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ABSTRACT
This chapter discusses training issues related to community based rehabilitation in India  based on a project supported by Department for International Development (DFID). In the first section, the current position of CBR is then reviewed followed by the  published literature about training for CBR with special reference to the situation in India, and finally, a brief review of  literature about the teaching and learning process related to adult learners. The chapter then reports the results of a study, which determined a profile of a CBR manager, a profile of their training and of how trainees perceive the learning process.  
INTRODUCTION

There is considerable agreement that disability in countries of the South should be considered a development issue. Common features of people living in poverty include poor primary health care (PHC) with high infant mortality and morbidity, poor maternal health and healthcare, malnutrition and poor food security, greater likelihood of accident, or war involvement. Such features of poverty can cause disability in both children and adults. It is important that agencies working to alleviate poverty see the needs of people with disability and their families as a central part of their activities, and that “disability services” are not somehow seen as separate and “special”.

It should be recognised that improved public health services may reduce the incidence of disability by malnutrition, by communicable diseases, by better maternal healthcare, but that the prevalence of disability especially among children will remain the same as more children survive including those with congenital and perinatal  causes for their disabilities.

Prevalence of Disability in India
The National Sample Survey Organisation (NSSO) conducted a survey of disability in 1991. In this survey people were classified as “disabled” if they had less than 40% normal functions and concentrated primarily on physical disabilities (“normal functions” was not very clearly explained). Their findings included:

•
9% rural households and 7% urban households have at least one disabled person (average
household size was 5.8 people).

•
1.9% of Indian population had severe or profound physical disabilities.

•
12% of the disabled people identified had multiple disabilities.

•
80% of people with disabilities live in rural areas.

•
4% of children aged 0-4 years living in rural areas and 3.3 % of their urban peers had a hearing loss.

•
They summarise prevalence rates for the total population as being Visual impairment 0.5%, Hearing and Speech Impairment as 1%, Motor Disabilities as 1.05%.

UNICEF (1) suggest the following figures, using these labels though these labels may not have been chosen to be quoted by other authors as they are derived from a very medical view of disability)

Blind 
12 million

Low Vision 
28 million

Deaf and Speech impaired 
12 million

Orthopaedically handicapped 
6 million

Mentally Retarded
24 million

Mentally Ill
8 million

Leprosy (cured)
1 million

The Indian Council for Medical Research in 1974 suggested a prevalence rate of 1.4% of blindness and WHO in 1986 a prevalence rate of blindness of 1.5%. The Indian Council for Medical Research further estimates that there are 5 low vision children for every blind child. The national programme to counteract blindness primarily through a cataract operation scheme cannot perform enough surgeries to reduce the backlog of people needing this operation, suggesting that the national prevalence rates for blindness may be rising

Historical Perspective and the Nature of CBR
The body of literature on community disability services in the countries of the South though scant, is growing thanks to the pioneering efforts of journals such as Asia Pacific Disability  Rehabilitation Journal and various Indian newsletters which in recent years have begun to publish original articles. 

Scott (2) suggests that majority of services for people with disabilities in India are provided by non-governmental organisations ( NGOs) many of which have developed their services in isolation, often concentrating on single disability and with minimal contact with the government services. Recent activities of  the Rehabilitation Council of India ( RCI) to register training, are an attempt to redress this situation.

The twentieth century saw an exploration of different models of rehabilitation in India, moving from the colonial era, where disability programmes were traditionally the preserves of religious and charitable organisations, to the medicalisation of rehabilitation in the 60s and 70s and finally towards Community Based Rehabilitation (CBR) which during the 80s and 90s was interpreted in a variety of ways.  Thomas (3) suggests that India is now in the process of consolidation. In the last decade, the community based rehabilitation  approach has emerged as the most promising strategy and she predicts that in the next decade, efforts are likely to concentrate on evolving more efficient and effective macro planning and implementation of rehabilitation programmes.

CBR as promoted by the WHO in the 1980s was designed to be integrated into the PHC system. This model has been criticised for having a overly strong “impairment focus” and over the past 10 years there has been a move away towards a “community development” focus for CBR.

“Community Based rehabilitation is a strategy within community development for the rehabilitation, equalisation of opportunities and social integration of all people with 
disabilities”  (4).

There are many different interpretations as to the nature of CBR and this variation perforce effects the nature of training. Listed below are five common interpretations of  Community Based Rehabilitation but with varying strategies.

