school curricula

· Promoting the concept of “Health for peace” and in particular CBR as a impetus for peace building (e.g. Polio campaigns in Afghanistan)

· Problems with coordinating so many actors (suggested one ministry take the responsibility and/or development of specific committee)

· The need to understand government structures

· Encouraging the development of pressure groups

· Planning of different ministries with some unified goals

Presentation by member countries

AFGHANISTAN

Afghanistan CBR: Dr Razi Khan Hamdard. Disability Advisor for UNDP/MoPH Afghanistan 

In Afghanistan, CBR activities started in 1994-95 through the efforts of the UN Family. UNDP was provided funding, UNOPS was responsible for recruitment and contract, ILO for training in economic and Vocational Issues, WHO for physiotherapy and Orthopedic technology and UNESCO for special education. Other partners included international and national organizations like SCA, SERVE, IAM, Guardian, Handicap International, CRF, and AABRAR.

Currently the CBR services are available in 14 provinces and covers more than 16,000 villages in more than 70 District. Various cadres of staff are used including Community Rehabilitation and Development Worker (CRDW), Community Rehabilitation Worker (CHW), Community Volunteer (CV), Physiotherapist and physiotherapy assistant and an Orthopedic technician as a referral source. These workers have a lot of experience, with various short term training and as well as problem solving workshops. They are supported by a committed community, where they live and work. 

Describing the role of the government, Dr. Razi said that the central government did not play any role or have any contribution towards CBR implementation, development, Planning etc. Further there was very limited involvement in some communities by the local government officials. Further the understanding of the CBR Concept in the Government remains very weak or not exists at all. However the community has a great role to play and includes surveying or in identification and referral of disabled people, voluntarism, contribution, lobbying/advocacy and information sharing. 

He also mentioned that there has been little contribution from the national level DPOs and a lack of understanding from the CBR Concept and that the CBRCs and the self help groups are not very active

Coordination in CBR activities was very good between 1995 and 2001 in the areas of Sharing knowledge and expertise and a dommon vision. However, coordination has been weaker since the beginning of 2002

Speaking of the strengths, one can mention the fact that the relevant ministries are beginning to understand the importance of the CBR Concept, strong organizations including active support from the UN agencies, growing DPO capacity and improved coordination and developing linkages with CBR networks (South Asian  CBR network )

Challenges include government Capacity, a lack of visibility, negative belief of peoples, limited knowledge and understanding of the CBR Concept and the fact that communities have other priorities and do not consider disability and CBR as their top priority  

The government is however committed to mainstream CBR using a “Twin track approach”: 

Disability specific: Supporting specific initiatives to enhance the empowerment of people with disabilities

Mainstreaming: Addressing inequalities between disabled and non-disabled persons in all strategic areas of our work

Mainstreaming activities being undertaken include :

· Raising awareness and advocacy 

· Establishing networks and building linkages

· Setting up referral networks

· More sustainable

· Slight modifications may have great impact at modest price tag

· Equal opportunities
BAHRAIN:

Disability and Rehabilitation Programme in Bahrain

DR A. HUSSAIN AL-AJAMI Chief of Medical Services for Primary Health Care

Dr. Hussain described the health system of Bahrain where the primary focus is early detection of disability through a strong PHC system and includes premarital examination, ANC, PNC, child screening, EPI, programmes for Breast and Cervical Cancer, NCD Programme , DM Retinopathy Programme and Physiotherapy. In secondary care, the relevant programmes include Neonatal Screening Programme, Disability Assessment Unit, Neonatal Hearing Programme, Cochlear Implantation and provision of assistive appliances like wheelchairs, hearing Aids. He also mentioned the school health programme and drug abuse programmes as important interventions.

Further there are several committees dealing with disabilities including 
1. MOH Disability and Rehabilitation

2. MOH Sharing committees with other ministries and NGOs

3. Disasters Committee

He also mentioned an important conference on disability and rehabilitation held in May 2005 and streed that one session was given to the parents of disabled. 
Dr. Hussian highlighted the need for active participation of disabled in mainstream society as well as technical advise and consultative meetings. 

IRAQ:

Iraq: Dr Mohamed J. Huwal, Deputy Director of PH and PHC Directorate / MOH Iraq

Community development is considered the cornerstone of PHC in Iraq using the approaches of social mobilization , community participation, community development, CBI and partnership development. One of the important programs of community development was community based initiatives (CBI) which was applied as a pilot project in (6) selected villages in (6) governorates. The program has been executed at community level in complete cooperation with community through capacity building and partnership development for fulfilling developmental needs for this reason, it has been denominated as (CBI) and it contains many components such as healthy villages, BDN, healthy cities and women’s health development. The main objectives of the programme include upgrading quality of life and healthy lifestyles, disseminating cardinal features of sustainable development through team work, integrating intersectoral collaboration with community participation for fulfilling sustainable development of the community, strengthening decentralization approaches and accelerating implementation of MDGS.

The program has benefited more than (150000) one hundred and fifty thousands of population. Steering committee for the program had been initiated which comprised representatives from ministries of health, woman’s affairs, MOHE, environment, human rights, communication, youth, industry, planning, municipality, agriculture, water resources, finance and religious entails. 

CBR was initiated in the country in 1994-5 (UNDP, UNOPS, ILO, WHO, UNESCO). It was stared as poverty reduction and is so far covering 14 provinces. To date the country has around 200 CBR workers which is far below the needed number. 

Though the government is not too aware of the importance of CBR, there is growing awareness for the need amongst all stakeholders.

IRAN: 

About 4% of the population are people with disabilities(PWDs),from medium to high intensity, such as: Deaf, Blinds, Mental Retards, Chronic psychological patients, Epileptics as well as physical disabilities. According to 15-year experiences, and researches we have found that 2% of rural populations are suffering from major disabilities that need to rehabilitation services. 
Services for disabled include Institutions Based Rehabilitation, Outreach Rehabilitation services and Community Based Rehabilitation. CBR is a very valid strategy for Iran due to great distances between Cities and Villages, inefficiency of traditional methods in providing Services for PWDs in rural areas, increased immigration of people from rural areas to cities and inaccessibility to rehabilitation facilities in rural areas. He explained that the programme started in 1994 with 6 cities covered in 6 provinces to 140 cities covered in all 30 provinces in the country. In 2006, about 442,461 PWDs lived in rural areas. CBR program could identify about 72,427 PWDs and has provided 6 kinds of services for most of them that included training in family and community, training out of family and inclusive education, referral Services, provision of assistive devices, employment(3% in governmental departments) and other social support

The main stakeholders in the government included Ministry of Health (PHC Unit), Ministry of Welfare and Social Security (welfare organization), Ministry of Interior (Municipalities and  rural governors Organization), Organization of  education and nurturing (for inclusive education), NGOs & DPOs and PWDs and their families. Further there is active collaboration of CBR headquarter with welfare and rehabilitation university

