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Executive Summary

In 1993, the United Nations General Assembly adopted The Standard Rules on the
Equalization of Opportunities for Persons with Disabilities, to give direction on the rights of
persons with disabilities. It states in part: “The principle of equal rights implies that the needs of
each and every individual are of equal importance, that those needs must be made the basis for the
planning of societies, and that all resources must be employed in such a way as to ensure that
every individual has equal opportunity for participation.”

An intercountry meeting of the Africa Region was held in Brazzaville (Republic of Congo)
from 17 to 19 November 2004, on implementation of UN Standard Rules related to health care
with the following objectives:

(a) Share experiences of countries regarding the promotion of services for people with
disabilities

(b) Discuss the current situation of application of UN Standard Rules 2, 3, 4 and 19 in the
participating countries

(¢) Identify major constraints to the implementation of the Standard Rules

(d) Recommend strategies for overcoming the constraints and for strengthening the
application of these four Standard Rules.

(e) Draft proposals on the implementation of the Standard Rules.

The seven countries that were represented at this meeting were Eritrea, Ethiopia, Kenya,
Malawi, Tanzania, Zambia and Zimbabwe.

The meeting included presentations, group and plenary discussions on the four UN Standard
rules linked to health — Rule 2 (Medical Care), Rule 3 (Rehabilitation), Rule 4 (Support Services)
and Rule 19 (Personnel Training). In addition, a field trip to rehabilitation projects in Brazzaville
was organized for the participants during the meeting.

General Recommendations

(i) A national policy on disability and rehabilitation should be in place in each country.
Different aspects such as medical care, support devices, training, and cultural issues
should be addressed in the national policies. Advocacy is needed for Governmental
policies, and budget increases for disability and rehabilitation services.

(ii) Poverty and under-development should be tackled as major causes for exclusion of
persons with disability from full participation.

(iii)  National authorities should be accountable to implement international declarations and
regulations concerning the rights of persons with disabilities.
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(iv)

v

(vi)

(vii)

(viii)

(ix)

)

UN Standard Rules linked to health (Rules 2, 3, 4, 19) should be included in training
curricula at different levels including diploma, certificate and degree courses. Raising
awareness on UN Standard Rules is also needed for Organizations of Disabled Persons
(DPOs) and for persons with disabilities.

Sharing of information and experiences among countries in the region should be
strengthened. Intercountry information sharing about specific services (for example
speech therapy, and hearing-aids), existing programmes and training courses available
in different countries of the region is required.

Governments should give attention to the training of rehabilitation professionals.
Persons with disabilities should be promoted for training as rehabilitation professionals.
Mainstreaming of disability and rehabilitation should be done in all curriculum
development for health professionals.

DPOs should be strengthened and involved from the onset in planning, implementation,
and monitoring of activities related to disability and rehabilitation.

Focal persons should be identified with clear job descriptions in all line-ministries
dealing with disability and rehabilitation issues. Wherever possible, these focal persons
should be persons with disabilities.

Governments should give due attention for infrastructure and development of
information technology that are accessible to disabled persons.

World Health Organization Regional Office for Africa should organize meetings
regularly to monitor the progress of implementation of health related UN Standard
Rules.

In addition, countries also made some country-specific recommendations for strengthening

of implementation of UN Standard Rules related to health care.



Abbreviations

AFRO WHO Regional Office for Africa
AMRO Regional Office of WHO for Americas
AU African Union

CBR Community-based Rehabilitation
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ILO International Labour Organization
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NEPAD New African Partnership for Development
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UN United Nations
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WHO World Health Organization
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Background

In 1993, the United Nations General Assembly adopted The Standard Rules on the
Equalization of Opportunities for Persons with Disabilities,' to give directions on the rights of
persons with disabilities. It states that: “The principle of equal rights implies that the needs of each
and every individual are of equal importance, that those needs must be made the basis for the
planning of societies, and that all resources must be employed in such a way as to ensure that
every individual has equal opportunity for participation.”

