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INTRODUCTION

The World Health Organisation has defined vehabilitation as
"the combined and co—cordinated use of medical, social, educaitional and
vocationzl measures for the training or retraining of the individual to

‘the highest possible level of functional ability."

Bumanjitarian and economic considerations of rehabilitaticon
dictate that every disabled person is a consumer and many of them can
beccme producers and taxpayers if given the opportunity for ftraining and
empleyment. Through rehabilitation the handicapped individual can be
prepared to share in family and community developmsnt. The Botswana
National Development Plan 1973 - 78 declared that: "ingufficient attention
has b2en paid to the specizl probleme of the handicapped in Botswana., It
is the intention of the Govermment to seek assistance in the preparation of
a yprogramme of detection, care, training and rehabilitztion of the disabled
or handicapped given the restriction impozed by shortage of personnel and

finance,™

In pursuance of this objective the Government of the Republic
of Botswana commissioned three consultancies in Rehabilitation Services in
Botswana. The first of these was by the Assistant Director (Overseas) of °
the Royal Commonweszlth Society for the Blind, Mr, G.E. Saligbury, MBE
who compiled a report entitled "Plans for the Handicapped in ﬁotswana" 1975.
The second report: "Planning of Community-based Rehabilitation Services in
Botswana'" was by a WHO Hehabilitatien Consultant, Dr. Binar EHelander MD.,
in 1977. The final one was prepared by Mr, Henry Brown, ILO Regienal
Adviger in Vocational Hehabilitation who presented a report in 1978 entitled

"Propozal for a Pilot Programme of Vocational Rehabilitation Services.”

2. DISABILITY PROBLEMS

2.7 BSize of the Problem

The incidence of disabling conditionz in Botswanz is not yet
accurately lmown. It is however estimated that about 108 (80 000)

of the population of Botswana has medical, social and economic







problems related to disability. During 1976 to mid-1978 the
Special Services Unit of the Ministry of Health carried out
registration of the handicapped in some areas of Botswana

in order to reveal the extent of the problem, The registered
cases were broken down into zge and sex groups as shown in
Table 1 and 2, Analysis of the Tables shows that more men
than women were registered, that people over 45 years of age
form almest half of the group and that major groups are the
physically handicapped 31% and blindness 24%.

The exercise was latter suspended because after
sensitizing the people and raising their hopes the Ministry
of Health was unable to satisfy their high expectation due to
limited facilities, inadequate specialised equipment, financial
constraints, insufficient trained manpower to deal with problems

of the disabled in the country.

Table 1

Sex and Age Distribution of Repistered Handiecapped

%
Age Group Male Pemale Total Distribution
0=5 38 21 59 7 '
6=14 82 69 151 18 )
15-18 33 19 52 6
19«30 53 4z 95 11
31-45 73 31 110 13
Over 45 206 182 388 45
TOTAL 485 370 B55 100
57% 43% 100%




Table 2

Regisztered Handicapped by Group

%
Group “lale Female | Total Distribution
Blind 15% 161 314 24
Deaf 25 47 72 &
Physically
Handicapped 236 173 409 31
Mentally
Handicapped 116 101 217 17
Dumb 24 i2 36 3
Multiple Handicagp 137 12% 259 20
TOTAL £91 616 1307 100
53% 47% 100%

2,2 . Causeg of Disgability

From the study of the available health statistics and other

information the main causes of chronic impairment and disability in

Botgwana are:=

(a)
(v)
(e)
(a)
()
(£)
(g)

Congenital deformities and perinatal dicease/Trauma
Communicable discease
Non-Communicable disease

Functional psychiztric disturbances, chronic
alehholiem and drug abuse

Mental retardation
Trauma and injuries
Other causes - malmutrition, under-nutrition

and social derangement {as % of total pppulation
involved).
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-
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Tuture Trends of the Disability Problem

In view of the inadequacy of health statistics and
accurate population figures in Botswana any discusazions of

future trends will have to be based on rough eztimates.

