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ABSTRACT

The purposes of this background paper are two-fold:

(L) To orient the Expert Committee on Disability
Prevention and Rehabilitation, gcheduled to meet

in February 1981, to the posszible impacts of world
population itrends on (a) the prevalence of diesabili-
ty end (b) the policies intended to prevent disabi-
lity or, through rehabilitation, to limit ite effects:

(2} To review emerging national and international

development policies that seem likely to affect the

future availability of resources for disability pre-
@. vention and rehabilitation.

The paper consists of 6 parts:

T Review of documentation relating to primary health
care, disability prevention, and rehabilitation
and their roles in socio-economic development;

Analysgis of the evolution of %he concepts of re-
habilitation, disgability, prevention, and handicap:

Analysis of the possible impacts of population
trends in the developed and developing countries;

Estimates of the probable general and specifié
cost burden of disability;

Analysis of world trends and the outlook for the
Tuture;

Analysis of development needs, cogts, and their
implications for policy changes in bilateral and
multilateral development programs.

Primary Health Care, Disability
Prevention, and Rehabllitation

1. On 12 September 1978 the participants in the Internation-
al Conference on Primary Health Care in Alma-Ata, USSR, adopt-
ed as 1ts point of departure the 1977 resolution of the 30th
World Health Assembly:

. . a main soclal target of governments, inter-
national organizaticns and the whole world communi-
ty in the ccming decades should be the attainment

by the year 2000 of a level of health that will per-




mit them *o liad a goclally and economically pro-
ductive life.

The participants declared the essential interdependence of
health for all and world economic and soceial development,
nurtured and sustalned by a New International Economie Order
wherein the gap in health status of the developing and develop-
ed countries would be reduced. They recognized that fuller

and better use of the world's resources wag needed %o achieve
an acceptable level of hezlth for all by the year 2000, and
called on all countries to pursue "a genuine policy of inter-
dependence, peace, detente and disarmament . . . (to) release
additional resources that could well be devoted to peaceful
aims and 1in particular to %the acceleration of social and eco-
nomic development of which primary health care, as an essen-
tial part, should be allotted its proper share.2 Last, the
participants called on all governments, internatiocnal organi-
zations, multilateral and bilateral agencies, non-governmental
organizations, 21l health workers, and the entire world com-
munity to develop and maintain primary health care, particular-
ly in the developing countries.

2. In Janvary 1977 the Executive Board of WHO endorsed the
Declaration of Alma-Ata, and since then has convened numerous
meetings of experts to formulate ways by which to implement
the Declaration. The Executive Board of WHO published in
1979 a gtatement of gulding principles and essential issues
that relate %o formulating national, regional, and global
strategies for attainigg "an acceptable level of health for
all by the year 2000,"” including a timetable for use by mem-~
" ber states, WHO governing bodies, and the WHO Secretariat.
Member states are to submit their reports on national stra-
tegies by June 198C. In Janwvary 198l the Executive Board,
67th session, is to review the proposed global strategy of
its Program Committee and report to the 34th World Health
Assembly. From May 1981 and onwards there is to be continu-
ing activities relating to the development of national plans
of actlon, perlodic progress reviews and evaluation, and tech-
nical cooperation and support by and among, member states, WHO
governing bodies, and the WHO Secretariat.

3. The 1979 report is particularly important for its expla-
nation of what is meant by the slogan "health for all by the
vear 2000." The 1979 report telis usg that each country will

lWHO, Primary Health Care, Geneva, 1978, p. 3.
21bid., pp. 5-6.

3WI-[O, Formulating Strategies for Health for All by the
Yoear 2000, Geneva, 1979.

Brvid., pp. 56-59.
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interpret the goal differently "in light of its sccial and
economic characteristics, health status and morbidity of itg
population, and state of development of its health system. "
What is more, what is considered an acceptable level of health
wili vary and be susceptible to widely different approacheg
to atiainment, permitting some countries to opt for broad
health care coverage of the population in greatest need and
others to extend limited mervices to the entire population--
both starting points converging on the ideal of progressively
reaching the whole population with the appropriate range of
rneeded services.

L. The strategies and plans of action which the 1979 report
calls on all governments and regions of the world to develop
are directed %o the creation and mzintenance of primary health
care gystems. “Primary health care" jis nowhere precisely de-
Tined by either the 1978 report on primary health care or

the 1979 statement of the WHO Executive Board concerning guid-
ing principles and essential issues. Instead, primary hezalth
care ls broadly and relativistically described as "essertial
health care based on practical, sclentifically sound and
gocially acceptable methods and technology made universally
accessible to individuals and families in the community
through their full participation and at a cost that the com-—
munlty and country can afford to maintain at evary stage of
their developmegt in the spirit of self-reliance and self-
determination.” A more manageable concept of primary health
care emerges when its minimum content is specified: :

& Education concerning prevaliling health problems
and the methods of preventing and contrelling them;

¢ Promotion of food supply and proper nutrition:
» Adequate safe water and basic sanitation:

¢ Maternal and child health care, including family
planning;

o Immunization against the major infectious diseages:
* Prevention and contrel of locally endemic diseases;
¢ Appropriate treatment of common diseases and injuries;

® Provision of essential drugs.,

5Tvid., p. 8.

6Primary Health Care, p. 3.
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5. The WHO Executive Board correctly recogniﬁed both the im-

portance of primary health care as the key to attaining an
acceptable level of health for all and the need to re-orient
exlisting health systems so thast primary health care does noi
become "a parallel system that ig a 'poor relation' of the
existing system.”? It tactfully suggests that governments
will have to face up to their existing health systems and
review how programs and services are delivered and coordinat-
ed and resources and energies spent.

6. WHO convened in late Dctober 1979 an expert group to con-
sider how countries should go about development of an integrat-
ed health structure at the national level in order to achieve
the goal of health for all by the year 2000. When countries
had made the political decision and commitment to achieve the
goal, there would still remain the task of mobilizing and/or
developing national resources and technical gkills with which
to formulate and implement strategies and plane. The enormi-
ty of the effort and the sustained political will required
to achieve the goal of hezlth for all by the year 2000 led
the expert group to conclude that simple improvements in exist-
ing health systems would simply not do; fundamental redirection
was needed, In consequence, a new institutional arrangement
functionally linked t6 the highest political authority in each
country would have to be created. Termed the "mational health
development network"” (NEDN), this new institutional arrange-
ment wasg concelved as likely to be a more effective mechanism
for sustained health development at the national level than
the previously tried and partially successful National Health
Councils, National Health Development Ingstitutes, National
" Collaborating Centers, and the like. None of them had proven
effective as "a total structure for integrating the various
facets of health development and for relating health develop-
ment to overall development at the country level."9

7. The Expert Group on NHDN recommended that countries, the
UN system (WHO and UNICEF in particular), the World Bank,
regional development banks, bilateral aid agencies, and the
developing countries themselves acting on the principles of
Technical Cooperation among Developing Countries (TCDC), all

/Formulating Strategies for Health for All by the Year
2000, p. 28.

Swro, "Meeting on National Health Development Network, "
SHS/79.5, Geneva, 29 October - 2 November 1979,

FWHO staff document, "Health for All by the Year 2000
and National Health Development Network, " Geneva, undated.
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undertake to share implementation of a sequence of actions
to promote develcpment of NHDN=:

¢ [Istablish or strengthen a NHDN 28 one egsential
mechanism by which the objective of Health for
All by the Year 2000 through the primary health
care approach can be attained:

& Obtain a clear mandate for the egtablishment and
proper functioning of a NHDN within the context
of individual countrieg? socle-econcmic develop-
ment policies and programmes; '

¢ Establish the necessary legislation where reguired;
@! ®* Prepare inventories and profiles of ingtitutions

eligible for inclusion in the NHDN on the bagis
of specified criteria;

o Identify the contributions being or to be made +o
national health development and the institutions
that do or could participate in the pProcess;

® Estimate the different types of rescurces needed
(financial, human, vhysical) and assegs what ig
Presently available;

e Mobilize the support necegsary from within and ous-
side individual countries;

® Orient personnel for national leadership roles by
providing decumentation, workshops, seminars, visitsg
to relevant institutions within and outside individu-
@ al countriesg:

¢ Develop a framework by which to evaluate NHDNs and
their contribution to national health development.i?

8. The UN and other organizations in the UN system have
addressed some of the same igsues in the context of disabili-

iy prevention and rehabilitation. A UN Expert Group met in
Geneva, 1 - 9 December 1977, to consider the socio-aconomic
implications of investments in rehabilitation for the dig-

abled. After considering the full ramifications of disabili-

ty on individuals, Tamilies, and communities, it concluded

that, given average family size, the proportion of the world's
population affected by disability could be at leagt 25 percent.tl

10"Meeting on NHDNs, " pp. 11-12.

1l'Socio-economic Implications of Investments in Rehabi-
litation for the Disabled," Geneva, 1 - 9 December 1977,
para. 42 (under publication),




Planners—--particularly those in developing countries--were
seen as tending to overlook the needs of diszabled people as
the result of glving first pricrity to meeting the needs of
the greatest number, thus "keeping disabled peoE%e and their
families amongst fthe lowest strata of society.” The Expert
Group endorsed the principal conclusions of a UN sponsored
study by Rehabilitation International:

¢ Avallable resgearch did not "demonstrate any con-
flict between the humanitarian basis for rehabili-

tation service provision, an? the basic principles
of socio-economic planning; L2

The costs of disability will accrue to society
whether or not rehabllitation services are provided;

Recognition of the costs of disability and their
amelioration by the provision of adequate disablility
prevention and rehabilitation services can be ex-
pected to yleld an overall economic return on the
investment.

Last, the UN Expert CGroup suggested that rehabilitation ser-
vices should be tallored to meet the assessed need of each
area wilthin & nation rather than patterned after the practices
of other naticns or areas.

9, DMore recently, UNICEF contracted with Rehabilliiation
International for a study of childhood disability. On 15
April 1980 the Executive Director of UNICEF endorsed the

" guiding principles proposed by Rehabilitation International
because they coincided with the UNICEF emphasis on "the basic
services concept, the promotion and gupport of primary health
care, the concern with enabling children to realize their
full potential that was emphasized during the International
Year of the Child, and the policy adopted by the Board last
year to promote child mental health--a policy in which pre-
ventive and rehabilitation aspects were viewed as a single
subject having interacting components that could be addresgsed
through primary healih care. "L The Executlive Director high-
lighted the importance, in comnnection with UNICEF policy, of
I, of the main conclusions of the Rehabilitation International
report:

121pigd., para. 18.

13y Department of Economic and Social Affai?s, Rehgbi—
litation for the Disabled: The Social and Economic Implica-
tions of Investments for This Purpose, New York, 1977, b. 70.

1hvsocio-economic Implications of Investments in Rehabi-
1itation for the Disabled," para. 32.

15UN Economic and Social Council, "Childhood Disability:
Its Prevention and Rehabilitation," E/ICEF/L.1410, New York,
26 March 1G8C.
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Simple meagures within the capabllities of families
and communities could either Prevent or limit the
impairment of millionsg of children;

The main concern of intervention should be not with
the impairment itself but with the preservation

and continuation, to the extent rossible, of normal
child development, since the distortion of the
latter can be more serious than +he direct con-
seguences of the Impairment;

Programs should use femily resources, wherever roszible,
supported and reinforced by those of the community
instead of relying golely on costly institutional

and professional care;

UNICEF should incorporate measures within its
cooperative programs of general health, nutrition,
education and social welfare services that are more
responsive to both the prevention of the disabhility

and the rfgabilitation of children who have become
disabled.

10.  In summary, the pronouncements of several expert groups,
as well as the recommendations of the boards and high officials
of member crganizations of the UN system, have emphasized and
embraced the concept of primary health care as the prineipal
means of prometing health for all by the year 2000 and, in a
broader serse, the fullest development of the socio-economie
_well-being of nations. There isg general belief that gimple
and economic measures can be Tound to enhance the capabilities
of families and communities to prevent health impairments

and di=sability and, where they occur, to limit their effects
on the social functioning of individuals, families, and communi-
ties. This belief, if sustained in practice, implies that

the burden of disability on society can be lightened by appro-
priate Intervention. By implication, the progress of develop-
ment in the developing nations might even be accelerated
through the integration of suitable dlsability prevention

and rehabilitation measures in overall plans of national
developmaent. The Rehabilitation International report tc
UNICEF comes closest to making this latter point explicit

when it recommends +hat UNICER adopt the pelicy of incorporat-
ing disability prevention and rehabilitation measures into

1ts genecral ccoperative programs of health, nutrition, educa-
tion, and social welfare gervices.

161bid., pp. 2-3.




