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BACKGROUND

Community-based rehabilitation (CBR) has been applied in the Region
since 1979 with significant variations in regard to its planning and impact.
Although evaluations have been carried out in the countries, it was

considered desirable to undertake an exercise of conceptualization and joint

evaluation. At the same time, WHO suggested the possibility of its
participating in a regional workshop in order to gain a better idea of the activities that are being

carried out in the American Region and also determine its strong and weak areas.

It should be recalled that the Strategic Orientations and Program Priorities for PAHO
during the Quadrennium 1991-1994 call for actions aimed at achieving the transformation of
national health systems and underscore the need for strengthening local health systems. These
systems, in accordance with the primary health care strategy, will be all the more effective to the
extent that they are able to address the inequality in access to services and achieve greater
intersectoral articulation in order to incorporate the broad spectrum of all that health and well-

being imply.

PAHO recognizes that the introduction of a rehabilitation component in health systems
is essential inasmuch as rehabilitation goes beyond the treatment of a disease. It encompasses

aspects of the health and well-being not only of individuals but also of their communities.

Bearing in mind that reality, it was decided to organize a workshop. Peru was selected

as the host country based on a national proposal submitted.

OBJECTIVES

1. To discuss the conceptual grounds for the inclusion of rehabilitation in local health
systems.

2. To present reports on experiences with CBR (community-based rehabilitation) currently

under way, analyzing their administrative structure.

3. To examine alternatives and possibilities for organizing a network of services.




PROCEEDINGS OF THE WORKSHOP

General Information

Sixty professionals from 12 countries participated: Argentina, Bolivia, Brazil, Colombia,
Chile, Dominican Republic, Ecuador, Honduras, Nicaragua, Paraguay, Peru, and Venezuela
(List of Participants annexed).

The secretariat was formed by regional and local PAHO/WHO officials. The
Workshop was coordinated by Dr. Amate, Regional consultant on rehabilitation, and Ms. Matamoro, PAHO short-

term consultant.

The opening session was attended by Dr. Luis Antonio Loyola, Representative of the Pan American Health
Organization in Peru, who gave the opening address. Also present were Dr. Maria Esther Araujo Bazdn, Director-
General of the Institute of Rehabilitation of Peru; Dr. José Marfa Paganini, Director of the Division of Health
Systems and Services of the Pan American Health Organization; Dr. Victor Paredes Guerra, Minister of Health;
and Dr. Hu Ching-Li, Assistant Director-General of the World Health Organization.

The Workshop was officially closed by Dr. Maria E. Araujo, Director of the Peruvian Institute of
Rehabilitation, representing the Minister of Health. Remarks were also made at the closing session by Dr. Adriana
Rebaza, on behalf of Peru; and Dr. Esther A. Amate, on behalf of PAHO; Dr. Earico Pupulin, Chief of
Rehabilitation, WHO-Geneva; and Dr. Luis Loyola, PAHO-WHO Representative in Peru.



Methodology

Since 1987, PAHO has utilized Participatory Methodology to train human resources involved
in CBR. This methodology, which is widely used in the Region for public and adult
education, is based on the principle that in every process of work (training, research, etc.)
those involved are considered to be actors in and co-managers of their own reality. They are

conceived of as active participants in the process, which helps the process to proceed

smoothly and makes debate and comparison of ideas possible.

The basic principles of the participatory methodology are:
- It is based on reality (practice).

It takes into account the experience of the participants and the
perception that they have of reality.

- Reflection-theorization (from practice to theory).

This is systematic and progressive process that makes it possible
to conceptualize the central elements that are being analyzed.

- New enriching practice of theory to practice.

The process makes it possible to adopt new points of view, which
in turn helps to make practice new and better.

Activities Carried Out

The structure of the Workshop included four working days devoted to analysis of the process
of the communication and definition of concepts in the Regional context, including the analysis
of: local health systems, rehabilitation, community-based rehabilitation, and the relationship
between local health systems and rehabilitation.




Expectations

After presentations were made using a group technique (i.e., with input from the group), a list
was made of the expectations expressed by the participants themselves.

Next, there was discussion of which expectations could be addressed in the Workshop and

which would require subsequent work and commitment by the participants.

By consensus it was accepted as valid and possible to
achieve the following in the Workshop:

- To analyze Latin American experiences.

- To strengthen actions through exchange.

- To learn operational strategies for rapid action.

- To analyze the incorporation of Rehabilitation into

local health systems in accordance with the reality
and needs of each system and to discuss how to put
it into practice.

- To specify the scope of action of local health
systems.

- To discuss how to integrate the community in the
process.




Communication

The process of the communication was discussed in plenary session. The group identified a

number of variables involved in the process:

- reliability - assumptions
- ability to listen - prejudices
- exposure - distortion
- intentionality: ————» conscious
unconscious
- determining context - interest in communicating
- cultural patterns - social values
- simplification - common objectives
- common language
- messages manifest - explicit

not manifest - implicit

- manipulation - reassessment of the question
- dialogue - personal history
- barrierst =~ ———s social
%\- psychological
lhnguage
- bidirectionality - subjectivity

Those that were considered indispensable for healthy communication were analyzed in greater depth:

- dialogue - common language
- interest in communicating - cultural patterns
- social values - reassessment of the question

Variables were also identified that can interfere with communication:

- intentionality - manipulation
- subjectivity - implicit assumptions
- prejudices - presuppositions




Definition of Concepts based on the Experience of the Participants

Groups were formed in order to define the concepts. Each group
was asked to formulate one definition, and these were then

discussed in plenary session and adopted by consensus.

What are local health systems?

L A set of resources that interact in a geopolitical territory, with a common
population. Within the system the different interinstitutional and intersectoral
resources concerned with the comprehensive health of the community propose

realistic and feasible alternatives for solving problems through concerted actions.

u A space for concerted action and coordination within which comprehensive

health actions are pursued.

What is a community-based service?

L] A set of integrated and concerted actions carried out by community actors in

response to felt needs in order to achieve the well-being and development of the

community.
Intersectoral Approach
n Interrelationship between sectors that do not have the same specific objectives

but that interact with a view to attaining a higher objective that goes beyond the

objective of each particular sector and is common to all.

Characteristics
- point of convergence - attitude of interrelationship
- coordination - negotiation




- consensus-building - spirit of teamwork
- political will ’

What is comprehensive rehabilitation?

1. This concept was accepted by the group only if it is taken as a strategy for
strengthening the notion of comprehensiveness implicit in the word
rehabilitation.

2. It is a process whereby disabled and/or handicapped persons, making use of the

intersectoral resources that will enable them to maximize their biological,

psychological, and social potential, are able to reintegrate themselves in society.

What is an institutional service?

L] An organizational structure linked to an institution (public or private,
governmental or nongovernmental) that has the capacity to respond to needs
defined by that institution through mobilization of resources. It is a distinct
legal entity.




Structure and Organization of Local Health Systems

Where can rehabilitation be located?

The analysis of the structure, organization, and delivery of services
by local health systems was carried out as a group activity, the
objective being to seek possible ways of incorporating rehabilitation
within the systems without altering them. HSS Publication No. 78
Autoevaluacién de SILOS [Self-evaluation of Local Health Systems]

was used as a working document.

The changes suggested were:

- A comprehensive conception of health includes Rehabilitation.

- It can be incorporated at all levels of the system and a network of
services can be constituted.

- Local Health Systems and Rehabilitation presuppose an intersectoral
approach, community participation, decentralization, and programming,
based on local needs.

- Integrating Rehabilitation into Local Health ensures the expansion of
health care coverage to the disabled.

The changes suggested were:

- Technical standards as a commitment of the State with regard to
rehabilitation-local health systems.
- Incorporation of CBR in program areas of local health systems with the

commitment of reciprocal responsibility.

- Structure and/or strengthen rehabilitation at all levels of care,
incorporating both institutional and community-based rehabilitation.

- Systematize the experience in order to provide feedback for the system.

- Improve record-keeping.



The recommendations made were:

- Incorporate rehabilitation in local health systems in accordance
with the sociopolitical reality of each country.