1.
On the one hand, are those CBR programmes, which interpret their activities as providing effective rehabilitation  for children and adults with disabilities, usually through home based programmes. Community workers with basic rehabilitative training, work with the person with disabilities through physical activity, or perceptual activities, with the aim of improving the functioning levels of the persons with disabilities. Most home based programmes also include training of family members (carers), enabling them to carry out similar activities with the PWD. This training is often referred to as “transfer of skills”.

2.
A second common interpretation derives from the view that “rehabilitation” as described above is too narrow an interpretation of CBR and that  persons with disabilities can be best served if the CBR programme far from conducting specialist activities, works with communities to ensure that persons with disabilities are included within the community. Activities of such programmes will include, “attitude changing” (trying to dispel negative attitudes towards disability), “inclusion”, for example, inclusion in school (working towards better integration of children with disabilities into regular schools and supporting teachers to be able to do this).

3.
A third interpretation, closely related to the second, is that disability is an issue of poverty, that disability is a development issue and that all community development programmes should recognise that PWD are part of their target constituency. 

4.
A variation upon the third interpretation, is that addressing the poverty of persons with disabilities and their families is the most important issue and income generating activities (IGAs) or loan schemes of various types are the way to improve the position of persons with disabilities.

5.
There is a minority view that only people who themselves have disabilities can provide appropriate assistance to persons with disabilities. and that Disabled Peoples Organisations (DPOs) are the appropriate vehicle to deliver community services. This is an extreme but powerfully expressed view and has over the last decade ensured that most good CBR programmes what ever their strategy, understand the need to involve DPOs within their programmes.

6.
Finally, there are those who concentrate upon the inequality of the position of persons with disabilities. within society and argue that the only way to address this inequity is to adopt a human rights stance in any community activity. That societal and attitudinal barriers within society should be addressed and changed, and not the individual with an impairment which leads to his disabilities.

While each of these six groups believe passionately that “their” interpretation is correct, in reality most CBR programmes recognise that they need to include most of these aspects in different parts of their programme activities and their training will reflect these different aspects of CBR.

Training for CBR
In order for CBR to be a successful strategy, effectively trained planners and trainers for community-based services are required.

Professionals working at community level alongside CBR programmes are essential for the successful implementation and sustainability of community disability programmes. Professional support is a vital component for the success of disability services at community level, but professional education has neither included this awareness in training, nor changed their practical experiences appropriately. It is the authors’ belief that any discussion of training for CBR must be concerned with training at three levels:

•
professionals must understand the principles of CBR and how their skills can complement community activity.

•
CBR programmes need trained managers, and such managers may emerge from community workers but will need additional training.

•
grass roots workers will need training, which relates to the nature of the programme where they are employed and will be programme specific.

The Role and Training of Professionals in CBR
Above, reference was made to the fact that there are three groups of actors in the implementation of a CBR programme, namely professionals, CBR managers and grass roots workers. This chapter concentrates upon the training issues of the middle group, the CBR managers. However it is important for issues of context to discuss briefly the training of the professionals and grass roots workers. 

Professionals have an important role in CBR. It is they who will support programmes with their expertise, accept referrals, less frequently make referrals to CBR programmes and frequently be invited to be involved in training. However, professional education of therapists, of community physicians, of orthopaedic engineers, or special educators seldom includes either classes, or more importantly, practical placements within a CBR programme. This leaves professionals with a “good will factor” to drive their involvement in CBR, but no real experience. A consequence of this, is that it is possible for rehabilitation services to move their geographical location “to the community”, but retain identical practice to that used in the clinical setting. For example, a physiotherapist may be a skilled practitioner but be unable to pass his or her skills on to people with disabilities and their families and grassroots workers. The professional, though “in the community” may retain control (5), a difference which can be labelled community rehabilitation services as opposed to community-based rehabilitation (6). A primary aim of CBR is for professionals to revise their practice and share their skills with people with disabilities and other community members.

Chhetri (7) describes a typical professional attitude as, “I am here to give and you are there to receive”. He counsels professionals to see their role as one of support and to build the confidence of disabled people and their families by recognising their skills and knowledge, regardless of their background. By sharing information and learning through experience, opportunities are created for real change. The expertise of disabled people and their families must be recognised and respected.