Speaking of the achievements, Dr. X mentioned provision of  services in local communities, good collaboration between CBR  co-workers, positive  and Objective changes in the quality of life in PWDs, governmental Supports,  and increasing of PWDs’ participation in communities. Specific outputs mentioned included training in families for about 21000 number of PWDs in covered areas, training out of families and attending in schools, about 7000 number of children with disabilities  specially focusing on inclusive education, providing assistive devices  for about 13000 number of PWDs such as: wheelchair, hearing aids, canes, Income generation activities for about 1200 PWDs and holding national, cultural and sport festival for CBR under covered PWDs in rural areas (2006)

Other CBR strategies include Developing  local CBR Committees, Strengthening CBOs and DPOs to take responsibility of CBR programs, Co operation  between Ministry of health and Welfare organization to use of PHC for implementing CBR, Linking between CBR and CBI programs, Implementing CBR program in rural areas by Local Educated Facilitators, Awareness raising about CBR in rural areas through Medis, NGOs(social empowerment, Women empowerment, training and using of local educated facilitator for home care services and economic approaches for empowerment such as micro finance with co operation of two banks and WHO in one province

Challenges mentioned included aging (now, about 6 million population of Iran are people up to 60 years old), Road accidents and poverty

In the future Iran would like to work towards empowerment elder people in rural areas, empowerment chronic psychological patients and leprosy patients  in rural areas, income generation program in rural areas through master – trainee approach , Accommodation in living environment of PWDs in rural areas and providing medical rehabilitation services for immigrant people in Iran in and collaboration of UNHCR 

JORDAN:

Dr. SAMEER M. QAMMOH Consultant of physical Medicine and Rehabilitation – MOH, Jordan
Dr. Sameer reported that Jordan has a National Institute for CBR which is quite strong but needs more support by WHO. He mentioned the following strategies to be considered in discussion:

1- Support appropriate policies and interventions aimed at improving the social environmental and nutritional determinants of health, including poverty reduction strategies, promotion of healthy lifestyles as well as food safety.

2- Reduce death and disabilities related to accident and injuries including occupational health, safety and Road – Traffing accidents.

3- Spread the civil insurance system to be comprehensive to cover all citizens, working or not working persons, in this year, there was a new rules of insurance, such as to cover all persons with the age cover sixty (60) and children's  below the age of six (6) and also all pregnant women's.

4- Increase the availability of medical and paramedical personal to cover all the local district, provincial and national levels.

5- Prepare pamphlets about the CBR project to spread awareness among the families of the disabled children and the local community members as to know the importance and the benefits of the CBR – project.

6- Arrange several meetings and lectures for the workers in the rehabilitation centers as well to the parents of the disabled in order to activate their role in offering services for the children in and out the centers.

7- Ask from the medical universities and centers to provide multiple studies to follow-up the disability problem, and the CBR programs mainly in the far villages and rural in Jordan.

8- Try to perform a national rehabilitation program, to cover all persons with disabilities, and ask to involve the persons with disabilities in staff training programmers.

9- Increase the financial support from different resources, governmental and non-governmental in order to support the national institutes for community – based rehabilitation and its programmes mainly in distant areas which tell now they are not covered with CBR program.

10- Encourage big factors, firms and business men to employ the persons with disabilities in their centers in order to integrate them with normal persons, in this way the persons with disabilities will fell that they are important in the community and also they have a finance income. 

LEBANON:

Mrs Hayam Fakhory, Head of Research and Development Unit , Lebanon

Lebanon has been affected by war and the problems associated with reconstruction. In spite of all, we have very high no of NGO (6,500), the highest cost of health invoice, special services for rehabilitation including occupational therapy, surgery etc. More than 200 private and 12 public (non-active) hospitals are serving the population. Levbanon has the highest rate of institutionalization (services for disabled). A ministry of social affairs was created in 1992 as was A National Committee for the disabled which includes representatives of NGOs, govt, DPOs and disabled. Over 2/3 are beneficiaries. All types of disabilities are represented; this committee has decided a national policy, for a long term policy. 

National policy has difficult task because it has to start shifting a policy leading to marginalization and charity to integration and rights. In 1993, we started this work to develop rights based policy. The communities are either over protective of disabled , or reject the disability issue and send them to institutions.

Objectives:

1. ensure rights

2. ensure access to rights (mobility)

3. Changing relation between private and public from relations to rights

Disability can only be addressed by solidarity of the community, govt, civil society, everyone works for himself.

Within 6 years 94-2000, we have achieved a comprehensive role and include health and related, education, accessible environment, employment and social or financial benefits leading to total integration of all areas.

We aim to keep the disabled in their communities as productive persons. We have no census. 15,000 to 120,000 disabilities. We developed census by registration. 62,000 registered disabled. We use WHO classification of disabilities (1983) shifted from health to socio-economic classification. We believe we have registered half the disabled. 

Social system; wheel chairs etc and minimum standards

Awareness: with HI 11 brochures addressing disabilities esp targeted for the illiterate

People empowerment (7 to 17 DPOs)

From 2001 to now we are trying to combat admin and financial problems to maintain system and shift toward essential community based.

SUDAN:

Sudan, Elsadiq Mohammad Khalis. Federal MoH CBI programme, Sudan

In the backdrop of internal conflict, high poverty and poor health indicators, Sudan is now making strides towards realization of the MDGs with the MoH taking a leading role. One of the areas where the MoH is committed is Implementation of community based initiatives program as pilot projects. The programme is lead by FMOH & SMOH in   collaboration with WHO & various partners. It is implemented in 11 northern states, 21 localities and 65 settings in different phases and expansion is planned for 20 areas 2008-2009.

The government is also working on development of CBI national strategy and wishes for CBI to be used as a platform for PHC. In this regard, an integrated plan of community health promotion has been developed and villages have started to register as NGOs.

Specific challenges mentioned included political changes & turnover of persons, materializing political Commitment, low budget, limited capacity at federal level and poor financial management at community level

· Future plans include capacity building at all levels of the government, Strengthening Institutionalisation of CBI within PHC and other sectors, Consolidate the ongoing CBI projects, focus on information and evidence based planning and partnership building . Further, the CBI  program is to be under directorate of DG/PHC and introduced in the Eastern states.

Mr. Elastic particularly mentioned the need for more resources and especially training material.

MOROCCO:

Mr. Tarik Alam, Head of Service, Morroco

In 1994, The Secretary of state of family and children and disabled person initiated the National Programme of CBR. Until 2004 we have registered 1530,000, which is 5.12% of the population. The programme ensures coordination and promotes interventions through financial support of NGOs. The rehabilitation programme is currently functioning in 7 regions. The specific objective is to enhance the quality of life of people with disabilities and their families and ensure participation of social life. This is done through provision of technical aids and services, integrated classes in schools, ensuring access to schools and through health and medical services addressing family and based in communities. 

Mr Tarik emphasized that the programme has definitely contributed to changing community perception and improving services

Some of the difficulties mentioned included the following:

Government services not too engaged at local level

Problem of communication with disabled

Raising awareness is difficult

Insufficient capacity of NGOs

Lack of human resources

No culture of experience sharing

The strategy is influenced by logic of proximity, working with local governments to create acceptance, reinforce intersectoral approach and enhance social coverage of disabled. 