- Sensitize the health sector and medical professionals.

- Develop standards and regulations and allocate resources for

the implementation of rehabilitation in the system.

- Define the systems for referral and back-referral.

- Implement an information system that will permit and facilitate
the acquisition knowledge.

- Provide training for human resources and the community.

- Guarantee the necessary resources for execution.

- Review the policies of institutions and NGOs.

- Exchange of information about experiences between local

health systems within countries, between countries, and

between Regions.




Analysis of the Current State of Rehabilitation

In order to analyze and justify the inclusion of
rehabilitation in local health systems, a mock trial of
rehabilitation was staged. The indictment and the rules
of procedure were prepared beforechand by the

coordinators.

This activity involved all the participants and allowed an in-depth
analysis of the reality, which made it possible in subsequent sessions to discuss
the advisability of incorporating rehabilitation into local health systems.
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Rehabilitation On Trial

Accusation

We consider that Rehabilitation should not be part of the Local
Services for the following reasons:

« the prevalence of disability is low

+ rehabilitation is a complex field

+ rehabilitation is only justifiable in developed countries
+ there is no appropriate technology

+ it requires the use of highly specialized personnel

» it is not a health activity

Therefore we ask you to judge the accused based on the evidence
and to give a final verdict. This is read on the 25th day of May, 1993.

Prosecutor

Your Honor, I would like this opportunity to point out the series of
accusations that we have made against Rehabilitation. In the first place,
we claim that the prevalence of disability is low. Here we would like to
mention that given the health indicators in use in our countries, for
morbidity as well as mortality, disability does not exactly occupy one of
the highest ranks. The lack of records for disability that are constantly
mentioned is another indicator of the low prevalence, the little
importance that this subject has among the health issues affecting our
countries.

As far as the complexity of Rehabilitation, this becomes evident in
the amount of time that it takes to train a specialist. It becomes evident
with the fact that the services are exclusively controlled by specialists. It
is made evident by how much it costs to implement a rehabilitation
service with all the elements necessary to perform rehabilitation tasks.

As far as the accusation that Rehabilitation is only justifiable in
developed countries, I must make reference again to the indicators we
mentioned earlier, given that disability, as such, does not exist. Given the
magnitude of the mortality and morbidity rates in our region, for other
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causes which could be easily prevented, it is easy to undersiand why
rehabilitation is not a priority. It is so in developed countries, where
these prevalent pathologies that we suffer in our countries have perhaps
been eliminated.

The technology used in rehabilitation has a level of complexity in
accordance with the training of specialists, as I mentioned earlier, which
therefore implies a high cost. These specialized personnel, which is
another part of the accusation, is a very important factor. Specialists are
trained for long periods of time, and usually remain concentrated in large
urban areas.

On the other hand, the health sector lacks the necessary resources
to attend the priorital needs that we mentioned earlier.  Nowadays,
persons with disabilities receive attention from other sectors that
compensate somewhat for these lacking resources. Given the scarce
resources at their disposal, the health sector can only take charge of
priority situations.

Basically, these are the bases for the accusation.

Judge

Thank you Mr. Prosecutor. The Defense has ten minutes to present
its case.

Defense

It's remarkable to see how the prosecutor accuses Rehabilitation,
removes its place in the health and services sector, with arguments that
don't really correspond with reality, and with a position which shows that
the disabled - the disabled patient, the disabled person, is simply an
object to be placed somewhere - an inanimate object.

When he says that the numbers, the statistics, reflect that the
number of disabled persons isn't even ranked among the highest in order
to be considered a priority in health, he is thinking that the disabled
person is someone who got sick, and is shoved in a corner like an old
piece of furniture that we no longer use. He is denying the disabled
person, who many times is the only productive element in the family, the
one who provides sustenance. He's forcing him to become a burden to
the family. When a person is disabled, there isn't only a disabled person,
but a whole interrupted family dynamic. There is a disabled family. He
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could be the productive person, the economic pillar of the family. This
will diminish the productive capability of the family. He will need care,
attention.  Therefore, when we talk about one disabled person, we are
multiplying this number, that is minimal, Mr. Prosecutor, by the
members of the family. That's at least five or six persons. That is to say
that from the 6 percent that he quoted, we get a 25 or 30 percent.

When the prosecutor talks about the high costs of treatment,
training of specialists and care for the persons with disabilities, he is only
showing his total ignorance of the attention process.

Initially -- it can't be denied and we would be escaping the truth
that we owe to this court, to the public present and to the members of
the jury-- there is a need for trained specialists, even highly trained
ones. But rehabilitation has several stages. During the successive stages
of the rehabilitative process, persons with intermediate levels of training,
such as general practitioners, nurses, and even members of the family
can provide, with good training and orientation, the help that the patient
needs at a given moment. That is why we're here today, to defend
Rehabilitation as a viable alternative, even with the resources that we
have in our communities.

When he claims that there is no appropriate technology, he's only
presenting the medical, highly specialized approach that has been
imposed on society by the health care models that are sold.

If you, Your Honor, or the members of the Jury go to a very nice
clinic to treat a locomotion problem, not to mention any other type; if you
have a problem with a paralysis, and they treat you with some very nice
metal bars on a rug, that will cost you about 1000 or 2000 pesos more.
That is the model sold by the traditional medical establishment. But if
you use some modest bars on a plain floor, with two guayaba tree bars --
guayaba tree is very soft-- doesn't it produce the same effect? Wouldn't
that be appropriate technology? Are we going to take away from our
community its capacity, its inventiveness, its creativity? When doctors
and hospitals didn't exist, was there no attention? Did people just die?

Our communities have been rich in inventing, in seeking solutions,
alternatives to their problems, many times away from the mainstream
solutions provided by the state and its authorities. We cannot take that
away from them. When the argument states: "only in developed
countries,” I understand why we are underdeveloped. Because of people
who present arguments and positions like those presented by the
prosecutor, we will always be underdeveloped . . . (applause)

When we deny a patient his/her assimilation to a productive life
due to a work injury, to his/her health, or to an injury during birth, how
can we increase the productive work force so badly needed in our
countries in order to promote our development?
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In a society of invalids, of disabled persons, of persons with
limitations, how will we reach the levels of development that will allow
us to provide rehabilitation? Or is the prosecutor waiting for a model. a
name, a formula, to fall from the sky and allow us to be a productive
force capable of bringing our countries towards development?

I think that positions like that of the prosecutor are the ones which
are turning us into underdeveloped countries. And to say that this is not
a health issue is to believe that health is an element of aggression to the
exterior. Is to believe that healthy is the person who goes around all
plump and rosy, who walks, runs and jumps. If this is how we
understand health, all right, then it's not a health issue. o

Now, if we consider health as a wider concept of well being, the
capacity for the individual to develop, to interact with his/her
environment, to run, to jump, to be happy, to be a part of all of the
wonderful kinds of activities that life brings us, then of course,
rehabilitation is a primary element of health. Because to rehabilitate is to
return us to life, to the joy of living, to overcome our limitations if we are
somehow disabled. And I think that the prosecutor needs to be
rehabilitated, because he has . . . (applause)

Judge

Order in the court room, or I'll empty the room. Does the
prosecutor have something to add? (nods yes)
All right, you have 5 minutes.

Prosecutor

He might be confusing some terms. Because it would seem that the
accused is the prosecutor, and not Rehabilitation. I want to point that out
in the first place.

In the second place, the accusation is not against the disabled
person, but against Rehabilitation. At no time did the prosecution attack
the person, but only Rehabilitation. That's all.
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Judge

Does the defense have something to add? (nods yes)
Yes. You have 5 minutes.

Defense

Undoubtedly the prosecutor is still separating one thing from the
other. What is rehabilitation without the disabled person? An excuse for
Dr. Amate to keep on traveling around the world?

I think that if we separate the disabled person from rehabilitation,
none of what we have been discussing here has any meaning. The
prosecutor was very emphatic, and his position reflects the positions of
society, of a whole group against rehabilitation, the accused. If we
continue to separate the disabled person from rehabilitation, then this
trial will have no meaning.