Definitions

11. Since the publication in 1958 of the first WHO expert
committee report on medical rehabilitation, the concepts of
rehabilitation, disability, and prevention have evolved to-
ward gtandardization and greater precision of usage. The

1958 report defined "medical rehabilitation” as "the fourth
phase 1in the whole scheme of health and medical measures
applicable to an individual or to a community,” a phase which
followed the first three phases of health promotion, diseace
prevention, and treatment.l? Medical rehabilitation was view-
ed a8 contributing to health by preventing unnecessary dis-
ability during the treatment of a disease and by helping per-~
sons afflicted with unavoidable disability to overcome to the
extent possible its consequences through the achievement of ‘,'
thelr "ful%est physical, mental, gocial and voecational use-
fulness. "l

12. The 1958 report regarded the eclassification of physical
impairments set forth in the International Statistical Classi-
fication of Diseases, Injuries, and Cauges of Death as of 13-

mited value to the field of rehabilitation becazuse of its

narrow focus on etiology and the anatomical site of lesions.

It distinguished between "impairment” as "a medically diagnos-

ed physgical defect in the individual whieh reduces his fitness

to cope with the requirements of everyday life” and "disabili-

ty" as "a complex evaluation of the reduction in the patient's
ability as regards gainful employment.“"l9 Only statistics

compiled by the staff of specialized rehzbilitation centers

.were viewed zs valuable from the rehabilitation point of wview.

Those who might benefit from rehabilitation, as revealed by

clinical impressions, were thought by the first expert committee

on medical rehabilitation to number at least 25 percent of zll ‘
patlients with physical disorders treated in acute general hos- .J
pitals and_as many as 75 percent of patients with locomotor
disorders.

13. Eleven years later, the gecond WHO expert committee on
medical rehabilitation published its report. Numerous defi-
nitiong and terminological distinctions were provided. Medi-
cal, social, and vocational rehabilitation were seen as arti-

L7wHO, Expert Committee on Medical Rehabilitation: First
Report, Technical Report Series No. 158, Geneva, 1958, p. 5.

181hia.
1%1vid., p. 9.

201pid.
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culated parts of a holistic rehabiilitation process which “com-
bined and co-ordinated use of medical, social, educational,
and vocational measuree for training or retraining the indi-
vidual to the highest possible level of functional ability.“zl
Specific therapies and/or practices considered important as
subdivigione of medical, social, or vocational rehabilitation,
including physiotherapy, occupational therapy, speech therapy,

audiology, vocational counseling, and selective job placement,
were defined. -

4. The 16649 report distinguished betwsaor: "handicap, " asg
"a gtate of tenporary or permanent impairment of the physical
and/or mental well-being of people impeding self-dependence,

schooling, or employment;" "impairment” as "a permanent or
transitory pathological conditien regulting in diminution of
functions;" "disability" as “the reduction of functional abil-

ity to lead a fruitful daily 1life," caused not only by phy-
sical and/or mental impairment but also by the person's ad-
justment to it; and "invalidity" as "a measgure of the diminu-
tion of the individual'e capacities."?

15. The 1969 report, unlike the 1958 report, made no attempt
to estimate how many persons might benefit from the applica-
tion of rehabilitation techniques. It did, however, express
the hope of the committee that studiesz would be undertaken to
develop eventually a classification scheme for digsability in
order to compensate for the exclusion of the section on im-
bairments from the 1965 revigion of the International Classi-
fication of Digeases.

"16. In 1974 WHO assembled an expert group *to consult on
development of +the Program and Policy for Disability Preven-
tion and Rehabilitation. A4s the result of that meeting and
the refinements of WHO staf?f, +he Director-General provided
in 1976 to the 29th World Health Assembly _an annex report on
digability prevention and rehabilitation.?23 The 1976 repor:
went to great lengths to give precise operational definitions,
together with concrete illustrations, of “"lmpairment," "func-
tional limitation, ™ and "disabllity." Schematics were pra-
sented of the "disability process" and of the points in the
process that prevention and rebabilitation efforts might be
applied (Figures 1 and 2). The 1976 report also estimated

21WHO, WHO Expert Committee on Medicsl Rehabllitation:
Secgnd Report, Technical Report Series No. 419, Geneva, 19469,
p. 6.

227bid., p. 7.

23WHD, "Disabllity Prevention and Rehabilitation,"
AZ9/INF. DOC/1, Geneva, 28 April 1976,
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FIG. 1
THE DISABILITY PROCESS

CAUSATIVE FACTORS
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Source:; WHO, "Dis=ability Prevention and Rehabilitation,"
P. 9.




FIG. 2

INTERVENTIONS TO DIMINISH THE IMPACT OF DISABILITY
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the causes of disabllity and tThe number of disabled people
throughout the world (10 percent of the world population in
1975 of 4 b»illion people).

17. The 1976 report described the disability process as

paralleling the natural history of disease, progressing from
impairment as a consequence of disease through functional

limitation to diesability. “Impairment” was defined as " a

permanent or transitory psychological, physiological, or ana-

tomical less and/or abnormality;® “"functional limitation"

28 "partial or total inability to perform thoge activities

necegsary for motor, sensory, or mental functions within the

rangs and manner of which a human being is normally capable;"

and "disabllity" as "an existing difficulty in performing one ‘
or more activities which, in accordance with the subject's . Qy
age, £eX and normative social role, are generally accepted as
essential, basic components of daily living, sugﬂ as self-

care, social relations, and economic activity."

18. Mest recently, as culmination of efforts through the
years 1o achieve conceptual clarity and terminological pre-
cision, WHO published in 1980 a provisional manual of classi-
flcatlon relating %o the consequences of disease, entitled
International Clasgification of Impairment, Disabilities, and
Hendicaps. The claggification scheme encompasses three dis-
tinct and independent dimensions of experience which can re-
sult from disease: Iimpairments, disabilities, and handicaps.
"Impairment” 1s conceptualized and defined as in the earlier
WO medical rehabilitation and disabllity prevention and re-
.habilitaticn reports: "any loss or abnormality of psychologi-
¢al, physiological, or anatomical structure or function.”

The ferm "disability," however, is used to connote what the
1676 report referred to as "functional limitation": "any re- :,
striction or lack (resulting from an impairment) of ability @
to perform an activity in the manner or within the range con-
sidered normal for a human being." The term "handicap" is
adopted to connote what the 1976 report referred to ag "dig-
abllity": "a disadvantage for any given individual, resulting
from an impairment or a disability, that limits or prevents
the fulfilment of a role that is normal (depending on %ge, s5ex,
and goclal and cultural factors) for that individual.®<2

19. Whereas the concepts and taxonomic giructure of "impair-
mente and disabilities are regarded as least controversial
and mogl gusceptible to objective measurement, the introduction

2%1bid., pp. 7-8.

25WI—[D, International Classification of Impairments, Dis-
abilities, and Handicaps, Geneva, 1980, pp. 27-29.
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to the new clasgification scheme comments on the problematic
nature of' the concept of "handicap, " based on its situational
and cultural relativity. The concept ang taxonomy attempt to
capture the normative circumstances surrounding the individu-
al’s performance of certain key roles in society that can be
expected to place disabled people at =a disadvantage; namely
those clircumstances which define the "discordance between

the individual's performance or status and the exggctations
of the particular group of which he is a member. "2

20. The new scheme, if incorporated into the record-keeping
¢T the various service delivery gystems with which persons
suffering impairments, disabilities, and handlicaps come into
contact, can be expected to yield in time much more complete
and systematlic data about such people than is currently avail-
able. 1If linked to documentation about the effects of inter--
vention, we may come to a better understanding of the cogt-
efTectlveness of intervention at the different stages of the
disability process. If adopted by surveys and studies through-
out the world, the body of comparative knowledge should ex-
prand as rapidly as resources to support these undertakings
permit, increasing thereby the precision of our currently
crude estimates of the prevalence of handicapping conditions
and making possible for the Tirst time estimates of the pre-
valence of specific kinds of impairments and disabilities.

2l. Because of the newness of the WHO classification
scheme, the essential comparability of its definitions to
earlier usage, and the literature which ie cited, this back-
ground paper employs the older definition of "disability"

" instead of "handicap" and distinguishes it from "impairment®
and "funcetional limitation, " respectively,

Prevalence

22.  Assuming nothing changes that would alter the overzll
eatimate of 10 percent disability prevalence in the world
population given in the 1976 WHO report on disability preven-
tion and rehabilitation, the projected growth of the world
poepulation to the year 2000 will increase the estimated num-
ber of disabled people by 193 million over the 1975 egtimated
number of 387 million di=zabled persons (Table 1). During the
25 year period, the estimated arnnual growth rate of disabled
peaple throughout the world will be 1.63 percent. This mean=z
that each year the total number of disabled people will grow
by an estimated 2.4 million.

26Tbid., p. 29.
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Causes of disability and estimated number of

disabled people in the world, 1975 and 2000

World population {billions)

Medical Causes

Congenital disturbances
Mental retardation®
Somatic hereditary

defacts
Non-genetic disorders

Communicable diseases
Poliomyelitis
Trachoma
Leprosy
Onchocerciagisa
ODther

Noncommunicable somatic
diseasa

Munetional psychiatric
digturbance

Chronic alcocheolism
and drug abuse

Trauma/injury
Traffic accidents
Qeecupational acecldents
Home accidents
Other
Malnutrition
Othear
Total:

Correction for possible
double counting (-25%):

Corrected totazl:

1975 2000
4.0 6.0

Estimeted disabled people

Percent {(milliens) (millionsg)
77 40 60
77 40 60
3.9 20 30
0.3 1.5 Z.3
1.9 10 15
0.7 3.5 5.4
0.2 1.0 1.5
77 40 60

19.3 100 149
7.7 Lo &0
7.7 Lo 60
5.8 30 b5
2.9 15 22
5.8 30 4g
0.6 3.0 5.0

19.3 100 149
0.4 2.0 3.0

100.0 £1é 774

~129 ~194
387 580

Annual growth rate, 1975-2000: .63 percentP

2Not all of these are congenital in origin.
Prhig amounts to an annual increase of 2.4 million disabled persocns,

Source:

19?6! p. 17;

Reports on specific technical matters,
vention and Rehabilitation,”

Teble

“Disability pre-

WHO A29/INF. DOC/1, Geneva, 28 April
Labor Force Estimates and Projections,
Vol. Vv, ILO, Qeneva, 1977,

19502000,
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of the world prevalence of disability gcknowledged the paucity
of reliable research--mostly concentrated in the developed
countries--and the lack of comparability in operational de-
Tinitions and criteria in the extant studies. It s=tated the
virtual impossibility of deriving from available information
on the prevalence of health impairments any estimates of “the
extent of disability and the dependency associated with these
impairments."28 The health impairments were seen ag leading
to significant long-tarm permanent functional limitations snd
serious disruption of the ability to perform according to azge
and sex defined normative soceiml roles such activities as
gelf-care, participation in social relations, and work.

2, There ig reagon %o believe that the WHO 1975 estimate of
disability i=s overly conservative. Nxtant studies of the pre-
valance of disability are concentrated in the developing
countries; they do not differentismte adequately prevalence among
various social clagses; and studies which vield low estimates
of" prevalence geverely restrict either the bopulation survey-
ed or the definition of disablility. There is evidence that

the prevalence of digability is highly correlated with pover-
ty and social disadvantage cauged oy the skewed distribution

of soclety’s available resources. Accordingly, it is necessary
to measure the prevalence of health impairments and attendant
disability as found among the different social classes of

soclety, as well as the proportion of the total population

which falls into each social class, in order to estimzte the
world prevalence of di=ability.

25. In the United states, for example, recent survey data

on the population of California show that the risks of dis-
ability for blacks and native Americans (Indians) approach
twice the risk for whites, when the age and gex composition

of the study sample are standardized to reflect that of all
working-age adults in California; the risks of severe disability
among blacks and native Americans exceed twice the risk for
whites (Table 2). These differentiated prevalance rates

occur among the socially disadvantaged subpopulations of the
U.5. in face of a 10.5 percent prevalence rate in the total
perulation. Repeated surveys of the total non-institution-
alized population of the U.S. provide estimateg of the rre-
valence of disability of roughly between 10 and 15 percent
{Table 3). Within limits, therafore, one can anticipate high-

27WHG, "Reports on Specific Technical Matters--Disability
Prevention and Rehabilitation, " AZ9/INF. DOC/1, Ceneva, 28
April 1976, Annex pp. 1-16,

281vid., p. 16.




SEVERLTY OF DISABILITY BY ETHNIC GROUP AMONG DISABLED PERSONS

TABLE 2

AGE 16 THROUGH 64:

CALTFORNIA, 1978

16

Percentage distribution

Wghtd, , . .
Ethnic group sample Severity of disability
size | Total Secondary
Occupa~
Severe . work
tional . .
o limitations
Total adults®..... 5,826 | 100.0% | 54.1% 14.6 31.3
White...... thrsaansanan 4,061 | 10G.0%Z | 51.7%%%] 15.6% 32.7
Hispanic..ovoinenninnas 850 1 100.0% | 61.4%Z%%] 11.6 27.0%
Mexican-American..... 553 | 100.0% | 66.0%*=* 9.9% 24 1%%
Other Hispanic...cu.. 296 100.0% | 52.7% 14.5 32.8
Black...viseeeionncuncnn 603 1 100.0% | 61.7%%%| 11.4 26,9
Asian-American......... 119 | 100.0%] 47.9% 15.1 37.0
Mainland origins..... 79 | 100.0% 51.9% 16.5 31.6
Pacific Is. origins.. 40 | 100.0% ] 40.0% 12.5 47.5
Native Americans....... 93 | 100.0%| 63.4% | 21.5 15.1%

a Inciuvdes other and non reported ethnic group, not shown separately.
* Difference from total statistically significant at the ,05 level.