PAKISTAN:

Dr. Maryam Rehabilitation & Disabilities Officer WHO Emergency Cell AND Dr. Jehanzeb (title)
Dr. Maryam described the experience of the earthquake and gave statistics regarding the types of disabilities followed by specific challenges and the response which included 

Collection of Data regarding disabilities

Development of Infra structure (establishment of three Spinal Injury units)

Capacity Building Initiatives which included  a workshop to Develop strategies for the Medical Rehabilitation of the Disabled, training workshops for Health Professional regarding management of Spinal cord injuries, Certificate course for Occupational Therapy and a workshop for the Multidisciplinary approach in the management of spinal injury patients

Further specific manuals were developed:

· Mid-level rehabilitation workers

· patients their  families and the community

· Development of Training Manuals for CBR

· Compilation of  manual for a barrier-free built environment

Dr. Maryam highlighted the lessons learnt from the EQ experience and included:
· Registration of the patients to prevent duplications 

· Proper guidelines and protocols for trauma management

· Proper facilities for the management of spinal cord injuries and amputations

· Absence of any Regulatory authority for the Medical Rehabilitation has lead to mushrooming of Quacks 

· Disability should be part of any disaster management plan

In the second part of the presentation, Dr. Jehanzeb Khan Aurakzai, Director  National Institute for Handicapped and Project Director CBR / ERRA informed participants that the government has developed a strategy for the Medical Rehabilitation of Disabled in the   affected area. The overall objectives of the strategy is to ensure that people with disabilities are able to maximise their   physical and mental abilities, to access regular services and opportunities, and to become active contributors to the community and society at large. Specific objectives include:

· Ensure that PWDs have equal access and participation in healthcare and education services

· Enable PWDs to be actively involved in livelihood programs so that they can be contributing members of their communities

· Encourage social integration by raising awareness of the difficulties faced by PWDs and strategies for overcoming these difficulties.

Dr. Jehanzeb informed participants that the PC1 for the first CBR project has been prepared with the following planned activities:

· Rehabilitation services activities, i.e. interventions directed towards people with disabilities, their families, and their communities.

· Supportive activities, i.e. trainings, provision of information, administrative and logistic supports 

· Developmental activities, i.e. actions aimed at enhancing the potential and effectiveness of the above activities. These would include, establishment of pre-fabricated facilities, development of the training curriculum and training manuals 

The project will be managed by a Central management unit that will be responsible for Overall management  of the project, design and organize training needed at   different levels of the project, compile of all the data regarding disabilities  and dissemination of information on existing services to PWDs and their families, network and coordinate with existing mainstream and specific stakeholders, maintain effective communication pathways between all ministries and coordinate with the National/International  Agencies and NGOs for improving the Rehabilitation services

Services for CBR will include:

Health – Preventive, Promotive, Rehabilitative including assistive devices

Education – Inclusive education, NFE, SE

Livelihoods– Skills training, income generation, open employment

Empowerment – Self help groups, DPOs, Social mobilization 

Social Inclusion – Legal protection, culture, religion, sports, relationships.

The challenges mentioned were poor Coverage of existing services, lack of co-ordination, sustainability of Personnel (Volunteer), disability issues  given low priority, poor Socioeconomic backgrounds, collaboration and networking (DPOs/SHGs) and the possibility of disability Dependency Syndrome  

Dr. Jehanzeb hoped that the outcomes in the form of access to rehabilitation services and facilities, equal access to activities available to other community members and positive community attitudes about disability would be realized. 
Principles of CBR (group work)
Based on the presentation of the ‘UN Convention on the Rights of Persons with Disabilities (CRPD)’ by Mr. Chapal in which he highlighted articles 1 and 3 of the convention and the specific rights addressed by the paper discussions, participants were asked to develop a set of principles in line with the convention. Mr Chapal described the general principles of which included:

Organizing community (VDC, clusters, youth committee..)

Community needs based assessment

Participatory Planning

Developing partnership and inter-sectoral collaboration

Community ownership

Institutionalization

Two groups were formed who presented their group work individually followed by discussion (see appendix). A final list was then prepared merging outputs from both groups and finalized in plenary representing a unified set of principles for the regional strategy. 
· Equal rights and equal opportunities

· Community mobilization, empowerment and ownership

· Addressing poverty, meeting basic needs and enhancing quality of life

· Accessibility, affordability, availability and quality 

· Integration and mainstreaming disability in all developmental initiatives 

· Full and effective participation and inclusion in society

· Multi-sectoral collaboration and partnership.

· Involvement of people with disabilities and their  organizations

· Evidence based practice

· Sustainability (continuity)

Discussion points:

Some of the points from the discussion are listed below:

· We need a programme that starts in the community, for and by the community: Therefore we need to identify people who show real commitment, create awareness of rights.

· Government role should ensure implementation in true spirit
· Community needs based assessment, equal rights and opportunity, provision of basic needs and participatory development must be included in the strategy

· Ensuring sustainability is not a principle because it will never start.

· Sustainability is important

· We need human rights terminology, target specific language and community specific:

· Organizing/Mobilizing/Ownership

· Intersectoral development

· Participatory needs assessment, planning and management 

· Accessibility and equity

Development of Vision statement and goals

After a brief introduction of vision, mission statement and goals, participants were again broken down into two groups and asked to brainstorm and then present their proposed vision statement and goals of the regional strategy (see annex). After presentation of individual groups, a discussion ensued to combine the two group works into one final vision statement and set of goals as given below:
VISION STATEMENT
To facilitate an inclusive and empowering environment where equal rights and opportunities for people with disability can live with dignity and enhanced quality of life through community based approach by 2015.
MISSION STATEMENT

To empower people with disabilities, their families and community, regardless of cast, colour, creed, religion, gender, age, type and cause of disability through raising awareness, promoting inclusion, reducing  poverty, eliminating stigma, meeting basic needs and facilitating access to health, education and livelihood opportunities
Discussion points:

· Debate between the use of the word ‘empower’ versus ‘enable’

· Inclusion of legislation in mission statement
· Inclusion of ‘type and cause of disability’

· Discussion on the interpretation of basic needs

Development of strategic objectives
Next the groups were asked to form groups again and keeping the principles, vision and mission, to develop strategic objectives. The same process was repeated i.e. group work, presentation, discussion and finalization of strategic objectives.
1. Implement provisions of CRPD at community level 

2. Raise commitment and awareness of the key policy makers to support CBR and integrate it as part of all national development policies and strategies  especially in health, education and livelihood

3. Create awareness and building capacity in communities about CBR through influential group and PWD 
4. Assess the needs and capacities of PWDs and resources within the communities and mobilize resources within and outside community for addressing the identified needs through participatory approach.

5. Facilitate collaborative work with/within the UN System and with Member States, academia, the private sector, NGOs including organizations of PWDs.