(Presentation of Witnesses)

Judge

The Jury please, the president of the Jury. We ask the president of
the Jury to provide his verdict. You have 3 minutes to present your
position.

Jury

Your Honor, in consideration of the arguments presented to this
Court, and after an objective and concrete analysis, void of all emotion,
we have reached the following conclusion: we find rehabilitation, in the
form in which we encounter it today, guilty.

The arguments of the prosecution could not be objected or denied
by the defense. Nonetheless, the Jury makes certain considerations to
those present:
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1. There was a dissociation between the positions of the prosecution,
oriented towards current rehabilitation, and of the defense,
oriented towards a type of rehabilitation with a better defined
community base.

2. We recommend the inclusion of Community Based Rehabilitation in
the Local Services under certain conditions:
1) To begin with a diagnosis which reflects the reality of the
problem
2) To create and analyze impact and process indicators that
would provide consmency to the proposal
3) To consider monitoring and evaluation that would support
the results of the process
To that effect, a written report will be submitted to the Judge.
Judge

Order in the Court. We have heard the verdict of the Jury finding
Rehabilitation guilty. The members of the panel consider that the
arguments used by the prosecution for its first point regarding the low
prevalence of disabilities were oriented towards damage indicators. They
talked about mortality and morbidity, and as we know, there really
doesn't exist an adequate record for damage sequels.  This was not
sufficiently argued by the defense.

At the same time, there cannot exist an exact number for the real
prevalence, since an exhaustive study of the actual prevalence of
disabilities has yet to be made. There are some isolated efforts, like the
one of Peru, where the prevalence of disabilities has been found to reach
approximately 26%.

Regarding the second point that rehabilitation is a complex activity,
the defense, as well as the prosecution, have centralized the aspects of
rehabilitation solely on its physical part. When they speak about
complexity, they mean complexity to provide physical rehabilitation only
to the disabled person. But they don't consider all the aspects included in
comprehensive rehabilitation. For example, rehabilitation is not only
performed with specific rehabilitation actions. One can also provide
prevention in rehabilitation, which doesn't require of any complex or
complicated technology or health services.
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In reference to the other point that rehabilitation is only justified in
developed countries, given that malnutrition is one of the main factors or
aspects of morbidity and mortality, we know that it is a risk factor for
disability. Then, if we don't fight malnutrition, in a few years we will
encounter a higher prevalence of disabilities. Therefore it is urgent to
implement rehabilitation in developing countries, more so than in
developed countries.

That there is no appropriate technology: I think that the defense
gave sufficient arguments to demonstrate that rehabilitation can be
performed with technology according to the resources of the community.

That it requires highly specialized personnel: Let's remember that
only a small percentage of disabled persons require highly complex
establishments, since the rest of the problems can be solved by the
community, by the household or by second level health servicss. And
they don't require complex personnel. Only the training of health
personnel for adequate detection and referral, and information according
to the complexity level they are working with. Likewise, the community
can be trained in those aspects.

As far as rehabilitation not being a health activity, it is most
definitely one more component of health , and as I said before, not as a
specific action but as actions of rehabilitation that can be performed
through promotion and prevention.

In terms of how rehabilitation was presented and is being handled,
as an activity which requires high complexity, we must make it clear that
this is not the type of rehabilitation we want. A series of
recommendations must definitely be made. We agree with the
recommendations made by the jury, but we don't find Rehabilitation
guilty. There are enough arguments to defend it and incorporate it into
health activities.

' We do suggest that she'd be given a new chance to assume a new
role. A more social role, where the objective is precisely that of social
integration.

The proposal we suggest for the implementation of rehabilitation is
the availability of rehabilitation services used as referrals, since we don't
need to implement a rehabilitation service for each health post or center.
A rehabilitation program could be implemented with a referral
rehabilitation service and efficient human resources for each level of
complexity.

There is no need to train community personnel solely for the
purpose of rehabilitation. The resources already in existence can be used,
adding the rehabilitation component, since we understand it to be a part
of health. Therefore, it is not necessary to create specific physical or
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human resources when we are working at the primary and secondary
levels.

These are basically the proposals, which strengthen those made
previously by the members of the Jury.

Therefore, my final verdict is to give Rehabilitation a new
opportunity to become more comprehensive and more complete than the
one that appeared here today. And to really extend the coverage, and
solve the real problems of the community, taking into account that even
though there is a high prevalence of damage registered as
cerebrovascular accidents, traffic accidents, poisonings. etc., these bring
about sequels that were not taken into account. Therefore we must take
over Rehabilitation and give it another tone, another twist. In conclusion,
Rehabilitation is set free on parole. giving it a chance to . . . (applause)

Observers

1) The group of observers has analyzed the concepts used by the
prosecution, the defense and the Jury. The Jury could make a good
synthesis in a short time. This corroborates what was said previously,
that when a group has clear objectives, it performs its task promptly. It
allows us to say as well that one of the goals presented at the beginning
of the workshop, that of deepening the concepts and studying where to
place rehabilitation, has been almost reached.

2) We were asked to make an observation on the mechanics of the
activity. Somehow we think that the journalists provided permanent,
fresh and reliable information. And the audience made very good
banners. The witnesses, the security personnel, all played their roles
impeccably. We cannot criticize anybody.

We don't know what the judge's instructions were before the
beginning of the activity. We think that she crossed over the line when
she took the verdict into her hands, without any regard for the Jury's
decision. We found as well that she took a very partial position when she
assumed the defense of rehabilitation.

Getting to the bottom of the issue, we think that the prosecutor
made an excellent case, emphasizing the real problems faced by
rehabilitation nowadays. One is that of records. Another one is the
prejudice that has always surrounded rehabilitation in terms of costs and
its placement within the health sector, which we can never overcome.
And the third problem is the failure of traditional rehabilitation, in its
assistencial organization and in the training of its resources.
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The prosecutor made a very professional presentation, very
technical and cold. Cold in the sense of pointing out all the issues.

The defense made a much more emotional plea for rehabilitation.
which didn't stop him from pointing out the self criticism that is taking
place now, i.e., the whole rehabilitation sector is looking inwards to see
what has been done correctly or incorrectly. He emphasized the need to
lower costs and introduce appropriate technology. He gave a very
important place to the unmeasurable, but real impact that rehabilitation
has achieved throughout these years.

[ think that if we combine the accusations of the prosecution and
the arguments of the defense, we can leave this workshop with a new
perspective on things. And not to believe that we are doing everything
right, but neither that we're doing it all wrong. I think that the
combination of both points of view will give us the tools to mend our
mistakes and continue to move forward with the good things that we are
doing. This is the final conclusion of the three observers.

We said that we disagree with the judge's decision. We respect the
verdict of the jury. If the judge had other instructions, that's her
business. Apparently an envelope came at the last minute.
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National Experiences

Southern Cone.

For the presentation of national experiences and in order to examine the
activities being carried out in each country a guide had been prepared and
distributed in advance (annex).

Groups were formed by subregion: Central America, Andean Area and

The Andean group was divided into two subgroups owing to the fact that the participants

from Peru, the host country, were so numerous.

The groups were formed as follows:

Central America:

Dominican Republic, Honduras, Nicaragua

Andean Area I:

Colombia, Peru, Venezuela

Andean Area II:

Bolivia, Ecuador, Peru

Southern Cone:

Argentina, Brazil, Chile, Paraguay
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NICARAGUA

Consolidation of Basic Rehabilitation Teams

Nicaragua has been carrying out institutional rehabilitation programs since 1959. In 1985
programs of care began to be carried out in the most remote communities in order to provide
follow-up to patients who were discharged and had to return to their communities of origin. The
coverage provided by this program was relatively insignificant given the real needs of the country,
which have grown as a result of factors such as war, traffic accidents, sequelae of chronic

degenerative diseases, and congenital causes.

Around 1987, the Ministry of Health (MOH), with the technical and financial support of
PAHO/WHO, defined the conceptual framework and laid the groundwork for a National
Rehabilitation System, but lack of the necessary financing prevented its implementation.