** Difference from total statistically significant at the .01l level.

Source:

NICHOLLS, W.L., FREEMAN, H.E., SHANKS, J.M. & Xiecolt,
K.J, "Ethnic Differences in Work Disability." Deliverable T to
Office of the Assistant Secretary for Planning and Evaluation, U.S.

‘h

Department ¢f Health, Education, and Welfare, 20 March 1980, p. léa.
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COMPARISON OF WORKING-AGE DISABILITY AND SEVERE DISABILITY RATES

BY ETHNIC GROUP FROM FOUR SURVEYS

1978 1976 1970 1972
California Survey of 17.5. Census
Ethniec group Disability Income & Public Use Nagi
Survey Education Tape Survey
{California) {(California) (U.5.) {(Cont. U.S5.)
Total sample of
working-age adults 56,332 6,825 114,937 5,331
o
Percent disabled

A1l adults®,.... 10.5% 12.5% 10.5% 10.6%

Native American...... 18.9% b 15.0% b
Black, mon-Hispanic.. 16.0% 23.0% 13.9% 16.7%
White, non=~Hispanic., 10.6% 12.1% 10.2% 10.2%
Hispande...eoowiuenne. 9.0% 11.5% 10.2¥% 7.3%
Mexican-American.. . 8.7 b 10.3% b

Other Hispanie..,.. 9.57% b 10.1% b
Asian-American....... 4.5 b 6.3% 0.0%°

m Percent severely disabled

| A1l adules®,.... 5.7% 7.2% 4.3 6.3

Native American...... 11.9% b 6.0% b
Black, non-Hispanic.. 9.9% 15.5% 7.3% 12.1%
White, non-Hispanie.. 5.5% 6.6% 3.9% 5.8%
Hispanic. ... vovnvss.. 5.5% 18.2% 4. 4% 3.17

Mexilecan-American. .. 5.8% b 4.4% b

Other Hispanie..... 5.0% b 4. 4% b
Asian-American....... 2.1% b 2.5% 0.0%°

*Includes other or ymreported ethnic group not shown separately,

Not separately available,

“No disabled persons were found in the small sample of Asian-Americans in
the Nagl survey.

Same as Table 2, p. 16éh.

source:
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cr rates of disability amgng the =ocially disadvantaged sub-
populations of a society.

26. In order to approximate better the world prevalence of
disability, we shall use the WHO 1975 estimate of 10 percent
for the developed countries. For developing countries, the
higher prevalence rates of 20 percent will be applied for

21l degrees of disablility limiting the kind or amount of work
that can be done and 12 percent for sgevere disability whieh
prevents afiected persons from working at all cor regularly.
Thege latter rates will not be applied to the entire popula-
tion of the developing countries, however. They will be
applied only to that portion of the population in the develop-
ing countries, regardless of age, who are estimated to live

in absolute or relative poverty and whose per capita calerie
deficits exceed 250 calories per day (approximately 70 percent
of the total number of poor in all developing countries),30
This very large segment of the population in the developing
countries 1is assumed to lack minimally zcceptable health care.
It is further assumed that these rates of work disability,
which are, strictly speaking, applicable only to the working-
age population, can be applied to the nonworking-age segments
of the population whe live in absclute or relative poverty

in order %o derive equivalent levels of dysfunction in social,
learning and/or self-care activities, Proceeding in this way
will 8till yield prevazlence rates of disability lower than the
24,1 percent rate reported for any disability in work, social
and/or self-care activities in the Serbian commune of Vozdovoo
among persong in the 35-54 age group.Jl

29The figures on the prevalence of chroniec conditions do
not measure precisely the likelihood that a particular condi-
tion will cause functional limitations or disability. Although
statistics show higher disability rates for conditions that are
more prevalent in the general population and for those with
high potentlal for cauging disability, whether or not a parti-
cular chronic condition will create disability depends on "the
cause and natural history of the disease 1tself, the character-
istics of those it affects, the efficacy of current medical
practice in preventing or ameliorating any long-term impzact on
functional capacities, and the nature of the work envircnment
and labor market." See KRUTE, A. & BURDETTE, M.E., 1972 survey
of disabled and nondisabled adults: Chronic disease, injury,
and work disability. Soc. Sec. Bull., 41:3-17 (April 1978), p. 4.

3OBURKI, 5.J. & VDORHOQEVE, J.J.C. "Global Estimates for
Méeting Basic Needs: Background Faper," World Bank, 10 Aug. 1971.

3lthe Serbian study, suppecrted by WHO, is the most care-
fully designed and executed one available: it employed alterna-
tive measurement procedures to operationalize $he concepts of
"impalirment," "functlonal impalrment," and “disability," in
addltion to documenting health services utilization among the
gtudy's disabled and nondisgabled populations. 3See SLATER, S.B.,
VUKMANQVIC, C., MACUKANOVIC, P., PRVULOVIC, 7., & CUTLER, J.L.s
The definition and measurement of disability. Soc. Sci. & Med., 8:
305=-308, Pergamon Fress, 1974.
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27+ The disability prevalence rates applied to the absolute

or relatively poor in the developing countries may be constru-
ed as middle range estimates of overall and severe disabilities
of every kind (work, social, learning, and self-care) that
prevail among soclally disadvantaged persons, They approxi-
mate the different risk levelg of disability that may be

found in the lower social classes of even highly developed
countries such as the Uniteqd States, wherein discrimination
against minorities and/or certain ethnic groups limits their
access to the goods and services enjoyed by the ma jority.

28. In 1975 people throughout the world suffering all types
and degrees of disability numbered an estimated 490 miilion
(12.3 percent of the world population); by the year 2000,
their number will reach an estimated 846 million (13.5 percent
o the world population). Whereas in 1975 more than thiree-
quarters of the world's disabled people lived in developing
countries, by the year 2000 more +than four-fifths of them will
live in these countries (Table L), Our assumptions concerning
the differing rigk levels of disability among the social
classes yield a higher disability prevalence Tigure of 12.73
percent than that of 10 percent estimated by WHO for the world
population in 1975,

29. The differing rates of projected population growth in
the developed and developing countries aprear not only to
i i 2 Percentage of disabled

ping countries but also to an increase
in the total percentage of the world population who will ex-
. berience disability ag a condition of life, By the year 2000,
disabled people are estimated to grow to more than 13 percent
of the world population.

30. Growth in the total number of digabled people will alse
cccur in the developed countries, although at a Substantially
lesser rate than in the developing countries. The more develop-
ed countries are estimated to experience an annual growth rate
of 0.74 percent from 1975 to 2000. The total number of dis-
abled peoople in less developed countries is expected o in-
crease at an annual rate of 2,58 percent. The underlying

types of disabling conditions will be quite different, how-
ever,

31, Disability in the developing countries is, and will con-
Tinue to be, a problem in ail age groups largely caused by
uncentrolled infactious diseases Such ag diarrhea, tuberculo-
sis, ascariasis, onchoceriasis, trypancsomiasis, poliomyeli-
tis, and the like (Table %) In the developed countries, ex-
cept for developmental disabilities, road accldents, and chron-
ic mental illness, disability is associated with the aging
process. Data from the U.5. show that age~-related changes in
disability rates for chronic conditions reflect not only in-
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Table 4. Estimated number of disabled people
in MDCs and LDCs, 1975 and 2000

MDCs (millions) IDCs {millions)
1975 .2000 1975 2000
Total population 1,132 1,360 2,836 L, 897

Applicable disability
prevalence rate

a. MDCs
i. Disability, all types
and degrees - 10% 113.2 136
ii. Severe disability - 6% 7.9 81.6

b. LDUs {(population living
above absolute or rela-
tive poverty: 1,904
million in 1975: 2,697
million in Z2000)

i. Disability, all types
and degrees - 10% 190.4 2697

ii. Severe disability - 6% 114.2 161.8

c. 1LbCs (population living
at or below absolute or
relative poverty: 932
million in 1975; 2,200
million in 2000)

1. Disabillity, all types
and degrees - 20% 186.4 L0

ii. Severe Disability - 12% 111.8 264
Total disablility
a, Count (millionsg)

i, A1l types and degrees 113.2 136 376.8 709.7

ii. Severe disability 7.9 Bl1.6 226 has5.8
b. Percentage world pepulation, 1975 and 2000

i. All types and degrees 12.3 13.5

ii. Severe disability 74 8.1

¢. All types and degrees, 1975 aznd 2000,
as percentage in:

L. MDCs 23.1 16.1
ii. LDCs 76.9 83.9
d. Annual growth rate (%)

i. MDCs 0.7k

ii, LDCs 2.56

Source: BURKI & VOORHOEVE, p. 7:; ILO, 1977, Table 5.
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creages in the prevalence of thege conditions with age but
also their greater likelihood of causing disability with age
(Tables & and 7).

J2. As the developed countries experience low rates of pPopu-
lation growth compared to the developing countries, the age
structure of their populations iz shifting uvpward, i.e.,

the older age groups will comprise a larger bproportion of
their total population base. In the U.S5., for example, the
number of institutionalized persons is expected to grow from
8.1 per 1,000 in 1976 to 9.6 per 1,000 in the year 2000, large-
1y as the result of the substantial increase in the number of
persons who live to 35 years and older and become dependent

on others for care.- Thug, zge-related chronic illhess and
disability will become an increasing burden in the develeoped
countries for the able-bodied to sustain. Again, an increasg-
ing proportion of chroniec illnesses and digabilities is ex-
pecated to result from cccupaticnal exposure to substances
wihich cause long-latency conditions. The incidence of occupa-
tional diseases in the U.S. approximates 400,8%0 cages per
vear and may cause as many as 100,000 deaths.

33. The burden of infecticus disease and related disability
1s, and seems likely to continus %o be, a burden which is
unequally distributed in the developing countries between
the advantaged and the disadvantaged populations and between
urban and rural areas. A very high correlation exists, of
course, between rural life and poverty. Despite unprecedent-
od growth of national income in the developing countries in
the 1960s, very little, if any, of this increased wealth has
“reachad the poor. Indeed, the already tiny share of total
income received by the poor in the develoPiﬁg countries may
be diminishing in many of these countries.’ Because develop-
ment in both the developing and the developed countries is
biaged toward the urban areazs, the rural areas wherein the
ma jority of the population in the developing countries live
have falled to share in the benefits of modernization and
economic growth,

33NOBLE, J.H. & CONLEY, R.W., The search for fact zmidst
conjecture in the policy of deinstitutionalization. Health
Policy Qrtly, in press.

33President’s Report on Qccupational Safety and Health,
1972, cited in BARTH, P.S. & HUNT, H.A., Workers' Compensation
and Work-related Illnesses and Diseases, MIT Press, Cambridge,
MA, 1980, p. 16.

34MeNAMARA, R.S., One Hundred Countries, Two Billion
People, Praeger, New York, 1973, pp. 102-104.

35LIPTON, M., Why Poor People 3tay Poor, Harvard Unliver-
81ty Press, Cambridge, MA, 1977, pp. 13-14.
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34. These tendencies Perpetuate the current distribution of
infectious disease and disability among the different classes
of society in the developing countries, as well ag reinforce
the direction ang magnitude of projected trends. As the poor
remain poor or grow poorer while inereasing in number in the
developing countries, so will the burden of infectious disease
and disability increase

£d. The poor with nothi

remain always a destab

to contend with.

Cesgt Burden

35. General - How great a burden does disability impose on
the countries of the world to sustain?

burden of ca i i

either direc

0T health care and relatcd services, what do the projections

of the magnitude of the increase of disability between 1975
and 2000 imply?

36. Since it is no% feasible for a variety of reasons to
estimate the monetary cost burden of disability for comparison
of the developed and the developing countries, a cruder mea-
Sure of the "cogt burden” ig adopted; namely, the number of
disabled people of all ages per 1,000 persons in the labor
force. This measure of cost burden assumes that all economi-
cally active personsg in a society must pay either directly

or indirectly through taxes for the care of disabled people
.Poth in and outside of the immediate family. Obviouegly, this
15 an oversimplification of reality. Other persons not in the
labor force can and do bear some portion of the burden of care
for disabled people in the community. Indeed, one of +he
major arguments for investing in rehabilitation is that it
lifts the burden of disability from 211 those who share it--
digabled persons themselves, family members, tax-payers, and
the community at large.

