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INTRODUCTION

Before presenting the success story of the Community Based Rehabilitation (CBR) programme

of Bangladesh Protibondhi Foundation (BPF), the author will discuss the concept of CBR,

its evolution to date and related issues. This paper highlights how the resources of Man,

Material and Money were mobilised for the CBR programme of BPF.

The concept of a Community Based Rehabilitation (CBR) programme probably arose with

the alma mater declaration of 1978, by the various heads of the ministries of health all over

the world. It was apparent that it would be impossible to provide rehabilitation services,

unless there was a base built at the community level. Subsequent to the declaration, the

CBR programme of the World Health Organisation was officially launched in 1981, the

International Year of the Disabled.

The concept of CBR essentially crystalised many trends and built upon all the resources

used at the community level. UNICEF began to actively support CBR programmes in the

poorest countries during the early eighties, which concentrated on disabled children and in

areas where most services were linked with general child health and organised social services.

Essentially, the problems of disabled children are the same, whether they live in towns or in

rural areas. Since the vast majority of poor as well as disabled children live in rural areas

and in poor urban communities, the only realistic approach is community rehabilitation.

David Werner, argues that responses to the problems of children with disabilities should be

a high priority in social welfare policy. Werner further states that ihWithout rehabilitation of

the child and the community, the disabled child is likely to become an unhappy, unemployed

and possibly completely dependent adult; with rehabilitation, often that same child will

become a more fulfilled, more independent adult, who actively contributes to societyln.

DEFINITION OF CBR

Helander, a co-author of the World Health Organisation™s landmark manual iaTraining in

the community for people with disabilitiesls defined Community Based Rehabilitation (CBR)

as a strategy for improving service delivery, for providing more equitable opportunities and

for promoting and protecting the human rights of disabled people. It calls for the full and co-

ordinated involvement of all levels of society: community, intermediate and national. It

seeks the integration of all relevant sectors Œ education, health, legislative, social and

vocational and aims at the full representation and empowerment of disabled people. Its goal

is to bring about a change; to develop a system capable of reaching all disabled people in

need, and to educate and involve governments and the public, using in each country a level

of resources that is realistic and maintainable..

TRANSFER OF KNOWLEDGE FROM PROFESSIONALS TO CBR PERSONNEL

The success of CBR programmes depends on a number of factors, which need to be analysed

in the process of planning. Whether one starts CBR through education, primary health care,

integrated community development or through any other organisation, professionals have to

play an important role. The need to understand the conceptual philosophy of CBR must be

emphasised. Professionals need to change their own attitude first, then that of the people in

the community towards disabled people. Conventionally, the so-called professionals tend to

give more importance to the medico-model of rehabilitation, which is only one aspect of

rehabilitation. Once the disabled person returns to the community, no follow-up is available,

which is when the person needs most support.

A CBR programme is not effective without professional involvement. But the professionals

must show acceptance and appreciation of disabled people and their abilities, through

experience sharing in the social and cultural activities in the community. Professionals must

learn to respect their beliefs and practices without undermining their knowledge and skills,

which could be of great help in the process of rehabilitation.

From the inception of CBR in 1981, to date, there has been a major shift in the philosophical

value system of the programme. Some of these are discussed in this paper.

CHANGES IN THE UNDERSTANDING OF COMMUNITY BASED REHABILITATION

The initial version of the International Classification reflected the way in which Community

Based Rehabilitation developed in the eighties. The ICIDH relies on a model where there

is a progression from disease, impairment, and disability to handicap, in a linear fashion.

Impairment is defined as abnormality of structure or function of the body or of an organ.

Disability is defined as a restriction or lack of ability as a result of impairment. Handicap

is defined as a social disadvantage resulting from either impairment or disability. This

classification led to an ‚impairment™ bias in many of the earlier community based

rehabilitation programmes.

In the nineties, with the increasing conceptual shift in emphasis to accept the disabled

person in the community, and to promote better human rights, the definition of community

based rehabilitation changed, as reflected in the 1994 Joint Position Paper of ILO, UNESCO

and WHO. The changes are also reflected in the revised version of ICIDC brought out in 1999

called iaInternational Classification of Impairments, Activities and Participationll. In this version,

the term ‚disability™, which has a negative connotation, is replaced by ‚activity™. ‚Handicap™ is

replaced by ‚participation™ to indicate the person™s nature and extent of involvement in life

situations in relation to impairment, activity and ‚contextual factors™ that are extrinsic factors

determining participation. This classification is not linear anymore and explains the degree of

interaction of the health condition and the contextual factors simultaneously on participation.