In the South, the majority of professionals working within the disability field, work in government posts for some of the day, but as pay decreases and the expenses of urban living (and their expectations) increase, most professionals spend more time in private practice than 20 years ago. Professionals may still feel some training obligations to their local CBR programmes, but are less likely to be intimately involved in the delivery of CBR. Meanwhile their own professional training remains “impairment dominated”.

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 because well connected graduates can buy their way out of such obligations and the likelihood of young idealistic professionals in community disability services has diminished. 

The training of grass-roots workers
It is the authors’ belief that the training of grass roots workers will always be programme specific, but it is important to distinguish between the content and the process of training. The identified priorities regarding content of training will depend upon the nature of the CBR programme. Six  possible interpretations of programmes with different emphases were given above. Each will need different content to their training programmes. However, there are common issues regarding the process of training, which can be applied across grass roots trainings with differing philosophies.

In some settings the grass roots workers of a programme are volunteers but in recent years there have been 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” and the perks of such a role, they had  more than basic education and feeling of responsibility to their communities. 

However, In the last 20 years with a move to market economies, most people need paid employment to survive  (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.

Training of CBR managers
By CBR managers we refer to those CBR workers who have some management responsibility within a programme. This might be for a section of the programme (section meaning geographical or activity) or responsibility within the management group which heads the programme.   

Changes in recent years have meant that the training of those who work in a management position in CBR, has moved away from technical rehabilitation training to include greater emphasis upon issues such as problem solving, participatory planning, and monitoring and evaluation. 

Nearly every person, who has a management position within a CBR programme, will have a technical basis for their involvement in CBR. This might be a professional training as a physician, therapist, teacher, or the practical learning of being a carer for a person with disability, or the experience of being a person with a disability. All such people have technical skills but need problem solving abilities if they are to manage (parts of) programmes. Referral to specialists however desirable, may be impossible for reasons of cost or access, and CBR managers are often required to use their own technical skills much more creatively than someone who works in a specialist clinic. 

The days of professionals knowing best and imposing a programme of intervention are over (there may still be the need for professional guidance in the treatment of some impairments). But it is the persons with disabilities./carer who knows the real needs, and they must inform programme planning and not the perceived needs of the professional. Disabled  Peoples Organisations and other movements have changed the perception of services for disabled people. The very idea of services “for” persons with disabilities  is challenged firstly through the idea of services “with” persons with disabilities, however, in some cases the  claims of participation by DPOs in planning are less real than the rhetoric suggests, but are still a move in the direction of participation (8). Managers of CBR programmes in the next decade need to be able to engage all actors in planning, if their programmes are to be effective. This requires training. Monitoring and evaluation are important skills, which a CBR manager must have. They, their  volunteers, grass-roots workers and professionals need to be able to show the benefit of their activity within CBR programmes. 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 of their investment.

Review of Current Literature relating to CBR Training
For all groups, the nature of training needs to be clear both in terms of curriculum content but  more importantly, in terms of learning process. Professionals, managers and grass roots workers, all need the confidence, which comes with the depth of knowledge, and this is only possible if training considers not only curriculum, but the process of learning as well.

 The needs of disabled people are largely unmet by current services (3). Indeed, disabled people have been described as a “sort of fifth caste, below the other four” (9) whose needs have the lowest priority.

O’Toole and McConkey (10), argue that despite the promise of CBR, the approach remains in its infancy in most countries in the world. A major reason for this, they believe, is the lack of attention given to the development of human resources in the current models of CBR. They assert that a new model of training is required which incorporates the following characteristics: training curricula derived out of the needs of people with disabilities and their carers; information and skills conveyed should be culturally valid and directly applicable to home and community settings; the primary recipients should be family support workers, family members and, where possible, people with disabilities. The training should be available in the locality and  a wider cadre of trainers needs to be identified to allow the programme to expand to national levels. 

Thomas et al (11), also focus on appropriate curricula for different levels of involvement in the CBR process from managers and professionals to the families of the disabled person. They see difficulties when most CBR courses (in South Asia) are derived out of regular institutional courses, based on the experiences of institutional instructors. Such courses fail to develop skills required for working in the community and result in CBR workers acting as “institutional outreach workers rather than as community workers”. They suggest that CBR workers’ courses should have independent stand-alone courses, rather than a modification of institutional courses that are prevalent at the present time. However, until CBR establishes “Gold Standard” indicators for training and  service it will  lack credibility.