37. Based on ILO estimates and projections of the labor force
in 1975 and 2000 and the previously estimated number of dis-
abled people in the developed and developing countries for

those years, the calculated ratios of disabled peoplie per

1,000 persons in the labhop force give an indication of the
burden of disability that is now sustained by societies through-
cut the world and of wha+t the future is likely to bring (Table 8).
In 1975 the burden per thousand economically active persons in
the developed countries was an estimated 217.7 people with all
types and degreecs of disability and 130.6 people with severe
disability, By the vear 2000 the ratios for these levels of
disability in the developed countries are expected to decline
to 213 and 117.8, respectively. In the developing countrieg,
on the other hand, the burden per thousand econcmically active




Table 8. Disability burden

ticipants in MDUs

p{-?r‘ 11000
and LDCs=,
MDC 5

_ 1975 2000

labor force par-
1975 and 2000

LiXs

1975 2000

Total labor force

participants (Q00's) 520,082 638, 514

Disability level

All types and degrees 217.7 £213.0

sSevere 130.6 127.8

Source: Table 4 abeve; ILO, 1977, Table 5

ll ]‘?50“"93 -Lv q()?l F'w‘“

334.8

200.8
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persons in 1975 was an estimated 334.8 people with all types
and degrees of disability and 200.8 people with severe dig-
ability. These ratios for the developing countries are 1.5
times higher than fer the developed countries. By the year
2000 the burden in the developing countries is expected to
grow to 371.1 people with =11 types and degrees of disability
and to 223.2 people with severe disability. Compared to the
ratics for the developed countries, the exXpected increase in
the burden of disability for the developing countries in the
vear 2000 will be 1.7% times higher. Clearly, %he trends

are running at cross purposez. The burden 1s growing in
countries least able *to sustain it. Wealthier countries can
Llook forward to a measure of relief from their present burden,
freeing resources for alternative uses,

38. Education for the Handicapped - If we assume that the
brevalence rateg of disability which were applied 4o the
developed and developing countries of the world can also be
applied to scheool-age children, 6 to 17 years, then the need
for special education places in the classrooms can be pre-
dicted. In making a forecast, we must recognize that

actual enrolment of both sexes in the developing countries
was only 62 percent in the 6—%1 age group and 35 percent in
the 12-17 age group in 1575.3 These enrolment ratios were
substantially lower for females--53 and 32 percent in the
respective age groups. By the year 2000 the enrolments of
both sexes in the respective age groups is prejected to reach
76 and 47 percent, with female enrolment still lagging by 5
bercentage points.

" 39. According to conservative estimate, cireca 1970 5 million
disabled ehildren throughout the world received some form of
special education, 95 percent of whom resided in Europe and
North Americs. The forecast of'need for special education
places (or, alternatively, for special accommodations in re-
gular classrocms in responee to the modarn trend of integrat-
ing placement of disabled children in the schools) assumes
that national planners in developing countries will not adopt
the policy of excluding disabled children ag thay make serious
ef'fort to increase the basic literacy of their populations.

JOUNESCO, Development of School Enrolment: World and
Regicnal Statistical Trends and Projections, ED/BIE/CONFINTED
36/4/Ref. 2, Paris, July 1677,

I7WHO, "Part IT - Some Statistical Data," Unpublished
decument, undated, p. 28.
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LO. WHO staff made a forecast {using very conservative asgsump-
tions) of the need for special education places in 1980.
Twenty-five places per 1,000 enrcllees in the 6-17 age group
was the assumed nsed ratio, a figure only one-quarter of the
CWOIH estimate of 100 per 1,000 enrcllees. The WHO staff
forecast indicated a sizeable gap between available special
education places and need (Table 9). The gap was viewed as
greater than revealed by the forecast, however, since only
two-thirds of the child population in the developing countries
were expected fTo be enrolled in zchoeol.

41. Unlike the WHC staff forecast, we shall assume the highery
rate of disability prevalence of 13 percent among children in
developing countries aznd 10 percent prevalence among children
in the developed countrieg. A 13 percent prevalence rate for
the developing countries is consistant with our earlier esti--
mate of the higher risk of disability that prevails zmong the
lower social classes of gociety; it reflects the high
proportion of the population in the develsoping countries who
iive in absolute or relative poverty. The 10 percent pre-
valence rate for the developed countries is consistent with
the CWOIH estimate, derived principally from the developed
countries, of the proportion of handicapped children in the
world population.

L2. We shall also assume that equity considerations will per-
mit enrolment of only the same proportion of disabled children
a5 Tthe proportion of all children projected to be enrclled
betweer 1970 and 2000. In a situation where resource con-
straints limit educational opportunities for the general popu-
“lation, the ftarget of equal opportunity and non-diseriminzation
appears just and net overly ambitious, although it might be
argued that disabled children should receive a higher invest-
ment fhan nondilsabled children in order to help them to over-
come thelr handicaps and to realize their highest human poten-
tizl, Unfortunately, the latter ideal iz not likely to be
realized in the foreseeable future in view of the scarcity of
regources and the general levels of deprivation which plague
the majority of mankind. Equality of educaticnal opportunity
for disabled and minority group children is still an elugive
goal in even the more developed counfries of the world,

3. Under our assumptions, the gap between needed special
sducation places for children 6-17 years of age and those
which the schools seem likely ¢ make available will probably
widen still more in the next 20 years. Between 1970 znd 2000
the total child population, 6-17 years, in the developed
countries is projected to increase from 127.6 to 245.,2 million
{Table 10). The number of disabled children, barring dramatic
disabllity prevention measures, will grow from an egtimated
12,8 to 24.5 million, In the developing countries during the
same 30 year span the total child population, 6-17 years is
projected to grow from 507.4 to 1,040.6 million. The number




Table 9: Forecast of the need fer special educetion places

Region Projected enrolment In need of  Places provided
6-17 years in 1980 special ed around 1970

World total 552 BEE 000 13 814 000 {4 794 000)

Developed countries 201 913 o0o 5 048 oCO (4 570 000)

Africa 64 959 000 1 623 000 (9 0c0)

Acia 213 778 000 5 344 000 (112 000)
Latin Americs 79 232 Q00 1 981 000 (88 000)

Source: WHO, "Part II - Some Statistical Data,"” Unpublish-
ed document, undated, p. 29,
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Table 10. Estimated need for special education places
(000's} feor children, 6-17 years, in the MDCa
and LDCs, 1970 and 2000

MDCs= ID0s
1970 2000 1970 2000

1. Total peopulation,
6-17 vears 127,622  245,2L0 507,362 1,040,504

2. Projected enrclment
ratio (%) 82.8 92.5 Lg, g 62.0

3. Projected enrolment,
6-17 years 105,654 226,820 232,654 6L, 811

4. Projected number gig-
abled children, &-17
years (MDCs - 10%;
LDCs - 13%) , ' 12'762 24,524 65!957 1359277

5. Projected squity
enrolment disabled
children, 6-17
years (2. X &.,) 10, 567 22,685 30,274 83,872

6. Actual places
provided in 1970 bh,570  unknown 209 unknown

Source: UNESCO, Development of School Enrolment: World and
Regional Statistical Trends and Projections, ED/BIE/GCONFINTED
3674/Ref.2, Parie, 1977, Annex Tables I and II,
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of disabled children in these countries ig likely to increase
from an estimated 66.0 to 135.3 million.

Li, While enrolment ratios for this age group of children
are projected to improve dramatically in fhe developing
countries, increasing from 45,9 in 1970 to 62.0 in the year
2000, there appears to be 1little hope of bridging the gulf
that existed in 1970 between available special education
places in the developing countries--only 209,000 places--

and the preojected need for 83.9 million places in 2000 %o
assure equity in educational opportunities for disabled
children. Even the more developed countries face the con-
siderable challenge of c¢losing the gap between an estimated
10.6 million needed special education places and the 4.6
million places that were provided in 1970, and then of creating
the additional number required to accommodate 22.7 million '
children projected to need speclal education places in the
year 2000. Yet from a humen capital investment perspective,
children betwesen +he ages of 6 and 17 are the prime target
for development both through education and by the application
of disability prevention and rehabilitation techniques. Each
year of schooling represents a "sunk cost” which ig nonrecov-
erable if the child drops out of school as the resul+t of dis-
ability. The children who are already disabled when they
reach schocl age stand their besgt chance of becoming indepen-
dent, self-sustaining members of gocliety if they receive
education and rehabilitation.

Ly, Bervice Needs - Given the prevalence rates of disability
_in the developed and developing countries, what levels of
Services may be required to meet the needsg of disabled people?
Hazardous as estimating and projecting the prevalence rates

of disability may seem, still more risky is the estimation

of needed services and the manpower requirements to provide
them. Issues of adequacy, equity, and efficiency of rescurce
allocation impinge from all sides. Nonetheless, to gain some
approximate idea of resource requirements and/or deficiencies,
an attempt must be made to analyze the kinds and levels of
gervices that the number of disabled reople who now exist

{and trose who are projected to exist in the future) are like-
ly %o need.

6. Fortunately, there is one study which explored the re-
lationghip of dizability to needed services Tor a known popu-
lation served by a primary health care system.28 This study
sampled 1,397 pearsons in the Serbian commune of Vozdovoe and
oblained complete household, self-report, social, medical,

JBSTATER, S.B., "Disability in the Productive Age, "
unpublished draft manuscript, WHO, Geneva, undated,

®
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and ?sychiatric information generally representative of adults,
35-54% years of age, living in 1674, The sampled population
lived in urban (59.4 percent), rural (17.8 percent), and mixed
(22,8 percent) areas of the commune.

47, The Vozdovee population was served by a health care sys-
tem compriging woth general and specialized hospitals, terri-
torially based outpatient clinies providing a wide range of
preventive and curative treatment, and back-up polyeclinics
(Home of Health) each covering 80-100 thousand persons. The
cutpatient clinics employed one or more teams consisting of
at least one physician, a nurse, a midwife, and a medical
technician. FEach physician covered 2-3 thousand persons.
Individuals and, where possible, entire families subscribad
to specific physicians for their mediecal care. Children were
the exceptlon; they received specialized pediatric care. There
were also occupational speclalists attached to factories and
other enterprises who cared for work-related conditions.

48. 7Twelve free-standing polyelinics covered the population
of Belgrade, of which Vozdevoc 1s a disgtrict, The polyclinics
provided specialist services, including gynecological and
opthamolegy exams, to hack up the outpatient ¢linilic teams;
recelved referrals from the outpatient clinies; advised on
case management; provided drugs and follow-up reviews: and
prescribed the "plan of treatment" for the general practition-
er (GP) in the oulpatient clinics. Only the GP could refer
patients to the hospital, however--except in the case of emer-
gencies and for a limited number of sgpecific procedures. The
. bolyclinics also, had on staff a rehabilitation physician spe-
¢ialist who provided consultation to other physicians in the
polyclinic ag well as to the outpatient clinics covered by
the polyclinic. Some polyclinics had extensive equipment for
rehabilitation.

L9. The Vozdovoc study found that disabled men primarily
needed and used medical care, physical therapy, psychiatric
therapy and counseling and, secondarily, needed and used pros-
thetic scrvices and vocational training. Disabled women pri-
marily needed and used medical care, psychiatric therapy and
coungeling and, secondarily, needed and used phygical therapy
and vocational training. Internists' ratings of the service
neads of persons 11V1ng in Vozdovoe, 35-34 years old, indicat-
ed that annual service needs increased according to the degree
of disability (Table 11). In rank order, medical care, coun-.
seling, and physical therapy were most needed by the moderate-
1y disabled men; severely disabled men most needed medical care,
counsellng, psychiatric therapy, and physical therapy. Moder-
ately disabled females most needed medical care, counseling,
and physical therapy; sgeverely disabled females most needed
medical care, counssling, and psychiatric therapy.
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50. With the Vozdovoc study as background, let us assume

that disabled people everywhere have the same service needs

as a function of the degree of disabllity which is experienced,
In other words, let us assume that degree of disability every-
where predilects, regardless of age and culture, the average
number of gervices needed, as implausible asg this may seem
when Jjuxtaposed to wide differences in the availability of
regources of every kind among the nations of the world.

What then 1s the projected number of disabled people needing
specific services in the developed and developing countriess

in 1975 and 2000 by the standard used in the Vozdovoc study?
Wnat services would the Vozdovoc internists have prescribed
for the average disabled person coming under their scrutiny?

