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Over the past 20 years the interpretation of “CBR” has changed but it is our belief that the rationale of training for CBR has not. It is vital that the training issues are carefully explored if training is to be effective in the next decade. In this paper, we discuss some background issues, then share some results of a survey of training courses for CBR. 
BACKGROUND

Training for what?

•
Twenty years ago when WHO introduced  their CBR training manual, the emphasis was on skills transfer to people in the community who would work with persons with disabilities  and their families

•
The second most important “manual” at that time was Disabled Village Children (DVC) 

•
Both DVC and WHO manual had an impairment basis for their very good manuals

Changes in recent years have meant that the training must have a greater emphasis upon issues such as:

•
Problem solving: referral to specialists however desirable, may be impossible for reasons of cost or access.

•
Including persons with disabilities and their carers in planning: the days of professionals knowing best and imposing a programme of intervention are over (this may work for the treatment of some impairments, but not for the management of disability). It is the person with disability or the carer who know the real needs and these must inform programme planning, not the perceived needs of the professional.

•
Monitoring and evaluation: volunteers and professionals need to be able to show the benefit of their activity. Cost benefit may be unpopular with practitioners who feel that any friendly contact is helpful to a family but employers in times of market economy need to know the benefits.

The Impact of Disabled Persons’ Organisations (DPOs)
•
DPOs and other movements have changed the perception of services for disabled people

•
The very idea of services “for” persons with disability is challenged firstly through the idea of services “with” them

•
The claims of participation by DPOs in planning are sometimes less real than the rhetoric suggests, but are still a move in the direction of participation 

Changes in Service Providers

•
WHO has revised its classification of disability from Impairment, Disability and Handicap,  to Disability,  Function and Participation ( ICIDH2), thus moving away from an impairment base  towards inclusion/human rights as the basis for considering persons with disability.

•
More people begin to understand the “social model” of disability which persons with disability have been trying to have accepted, for a number of years.

•
The move from “medical model” services towards a  “social model” of service provision which began in the North is more common in the South.

•
The WHO section has changed its name to DAR (Disability and Rehabilitation) to reflect such changes in emphasis.

Changes in the availability of  volunteers

•
In the period (albeit the end of the period) of “iron rice bowl” policies in many countries of the South, it was easier to find community “volunteers” to undertake volunteer activities such as becoming CBR workers. Such people often had a notional government job for which they were paid minimally but had little to do. They had a place in the community as a member of the “government cadre”, more than basic education and feeling of responsibility to their communities. 

•
In the last 20 years, with a move to market economies, most people need paid employment to survive at all  (with the need to pay school fees, medical care etc.) and are less able/willing to volunteer,

•
Those who do volunteer often use their volunteer training and experience as a stepping stone to paid employment and are available to CBR for less time.

Changes in professional practice

•
In the South, the majority of professionals working within the disability field, work in government posts for some time, but as pay decreases and the expenses of urban living (and their expectations) increase, most professionals spend more time in private practice now, than 20 years ago. The majority now behave as a minority did when Alma Ata was still a hopeful direction for most.

•
Most countries of the South have a policy encouraging newly qualified professionals to work for 2 years or so in the rural community. In reality, this seldom happens as able/well connected graduates can buy their way out of such obligations and the likelihood of young idealistic professionals in community disability services has diminished. 

•
Professionals may still feel some training obligations to community services but are less likely to be intimately involved.

Who works in CBR now?

The term CBR has very specific connotations for some people. Perhaps it is better to consider “community disability services”. This can include many components, such as:

•
Human rights

•
Rehabilitation services

•
DPO activity

•
Family centred therapy

•
Income generation

•
CBR workers in the community

The different interpretations need different training emphases.

METHODS AND RESULTS OF THE SURVEY

The methodology adopted in this project to explore training issues had two phases. 

In Phase 1 informal interviews were conducted with a range of  informants engaged in CBR. The sample was opportunistic and all the interviews took place in London, and India, in and around Chennai, Banagalore, Calcutta and Delhi. Semi-structured interviews were also conducted with ten community disability service personnel from six countries, who had all undertaken post graduate training overseas. The purpose was to elicit their views on what factors contribute to effective CBR training. The information collected, informed the design of the questionnaire.

In summary, the main themes identified in the informal and semi- structured interviews in relation to CBR training were:

1.
Creating positive attitudes to people with disabilities is crucial to the success of CBR, but this is rarely addressed in training.

2.
There is insufficient involvement of people with disabilities and their families in planning and training for disability services.

3.
There is an overemphasis on the transference of knowledge unrelated to the practical use of the knowledge.

4.
Training concentrates on technical skills over creativity and problem solving skills.

5.
Course teachers are usually institution-based practitioners with little knowledge of working in the community and the ethos of CBR. Training equips the participants for the delivery of services, as an extension of institution-based services, rather than CBR.