6. Ensure access and effective utilization of  rehabilitation services 

7. Create a sustainable Monitoring, supportive supervision and Evaluation mechanism

8. Foster partnership and networking among all stakeholders including referral systems, communication, sharing experiences, information and expertise
Discussion points:
· The importance and feasibility of setting standards

· The importance to mention physical rehabilitation as a separate entity
· Access versus utilization

· Sustainability of monitoring system

Development of methods 

A group of volunteers sat with the technical experts and developed a list of methods for every objective. This ground work was shared in plenary and then participants asked to comment and discuss. The session was led by the Lebanese delegate.

Methods
Discussion points:

· Include allocation of local budgets in methods

· Include religious leaders as stakeholders

· Relevant Ministries

· Inclusion of social rehabilitation

· Considerations of sustaining supervision and ensuring minimum standards

· Inclusion of “motor and sensory disabilities.. assistive devices and methods”

· Addition of DIMS in monitoring and evaluation

· Addition of “preventable disabilities”

Development of M&E system (indicators)

Dr. Khushhal along with a small group of volunteers drafted a short framework describing the M&E approach adopted by the CBI programme as a model for replication in the CBR. He described the process that starts with development of a community based household survey that is field tested to establish benchmarks. A monitoring framework and instruments are developed based on benchmarks. Members of VDC along with community health workers are trained to conduct study which is supported by a mutli-sectorial CBI team (health, education, social welfare and other key line departments). The information gathered is used for planning. A community Information System is developed to which the community regularly reports every month. A multi-sectoral team visit projects and monitor regularly. Regular evaluations are done by both internal (communities, government, DPOs and partners) and external partners. 

Participants believed that this was a good model to adapt for CBR and particularly mentioned that the M&E should also focus on vulnerable groups like children and women.  Based on a presentation by Mr. Chapal and Dr. Khushhal Khan on the M&E methods in BDN programme, a voluntary sub-group was developed that later presented a short draft on a suggested M&E framework. Participants then worked on developing indicators for each objective in small groups and shared their findings in the plenary. The final matrix developed in provided in annex. 
Discussion points:
· Suitability of CBI M&E for adaptation in CBR

· Inclusion of children and other vulnerable groups
Next steps:
Dr. Taghi informed participants that the regional office will work on the pre-amble and incorporate the outputs of the workshop and circulate draft of strategy to members and experts and hopefully finalize by end of year. In 2008 we hope to finalize the strategy and circulate it to members and technical experts.

He mentioned that once the strategy is finalized, pilot projects would be launched and hold a very important place in the strategy, for it is through pilot projects that people can advocate for implementation of the regional strategy at the national level.  Three countries showed their willingness to develop and document pilot projects in their countries, namely Pakistan, Iran and Afghanistan (jointly with WHO and UNDP.. will seek approval)

Dr. Taghi reminded members that they would have to keep in mind the financial aspects of it and be prepared to mobilize resources for their pilot projects. 

Dr. Taghi informed participants that the regional office will work on the pre-amble and incorporate the outputs of the workshop and circulate draft of strategy to members and experts and hopefully finalize by end of year. In 2008 we hope to finalize the strategy and circulate it to members and technical experts.

He mentioned that once the strategy is finalized, pilot projects would be launched and hold a very important place in the strategy, for it is through pilot projects that people can advocate for implementation of the regional strategy at the national level.  Three countries showed their willingness to develop and document pilot projects in their countries, namely Pakistan, Iran and Afghanistan (jointly with WHO and UNDP.. will seek approval). However, Dr. Taghi reminded members that they would have to keep in mind the financial aspects of it and be prepared to mobilize resources for their pilot projects. 

Next Mr. Chapal shared details about future regional and global meetings and asked participants if any country was willing to host any of the events. He reminded members that this not only required financial commitment but a lot of facilitation to make delegates can travel to the conference site including visas and security. 

WHO has decided there will be one continental conference per year. Last year this was held in Chile. This year the conference is being hosted by South Africa and next year it will be in Bangkok in (Continental conference, 2008). The fourth conference will be the world congress (global CBR congress in 2009). On a question about requirements to host such conferences, Mr Chapal made reference to the WHO website that has a small concept paper on the world congress that participants might find useful. 
Closing:
In the closing, Mr Chapal expressed his great gratitude for the hospitality shown to him and said that it had been a great networking opportunity and he had made a lot of friends. He was hopeful of seeing most of the participants again.

Dr. Asai also thanked the participants. He expressed regret that there was no representation from the MoH except for Pakistan, but he hoped that participants would go back to their countries and collaborate with the ministry and develop strong partnerships.

He said that already 50% of the work towards development of the regional strategy had been completed, but a lot of work remained. Dr. Asai informed participants that WHO was in the process of developing a three year plan that will be shared with participants for reference and possible adaptations. 

Dr. Taghi also thanked WHO Pakistan, MoH, WR Pakistan and all participants. He apologized that not all delegates could attend due to problems with issuance of visas and a shortage of funds. He also hoped that in the future there would be more representation by NGOs. 
Conclusions and recommendations

Conclusions:

1. A draft regional strategic document was prepared through collaborative and interactive work of country representatives

2. Pilot countries were identified for field testing the Regional strategy

Recommendations:

1. To include pilot projects of CBR in the JPRM workplans of Pakistan and Iran and to consider it in interactions with Afghanistan.

2. In interactions with member states it should be stressed that smooth and efficient implementation of CBR requires complete  collaboration between Ministries of Health and Social Welfare as well as UN agencies and NGOs

3. RD may kindly consider CBR strategy to be discussed in the RC 55 in 2008.

Following is a proposed timeline for finalization of the Regional Strategy and immediate steps to be taken for achieving the objectives: 

	Actions
	Responsibility
	Time Frame

	1. Draft the Regional strategy based on the outcome of Pakistan’s Meeting
	EMRO/ HQ
	Sep 07

	2. Develop training manuals (community/ first level care/ supportive units) using countries’ experiences
	EMRO/ HQ
	Till 

April 08

	3. Capacity building activities (training of master trainers/ community/ first level care staff and supportive staff in the pilot areas)
	EMRO/ National teams
	From

April 08

	4. Partnership with stakeholders and resource mobilization
	EMRO/ HQ/ National team
	Continuous process

	5. Needs identification/ planning and projects development
	National Team/ target groups
	May 08

	6. Implementation of projects, recording/ monitoring, supervision, evaluation and reporting
	National team/ target groups, WHO
	June_

Oct 08

	7. Sharing it with the member states and finalize it for approval of the Regional Committee( RC 55)
	EMRO/ HQ
	Oct 08

	8. Replication in other countries
	EMRO/ HQ/ member states
	Jan 09 onwards


Annexes:
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	S. No.
	Name
	Designation
	Country
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	DR.M.TAGHI YASAMY
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	WHO-EMRO