CHANGE IN FOCUS FROM RESTORING FUNCTIONS IN THE DISABLED INDIVIDUAL TO CHANGING THE CONTEXTUAL FACTORS

In the nineties, community based rehabilitation shifted its focus from medical rehabilitation

and restoration of functioning in the individual, to manipulation of contextual factors related

to social integration of the disabled person in the community. Similarly, instead of services

for restorative therapy in the community, the focus of interventions has shifted to human

rights of disabled people, promotion of self-help groups of disabled people and their families,

and a change in attitude in the non-disabled population in the community.

CHANGES IN THE SIZE OF OPERATIONS OF COMMUNITY BASED REHABILITATION

Though their resources are limited, most developing countries have a need for larger coverage

of services. In such situations, the resources are often spread thinly, so the quality of services

are poor. While the votaries of universal coverage maintain that some services, even of poor

quality, are better than nothing, others argue that poor quality of services would destroy the

expectations from rehabilitation, and hence may become counter-productive. The challenge

for planners in most developing countries is to see how best to achieve an ‚optimum™ quality of

services, given the limitations of the need for large coverage and limited resources.

SOME CRITICAL ASPECTS IN PLANNING OF COMMUNITY BASED REHABILITATION

Planning for community participation

Community participation was considered an essential part of community based rehabilitation

ever since it was promoted as a suitable approach for rehabilitation in developing countries.

In practice, however, most programmes have found it difficult to achieve adequate levels of

community participation for several reasons. Concepts of decentralisation and bottom-up

approaches are relatively new in many of these countries, even today.

In developing countries, it is often necessary to enhance community participation in a planned

manner, from the inception of the project, keeping in mind the difficulties that can be

encountered, as the concept of full community responsibility is introduced. In the context of

community based rehabilitation programmes, ways have to be found to motivate the

marginalised groups of disabled persons, their families, and communities to achieve a

participatory mode of development, in which the community will assume some of the

responsibilities to begin with, and move on at a later stage to take on most of the responsibilities

of the rehabilitation programme.

Planning for sustainability

Sustainability is a long term concept, that addresses peoples' central concerns and values,

looks to the future, strengthens a community™s ability to deal with change, develops processes

for finding common ground, strives to benefit all members of the community, emphasises the

involvement of people, improves accountability, develops a vision for the future, keeps track

of the progress and meets the basic resource needs. Sustainability may be defined as the

ability of the system to perpetuate itself, using locally appropriate strategies, so that the

system continues till its goals are achieved.

In planning for sustainability, it is important for planners to first identify the different factors that

influence sustainability of a programme in its given social and cultural milieu, and then to develop

strategies to improve sustainability in relation to the different factors identified through this exercise.

MODELS OF PARENT-PROFESSIONAL RELATIONSHIP

As the status of the parents of disabled children have been elevated from being passive

recipients to active consumers during the last two decades, the issues of parent-professional

relationship in a CBR. programme is becoming highly complex. The involvement of parents

as partners in the enterprise provides a continuous system, which not only reinforces the

programme but also sustains effects of the programme after it ends.

A review of the literature on community based rehabilitation and parental involvement in

disability services reveals a number of models which can be used to guide policy and practice.

The models should be considered as tools for thinking, rather than roadmaps for practice.

Cunningham and Davis delineated three models to show relationships between parents and

professionals, which they have described as the expert model, the transplant model, and the

consumer model. Appleton and Minchom described a fourth model, the social network/

systems model that is evident in American literature. Appleton and Minchom also described

a fifth model, the empowerment model that was also quoted as partnership model. This fifth

model combines the rights of a parent as a consumer, to choose a service at a level which

suits them personally with a professional recognition that the family is a system and social

network. Dale proposes a sixth model, called negotiating model, which focuses on negotiation

as a key transaction for parent-professional partnership ( Table 1).

Expert model

TABLE 1 : MODELS OF PARENT-PROFESSIONAL RELATIONSHIP

1 23456

Transplant

model

Consumer

model

Social system

model

Empowerment/

Partnership

model

Negotiating

model

Role of Parents: To comply with treatment Learning and carrying out There is a choice for services Standard home environment for child development Differs according to self-defined needs Differs

according to self-defined needs 

Role of professional Expert Instructor Consultant Facilitator Differs according to needs of family

Differs according to needs of family.

Most of the developing countries possibly follow the traditional ‚expert model™, which is a

rather top-down approach. Both, the parents of a disabled child and the professionals, tend

to be comfortable with this approach as most of the parents are illiterate and poor, and giving

the responsibility to the professionals may decrease the level of stress, they have been

experiencing. In the developing countries the common belief that frequently prevails is, the doctor knows the best™.