However, funding was soon obtained from FINNIDA (Finnish International Development
Agency) and work was begun, based on the plans developed by MOH and PAHO, on the design
of the Project for the Rehabilitation of Disabled People in Nicaragua.

The Ministry of Health and area officials considered that priority attention should be
given to comprehensive care for the disabled and that it was essential to move forward with all
components of the MOH-FINNIDA project on rehabilitation. Implementation of the project was
finally begun in July 1990.

As sufficient human resources trained in rehabilitation were not available at the national
level, a strategy was devised to ensure the indispensable training of resources structured as teams
for every SILAIS (Local Comprehensive Health Systems)--the equivalent of the PAHO local health

systems. These teams are composed of:
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n A general practitioner, who is given a short, intensive course in basic
rehabilitation activities and has sufficient knowledge of CBR to enable him/her

to serve in the following areas:

a) Medical care
b) Administration

c) Education
d) Research
= A nurse, a physical therapist, a psychologist, and a social worker with the same

characteristics and functions appropriate to their respective areas of expertise.

Implementation of the Strategy of Community-based Rehabilitation

Methodology

The actions have been divided into phases and steps at the central and operational levels,
and organized according to whether they are teaching, administrative, organizational, or
managerial activities.

The phases have been divided into:

I Philosophic conception of the model of care of local comprehensive health systems that
harmonizes with PAHO/WHO recommendations concerning CBR.

IL. Planning and execution of actions that will facilitate implementation, such as:
- Design of training courses for the professionals who will carry out the actions.
- Selection of human resources.
- Training of the human resources selected.
- Printing of the manual on CBR.
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- Printing of surveys
- Procurement of means of transportation.

- Procurement of teaching tools.

The steps have been divided into:

Step 1:

Sensitization of the sectors involved in the issue of caring for the disabled.

Step 2:

Formation of inter-institutional commissions on rehabilitation at the departmental,

regional, and local levels.

Step 3:

Selection of the communities in which the strategy of CBR will be initiated.

Step 4:

Selection of health agents by the local rehabilitation commissions.

Step 5:

Training of health agents to serve as local supervisors.
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Step 6:

Identification and assessment of difficulties using the form included in the PAHO/WHO
Training Manual.

Training of Resources

A. Professionals:

As a strategy it was decided to form of rehabilitation teams to oversee the planning,

execution, and monitoring of rehabilitation activities, both institutional and community.

B. Health Brigades

Members of health brigades have been trained through the following workshops:

PHASE I (Training and Surveys)

Workshops of three or four days in 12 communities, with the participation of a total of
376 health agents.

PHASE II (Testing and Selection of Materials)

Workshops of one or two days in three communities, with the participation of 62 health

agents.
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Community Leaders:

Consciousness-raising workshops were held in the SILAIS of 12 communities, with a total

of 373 participants.

In addition, local rehabilitation commissions were formed in 11 communities.

Two basic training courses in rehabilitation were offered for general practitioners from
all the SILAIS and two multidisciplinary refresher courses in basic rehabilitation were offered for

the nonmedical members of the SILAIS teams.

The physiatrists received training within the country, while one occupational therapist

received training abroad.

The curricula for the university programs in occupational therapy and speech pathology
and audiology were designed.

Mobilization of the Community

Through workshops, the strategy of community-based rehabilitation was promoted in all
the regions included and in the current SILAIS.

A sports program for the disabled is currently underway with participation by all the

organizations of disabled people. The Aldo Chavarria Hospital, the only public establishment
offering rehabilitation services in the country, has also incorporated this type of activity.
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EXPERIENCE WITH LOCAL COMMUNITY WORK

Community-based rehabilitation activities have been carried out in several communities.

The complexity of such activities is obvious from the description of the following difficulties:

Institutional Difficulties:

] The incorporation of a new model for approaching community actions.

L The traditional institutional approach to the problem of disability persists.

= The scarcity of human resources is a serious problem that prevents attainment of the ideal
coverage.

L] The allocation of financing is not assured. As a consequence, the results and scope of

action are reduced.

Organizational Difficulties:

= The fluctuating level of activity of the local supervisors is an influential factor which is
caused by the fact that they receive no salary and thus must balance their voluntary

community work with their regular employment.

Family Difficulties:

L] Lack of acceptance and understanding of the disabled and of the ways of dealing with
them is not generally a problem; nevertheless, there are some cases in which religious

factors play an important role.
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u The level of schooling is sometimes a factor; some family members are illiterate, which

hinders or prevents attainment of the desired results.
L] The socioeconomic status of the population has a strong impact, since the people must

devote most of their time to earning a livelihood, which leaves them little time to attend

to the disabled in their community.

Difficulties with the Community:

L] Although progress has been made, there is still no real understanding of the problems of
disabled people, owing to myths and religious, cultural, and other factors.

. Lack of appropriate urban planning, as well as topographical features, considerably
hinder the development of CBR activities.

n Armed conflict reinitiated by certain factions in the area limit the mobility of families and

Local Supervisors.

Difficulties with the Disabled:

= The greatest difficulty resides in the etiology of the disability: an acquired disability (by
war or accident) is not the same as a congenital disability. In the first case, the disabled
person expects to receive special treatment, but in the second case he/she assumes that
the disability is something divinely inflicted (as punishment, etc.)

L] The analysis of the different variables shows that rejection of the disabled in the

community persists.

L] The incorporation of disabled people in the community work force is very limited.
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STATISTICAL ANALYSIS OF THE ACHIEVEMENTS

The partial results of the effort to identify disabled people, up
to November 1992, are as follows:

TOTALS PERCENTAGE BY TYPE OF DISABILITY
Total population surveyed 18,934 Visual 1.79
No. of families surveyed 3,786.8 Communication 0.79
Mobility 1.35
Disabilities identified 1,276 Sensory 0.21
Behavioral 0.53
Percentage of the 6.74% Learning 0.45
Population Other 1.16
TYPES OF DISABILITIES PERCENTAGE OF TOTAL
IDENTIFIED
Visual 339
Communication 150 Visual 26.60
Mobility 255 Communication 11.76
Sensory 40 Mobility 19.98
Behavioral 101 Sensory 3.13
Seizures 85 Behavioral 7.92
Learning 86 Seizures 6.66
Others 220 Learning 6.73
Other 17.24

Of the SILAIS included in the project, four are using the CBR manual, two are completing the surveys,
and four are initiating the surveys.
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DOMINICAN REPUBLIC

Background

CBR activities were initiated in the Dominican Republic in 1990 in the communities of
Sabana Grande de Palenque (Province of San Cristébal) and Rancho Arriba, County of San José
de Ocoa (Province of Peravia), under the auspices of the Dominican Rehabilitation Association,
an affiliate of the World Rehabilitation Fund, and the Pan American Health Organization (PAHO).
In December 1992, an evaluation was conducted of the experience of Rancho Arriba, a community
of 7,694 inhabitants, with an area of 83.3 Km> Training was given to 15 health workers, 22

public school teachers (primary level), and 4 physician interns in rural clinics.

The person responsible for CBR activities designated by the Dominican Rehabilitation
Association makes quarterly visits to the communities in order to provide in-service training,
coordinate activities, supervise, and conduct home visits.

The CBR activities are carried out under the PHC program. The person in charge of
PHC facilitates resources and training for his/her own personnel, who are responsible for early
detection, timely referral, and the application of preventive measures.

The health workers trained specifically for CBR belong to the PHC program.