Etudies done elsewhere show an interrelalionship between
digability and socic-economic insquities like poverty, lack of
education, unemplcoymsnt, poor environmental ccnditions social

prejudices,

The Botawana Government Strategy for development is based
on four main planning objectives vizim
rapid economic growth
social Justice
economic independence

sustained development.

This stratiﬁy has bzen very successful in generating financial

regsources which have been reinvested in =chools, health services,
water supplies, roads and housing, The latest 1979-85 Nationzl
Development Plan emphasis the complementary themes of employment

ereation and rural development,

All thia development should lead to a deerease in
norbidity from communicable diseases and a reduction in the number
of disabled persons resulting from diseases like polio, tubsrenlosis,

trachoma, malaria ete.

Moderniization with its increasing urbanization and
industrialization, as well as sociowcultural derangement should lead
to increased disability problems resuwliing from functional

paychiatric disturbances like neurcsis, psycheosomatic disorders,

alceholism and drug abuse.

With more employment resulting in higher and regular earnings
and more purchasing power for mechanical means of transpertation has
led to increased traffic accidents leaving more and more persons with

sericus injuries and permanent disability.




3. TPRESENT REHABILITATION SERVICES TN BOTSWANA

Interest in the disabled in Botswana dates as far back
as 1944, This interest largely concerned the blind. In 1946 the
census returns included a section on the totally blind. ZElindness
and blinding dizeases were continually under discussion as documented
by a report by Dr. A. Jekl on ophthalmic surgeon, "on Eye Conditione in
Northern Bechuanaland" in 1945, & report on "Rehabilitation of the
Disabled in Colonial Territories 1945 and sample Surveys by the Royal
Commonwealth Society for the Blind carried cut in 1966, The deaf,
mentally subnormal, the chronie sick ox cripples were not mentioned or
diszcusged at all.

Historically the initiative for rehabilitation services in .ﬂ
Botswana was by ncn—govermmental organizations which established several
institutions for the dizabled which were run with the help of foreign
staff and funds e.g. School for the Blind in Mochudi, Rehabilitation
Centre for the Physically handicapped in Tlokweng,Centre for the Deaf
in Ramotswa and Camphill Community at Otse. In the rural areas with
strong socio—culiural traditions. . a lot of tiwe, energy, funds and
other resources of family members and others in the community were
.diverted in order to care or compensate for the limitations of various

types of disabled perzons who were of'ten hidden at home,

As mentioned previously the Botswana Government became
concerned with the problems of the handicapped/disabled in the early "’
1970'e and decided to seek some advice on the care of the handicapped.

The Royal Commonwealth Society for the Blind on request appointed itse
Assiatant Director, Mr. G.E. Salisbury as a Consultant with the following

terms of reference:

(a) Identify the main priorities in planning an overall scheme

for the severely dizabled,

(b) make proposals which can be incorporated into the National

Develeopment Plan,

(¢) suggest the relationship between Government Ministries

and Departments and set out ways of co-ordinating their




ef forts,
(d) to outline the manpower implications in the crestion of
& Cadre of staff capable of dealing with the digabled and

to assess as far as possible financial commitments,

The Salisbury Report entitled "Plans For The Handicapped in
Botswana" wzs presented to the Govermment with the follewing key

proposalsi-

(i) That Government should accept that it has a responsibility
for the severely disabled and should therefore allocate
funds to assist them,

(ii)  that this responsibility be discharged by creating a
co-ordinating body, an interministerial gpecial services
unit for the handicapped under the direction of a
Commissioner preferably in the Office of the President
but alternatively if this is not practicable, in eithsr the
Ministry of Health or the Ministry responsible for
Comminity Develorment and Social Serices. The revort
recommended staff training and establishment of the
following pilot projects: Deaf Unitg, Blind Units, mentally
handicarped unite, physically disabled units, integrated
vocational training - using Brigades and Botswana Enterprises
Development Unit, an Orthopaedic Workshop to produce and
service aids and applisnces =nd an Audiological Centre.
The Report also emphasised that while Government ean do much:
the community and family of the severely handicapped had a major part to
play as well, The Report further stressed that the prevention of
disabling diseases was to be given top priocrity,