However, the fifth model, which combines the rights of a parent as a consumer and empowers

the parents as partners of the professionals, could be a good model to follow for a successful

CBR programme, either in a developed or developing country.

Control of decision- making Professional Professional retains ultimate control

Parents Joint control Joint control Differs according to situation and needs 

Main assumption: Professional knows what is best Professional knows how to design the intervention Parents can represent their needs Professionals can facilitate the good effects of

social system Agreement between the two can be reached Negotiation can lead to consensus or

dissent 

Advantages Reduce responsibility and stress of parents Parents are considered as resources and

Therefore increases coverage Parents™ first, recognizes difference in needs, interventions flexible

Social integration of the child is promoted, recognizes interactive effect of environment on  child™s, values care- giving roles of family members Active promotion of parents™ control and

Power Defines process of negotiation by which consensus is achieved or dissent overcame

Dis-advantage De-skills parents, complete dependency on professionals  Child skills are genera-

lised, ignores family differences, parents are still dependent on professionals No attention to child™s autonomy Does address problems arising from disagreement Does address problems arising from disagreement May require social and  political changes e.g. legal right, unsuitable for

many developing countries™ situation.

COMMUNITY BASED REHABILITATION PROGRAMME OF BANGLADESH PROTIBONDHI FOUNDATION

In Bangladesh, there are many challenges to be overcome by professionals who provide services

for young disabled children. There is a high density of population, with 1,000 people per

square mile, with half the population of 120 million people under 18 years of age. It is estimated

that 86% of the population live below the absolute poverty line, with infant mortality at 85

per 1000 and 50% low birth weight.

Bangladesh is a country of many rivers with a poor infrastructure of roads, bridges and railways,

making communication difficult. 81% of the population lives in the rural areas. A large detailed

epidemiological study conducted during 1987-88 in the late 1980™s, indicated that 1.6% of the

child population has severe disability, which translates into 1 million disabled children under

the age of 10 years. Yet, there are few services. There are very few special schools in cities and

almost nothing for children under the age of five. Therefore, there is a need for innovative

thinking to develop appropriate services particularly in rural areas.

Although in a CBR programme disabled persons of all ages are served and catered

for, the emphasis of the CBR programmes of BPF has been on children, as they are

the most vulnerable group in terms of disability, malnutrition and mortality.

Before starting the CBR programme, BPF embarked upon two significant research projects

nationwide, which finally was of great assistance and support in (i) screening the disabled

children at the community level and (ii) provision of services for disabled children at their

door step. These two research projects, each lasting for a period of 2 to 3 years, are detailed

in the following.

(1) Rapid Epidemiological Assessment of Childhood Disabilities in Bangladesh

The Department of Psychology, University of Dhaka, with the support of Bangladesh

Protibondhi Foundation and Gertrude Sergievsky Center, Columbia University, New York,

provided collaborative assistance, during 1987-88. A study was conducted to develop a rapid

and low cost method for assessment of the prevalence and risk of disability in children,

between 2 to 9 years of age and identify possible causes. The study was aimed at developing

a simple screening instrument for childhood disability.

The study was carried out in five sites of Bangladesh, to validate TEN-QUESTIONS (TQ)

as a tool for screening childhood disabilities, in communities where resources for disabled

children was scarce, if available at all. The type of disability covered by the TQP was blindness,

deafness, mental retardation, motor disability and epilepsy.

A two-stage design was followed to test the validity of the TQ for screening disabilities.

Stage I consisted of the household survey conducted by community workers and screening

of all children in the sample, by the TQ. Stage II consisted of comprehensive professional

(medical and psychological) evaluations of all children who were screened as having some
problem i.e TQ positive, plus a random sample of those who were screened as having no

problem i.e TQ negative.

A total of 10,306 children, 2 to 9 years of age from five sites of Bangladesh, were screened in

the 1st stage by the community workers using the TQ. The results indicated that by using a

simple screening questionnaire such as TQ, the workload of the doctors and specialists

could be significantly reduced.

However, as seen from the preliminary results, it was encouraging to note that TQ also picks

up conditions which could be attended to immediately with intervention (such as night

blindness, ear infection, mild seizure etc), before it can become a disability. The study indicated

a prevalence rate of 6.8% in Bangladesh, for all levels and types of disabilities (motor, vision,

hearing, cognition, epilepsy) and 1.6% for serious disabilities in children aged between 2-9

years. WHO and UNICEF have accepted TEN QUESTIONS as a screening instrument for

disability at the community level. TQ today, is being used for screening disability among

children in CBR programmes all over the world.