In May 2001 in Oslo, Norway, the Disability and Rehabilitation (DAR) team of World
Health Organization (WHO) organized an international consultation in collaboration with
organizations of persons with disabilities and organizations of health professionals. The theme was
“Rethinking Care—from the perspective of disabled persons.” In the same period, in consultation
with UN Special Rapporteur on disability, WHO/DAR carried out a survey in 68 countries in the
different world regions about implementation of UN Standard Rules. These were specifically in
relation to four rules related to the health care (rule 2, rule 3, rule 4 and rule 19). As a result of
these initiatives, it was recommended that the implementation of UN Standard Rules at country
level be strengthened. WHO/DAR in consultation with regional offices of WHO proposed
intercountry meetings involving persons from ministries of Health and Social Welfare as well as
representatives of national organizations of persons with disabilities to promote the
implementation of these UN Standard Rules.

The first intercountry meeting on implementation of UN Standard Rules was organized in
the WHO Regional Office for South-East Asia (SEARQ) in 2003. The present meeting organized
by WHO Regional Office for Africa (AFRO) is the second of these intercountry meetings. A
similar meeting is planned for Regional Office of WHO for Americas (AMRO) in 2005.

The intercountry meeting in the Africa Region was held in Brazzaville (Republic of Congo)
from 17-19 November 2004. Its objectives were as follows:

(a) To share experiences of countries regarding the promotion of services for people with
disabilities

(b) To discuss the current situation of application of Rules 2 (medical care); 3
(rehabilitation); 4 (support services); and 19 (personnel training) in the participating
countries

(c) To identify major constraints to the implementation of the Standard Rules

(d) To recommend strategies for overcoming the constraints and to strengthen the
application of these four Standard Rules.

(e) To draft proposals on the implementation of the Standard Rules.

! United Nations 1994. The document can be ordered free of charge from: Disabled Persons Unit, Department for
Policy Coordination and Sustainable Development, United Nations, Room DC2-1302, New York, NY 10017, USA,
Fax: +1 212 963-3062. It can also be found on: http://www.un.org/esa/socdev/enable/dissre00.htm



At the end of the meeting it was expected that there would be a compilation and a clear
understanding of the major challenges and constraints in implementing the Standard Rules.
Patticipating countries were also expected to hand in draft proposals.

The seven countries that participated in this meeting and sent their representatives were
Eritrea, Ethiopia, Kenya, Malawi, Tanzania, Zambia and Zimbabwe. Annex 1 provides the list of
the participants and their addresses; Annex 2 provides the programme of the intercountry meeting.

Opening session

Dr Ibrahim Samba, the WHO Regional Director for Africa formally inaugurated the
meeting. Dr Samba welcomed the participants to AFRO in Brazzaville. In his address he specified
that the regional level meeting on disability was significant in that it was the first held in the World
Health Organization Regional Office for Africa. He drew from his personal experiences with
disability remarking that the importance of the issue is often ignored. He singled out the World
Health Organization Regional Office for Africa building as not being easily accessible to
wheelchair users and suggested that the situation be corrected. Attitudes towards certain groups of
persons with disabilities is another issue that raises concerns. He indicated the importance of
individuals taking action rather than constantly seeking funds from outside. Mr Samba further
pointed out that disability has never been discussed in a regional committee of World Health
Organization Regional Office for Africa, and suggested that a resolution on disability and
rehabilitation be proposed at regional level in AFRO and to the African Union (AU). A news
release on this theme would be circulated to all WHO country offices and news media in Africa.
World Health Organization Regional Office for Africa were invited to urgently take action on this
subject and he guaranteed his personal support.

Dr Olive Kobusingye (regional focal point for DAR, Violence and Injury Prevention
(VIPYAFRO) opened the meeting by welcoming the participants. She explained the aims and
objectives of the meeting, specifying that the meeting would focus on the four rules related to
health care (rule 2, rule 3, rule 4 and rule 19). In closing, Dr Kobusingye explained the
expectations of the meeting in terms of identifying constraints and making country specific
proposals for implementation of UN Standard rules.

Following this presentation, other issues were raised. These included links between
Standard Rules and the new Convention on Disability, African decade of disabled people, different
support from various UN agencies such as WHO, International Labour Organization (ILO) and
United Nations Educational, Scientific and Cultural Organization (UNESCO).