Boyce and Johnston (12), take issue with legislation in India and Sri Lanka that requires registration of CBR training programmes and the licensing of CBR workers. They feel this represents a professionally and bureaucratically led effort to narrowly control organisations that are trying to address broadly a wide spectrum of disability needs. They believe these tendencies appear to represent a fundamental chasm between those who understand disability to be a social situation involving local community members, and those who see disability as a problem to be solved by those with prerequisite skills. They see merit in collaboration between ‘North’ and ‘South’. For example, CBR educators from the North may enable the use of different learning styles, such as ‘problem solving’ and ‘student centred learning’; styles which may be unfamiliar to their colleagues in the South whose own experience of training has been more didactic.

Paterson (13), also argues that managers and teachers of CBR should resist efforts of the central government ministries of education to formalise CBR curricula within sanctioned educational institutions. He believes that the strength and effectiveness of the present CBR programmes in southern India are largely due to their proximity to the communities in which they serve. However, he would welcome a centralised presence that provided resources for training and responded to requests for support. 

Sebeh (14)suggests that the involvement of professionals in CBR programmes, without adequate understanding of its concept, philosophy and strategy, can be “more devastating than beneficial”.

Paterson (13), addresses the issue of “attitude requirements” for CBR workers. He asserts that attitudes are “key” to the effective working of CBR workers, but are rarely addressed in training. He suggests that goals and objectives for attitudes must be established within CBR curricula, on an equal basis with skills and knowledge aspects. Interviews with key informants in leading NGOs in India, suggest an increasing awareness of the importance of changing attitudes.

Wirz (15), suggests a prime area for research is training needs for basic CBR workers, mid level workers as well as the need for changes in professional education and training. Dissatisfaction with much of the current CBR training, and it’s outcomes, suggest that radical changes in training need to be addressed if CBR is to be an effective strategy for service delivery for the huge, and largely unmet, needs of people with disabilities. Examples of good practice are there. More attention to documenting and sharing these positive experiences is required.

Report of a study about the training of CBR Managers
Preliminary work in this study involved semi structured interviews with 14 CBR managers in India and from other parts of the world. The data from these interviews informed the design of the questionnaire used in the study.  The main themes identified from these 14 interviews in relation to CBR training were:

1.
It is vital for training to develop positive attitudes to people with disabilities. Such attitudes are crucial to the success of CBR, but this issue is rarely addressed in training at any level.

2.
There is an overemphasis on the transference of technical knowledge unrelated to the practical use of this knowledge. 

3.
Training concentrates on technical skills rather than creativity and problem solving skills.

4.
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.

5.
Training is often given in medical institutions giving ‘mixed messages’ about appropriate technology and ways of relating to clients.

6.
Scant attention is paid to the community development/empowerment aspects of CBR, probably as a result of all of the above.

A questionnaire was designed with three sections that:

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

2.
sought to discover more about the conduct and content of trainings. 

3.
asked about training materials used.

A first draft was field tested in India by eight people involved in CBR. Three of them were CBR manager/trainers. In the light of their comments it was modified and designed to enable it to be analysed using EPI INFO database.

The questionnaire was then sent to an opportunistic sample of forty-seven respondents based in CBR training programmes in India. All had some mangement responsibility within a CBR programme but not all were overall programme mangers. Thirty-two respondents returned the questionnaire, (Not all completed all questions, hence the disparity in numbers of responses for different questions).  The following paragraphs give  some of the results of this study.

A profile of CBR co-ordinators 
There was discrepancy among the respondents as to what they called “managers” some used the term “coordinator”, others “manager” for either programme or section leaders. Both terms are used here. The first question asked was “What is  the professional background of the CBR co-ordinator?” Results are shown in table 1.

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.
The second question asked was "Is the CBR manager a person with disabilities?" Table 2 shows the results.

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

Is the CBR co-ordinator a PWDs?
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 PWDs and a parent of a PWD manages one programme. One other respondent said that the chairperson of their CBR programme was the mother of a PWD.

Questions were then asked about the training of CBR managers in both CBR and in management and the lengths of this training . Tables 3, 4, and 5  show these results. 