(2) Effectiveness of Distance Training Packages for training the outreach families of Disabled Children in Bangladesh

The Distance Training Package (DTP) Programme is a home-centre based training programme

of Bangladesh Protibondhi Foundation, for the parents/caregivers of disabled children residing

in areas where there are no services available for disabled children. Training is offered in the

centre to the parents/caregivers in the overall management of their disabled child, through

pictorial training guides. The DTP is a pictorial training manual/guide, which comprises of

different activities sequenced in order of developmental milestones explained through simple

written instructions and pictures, which are compiled in booklets called iapackagesls. These

packages have been developed in the areas of motor development, speech and language

development, cognitive development, social and daily living skills (for cognitive development

Portage Guide to Early Education has been converted to Portage Pictorial Packages).

The study compared the effectiveness of this low-cost intervention through Distance Training

Packages (DTP) for young disabled children in Bangladesh, with a high cost centre based

intervention programme. A total no. of 85 children with disability, aged between 1.5 and 5

years, with disability, living in urban and rural areas were selected for the study.

The result indicated that such low-cost advisory services like DTP in a country like

Bangladesh, shows promise in helping mothers to improve the skills of their young children

with disability.

INITIATING CBR PROGRAMME OF BPF

Bangladesh Protibondhi Foundation (BPF) has been providing services to disabled children

and adults through home and centre based programmes for more than a decade. The services

had been extended to a large number of families of disabled persons, almost all over the

country, even to the remotest villages through the Distance Training Package Programme.

The services, which had been experimentally proved through detailed research, were

undoubtedly of a high quality. But the question was, what percent of the disabled population

who were living in the rural areas (81% of the total population live in the rural areas), were

receiving the services? Of those who were getting the services, was there any participation

of the families and community in terms of finance, or any form of support for the services?

How long would BPF be able to provide one-way services to disabled persons, with its limited

resources and personnel? Considering these facts, BPF started its services for disabled persons

in the community, through the Community Based Rehabilitation (CBR) programme in August

1996, in 20 villages of Dhamrai and Savar (45 km north-west of Dhaka city) initially, and

later in 30 more villages in Kishoregonj, 150 km north of Dhaka city, Narshingdi, 45 km

north from Dhaka city and Faridpur, 100 km south west of Dhaka city in 1997 and 1998.

The vision of BPF™s CBR programme was to help disabled persons became self-reliant and

improve their quality of life. The services of CBR were to undertake programmes and activities

to make disabled people independent and self-reliant.

The major objectives of the CBR programme were:

· To identify all persons with disability in the community.

· To provide required rehabilitation services to disabled people.

· To create awareness about all issues related to disability.

· To transfer rehabilitation related skills to the community members.

· To mobilise available resource and raise funds to carry out the programme.

· To raise the level of community participation to an optimum level.

· To make the CBR programme sustainable until the needs of the disabled people are

· adequately met.

· To prioritise services for disabled children.

The CBR programme of BPF was targeted mainly towards service delivery for children and

a provision for a small coverage for prevention of disability among high-risk children.

INITIAL SELECTION OF THE AREAS, NEEDS ASSESSMENT OF DISABLED PEOPLE AND ACTUAL SURVEY RESULT

A number of villages from each selected area, were earmarked to start a CBR programme.

Next, in each area, four or more community workers with a high school education and a

supervisor (who acted as a link between the CBR programme and BPF), were recruited from

among the local people. Community workers and the supervisor were then trained by the

professionals from BPF, in CBR as well as TQ survey, either at the central office of BPF or in

the village itself.

(a) Needs assessment of persons with disability

To fulfil the mission of CBR, a survey was conducted by BPF in the programme areas to

i_Assess the Needs of the persons with Disability and their Familiesly, with a focus on the

need for the different types of intervention as well as the resources available, in terms of

personnel, materials, finance and technology at the Government and Non-Government level.

(b) Screening of disabled children by the community workers

To obtain the base line data on disability and also collect information on the number, age,

gender and types of disability, the TQ was administered door-to-door in each household, in

all the selected villages, along with other questionnaires on household and community,

such as health and nutritional status of children, types of disability, causes of handicap; who

cares for the disabled, what is the daily activity and work load of the care giver, what is the

coping strategy of the family etc.

(c) Diagnosis by the professional team

After the administration of the TQ for screening disability in all the villages, the professional

team comprising of a pediatrician, a psychologist and a special educator visited the site and

medically examined and administered psychological tests on children who had been screened

by the community workers with TQ (Table II).

