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ATETIE, g (TR E Lz /\EYT— 3> (Community-
based Rehabilitation: CBR) &g IZHRE Lz IL—L TR
F (Community—based Inclusive Development:CBID) [T DU\ TH&
L. @ZE 30 FRIDEFLARDAFICHEITE5=_—XLEE
ANDORBITDONTERT S, BIC. ESLELRLHDHIZEH D
HoT . HEIEMIONTIEFESTKEBLESNGENIEITD
WTHRL. SOV —TRFEOFEICENT, RS
EENRHITIVEDHAIBRKRE LUV SERDRREIZDOVNTE
&9 %,

CBR & CBID

Mg (SRS L1429 )L— T B (Community Based
Inclusive Development:CBID) 1&EWNS S (KM IR L=V
I\E1)T—<3> (Community Based Rehabilitation: CBR) 1(Z{t
DEHAELLT, KYBLFEHASNTETLSLIICRZAS. T
FTI7O7KFE* CBRE I I3MBAEIN-H. SERE
SNF=HEARIREIT 77 KEF CBID RKiEIEM(END,
2015 £ 9 RICHA TSN -EIET7 7 AE¥ CBR RiE
DAY —TFAFE (CBID) EE I T, MtgIZiREL=Y
NEYT—232(CBR) /TR LF=A 2L — T RS
(CBID %4 ME CBR ELTHION D) 1EBF RSN TIVD, —Hf
DEFZIEHEE. CBR YRy I RADEHESR (AVR—RY
M) THARE. BB 5. . TONRTAVNIETET7T
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LB SIVREMAEICRYBT IO THLHEVNIILEZETRSD
XE#EELDD.

ZDTEMBLK DM DERMAELTLVS, ICBID £ CBR M
HLWVAZBLZOMN?ITCO 2 DOREXRZRELRGZEZD
M2 ITCBID [EEFEZEDALELYT . AZ2a=T/ADT X TDIEK
NENF=TIWN—TE#EL . EEMNLEWVBEERLBTRELD
M2 ITCBID [EMDTREBEN TN YAV Sv o7 Ta—F
MBALV RN —Z T EWSV T LRSI 7 TA—FIZ#4T
L= 2 1&L o= &1,

tH AR E#E] (WHO) D CBR AAKSA/> (2010 4)IZ1E
[CBRAARSA2 TR E LA VI —L TRFICR T
TIEWLSZARILDDIFBENTLNSESIZ, CBR[FATIL—Y
TRREERTH=ODHETHDIENSITEETINTINS,
BATVILYNDEXTIXIHARSAUIE, EEEDOHEF 2R
TEHEN. BLUESESOENEDORITICERL. HhigIZiR
SLIAV - TR ERIET SHBEL T CBRZ{EET
B 1ERARENTLND,

2011 &£, FAIELTCBID &, EEEZEL I N TOEN SN T
FIL—ThAH AN SN2 = TEED=HDERAE
ZTHY . ERTREREBERTEIHDIEERLIz, DF
— BE.RE.#®R. U2 17T40Z0MDOLHEBE
HAHAIEE, HEFARMSHBRSN TIEESEL, OS2 =T
AHDDRNBETIL—T (o F—HE)NER-EDERE
FRRICHAZO-HICBR-HDEREFESKSIZ. CBR (X
EEEDOODMBIZRE LI/ IIL—L THREEVNSBE
EFD-HDY—ILHENITEETH S,



[CBR Tl&. I RXTOEEEFEEIVIL—23 T H5HFDHR
AIZTEWT. SMBIZ2=—T/HARDERTHS. HRIEE.
HORE.HHESN, LUV BEEZHALS,CBRIEMYAULS
w17 TA—FEFEAL., BRI LAV —THRED
BEZERT S,
NEFHELBIZ.HEE/BELDOEEDNZEED. FHRlHE=——XIC
HIEL ., FELGBELIENERRAL. TRXTORAZRTOLXIC
W/ LoD AUIIL—2arENDE3(2T 518 B L HEFIHE
ETEDHIOXET S,
2)EEFEHRT HN\UTERYRIZOIZOZ2a =T &V
— R SEB AL EEEAIZ AT/ OMBDALERLES
[CTRTORAKDEBEEEZTEDLLIICT S,

MR E T IN—TELBIERT DR GARNES
NI AR E L= —L TR ERICEEZEERZBHEL
TWBAIAZI2 =TTl VY—REEESFHZREBITFRAL. 1>
D=2  OIERIZHEET DLV RELFEEHD=HI,
CBR [XZ5WL\ST I —T DB EFFEWENH D, CBR TlE,
tOMETELTIL—TO——XHBALINTHWNGES. BEEE
EDBETEOLITIN—TEEDIFENGLLERETT D
WHERHD ) (F—T X, 2011),

CBRAARSAUDARMGIEF 10 ELNFBLTEY, BEL
ERMBEETDH-OHIZ, FETERSN TUVSAREMICEHKRE
EHICEVWTELGIRAZEEHAT A LD EE SRR
[SDWT. SoiEd@MMVEHAND,



DHEM — 1981 E~BE
1981 &£ WHO EEF[HEU/NEYT—avIZBEd 5EM

& B £ (WHO Expert Committee on Disability Prevention and
Rehabilitation ) (&, UNEUT—SavOREIFAZa =T
—ER HFICEER (T4 —ANILRT 7)) ERBLTITH
L BORBEEHECHMOBEEBMICHKE T 2LOBRR
LEICEEL=(WHO, 1981) IZERIFNODETIE,
[CEMPOBRBMBETEYNE)T—2ava+ a2 RATEGL
CEERIFAL. Frv T EBOL-ODEEO—DELT. B
EXBUVRTLIZEITEEINT- CBRZIEEL-, EFF. ASE.
BAEL. 57, BUFDOBREAS YR AV, SESFLGHFHETO
REMECRARICE ITHEBLIE RSN,

FNLLE 30 FLLE[ChHT->T. & LETIX, JEEOBER.
B DXE. —EXDEHE., AMERK, REICEDUV=;
B, EL TEAT-LDEFNZHET IETERARDOERLGLEIC
BWTELDESHHoT=,