The teachers trained administer surveys in order to detect functional problems. As of the

date of the evaluation, 45 children with learning disabilities had been identified.
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EVALUATION OF CBR - DOMINICAN REPUBLIC

POPULATION:
L] NO. OF PEOPLE
DETECTED: 753
INITIATION L] NO. OF AGENTS
TRAINED: 25
(March 1990)
YES NO
1. Is there a national body responsible for X
rehabilitation?
2. If yes, does it supervise CBR? X
3. Is CBR linked to:
a) General services for:
= Health X
« Education X
- Employment
- Social Welfare
b) - PHC X
c) « LOCAL HEALTH SYSTEMS?
4. Do mechanisms for communication exist? X
S. For coordination? X
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6. Does CBR involve:
- The disabled X
- Family members X
- Volunteers X
- Community agents X
- Others? X
Others: Technical
Advisors of the
Dominican
Rehabilitation
Association
7. Do they use the PAHO/WHO Manual? X
8. Have they modified it?
9. Are efforts made to promote its use by:
- The disabled X
- Family members X
- Volunteers X
- Community agents X
- Others?
10. Is the agent periodically supervised? X
11. Are records kept? X
12. Who carries out the supervision?
- Nurse
- Therapist X
- Soctal worker X
- Physician Project Head
- Other
13.  Is there continuing education? X
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14. Does the CBR agent carry out other activities?

15. Are there guidelines or standards for referral?

16. Are actions carried out to promote social
integration?

17. What are the most common disabilities? If

possible, rank them according to prevalence

- Mixed - generalized
- Physical
- Sensory:
- vision
- communication
- Mental deficiency
- Leamning
- Epilepsy
- Others - internal
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REGIONAL REHABILITATION COMMITTEE ANTIOQUIA
MEDELLIN, COLOMBIA

RESPONSE TO THE QUESTIONNAIRE SENT BY THE
PAN AMERICAN HEALTH ORGANIZATION

Prevalence of the Different Types of Disability. The Regional Rehabilitation Committee of Antioquia has

carried out several surveys of disability in Medellin and in the Department of Antioquia, which are
described below:

1979 -

1982 -

1990 -

1992 -
1993

First survey of disability in Medellin

Surveys were conducted of 3,250 households in the urban area of the county, and a prevalence
of 5% was found. The predominant pathology identified was musculoskeletal disorders, which
affected 27.7% of the population.

Second survey on prevalence of disability in Antioquia

Surveys were conducted of 2,618 households in the urban and rural areas of the Department of
Antioquia. A prevalence of 5.42% was found, with predominance of alcoholism in 32 %, visual
limitations in 13.98% (blindness in 2.34%), and musculoskeletal disorders in 13.66%. Relating
the cause of disability to age, in the group aged 0-10, language problems predominated, affecting
52.63%; between 11 and 12 years of age, mental deficiencies predominated, affecting 50.9%, and
epilepsy affected 34.04%.

Prevalence of moderate and severe physical and sensory disabilities in the Medellin urban area
Surveys were conducted of 1,233 households and 6,174 people. The prevalence of disability
found was 2.4% among individuals and 12% among households. The predominant type of
disability was physical, affecting 35%.

Survey of prevalence of defects,

disabilities, and handicaps in the Department of Antioquia: Preliminary Report on
Defects (final report currently being prepared).
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A total of 2,960 households and 14,905 people were surveyed. The prevalence of defects
found was 24.2%, vision defects being most predominant with a rate of 30%, followed
by defects of internal organs, 16.1%; generalized defects, 10.9%; mental defects, 10.3%;
psychological defects, 8.8%; hearing defects, 8.5%; musculoskeletal defects, 6.6 %;
language defects, 6.0%; and deformities, 2.2%.

The Sectional Service of Antioquia (SSSA) is the Government entity that provides health services

in the various counties of the Department; in the area of rehabilitation it offers the following services:

a)

b)

c)

A program of primary eye care for early detection of eye problems that can hinder adequate
psychomotor development and normal learning. The program targets the population under 14 on
a priority basis. It utilizes the primary care strategy with all its components, emphasizing the
delegation of functions through the training of primary health agents for the early detection of
visual problems. In addition, there are 10 physician’s offices in an equal number of second-level
hospitals, which have optometric and basic ophthalmological equipment for eye examinations and
a human resource contingent of 6 ophthalmologists, and 10 doctors of optometry, and 14
optometric practitioners. This program comes under the Programs and Projects Section of the
SSSA.

A program for community rehabilitation, carried out by the Regional Rehabilitation Committee
of Antioqufa, a nongovernmental organization with which the SSSA has established a contract for
this purpose. A more detailed description of the program is annexed.

Specialist consultations with physiatrists in three second-level hospitals (counties of Caldas,
Envigado, Rionegro).

At present, information is not available about what rehabilitation services are offered by the

Ministry. Approximately two years ago, the Ministry was restructured and the rehabilitation section ceased

to exist as such. Promotion of and training in the strategy of community-based rehabilitation in the various

Departments have not been resumed.

Responsibility for the management of the Community-based Rehabilitation Program, including its

execution, supervision, and evaluation, rests with the Regional Rehabilitation Committee. The Sectional

Health Service of Antioquia, in its capacity as the entity contracting for services, exercises oversight,

emphasizing fulfillment of the contract from the technical, administrative, and financial point of view.
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Coordination with the services of other Ministries, agencies, or organizations takes place as the
opportunity arises, mainly in operational aspects, such as concerted action and cooperation for the execution
of joint activities within the Community-based Rehabilitation Program.

In the Department of Antioquia there are approximately 700 national nongovernmental
organizations. An effort is under way to link them in an existing Federation, which currently has 91
member entities, of which 36 are in the health sector, 31 in the education sector, and 24 promote
employment.

The work of these organizations fills in the gaps in government-provided services in all sectors.

In the Department of Antioquia there are approximately 20 organizations of disabled people,
including: the Colombian Association of Handicapped Persons (ACOPIM), the Club of the Deaf of
Antioquia (CLUB DESA), the Wheelchair Sports Club, the Association of Physically and Mentally
Handicapped Persons of Envigado (ALFIME), the Brotherhood of Physically Ill and Handicapped Persons,
and approximately fifteen organizations devoted to assisting the disabled, such as Friends of the

Handicapped, "New Dawn," and Habilitemos ["Enablers"].

The services offered by these institutions include sports cultural, and recreational activities and

training in various crafts and trades.
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EVALUATION OF CBR - COLOMBIA

POPULATION:

L] NO. OF PEOPLE
DETECTED: 7.134

INITIATION ] NO. OF AGENTS
TRAINED: 8.767
YES NO
Is there a National body responsible for Regional
rehabilitation?
If yes, does it supervise CBR? X
Is CBR linked to:
a) General services for:
- Health X
= Education X
- Employment X
= Social Welfare X
b) - PHC X
c) « LOCAL HEALTH SYSTEMS? X
Are there mechanisms for communication? X
For coordination? X

38




6. Does CBR involve:
- The disabled X
- Family members X
- Volunteers X
- Community agents X
- Others?

7. Do they use the PAHO/WHO Manual? X

8. Have they modified it?

9. Is an effort made to promote its use by:
- The disabled X
- Family members X
- Volunteers X
- Community agents X
- Others?

10. Is the agent periodically supervised? X

11. Are records kept? X

12. Who carries out the supervision?
- Nurse X
- Therapist X
- Social worker X
- Physician
- Other

13. Is there continuing education? X

14. Does the CBR agent carry out other activities?

15.  Are there guidelines or standards for referral? X

39




16. Are actions carried out to promote social X
integration?
17. What are the most common disabilities? If

possible, rank them according to prevalence.

- Mixed - generalized
- Physical
- Sensory:
- vision
- communication
- Mental deficiency
- Learning
- Epilepsy
- Others - internal

10.9%
6.6%
30.0%

6.6%
8.8%

10.3%
16.1%
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ECUADOR

CBR Program

There is just one project in the country, which is called Cisne II. In
the mid-1980s, officials from the Ministry of Social Welfare and the Ministry
of Public Health, encouraged by suggestions contained in documents of
PAHO/WHO, initiated conversations that led to the signing of an agreement for

the execution of this project.