Mr Chapal Khasnabis of DAR/HQ gave a presentation on his team. He pointed out that the
DAR is a small team charged with the responsibility of seeking rehabilitation services that are not
often available. The DAR considers it a priority to examine strategies to improve coverage of
services, and to strengthen them. The majority of disabled persons live in rural areas, where
services are usually lacking. As part of its strategy DAR actively promotes community-based
rehabilitation (CBR). CBR should be seen as a means towards poverty alleviation and equal



opportunities. One of the priorities for DAR is to develop guidelines for implementing CBR. The
provision of assistive devices is another significant area that needs to be strengthened.

Implementation of the UN Standard Rules
Introduction

A recommendation from Mr Ishamael Zhou of Zimbabwe was made that all meeting
documents be made available in a format accessible to persons with disabilities. He pointed out
that this was a prerequisite for their active participation in such meetings.

The session started with an introductory presentation on the history and significance of the
UN Standard Rules by Dr Sunil Deepak. He explained the process undertaken by the UN starting
from 1946 when the first social commission and temporary social welfare committee were created.
He highlighted the activities of the UN decade on disability (1982-1992) and the World
Programme of Action, following which the UN General Assembly approved the UN Standard
rules in 1993. He briefly touched on different models of disability. And finally discussed the ways
in which the countries can use UN Standard Rules.

This was followed by a plenary discussion to clarify the potential role of UN Standard Rules
in shaping policies and strategies at national and international level.

Country reports

All the countries participating in the meeting presented a report about the status of the
implementation of the four rules (2, 3, 4 and 19), explaining the gains made over the past decade
as well as the problems encountered in the implementation.

Eritrea

In a population of 3.5 million, Eritrea has about 150,000 persons with disabilities. The
ministries of Health, and Labour and Social Welfare are involved in rehabilitation activities. The
Ministry of Labour and Social Welfare is the leading agency for rehabilitation while the Ministry
of Health (MoH) mainly focuses on medical care. The National Constitution of Eritrea stipulates
equality of all persons, including disabled persons. In 1999, a new national policy on disability
was approved.

The MoH promotes a primary health care approach and provision of free medical care to
disabled persons. However, lack of trained personnel is a serious constraint. Eritrea has chosen
Community-based Rehabilitation (CBR) as its basic rehabilitation strategy but it lacks support at
referral level. Support services for supply of aids and appliances are insufficient to meet all the
needs.



Ethiopia

There are about 1 million persons with disabilities in Ethiopia. The Federal Ministry of
Labour and Social Affairs is the lead ministry for rehabilitation. In 1994 a proclamation on the
rights of disabled persons to employment was made. This policy, together with the developmental
social welfare policy approved in November 1996, set ambitious goals for rehabilitation, raising
awareness, and institution-based and community-based rehabilitation. Another important policy is
the national education policy for education and training for persons with disabilities.

The national health policy focuses mainly on prevention of disabilities. There are public
health centres for the poor but their coverage is limited especially on both institution-based and
community-based rehabilitation activities. Constraints regarding support services include high
costs for and shortage of assistive devices along with a lack of awareness on the importance of
assistive devices within the community. There is training for special education teachers.
Physiotherapy training has recently been established with support form the World Bank. The
current constraints for CBR workers are lack of training centres on disability issues and
insufficient support from the Government.

Kenya

Kenya has an estimated 3 million persons with disabilities. They face major problems in
education and employment. Additionally, disabled persons are not involved in planning and policy
making. Poverty, socio-cultural and economic prejudices are other issues affecting persons with
disabilities. Disabled women are more disadvantaged as compared to men. A Disability Act was
adopted in 2004 and a policy has been drafted for promoting their integration in the national
development process. The Ministry of Gender, Sports, Culture and Development is the lead
ministry for rehabilitation.

The MoH is mandated for health in a global sense. It promotes activities of early screening,
- prevention, and diagnosis. CBR is integrated in primary health care (PHC) since it works through
the same infrastructure.