BPF has been involved in CBR programmes in 5 rural areas of Bangladesh, in a total of 50

villages. The areas are:

(1) Dhamrai

(2) Savar

(3) Kishoregonj

(4) Narshingdi

(5) Faridpur

TABLE - II Result of screening of disability in 5 areas by TQ

Area Total

population

2-9 year old

children in each

area

Children with

severe disability

in each area

Percentage of

prevalence of

childhood disability

2-9 year old

Dhamrai 9227 1753 34 1.94

Savar 7492 981 23 2.34

Kirhoregonj 7855 2197 72 3.28

Narshingdi 13032 2107 65 3.08

Total 37606 7038 194 2.76

After the needs assessment and actual survey, service delivery by the professionals and

community workers was begun and is still being continued.

SERVICE DELIVERY BY THE PROFESSIONALS AND COMMUNITY WORKER, STARTING CLINIC AND SCHOOL FOR ALL CHILDREN

(i) Clinic for All Children

A team of community workers trained in physiotherapy, speech therapy, and special education

and also in the use of Distance Training Packages (DTP), first, along with professionals,

visited the homes of disabled persons who were diagnosed as severely handicapped, in the

villages. The family members were first trained by the professionals and then the community

workers continued the training regularly. The professionals however, supervised the

programme by periodic visits. During professional assessment by the medical team, the sick

children from and around the area, also started coming to the centre where they were

medically examined and treatment and advice was given. Later, the centre became a "clinic

for all children in the village".

(ii) Inclusive schools in all the CBR programmes

As BPF™s work with the disabled children became more and more known in and around the

area, people demanded more services for their children, both normal and those with disability.

This was a demand for ‚education™ of their children. Spontaneously, regular ieschool for all

childrenlu have been opened in all CBR programme areas where disabled children are willingly

enrolled with normal children.

(iii) Kalyani Primary School for all children at Kishoregonj

Kalyani Primary School for all children was started at Kishoregonj by the parents of local

children and BPF willingly extended a helping hand. Construction of the school building

(bamboo structure) was a joint venture by parents and BPF. Books, blackboard, exercise

books, papers, educational toys etc. were contributed by the ihparents cluble, BPF and

encouraged by the Government as well. On 8th February, 2000, there was an inauguration

ceremony of the school in the presence of the BPF Board members, the thana executive

officer who is a representative of the government and local leaders who were invited guests.

At the inauguration ceremony, the General Secretary of BPF in her speech, emphasised the

necessity of ifEducation for Alllu, and the urgency of starting a school for all children in the

area. The large gathering of local people appreciated the concept and willingly came forward

to help promote the programme of Inclusive Education, by immediately announcing personal

donations and other forms of help. Within one hour Tk. 15,000 was raised from among the

public who came to the inaugural ceremony.

Evaluation and monitoring of the CBR programme in Kishoregonj

From the beginning, BPF™s CBR team of professionals have been involved in the diagnosis/

identification of disability among children, service delivery, medical treatment of the severely

handicapped children and overall improvement of disabled as well as the normal children,

within the community. Later, iaParents Clubsln were formed and the activities of CBR

continued. The BPF professionals and the co-ordinator carried out monitoring of all the

CBR activities. Gradually, however, the professional skills were transferred to the community

workers and the mothers.

Regular meetings, dialogue between parents of the disabled, community workers and the

CBR supervisor were held to discuss different issues and problems. The outcome of the

meeting was reported to the CBR co-ordinator who always tried to solve the problems after

discussion with the CBR supervisor. The supervisor was also responsible for monitoring the

activities planned and the success of the CBR programme. This was periodically reported to

the co-ordinator and assistant co-ordinator who visited the programme area either once a

month or fortnightly. Every six months, the CBR programme was evaluated on the basis of

the following factors:

£ Whether the training and activities planned, were appropriate or effective in meeting

specific objectives.

· Impact of the training on attitudinal changes.

· Effectiveness relating to improvement in the quality of life of disabled persons and enhancement of their participation in community activities.

· Attitudinal changes towards inclusive schooling and overall improvement.

(i) Overall improvement made by the disabled children

Evaluation was carried out by observing the improvement made by the disabled children and

overall attitude change of the community members. The overall improvement made by the

disabled children in their daily living skills was evaluated by administering the Denver

Developmental Screening Test (DDST). Tests after 1 year were compared with the results

of the initial test conducted during diagnoses. One of the evaluation results obtained from

some children from the villages of Kishorgonj is given in Table III.

