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Abstract
Two main rehabilitation strategies, known as Institutional Based Rehabilitation (IBR) and Community Based Rehabilitation (CBR), are reviewed in this research paper as they have been perceived as two dichotomous strategies. The primary data gathered in this research shows the significant contribution of this third rehabilitation strategy in terms of moving the spectrum towards more community based rehabilitation.

This research looks into the pattern of rehabilitation support provided by non-governmental agencies for children with disabilities in rural low per-capita income area. There are also findings which provide insights into what are the constraints faced by the organisation providing rehabilitation services. Acknowledging these constraints provides a possibility to meet the challenges and a better way forwards towards the realisation of ideal CBR.
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About the use of the term Mediator

Mediators are local contact persons for Stichting Liliane Foundation (SLF) who form the link between the child/ family and SLF. Mediators, in general are part of a local organisation that has legal authority to receive foreign funds/ support. In principle, mediators are those who are directly involved in the field level activities. However, in some cases mediators can also delegate the direct field implementation of the SLF project to a co-worker who is part of the staff of his/ her organisation. 

Chapter 1 Introduction

The promotion of Community
-based Rehabilitation (CBR) started by the World Health Organisation (WHO) with the primary goal to ensure greater coverage of services to people with disabilities, especially those who live in developing countries. Over three decades since the initiation of this rehabilitation strategy, yet many persons with disabilities still are not receiving the services they need and the vicious cycle of disability and poverty also remains unresolved. 

This research is designed with this concern as a starting point and the researcher’s own 5 years working experience in the field of disability as motivating factor. In her work, the researcher has found herself asking several questions related to the realization of CBR including the question of the (comparative) benefits gained from CBR, how does it work in different contexts (e.g. urban and rural context, for persons who are less impaired to those who are severely impaired, for persons with mobility impairment and hearing impairment), how does the current set up of services including those organised in an institutional setting, can fit into the ideal goal of CBR i.e. full inclusion of persons with disabilities in society, and what are the pitfalls of CBR, etc. 

1.1 Research Question and Objective

Acknowledging that situations and reality at the grass root level can be very complex and making a decision about which rehabilitation strategy
 would be the most effective and appropriate for a child with disabilities, therefore, can be quite difficult and sometime dilemmatic. This particular research takes the following question as it’s first entry point for investigation.
What determines why a child with disabilities receive certain type of rehabilitation strategy? 

The objective of this research is to investigate the factors i.e. issues, contexts and challenges faced or taken into account by non-governmental agencies in deciding the rehabilitation strategy and to analyse the pattern of the rehabilitation support provided to children with disabilities. The final research question following some considerations
 is reshaped into: 

What determines the pattern of rehabilitation support offered by non-governmental agencies to children with disabilities in low per capita income, rural contexts?
1.2 Setting up the scene for the research

Stichting Liliane Foundation

The empirical work for this research was done with an organisation which has 29 years of experience working on rehabilitation of children with disabilities. The organisation; Stichting Liliane Foundation, is an organisation based in the Netherlands with the main goal to support access to medical and social rehabilitation for children and youngsters with disabilities, up to 25 years, in developing countries. As donor organisation, Stichting Liliane Foundation (SLF)’s core support is translated through direct assistance for individuals with disabilities aiming at meeting their specific needs (SLF, 2008).

The following table (Table 1) describes the number of children supported in 2008 and the number of local organisations in partnership with SLF.

Table 1 Stichting Liliane Foundation’s direct child aid in year 2008 per continent

	Stichting Liliane Foundation’s direct child aid in year 2008 per continent 

	
	Africa
	Asia
	Latin America

	Number of children assisted
	30,879
	35,646
	14,533

	% of total amount
	38%
	44%
	18%

	Number of active mediators
	1,298
	575
	496

	% of total amount
	55%
	24%
	21%

	Expenditure
 (€)
	5,859,684
	3,366,717
	2,428,794

	% of total amount
	50%
	29%
	21%

	Justified
 (€)
	5,114,946
	3,257,460
	2,164,193

	% of total amount
	49%
	31%
	21%

	Average contribution per child (€)
	165.64
	91.38
	148.92

	Average number of children per mediator
	24
	62
	29


Source: SLF database

SLF works through mediators who mostly are staff of local organisations. Some of these local organisations are institutions who offer rehabilitation services to children with disabilities. Some are religious congregations with social projects to help poor and vulnerable groups in the society including those with disabilities. Some are organisations with a wider range of projects and may be seen as  mainstream developmental organisations. 