	2 
	DR.MOHAMMED J. HUWAIL
	Deputy Director
	Iraq



	3 
	DR.A. HUSSAIN ALAJAMI
	Head of Medical Services of Primary Health Care
	Bahrain



	4 
	MR.RAMIN REZAEI
	Head of CBR Headquarters
	Iran

Welfare Organization

	5 
	DR.HABIBOLLAH MASOUDI FARID
	Acting Deputy in Prevention Department
	Iran 

Welfare Organization

	6 
	MR.MOHAMMAD REZA ASADI
	CBR Expert
	Iran



	7 
	MR.HOSSEIN AMIRANI
	Deputy for Rehabilitation of Tehran
	Iran



	8 
	DR.SAMIR YACOUB GAMMOH
	Ministry of Health


	Jordan



	9 
	MRS.HYAM FAKHOURY
	Head of Research and Development Unit
	Lebanon



	10 
	MRS.FATMA IBRAHIM BEN AMER
	Ministry of Health
	Libya

	11 
	MR.TARIK ALLAM
	Head of Service for Local Integration
	Morocco

	12 
	MR. SIBGHAT-UR-REHMAN
	Association for the Rehab. of Physical Disabled
	Pakistan



	13 
	MR.ELSADIG MOHAMED KHALID
	Public Health Inspector, FMOH
	Sudan



	14 
	DR.MALANG MUSLAM
	Head of Emergency and Communicable Diseases
	Afghanistan



	15 
	MR.RAZI KHAN
	UNDP
	Afghanistan



	16 
	DR. JEHANZEB AURAKZAI
	Director / Ministry of Health / ERRA
	Pakistan

	17 
	DR. MARYAM MALLICK
	Advisor for Medical Rehabilitation
	WHO – Pakistan

	18 
	MR.QURBAN MIR
	Director General Health - AJK
	AJK 

Pakistan

	19 
	MR. SAEED ASHRAF SIDDIQI
	Programme Manager SP ERRA
	Pakistan

	20 
	DR. KHALID JAMEEL
	Head of Medical Rehabilitation
	Pakistan

	21 
	MAJ. AAMIR WAHEED BUTT
	Consultant Medical Rehabilitation AFIRM
	Pakistan

	22 
	MAJ. MIR ALAM


	AFIRM
	Pakistan

	23 
	MR. ATIF SHEIKH


	STEP 
	Pakistan

	24 
	DR. HABIB AHMED AFSAR
	PHC Officer
	WHO - Pakistan

	25 
	DR. KHUSHHAL KHAN ZAMAN
	NPO
	WHO-Pakistan

	26 
	MR. MUBARAK AHMED
	Director - Ministry of Social Welfare
	Pakistan

	27 
	DR. JOZEF NAGEIS
	ICRC

Head of Project
	Switzerland 

	28 
	DR. MOHAMED ASSAI ARDAKANI
	Regional Advisor
	WHO – EMRO

	29 
	MR. CHAPPAL KHASNABIS
	Technical Officer
	WHO – Switzerland

	30 
	MISS IRAM SARDAR
	ERRA

Social protection
	Pakistan

	31 
	MR. MUKHTAR AHMED
	BND Programme Manager

AJK
	AJK


Annex-2 Principles of CBR Strategy for EMR

1. Equal rights and equal opportunities

2. Community mobilization, empowerment and ownership

3. Addressing poverty, meeting basic needs and enhancing quality of life

4. Accessibility, affordability, availability and quality 

5. Integration and mainstreaming disability in all developmental initiatives 

6. Full and effective participation and inclusion in society

7. Multi-sectoral collaboration and partnership.

8. Involvement of people with disabilities and their  organizations

9. Evidence based practice

10. Sustainability (continuity)

Annex-3 Vision

To facilitate an inclusive and empowering environment where equal rights and opportunities for people with disability can live with dignity and enhanced quality of life through community based approach by 2015.

Annex-4 Mission

To empower people with disabilities, their families and community, regardless of cast, colour, creed, religion, gender, age, type and cause of disability through raising awareness, promoting inclusion, reducing  poverty, eliminating stigma, meeting basic needs and facilitating access to health, education and livelihood opportunities

Annex-5 Strategic objectives

1. Implement provisions of CRPD at community level 

2. Raise commitment and awareness of the key policy makers to support CBR and integrate it as part of all national development policies and strategies  especially in health, education and livelihood

3. Create awareness and building capacity in communities about CBR through influential group and PWD 
4. Assess the needs and capacities of PWDs and resources within the communities and mobilize resources within and outside community for addressing the identified needs through participatory approach.

5. Facilitate collaborative work with/within the UN System and with Member States, academia, the private sector, NGOs including organizations of PWDs.

6. Ensure access and effective utilization of  rehabilitation services 

7. Create a sustainable Monitoring, supportive supervision and Evaluation mechanism

8. Foster partnership and networking among all stakeholders including referral systems, communication, sharing experiences, information and expertise
Annex-6 A) Proposed Key methods to achieve strategic objectives and indicators to monitor its implementation

	Strategic Objectives
	Key Methods to achieve Objectives
	Monitoring Indicators

	1. Raise commitment and awareness of the key policy makers to support CBR and integrate it as part of all national development policies, strategies especially in health, education and livelihood


	· Establishment/ strengthening of a national unit within the relevant ministries/ inter-ministerial/ organizational infrastructure;

· Formation/ strengthening of national/ states and local committees/ councils for CBR; 

· Review the national development especially health, education and livelihood policies and integrate the CBR in these policies;

· Link CBR with the CBI and other community –based approaches where it is existing; 

· Advocate for access of the PWDs to social security& services including health insurance; 

· National awareness building campaign and other advocacy activities including celebrating International Day for PWDs;

· Lobbying with influential authorities / organizations/ policy makers/ celebrities etc;

· Advocate for a legislation for PWDs, and/or enforce the available legislation with especial reference to CBR

· Allocate appropriate resources including budget and human resources to implement CBR
	· National unit/ inter-ministerial committee  for CBR is in place and functioning

· National/ states/ local committees/ councils are in place and functioning

· CBR is integrated in the national development especially health, education and livelihood policies and mainstreamed within all ministerial activities.

· CBR has established linkages with CBI and other community-based approaches where available.