LA s, BEEICET HHFRIREZE (World Report on
Disaility,2011) [C&k A&, 1981 FIZiEHES NIz /N\EYT— 3>
LB 2RBEDIFEAENSG TEHRLTLDELNSDTHS. [
REETE.EEEOHECEANENTEY. EETT7HT
ATEY . #tS8. LM, BUAMS MM SIIL T SERA H
Y, FBEEEOWAREDERENATVENSEEFRIFL
TWS, BFIZEFAMDAETIE. EEDYNEYT—3
H—EZXNELSN TS EF I TIXEETED KB, HNER
DHRTEFELTWNASELXZRLTWNS, EREZDHERLELDHT
TREER. FEREZTOREORE. BHORIN. $&
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BEERE BEFEL. ChoDERIZEITDHEERES /e
[EEDORRKDERTHYMIT TS,

2017 £, WHO DT J/N\E)T—32 2030 — TEI~DIFY
MM 1 (Rehabilitation 2030 ——— a Call for Action) &%, tHR
RO, FIE-FRRBREICESITAUNEYT—2a> DR B EL
SFEZGE=——XITEBL. StE. R, RHKICEET HEEL
AOFEOEILIZHEVINEYT—av—ERDFEEILE
MLKET T THAIEERLz, BKETIX. UNEYT—
AV ERIET S5O DTEEENMRESNEA. ABTD ZL(E
1981 F£EFICFELIL TS,

RI#RICI R ZEEEXEAREICET S 0—/LEFE]
(Global Research on Developmental Disabilities Collaborators)
(. 195 DE EHIEIZE TS 1990 s 2016 £EETD 5 Mk
AEDFELDHRERETICRATIMXEREAFL -,

COMETIE, B-PRBETEHEZEEETEICEHT 88BN
AYEIZENEEFRRELTWS, £ BEORANLZRAZ
UTDEIITIHRARTND, RAT'XIZDLEHNS B DEFTEFAE
PEE. IS OEA LT EREARMEEES. REICKDIEH#
fiE, FELE. MBS IS DN HERREE ST ERMEE
ERLUVHAERBEE, TANAIZDENIZHEREETHD,
HETIE. ARENRLE VML, $FZER O DU (S
ROLNIREREDETLRALEEEFET I LORAM
HIERL TS, COMETIE, 11990 FLIE., FZFEFIZLD
HRUGEBFIREHEL TGN ENS, HIZHN\SLIE
DT IVHhERAT7OTERDELE. REDEHFEDEHOTOY
SLDERELTHRP\ZESRU-FELDETICxT 51H

8



R EIBMELAT+ D THAHLZIEHTED, IR
-Cll\éo

2018 % 7 AICKETHMESN=F O—/\ILEFEYIVh
(Global Disability Summit) TR ZED-HDEE
(Charter for Change) JIZI& 10 D{TENIEBE AHY . TD 55 2
DIFFELDOREEZTOMBEICEAELTLNS, IEE 8 TIX
MTEE— ARYESLEWD, JZLT. REPBEETHRYIZISADELAE
BRI EHEEZRRTNS, HOWIHEDEBRLI-ERNES
(T1=. TRTOEFERHRBIZEWLTIZEAERY EIF oLy, B
NENEEE. P TLEFTOHOIX MLV ZDIEFZETFTDHIE
LTS, —A. BB 9T TKYRBEDBWT—HLIIEE
WE, FAL. [P Ub - T L—TDEEIZEY 58
(Washington Group Disability Question Sets)l|D K375 BRiF A
DY—IEFRALT. EEENEET OREDRIELFHETE
ELxIET 51&ELTLVS,

EEENMEEEELYUNEYT—2a3UATIRRTESLELS
12150 DAHEELT.CBRABUEEIZLRDIDITIL LD K
ST EERELTILNS,

PEEICETHHRBREE (F 3E: — BB EEIE General
Health Care) [&. € - FFIGEIO R TLARABGDEVEIZEITS
BEEELREDANILRTTH—EINDTI2RZRET 5L
TCBROEFREZROHTNS, T HEERXNEYT—3y
IZB89 %5 4 Z(Chapter 4 on Rehabilitation) T. &EMNT+
D TRAZENELGVSLOIGIRETIE.CBREZELTIZIaA =T
ATDY—ERRBHREMETSLICERFTERNEITHY. £



N2 2 R —EANDRERZEMATHTS S EEHELT
L\%)o

TWHO tH 5R[EE 1TEN5HE (WHO global disability plan) 2014
2021 . T RTOEFEDLIYRIMEEID 3 DOEEDIE. 2
ZRHIXINEYT—av NET—ay, ZiE#ESR. XiEL
YR—h—EX, #gITIBELI-UNE) T— a0 niie s
ILKTHD,

TOTREFBOE R (FE, NhF L, SFHR 1UF%
E) TORERIZKY. CBR I EEEHLRED=HIC, REER
BEIUNABE, OS2 =FALRILTOI+E—TvT . RE
[SIRELIZUNEY T3V DREL BHEXIE. DOXZH
EDXEY—ERDMEBIE. BLUABBAREEL D32
TAEEH T LITBVWTEELGRENZRLEBLIILETRL
fzo SNITEHAF. TR S BEEHAARISOXEFZZITT. O
Sa=TALRILOGHABIVERLARNILTHEIESN Y —
EXPRBEDORYNT—VEEETLHILICLYERSND,

SESELEDBED CBR DREREZN L. TUNE)T—
32 2030 — {TEINDIEUMNTIICEET RSB DERKICRIL
DTHA, HAFOBEFRESIELBFEIINE) T3>0
SEICHIZY. COLEEETIDELHD,

i F FA AR R B A 2

CBR (. 30 FHIIZHERMIZIREBEIN-F. ERTOISLE
LTTSAR)—ANIRTTORTLIZHMABSNDAILEFIRE
nt-, #FMO#% . CBRMAEILTBIZONT. /oI IL—av . S
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. ERZE KT IO—FLREDB SN EELBZITH-T-,
ZHIZ&kY CBR (FE—tw/4—DOMtERTOI S LG, HEE
FOBENE, JILFEI4—Tn S5 ALICEELTz, ILO,
UNESCO KU WHO [Z kB H BB A &t (Joint Position
Paper, 2004 ) [, COEILESEGRA TS, TDIE.
WHO. UNESCO. ILO, IDDC ) CBR ¥k!)wHoRX&E CBRAAKRS
A2 (2011 ) (&, CBR A BFEMN DBERTOI S LICER
I HAREME RIEL TLV =,