The Government accepted the Salisbury Report and at the beginning
ef 1975 a Commis=zionsr for the Handicapped was appointed and = Special
Services Unit for the handicapped was established in the Ministry of
Eealth. Mr, G,E. Salisbury returned to Botawana for a further zix months
during which he trained ten social workers and oriented them to work with
the handicapped including understanding clasaification of handicaps and
their various causes. He also ran a one month course for six primary
school teachers starting March 1976 - orienting thew into special education
of handicapped children, particularly education of the blind.




The work of the Speeiazl Services Unit as proposed by Salisbury
Beport and summarised in the Annual Report for 1976 is as follows:i-

a) Co-ordinate policy and ensure that every section dealing

with the handicapped is aware of offiecial line of approach,
b) liaise closely with local organisation for the handicapped,

¢) maintain intimate contact with the disabled and parents
of disabled chiléren go that their views and feelings

are considered,

4) maintain contact with overseas organisations interested

in the handicapped,

e) maintain, in collaboration with the Health and Social

Welfare authorities a register of the disabled. .ﬂ

Mr. Salisbury's Report had several useful recommendations which
the Government of Botswana implemented., The establishment of the Special
Services Unit in the Ministry of Health and under the direction of a
Commigsioner proved extremely useful in avoiding the uwsual divisien of
the administrative responsibilities for the rehabilitation between
a multitude of government wministries. His recommended division of
responsibilities between the Ministries of Health, Education, Labour and
Home Affairs, Commerce, Agriculture and Local Government and Lands
underscored the complex multifaced nature of disability prevention and

rehabilitation.

Some of the main weaknesses of the Report concern the traditional

specialised inatitutions for certain disability groups which may be needed

establishment of zeparate comprehensive rehzbilitation centres and

only when the volume of severe or specialised cases in the population
justifies such tertizry care; with its highly trained professional
personnel, The exact budgetary implications of some of his recommendations
seem to have heen underestimated., Mr., Salisbury's guidelines for the
long-term development alsoc relate to institutional care, special education,

specialists etc, which would involve very high costs indeed.




It was in this context that in 1977 the Botswana Govermment
requested WHO to provide a consultant to:

i) review the present facilities for rehabilitation in

the contrary and their actfivities, =nd

ii) prepare recommendations to guide the Government in
improving and further developing the already ongoing

activities in the field of rehabilitation.

The Government's favoured option was to provide care through
2 gystem of community-based rehabiiitation, where the bazic needs of
most disabled persons can be met more economically through primary
health care workers (F.W.E.) supervised aud guided by multipurpose
rehabilitation professionals integrated into local health teams and
with emphasis on community and family participation. The WHO
consuliant, Dr, E. Helander, presented a Report entitled "Planning
0f Community-Based Rehabilitation in Botswana" which outlined the details
of the development of serviees, manpower and implementation of a

community—based rehabilitation programme.

Dr. Helander's Report endorsed zome of Mr. Salisbury's recommend—
ation like the establishuwent of a Council for the Handicapped {(Council for
Rehabilitatioq) provision of orthopaedic corrective surgery. While
recogniging the need for develorment of referral services he however,
departed from Salisbury Report in discoursging major expansion of specialised
centres in view of their very high costs.

Dr. Helander suzgesied that in order to meet the specific needs of
the country the rehabilitation officer should be trained in disgnostic, ‘
therapeutic, technical, educational, vocational and social skills and
located at the village level so that he/she can train the disabled in the
community and be able to make regular follow-up. In order to do this
effectively there was a need for WHO to develop 2 wannual for "Praining The
Disabled In The Community." Such a mannual has been developed and

Botswana wag one of the countries where the wannual wag field tested.