6.
Training is often given in medical institutions giving ‘mixed messages’, about appropriate technology and ways of relating to clients.

7.
Scant attention is paid to the community development/empowerment aspects of CBR in training.

The questionnaire has three sections. 

Part 1 aimed to establish a profile of a CBR manager. 

Part 2 sought to discover more about the conduct and content of trainings. Part 3 asked about training materials used.

In Phase 2 the questionnaire was distributed and the returns analysed.

The Sample: The questionnaire was sent to an opportunistic sample of forty-seven organisations in India. The questionnaires were addressed to the people who manage CBR programmes. The respondents reflect the diversity of activity and organisational structure involved in community disability services, from large organisations that started as institutions and currently promote CBR, to grass roots organisations that have always worked in the community. The data collected is based on 32 returns.

We also used the opportunity of the Friday Transaction Meeting in Bangalore on 30th March 2001 to engage a large group of experienced people to replicate some of the results from the survey. We chose to re-examine the data about what is taught and what is thought to be key skills by co-ordinators.

KEY RESULTS OF THE SURVEY

The results are presented in four sections, namely, profile of managers, questions relating to training issues, information on training materials and expressed need for further materials, the replication exercise and key points raised at the Friday Meeting of March 2001.

1)A profile of CBR co-ordinators

What was the professional background of the CBR co-ordinator?

Table 1 – professional background of CBR co-ordinator N = 29

Professional Background
Number
%

Special Educator
5
17

Community Worker
5
17

Social Worker
5
17

Teacher
4
13

Therapist
3
10

Rural Development
2
7

Business
2
7

Doctor
1
7

Nurse
1
3

Prosthetics/orthotics engineer
1
3


Those with an education background – special educators and teachers – represented the largest professional group, followed by community workers and social workers and then therapists. Two respondents replied that they had qualifications in rural development, two had business backgrounds, and two described themselves as CBR workers and were included under community worker. One respondent was a prosthetic/orthotic engineer and one was a nurse.

Is the CBR manager a person with disabilities?

Table 2 - Number of CBR co-ordinators who are/are not PWDs (N = 29)



Number
%

CBR Manager  - not a PWD
27
93

CBR Manager a PWD
2
7

Only two of the co-ordinators were people with disabilities. However, one large rural CBR programme that helped to initiate 17 locally run programmes, reported that 3 of the programmes are managed by persons with disabilities, and a parent manages one programme. One other respondent said that the chairperson of their CBR programme, was the mother of a person with disability.

Has the CBR co-ordinator had any CBR training?
Table 3 - CBR training of co-ordinators (N = 29)


CBR Training
Number
%

YES
20
69

NO
9
31

How long was the CBR training?
Table 4 - Length of CBR training (N = 20)

Length of CBR training
Number
%
< 1 month
1
5

1 – 3 months
9
45

3 – 9 months
4
20

12 months
3
15

> 12 months
3
15


A majority (69%) of co-ordinators had had some CBR training and most had received a qualification for this (85%), though for 59%, the qualification was a certificate of attendance. 45% had had training lasting from 1 to 3 months, 20% received 3-9 months of training and 30% 12 months or more than 12 months, of training. 

One respondent said that CBR was included as part of his MSc. course in rehabilitation. Two other respondents who had taken courses in special education had had a CBR component as part of their courses. Three respondents’ CBR training had been ‘on the job’, that  is, a series of in-service training from experienced personnel, either as a short training, or by mentoring. One had had a certificate of attendance for this training. The two others had not been given a formal qualification. The majority (59%) had had CBR training during their current employment. Three of the respondents said that their course was accredited by the Rehabilitation Council of India, but one of these was an MSc. in Rehabilitation as mentioned above.

The high percentage of co-ordinators who had had some kind of CBR training was one of the surprising results of the survey.

Fifteen of the CBR co-ordinators had management training, 12 of whom had had some kind of formal training.

Table 5 - Length of management training (N = 12)

Length of management 
Number
%

training
< 1 month
1
8

1 – 3 months
5
39

3 – 9 months
3
23

12 months
2
15

> 12 months
1
8


We listed some of the tasks involved in running a CBR programme. This list was derived from interviews with CBR personnel and revised after the first draft of the questionnaire was piloted in India.

Is it necessary for a CBR manager to be skilled in any or some of these?