51. The Vezdovoc internists, by our assumptions, would have
concluded that the dizsabled in both the developed and develop-
ing countries of the world, by virtue of their increasing
numbers caused by population growth, have increasing need

for: (1) medical care, (2) counseling, (3) physiecal therapy,
(4) psychiatric therapy, (5) surgical care, (8) progthetic
services, and (7) vocational training (Table 12). Taking

the estimated quantity of physical therapy defined as needed
by the average disasbled person in Vozdovoc ag the basgeline againat
which to compare the gquantities of other services needed, the
quantity of medical care needed is 2.1 timeg greater; needed
gurgical care 1s 0.29 as much; needed pgyechlatric therapy is
0.69 as much; needed counseling ig 1,9 times greater: and
needed vocational training iz 0.08 as much,

52, In preoceeding in this way, however, the possibls biases
" of the Vozdovoc internigts® view of "needad services" nmust
be kept in mind, especially with respect to their opinion
about the possible need for vocational training and perhaps
surgical care. Also worthy of note is the difficulty of
translating estimates of the quantity of needed services into
estimates of the time, manpowsr, and skill levels required to
deliver these services. Let us iliustrate this point by
applying the Vozdovoc service workload statistics te the czti-
mated volume of services needed by disabled people throughout
the world according to the Vozdovoc standard.

53+ In 1973 physicians in Belgrade provided an average of
8,110 visits per physician %o the adult population; the in-
tensity of physician use wasg assumed to be 2.66 visits per
patient based on a ratio of 1:2.66 first visits. Specilalisis
in physical medicine and rehabilitation provided an average
of 10,403 visits per physician; their patients received 3.29
vigits per ecpisode. No comparable etatistics were reported
for the other needed services.JS Commenting on the available

391bid., pp. 120-121,
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Estimated number (millions) of disabled people

with all types and degrees of disability need-
ing services, by type, in the MDCs and LDCs,

according to the Vozdovoc standard, 1975 and 2000

MDCs IDCs
1975 2000 1975 2000
Total digabled
population 113.2 136.,0 376.8 709.,7
Type of service
needed (ratio
needing service)
Medical care (.464) 52,5 63.1 174.8 329.3
Surgical care (.062) 7.0 8.4 23,4 4l 0
Physical thrpy. (.216) 24.5 29,4 81 .4 153.3
Prosthetie
gervices (.028) 3.2 3.8 10.6 19.9
Pesychiatric
therapy (.148) 16.5 20.1 55.8 10%.0
Counselling (.405) hg.8 55.1 152.6 287 .4
Vocational
training (.018) 2.0 2.4 6.8 12.8

Source:

Table 4 above;

SLATER, Table

544,
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statistics, the author of the unpublished draft manuscript des-
scribing the Vozdovoc study notes that the 8,110 visits per
physiclan year translate into an average of feour minutes per
vislt during the physician's work day. Nothing is kﬁown about
the adequacy or efficacy of the physician's efforts.%0

54, By the Vozdovoc standard for the average dilsabled person,
the estimated 52.5 million disabled people needing medical care
in the developed countries in 1975 reguired 139.7 million visits
to 17,200 GPs, and the estimated 24.5 million needing physical
therapy required 80.6 million visits to 7,700 physical medicine/
rehabilitation specialists (Table 13). By the year 2000 the de-
veloped <¢ountries will have an increased population of an esti-
mated 63.1 million disabled people needing medical care who will
require 167.8 million visits to 20,700 GPs; an egtimated 209.4
milllon needing physical therapy will require 96.7 million vis-
its to 9,300 physical medicine/rehabilitation specialists. In
1975 the developing countries had an estimated disabled popula-
tion of 174.8 million people needing medical care and 81.4
million needing physical therapy. To meset their needs by the
Vozdovoe standard would have required 465 million visits to
57,300 GPg and 267.8 million visits to 25,700 million physical
medicine/rehabilitation specialists. By the year 2000 the esti-
mated disabled population in the develeping countries will have
increased to 329.3 million needing medical care and 153.3 million
needing physical therapy. By the Vozdovoc standard, this popu-
lation of dlsabled people in the developing countries will re-
gquire an estimated 875.9 million visits to 108,000 physicians
and 504%.4 million visits to 48,500 physical medicine/rehabili-

. tation specialists.

55. Clearly, resource contraints in the foreseezble future pre-
clude meeting the Vozdovoc service standard for the average dis-
abled person in the developing countries and perhaps in many

of the developed countries as well. In 1975 just to meet the
needs of the estimated 12.3 percent of the world peopulation

who are disabled would have required 32.8 physicians per

100,000 disabled needing medical care and 31.7 physical medi-
cine/rchabilitation specialists per 100,000 disabled population
needing physical therapy. The supply of physical medicine/re-
nabllitation specialisds is currently a tiny fraction of the
available medical manpower pool. Many develeoping countries--
Malaysia, Thailand, Pakistan and Bangladesh, Sudan, Indonesia,
Algeria, Zambia, Zalre, Uganda, Tunisia, and Zthiecpla--lack

two physicians per 10,000 populatien.“l For thezme countries,
acquisition of speclmlized medical manpower is a distant if not
impossible dream.

H01p14.

Mlwro, Sixth Report on the World Health Situation,
GCeneva, 1980, p. 194.
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Table 13. Estimated number of general practitioners (GPs)
and physical medicine/rehabilitation specialists
needed by people with all types and degrees of
disability in the MDCs and LDCs, according to
the Vozdovoe standard, 1975 and 2000

MECse LDCs
1975 2000 1975 2000

l. Persons needing medical

care (millions) 2.5 63.1 174.8 J29.3
Z. Persons needing Physical )

therapy (millions) 2.5 29.4 81,4 153.3
3. Estimated volume (millions)

off medical care visitg

per year (2.66 X 1.) 139.7 167.8  465.0 875.9
4. Estimated volume (millions)

of physical therapy visits

per year (3.29 ¥ 2.) 80.6 96,7 267.8 504 .4
5. Number of GPs needed

(3./8,110)4 17,200 20,700 57,300 108,000
6. Number of physical medicine/

rehabilitation specialists

needed (4./10,403)2 7,700 9,300 25,700 48,500

JRounded to nearest 100.

source: Table 12 ahove: SLATER, pp. 119 and 121.
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56, Whereas in the developed countries there are almeoet 1,000
health workers per 100,000 population, the developing countries
have litfle more than 200 (Table 14). What is more, available
health resources in the developing countries tend %o be con-
centrated in urban areas, particularly the capital cities )
(28 many as 70 percent of Some countries’ mediosl doctors) .42
This tendency is reinforced by the policy in many countries

of providing a "pyramid of health care, " gtarting with health
posts, through district hospitals, up to & natiomal teaching
hospital which accepts referrals from the lesser facilities.
The UN Conference on Human Settlements observed, "This situa-
tlon favours the already exlsting cultural gap between phyesi-
cian and patient from the countryside or poer urban social
class, which also aszsures that such patieﬂts will visit such
hospitals only in cases of extreme need, "43

World Trends and
Qutlook for the Future

37. There are = variety of trends discernible a2+ the present
time which, if they continue, will lead to predictable out-
comes for the developed and developing countries of the world.
Caution must be exercised, of eourse, in making predictions
about the future from information concerning recent history--
infermation that ig often fragmeniary and of untested relia-
bllity. Wars, political instability, and world recession
could interrupt what little global progress has been achieved
in the post-World War II era, On the other hand, an era of
more generous international cooperation, coupled with techno-
logical breakthroughs in health care, agriculture, energy,

" and education, could accelerate the rate of goclio~econonlc

development in places where people now struggle unsuccessfully
Tor basic survival amidst squalor and absolute want.

58. The Sixth Report on the Worlid Health Situation, published
by WHO, doecuments the general relationship between infectious
diseases and mertality. Dramatic disparities exist in overzll
and childhood mortality between the developed and developing
nations. These disparities are characterized as "unpardorn-
ably disgraceful” in view of global resources and knowledge
and reflective of “"a worldwide lack of commitment 4o the
closing of the enormﬂus health gap between the more and less
developed nationg." The Sixth Report observes further,

" there appears to have been 1little or no progress in
recent years in reducing either their (infectious diseases)
incidence or their prevalence,"45 Ferhaps one-eighth of the

H2UN Conference on Human Settlementes, "Global Review of
Human Settlements," A/CONF. 70/4/1, 31 May - 11 June 1978,
Pp. 192-195.

“31vid., p. 192.

HY4Sixth Report on the World Health Situation, p. 41.

4h51pid.,




Table 14 Distribytion of coumtries {or aress) and population,
according to density of agyregate of certain heaith dgcupations
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world population, concentrated in Asia and Africa, are poorly
nourished or undernourished. Chronic deficiency of calories
cauges poor growth, listlessness, and muscle wastage in child~
ren and the loss or weight and capacity for activity among
adults. All ages become more susceptible to ipgection and
illness and recover from diseaze lesg rapidly.,+ slow growth
of per capita GNP and rapid population incredses in countries
which now experience the grsatest nutritional deficiencies
threaten to make an already bad situation worse, Mayer
claims:

« « » the increase in oil prices effectively put

the green revolution out of reach of such countries
as India, Pakistan and Bangladegh, which are poor in
petroleum and other resources and have gonie about as
far as they can in increasing yields from tradition-
al methods of farming. The increase in oil prices
also dislocated the economies of the wealthy natioﬂs,
reducing their contributions to international aid.47

59, To Mayer's pessimigtic assesement mugt be added other
exacerbating developments:

¢ FPrediction of a severe world wide recession caus-
ing an inflation-adjusted decline in GNP of 3 per-
cent between 1979 and 1981;

¢ 5Strong movement by the U.S., the world's largest
preoducer of graing, to cope with its o0il depen-
dency and escalating costs of energy by convert-
Ing an ihcreasing share of grain production to
alcohol as an oil substitute;

» Action by the U.3. Congress to cut the U.S. share
of financing for two international regional de-
velopment banks as a "belt-tightening” response
to recession in the U.3. which is expected to
cause a ¢ percent drop in inflation-adjusted
GNP in 1980 and a 1 percent decline in 1981--
thus eroding the U.S. President's ability to
fulfilt his negotiated commitments to the World
Bank and other international financial institu-

46MAYER, J«y The dimensions of human hunger. Sci. Amer.,
Sept. 1976, p. 40.

b71vid., p. 4z,
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tiong .48

Lamentable as this action by the U.S. Congress may seem,

it ig econgruent with the mood of the American people at this
time. The ABC-Harris opinion pool, conducted 20 March - 5 April
1980 show that a majority--82 v. 14 percent--favor cutting
foreign economic aid; a majority--77 v. 20 percent--also favor
cuts in foreign military aid.

60. The tendency of the wealthier nations to neglect their
commitments to provide aid to poorer nations appears to ocecur

not only in times of economic recession but in good times as

well. The European Parliament recently accused the Common

Market's nine governments of "mismanaging and deliberately

obstructing its program %o help the community's poor regions."50 .
In a resolution approved by the majority of the European Parli- ‘“
ament, numerous deficiencies were identified in the European
Development Fund, including insufficiency in the amounts of

funding, excessive delays between requests for funds, their
appropriation, and eventusl expenditure, the lack of accounta-

bility for how the funds are spent by member countries, and

use of the funds by some countries to offset their own commif-

ment to meeting the needs of poor regions.

61. Meanwhile, world population growth continues its inex-
orable pace. During the period 1975-2000 the world popula-

tion 1s expected to increase by 60 percent and exceed 6 billion.
Mest of the growth wlll take place in the developing countries.
While these countries now contain 70 percent of the world popu-
lation, in the year 2000 80 percent of humanity will live in
-the developing countries--more than 70 percent in Asia and
Africa alone! During the same period declining rates of na-
tural increase in the industrialized North, particularly in
Zurope, U3SR and North America, are causing major changes .y
in the composition of its populations. By the year 2000 the
developed countries will contain a smaller proportion of both
youth and persons of prime working age (15-44 years) and a
higher proportion of older workers and elderly. In contrast,
demographlc shifts in the developing countries will enlarge

the relative size of the prime age group for labor force par-
ticipation and reduce somewhat the relative size of the youth

483ee ELIA, C.J., Dils" strength may run dry as recesasion
cuts fuel use and surplus increases, analysts warn. Wall St. J1.,
2z April 1980, p. 47; BERRY, J.M., Conferees cut U.3. aid share
in global banks. Washington Post, 16 May 1980, p. B-3.

“OMARRIS, L., The public has definite preferences on where
to cut and not cut budget. Washington Post, 12 June 1980, p. A-Z2.