In February, 1978 the Republic of Botawana became a full member of
the International Labour QOrganisation., Jlowards the end of the same year
Mr. Henry W. Brown, ILO Regional Advicer in Vocational Rehabilitation

vigited Botswana to assiat the Ministry of Labour and Home Affairs on how




they can conseolidate Vocational HRehabilitation of Disabled Persong

in accordance with Recommendation No. 99 of the International Labour
Organization concerning Vocational Rehabilitation of the Disabled (1955).
Following a seminar attended by various interested groups on the

subject Mr. Brown produced a report entitled "Proposzal For a Pilot

Programme of Vocational Rehabilitation Services" in Botswana.

Une of the TLO Hescolutions passed in 1975 urged Member States
to provide for:-

(i) The integration of disabled or handicapped persons
in the general training or employment schemes,

(ii) special services and support for the severely disabled
or handicapped,

The propesals outlined in Mr. Brown's Report were intended to
put into effect those parts of the above International Declaration which
were not yet fully implimented in Botswana and particularly the provision
of vocational and social guidance, vocational training, selective job
placement and other rehabilitation measures,

The proposed scheme was to make maximum use of existing resources
in the community such as training and employment facilities and congider
new facilities only where non presently exist. It was to be a communiiy-
bazed programme of services starting initially in the capital eity and
extending throughout the Republie,

4. NATIONAL POLICTES AND PROGRAMMES

The Government considers it important to prevent disabling

conditions and provide rehabilitation as part and parcel of primary
health care and in such a way as to accomplish a meaningful integration

of disabled persons inte their society or community.

4.2 Preventative Measure

During the National Development III and IV the Ministry of
Health's main objective was the strengthening of basic health services
equitably distributed for all people, but with an emphasiz on rural
and peri-urban areas., In practical terms, thisz meant the establishment
of a network of health facilities which could begin to provide

comprehensive health service to the people throughout the country.

This objective was achieved with z network of health posts, clinics,




health centres, and hospifzls which provide reasonatle
access to health services to about B8%5% ~ 90% of ihe
settled population of the country.

This was followed by more emphasis being given to
the gquality of the service provided which was achieved through

the establishment of special programme units working together

in a fully integrated pattern into the basic health services.
To mention some of these units: Health Education Unit and ﬁﬁcff/

Fawily Planning, Nutrition Unit, Communicable Disease and
Epidemiology, Environmwental Sanitation, Prevention of Slindness,
Dental Health, Mental Health and Occupational Health Programmes.

4.3 Special Education Centres

a)} Mochudi School for the Blind

The activities of the Centre started in 1969 and are
adminiztered by the D,R,M. Hospital in Mochudi. There are
two types of setivities; a school for the blind and &
vocational training centre for blind adults,

As =oon as the children have learnt Braille, they join
normal school classes, and participate in these to a large

extent,

b) Hamotswa School for the Deaf

Planning for the Centre started in 1972. They opened
with six pupils in 1979. The Centre has an audiclogical .
technician and three teachers. Pupils receive pocket type
hearing aids., The programme is run by the Ramotswa Society
for the Deaf and is partly financed by Christoffel Blinden

Mizeion in West Germany.

¢) Camphill Community Renkoromane

The Centre opgned in 1974 with 20 physically and
mentally handicapped children. The activities closely follow
the Waldorf System. The school follows the syllabus of ordinary
primary schcols and children live with able-bodied community

MEmbaers,
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4.4 Vocationzl Guidance Institutions and Centres

The Botswana Red Cross Society has played significzant
role in Rehabilitation Services providing orthoapedic appliences
etc. helping children with conzenital heart defects.