Malawi

The MoH looks after rehabilitation services together with the Ministry of Social
Development and Disability. There is a severe shortage of qualified personnel in government
service therefore most services are provided by NGOs like Malawi Council for the Handicapped
(MACOHA). There is a multisectoral CBR programme. The ministry also provides support for
disabled students to study. There are no opportunities for physiotherapist training in the country
and only a rehabilitation technician training course is available. There is only one orthopaedic
workshop (in Blantyre) thus limiting supply of assistive devices. The UN Standard Rules have
been translated into local languages and widely disseminated. A national disability policy has been
drafted and was scheduled for approval before the end of 2004.



Tanzania

The Tanzanian government adopted a national policy on rehabilitation in March 2004. This
policy aims at mainstreaming disability issues, and provides operational guidelines for all
stakeholders. According to the population census of October 2002, Tanzania had 676 502 disabled
persons. The country has promoted devolution and decentralization of health services at district
level. Tt was recommended that the needs of disabled persons be specifically taken into
consideration in making district plans.

A multisectoral rehabilitation national task force has been revived. Training of personnel in
rehabilitation medicine has continued with support for training of new specialities added over the
last few years. These specialities are occupational therapy, optometry, ophthalmology, speech
therapy and CBR. :

Zambia

Zambia has a population of 10 million of whom 270 000 (2.7%) are disabled. The
government is committed to improving the quality of health of the citizens. There were
decentralization reforms in 1991, and rehabilitation services are now available at central, general
and district hospital levels. The MoH has yet to develop a national rehabilitation policy. Zambia
offers diploma and degree courses in physiotherapy.

There are no national rehabilitation policy guidelines, therefore developing services is a
challenge. Most rehabilitation services are provided only in three main hospitals, which are a long
distance away from most disabled persons who live in rural areas.

Zimbabwe

There are an estimated 1.2 million disabled persons in the country. The National Disabled
Persons Act was passed in 1992 and envisages equal opportunities and full participation.
Institutional rehabilitation services are accessible to only 24 000 (2%) disabled persons and those
in rural areas are neglected. In 2002, a general population census was conducted, during which
information about disability was collected by using broad definitions as given in the WHO
manual, A category for albinos was added. The report is expected in December 2004.

Rehabilitation is mainly carried out in communities. In 1981, rehabilitation services were
established at district level and were intended to provide outreach services as well as promote
CBR. The process is not yet complete. Zimbabwe has a new cadre of rehabilitation workers—the
rehabilitation technicians. CBR was initiated in 1988 and covers all districts despite difficulties
due to limited resources and personnel.



Review of Rules
Rule 2-Medical care

Dr Deepak made a brief presentation to highlight some of the major issues linked to medical
care services for disabled persons. He mentioned the difficulties in organizing different approaches
to service delivery including institution-based and community-based services, the difficulties of
access to medical care, lack of multi-disciplinary teams, difficulties in early detection, the greater
focus on curative aspects and the plight of more severe cases.

Participants were then divided into two groups for discussions on medical care. These
discussions raised the issues of medical services, poverty, accessibility, decentralisation, use of
funds and DPO involvement.

Medical services: There are different factors that may affect the provision medical services to

disabled persons and to children with disabilities. Among these are ignorance and lack of
knowledge about disabilities, cultural barriers, inaccessibility of services, long distances, lack of
clear national policies on this issue, shortage of resources, lack of political will and security.

Medical facilities may be inaccessible to mothers or caregivers. Sometimes there are barriers in

communicating and medical personnel sometimes use (technical) terms not easily understood by

the clients. Direct community awareness to eliminate cultural barriers is required and policies

should be clear with distinct guidelines to health personnel. This requires resources and political

will. Good policy, advocacy, awareness campaigns and the mass media can be used so that referral
systems of medical care can function better.

Poverty amongst caregivers contributes to disability. Often, there are no resources for advocacy
skills. Thus mobilisation of all the actors—governments, NGOs, other institutions—is needed.

Accesibility: Medical services can be made accessible either by exemptions or by subsidizing such
that disabled persons pay less for the services. :

Decentralization of the medical care services can be helpful, but a streamlined approach is needed
in the referral systems. The issue of funding and proper budgeting at every level is important.

Use of funds: Improper allocation or misappropriation of funds for medical care activities for
disabled persons will lead to these finances being used for other purposes.