Table Œ III Comparing Test scores of DDST given during diagnosis and test scores

after one year

1 Mobarak Koromuli 2 32 3 45.00

2 Faruque ,, 8 15 9 32.00

3 Tumpa ,, 4 35.68 5 53.33

4 Imran ,, 3 34.38 4 45.35

5 Roksana Bwueail 3.64 13.37 4.64 42.00

6 Rima , , 2 53.00 3 57.77

SL Name Village Age

Scores

obtained in

pre test

Age

Scores

obtained in

post test.

Table Œ III indicated that all the 21 children who were pre-tested during diagnoses and post-

tested after one year by DDST, have improved considerably. The Developmental Quotient

(DQ) represented by scores obtained by the children in post-test are higher than in the pre-

test. The survey conducted to ascertain the attitude of the community through a questionnaire,

given to the parents of disabled children as well as normal children, other members of the

parents club, union council members and community workers, was very favorable.

(ii) Stimulation and Improvement

The Community is already receiving services from the BPF CBR programme i.e. medical

treatment and medication, physiotherapy, speech therapy and training in cognitive

development through Portage Pictorial packages for their severely disabled children. As a

result, considerable improvement has been found among these children, in their daily living

activities. After getting enough stimulation and training by the therapists, some children

7 Aklima , , 7 28.27 8 35.50

8 Ramin ,, 2 54.77 3 75.00

9 Sultana ,, 5 31.00 6 31.72

10 Wasim ,, 6 8.10 7 23.75

11 Sabina Bogadia 6 27.77 7 66.46

12 Afraja ,, 7 21.87 8 23.75

13 Wasim ,, 6 8.10 7 14.87

14 Aklima , , 1.69 47.92 2.69 51.00

15 Ramim ,, 2 37 3 46.00

16 Samsul Alam ,, 7 8.03 8 14.38

17 Saiqul Islam Salpomari 9 30.00 10 58.01

18 Hawah ,, 4 20 5 25.00

19 Arifein ,, 7 31 8 52.77

20 Tania Dhamrai 4 34.38 5 45.35

21 Jamal ,, 3 48.26 4 77.50

SL Name Village Age

Scores

obtained in

pre test

Age

Scores

obtained in

post test.

have learnt to sit, walk and to speak. Some children have also been operated for clubfoot.

Others improved so much, that they have started going to school. With medication and

stimulation, a number of ifat risklr children have almost became normal. Epileptic children

have stopped getting convulsions, or at least it has reduced considerably. The eye sight of

children who were night blind, has became normal as a result of taking high potency Vitamin

A tablets. Health and Family Planning awareness programmes have helped many mothers in

taking precautions in this regard.

(iii) ‚Situation of Kalyani Primary School for All (after six months)

Presently, there are 10 disabled children and 65 normal children i.e. a total of 75 children

who are attending school. Nursery and grade I have been started in the school. All the

children have been provided with picture books as well as books for numbers and vocabulary.

In the courtyard of the school premises, children play local games. Two teachers with high

school education after undergoing a brief training in inInclusive Educationle from BPF, have

been employed as teachers in the Kalyani Primary School, Kishoregonj.

Improvement noticed among the disabled children enrolled in Kalyani School for All

within 6 months

(1) Tumpa, an 11 year old withdrawn girl with very little speech gradually became social,

and now counts numbers upto 100, and tries to write numbers and words.

(2) Imran, a 4 year old autistic child had the habit of spitting all the time and could not

speak. His spitting behavior improved and he can now name common items, if they

are pointed out.

(3) Murad, an 11 year old hyperactive boy, did not communicate with others but screamed

if approached, has calmed down and now tries to talk to others by saying iaHow are

youlO?, greets the teachers, and participates in singing in the class.

(4) Afzal, a 13 year old physically disabled boy sat at home because of his disability and

never went to school. Considerable changes were noticed in the child, after he started

going to school with his support stick and is now able to sing, recite from the holy book

and participate in other class activities.

(5) Azharul, a 7 year old hyperactive child with very little speech has improved considerably

after attending school. He now loves to play, sing and read books with normal children.

(6) Arefin, a 9 year old child with no speech, can now communicate with others through

sign language and is also able to copy numbers and words.

(7) Selina, a 7 year old withdrawn girl was unable to mix with others, is now gradually

coming out of her shell and is trying to read and write a little bit.

(8) Saiful, a 13 year old physically handicapped child only sat at home and talked very

little. Now, he comes to school with his bamboo stick also tries to speak to other

children in the class.
(9) Shirin, a 7 year old girl who had no strength in her right hand. With physiotherapy she

has improved and has learnt numbers and vocabulary after attending school.

(10) Latifa, a 13 yard old girl who never attended school because of epileptic fits is now

learning considerably better after attending the Kalyani Primary School.