Their Tlamelong Rehabilitation Centre caters for 20
physically disabled persons. The aim is to give them training
in crafts so that at the end of two years trainees can find
employment or set up their own workshops.

The Kanye Red Cross Branch haz & similar pregramme in
Kanye Village which caters for about 12 physically disabled

persons.

The Society is planning to embark upon an impression ‘
community-based rehabilitation scheme in accordance with Government
Folicy and in collaboration with the League of Red Cross Societies
and the Norwegian Red Crosgs.

4,5 Other Partners In Rehabilitation

a} Barclays Bank of Botswana is willing to employ blind
persons as telephonists if trained, The Bank itself has

trained one in South Africa,

b) The Liona Club has established a Crippled Children's
Scholarship fund to pay schoel feeg for children whose

parents are unable to meet the school fees,

) Other Service Clubs like the Rotary Club have identified
programmes for the disabled for their fund raising activities,.

De NATIONAL CO-ORDINATION AND FINANCING OF REHABILITATION SERVICES

The Botswana Government recognises disability as an economic and
social challenge which demands action. It further supports the various
Hesolutions passed by the U,N, General Assewbly and its specialised agencies
like WHO and ILO on the Rights of the Disabled persons., It was in this
context and in recognition of the late President's great services to
Botswana and in view of the expressed wishes of many people to donate money
for a useful purpose associated with his name, that Government decided to
open a Seretce Khama Memorial Fund whozse proceeds will be used for assisting

Batswana who are handicapped. As an indication of the importance that




Government attached to the Fund it donated P100,000 to open the Fund

and since then donations have been pouring in from several gquarters,

Although the priwmary responsibility for Disability prevention
and rehabilitation was assigned to the Ministry of Health it was
considered desirable to establish a National Co-ordinating body namely
the National Council for the Handicapped which was formed in February, 1981.
The Council zcis as the overall co-ordinating body in all matters relating
t¢ the handicapped in Botswana. It advises the Government and non-govern—
mental organisations on policies, programmes, plans and all matters
affecting the welfare, education, training, rehabilitatien, health znd

employment of the handicapped.

The membership of the Council consists of -

a) Ministriss of Heslth, BEducation, Local Government and
Lands and Home Affairs (Labour),

b}  the Special Sexvices Unit for the Handicapped,

c) such registered Sccieties or otherwise legally recognised
Voluntary bodies, organisations or agencies whose
constitutions or by-laws include direct services to the
handicapped. At present in the Council these are:

(1) Camphill Community
(ii) Mochudi Remource and Rehabilitation Centre for the
Blind

(iii) Ramoiswa Society for the Deaf

(iv) Botswana Society of the Handicapped.

o

6. FIELD TESTING OF TiHE MANUAL "TRAINING THE DISABLED IN THE COMMUNITY™

Botswana stzrted field testing the manval end of October 1979 -
in Serowe and Palapye. The programme was introduced by a WHO consultant,
Mrs, Padmani Mendis who is a tutor of physiotherapy in her home Sri Lanka,

When the programme started, the Special Services Unit for the
Handicapped in co-operation with the Serowe Regional Health Team organised
& workshop for the WHO consultant to orientate thosze who were going to
participate in field-testing the manusl. It had been decided that the manual
should be field=tested by Family Welfare Educatore in Serowe and Palapye;
also, with the aective participation of ihe Social Welfare Officer for the

nendicapped in Serowe. A three days workshop was held in Serowe from
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22nd to 24th October, 1979 - participants during the first day were: the
Commiszioner for the Handicapped, four Regional Social Welfare Officers for
the Handicapped, one Psychiatric nurse, two Public Health nurses and one
Physiotherapist; the Family Welfare Educators joined for the second and
third days.

The manual consists of guides and booklets. The guides contain
material for those who work with the handicapped/disabled in the community
like local supervisors, community leaders and teachers, A guide for policy
makers is not yet available. The booklets contain training material for
the digabled or family memhers of the disabled prepared for people with:-

w fitg
hearing difficulties
learning difficulties .ﬂ

moving difficulties
geeing difficulties
speech difficulties

gtrange behaviour.