CBR E{BRIZ KBV IL— TR BRI, BIFHITHE
RBETOJSLOALETHY ., B—3—OHMtERITOI S A
TIXERTELZV BERTOVSLICIK, BFOBERLF
B AVIZ, I EZ T AMEEM . TILFEIZ—DFAE
DIEEAGEERRGERMEDO TSI ENDETH S, O
DESBEERNMEYICEESNTUONIE. BREATOIS LK
ERAXMSRNSL BRAIEECd, BICEELILIE, CBR
TRTSLAMERBEICEVLWTERLEZ ., SimDALL
SAa-TAIEFOEEELSFATESILTHREREBELIZLS
[Z.BERTOISLIK, Y—ERFREBHEBELTNSALRIC
B, F=ELERRTOI S LDEEILHREEIF—DBERY
EENND-OERICLHOTINS, E<LDBE.FERITIHIL
HEBLAEFHELIZYVARIE LY TEALY,

WERMICEZIL, BRETOVSLOLEENREELVMERT
BETIE. ZO&IHTOTSLEZIETLH-HICFIATEDE
BERR+2EDTHS, CBRIZEVWTEEIChI=2TOFE
BN TEEEERTOSSLDZL(E. YZEBMFTIEEL,
ENOBFMENSDTBIZL>THBFIN TS, XIEOK
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TIZ&YZhon7ad S AIZREZ I/, FOZMN
BE—tHA8—0T0O49 S LIZEST=,

WE, —EHOEOEIEN CBR 7O S A, ICKIEED
BEIBRICE>T. HECEHLGLEDE—EI3—0DERIZE
BN TONTHRERTOT S LIZIHELES, MEEETOY S L
T BRIV KYVECHOMN  BRATOV S LKYL—EMICE
EARZT. HELEMTI VB THYI—TVNERE R TH
B8 XEFICES>TIEHRAMTH S, =1L, #HIFEEIR
FASEEBIMGERLM OSBRI ELHS,

EELERICEITIEER7 IO —FEMERT7IO—F
F. AR LETHILTODELSIZRZSM. BE.CNAHDT
TO—FE#E T DA BT ¥ A #8(diagonal) | 7 T O—F D iis
EMABRIN TS, CBRIZBULTIX, B LI a=T14&
EEVWS-HMEEDE—tH2—T AT S LDLIEDEEERE
KRLTHEY. ZOANEEEH/ LT ULIHNELNLL, TDE. X
FOTRE#HSOBFRELGE . GLIZ2=T/DRIZFDO+—
IN—RUT=BEDN— =9 TH#HFEDTENVETH D, ]
TOXEERTT H1=OICZIL. CBR EAMVIIIL—VTHREDE
EMBLUERRBICHELERICDONT, XBEFELEDIZ, SFE
FHEII—DEBREC/NN— T —EEEITIDENH D,

BEMIZE, #ELJIIMERTO IS LONTEEIRT
AWM. XIBEDBEEICEO>TTIERAL, TOYSLNHES
NTNBROAZI2=FADZ—XIZEOTROENBRETH S,
B-dSECEXEETEICLIBFRATRELETOT S LN
HFEYVIZLZLRdND, CBREAMVIIIL—VTRETOT S L
(X, BT, EEERK, BEECXBEEIIL—TREDTER
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BEREL/HAL. AV VIL—2TRED BEABE YA DR
BHETERTEDSISICLELRY ., ALEZEL BIRIELH
60

SL =7 LBA%E B 1R (MDG) h o F#5t vl A% Bl 5 B 4% (SDG) ~

[ nl BEZS B F H 12 ¥R & (The Sustainable Development
Goals Report 2017) | T, Frfit Al REZEBAFE D =8O D 2030 7
2124 (2030 Agenda for Sustainable Development) EHED 2
FBIC1T DBBROEBRRZHEFEL T D, RO AFAIEE
BT —RIEICCDH|EIL. 2030 7O F DSELIEEREIC
BITORREFREDHMAZRLTLS,

CDMEETIE. BE 10 FERICTRTORAFELEFTHIY
DESNHHT-M . CNETHDESR—XTIL, 2030 F£ETIC
B al B K B2 (SDG) &R EITERTBICIEF+HTH
535, HEFELTWS, LKODADEEIEIZICRILTI1999 £
LIRE 10 B ANESKHOBEDOER NS HILI=AY. 2013 FIZ(E
¥ 7186700 B ADNVWELEIZERRKREBIZHY . TDIFEAEN
ESEEIKRICENN TS, REGESHLH o ICEMIDHS
T OERERBDFELEDZNEELRRDEEEZ(TTLY
%o 2016 FICIE 5 mKRFBDHETE 1 18 5500 5 ADFHEAFE
BRRTHL (FHITHLTHEIELY) . 2000 F£hi5 2015 4F
DIz, HEDITFEIRIETEIL 37%ETL. S BREDIET
(L 44%E T LT =, LAL 2015 £ (I, tHF T 303,000 A
DEENTEIRPE-ITHERFIZFETL., 590 A ADFHEA 5
FRETIHRTELIzJERBRTULNS,
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MESITEDE RRIIBICAFEISES DT TIEAL, #h
. Rl FE. IRA . BT EEREEOBEHICKYELST
Wz PUR=FA - I T—LAEEEBERRIIBEEDFXT
RO ESNZBRTNS, TEiEIFIBEES-H., BT L EBEET
Lo CDIMEIL, ZLDREFTOHEHFEMN 2030 FD BIZZER
[CHBERELYEIXDENITENIEERLTLNS, )

SL=7 LBAFEBEZE(MDG) OEB KR IZREIT 2 LRTD
(X, RELFEREICKLTEY . AOERE . $FICHkRal ge%
B B1E(SDG) DR RELDARIZELST, BEDHME LS
TLV%, SDG D EELZRA|ILIH#E— ARYESGWLITHS,
SDG ZEM T D-HDTWEDES DR—AN+5 ThlTh
X BEEEZSCEZDEN NI IL—TDANLRHBUERY
BENDAEEELH D,

COMEEITKY.SDG #XBRT H=OICKEBFN KLY —
BEALEREZERTHAZEITHENDMNSIIENEEFNS,
BEEFEERRIIEHZEZEOHRAERY IL—T &, SDG D&
YRRERN DRI RIEZIRIBT H=OICE NEERTHIL
NILETHD,