50GOTTLIER, H., Assembly charges neglect of EEC develop-
ment fund. Int. Herald Tribune, 16 April 1980,
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population, In %terms of dependency, the developed countries
are expected Tc experience an increase in the old-sge dspen-
dency ratio which will be offset by a decrease in the child
dependency ratio. The child dependency ratio in the develop-
ing countries is expected to drop precipitously, with some
siight increase in the old-age dependency ratio. According
to the 5ixth Report on the World Health Situation, the easing
of dependency in all of the developing countries (except for
Africa where no improvements are expected) is the result of

growing acceptanceﬁof family planning and the reduction of
crude death rates.,ol

62. The WHO forecast of growing acceptance of family planning
and a reduction in crude death rates ig predicazted, however,
onn the assumption of continuing development and/or mainftenance
of aid levels commensurate with population growth in the de-
veloping countries. In view of the tendency of the wealihier
nations to cut back on aid when faced with sconomic recession
and to divert agricultural output %o energy production, the
WHO forccast may be overly optimistic. According to Mayer,
the average annual change in food production is failing to
keep pace with population growth and/or domegtic demand for
food in 42 of 71 developing countries.’® The diminishing
supply of fish resulting from overfishing and pollution, the
lessening of the impact of %he “green revolution” without
conziderably more time, work, and capital investment, and the
reduced supply, and increased price, of oil, all impinge on
the avallability of food and make what Mayer desceribes asg a
“precarious but manageable" situation less ceptain.d

T63. Central to Mayer's plan of attack on world famine is an
adeguate grain reserve, strategically located throughout the
world, which can be drawn on %o meet ths needs of stricken
areas, By implication, the U.S. (defined by Mayer as "current-
ly the granary of the world") will have to provide a substan-
tial portion of the needed grain reserve. But if Mayer's
program for averting famine and malnutrition is not implement-
ed asg the result of contracting levels of aid from the develop~
ed countries (including the capital needed to inecrease food
production), then the expected drop in the crude death rate,
which typically precedes a reduction in the birth rate, may

not occur. In effect, malnutrition will continue as a potent
direct cause of high mortality and an indirect cause of high
birth rates--thus Impeding the realization of the projected
diminution by the year 2000 of the child dependency ratio in
many of the developing countries.

518ixth Report on the World Health Situstion, pp. 228-229.

52MAYER, pp. 47-48

531bid. Noteworthy in this regard is the fact that the
ratio of expenditures for oill by non-oil preoducing LDCs %o net
official ald from all sources to these countries hag shifted
from 0.62 in 1973 to 1.72 in 1980, an extremely ominous trend.
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6%, Barring major ware that would kill off peonle who would
otherwise grow old and become dependent by the year 2000 in
the developed countries, the Sixth Report on the World Health
Situation seems guite accurats., There will be increased num-
bers of elderly Personsg in general and = larger proportion of
older workers in the labor force. These trends have signifi-
cant implications for the health and socio-economic policies
in the developed nations of the North.

65. The elderly are heavy consumers of health care as well as
those kinds of rehabilitation services which contribute to the
maintenance of daily living functioning. They are bececaing
increasingly influential as a voting bloc, To the extent that
the elderly succeed in obtaining more generous allocations
from the public treasury of highly specialized and expensive
health care as well ag income support, then the cost burden
of chronic illness and dependency associated with old age
seems likely to rise. In the U.S. and other highly industri-
alized countries of the North the increasing costs of health
care and the indexing of income transfer payments for retire-
ment and disability insurance annuitants are congidered two

of the major sources of inflation.5% Physicians in the U.S.
are beginning to ask, “"Can society afford all the expensive
new things we know how to do7?"55 Budgetary constraints are
foreing hospitals to ration some kinds of care: there is
increased attention being paid to the cost-effectiveness of
existing medical technology.

66. On a still broader plane of concern, the inflationary
costs of the modern welfare state are causing retrenchment

“0of gome of its benefits in places where wide consensug has
existed for some time about the desirability of generous in-
come redistribution policies. The social Democratic govern-
ment of Denmark is proposing substantial cuts in public spend-
ing in order to avert the threatening financial crigis that

has arisen because of the government's huge budget deficit,
sweder and Norway are also ;gport@d t0 feel similar strain ]

as the result of inflation.? The cost of repaying the nation-
al debt caused by welfare spending is becoming a greater burden
each year in many of the more developed countries, The pre-

5%5ee NOBLE, J.H., Rehabilitating the severely dizabled:
Ihe Yoreign experience. J1. Health Fol., Policy and Law, 4:
221-2L8 (Summer 1979): NOBLE, J.H. & CONLEY, R.W., Hospital
cost containment and the soeial services, in LUM, D, (ed.)
Social Work and Health Poliecy, in press.

55COHN, V., €Can U.S. afford the new medical miracles?
Washington Post, ¢ May 1970, p. A-10.

SeDOWNTE, 1., Scandinavian inflation imperils welfare
gtate. Washington Pest, 10 May 1980, p. A-1L.
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sumption of many economists that income transfer paymentsg,
because they fTransfer consumption from one group to another,
do not represent "opportunity costs” as the use of other
economic resources does, may be less valid when the income
transfer iz derived from borrowed funds. Economisis such

as Milton Friedman and Martin Feldstein in the U.S. are join-
ing the issue and presenting strong arguments thaet excessive
public consumption deprives & nation's economy of needed in-
vestment in productive capacity.

67. It seems clear that between now and the year 2000 the
debate about appropriate levels of spending for competing
purposes will heat up, fueled by many speclal interest groups
who oblain benefits from public spending. As stagflation
takes its toll on economic growth, the disabllity prevention
and rehabllitation programs which serve alil age groups will
come under closer and closer scrutiny. The paradox that more
successful medical care creates still more longer term prob-
lems will in all likelihood pervade the public consciousness
and cause second thoughts about many policies.

68. Long-term care of the elderly and the burden that it
imposes on the economically active segment of the propulstion
geems likely to creatas particularly painful sirain between
the generations, especially in countries in which the forces
of industrialization and high labor force mobility have loosen-
ed the tles of family responsibility for its members. If the
experience of eight cities in eight different European coun-
tries can be considered representative of what the developed
.countries face as their populations age and the cld-age de-
pendency ratio increases, we can anticipate gignificant
problems relating to:

® Provigion of adequate care facilities;

€ EHducation of physicians concerning the needs of
the elderly;

o FPlacement of patients into the appropriate kind
of facility and/or hospital bed;

¢ Changing attitudes and practices in hospitale
Ltoward confused patients and how they should bhe
treated;

* Staffing in face of the poor distribution of
services;

¢ Complex organizational znd financing systens
for supporting the elderly.57

Cf the elght cities (Stockholm, Amsterdam, Copenhagen, Dublin,

STWISEMAN, C. & BARNARD, K., “Information for Plarming:
Services for the Elderly," Final Report of Workshop, Stock-
holm, 1979. University of Leeds, Nuffield Centre for Health
Services Studies, 1980,
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Edinburgh, Geneva, Nottingham, and Zagreb), only Zagreb with
i1tz cultural emphasis on having the elderly continue to live
with their families seemed able to cope with the long-term care
problem without undue stress. :

69. The contrast between Zagreb and the rest of the cities per-
mits statement of a working hypothesis and preduction concern-
ing course that successful versus unsuccessful long-term care
policy will take in the developed couniries over the hext 20
years, Countries which ecan provide finaneial and other incen-
tives as well as service supports to the families of severely
nandicapped or debilitated persons will minimize the burden

of long-term care at leagt cost to the public treasury and win
for this policy a greater measure of support from taxpayers.
Countrics, on the other hand, which try to improve the effective-
ness of their existing service systems by spending increasing
amounts on coordination mechanismg--the course of least peli-
Tical resistance--will achieve only marginal improvements at
Inordinate cost. They will succeed in adding layers of bureau-
cracy and regulatory controls and increase thereby noet only fric-
tion between government and service providers but also between
gservice providers and families. The already weak ties that
Tamilies have with their elderly members in these countries may
be still further loosered.

70. The U.3. is an extreme example in this regard, The vest-
ed interest groups that surround z very complex, oiten dupli-
cative and highly interactive set of categorical social pro-
gramg tend to block basic reforms. So many forms of categori-
cal governmental intervention have gradually eroded family re-
" spensibility for severely disabled members. Some programs,
because of the strong financial disincentives they provide to
continuing responsibility, encourage familieg to jettison their
handicapped into nursing homes and institutions. The Supple-~
mental Security Income program, which provides means-tested in-
come support for the elderly, blind, and disabled, reduces by
one~third the amount of benefits if the beneficiary lives ig
or takes up residence in the household of 2 related other.5
Instead of removing these disincentives +o family responsibi-
lity at the cost of higher near-tern budgetary outlays (which
in 211 likelihoed would lead to reduced future costs) and possi-

5PNOBLE AND CONLEY, The search for fact amidst conjecture
in the policy of deinstitutionalization; CALLAHAN, J.J., DIAMOND,
L.D., GIFLE, J.Z, & MORRIS, R., Responeibility of families for
their seversiy disabled elders. Health Care Financing Rev.,
Wihter 1980, 29-48,

P
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ble adverse reactions from providers of nursing home and insti-
tutional care, the U.3., is predictably pursuing a policy of
low-cost demonstrations to show how better coordination and

channeling of resources can improve service delivery %o the
chronically ill.

?1l. While it may be too late for many of the more developed
countries fo revise their institutional arrangements for coping
with the dependency of severely handicapped or debilitated per-
sons, Lt should be gelf-evident that the less developed coun-
tries would be ill-advised %o adopt similar policies. Cultures
which place value on family support of weaker members should

be preserved and reinforeced by adoption of appropriate public
policies, even as socio-economic development with its centi-
fugal action on families is embraced as the means of securing
the welfare of the greatest number. ‘

72. Equally as difficult for the developed countries will be
the discovery and adoption of an appropriate mix of rehabili-
tation and income transfer policies that, on the one hand, offer
handicapped people the opportunity to obtain work and, on the
other, do not diminish their work incenmtive. To the extent

that paying an adeguate amount of income guppert makes lesgs
attractive any job paying wages equal to or less than this
amount, then scarce resources will be spent on the retraining

of persons for wheom no job paying sufficlently high wages is
feagible. Politics and equity considerations constrain adoption
of economically efficient policies in this regard. :

73. The issue of work disincentives and their impact on the
‘outcomes of rehabilitation is attracting increasing attention
in the U.S. Inflation, the priority placed on serving the more
geverely handicapped, and a growing population of disabled per-
sons are jointly contributing to the reduction in the number

of persons being served each year by the voecational rehabili-
tation (VR) program, ercsion of the average per client expendi-
ture as measured in constant dollzrs, and = shrinking of the
proportion of handicapped persons potentially in need of ser-
vices who are served by the program. National planners are in
& quandry as to how best to allocate to applicants competing
Tor services a budget which is losing its value to inflation.
If the principal goal of the VR program is to return handlcapped
persons to self-sufficlency by retraining them for remunerative
employment, the quesition is being asked, "Does it make =zense

to invest scarce resources on individuals for whor, on balance,
a job will pay less and provide less security than the combined
benefits of indexed income transfer programs and publically
provided health care?" It is argued that money gpent on the
rehabilitation of a person whose best interests financially are
to aveld work, iz an opportunity cost to other individuals who,
with the aesistance of VR services, are capable of ohitaining

a Job paying enough to overcome the work digincentives zttached
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to the receipt of income transfer payments. It has been sug-
gested that one way to mitigate this problem is to incorperate
inte the definition of eligibility for VR services an estimate
of the likelihood that retraining will result in placement in
a job paying enough to overcome any work disincentives that
may exist for given individuals.59

74%. If a policy decision is made to invest substantial sums

in persons for whom a job is not a viable option, then justi-
Tfication for these expenditures must be found. Such Justifi-
cation can be found in improved non-vocational functioning

that may result from the provision of rehabilitation serviceg.
National planners in some countries may reguire explicit measure-
ment of the benefits that acecrue from improved non-veeational
functiening and the costs of their attainment. They will want
to be convinced that rehabilitation services with non-vocation-
al objectives will not endanger the traditionally understood
favorable benefit-cost ratio of rehabilitation programs direct-
ed to the employment of the handicapped.

75. The cage can be made for investments in rehabilitation with
nen-vocationzl objectives on the basis of two premises:

(1) The costs of disability accrue regardless of
whether or not rehabilitation services zare made a-
vallable; and

(2) One of the effects of rehabilitation is to reduce
the costs of disability.60

"The costs referred to are those which handicapped individuals,
their families, and society bear directly and indirectly as

a consequence of disability. The beneficial effects of rehabi-
litation are the improved Ffunctiching and self-eare of handi-
capped persgons which lessen the burden that all parties would
have borne, had not rehabilitation services been provided.
Although acceptance of these premises does not require a heroic
act of faith, demonstrating their scientific validity as appli-
cable in all places and under all circumstances would be ALiffi-
cult and expensive. Hence, skeptics who do not wish to believe
will ask for empirical proof. Accordingly, advocates of dis-
ability prevention and rehabilitation will have to garner gci-
entific evidence wherever possible as well as political support
for investments on behal? of handicapped persgons for whom
achlevement of a vocationzl objective ig not feasibie.

59N0OBLE, Rehabilitating the severely disabled: The foreign
experlence, p. 246.

60"Socio-economic Implications of Investments in Rehabi-
litation for the Disabled, " para. 38, See alsc SIMPKING, J.,
The Value of Independent Living. Rehabilitation Fund, New York,
1979,
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76. Finally, it is important to understand the tendencies of
social security programg in the developed and developing coun-
tries. Social security programe define what protections a
society can afford to provide against the riskes of old age,
deteriorating health, and loss of income due +o a variety of
factors. Beeial security programs often pay for disability
prevention and rehabilitation mezsures.