· Social security and health insurance for PWDs is in place

· Number and% of PWD covered 

· Quantity of related  advocacy work

· Report of national campaign on CBR 

· Number of policy makers oriented with CBR\

· Approval of legislation to support CBR

· Sufficient budget/ human resources is allocated for implementation of CBR

	2. Implement provision of CRPD at the community level


	· Training of PWDs, CHWs, teachers, community leaders, volunteers, health professional, etc;

· Incorporation of CRPD in the education curricula at all levels and PHC system;

· Partnership with Human Rights Organizations (HRO) at the national, provincial and local levels;

· Active involvement of the community organizations and identification of their roles/ responsibilities;

· Provision and promotion of universal design;

· Support CBR in CRPD initiatives 
	· Number of PWDs, CHWs, teachers, community leaders, volunteers, health professionals, and CBR workers trained on CRPD

· Number of Education curricula and PHC materials contains CRPD 

· Workable partnership (joint projects) with HRO

· Defined role of community organizations and number of these organizations orientated

· PWDs have universal access to all facilities and all necessary infrastructures

· Number of barriers removed

· Inclusion on CBR in CRPD related legislations and activities  

	3. Create awareness and build capacity in communities about CBR through influential groups and PWD


	· Formation/ strengthening of women, youth groups, cluster representatives, village development committees, community & religious leaders, teachers, health workers, existing social groups and  mass media etc;

· Organize training activities through facilitators preferably by the PWDs;

· Include prevention of avoidable disabilities and harm reduction in training manuals; 

· Enhance capacities through exposal visits/ exchange experiences, annual events and training activities/ refresher training programmes;

· Proper use of the local media and other advocators;

· Develop advocacy and training materials in local language and accessible format;
	· Number of groups that have been formed\strengthen on CBR 

· Number of women, youth, CRs, VDCs, teachers, community & religious leaders, health workers, mass media people oriented on CBR

· Number of training activities conducted

· Number and % of PWD who performed trainings.

· Availability of preventive measures and harm reduction in training manuals

· Number of meetings for exchange of experiences, training and refresher training activities, at least one annual meeting at the national level

· Number of articles\items on CBR published \broadcast in media

· Number of advocacy materials produced on CBR in local language and accessible format

	4. Assess the needs and capacities of PWDs and resources within the communities and mobilize resources within and outside community for addressing the identified needs through participatory approach


	· Review the available data to help for identification of the needs/ requirements; 

· Perform community-based surveys (needs assessment) using volunteers/ PWDs/ cluster representatives etc;

· Identify and prioritize needs and solutions to fill the gaps in presence of PWDs, local authorities and other stakeholders (using focus group discussion);

· Comprehensive resource mapping (Money, Man and Material) to fulfil the needs of the target groups;

· Provision of a comprehensive package of CBR services including information sharing at the doorstep of the PWDs and at their workplace;

· Build capacity of the local community and PWDs in writing the proposal and resource generation activities including stakeholder analysis;

· Plan socioeconomic projects addressing needs of the PWDs and involve local community for its implementation;

· Empower community in programme management and ownership;

· Ensure support of the different development sectors/ local administration and municipality and existing civil society;

· Use of all available CBI interventions including Income generating loans, Women Vocational and Literacy Training Centres etc;

· Mainstream/ link other existing facilities to reduce poverty such as self involvement, micro credit, IGP, vocational training, etc;

· Facilitate fulfilling the social needs of the PWDs including marriage, skills, sports, recreation, culture, etc;

· Facilitate inclusive and accessible education facilities both in formal and non formal forms for people specially children with disabilities;

· Promotion of early childhood development, primary and secondary education;
	· Result of reviewing available data and use it in planning

· Report of community-based survey

· Needs identification and number of projects developed considering result of the survey 

· Report on resource mapping (financial, human and material) published and disseminated to major decision makers and PWDs

· %\level of satisfaction of PWD , users and providers from CBR performances

· Easy access of PWDs to package of CBR services

· Number of local community members trained on proposal writing and resource mobilization

· Number of socioeconomic projects developed and implemented

· Number of communities managing  the programme independently

· Report of type and extent of the support received from other local partners

· Number of projects, amount of the loans given to the PWD , % of loan returning, improved of income generating,  in the CBI implementing areas addressed PWDs  

· amount of the loans given to the PWD , % of loan returning, improved of income generating,  

· Number of PWDs who benefited from existing social and economic facilities 

· Number of PWDs benefited from social needs

· Number of PWDs attended the education facilities

· Number of children with disabilities completed primary and secondary education

· % of children with disabilities studying in regular schools as well as specialized  schools or units

· Early childhood development initiative is on place

	5. Ensure access and effective utilization of physical, sensory and mental rehabilitation services 


	· Stratification of rehabilitation of services (identification of services that can be delivered at each level considering the available resources including staff capacities at each level);

· Develop training manuals for different levels of health care providers and community in collaboration with academia;

· Train different level of local health workers, teachers, local leaders, community organizers/ volunteers/ parents on CBR, ensuring minimum standards and sustained supervision;

· Train the CBR personnel at different level including CBR mangers ensuring minimum standards and sustained supervision;

· Strengthen/ establishment of the referral system for the PWDs when and where is required; 

· Adoptability to local condition and use of the appropriate technology, assisted devices and methods, minor repair and maintenance of assistive devices;
	· CBR is integrated to the existing health systems  and\or facilities and linked to related  referral systems where available

· Number and % of PWD who have benefited from existing health care facilities including rehabilitation services

· Availability of training manual for different levels

· Availability of standards/ tools for training activities

· Number of health workers, teachers, community organizers, partners trained

· Number of CBR workers trained

· A functional referral system is on place

· Number of Health facilities generated by CBR

· Number of projects used appropriate technology

· Number of assisted devices distributed



	6. Facilitate collaborative work with/ within the UN System and with Member States, academia, the private sector, NGOs including organizations of PWDs and other stakeholders


	· Mapping UN/ Donors supported services to strengthen collaboration and better use of available resources;

· Conduction of meetings/ information sharing/ awareness building and development of joint projects with all relevant stakeholders to support PWDs

· Utilize available resources within all UN agencies/ donors, private sector, NGOs   and other organizations to support needs of the PWDs;

· Encourage academia in health system research and redirect research and scientific works towards community-based interventions;  

· Mainstreaming of disability issues all developmental initiatives particularly with PRSP, MDGs, Global Funds and other similar development initiatives;


	· Number of joint projects developed in partnership with UN and other agencies and donors

· Number and breakdown of people attended awareness building activities

· Number of meetings organized 

· Number of NGO’s working in CBR 

· Number of projects jointly funded by different partners

· Number of academia, private institutions, NGOs engaged in research activities addressing  CBR

· Inclusion of CBR in MDGs, PRSP and other development activities



	7. Create a sustainable monitoring, supportive supervision and evaluation mechanism


	· Develop tools, indicators and instruments for different levels of the health and other social services for recording, reporting and documenting;

· Train facility level workers on use of the recording and reporting tools;

· Develop disability management information system (DMIS) and ensure confidentiality related to individuals;  

· Promotion of evidence based practice and use of the evaluation results in future planning, programme enhancement and programme expansion;
	· Number of recording, reporting and monitoring tools& indicators available and use

· Number of facility level workers reporting using the developed tools

· Report of the DMIS 

· Documented evidence based practices, succesed stories, including user’s satisfaction level.