CBR D Z A DREFZ#HEL TL\{C L

 PEECETAHRAREE(2011)I%. CBREEEEZEOY—E
A MBS SMEAIIIN—23 0T O RRTH-0ODEER
LD —2DEEBOHTINS,

CBRAAKFS54>(2010) TIX CBR DL RIZIEEEHEDBIL
DEM. BIFOILK., 2= —23 0 AX LD KNGS A
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L EEELREOIRADEM, BELDR L, M1 5
=230 DIERICENTNSDEFEDHTLNVS,

HARADIFEFSEF LB TOFMAETIX. EEEDEFEE
A5 LTOH CBR DRENZEEFEL TS,

CBR DEMICEWVWTHEON-EEZLGHINIZIEIRD LG E
NEFENTWS, Fhld . CBR DEENEEFARLS LR
DHNERET B=OITHILELEH>THESTHEL N ILOHEE
DEENEETHILTHDS, EARMIZIETEIER CBR 1R
ETHHOBFETRIASDEE. BEDTSA/I)—AIL
AT ORTLEAZAZTALRNILDYNE) T—2a Vi EHD
#EE.CBR7OV S LRBBNSIEIFLERYUBEEADE
FETRERAL—, BT I —TOEEEREOFEHRE, O3
A=TALARILTOH CBR RV TDMBHHEA—/N—EDavH
KUAA T REINGE ., F=. BFEMIZITSERND CBR EHET
BOHEENBETHS(F—TX, 2015 F),

FOTHUETOINETOD CBR DIRERDFIZ(L. CBR D#H
FHEEROEN-EERNRINTLEIEDHLHS, CBRDE
BELHERYEECHIEZTEDBEMY IIL—TELIVEERK
X, 7OV SLDOEGKIZEMLTND, ChoDJ IIL—THAX %
HEGE ., ULt SRS LRI DMEBLIRET 52 LEE
HTHD, A BEBRK. BB KU CBR RAYTEDIFHIZEKY
CBR FEEINITHBLI=BIN N OMRESNTINS, TF-[E
EENMALANILORARTEZRICEENDILT.FEEDERE
FRAREICEDIENTES, AZ2=TALRNILDRIU T
7 (EE. EREROTIAZa=TAEHNLEDHLVER
B)LEEOHGEICERMLTVAIENRESN TS F
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f=. Az IrDERPIZRS O TAT7MNAZ2=TATEHDS
N, 7Oz DMK T R EFEBEHELILRL TS
ZENZLY,

%ﬁf:tﬁﬁ:ﬁ%ﬁ

T4, CBR MMRETL X I REFF-AREM BRI TL
5,27 —(2012) 1%, 7O T RFFMIHICEAELTRD &S
HERBEEZETTWS, TNoIERBGE T, IEREHERD
FAEEDEM, KELKJIZED). BB OBMLGEICLSAD
EREOEIL. 8LV EREBEBHGICEEL 5 XS5 FM
RETHD,

Y. i

BEEIIL—TICHHIEHEDEEHLTHYELIZZ
EtHb. —H. KWVRWERTTEEZTIHILICLYZLD
EEEOFMNEVN., thATIEEZEDOLVDANREST
HCETEEHEANDIZBIT2ZIEICEIBERS LUV ZOMDIE
EORERESHTLD, 80 MU LDOTEE (. HEMIZE
WICEMLTWAERED 1 DTHS, K-FFRFRICEITS
FEEENEETITAATORETHS. T—ERIZTTIERT
BIEDEEE HFICEFMBICHS TS5 —XIZE DY —E
ADAAMEZILVEEN., IIFESNBEDOF R, §&. &
Bt BEEHICE>TEHFRELLDITHAS. KEXDRIEEE
DELIZRY, B RIZH FTEINEELREL. KIEVAT
LOFAINHE LD EFEBITBICERICHS, — DK T
BETIX. BREINEDLIZIYVREDH T, BEEMNZLD
BEREE X AR TNIEESEVRRNELC TS,
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EEOHIGHEDERPLINEYT—aVIZHEITHIFES
FHZ—XIIHN=DITBELERALI MDD DIEELHD. K-
PATREIZHTSH CBR IOV S AL, B DOEZFDH S E
FED=—XIZIEZ5EAXMMRDOBELHELTEZLND,
ZHIE. CBRTAT S LA REICEVEBEEZEDOHHFLELVE
BDAIIN—230 05 MERET H=HICKKEPIZ2=T
1EBALTELRBELAHDINOTHD, —EBDOETIL,. CBRT
OJSAFTTIZZOABIZAMN>TLNS, FIZIE., KZEFD
BEEICHTHIEEINEYT—LaVEE. RE~ADHE L
Aoty FBEIEOBIIRELETHS,

—a—F—/N\> TPz (New Urban Agenda)

(=& A [ B {EETEI(UN Habitat) (2016 ££) TlE. 8. &R
DEHTDOEIEILLEHMDH 2% BT HNEHTELTNVS, L
ML.GDP @ 70%. TRI)LEX—HED 60% LI L BEIRA
AHHED 70%. tHRDEZEYD 70%I(EEHIZEFLTL
B

RRIECH LTI HFRBEREL . BFRAEIL 2016 &
10 BICZOTRILDFNI=Za—-T—N\0-FOIUAERIRT
S-S &KL, Final gL Em A D BEICET HFH
B & (Quito Declaration on Sustainable Cities and Human
Settlements for All) IZ& A&, 2050 FEXTIZHFE DO &ERH A O
(FIFIX 2 FI2GY., #BHEIE 21 HEEDOKRLEINICEST 5H
WD 122755, AAFFTE . HRH-XIEHRR. IRIE
BUABMEZENTHICESRTHIIONT EE. 1077,
EXHY—EX, BHORERG. RE.ZEF. EULMLE. R
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EPRAERGE . BAXLEERTEEEICRIBEEZRESE
B 1ERRTINS,

FrEEIXITHADITEUMNTD 1 DELTRDKSIZHRART
W5, TFIck bR, FELLEER . EEH.HIV / AIDS B
$E BHE. RER. Bt S RS LOAUITH—TILERE
FEH.R—LLR, F@E. FHERROCAR. #R. REE. E
NE#R. RV, BEG5KROBRIIx T 54k <75 E RT3
TEHIENMLETHD, ]

PEEEHEREH (CRPD) #HIEREDE 10 @yl avh
20174 6 A 13 A5 15 BETHESNz, ZOEET—T
(FTEEFEEFZN(CRPD)DE2D 10 & : FHERICEITS
EEEHELBOERRITIEBDOAIIIIL—230EREESMIT
Hot=. YITT—TIEIRDEYTHS,