Furthermore, SLF as organisation has the commitment to assist children with disabilities with rehabilitation based on their needs and has not specifically mention CBR as the main focus for its’ service. Thus, the rehabilitation services of children with disabilities supported through SLF direct assistance (fund)  include both IBR, CBR, as well as OR. The National Coordination Teams (NCTs) 
 in many countries, however, are encouraged to engage in developing more of CBR strategy in their work and partnership with local organisations. With these variations in the characteristic of the local organisations partnering with SLF, the organisation was foreseen as a good setting for this research, with anticipation of differentiated and rich information to study.

Sample Population

To have a meaningful study, the sample population for the research was narrowed down to only take the cases of children with specific types of impairments and within certain category of age. The type of impairments covered in this research includes mobility, visual, hearing and speech, learning, and multiple disabilities. The age range of the children is those of age 11 up to 15 years old at their entry point to the support from SLF. These two aspects of narrowing the sample population are taken, specifically to be able to reflect the possible aspect of difficulties face by this group of children within the age range and with the selected types of impairment. 

Children within the age range of 11 to 15 years old face the transitional dimension between childhood and adulthood. The issue of formation of identity at this age becomes significantly important and as such the choice of rehabilitation strategy might affect their process of forming an identity with the self-confidence to appear in public without shame. Some can critically assess whether being in the community is productive or counter-productive to this process. Or being with peers sharing same experiences in institutional setting is productive or counter-productive to the process. It was hoped that this research can set up tentative conclusions in this assessment which could then be used as scene-setting for future research.

Geographical setting

Stichting Liliane Foundation works in three regions i.e. Africa, Asia and Latin America. The management of the works, however, is organised into four regions mainly with language as the main consideration. The regions are thus divided into English speaking Africa, French-speaking Africa, Asia, and Latin America. 

The setting for this research was narrowed down to Asia as one of the regions where English can be use as the language of mediation. The reason that the research is not done in any English speaking African countries is due to the knowledge of the researcher about this continent is very little compared to her knowledge about Asia, in particular South-east Asia and Indonesia specifically. 

In Asia, four countries have the National Coordination Team (NCT) of SLF; i.e. India, Bangladesh, Philippines and Indonesia. With India and the Philippines being more developed in term of the implementation of CBR, it was perceived that with potentially more existing IBR in Bangladesh and Indonesia and the transitional nature of the programme towards adopting CBR strategy, one of these two countries might give rich data for this research. 

After few discussions with the Bangladesh NCT, the researcher was informed that there is no IBR institution existing in Bangladesh officially. Some organisations with a significant IBR services in the countries mostly referred themselves as non-IBR institution as they also provide OR or CBR services. With this discovery, the geographical setting is finally narrowed down to Indonesia. With the researcher’s knowledge and experiences working in Indonesia, this decision becomes a purposively justifiable decision. Following this decision, another careful assessment of characteristic of the programme in Indonesia is done with SLF Regional Manager for Asia, resulting in a pragmatic decision to focus the research on Flores Island as one of the low per capita income rural areas of Indonesia.

Statistical Data on the Disability Profile in Indonesia

The total population in Indonesia is 237,512,352 as of July 2008
. The Bureau of Statistics 

The WHO estimates that approximately 10% of the worlds population suffers from disabilities. In the context of Indonesia that would translate into approximately 20 million people with disabilities in 2000. Despite the national surveys conducted by the Bureau of Statistics and Susenas, the Department of Social Affairs has estimated that approximately 6 million people with disabilities, or 3.11% of the total population of Indonesia
.

According to the Bureau of Statistics of Indonesia, the accuracy of the disability statistics is uncertain and detailed information on the particular types of disabilities and related statistics is still lacking because of difficulties in collecting data. The statistics are developed based on a household approach which excluded data of people with disabilities living outside the home, such as those in institutions or streets. 

The following data about disability in Indonesia (see table 2) is from the National Survey conducted in Indonesia in year 2000
. 

Table 2. Persons with Disabilities by Type in Indonesia

	Category
	 Persons
	%

	  Handicap
	743
	40.3

	  Blind
	314
	17.0

	  Mental Defect
	247
	13.4

	  Deaf
	222
	12.0

	  Mute
	132
	7.2

	  Psychotic
	126
	6.8

	  Deaf and Mute
	59
	3.2

	Total
	1,843
	100.0

	Total Households in Survey
	241,195
	

	Prevalence Rate
	0.8%
	


Source: 2000 National Survey, SUSENAS

Another survey conducted in 2000 placed the total number of PWDs at 1.5 million people. 66 % of these people with disabilities live in a rural setting
. Of those who live in rural setting, 15.7% are of age 11-18 years old. 
Demographic data on Flores Island of Indonesia

Flores is an island in East Nusa Tenggara Province of Indonesia, with an estimate population of around 1.6 million people. Based on the information and data of the Indonesian Chamber of Commerce and Industry
, in East Nusa Tenggara region the minimum wages rates in 2002 was around Rp. 184,000 per month – Rp. 330,000 per month with the income per-capita in 2001 is recorded as much as Rp. 732,100.00 per year or equivalent to 69,95 USD (based on Rupiah – USD rate of 31-12-2001) 
Map 1 Flores Island
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Health service facilities are available in this province, consist of 13 hospitals owned by the government, 2 military hospitals, 8 private hospitals, 1 hospital for medical patients of leprosy (One of the SLF mediators is linked with this hospital), 30 maternity hospitals, 209 public health centers, 821 assistant public health centers, 189 mobile public health services, 15 medical clinics, 6,763 integrated service centers, 275 clinics of family planning and 1 medical laboratory. 