Personnel from the Health Department of Area II and the Hospital
Guayaquil, on behalf of the MPH, and from DINARIM, for the Ministry of
Social Welfare, with assistance from psychology students from the University
of Guayaquil, defined an area of work in Cisne II because it was an organized
community group, although marginalized and very populated. A study was
carried out by sampling among 72,400 inhabitants in order to detect disabilities.
The community helped designate the people who would collaborate as health
agents, and those designated were trained through theoretical-practical courses
conducted according to the guidelines of PAHO/WHO but with the necessary
modifications for local customs and language in order to facilitate contacts with
families. There are 15 voluntary agents (they receive a small stipend of 15%

of the minimum wage). Total coverage: 2000 patients.
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EVALUATION OF CBR - ECUADOR

POPULATION:
= NO. OF PEOPLE
DETECTED: 2.000
INITIATION = NO. OF AGENTS
(1987) TRAINED: 15
YES NO
Is there a national body responsible for X
rehabilitation?
If yes, does it supervise CBR? X
Is CBR linked to:
a) General services for:
= Health X
= Education
= Employment X
= Social Welfare X
b) - PHC -
c) - LOCAL HEALTH SYSTEMS? -
Are there mechanisms for communication?
For coordination?
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6. Does CBR involve:
- The disabled X
- Family members X
- Volunteers X
- Community agents
- Others?
7. Do they use the PAHO/WHO Manual? X
8. Have they modified it?
9. Are there efforts to promote its use by:
- The disabled X
- Family members X
- Volunteers X
- Community agents
- Others?
10. Is the agent periodically supervised? X
11. Are records kept? X
12. Who carries out the supervision?
- Nurse X
- Therapist
- Social worker X
- Physician
- Other
13. Is there continuing education? X
14. Does the CBR agent carry out other activities?
X
15. Are guidelines or standards for referral?
X
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16. Are actions carried out to promote social
integration?
X
17. What are the most common disabilities? If
possible, ranked them according to prevalence.
- Mixed - generalized
- Physical 6.2%
- Sensory: 32.0%
35.6%
- vision
- communication
- Mental deficiency
- Learning
- Epilepsy 26.2%
- Others - internal
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EVALUATION OF CBR - PERU

POPULATION:
= NO. OF PEOPLE
DETECTED: 1924
INITIATION = NO. OF AGENTS
TRAINED: 241
] ONGOING CBR:
- Puno 1988
- Chimbote 1991
- Carabayllo 1992
- Cajamarca 1993
- Chorrillos 1993
YES NO
1. Is there a national body responsible for X
rehabilitation?
2. If yes, does it supervise CBR? X
3. Is CBR linked to:
a) General services for:
= Health X
- Education X
= Employment
« Social Welfare
b) = PHC X
c) = LOCAL HEALTH SYSTEMS?
4. Are there mechanisms for communication? X
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5. For coordination? X
6. Does CBR involve:
- The disabled
- Family members
- Volunteers X
- Community agents
- Others?
7. Do they use the PAHO/WHO Manual? NO
8. Have they modified it?
9. Are there efforts to promote its use by:
- The disabled X
- Family members X
- Volunteers X
- Community agents
- Others?
10. Is the agent periodically supervised?
11. Are records kept?
12. Who carries out the supervision?
- Nurse X
- Therapist X
- Social worker X
- Physician
- Other
13. Is there continuing education?
14. Does the CBR agent carry out other activities?
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15. Are guidelines or standards for referral?

16. Are actions carried out to promote social
integration?

17. What are the most common disabilities? If

possible, ranked them according to prevalence.

- Mixed - generalized

- Physical
- Sensory:
- vision
- communication
- Mental deficiency
- Leaming
- Epilepsy
- Others - internal
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Evaluation of CBR Peru cont.: Remarks (for some of the questions):

13.

15.

16.

17.

Is there a national body responsible for Rehabilitation?
The National Rehabilitation Institute is, by law, in charge of Rehabilitation activities at the national level.

If yes, does it supervise CBR?
The National Rehabilitation Institute supports CBR initiatives. The supervision of these activities is not

as frequent as needed due to lack of funds.

Is CBR linked to:

- Health: Not Chimbote

= Education: Chimbote and Chorrillos

-~ Employment: Chorrillos and Cajamarca

= PHC: Chimbote, Cajamarca and Chorrillos

~ Local Health Systems: Chorrillos

Do mechanisms for communication exist?

There is no available equipment to sustain communication.

For coordination?

Since 1993, there has been a coordination mechanism working with CBR experiences.

Have they modified it?
The Manual was modified in 1989 based on OPS/OMS and the Helen Keller International.

Is there continuing education?

It is a component of supervision.

Are there guidelines or standards for referral?

In Chorrillos and Cajamarca.

Are actions carried out to promote social integration?

CBR groups are emphasizing the organization of community workshops.

What are the most common disabilities?

There is an impairment, disability and handicap survey available.
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Comparative Analysis of CBR in the Southern Cone

)

2)

3)

4)

5)

In all the countries of the subregion there is a national agency

responsible for rehabilitation.

There countries all have experience, of varying degrees, in CBR.

In all the countries, the national body has coordinating and supervisory
functions. In some, in addition, it has regulatory and operational

functions.

In all the countries there are non-health-sector NGOs that coordinate
actions and projects for the disabled.

With regard to funding:

- National budgets are extremely variable, insufficient.

- In general, funds are not allocated specifically for CBR.
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Rehabilitation as a Component of Local Health

Systems

The objective of this activity was to analyze the HSS
document from the Local Health System Series No. 20,

Servicios de Salud [Health Services].

At the same time, it was hoped that the group would arrive

at conclusions by consensus or formulate valid alternatives.
To that end, each group was asked to undertake a case study of a

particular local health system and analyze the applicability or non-applicability
of the PAHO proposal contained in document No. 20 presented for discussion.

55



Recommendations for Decision-making

n Sensitize all members at all levels of the health area, including rehabilitation.

L] Refine the ideas discussed and share them in every country. Disseminate and officially

endorse them.

L] Initiate studies on methodological orientation in CBR.

L] Encourage the organized community teams to become familiar with and disseminate this

strategy of rehabilitation and to help identify community agents who can be trained.

L] Assume the personal commitment to disseminate and support CBR.

| Communication between PAHO authorities and national authorities to recommend the

inclusion of CBR in local health systems, thereby strengthening them.

n Commit to initiating local or regional experiences in CBR in local health systems in those
countries that still do not have it.

n Request the Ministries of Health and the epidemiology group of PAHO to include in the
statistics data on disability.
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EVALUATION

With a view to evaluating various aspects of the workshop, the coordinators prepared a questionnaire,

which was distributed at the conclusion of the activities.

ITEM 1: Clarity of the objectives Conclusions

Totals in percentages:
A significant majority (95%) not only clearly

Yes: 95.0%
understood the objectives proposed for the workshop but they
No: 0.0% underscored their validity, their relevance, their fulfillment, and
No answer: 0.5% their relationship to the expectations made explicit by the
participants on the first day.
ITEM 2: Personal interest in the
proposed objectives of
Conclusions the workshop

Totals in percentages:
The totality of the participants who responded to the
evaluation (who, according to data on attendance, were those Yes: 100.0%
who participated in the workshop) showed a high interest in the No: 0.0%

overall proposed objectives. It might be noted that their

reasons centered on the intrinsic principles of and motives for the workshop:

a) the possibility of integrating rehabilitation, especially CBR, in local health systems.
b) involve other sectors in health actions.
c) relate the methodological proposal to the methodology of the community approach in a

participatory, open, and pluralistic manner.

d) learn about experiences, both in CBR and local health systems, in Latin America.
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ITEM 3: Time devoted during the workshop
in relation to adequate coverage of
the contents

Totals in percentages:

Yes: 72.5%

Yes in part:  27.5%

No: 0.0%

Conclusions
The conclusions on this item can be determined on the basis of the responses of

the vast majority who answered "yes" or "yes in part”:

1. An overwhelming majority indicated that good use had been made of
the time and that the contents had been adequately covered, but gave
no further details regarding the reasons for their answer.

2. A significant percentage indicated that certain subjects should have been
discussed in greater depth.

3. Another significant group responded affirmatively because of the results
obtained, which they found very positive.

4, One group considered what was accomplished during the workshop to
be valuable but explained the quality of the results obtained by recalling
who participated. It may be inferred that they were referring to the
number of physicians, who made up the majority of the participants.