PEEEFITH T HRAGENISHALL , FEEEER L
(CRPD) IZia > THHR AIREZA RS B4R (SDG) & ERT 51 D
TE~NDSMERRLBREREED/NN—F—2vTERES
®o

- NEERADEBEEEDAIIL—3 EEESM

AVON—LTREHRAER SV =a—T— N\ TV
DEREORE — EEAREFEEE L,

CBR &AL —L JRAFICEAL TR A F AT REFZ o 1= 1B R
DELIF, BHIAZ2ZFATORMAIZEDNTINS, LHL,
BE 20 FITH->T. 7O7. 72VADOHHIZH T HE R
BOEEELRYBOTOTSLMLDRENHo1=, K- FFF
BEOARMICHITHERME TIL, CBR EAMVIIIL—TRH
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EEOFELEEICEVWTERTHLDEFINoDEF Mg &
FZLDRTELD,

T DR LD KIS FEEEROTEFMNEBASTAL
ETERINTWS, ZOLSHEIZa=Tv1%, 8. Rik.
XAEOE TARBEMIZEZEHERNLRZITEND, Z<DT IL—
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CBR to CBID

Dr. Maya Thomas



“The more things change, the more they remain the same”
(Jean—Baptiste Alphonse Karr, 1808—1890)
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Introduction

This paper provides some reflections on community—based
rehabilitation (CBR) and community—based inclusive
development (CBID), followed by the need and response in the
field of disability and development over the last three decades.
It goes on to discuss how some things remain the same, despite
progress and change, and looks at some current and emerging
issues that stakeholders need to be aware of, in future planning

for inclusive development.
CBR and CBID

The term “community-based inclusive development (CBID)” seems
to be increasingly used in place of “community—based
rehabilitation (CBR)”. After three Asia—Pacific CBR
Congresses, the fourth one this year is called the Asia— Pacific
CBID Congress. The Declaration from the 3™ Asia Pacific CBR
Congress in Japan in September 2015 talks about
“Community—based Rehabilitation (CBR)/Community—based
Inclusive Development (CBID, also known as CBR)-*-..”. Some
international donors are using the term “CBID” to describe
their approach that encompasses health, education, livelihoods,
social and empowerment, which are the components of the
CBR Matrix. Others seem to be taking the position that CBR
will focus on physical rehabilitation while CBID will address the

social and environmental aspects.
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This raises some questions — is CBID just a new term for
CBR? Can the two terms be considered as synonymous?
Should CBID be viewed as a much broader concept that should
include all marginalised groups in a community and not just
persons with disabilities? Does CBID mean that from the twin
track approach that was being advocated earlier, we have

moved to a single track — that of mainstreaming?

The WHO CBR Guidelines (2010) is titled “CBR Guidelines:
Towards Community—based Inclusive Development”, implying
that CBR is a strategy to achieve inclusive development. The
Preface to the Introductory booklet states that “The guidelines
promote CBR as a strategy which can contribute to
implementation of the Convention on the Rights of Persons
with Disabilities, and of disability inclusive national legislation,
and which can support community—based inclusive
development.”

In 2011, I have argued that “Community—based inclusive
development is an aim or goal or an end result to be achieved—
of making communities and society at large inclusive of all
marginalised groups and their concerns, including persons with
disability. The rationale is that no one should be excluded from
development for any reason, be it gender, disability, ethnicity,
refugee status, sexuality or any other issue. CBR is the tool or
strategy to achieve the goal of community—based inclusive
development for persons with disability, just as other interest
groups in the community (gender, etc.), use their own strategies

to make development inclusive of their constituents.
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“CBR uses the principles of participatory community
development—social justice, self-determination, participation
and reflection—in an attempt to make development inclusive of
all persons with disability. CBR uses a ‘twin—track’ approach
to achieve the goal of community—based inclusive development:
1) Working with persons with disability to build their capacity,
address their special needs, ensure equal opportunities and
rights, and facilitate them to become self-advocates for their
inclusion in all development processes. 2) Working with the
community and society at large to remove barriers that exclude
persons with disability, and ensuring that persons with disability
have access to all development benefits in the same way as

others in their community.

“In communities where there are different stakeholders working
with different marginalised groups for the same goal of
community—based inclusive development, CBR needs to build
partnerships with those groups in order to maximise resources
and opportunities, and to develop a bigger collective voice in
advocating for inclusion. In communities where needs of other
marginalised groups are unaddressed, CBR will need to consider
how to include such groups in some of the activities like

livelihoods, for example” (Thomas, 2011).

It is almost a decade since the publication of the CBR
Guidelines, and there is an urgent need for greater debate on

the need and rationale for the use of different terminology for
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essentially the same activities that were being implemented in

different countries, to avoid confusion and misinterpretation.

The need — 1981 to date

In 1981, the WHO Expert Committee on Disability Prevention
and Rehabilitation had come up with recommendations for
developing countries on providing rehabilitation within the
context of community services, especially in relation to primary
health care; and integrating rehabilitation into the national
health care systems and other relevant sectors (WHO, 1981).
The Committee emphasized the lack of access to rehabilitation
in these countries, especially in rural and remote areas, and
suggested community based rehabilitation, backed by referral
and support systems, as one of the strategies to address the
gaps. Challenges were also noted at that time, in terms of
personnel, financing, technology, government policies and
commitment, research and coordination among different

sectors.

Over the three decades since, there has been much progress in
developing countries, in terms of laws and policies, government
support, coverage of services, human resource development,
evidence based practice, and growth of organizations of

persons with disabilities as self-advocates.

However, most of the challenges related to rehabilitation that
were noted in 1981 continue, as documented in the World
Report on Disability (2011). The Report has highlighted the fact
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that persons with disabilities lag behind in education and
employment, have less access to health care, tend to be
isolated from social, cultural and political participation, and
families with a disabled member experience higher rates of
poverty. Some other recent studies have shown that the
majority of persons with disabilities continue to live in poverty,
in remote areas that have limited coverage of health and
rehabilitation services. Poverty and the resultant poor health
care, lack of access to health care, lack of awareness, poor
hygiene and sanitation, and communicable diseases, continue to
be the largest contributors to the causation of impairment and

disability in these countries.

In 2017, the WHO meeting on “Rehabilitation 2030— A Call for
Action”, drew attention to the profound unmet rehabilitation
need around the world, especially in low and middle income
countries, and pointed out that the demand for rehabilitation
services will continue to increase due to changing health and
demographic trends related to ageing, disease and injury. The
meeting came up with points for action to strengthen
rehabilitation, many of which are similar to the 1981

recommendations.