Table 9 – Necessary skills for CBR (N = 32)

CBR tasks
Not 
Useful
Advisable
Necessary
Highly


necessary



desirable


Programme

supervision
0
0
2
6
24


Training of

CBR workers
0
2
1
5
24


People

management
1
0
2
5
24


Community

organisation
0
1
2
10
19


Community

development
1
0
2
10
19


Record keeping
0
0
2
11
19


Financial

management
1
2
3
8
18


Counselling for

PWDs and

families
1
3
1
10
17


Disability

assessment
1
4
3
7
17


Advocacy
0
1
4
13
14


Organisation of 

self-help groups
1
1
8
8
14


Public education
0
5
2
12
13


Educational

rehabilitation
1
5
4
13
9


Fund raising
2
4
7
10
9


Income generation
2
5
7
9
9


Therapeutic

interventions
4
5
5
9
9


Vocational training
2
7
7
11
5

The tasks which had the highest agreement were programme supervision, training of CBR workers, people management, community organisation and community development. There was less agreement on disability assessment and very low agreement on therapeutic intervention.

The implications of this are examined in the next section on training issues.
2) Questions relating to training issues
We compared the results of the “highly desirable” tasks (Table 9) with the main topics taught on the longest of the courses given by the organisations.
Table 10 - Respondents ratings of highly desirable skills needed for CBR management compared with Main Topics of Courses

Skill deemed “highly
No. of respondents
No. of respondents

desirable”
 re skills N = 32
 re courses N = 26

Programme skills
24
8

Training CBRWs
24
5

People management
24
5

Community organisation
19
6

Community development
19
5

Record keeping
19
4

Financial management
18
2

Counselling
17
8

Disability assessment
17
15

Advocacy
14
6

Self help groups
14
5

Public education
13
5

Educational rehabilitation
9
1

Fund raising
9
2

Income generation
9


Therapeutic interventions 
9
15

Vocational training
5
3

Causes of disability
-
18

Impairment groups

-
17

The topics most frequently covered in training by the majority of organisations were causes and prevention of disability, impairment groups, assessment and therapeutic interventions. These were the tasks for which there was little or no agreement about in terms of desirability for CBR.

The mismatch between what was considered important in CBR and what was taught on courses was not so surprising when we looked at who were the most regularly used trainers on courses. Therapists represent by far the largest group.

Table 11 - The most regularly used trainers on CBR courses (N = 26)

Teacher/trainer
Number
%

Physiotherapist
19
73

Speech therapist
14
54

Community worker
13
50

Person with disabilities
10
38

Occupational therapist
9
34

School teachers
8
31

Special educators
8
31

Health workers
8
31

Parent
7
27

Doctor
6
23

How long are the courses run by the organisations?

Table 12 – length of CBR training  (N = 26)

Length of course
Number
%
Up to 1 week
8
33

Up to 1 month
11
45

Up to 6 months
7
29

Up to 1 year
6
25

> 1 year
1
4

Some organisations run several courses of varying lengths. Within one organisation, course lengths may vary from one week to 6 months. One organisation offers a 14-month course. Courses are run for different groups, not just CBR personnel. For example, training courses may be for health workers, parents, people with disabilities, teachers, government health staff, pre-school teachers and social workers. Areas covered may include skills and strategies for inclusive education, handling children with cerebral palsy, counselling for parents, vocational training courses, and technical training, such as those for making of orthotic and prosthetic devices. 

Essentially, a wide variety of training from informal ‘on the job’ training, to training of 6 months, or more, in length are offered by the organisations, for a wide variety of target groups. More formal training courses are offered to mid level workers and teachers, for example. More informal training may be given to the organisation’s staff and volunteers, and parents’ groups. 

Not all organisations run their own training (N=26). Some rely on the ‘parent’ organisation or look to other local NGOs or international NGOs who run training courses relevant to the organisation’s needs.

What were the teaching/learning experiences used during the course?

Table 13 - Percentage of organisations using particular teaching/learning experience (N= 26)

Teaching/learning

experience
Number
%

Group activity
24
92

Demonstration
20
77

Discussion
20
77

Question and answer
19
73

Assignments
18
69

Observation
17
65

Brainstorming
15
58

Role play
14
54

Lectures
13
50

Tutorial
9
35

Peer teaching
8
31


These findings were interesting in the light of the published and anecdotal criticism of CBR training which indicated that most training was dependent on didactic teaching methods. Active methods figure highly in the majority of training courses with 92% of organisations saying that ‘group activity’ is a regularly used method, and 77% that ‘demonstration and discussion’ are also regularly used.  ‘Lectures’ are only used on a regular basis by 50% of the organisations. 

Where does training take place?

Table 14 – Location of training (N = 26)

Location of training
Number
%

Training institute
16
62

Community hall
14
54

‘On the job’
14
54

School
9
34

NGO centre/office
6
23

Hospital
5
19

CBR centre
1
4

Health centre
1
4

DPO centre
1
4

Vocational training centre
1
4

Pre-school (Balwadis)
1
4

Several respondents emphasised that substantial parts of training were practically based and involved home visiting and working in the community. One respondent felt that it was very important that training takes place as close to the community where CBR activities will be undertaken as possible. “Trainees to feel comfortable and to relate training directly to the local experience.”