MOBILISATION OF RESOURCES : TO MOBILISE THE LOCAL RESOURCES IN TERMS OF MAN, MATERIAL AND MONEY

I. MOBILISATION OF THE RESOURCE i.MANlR

(i) Formation of ifWelfare Association for the Disabledlo or irParents Clubsli

In each CBR area after the first service delivery, ieParents Clubsln or irAssociation for the Welfare

of the Disabledlt were formed. Besides parents of the disabled children, parents of normal

children from neighbouring households, teachers of local schools, women members of the union

council and any other person interested in the disability issue or overall welfare of the children

in the village, became a member of the club/association. Several Clubs have been formed,

depending on the distances between the villages. A chairperson has been elected by the

members in each club. The local supervisor was also co-opted as a member and always attends

the meetings. Each club holds regular meetings at least once in a week or sometimes twice a

week. Members attending the meeting sometimes exceed beyond 40 to 45 people.

In the Parents Club, the following issues and topics are usually discussed :

(i) How was Kalyani Primary School for All running?

(ii) Were all the children receiving therapy/services in time and according to their needs

by the professional team and the community workers, or not.

(iii) Do any children require special medical treatment or not.

(iv) How can they help towards the overall improvement of their children.

(v) Health awareness by all.

(vi) Cleanliness of the environment.

(vii) Knowledge regarding better nutrition.

(viii) Disability Awareness.

(ix) How to help meet the needs of normal children as well.

(x) Advocacy of ifInclusive Schoolingle among public and government sectors.

To increase community participation, iaParents Clubsln have been formed in a number of

villages, and membership has been extended to all interested local people. They have been

coming forward willingly, to become members after realising the benefits of the CBR
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By becoming members of this club, the villagers as a whole group, are getting a number of

benefits such as :

(i) Awareness regarding ieEducation for Alll..

(ii) Awareness regarding disability.

(iii) Awareness regarding health, family planing and cleanliness of the environment.

(iv) Knowledge regarding nutrition.

(v) The greatest benefit is that the villagers are becoming united.

(ii) Community Participation

There are certain levels of community participation which need a clear understanding of

them and the expected target of achievement after a period of time. The following table

suggests a simple method of grading different levels of participation.

There were five levels of community participation (See TableŒIV). The levels were as follows:

TABLE Œ IV Different levels of community participation in development projects

Level I Level II Level III Level IV Level V

Community

receives

benefits from

the service but

contributes

nothing.

Some personnel

financial or

material contri-

bution from the

community but

not involved in

decision making

Community

Participation

Lower level

Management

Decision making

Participation

Goes beyond

Lower level

Decision

making

to monitoring

and policy

making

Programme is

entirely run by

the community

except for some

external

financial and

technical

assistance

Amongst the five levels of participation mentioned in TableŒII, the CBR programme of BPF

has undoubtedly reached the third level.

(iii) BPF and the communities as stakeholders

We all know and believe that community participation in a CBR programme is an essential

component. However, in developing countries, due to economic, social and political unrests

and constraints in many places, community participation in CBR programmes remains at a

lower level. But it is of great satisfaction, that in overcoming all these obstacles, CBR

programmes of BPF can claim to have achieved a moderate level of community participation.

BPF could designate the communities of Dhamrai, Savar, Kishoreganj, Narshingdi and

Faridpur as stakeholders as they are providing the disabled children in these areas, medical

service, physiotherapy, speech therapy, training in cognitive development (through Portage.Vol. 5 No. 1 2003 36

Pictorial Packages), micro-credit, counselling for parents etc. On the other hand, the CBR

programme is getting benefits from the community through encouragement by the local

people in the form of donation of land, with funds for construction of a school as well as

contribution by some local people to the "Welfare Fundla. And finally, Kalyani Primary School

for All, is a large stride forward, in promoting irEducation for Alllu in the area.

(iv) Social Security for the BPF CBR team

When the CBR team comprising of a pediatrician, psychologist and therapists from BPF visit

the villages for a few days, some local people sometimes try to create a hindrance, but the

majority of the villagers stand by them and guarantee security for the CBR team by helping

them in various ways.

II. MOBILISATION OF RESOURCES : MATERIAL

(i) Donation of land and construction of a centre

By observing the activities of CBR as well as the improvement made by not only the severely

handicapped children of the villages, but the normal children as well, some well-wishers of

the disabled have come forward with the offer of donating a piece of land, as well as the

construction of a simple structure to be used as a Primary School for All and as well as an

office or training center, for the community workers and mothers. Such structures have

already been built in some areas and presently, it is used as the CBR Centre and inSchool for

AlllO in the village.