5. A sizable percentage found the achievements only partial, but did not
make specific statements regarding content, time spent, quality of
results, etc.

6. The rest indicated that the achievements had been only partial. Their
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reasons for answering in this manner were apparently more related to

personal expectations and desires than to problems with the workshop

itself. For example: there were requests for treatment of very specific
aspects of CBR, although this was not an objective of the workshop; opinions were expressed
under this item on methodological considerations, although there was a separate item devoted to
the subject of methodology; it was pointed out that many cases and examples were not CBR, but
these were not specified, which made feedback impossible.

NOTE: Given that this item serves as a control variable for the two preceding ones, it should be
noted that in the "yes in part” responses there were some contradictions. By way of

example, two cases can be cited, namely:

a) One participant said that more time should have been devoted to experiences
with CBR, the methodology should have allowed for more dialogue, and a
brief introduction to the subjects was lacking; this same participant expressed
keen interest in and identified fully with the proposed objectives of the
workshop.

b) One participant said that more in-depth consideration should have been given
to communication and community participation, but agreed totally with the
weight given to both matters in response 2, given that he expressed clear and

total agreement with and keen interest in the proposed objectives.
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Conclusions:

Self-perception of individual participation was varied, with the majority (87.5%) rating
their participation favorably and the remainder (12.5%) considering it fair to poor. No one (0%)
indicated that he/she had not participated at all.

These opinions confirm the responses to items 1 and 2 concerning identification with the
objectives, concordance between objectives and expectations, and total acceptance of the proposed
objectives for the workshop. To these opinions, it should be added that what has been expressed
up to here with regard to achievements (partial) was reflected in the total absence of
abandonment by the participants; it was determined that of the 60 participants initially
registered, the 20 who did not participate were professionals from the host country with full-time
jobs that prevented them from attending the entire workshop without interruption, as required by
the coordinators on the first day.ITEM 4: Self-perception of individual participation

ITEM 4: Self-perception of individual
participation

Totals in percentages:

Very good: 27.5%
Good: 35.0%
Acceptable: 25.0%

Insufficient: 2.5%

Fair: 7.5%
None: 0.0%
Other: 2.5%
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ITEM 5: Perception of the
participation of the others

Totals in percentages:

Excellent: 5.0%
Very good: 42.5%
Good: 42.5%
Acceptable: 5.0%
Insufficient: 2.5%
Fair: 2.5%
None (some: 2.5%

Other: 0.0%

Conclusions:

Perceptions concerning the participation of the group as a whole were

overwhelming favorable.

A very significant majority (95 %) indicated that participation had been
good; the remaining 5% was divided between insufficient and fair. It can
therefore be affirmed that all had opportunity to participate both in small groups

and in plenary session and did so at very acceptable levels.

Some added that the participation of their colleagues had been
enriching, generous, cordial, educational, elucidating, cooperative. Just one
participant stated that some individuals had monopolized the small group

discussions.
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ITEMS 6: Performance of the
coordinators

Totals in percentages:
Excellent: 25.0%

Very good: 37.5%

Good: 35.0%
Fair: 2.5%
Deficient: 0.0%
Poor: 0.0%

NOTE: The participant who rated the coordinators’ performance as fair did not
specify why.
Conclusions
The general opinion, except for one case, was that the coordinators did a good
job, serving as facilitators and making it possible to achieve the proposed objectives,
encouraging the participation of others, and conceptualizing. They were perceived as
well-organized and sure of their role. Some of these opinions were explicitly stated,

others inferred (through synthesis). They express the views of 97.5 % of the participants.

ITEM 7: Methodology used
Totals in percentages:
Appropriate/facilitating: 22.5%
Interesting/dynamic: 12.5%
Organized/encouraged

participation: 12.5%
Participatory/appropriate: 40.0%
Varied/promoted reflection: 7.5%
Other: 2.5%
No answer: 2.5%

Conclusions

The methodology was perceived as the means that enabled integration, analysis,
conceptualization, placement within the reality of the countries, open participation. The
opinions were 100% positive.

62



ITEM 8: Self-perception of professional growth from the experience of
the workshop

Total percentage responding:
"Yes" and giving reasons why: 95.0%

"No" answer with reasons: 0.0%

Conclusions

The following are among the reasons given for affirmative responses:

- exchanges

- sharing of experiences

- the workshop as a whole and as a forum for sharing a wealth of personal
experiences

- the intellectual level of the discussions both in the group and the plenary sessions

- the process of communication generated and, at the same time, analyzed in-

depth, which facilitated individual participation without hindrances or inhibitions
- the reflection on real-life activity through the mock trial

ITEM 9: Identification of the most significant moment or proposals or processes of the workshop

- The methodology and the different dynamics made it necessary to think in order to justify the opinions
expressed, as was made manifest by the mock trial. It encouraged us to become involved and participate
at all times without interruption and to deal with obstacles, because it forced us to recognize our

deficiencies: 24%-60%.

- The discovery that teamwork improves and enhances individual efforts and that areas that may have seemed
incompatible can be linked: 3.0%-7.5%.
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- The honesty with which the issues were approached: 1.0%-2.5%.

The interpersonal relations, which were warm and productive, and the
dynamics of the communication, which made it possible for me to
confirm problems that I have in my work: 1%-2.5%.

The cordial and harmonious environment in which the work was
accomplished and the responsibility with which it was carried out:
1.0%-2.5%.

Learning about new subjects (local health systems): 1.0%-2.5%.

CBR, which seemed to have been forgotten: 1.0%-2.5%.

Learning about the experiences of the countries so as to take them as
parameters for daily practice: 7.0%-17.5%.

The sincerity with which the workshop was led, the atmosphere of
comraderie that emerged, and the satisfaction of hearing spoken a type
of language that was much needed in our Region: 1%-2.5%.

Conclusions

100% of the participants mentioned positive aspects. Emphasis was

placed on the overall proposed objectives, the methodology, the opportunity to

reflect on daily practice and think about the concepts aimed at unifying the

language, the degree of integration achieved by the group, the ties established,

the climate of warmth and harmony that prevailed, and the experiences of others

as a basis for rethinking daily practice.
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ITEM 10: Satisfaction of expectations
- Achieved totally: 65.0%
- Achieved partially: 30.0%
- Not achieved: 0.0%
- No answer: 2.5%
- Did not have
expectations: 2.5%

Conclusions

The fact that 65% of the participants said their expectations were fully and
totally met is a high indicator of the qualitative achievements of the workshop. The

comments made included:

- exceeded the expectations
- all expectations met very satisfactorily
- all enriching

With regard to those who said their expectations were partially met, a percentage
of those respondents agreed that the exchange had been positive and were satisfied with
the concepts discussed and the dynamics of the workshop. Specific comments regarding

the unmet expectations were cited previously.

One of the requests made was for more in-depth analysis of the difficulties,
which, from a positive standpoint, would be the search for different alternatives for the
implementation of local health systems and CBR taking into account the areas in which
the experience is to be carried out, the resources available, and the policies on health,

education, labor, social action, community development, etc.
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ITEM 11: Suggestions for changes in the
workshop
None: 7.5%
Some: 72.5%
No opinion: 20.0%
Conclusions
Four types of changes were suggested by the participants:
1. Organizational/structural (use of the time, room, sound, breaks, organization of
the exhibits)
2. Incorporation of new issues and activities (visits to observe experiences under
way, prevention)
Role of PAHO as advisor and overseer
4, Selection of participants with regard to profession (fewer medical professionals,

more from the social sciences)

From these suggestions we can formulate two variables that would yield

profound modifications:

a)

b)

NOTE:

Interdisciplinary representation as a result of a more equitable participation by
nonmedical professionals, which is the foundation for local health systems and
CBR.

Incorporation of visits to observe experiences under way in order to evaluate

them and draw conclusions based on direct observation.