What training materials are used?

Table 15 - commonly used manuals, graded by usefulness (N = 26)

Manuals
very useful
useful
not useful

Disabled Village

Children
19
6
1

Training in the

community for people

with disabilities
7
14
5

Nothing About

Us Without Us
11
9
2

Table 16 – Manuals found “very useful” by number of respondents using manual

Manual
No. of

respondents

Joint Position Paper
4

The Standard Rules
4

Persons with Disabilities Act
4

Spastics Society of East India publications
3

Prejudice and Dignity
3

Handicap International Physical Therapy Assistant Manual
3

Helping Health Workers Learn
3

Teacher Health Care Workers
3

Training for Transformation
3

WHO manual on Cerebral Palsy
1

Where there is no doctor
1

Special Education for Mentally Handicapped Children


Child-to-Child Manuals
1

Asia Pacific Disability Rehabilitation Journal
1

CBR News (Indian version)
1

The need for additional CBR training manuals or texts.

Respondents were asked if there was a need for additional training manuals, and what areas should these cover. The following are a selection of responses

“Material for people who do not have reading and writing skills.”

“Community development.”
“Disability Rights.”

“Community participation.” 
“Networking.”

“Project management.”
“Vocational training and employment.”

“Building linkages with other sectors, for example, Education, Health & Hygiene and Agriculture.”

“There is need for simple, good quality material about home training for persons with learning disabilities. Portage has too much text. More pictures and easy steps are needed.”

“Assessment tools for children with learning disabilities are needed. The WHO assessment is too superficial and not detailed enough. The assessment/checklist in C. Miles’ book is too long and complicated.”

4) The Replication Exercise at the Friday Meeting of 30th March
The Exercise
The group at the Friday Meeting were paired. Group A consisted of thirteen pairs of CBR service providers plus one trio – 29 in all. Group B consisted of seven pairs of trainers – 14 in all. 

Two sheets were prepared. Sheet 1 was given to Group A - people involved in CBR activity  but not directly involved in training. This replicated the part of  the questionnaire that had been answered by 32 respondents from the original survey and listed tasks involved in running CBR programmes.  The 13 pairs and 1 trio were asked to rate the tasks as not necessary, useful, necessary and highly desirable.
We listed the same tasks and distributed them to Group B - those involved in training  and asked were any of these were included as topics on their courses.

Through discussion the pairs/trio completed the questionnaire sheets.
Group A Results.
1.
Group A rated 2 skills highly as had the 32 from the original survey.  These were:

•
Programme supervision

•
People management

2.
Although people management was not rated as highly in Bangalore (57%) as by the 32 (75%) it was still the second most highly rated skill.

3.
The Bangalore group rated 
 counselling, public education, advocacy and disability assessment  very similarly to the 32 from the original survey.

4.
They disagreed strongly about training of CBR workers. This was rated highly by 75% of the 32 but only by 29% of the 14 pairs in Banagalore.

5.
Areas that were not thought to be essential by ANY Bangalore respondents were income generation, therapeutic interventions and vocational training. These had been  rated by 28%, 28% and 16% respectively of the 32 from the original survey.

Group B Results

Seven pairs completed  the trainers’ questionnaire. There was little similarity between the Bangalore group and the original survey respondents (N = 26).



Taught by
Taught by



Bang. Grp x 7
Original Resps. X 26

•
Training of CBRWs
100 %
19%

•
Disability assessment
100%
58%

•
Ed. Rehabilitation
100%
4%

•
Fund raising
100%
8%

•
Therapeutic interventions
100%
8%

The numbers were small in this replication exercise and we noted that they demonstrated much greater diversity in their responses than the original survey respondents (N = 32).

5) Keys Points raised at the Friday Meeting

The debate at the Friday Meeting discussed the ways the gaps identified in the study could be addressed. Participants felt that the conceptual understanding of CBR influences the way courses are designed, and that although there has been  a shift in the philosophy  of CBR from a charity orientated medical model to a rights based social model, this was not adequately translated into the curricula for training. Moreover, most courses use professionals as trainers, and this could lead to an over-emphasis on impairments in the training. The participants felt that it was important to incorporate certain non-specific skills such as advocacy, community organisation and so on into the training of CBR personnel. Another issue was that many of the existing courses are ad-hoc ones that have not carried out a task analysis of the personnel to be trained, in order to define their training requirements and design an appropriate curriculum. These gaps will need to be addressed in planning of future training courses for CBR personnel.
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