In a similar vein, the Global Research on Developmental
Disabilities Collaborators have recently published an article on
developmental disabilities among children younger than 5 years

in 195 countries and territories, between 1990 and 2016.
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The study has highlighted the disproportionately high burden
of development disabilities in low and middle income countries,
and details the underlying causes of disabilities: refraction and
accommodation disorders leading to vision loss; otitis media
and congenital anomalies leading to hearing loss; congenital
anomalies and neonatal disorders, including preterm birth
complications, infections, and birth asphyxia leading to
intellectual disability; and neonatal disorders leading

to epilepsy. The study recommendations include the urgent
need for identification of the major causes and effects of
developmental disabilities in regions with the largest prevalence,
especially those with low resources. The study concludes that
“the global burden of developmental disabilities has not
significantly improved since 1990, suggesting inadequate global
attention on the developmental potential of children who
survived childhood as a result of child survival programmes,

particularly in sub—Saharan Africa and south Asia”.

The Charter for Change from the Global Disability Summit
held in the UK in July 2018 has 10 action points, two of which
are relevant to the issue of childhood developmental
disabilities. Point 8 states “ ‘Leave no one behind’ and put
the furthest behind first. We will champion the rights of the
most underrepresented and marginalised persons with
disabilities, of all ages, affected by any form of multiple
discrimination, and notably women and girls with disabilities”,
while point 9 is about “Gather and use better data and

evidence to understand and address the scale, and nature, of
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challenges faced by persons with disabilities, using tested tools

including the Washington Group Disability Question Sets”.

It is in this context that CBR becomes significant once again as
a relevant response to ensure access to health care and

rehabilitation by persons with disabilities.

The World Report on Disability (Chapter 3 on General Health
Care) recognises the role of CBR in promoting and facilitating
access to health care services for people with disabilities and
their families in low—income and lower middle—income countries.
The Report also recommends (Chapter 4 on Rehabilitation) that
in low—resource, capacity—constrained settings, efforts should
focus on accelerating the supply of services in communities
through CBR , complemented with referral to secondary

services.

Of the three objectives of the “WHO global disability action
plan 2014-2021: Better health for all people with disability”, the
second one is about strengthening and extending
rehabilitation, habilitation, assistive technology, assistance and

support services, and community—based rehabilitation.

Experiences in countries in the Asia—Pacific region (for
example, China, Vietnam, Laos, India) have shown that
CBR can play a significant role in activities such as early
identification and intervention, referrals and follow up at
community level, providing home—based rehabilitation,

organising educational, emotional and other support services for
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persons with disabilities and their families and mobilising
communities including local government. This is achieved
through building a decentralised network of services and
referrals from the community level upwards to provincial and
national level, with support from government, civil society and

organisations of persons with disabilities.

Past CBR experiences and lessons from different countries can
help inform future practice related to “Rehabilitation 2030 — A
Call for Action”. Global stakeholders and governments will need

to consider this in their planning for rehabilitation.

Vertical or horizontal?

When CBR was initially promoted thirty years ago, it was
proposed to be integrated into the primary health care system
as a vertical programme. Over the years, as CBR

evolved, concepts like inclusion, participation and rights—based
approaches became key goals; with this, CBR changed from a
single—sector, vertical programme into a horizontal,
comprehensive, multi—sector programme. The ILO, UNESCO
and WHO Joint Position Paper (2004) captures this change
well. Subsequently the CBR Matrix and CBR Guidelines (2011)
of WHO, UNESCO, ILO and IDDC have illustrated the potential

of CBR to grow into a comprehensive, horizontal programme.

The goal of inclusive development through the CBR strategy
needs a comprehensive, horizontal programme; it cannot be

reached through single sector, vertical programmes. Horizontal
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programmes need multiple resources in place, like government
policy and budget support, infrastructure, trained personnel and
materials, and mechanisms for multi—sector coordination. With
such resources in place, horizontal programmes can be cost—
effective and sustainable. More importantly, horizontal
programmes reach those in greatest need of services, as CBR
programmes have demonstrated in low income countries by
reaching persons with disabilities living in rural and remote
areas and in urban poor communities. Management of
horizontal programmes however, is complex due to the
presence of multiple stakeholders from different sectors; and
often the results may not be tangible or measurable.

The paradox is that in low income countries where the need for
horizontal programmes is greatest, the resources available to
support such programmes are inadequate. In the context of
CBR, many of the horizontal programmes that were running
successfully for many years were sustained through support
from external donors and not by country governments. With
withdrawal of donor support, these programmes have either

closed or scaled down, many into single sector programmes.

Of late it is observed that comprehensive CBR programmes in
some countries are opting to focus on single sectors like
education or livelihoods that are more like vertical programmes,
largely due to differing donor priorities. Vertical programmes are
attractive for donors because they demonstrate results faster
and they are generally easier to manage than horizontal

programmes, being more top—down and target—driven in nature.
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However, they can be more expensive to maintain and

sometimes may only provide short—term solutions.

While the horizontal and vertical approaches in relation to
disability and development seem to be diagonally opposed to
each other, there are now some debates around the possibility
of merging these approaches, and the need for a ‘diagonal’
approach. In the context of CBR, this would mean starting

with a vertical, single sector programme like education or
livelihoods in a community, for which it may be easier to obtain
funds. Subsequently, partnerships need to be developed with
key actors in other sectors in the same community, including
government and civil society stakeholders. There will be a need
to educate stakeholders and partners across different sectors,
along with donors, about the importance of CBR and inclusive
development and the needed strategies for implementation, to

ensure their on—going support.

Ideally, the choice of horizontal or vertical programmes should
not be dictated by donor priorities, but by the needs of the
community where a programme is being planned. Low and
middle income countries have witnessed far too many
programmes that have been donor—driven and unsustainable.
CBR and inclusive development programmes can be in danger
of going down the same road, unless key stakeholders like
governments, organisations of and for persons with disabilities

and donor groups can work together to ensure that the goal of
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inclusive development is reached in a relevant and sustainable

manner.

MDG to SDG

The Sustainable Development Goals Report (2017) reviews
progress made towards the 17 Goals in the second year of
implementation of the 2030 Agenda for Sustainable
Development. The report, based on the latest available
data, highlights both achievements and challenges in full
realization of the 2030 Agenda.