Limitations of Disabled Persons Organizations: DPO involvement in planning and evaluation is
limited because of different factors, including:

(a) lack of capacity among disabled persons to take such roles. They might lack the
necessary education and experience;

(b) poor leadership skills in the disabled persons;

(c) lack of financial resources to support their participation;

(d) lack of a formal policy to involve DPOs in medical care issues;

(¢) DPOs may be working in isolation and sometimes there are conflicts between different DPOs.



Strategies to involve DPOs in planning and monitoring of medical care services require clear
policies. Capable DPOs participating in planning and monitoring can lead to more effective and
efficient service, and a sense of ownership among disabled persons.

This session was chaired by Ms Sheila Chidyausku from Zimbabwe and deputized by Mr
Emmanuel Makundi from Tanzania.

Rule 3—-Rehabilitation

Mr Chapal Khasnabis gave a presentation to explain the different issues linked to
rehabilitation services, different approaches of rehabilitation and the general context of living for
the majority of disabled persons in the world, raising different challenges that need to be tackled.

During the discussion session, issues of the role of institution-based rehabilitation were
raised. It was clarified that countries need different levels of services including specialised
rehabilitation services. It was also pointed out that a CBR programme can not run without support
from referral level institutions. These specialised institutions also play a key role in activities such .
as training and research.

The group discussions raised the issues of a national rehabilitation policy, use of media,
awareness and knowledge, rehabilitation services and human resources, focus on women and
children and lack of data. Other issues also raised were DPOs, family support, CBR activities,
poor co-ordination, low salaries, focal points, budgeting, collaboration and millennium
development goals.

National rehabilitation policy: Countries need a clear national rehabilitation policy, which is also
useful to in bringing together all the stakeholders,

Media: The media can play a vital role and should be better used to inform the public and
decision-makers. '

Strategies: The strategies must make sure that services are available to all disabled persons, and to
all age groups. CBR is a good strategy to promote access to all disabled groups.

Awareness and knowledge émong community health workers and leaders on early diagnosis of
impairments is needed. There is also a lack of awareness, and negative attitudes towards disability,
even among planners and decision makers. This situation should be changed.

Rehabilitation services and human resources: Costs of rehabilitation services and lack of skilled
human resources are responsible for limitation of rehabilitation services. More emphasis should be
placed on primary health care services since these are often not considered as a priority. Resources
should also be provided and recognition of the fact that rehabilitation is a right and not a charity
issue.

Focus on women and children: Women and children may not benefit equally from rehabilitation
services as they face more obstacles to access of services. Key hurdles are: ,



(a) Lack of knowledge among personnel and families. Some donor-driven funding only
focuses on certain disabilities.

(b) Centralisation of services. Services are concentrated mainly in specific urban locations,
thus ignoring rural areas.

(¢) Delivery systems are sometimes inefficient and there is a lack of information. People do
not know that services exist and that they are accessible. These services are also too
costly especially for children and elderly.

Data: Lack of data about disabled persons and their rehabilitation needs is a problem.

Disabled Persons Organizations: DPOs need to decentralise to lower levels. Most DPOs are based
in national capitals without any links to the grassroots. By decentralising they can play a more
active role at community level. If DPOs are united they can advocate better for their rights.

Family support: Persons with disabilities and their families play an insufficient role in planning
and monitoring of rehabilitation services. Some of the constraints related to this issue include
negligence from planners and very limited choices for disabled persons. The “nothing about us
without us” principle should be respected. Environments and attitudes need to change to promote
participation of disabled persons in planning and implementation of services. This requires that
persons with disabilities be empowered in terms of education, training, employment, and health,
among others.

" CBR activities are mostly at local levels in some areas and need to be extended to cover larger
areas until they reach national level. CBR programmes also need to be integrated into PHC to help
in extending the coverage. Involving school health, reproductive health, and youth programmes
can also help. Positive role models, for example, disabled persons in parliament, can play a key
role in influencing decisions. The economic impact of rehabilitation services in the medium- and
long-term needs to be understood and used for advocating more resources for rehabilitation
services, especially at community levels.

Poor co-ordination between different stakeholders, and between different ministries, can create
confusion and reduce efficiency.

Low salaries: Low salaries of the personnel are some times very low so trained persons do not
remain in the country and there is high level of brain drain. To reduce this, career and employment
opportunities need to be addressed.