77. The developed couniries gpend an average of 1L4.5 percent

of their GDP, compared to 3.1 percent among the developing
countries, for family allowances and for social gecurity cover-
age of their populations zgainst the hazards of dependency a-
rising from sicknegs and maternity; employment injuries; and
from old age, invalidity, or the death of the family breadwirner.
During the perilod 1972-197L4, the developed countries remained
stable or spent an increasing percentage of their GOP for soci-
al security 10.73 times as often ag they spent a declining share
of GDP for social security. In contrast, the developing coun-
tries remained stable or spent an increasing share of their

GD? for sccial security only 0.8l times as often as they devoted
2 declining share of GDP for this purpose (Table 15). The de-
veloped countries provided an average coverage of 4.5 of 5
possible soclal insurance and asgimilated schemes and family
allowances, and 6.4 of 9 posSsible components under these schemes.
The developing countries afforded their citizens tThe leszer
coverage of 3.2, on average, of the 5 possible schemes and .3
of the 9 possible components,

78, During 1970-1974 the developed countries increased, on
average, the rate of expenditures for zocial securlty 1.53

- times more rapidly than the growth rate of their respective
GDPs., and 3.2 times more rapldly than the rate of incresse of
the Consumer Price Index (CPI).  The comparable ratiog for +the
developing countries are 1,28 and 3.1, respectively. They in-
dicate that the developing countries experienced less rapid
growth in social security expenditures relative to GDP compared
to the developed countries, but managed To stay ahead of CPT
increases equally as well ag the developed countries. The
taseline for measuring GDP growth 1is, of course, many times
smaller in the developing countries than in the developed coun-
tries. Thus, the gap in the expenditure level for social se-
curity appears to be widening between the developed and develop-
ing countries.

79. As an indication of benefit equity, there is great dis-
parity between the developed and developing countries in the
relative proportion of the population whieh enjoys social se-
curity coverage. An average of one-third of total sccial se-
curity expenditures in the developing countries goes to mili-
tary and civilian public employeess, a small segment of the
total population, The developsd countries spend, on average,
a much smaller share of total social security expenditures on
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Table 15. Social Security (S3) coverage in the MDCs
and LDCs, lQ?@

MRDCs LDCs
Average percentage of GNP spent

for 35, 1974 ‘ 14,5 3.1

Ratio of countries showing no
change or an increasing per-
centage of GDP spent for 35,
to Tthose showing a decline,
1972-1974 ‘

3.(a) Average coverage by 5 poszible
social insurance and assimil-
ated schemes® and family
allowances

(b) Aversge coverage by 9 possible
components of the % gociazal in-
Burance and assimilated
schemesP and family allowances

Average increase in 355 benefit
expenditures, 1970-1974, as
ratio of:¢

(a) Percentage increase in GDP
(b) Percentage increase in CPI

Average percentage of total S5
expenditures spent on benefits
To military and ¢ivilian public
employees, 1974 14.0

Ratio of countries showing no

change or a decreasing per-

centage of total 355 expendi-

turez spent on benefits to

military and c¢ivilian public

employees, to those showing an

increasge, 1970-19744d 2.85 1.33

®The "social insurance and assimilated schemes" include
coverage for: sickness-maternity; employment injuries; pen-
gions for old age, invalidity, and survivors; and unemployment.

Prhe components of "soclal insurance and assimilated schemes,”
in additlon to pensions and unemployment coverage, include:
medical care, benefits in kind other than for medical care, and




by

b(Continued) casgh benefits under both sickness-maternity
and employment injuries coverages.

®Excluding the MDC of Chile which experienced an increase
of 4,846 percent in its CPI during 1970-1974.

YCountries showing littlie or no change tended to expend
a relatively small percentage of total S5 benefits on military
and civilian public employees compared to these which were
increasing benefits for this greoup.

Source: ILO, The Cosgt of Sgcial Security, Ninth International

Inguiry, 1972-1974. Geneva, 1979, Tables 2, 5, 8, and Appen-.
dix Yable.
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this group of beneficiaries--only 14 percent of total expendi-
tures., What is more, the developed countries are either main-
talning or decreasing the share of social security benefits
that goes to military and c¢ivilian employees 2.85 times more
frequently than showing an increase. The developing countries
arc tending in the same direction, although the tendency ex-

hikited by a ratio of 1433 is less pronounced than in the de-
veloped countries,

80. In view of the decline in the rate of growth of the world
economy since 1974 and the poor outleok for at least the first
half of the 1980s, 1% is hard +to See how social security cover-
age of the world population can be improved in any but the OPEC
countries, There are signs, as previously mentioned, of re-
trenchment in the Scandinavian countries. The United Kingdomn
and the U.S. have already taken steps to curtail social welfare
benefits. Recently enacted legislation in the U.S., for example,
limits the maximum payable social security disability insurance
benefit for a disabled worker with Tamily to ne more than 80 per-
cent of the worker's prior wages or salary (a change which, from
the standpoint of work incentives, is undoubtedly beneficial).
Annval budget growth of the vocational rehabilitation program
from 1975~1979 has been constrained to 4.1 percent, a rate well
below the rate of inflation. Projected budget growth through
1985 shows no sign of improvement. Still mere dramatic is the
strong possibility that the U.S. Congress will pass legislation
that will permit companies and unions which provide private
penslon plang to cut back on promised benefits to retired workers
1T a plan runs into finaneial trouble. Changing social trends,

. Technology, foreign competition, and a declining union member-
ship are seen as endangering 200 nulti-employer pension plans
covering millions of workers in printing, construction, cozl

and other indusiries in the course of the next 10 years.bl

Development Needs, Costs, and
Implications for Policy Change

8L. What will it cost to suppert the development needs of tha
developing countries from now to the year 20007 What role does
disability prevention and rehabilitation play in socio-economic
development? What proportion of development costs should the
developing countries devote te disability prevention and reha-
bilitation? What steps can the more developed countries take
to Increase the investment in disability prevention and reha-
bilitation? In view of recent trends, these are indeed very
difficult questions, but ones which WHO and the UN system must
address if the goal of achieving health for all by the year
2000 is to bescome more than an empty slogan.

61PORTER, 5., Legislation would cut bhenefits of many private
pengion plans. Washington Star, 3 June 1980, p. C=10.
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82. WHG and the UN system have a critical role to play in pro-
moting the concept of primary health care and clarifying its
concrete meaning for specific contexts and instances, as the
developed and developing countries struggle +o adapt to its
precepts. For the developing countries primary health care
implies continuing progress in socio-economic development, with
special emphasls on improving nutrition, sanitation, and the
supply of safe water. The costs of development along these lines,
by any reckoning, will be enormous. Financing these cosgts will
challenge the resolve and ingenuity of the developing and de-
veloped countires, the UN system, intergovernmental institutions,
and the world order. Finding solutlons to what now appear as
almost intractible problems is not, however, beyond the sCOpe
and capaclty of the presently constituted authorities to cope
with--a subject to which we shall return later.

83. The World Bank has estimated that implemen®tation of a

basic needs policy to raise the standard of living for the
world's poorest populations will cost $10-12 billion annually
in U.S. 1975 dollars and prices between 1980 and the year 2000.6Z2
If this basic¢ needs peliey, invelving the provision of minimally
acceptable diets, safe water, gewerage, public health measures,
and basic education, is directed %o all poor people (not simply
the poorest of the poor), then the estimated annual costs for
the next 20 years will amount to an estimated $19 billion.

Tables 16 and 17, taken from the World Bank report, provide a
oreakdown of the estimated annual investment costs by sector
(food, water and sgewerage, housing, health, and education) and
an estimate of recurrent costs for each sector. The combined
investment and recurrent costs of implementing a basic needs

" policy encompassing all sectors over the next 20 years is esti-
mated to average detween $47.1 and $58.5 billion annually.

Within this range, the estimated annual average costs by sector
are: Tfood - $7.1 billion; water and sewerage - $6.0 billicn;
housing - $18.8 to $29.6 billion; health - %2-9 to $3.5 billion;
and education - $12.3 billion,

o%. While outlays of .this magnitude for the next 20 years may
appear too great to sugtain, some perspective can be had by
comparing these costs with the size of the world's income. The
World Bank noted that total investment costs of $377.L to $381
billion for a 20 year global bhasic needs program amounted in
1975 to only 6.0 percent of world income for that year, or 0.3
percent of werld income if total investment costs are expressed
a8 an annual rate. The same comparison which takes into

52BURKI & VOORHOEVE, p. 1.

831pid., p. 2.
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Water and
sewerage

Housing
Health
Fducation

Total

52

Table 16. Investment cost of a globzl basic
needs program for 1980-2000
(1975 billion dollars)

Total Annual _
8.4 Al%.LDCs Low 1§?ime LDCs
75.8 3.8 2.0
197.5 9.9 (6.6)%8
25.1 - 29.0 1.26 - 1,45 B -~ 9.6
50,56 2.5 (1.7)a
$377.4 - 381.3 $18.9 - 19.1 $l2.2 - 12.4

“Estimated at 67% of the total investment requirement.

Sourae;

BURKI & VOORHOEVE, p. 4
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Table 17. Zstimated recurrent costsg for basic nesds
strategies (billions of 1975 U.S. dollars)

Food

Ratic of annual average recurrent
cost to total investment cost (%)

- Annual average recurrent cost ($bns.)

@

Total recurrent cost, 1980-2000 ($bne.)

“Water and Sewerage

REatle of annual average recurrent
cost to total investment cost (%)

Annual average recurrent cost (fbns.)

Total recurrent cost, 1$80-2000 ($bnsg.)

Housing

Ratio of annuzl aversge recurrent
cost to total invesiment cost (%)

Anrual average recurrent cost ($bns.)

Low

4. 5%
8.88

Total recurrent cost, 1980-2000 ($bns.) 177.6

MEa.l th (a) Primary Health Care

Ratic of annual sverage recurrent
cost to total investment cost (%)

Annual average recurrent cost {(fbns.)
Total recurrent cost, 1980-2000 ($bns.)

(b) Tropical Disease Contreol

Ratlo of annusal sversge recurrent
cost to total investment cost (%)

Annual average rescurrent cost ($bns.)

Total recurrent cost, 1980-200C ($bns.)

.54
10.80

Medium High

20%
5 .68
113.60
3.0%
2.27
4e 48
19.7
39}4‘.0
10.0%
W93
18.60
5.7%
1.12

£22.3




Low Medium High
(¢) Total health stratesy (2 & b)
- Ratio of annuszl aversge recurrent |
cost to total investment cost (%) 6., 6% 7. 0%
- Anpual average recurrent cost ($bne.) 1.66 2,05
- Total recurrent cost, 1980-2000 ($bns.) 33,10 4G.90
Education
- Ratic of annual averasge recurrent
cost to totsl investment cost (%) 19.4%
- Annual average recurrent cost ($bns.) 9.8%
- Total recurrent cost, 1980-2000 (%bns.) 1%5.5
Total: All strategies
- Annual average recurrent cost ($bns.) 28,26 39.4?‘
- Total recurrent cost, 1980-2000 ($bns.)565.28 789,48

Note on sources: Investment costs from which recurrent costs are
derived are taken from the descriptions of the strategies, as sum-
marized in Table 15. The following sources were used to derive rough
estimates of recurrent cest/investment cost ratios:

I'ood - FAOQ, "Provisional Indicative World Plan for Agricultural De-
velopment,” 1970; consultation with specialists at the International
Food Policy Hegesrch Institute.

Water and Sewerage - Average ratio derived from 7 recent and current
waler projects in Egypt, Indonesia, Xenya, Sri Lanka, Syria, Tanzania,
and Tuniszia.

Housing - Consultation with urban projects specialists in CPS.

Health ~ Average ratio for primary health care derived from five
population projects in Bangladesh, India, Kenya, Malaysia and the
Philippines; tropical disease eradication ratio derived from WHO,
"Special Program for Research and Training in Tropical Diseases,®
1976, and consultation with environmental health specialists in CPS.,
Fducation - Consultation with education projects specialists in CPS.

Source: BURKI & VOORHOEVE, p. 5.
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account total investment and recurring costs over the next

20 years ($9842.7 to $1,170.8 billion in 1975 dollars) translates
into between 34.9 and 18.% percent of world income for 1975, or
between 0.7 and 0.9 percant of world income if the total cozts
are egrxpressed as an anhual rate.

85. Extending the World Bank's comparison of total investment
costs and defense spending, the annualized invegtment and re-
curring costs of a 20 year global basic needs program would
amount to between 12.6 and 15.6 percent of the estimated $375%
billion spent in 1975 on defense by the nations of the world.
Expressed in these terms, it is apparent that the geemingly
enormoug costs of a global basic needs program encompassing the
components of the WHO primary health care sirategy iz afford-
able--1f only the nations of the world gigﬁ up a relatively
small prepeorticn of spending for defense.