Table 3 - CBR training of co-ordinatotors N = 29
CBR Training?
Number
%
YES
20
69
NO
9
31
How long was the CBR training?
Table 4 - Length of CBR training

Length of CBR training
Number
%
< I 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 trainings from experienced personnel, either as short trainings, 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 RCI accredited but one of these was an M.Sc. in Rehabilitation as mentioned above.

It was gratifying to see that about half (15) of the CBR co-ordinators had some management training, and for of them this was some kind of formal training.
Table 5 - length of management training N = 12

Length of mana-
gement training
Number
%
< I month
1
8
1-3 months
5
39
3-9 months
3
23
12 months
2
15
>12 months
1
8
Having established some attributes as to the profile of a CBR manager the study then aimed to ascertain how CBR managers were trained by the training establishments in the sample. To do this, CBR personnel were interviewed during the pilot phase and they were asked  what tasks were required in a CBR Manager. This  list was then presented to the CBR managers in the study and they were asked to rank the listed tasks into one of the 5 categories. The results of their ranking exercise is presented in table 6 below.

Table 6 - necessary skills for CBR Mangers 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 were thought to be most highly desirable were::

•
Programme supervision 

•
Training of CBR workers

•
People management 

•
Community organisation 

•
Community development

less emphasis was placed on the need for 

•
Disability assessment

•
Therapeutic intervention

The implications of this are examined in the next section on training issues.

2)
Questions relating to training issues

The respondents were  then asked what components were taught in training courses and  the responses to this question were compared with the results in Table 6.  Table 7 presents the  topics taught on the longest of the courses given by the organisations and compares this list with the "highly desirable" tasks of Table 6.

Table 7 - Respondents ratings of highly desirable skills needed for CBR management compared with Main Topics of Courses

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 that are  covered most frequently in training by the majority of organisations were:

•
Causes and prevention of disability

•
Impairment groups

•
Assessment

•
Therapeutic interventions

In other words,  tasks  which are not rated as being highly desirable for CBR Mangers.  The mismatch between what was considered important in CBR and what was taught on courses was not so surprising when the authors looked at who were the most regularly used trainers on courses. Therapists represent by far the largest group. Table 8 presents these data.

Table 8 - 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
Finally the authors asked how long the training courses were, and tried to establish the range of teaching and learning methods used and what materials they found useful in the training The data relating to these questions are presented in Tables 9,10 and 11. 

How long are the courses run by the organisations?

Table 9 - length of CBR trainings

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, and not just for CBR personnel. For example, trainings 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 trainings, such as those for making of orthotic and prosthetic devices. 

Essentially, a wide variety of trainings from informal 'on the job' training, to trainings of 6 months, or more in length, are offered by the organisations, for a wide variety of target groups. More formal trainings are offered to mid level workers and teachers, for example. More informal trainings may be given to the organisation's staff and volunteers, and parents' groups. Not all organisations run their own trainings (N=26). Some rely on the 'parent' organisation or look to other local NGOs or international NGOs who run trainings relevant to the organisation's needs.

Table 10 shows the teaching/learning experiences used during the course

Table 10 - % of organisations using particular teaching/learning experience N = 26

Teaching/learning 
Number
%
experience
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 trainings with 92% of organisations saying that group activity is a regularly used method, and 77% to say that demonstration and discussion are also regularly used.  Lectures are only used on a regular basis by 50% of the organisations. 

What training materials are used? 

In addition to the standard texts "Disabled Village Children" (Werner), the WHO Manual "Training in the Community for People with Disabilities" and "Nothing about us without us" (Werner), respondants also referred to a range of other manuals. Those, which they rated as "very useful", are given below in Table 11.

Table 11 - 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
Conclusion
This piece of work suggests that the profile of a CBR manager is someone who has had some  management and disability training although this is sometimes short. Further, it suggests that training of CBR managers uses a range of teaching and learning experiences and is by no means the stereotyped "talk and chalk" training which is anecdotally derided. A matter of concern is that there appears to be a mismatch between those course components, which are regularly taught, and those skills deemed to be highly desirable in a CBR manager. 

The results of this study suggest that course planners should look carefully at the attributes they expect in a CBR manager and plan course content accordingly rather than be unduely influenced by the skills of their available faculty.

Finally we close with some concluding remarks from the respondents themselves about the needs which they feel still exist in training. 

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 and 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.”
There is much good practice but also much  still needs to be done to improve the training of CBR managers.
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