It should be clarified that those who presented the experiences of the countries

received in advance a guide for the presentation of their reports (annex).
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Conclusions

The opinions on the scope and

level of achievements expressed by the

Bad/useless:

Good/acceptable:

Very good/valuable:

Mediocre/not very useful:

Excellent/extremely useful:

ITEM 12: Rating of the workshop

0.0%

0.0%

12.5%

47.5%

40.0%

participants were highly positive, the majority rating the workshop as

very good/valuable, followed (with almost the same percentage-—-a
difference of 3 people) by excellent/extremely useful. The remainder

rated it as good/acceptable.

This rating shows that the workshop:

a)

b)
)

Conclusions

provided an up-to-date and pertinent assessment of
the issue in the Region.

responded to needs felt by the participants

proposed objectives that were on target, appropriate
to the level of the participants, and coherent with the
principles underlying models of CBR/local health

systems.

opinions
None: 47.5%
Some: 52.5%

ITEM 13: Other

observations or

high level of acceptance
request for fulfillment of the agreements

request for future workshops for the purpose of continuing with more in-depth

examination of the subject, with more emphasis on operational considerations

greater interdisciplinary participation

need to have the conclusions and the final report

expressions of satisfaction, interest in changing the reality of rehabilitation, need

for specific advisory services for countries that wish to initiate CBR activities.
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LIST OF PARTICIPANTS

Argentina

Dr. Ada Guzmdn Loza
Jefa Departamento II Rehabilitacién
Ministerio de Salud y Accién Social

Dr. César Eduardo Leppen

Director Nacional de Atencién Médica
Secretarfa de Salud y Accién Social
de la Nacién

Dr. Victoria Matamoro
Asesora Temporera
Organizacién Panamericana de la Salud

Dr. Guillermo 1. Williams
Jefe del Departamento de Desarrollo SILOS

Bolivia

Dr. Juan C. Ayala Canedo
Director Distrito Sud CRA, C. de Salud
Ministerio de Salud

Mr. Heinz E. Graumann
Director Programa de Extensi6n
APRECIA Santa Cruz

Dr. José Hinojosa Gutiérrez
Jefe Departamento Nacional de Rehabilitacién
Ministerio de Previsién Social y Salud Piblica

Mr. Hans Lohuis
Director
Fundacién de WAAL

Brasil

Dr. Sheila Miranda Silva
Coordinadora Porgrama Atencién Grupos Especiales
Ministerio de Salud

Colombia

Dr. Blanca C. Cano
Jefe Departamento Rehabilitacién Comunitaria
Comité Regional Rehabilitacién de Antioquia
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(Colombia cont.)

Dr. Jahir Giraldo Gonzilez
Médico Cirujano - Adm. Hospitales
Secretaria de Salud

Chile

Dr. Jorge L. Montecinos
Director Servicio de Salud Ayzén - XI Regién
Ministerio de Salud

Dr. Jorge L. Rodriguez
Encargado de Unidad de Rehabilitacién
Ministerio de Salud

Ms. Margarita Saez Salgado
Asesora Departamento Atencién Primaria
Ministerio de Salud

Ecuador

Dr. Consuelo Crespo
Jefe Divisién Nacional de Rehabilitacién
Ministerio de Salud

Dr. Maria Elena Morales
Médico Fisiatra
Ministerio de Salud

Honduras

Dr. Carlos Alirio Cruz Lépez
Director General de Salud
Ministerio de Salud Piiblica

Ms. Eneyda L. Sagastume

Jefe Departamento Rehabilitacién Médica
Instituto Hondureiio de Habilitacién y
Rehabilitacién de la Persona Minusviélida

Nicaragua

Dr. Héctor Collado
Analista de Rehabilitacién
Ministerio de Salud

Dr. Pablo Somarriba

Médico Cirujano General
Responsable Programa Rehabilitacién
Ministerio de Salud



Paraguay

Mrs. Celia Alvarez de Medina
Educadora
Ministerio de Educacién

Dr. Hugo Medina Huerta
Director I Regi6n Sanitaria - Concepcién
Ministerio Salud Publica y Bienestar Social

Dr. Cdndido Niifiez Ledn
Director General del INPRO - Zona Norte

Peri

Dr. Marfa Esther Araujo
Director General (e)
Instituto de Rehabilitacién
Ministerio de Salud

Dr. Italo Arbulu Tejero
Director Ejecutivo
UTES Barranco-Chorrillos-Surco

Dr. Luis Barrera Languasco
Jefe Departamento Medicina de Rehabilitacién
Hospital Maria Auxiliadora

Dr. Victor Estremadoyro
Médico Jefe
Centro Salud "Buenos Aires de Villa"

Dr. René Luisa Hidalgo

Directora Ejecutiva

Direccién Investigacién y Desarrollo
de Tecnologia

Ministerio de Salud

Dr. Gloria Higginson
Médico Rehabilitador
Hospital Maria Auxiliadora

Dr. Jeremras Jara
Hospital Carlos Monge Medrano

Dr. Hans Marcel Kok
Responsable Convenio Bilateral APRISABAC

Dr. Elizabeth Llerena
Médico Rehabilitador
Instituto Peruano de Seguridad Social



(Penti cont.)

Dr. Diémedes Malca

Médico Jefe

Servicio Medicina Fisica y Rehabilitacién
Hospital de Apoyo No. 1 - Cajamarca

Ms. Gladys Paco Echevarria
Directora Ejecutiva Participacién Comunitaria
Ministerio de Salud

Ms. Rossana Pajuelo
Oficina General de Planificacién
Ministerio de Salud

Dr. Adriana Rebaza Flores
Profesor Principal
Universidad Nacional Mayor de San Marcos

Cooperacion Italiana

Dr. Giuseppe Masala
Representante
Cooperacién Italiana en Salud

Repiiblica Dominicana

Dr. Marianela Guzmdn
Encargada Proyecto RBC
Asociacién Dominicana de Rehabilitacién

Dr. José Santos Sdnchez

Encargado Departamento Salud
Asociacién Desarrollo San José de Ocoa
Secretaria de Estado de Salud Publica

Venezuela

Dr. Nixon Contreras

Fisiatra Coordinador

Programa Nacional de Rehabilitacién
Ministerio de Sanidad y Asistencia Social

Dr. Jorge Mandl
Coordinador Nacional de SILOS
Ministerio de Sanidad y Asistencia Social

Dr. Alcida Pérez de Veldzquez

Jefe Departamento de Medicina y
Rehabilitacién

Hospital Municipal Risquez



(Venezuela cont.)

Dr. Joaquin Rivas
Director Distrito Sanitario Maturin
Ministerio de Sanidad y Asistencia Social

OPS/OMS

Dr. Humberto Jaime Alarid

Consultor en Desarrollo de Servicios de Salud
Organizacién Panamericana de la Salud
Caracas, Venezuela

Dr. Alicia Amate

Asesora Regional en Rehabilitacién
Organizaciéfi Panamericana de la Salud
Washington, D.C. - E.E.U.U.

Dr. Maria Teresa Cerqueira

Asesora Regional en Participacién Social
y Educacién para la Salud
Organizacién Panamericana de la Salud
Washington, D.C. - E.E.U.U.

Dr. Enrique Coronel

Consultor en Rehabilitacién
Organizacién Panamericana de la Salud
Managua, Nicaragua

Dr. Patricio Hevia

Consultor en Desarrollo de Servicios de Salud
Organizacién Panamericana de la Salud

Lima, Peni

Dr. Jorge Isaacs

Consultor en Rehabilitacién
Organizacién Panamericana de la Salud
Asuncién, Paraguay

Dr. Rolando Ortiz

Coordinador Ejecutivo Proyecto "Salud, Medio
Ambiente y Lucha contra la Pobreza” (SMALP)
Organizacién Panamericana de la Salud

Lima, Peni

Dr. José Marfa Paganini

Director Divisién de Sistemas

y Servicios de Salud

Organizacién Panamericana de la Salud
Washington, D.C. - E.E.U.U.

Dr. Enrico Pupulin

Chief Medical Officer Rehabilitation
World Health Organization

Geneva, Switzerland
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