Focal person: A focal person on disability matters at national level in MoH (or other lead
ministry) is required. There is often quick turn-over of these persons and there is lack of
consistency on follow-up. Focal persons at sub-national levels can provide additional support for
monitoring and planning of activities. Even when focal persons are appointed, there is need to
monitor if the person can and does dedicate sufficient time to disability issues.

Budgets: Ministries need to provide a budget allocation for disability and rehabilitation services.
Those making budget decisions should be convinced to consider disability and rehabilitation a
priority. Budget allocation is based on different criteria, such as the “burden of disease”, or an
essential health package. Without data, there may be estimates and projections. Advocates for



rehabilitation need to understand how the budgets are decided, in order to use that specific
information to advocate adequate resources for disability and rehabilitation services.

Collaboration: Strengthening intersectoral and interdisciplinary collaboration between ministries
and other stakeholders is needed. , Mainstreaming the disability agenda is needed at all levels.
Rehabilitation should not be seen only at the national level but also in the community, and
planners may lack this kind of knowledge. When thinking about community level activities,
planners tend to consider PHC and immunisation services to the exclusion of disability and
rehabilitation.

Millennium Development Goals: MDGs and their links with disability issues in terms of poverty
reduction, child mortality reduction and environmental sustainability are very important. Countries
must therefore view disability and rehabilitation issues in terms of MDG and make use of funds
available in order to strengthen rehabilitation services.

This session was chaired by Mr Solomon Beiene Tseggai of (Eritrea) and deputized by Ms
Beatrice Mwape (Zambia).

Rule 4-Support services

The presentation on rule 4 highlighted indicated that support services and rehabilitation
should go hand-in-hand as both are important. Assistive devices are part of support services.
However, among rehabilitation services, they are often neglected. These include mobility aids,
orthotics, prosthetics, hearing aids, walking aids, Braille machines, signalling devices and low
vision aids. For example, a mobile phone in vibrating mode for messages can be an important aid
for the hearing-impaired. Support services by themselves do not resolve problems and need to be
linked with accessibility, affordability and CBR programmes, wherever possible. Communication
and information technology can help in significantly reducing the impact of disability. Only 2-5%
of disabled persons can access rehabilitation services. Governments should play a key role in
supplying assistive devices and ensuring support services as envisioned in UN Standard rules.
Nevertheless, there can be lack of co-ordination between different providers.

A brief discussion followed the presentation. Among the issues included were acceptability
of devices to users, problems with donated assistive devices, which are not always appropriate,
cost, collaboration among countries in the same region, and adaptation of technology imported
from other countries. The groups discussed constraints to support services and strategies to
overcome them.

The issues emerging during the group discussions on support services included lack of
resources for assistive devices, local production, costly devices, country needs, personal
assistance, financial support and post-rehabilitation awareness.

Lack of resources for assistive devices: There is often a lack of finances and funds from the World
Bank and other agencies such as the International Committee of the Red Cross (ICRC) have been
used to provide assistive devices. Aid from donors is also used commonly for supporting
orthopaedic workshops. Governments must assume the overall responsibility for providing the



assistive devices, although they can sub-contract the supply of devices if needed. Additionally,
governments can facilitate NGOs to provide funds to cover some costs; play a catalyst role with
NGOs and private sector by introducing tax exemption for import and other measures that can help
in lowering the costs; elaborate clear policies on support services; and establish technical
committees (involving relevant NGOs) for defining need for assistance and technical advice on
appliances. Assistive devices for paraplegic patients, in particular catheters and orthopaedic beds,
are often excluded from discussions and are very difficult to get anywhere in Africa. Innovative
ideas are needed in considering how to solve this problem.

Local production: As far as possible, assistive devices should be produced locally, and if needed,
expertise can be imported to train local personnel. It was suggested that more complicated
assistive devices can be produced regionally and this should be supported through proper national
policies. National Policies should foresee links between governments and NGOs for co-ordinating
the supply of devices. Poor disabled persons require subsidized or free assistive devices although
organizing an effective system for this may not be easy. Local materials for production of
appliances should be standardised. This is because the quality of materials used loc