The aim is to improve and promote physical, educational and
vocational potentialities and independence for the disabled, The emphasis
is on using family members to train their disabled; also, encourage community

participation,

On the 3%0th November, there was a one day seminar to dizcuszsz the
experiences on the programme. Since this was a new approach by family welfare
educators, they found it a challenging task and felt it was too much fér,them‘.‘
They spent more time on the handicapped cases selected (each family welfare

educator was asked to select two cases to start with) than before because
they had to explain what the programme was 21l about and to get trainers where
a family member was not willing to do the training and where there was no
family member to do it. They found all this time consuming, more so that they
walked to do home visits and also do a lot of nursing care in the clinics,
not exactly the purpose they are intended for. The language in which the
mamial is written discouraged some readers and beneficiaries., The Family
Welfare Educators were asked fo each take one new case every month and it

was agreed that the evaluation of the programme should be six monthly.
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On the 26th June, 1980, another evaluation meeting was held in
Serowe. There were presentations on cases processed by Family Welfare
Yducators of Jerowe and Palapye; also, those processed by the Social Welfare
Qfficer for the Handicapped in Serowe.

The following were comments, suggestions and conclusions made:-

a) Problems Met

i}  Reading the manual by those who did not mmderstand
English, some of them felt it a strain and thus ignored it,

ii)  Finding neighbours or volunteers as trainers was not easy,
most of them felt bothered,

iii) Some family members also felt it a bother to be asked to

train their disabled,

Q!' ' iv)  Self-pity from parents of disabled children with self-blame;
also, treditional beliefs of not wanting to interfere with

God's will "He has made him/her diszbled, how can you change

him#"

v) Not finding trainers at times during home visits because they
had gone to the lands or cattle posts. Transportation
difficulties slso facilitated this problem since trainers
could not be followed up at the lands, Most families do not
have telephones and therefore making appointments was not
possible,

Vi) Rejection of handicapped children by some school teachers.

Some schools accepted disabled children for this year 1980,

Qﬂ. vii) Poverty amongst families with handicapped persoms. Although
loecal authorities have poor relief funds, they cover very
small numbers and there are no programmes for able~bodied
destitutes where they could be employed or occupied to
produce food for their consumption or earn some money for

survival,

viii) Tight schedules of Family Welfare Educators in the clinies,

b) Problems that could not be overcome

i) Children who are severely mentally retarded could not be
helped since there are no institutions for such cases in the

country,

ii)  The life-styles of Batswana to go to the catile posts and
lands at seasonal intervals,




1ii) Traditional beliefs = to change people’s attitudes.

¢) Sugzgestions o Qvercome Problems Experienced

i) Educational programmes for parents, teschers and the
community., It was strongly felt that an element of

apecial education De included in the teacher treining,
Financial support to families with handicapped persons,

Emotional support to families with disabled persons to
relieve them of the stress or tension of gelf-blame and
other problems shouldered through regular visits and
information to the public to motivate the commuetity to
participate in the care of the disabled,

Translation of the wanual into Setswana, N.B., We have .3
been notified that funds are available from WHO for the
translation and printing of the manual but the money has not
yet reached us,

Increasing Family Welfare Educators so that they could
vigit their clients regularly. Alszo inereasing Soceial
Workers for the handicapped as they are secondary level

supervisors,
vi) Introducing parents support groups,

vii) Availability of adequate transport,

d) Suggestions to Improve the Manual

i) Placing more emphasis on the case or patient to first sde
a doctor, audiologist ophthalmologist or either gpecialisat

before training iz begun,

ii) Sign language should be more in cultural context,

7. CONCLUSION

This paper reviews the development of disability prevention and

rehabilitation services in Botswana - their objectives, organisation,

management and co-ordination,