1.3 Research Methodology 

This research adopts case study approach with participatory action research as a method in exploring and analysing the set of cases gathered. During each stage of the research a group of key people in the head office of SLF, i.e. the Director and the Regional Programme Managers has significant level of engagement. The Asia Regional Programme Manager and the Indonesian National Coordination Team engage in discussion in different stage of  the research both as informant and (co-)researcher. In the appendix 2 of this research paper an example of practical adoption of action research is presented.

A number of case stories and data sets of a number of children with disabilities being supported through direct assistance of SLF are gathered as the primary source of the study in this research. The case stories of children receiving support in different form of rehabilitation’s strategies are written up by selected number of mediators of SLF.

To complete the participatory action research process, the Indonesian NCT and mediators of SLF from local non-governmental organisations, which provide or facilitate rehabilitation services for children with disabilities in Flores, will come together to identify and discuss the action plan following the findings and recommendations of this research. However, due to time limitation, the output of this process will not be included in this research paper. As reference, the initial workshop design for this activity can be found in the appendix 3 of this research paper.
Negotiating and Defining terms used in this Research

During preliminary data review at SLF Head Office an interesting finding was made where a home delivered type of rehabilitation strategy, which is significantly falling short of the ideal empowering CBR strategy, is in place for a number of children assisted by SLF. 


From a literature review, a possible label was found regarding this type of rehabilitation strategy. In WHO document on “Community-Based Rehabilitation and the Health Care Referral Services; a Guide for Programme Managers” (1994), this strategy was referred to as one of the main rehabilitation strategies, then it has been subsequently largely neglected and is called Outreach Rehabilitation (OR).

Outreach rehabilitation services are typically provided by health care personnel based in institutions. Such a programme provides for visits by rehabilitation personnel to the homes of people with disabilities. The focus is on the disabled person, and perhaps the person’s family (WHO 1994: 4). 

The references on this particular rehabilitation strategy after this 1994 document then disappeared behind the domination of the discourse of CBR. 

However, for this research the discovery of the existence of this third rehabilitation strategy provides an additional dimension to the study.

To minimize the challenge and to ensure objective assessment, soon after the design process with the adoption of action research strategy, a process of negotiating the three forms of rehabilitation strategies was established. Programme managers in the head office of SLF are engaged in this discussion and another online discussion was established with the key programme staff at a coordinating office at national level. 

The first tendency at national level is to claim that most partner organisations are doing CBR and very view are still working as IBR organisation. However, the question is not whether an organisation is a CBR organisation or IBR organisation but whether an organisation adopts only one strategy or two or even all three of them, in ensuring the rights of the child with disability are met and fulfilled. This is certainly not an easy task, especially when a question related to CBR is placed. Often this is seen as a time where an evaluation is in place, of which ‘still’ working with IBR strategy is seen as a non-preference or less-favourable choice. This kind of tension grows due to, what Susie Miller (1995) refers as, the polarization between CBR and IBR, i.e. the attitude of ‘community is right, institution is bad’. 

In the article on “Controversies on Some Conceptual Issues in Community Based Rehabilitation”, Maya Thomas (1998) explained that the controversy between CBR and IBR actually becomes irrelevant as most CBR programmes need to depend on institutions for services which they cannot deliver in a home context. 

Whilst the bias towards CBR and not IBR at national level exists, another question was being raised at head office level. Whether in fact there are existing ‘rehabilitation’ supports in the form of Outreach rehabilitation. In which was clear OR differ from CBR.. This specific question is relevant in term of differing between CBR as rehabilitation involving the community to OR as ‘rehabilitation done in the community’.

Finally after discussion and seeking clarification through examples of different possible cases, for this research the following practical criteria were adopted as criteria to be used to define the differences between the three strategies:
CBR – Community-based Rehabilitation is a rehabilitation strategy where:

· The individual child or youngster lives at his/her parent/ relative’s home

· This child or youngster and/ or the parents and relatives are trained to be able to do and/ participate in the rehabilitation independently of outside experts. 