It is acknowledged in the Report that while considerable
progress has been made over the past decade across all areas
of development, the pace of progress observed in previous
years is insufficient to fully meet the Sustainable Development
Goals (SDGs) and targets by 2030. In relation to some of the
key indicators, it is stated that: “While nearly a billion people
have escaped extreme poverty since 1999, about 767 million
remained destitute in 2013, most of whom live in fragile
situations. Despite major advances, alarmingly a high number of
children under age 5 are still affected by malnutrition. In 2016,
an estimated 155 million children under 5 years of age were
stunted (low height for their age). Between 2000 and 2015, the
global maternal mortality ratio declined by 37 per cent and the
under—5 mortality rate fell by 44 per cent. However, 303,000
women died during pregnancy or childbirth and 5.9 million

children under age 5 died worldwide in 2015”.
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According to the report, progress has not always been
equitable; advancements have been uneven across regions,
between the sexes, and among people of different ages, wealth
and locales, including urban and rural dwellers. In his Foreword,
the UN Secretary—General Antonio Guterres states that
“Implementation has begun, but the clock is ticking. This report
shows that the rate of progress in many areas is far slower
than needed to meet the targets by 2030.”

Earlier reports on progress of the Millennium Development
Goals (MDGs) sounded very similar to the above, and that
should be a cause of worry to governments and other
stakeholders, particularly the people whom the SDGs are meant
for. The key principle of the SDGs is “Leave no one behind”.
If the present pace of progress to achieve the SDGs is not
sufficient, then it is likely that many marginalised groups of
people, including persons with disabilities, will be left behind yet

again.

It is hoped that the report will act as a spur to governments to
increase their efforts and resources to realise the SDGs. Givil
society groups, including organisations representing persons
with disabilities, will need to focus on increased efforts to
advocate for faster and more effective implementation of the
SDGs.
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The continued relevance of CBR

The World Report on Disability (2011) acknowledges CBR “as
one of the significant responses to address concerns related to
access to services, opportunities, participation and inclusion of

persons with disabilities.”

CBR Guidelines (2010) summarise outcomes of CBR:
“increased independence, enhanced mobility, and greater
communication skills for people with disabilities; increased
income for people with disabilities and their families; increased

self esteem and greater social inclusion.”

Evaluation studies from different parts of the world have
documented the role of CBR in transforming lives of persons
with disabilities.

Some key lessons learnt during CBR implementation include
the importance for a nodal ministry at the government level to
coordinate national coverage of CBR and to promote multi—
sectoral collaboration; collaboration between government and
civil society in promoting comprehensive CBR

programmes; linking of community level rehabilitation activities
to existing primary health care systems; awareness raising and
advocacy across different stakeholder groups at the time of
inception of CBR programmes; promotion of self—help groups
and associations of persons with disabilities; effective

supervision, guidance and training of CBR staff at the
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community level; and need to plan for coverage of CBR in a

country in a phased manner (Thomas, 2015).

CBR experiences across the Asian region have highlighted
some good practice in sustaining CBR. Self—help groups and
associations of persons with disabilities, who are the primary
stakeholders for CBR, can contribute to sustainability. Linking
these groups with other successful community based
organisations such as women’ s federations, can also be of help.
Collaboration between local government, parents, and CBR
staff has been reported to be successful in continuing some
CBR activities; while including persons with disabilities into
local level development councils can ensure that disability
issues are included in development planning. Using community
level volunteers (older, retired people who do not leave the
community in search of employment) has been reported to
contribute to sustainability, it is also reported that local
volunteers, who gain prestige in the eyes of the community
during the project implementation, often continue with and

expand their activities even after project tenure ends.

Emerging issues

Of late, there has been some debate on the emerging
challenges that CRR will need to consider and deal

with. Yuenwah (2012) lists some that are relevant to the Asia—
Pacific region: rapid urbanisation, increased incidence of non—

communicable diseases, disasters and climate
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change, demographic transitions leading to increasing numbers
of elderly persons, and economic challenges that can have an

impact on poverty and food security.

Ageing

In some countries, older persons constitute a
disproportionately large group among populations of persons
with disabilities. On the one hand, better health care access
has led to increased longevity for many persons with
disabilities; and on the other, longevity in persons without
disabilities has led to higher incidence of age—related and other
disabilities in the elderly population. It appears that people aged
80 years and above constitute one of the fast growing age
groups world—wide. All the challenges faced by persons with
disabilities in low and middle income countries — barriers in
access to services; low availability and affordability of need—
based services, especially in rural communities; and lesser
numbers of trained personnel — will be challenges for ageing
persons with disabilities as well. The challenges are
compounded by the fact that changes in traditional family
structures have resulted in lower availability of care—givers and
support systems in the community. In some low and middle
income countries, population trends showing an increasingly
ageing population has led to a situation where the younger
people have to care for a disproportionately larger number of

elderly persons in their families.
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Addressing needs of elderly persons with disabilities, especially
the varied health care and rehabilitation needs, can be cost—
intensive. It is in this context that CBR programmes in low and
middle income countries may be viewed as a possible cost—
effective response to address the needs of older persons with
disabilities in the community, since such programmes have
many years of experience in working with families and
communities in promoting inclusion and participation of children
and younger adults with disabilities. In some countries, CBR
programmes have already moved in this direction, for example,
including elderly stroke survivors in home based rehabilitation
activities, providing family education and counselling, and

access to income generation.

New Urban Agenda

The UN Habitat (2016) estimates that globally, cities today
occupy approximately only 2% of the total land; however, they
account for 70% of the GDP, over 60% of global energy
consumption, 70% of greenhouse gas emissions and 70% of

global waste.

Recognising the challenges associated with rapidly increasing
urbanisation, stakeholders came together to adopt the New
Urban Agenda in Quito, Ecuador, in October 2016. According to
the Quito Declaration on Sustainable Cities and Human
Settlements for All, “By 2050 the world urban population is

expected to nearly double, making urbanization one of the 21st
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century’ s most transformative trends. As the population,
economic activities, social and cultural interactions, as well as
environmental and humanitarian impacts, are increasingly
concentrated in cities, this poses massive sustainability
challenges in terms of housing, infrastructure, basic services,
food security, health, education, decent jobs, safety, and natural

resources, among others”

In one of the points under the Call for Action, the Quito
Declaration states: “We recognize the need to give particular
attention to addressing multiple forms of discrimination faced
by, inter alia, women and girls, children and youth, persons with
disabilities, people living with HIV/AIDS, older persons,
indigenous peoples and local communities, slum and informal
settlement dwellers, homeless people, workers, smallholder
farmers and fishers, refugees, returnees and internally displaced

persons, and migrants, regardless of migration status.”