	8. Foster partnership and networking among all stakeholders including referral system, communication, sharing experiences, information and expertise.
	· Build up information networking on regional and national level for professionals, PWDs and others;

· Arrange and support exchange of experiences through meeting and field visit, etc;

· Develop appropriate communication strategy such as newsletter, website accessible to the PWDs;
	· Information networking is in place

· Number of field visits and meetings to exchange experiences

· Number of effective appropriate communication and information tools  (hardware and software ) accessible to the PWDs

· Number of  directories of available facilities for PWD


B) Proposed Key methods to achieve strategic objectives

	Strategic Objectives
	Key Methods to achieve Objectives

	1. Raise commitment and awareness of the key policy makers to support CBR and integrate it as part of all national development policies, strategies especially in health, education and livelihood


	· Establishment/ strengthening of a national unit within the relevant ministries/ organizational infrastructure;

· Formation/ strengthening of national/ states and local committees/ councils for CBR; 

· Review the national development especially health, education and livelihood policies and integrate the CBR in these policies;

· Link CBR with the CBI and other community –based approaches where it is existing; 

· Advocate for access of the PWDs to social security& services including health insurance;

	2. Implement provision of CRPD at the community level


	· Training of PWDs, CHWs, teachers, community leaders, volunteers, health professional, etc;

· National awareness building campaign and other advocacy activities including celebrating International Day for PWDs;

· Incorporation of CRPD in the education curricula at all levels and PHC system;

· Lobbying with influential authorities / organizations/ policy makers/ celebrities etc;

· Partnership with Human Rights Organizations at the national, provincial and local levels;

· Active involvement of the community organizations and identification of their roles/ responsibilities;

	3. Create awareness and build capacity in communities about CBR through influential groups and PWD


	· Formation/ strengthening of women, youth groups, cluster representatives, village development committees, teachers, health workers, existing social groups etc;

· Organize training activities through facilitators preferably by the PWDs;

· Enhance capacities through exposal visits/ exchange experiences, annual events and training activities/ refresher training programmes;

· Proper use of the local media and other advocators;

· Develop advocacy and training materials in local language;

	4. Assess the needs and capacities of PWDs and resources within the communities and mobilize resources within and outside community for addressing the identified needs through participatory approach


	· Review the available data to help for identification of the needs/ requirements; 

· Perform community-based surveys (needs assessment) using volunteers/ PWDs/ cluster representatives etc;

· Identify and prioritize needs and solutions to fill the gaps in presence of PWDs, local authorities and other stakeholders (using focus group discussion);

· Comprehensive resource mapping (Money, Man and Material) to fulfil the needs of the target groups;

· Provision of a comprehensive package of CBR services including information sharing at the doorstep of the PWDs and at their workplace;

· Build capacity of the local community and PWDs in writing the proposal and resource generation activities including stakeholder analysis;

· Plan socioeconomic projects addressing needs of the PWDs and involve local community for its implementation;

· Empower community in programme management and ownership;

· Ensure support of the different development sectors/ local administration and municipality and existing civil society;

· Use of all available CBI interventions including Income generating loans, Women Vocational and Literacy Training Centres etc;

· Mainstream/ link other existing facilities to reduce poverty such as self involvement, micro credit, IGP, vocational training, etc;

· Facilitate fulfilling the social needs of the PWDs including marriage, skills, sports, recreation, culture, etc;

· Facilitate inclusive and accessible education facilities both in formal and non formal forms for people specially children with disabilities;

· Promotion of early childhood development, primary and secondary education;     

	5. Ensure access and effective utilization of physical and mental rehabilitation services 


	· Stratification of rehabilitation of services (identification of services that can be delivered at each level considering the available resources including staff capacities at each level);

· Develop training manuals for different levels of health care providers and community in collaboration with academia;

· Train different level of local health workers, teachers, local leaders, community organizers/ volunteers/ parents on CBR;

· Train the CBR personnel at different level including CBR mangers;

· Strengthen/ establishment of the referral system for the PWDs when and where is required; 

· Adoptability to local condition and use of the appropriate technology, minor repair and maintenance of assistive devices;

	6. Facilitate collaborative work with/ within the UN System and with Member States, academia, the private sector, NGOs including organizations of PWDs and other stakeholders


	· Mapping UN/ Donors supported services to strengthen collaboration and better use of available resources;

· Conduction of meetings/ information sharing/ awareness building and development of joint projects with all relevant stakeholders to support PWDs

· Utilize available resources within all UN agencies/ donors and other organizations to support needs of the PWDs;

· Encourage academia in health system research and redirect research and scientific works towards community-based interventions;  

· Mainstreaming of disabilities in all developmental initiatives particularly with PRSP, MDGs, Global Funds and other similar development initiatives;   

	7. Create a sustainable monitoring, supportive supervision and evaluation mechanism


	· Develop tools and instruments for different levels of the health and other social services for recording, reporting and documenting;

· Train facility level workers on use of the recording and reporting tools;

· Ensure data analysis, feedback at the local level;

· Promotion of evidence based practice and use of the evaluation results in future planning, programme enhancement and programme expansion;

	8. Foster partnership and networking among all stakeholders including referral system, communication, sharing experiences, information and expertise.


	· Build up information networking on regional and national level for professionals, PWDs and others;

· Arrange and support exchange of experiences through meeting and field visit, etc;

· Development of newsletter, website accessible to the PWDs;


Annex-7 A tentative methodology for monitoring and evaluation.

It is important to note that thinking about how the programme will be monitored and evaluated is an essential part of programme planning.  Monitoring and evaluation are concerned with all users of the system and clearly link to the objectives of the programme.   

Monitoring and evaluation as a key part of CBR management is discussed in a separate element of this component. 

At the outset a community based house hold survey form is developed and field tested to establish benchmarks. The members of the village development committees – the organizational unit of the CBI program and the elected cluster representatives along with the community based health workers are trained on carrying out the household survey. This is technically supported by the multi sectoral CBI team. The survey results are analysed and the information is used for planning and monitoring. A Community information system is developed through which the communities regularly report on the key indicators. 

A Monitoring framework and instruments are developed based on the bench marks and the related intervention. Using these instruments the multi sectoral CBI technical team and the cluster representatives visit the projects and prepare a monitoring report which is shared with all the stakeholders and followed up.

Evaluation: An internal and external evaluation will be carried out to assess the impact of program interventions.

Internal Evaluation: Internal Evaluation will be carried out by the local stake holder – communities, government, DPOs and partners. This could be carried out after regular intervals or on a mid term basis.

External Evaluation: will be carried out by a third party, mid term or after end of the project/ some specified time.  