86. Focusing now specifically on disability prevention and
rchabllitation, there iz reascn to believe that placing pricrity
on an atfack on infectious and parasitic diseases which afflict
J billion people in the less developed world would yield very
large benegits for relatively small costs per capita. Walsh

and Warren95 set forth a strategy of selective primary health
care that takes into account prevalence, morbidity, mortality,
and the feasgsibility of control and provide estimates of its
costs 1n comparison with alternative strategies of health in-
tervention (Table 18). The per capita cost of $0.25%5 for selec-
tive primary health care is between 28 percent (onchocerciasis
control) and 0.6 percent (community water supplies and sanitation)
A8 expensive per capilta as the alternatives. Acceordingly, Walsh

- and Warren recommend that selective primary health care be adopt-

ed a8 a cost-effective interim intervention by many of the less
developed countries., In comparison with the World Bank esti-
rates of the costs of meeting basic health needs in the less
developed countries; baged on the principles and experience of
primary he%%th care sirategles being pursued in 13 developing
countries, the stirategy of selective primary hezlth care may

EhThere is evidence ghowing that the reallocation of de-
fense spending %o peaceful purposes would have the beneficial
effect of creating more jobe requiring the lesser skill levels
bossessed by greater numbers of people whe geek employment than
would the capital intensive and mechanized weapons production
technology of today. See DEMPSEY, R & SCHMUDE, D., Occupation-
al impact of defense expenditures. Mthly Labor Rev., $4:12-15
(Dec. 1971).

65WALSH, J.A. & WARREN, K.S., Selective primary health care:
An interim sirategy for disease control in developing countries.
N.E. J1. Med., 301:967-974 (1 Nov. 1979).

66Mexico, Brazil, Columbia, the Dominican Republic, Jamaica,
Bangladesh, India, Indonesia, Malaysia, the Philappines, Kenya,
Tanzaniz and Tunisiz.




Table L 8 Estimated Annyzl Costs of Different Systems of
Health Intervention,

ISTERYEMTION Prs Capiia Conr pra Israny asn/on
Cona [5) Crrn Dearn Avigtip (5}

Husic primary health caret
inpy 0.40-7.50 144-20,000(1)
Mz 2.00 oy
Muosyuite control Tor prulafia .00 HOEH{ D)
Onchocerensis conliel program Q.90 Few infunt & chilg
deaths
Mollusk cantral tar 1. I-ew nfant & child
sulbislonnhass dyaithy
Caommunity wiler a.uppll;'s & LIF - A MK (].C
sanrbitioen
Marinpwal nuteitnon P75 FARYIE!
sepplamientatiog RiLLINTA]
Selective ponvery heabihocgrel (.25 o0-250 00,0

“Fenastes infunt 4 6 child Hachiveind by village health waothers

Thi iy case dehvgigd Baonalbnle i

‘Source: WALSH & WARREN, p. 973.




be about 12.5 percent as expensive per capita.

87. Obviously, provision of rehabilitation services in the tra-
diticnal specialist mode--even as implemented in Vozdovoc within
the Belgrade brimary health care system--will bhe too exXxpenzive
for the developing countries +o afford. Helander's concept of

a "multipurpese rehabilitation specialist, ™ analogous to simply
“rained primary health care workers who function at the communi-
ty level, deserves careful study to determine its cost-effactive—
ness relative to Walsh and Warren's $0.25 est%mate of the per
capita cost of seleetive primary health cape,d7 Similarly de-
serving of gtudy is the cost-effectiveness of the WHO rehabili-
tatlon community-training program with emphasis on self-rehsa-
bilitation and self-training under local supervision and guid-
ance, whic% was designed for implementation in the developing
countries.®® ynless the costs of rehabilitation serviceg can

De shown to be ag cost-effective as disability prevention mea-
Sures, health authorities in the developing countries seem

likely to con®tinue assigning low priority to their development-69

B8, Asg Previously noted, thers ig Serious question about the
value of providing vocational rehabilitation services to handi-
capped personsg in developed countries where h

ance rolls is roughly 40 percent;
a8 the ratio increages or decreases, a commensurate increase or
decrease in the termination rate oceurs (Table 19 ). How to ad-
Jjust and accommodate to the requirements of beneflt adequacy
while maintaining an appropriate level of rehabilitation in-
vestment in face of work disincentives that will inevitably
exist can be pradicted to Plague policy-makers in the developed

67HELANDER, E., "Towards a Multipurpose Rehabilitation
Therapist.” Paper based on gpeech at the Medical Commission
0f Rehabilitation International, Halle (Saale), 13 June 1977,

80, Training the Disabled in <he Community: Part A,
DPR/79.1, Geneva, August 1979,

69It should also be noted that primary health care itself--
28pecially thosze partsz which subsume "traditional” healing sys-
tems--may be viswed with susplclon by health authorities in gome
of the developing countrieg if primary health care ADPeAars as a
"watered down" version of Western health technology. The para-
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Table19
Wage/Benefit Ratio and the Nale of Termination

Wage/
Benefit Category Neontermi. Termi. Rate of
Ratio Total! nations nations? Terminationy
0.00.0 25 2342 2.238 103 4«
(27 9
025050 525 552 73 139
(6.2) !
Q51-075 463 360 103 22.2 . "'
(5.5)
0.76-1 00 513 205 08 405
6.1}
1.01-1 28 511 252 259 50.7
(G 1)
1.26-1.90 506 235 271 536
(G Q)
1.51=1.7% 460 179 289 518
{5.6)
176G-2.00 365 129 236 64 7
{4.4)
Groatpr 1,653 503 1,150 596
than 2 00 {19.7)
Inaufficiont 1,040 794 216 237
data ' (17 4)
8,360 T sa4m 2,938
(Y00 O} (55.Q) (35 0)
.

"Percontang- tropures g o porenthess

Tttt tocbushio ooy thenae 19773 R te-bcba bt st oty oo M UTTS B LA TS5 R I
appropnate cntiies boe the vorcnblis geed b Ledt thioee [V b ey 1ol e IYTTEN Y VTN BTN ey e ey
duration derrng the paorvead Taly 1970 1, by Y07y

Savree: 1973 SRS HOA B0 Toagu- ol S50A Mot Hemebiorary Beeord

Sources BERKOWITZ, M., Work Disincentives and Rehabili-
tation, Institute for Information studies, Falls Church,
VA, 1980, p. 37.
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countries into the indefinite future. Tt is = problem for which
no technical or politically satisfying solutions exist.

89. Turning now to the question of what proportion of develop-
ment costs the developing countries should devete +o disability
preventlon and rehabilitation, it seems clsar that no Tixed
percentage of GDP can be established as appropriate. FEach coun-
try must assess the prevalence, morbidity, mortality, and the
feasibility of control over the Spectrum of disemses and other
causes of disability which afflict its population. The develop-
ing countries must Tollow, in effect, the recommendations in
this regard of the WHD Executive Board”® and the WHO expert
group on national health network development.”l Both sets of
recommendationg placed respensibility for surveying population
needs and developing plans for meeting them primarily on the
governments of UN member nations. :

9¢. Finzlly, what can be done about financing the substantial
coets of global soclo-economic development incorporating primary
health care as ong of itg escential elements? Recently the In-
dependent Commigsion on International Development Issgues, chair-
ed by Willy Brandt, struggled with this and related igsues and

69(Continued) dox is that the priority givenm to health
care 1g itself a funetion of the level of development, and is
likely to involve a belief and expectation that sophisticated
and specialized health services delivery is a necessary condi-
tion of effectiveness. As expressed by Charles Elliott, eco-
nomist and Senior Research Associate at the School of Develop-
" ment Studies, University of Rast Anglia, Bngland:

The higher the general level of education; the higher

the general level of income (as a proportion of the
average wage In the modern sector); the greater the ex-
posure to mass media; the greater <the aggregate urhan
experience of the community; the more sophisticated the
lifestyle of the community; the higher priority is accord-
ed to health care in both preventive and curative aspects.

See ELLIOTT, C., Is primary health care the new priority? Yes,
but . . . Undated copy of Contact, published by the UK Chris-
tian Medical Commission, p. &,

?OFormulating Strategles for Health For All by the Year
2000, p. 16.

71"Meetiﬂg on National Health Development Network, " pp. 9-10.




60

reported its findings and recommendations.?2  To avert a vari-
ety of sgerious dangers which it saw rapldly converging to pro-
voke a worid crisis, the Brandt Commission recommended that the
nations of the world, the UN System, and intergovernmental in-
stitutions embark on an emergency program during the next 5
years 40 accomplish a number of equally important objectives:

¢ large-scale transfer of rezources to developing coun-
tries;

¢ Development of an international energy strategy;
e Implementation of a global food program;

¢ Initiation of major reforms in the international eco- ¢
nomic system.?2

In this connection, the Brandt Commission further specified what
should be fthe most urgent sub-objectives of the emergency pro-
Zram:

Resource Transfer

¢ Assistance to poorest countries and regions being threat-
ened by the current world economic crisis;

¢ Financing the debts and deficits of the middle income
countrieg; -

Energsy Strategy

®* Ensuring regular supplies of o0il; rigorous conservation;
more predictable and gradual price increases in real

terms: .9

e Development of alternative and renewable energy sources;

Food Program

@ TIncreasing food production in the Third World through
necessary international assistance:

721ndependent Commission on Internaticonal Development

Issuee, North-South: A Programme for Survival. The MIT Frezs,
Cambridge, MA, 1980.

"ITvid., p. 276,
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e Provision of regular supplies of Tood, including inereas-
ed emergency food:

® Development of a system to ensure long-term internation-
al food security;

International Economic sy2tem Reform

e Steps to create an effective international menetary
and financial system, providing for fuller partici-
pation by all parties;

¢ Accelerated effort to improve the conditions of +trade
in ¢commodities and manufactures fon the developing
countries,.?

91. The Brandt Commission proposal %o create g hew category

of ald tc the developing countries that would take the form

¢f "program lending,"” i.e., "flexibly usable funds which are

not tied to specific investment projects,” is undoubtedly con-
troversial.”5 It flies againgt conventional wisdom and the vest-
ed interests of the aid-giving countries which obtain immediate
benefits from projects that earmark funds for the purchage hy
recipient countries of capital goods from outside. To some de-
gree, political support of aig programs 1s dependent on this

kind of reciproecity; “priming the pump” of the developing countries
1s viewed as a way of directly venefiting the exports, produc-
tion, and job markets of the aid-giving countries. The Brandt
Commission takes the position, however, that undue reliance on

- specific investment projects, together with earmarking of funds
for ecapital goods spending, does not meet the pressing need of
poorer developing countries for external Tinance %o cover balance
of payments and local currency expenditures.

92. Reallzation of the magnitude of the recurrent costs of de-
velopment that accompanies the initiz]l investment in socio-eco-
nomic development provides additioral reason for the kind of

program lending envisioned by the Brandt Commission. According

TH1bid., pp. 276-277.

75Ibid., p. 232,
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to World Bank estimates, the ratio of annual average recurrent
costs to total investment cost varies from a high of 19.4 and
20 percent for education and food, respectively, %o a low of

3 percent for water and sewage. The estimated ratio is 10 per-
cent for primary health care and 5.7 percent for tropical dis-
ease control (Table 2). As the North-South dialogue bheiween
nations proceeds, it will be important for all parties to re-
cognize the vital contribution that disability prevention and
rehabilitation has o make to socio-economic development. If
any conditlions are to be attached to whatever program lending
preposals emerge from this vital dialogue, one which WHO would
be well advised to espouse is the requirement that primary
health care, including disability preventiorn and rehabilitation,
be integrated into the development plans of countries which
receive program loans. In this way the aid-giving countries,
the UN system, and intergovernmental institutions can be assur-
ed that capital investments and technical assistance directed
To improved health for all by the year 2000 will become an in-
tegral part of national development programs.

93+ Presently, specific investment and teehnical asgistance
projects are high risk, "hit or miss" propositions. WHO and
other organizations of the UN gystem have very little, if any,
gystematlc documentation of the long-term effects of their
interventions. Conditioning the receipt of program loans on
the integration of primary health care, disability prevention,
and rehabllitation program development into overall plans of
goclo-economic development could be expected at a minimum to
increase the likelihood that immediate investment and techni-
cal assistance projects would have a chance to make a long~-term
T impact by virtue of assured outlays for the recurrent costs of
these projects. Accountability for how program loans are spent
by thelr reciplents would in time produce documentation of what-
ever long-term impacts ccecur.

9%. The challenge facing WHO is one of convincing the aid-
glving countries and institutions of the vital role that dig-
abllity prevention and rehabilitation as part of primary health
care can play in overall soclo-economic development. It seenms
appropriate for WHO to explore the feagsibility of either draw-
ing Jjoint funding from these scurces inte initiatives of its own
creation cr, conversely, scanning for opportunities to lend its
own expertise and financial resources to gignificant initiatives
of others. In this way projects and programs with potential for
long-term health improvement can be ldentified and become models
for emulation throughout the world.