(ii) Help from villagers

The villagers today, have become sympathetic and helpful towards the disabled children

who remained totally neglected in the past. During training sessions of the mothers, the

local people extend a helping hand sometimes by providing food, communication facilities,

arranging places where training can take place etc. It is very clear from the present discussion

of the CBR programme of BPF, that no CBR programme can be sustained without community

participation. More and more local people should be invited to participate in the CBR

programme. Eventually, BPF expects people from the community to spontaneously come

forward and take the responsibility of running the programme by contributing on their own

: man, material and money for the success of CBR.

III. MOBILISATION OF RESOURCE : MONEY

(i) Fund Raising : Some of the associations have formed a iowelfare fundlf for the disabled

children and have opened an account in the local banks, which are operated jointly by

signatures of the Chairman of the club and the supervisor. This fund is being raised for any
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(ii) Micro-Credit Programme of BPF

BPF has already disbursed small funds to the very poor families of disabled children, to

improve the financial condition of the family. At present, micro-credit has been given to 21

families Œ in one of the areas of the CBR programme. Each family has been given Tk. 5,000/

- per year. The loan is returned in installments. Only 10% interest on the principal amount

is charged. The strict rules for the micro-credit programme followed by other banks, as well

as the ihGrameen Banklm has been changed by BPF™s micro-credit programme. The conditions

of BPF for micro-credit are simple and relaxed, so that the families are not threatened. The

CBR Supervisor helps and oversees whether the families are utilising the loan properly. If

necessary, the supervisor advises the families on how to spend their money profitably. The

most encouraging factor is that during the last one year, BPF has received 100% recovery of

the money given to the families.

CONCLUSION

Before embarking on its CBR programme, BPF has taken into consideration several issues

related to changes in the philosophy and concept of CBR from the past to the present, which

have been discussed in the introduction of this paper. All these issues have been successfully

implemented in the programme.

Firstly, the inauguration of the Kalyani Primary School is a big step forward towards the

philosophy of ifInclusive Schoolingle. In the CBR programme areas today, the disabled children

are not seen as a separate entity and are happily integrated with the normal children in the

villages.

Secondly, there is an emphasis on participation of the parents of the disabled children in the

programme. The parents are contributing more than receiving, services for the disabled.

Moreover, the professionals are trying to transfer their skills to the parents and the community

workers. PBF has observed that Parent-Professional Partnership is also Empowerment of

Parents in the CBR programme. This has also been discussed in Table Œ IV : Models of

Parent Professional Relationships. Parents were also active members of the club and were

contributing to the overall development of the CBR programme.

Thirdly, the programme also lays emphasis on social integration of the disabled children

into regular inclusive schools and community rather than medical rehabilitation. The parents

have also been integrated into CBR by taking full responsibility of organising the i.Parents

Clubl. and bringing in parents of normal children to understand and help them in their

problems. This way they contribute not only towards rehabilitation of their children, but in

awareness building among the community.

Fourthly, as far as size of the CBR programme is concerned, it may not be large but the

quality of service is very high. Moreover, in a developing country like Bangladesh and an
NGO like BPF with limited resources, this is the best that can be achieved, that is, an

optimum quality of services with available resources, within a small coverage.

Fifth, Community Participation has been quite successful as the local people have not only

come forward and become members of the ihParents Cluble but have donated land and

contributed to welfare funds.

Finally, the CBR Programme of BPF has been planned and has evolved in such a manner,

that the social and cultural factors have been integrated into it. In this way sustainability

has been perpetuated in the philosophy of the CBR programme of BPF, as locally appropriate

strategies have been used as much as possible, and therefore it was expected that the system

would continue till its goals were achieved, in that, the community would take over all the

responsibilities (the 6 th level of Community Participation given in Table ŒII).

The description of the total CBR programme of BPF given in this paper, gives clear evidence

of how Man, Material and Money have been Mobilised for the purpose of rehabilitation of

the disabled children in the Community.

Mobilisation of Man :The iTParents Cluble has successfully integrated the parents of disabled

and normal children, local union council members and other local people into their activities

through awareness building and community participation. Besides the disability programme,

CBR has motivated the people in health, environmental cleanliness and family planning

programmes for the community members, and last but not the least, in inclusive schooling

for all children.

Material and money : The CBR programme through its good and high quality services have

attracted the members of the community to come forward and donate land and money for

building a school for all children, as well as contributing money to the ihWelfare Fundlf of the

ifParents Clubl..

The Community Based Rehabilitation Programme of BPF is undoubtedly a clear example of

ixDevelopment of Community for All through Disability Programme, which has successfully

mobilised the resources Man, Material and Money.