Annex-8 Directory of all participants 

AFGHANISTAN

	MR.RAZI KHAN
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	Disability and Health Advisor
	

	Charahi Hagi Mohamad Dad Taiman, Kabul
	

	0093-799-143554

0093-700-292410
	

	rhadard@disability.gov.af
razi_hamdard@yahoo.com
	


	DR.MALANG MUSLAM
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	Head of CDC Department MOPH
	

	MOPH in Kabul
	

	00930700606643
	

	cdcmoph@yahoo.com
	


BAHRAIN

	DR.A. HUSSAIN ALAJAMI
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	Chief as Primary Health Care Services
	

	PO Box 42 Bahrain
	

	00973-39611234

00973-17246341
	

	aajmi@health.gov.bh
	


WHO-EMRO

	DR. MOHAMED ASSAI ARDAKANI
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	Regional Advisor / CBI
	

	c/o WHO EMRO
	

	0021023514
	

	assaim@emro.who.int
	


	DR.M.TAGHI YASAMY
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	Regional Advisor
	

	c/o WHO EMRO, PO Box 7608 Nasr City, Cairo
	

	202 2765524
	

	yasamym@emro.who.int
	


WHO – GENIVA

	MR. CHAPAL KHASNABIS
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	Technical Officer Disability and Rehabilitation Department of Injuries and Violence Prevention
	

	20, avenue appia – 1211 Geneva 27 Switzerland
	

	0041-22 7913499

0041-79-2493545
	

	khasnabisc@who.int
	


IRAQ

	DR.MOHAMMED J. HUWAIL
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	Deputy Director of DG
	

	MoH/Directorate of PH&PHC Baghdad, Iraq
	

	009647901446432
	

	Preventive11@yahoo.com
	


IRAN

	MR.RAMIN REZAEI
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	Head of CBR Headquarters
	

	CBR Headquarters Rehabilitation and Welfare University – EVIN – Tehran, Iran
	

	0098-21-22180118

0098-9125050298
	

	Ramin.razaei@gmail.com
	


	DR.HABIBOLLAH MASOUDI FARID
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	Vice President of Deputy of Preventive Affairs Welfare Organization
	

	No. 188 Between Gharani and Iran Shahr

St. Karim Khan Tehran
	

	0098-21-88317191

0098-9124943351
	

	drhfarid@yahoo.com
farid@behzisty.ir
	


	MR.MOHAMMAD REZA ASADI
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	Head of CBR Headquarters
	

	CBR Headquarters Rehabilitation and Welfare University – EVIN – Tehran, Iran
	

	0098-9126149671, 0098-2122180118
	

	m_reza_asadi@yahoo.com
	


	MR.HOSSEIN AMIRANI
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	Deputy for Rehabilitation of Tehran
	

	Welfare Tehran Valiasr Street Tehra Iran
	

	0098-2188879251

0098-9121488438
	

	amirani@behzistitehran.org.ir
	


JORDAN

	DR.SAMIR YACOUB GAMMOH
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	Consultant of Physical Medicine and Rehabilitation
	

	MoH Amman
	

	0096-6277310447
	

	sameerq@yahoo.com
	


LEBANON

	MRS.HYAM FAKHOURY
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	Head of Research and Development Unit
	

	c/o Ministry of social affairs Beirut-Lebanon
	

	00961031847548
	

	hyamfakhoury@hotmail.com
raccess@incom.Ib (AttN H.Fakhoury)
	


MOROCCO

	MR.TARIK ALLAM
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	Head of Service for Local Integration
	

	31 Bd Abtal, agdal, Rabat
	

	21261907490
	

	Allamtarik_rbc@yahoo.com
	


SUDAN

	MR.ELSADIG MOHAMED KHALID
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	CBI National Focal Point
	

	FMOH RHC – Khartoum
	

	024922741471
	

	sadigmkhalid@yahoo.com
	


PAKISTAN

	DR. JEHANZEB KHAN AURAKZAI
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	Director National Institute for Handicapped (NIHd)

Project Director Disabilities / CBR, ERRA
	

	National Institute for Handicapped, Street # 9, G-8/2, Islamabad
	

	0092-51-9262126, 0092-51-9267456, 

0092-300-8544685
	

	jehanzebaurakzai@hotmail.com
	


	DR MARYAM MALLICK
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	Rehabilitation and Disabilities Officer  - WHO, Technical Advisor ERRA
	

	N.I.H premises, Park Road, Chak Shahzad, Islamabad
	

	0092-51-9255184-185, 0092-300-8558267-9
	

	mallickm@pak.emro.who.int
	


	MISS IRAM SARDAR
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	Social Protection Officer
	

	ERRA, PM Secretariat Islamabad
	

	0092-51-2272732
	

	iram@erra.gov.pk
iramsardar@undp.org.pk
	


	MR.QURBAN MIR
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	Director General Health Services - AJK
	

	DoH, AJK Muzaffarabad
	

	0092-58810-43030
	

	qurbanmir@yahoo.com
	


	MR. SAEED ASHRAF SIDDIQI
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	Programme Manager SP ERRA
	

	Prime Minister Secretariat for Islamabad
	

	0092-51-2272516

0092-333-4281616
	

	saeedsiddiqi@gmail.com
saeed@erra.gov.pk
	


	DR. KHALID JAMEEL
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	Consultant Rehabilitation Medicine 
	

	6.B.G.O.R III Shadman Lahore
	

	0092-42-7580539
	

	bbdrkj@woll.net.pk
	


	MAJ. AAMIR WAHEED BUTT
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	Senior Consultant Rehabilitation Medicine 
	

	AFIRM Rawalpindi
	

	0092-51-31721
	

	draamirwaheed@yahoo.co.uk
	


	DR. HABIB AHMED AFSAR
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	Health Information Analyst
	

	242 Jadeed, Haripur Hazara
	

	
	

	afsarh@pak.emro.who.int
habib@notmail.com
	


	DR. KHUSHHAL KHAN ZAMAN
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	NPO – WHO
	

	c/o WHO Country Office PO 1013, Chak Shahzad Islamabad
	

	0092-300-8503387
	

	Kzaman64@yahoo.com
	


	MR. MUBARAK AHMED
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	Director Planning and Finance 
	

	Director General of Special Education
	

	0092-51-9261928

0092-300-4836790
	

	
	


	MR. MUKHTAR AHMED
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	BND Programme Manager AJK
	

	Muzaffarabad AJK
	

	0092-58810-33019

0092-300-6505438
	

	bdngfatm@hotmail.com
	


	MR. SIBGHAT-UR-REHMAN
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	Hon: Director CBR Programme
	

	RCPD, Umeedabad No 2 Swati Gate Peshawar PO Box 201 GPO Peshawar
	

	091-5277663, 5252618
	

	sib_rehman@yahoo.com
fht_rehman@hotmail.com
	


	MR. NAVEED AHMAD CHOUDHARY
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	A. Director National Institute for Handicapped
	

	NIHd, St # 9, G-8/2, Islamabad
	

	0092-51-9262213
	

	Naveed9800@yahoo.com
	


	DR. FARAH TABASSUM
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	Ministry of Health, Medical Officer
	

	Off:   NIHd, St # 9, G-8/2, Islamabad 

Res:  House 36-A, Street 39-B, I-9/4, Islamabad
	

	0092-333-7425085

0092-51-4445381
	

	dr_farahtabassum@hotmail.com

dr_farahtabassum@yahoo.com
	


	MRS. FARHAT ABBASI
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	Senior Secretary
	

	c/o WHO Pakistan NIH Chak Shahzad
	

	0092-51-9255077-75-184
	

	abbasif@pak.emro.who.int
	


	MR. FAHEEM AHMAD RAZA
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	IT Officer
	

	c/o WHO Pakistan NIH Chak Shahzad
	

	0092-300-4005933
	

	razaf@pak.emro.who.int
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