The 10th session of the Conference of States Parties to the
CRPD was held from 13 to 15 June 2017, with the main theme
of “The Second Decade of the CRPD: Inclusion and full
participation of persons with disabilities and their
representative organizations in the implementation of the
Convention”. The sub—themes were:

. Addressing the impact of multiple discrimination on
persons with disabilities and promoting their participation and
multi—stakeholder partnerships for achieving the SDGs in line
with the CRPD;
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. Inclusion and full participation of persons with
disabilities in humanitarian action;
. Promoting inclusive urban development and

implementation of the New Urban Agenda — Habitat III.

Much of the earlier available information on CBR and inclusive
development is based on work in rural communities. Over the
last 2 decades however, there have been reports from Asia and
Africa of programmes working with people with disabilities in
urban poor communities. Urban poor communities in low and
middle income countries differ from their rural counterparts in
many ways that have implications for planning and managing

CBR and inclusive development activities.

Urban slums are largely comprised of migrants from rural areas,
coming in search of employment. Such communities tend to be
heterogeneous in nature, in terms of language, ethnicity and
culture. Many groups are like a floating population due to
seasonal migration or they may move from place to place within
a city depending on where they find employment. While rural
areas have a largely agrarian economy, urban slums have a
preponderance of unskilled labour working in the informal or
unorganised sector. Population density is high in urban slums,
compared to the rural areas where it is sparse and people are
scattered over large areas, sometimes at a great distance from
each other. Unlike rural communities, urban slums have mainly

nuclear families.
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It has been reported that community organisation and
mobilisation for CBR and inclusive development is more difficult
in urban poor communities, because of their heterogeneous and
transitory nature, existence of social problems, absence of
extended family support and lack of formal or traditional
structures and leadership. Often the priority need expressed

by families in an urban CBR context is financial support.

Urban areas have better infrastructure, information and
communication facilities compared to rural areas in low and
middle income countries. There is also greater availability of
services related to CBR such as education, healthcare, skills
training and employment opportunities, but access to these
services can be limited because of poverty and lack

of awareness.

The New Urban Agenda recognises the need to address
discrimination faced by persons with disabilities, along with
other marginalised groups. Future CBR planning will require to
be aware of and use frameworks like the Urban Agenda and
Sustainable Development Goals (SDG) in planning, implementing

and advocating for inclusive development.

Social Protection

‘Social protection’ as defined by various international agencies
like the World Bank, the International Labour Organisation and
the Asian Development Bank among others, refers to policies

and measures that help to reduce poverty and vulnerability, and
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enable people to deal with the economic and social difficulties

that they face throughout their lives.

Many countries have policies to provide social protection for
people with disabilities and their families, either through
programmes meant for the general population, or through
specific programmes meant for them. In low and middle income
countries, social protection policies for persons with disabilities
have tended to view them as incapable of earning income, and
therefore as objects of charity, in need of ‘protection’. The
policies tend to focus on providing a basic level of assistance
to compensate for ‘inability to work’ . However, this can
actually be a disincentive to seek employment, and only serve
to perpetuate the charity and welfare approach towards
persons with disabilities. Such a narrow view of social
protection has been criticised by stakeholders in the disability
movement who have advocated for a rights—based view that
provides persons with disabilities with equal opportunities to

enable their inclusion and participation in their communities.

It is in this context that the Convention on Rights of Persons
with Disabilities (CRPD) has played a significant role in bringing
about a broader understanding of social protection that is
rights—based. According to Article 28 on ‘Adequate standard of
living and social protection’ in the CRPD,

1. States Parties recognise the right of persons with disabilities
to an adequate standard of living for themselves and their

families, including adequate food, clothing and housing, and to
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the continuous improvement of living conditions, and shall take
appropriate steps to safeguard and promote the realisation of

this right without discrimination on the basis of disability.

2. States Parties recognise the right of persons with disabilities
to social protection and to the enjoyment of that right without
discrimination on the basis of disability, and shall take
appropriate steps to safeguard and promote the realisation of
this right.

Along with other key rights such as access to health care,
education, employment or living independently in the
community, the right to social protection contributes to the
empowerment of persons with disabilities, and to the realisation
of the Sustainable Development Goals (SDG).

The CBR Guidelines (2010) has recognised the importance of
social protection and called for CBR to “facilitate the access
of people with disabilities to mainstream or specific social
benefits and promote the provision of social protection

”
measures .

Globally however, coverage of social protection measures
across populations is less than adequate. According to the
“World Social Protection Report 2017/19: Universal social
protection to achieve the Sustainable Development Goals”,
only 45 per cent of the global population is effectively covered
by at least one social benefit, while the remaining 55 per cent,

about 4 billion people, are left unprotected. The report states
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that only 29 per cent of the global population enjoys access to
comprehensive social security, while the other 71 per cent or
5.2 billion people are not, or only partially, protected. In
relation to persons with disabilities, the findings of the report
show that only 27.8 per cent of persons with severe disabilities
worldwide receive a disability benefit. The report calls for
increased government spending, especially in Africa, Asia and
the Arab States, to provide at least some basic social

protection for all.

Today, international agencies are focusing on social protection
as one of the priorities in their policy frameworks on persons
with disabilities. DFID’ s strategy for Disability—inclusive
Development 2018-2023, has social protection as a strategic
pillar, emphasising the need to advocate for more disability
inclusive social protection systems, to increase the global and
national focus on and support for disability inclusive social
protection, and to build the evidence base around inclusive

social protection and push for more data disaggregation.

In September 2019, the World Bank and the ILO, together with
other leading development agencies, will meet during the 71st
session of the UN General Assembly to present the Global

Partnership for Universal Social Protection.

Stakeholders working with and for persons with disabilities,
especially those involved in CBR and inclusive development
programmes in low and middle income countries, need to be

aware of the importance of social protection as a current
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development priority and tailor their activities accordingly, in

line with international frameworks.

Conclusion

[13 ”
A rose by any other name would smell as sweet” (From

William Shakespeare’ s ‘Romeo and Juliet’).

It does not matter what terminology is used, provided there is
no confusion among stakeholders about what it means.
Ultimately, what matters is whether needs on the ground are

being addressed in a relevant and sustainable manner.
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