· In this rehabilitation, others living in the same village or geographical setting (so-called ‘community’) are also the target of the rehabilitation, where there are members of the community or group(s) in the community who participate actively in an empowerment process.

OR – Outreach Rehabilitation is a rehabilitation strategy where:

· The individual child or youngster lives at his/her parent/ relative’s home

· This child or youngster and/ or the parents and relatives are trained to be able to do and/ participate in the rehabilitation independently to some extent. 

· The rehabilitation relies on rehabilitation staff who is not a member of the community where the child or youngster lives.

· The rehabilitation exercises and/ or the rehabilitation process are done on regular or timely basis according to the visit schedule of the outreach rehabilitation staff.

IBR – Institutional-based Rehabilitation is a rehabilitation strategy where:

· The child or youngster temporary lives in an institution for a period of at least 6 months or more.

· This child or youngster receives his/ her rehabilitation exercises through an institution (organisation educational, medical, etc.) or during his/ her stays in the residential homes or rehabilitation centre or dormitory.

· Note: Included in this category is rehabilitation where the child or youngster sometime goes home to visit and live with his/ her parents/ relatives and then comes back to live in the dormitory or the residential homes or the rehabilitation centre, thus an element of judgement is required to assess whether the child is being ‘institutionalised’ by his/her experience.

Tools for Data Collection and Information Chain

An initial informant set of all nine mediators of SLF in Flores Island of Indonesia was drawn from SLF data base. The variables are mainly statistical in nature, presenting the list of children in terms of name, case number, sex (male/female), type of impairment, type of assistance, year of birth, date of first support and date of last support. 

Beside this quantitative data, SLF also kept the data of each child in qualitative forms. For each child there are some formats of case justification and progress report for the assistance they receive, which contain some qualitative information. In addition, every mediator is encouraged to send in some case stories of selected number of children receiving support from the organisation. 

Due to the fact that SLF has decentralized its operation by setting up the National Coordination Teams (NCTs), the number of the case stories available at the head office are  limited. The NCTs have kept most of the case story files in the national office level and compile a final report accordingly. Despite of the limited records, the researcher was still able to access some of the case stories to know what kind of qualitative information can be gained from them for this research. 

It was an interesting exercise to study these case stories because the format include what has been achieved through the support provided by SLF, sometime along with some lessons learnt and insight stories of challenges and barriers in providing rehabilitation services or in achieving progress in the child development. However, the format has not specifically been written with information on type of rehabilitation for each child. As such, the case stories was useful only for background understanding.

With the above data limitation in the research, it was important to get additional qualitative information from the field. As the researcher could not do the field research herself, the field data collection was done remotely through the coordination of SLF’s NCT in Indonesia. The data collection and information chain for this research is illustrated in Figure 1.
Figure 1 The Research’s Data Collection and Information Chain
	The Research’s Data Collection and Information Chain for qualitative field data

	Head Office of Liliane Foundation          NCT in Indonesia            Mediators / POs in Flores Island


Researcher


Source: own-construction
Acknowledging the potential benefit from this chain and at the same time the limitation, the research tool was then designed carefully to ensure simplicity and clarity. The tool in appendix 1 was designed and finalized after consultation with key staff both at head office and national office levels. Three main parts in the data gathering tool include: introductory questions (part 1- ‘Pertanyaan pendukung’), table of data and a guide how to fill in the data along with clarification of definitions (part 2 – ‘Tabel data anak dan acuan untuk pengisian’), and optional case stories’ format (part 3 – ‘Cerita pilihan 1 & 2’).

Despite careful preparation of this data gathering tool, there was still limitation in the understanding the tools. Two out of the five data sets sent back by the mediators were not completed with the information regarding the type of rehabilitation strategy. As such, these data sets could not be used for the analytical purpose. This aspect shows that the approach through the data collection and information chain has its own limitation compared to direct field research where such gap can be immidiately addressed through the provision of additional explanation.

1.4 The Structure of Presentation

This research paper is organised with 3 major chapters. The first chapter will explore the global debate on disability/ impairment and the advocacy of CBR as against IBR as approach and describe the conceptual aspect and challenges of CBR. This chapter will bring us into the conceptual development of CBR and reveal the assumptions behind this approach as studied through literature review of policy papers from the major developmental agencies who promote the approach especially The World Health Organisation (WHO). 

Next to this chapter is a chapter which present the analysis of the pattern of rehabilitation support  and reality of children with disabilities in Flores Island of Indonesia followed with the fourth chapter which analyse of the reasons of each organisation in delivering certain type of rehabilitation support.

The fifth chapter presents the analysis of the three rehabilitation strategies using the model of relation between different stakeholders as a framework. This chapter highlights the strengths and limitations of each approach and draw the analysis to present the complementary aspect(s) of each strategy.

Finally, the paper ends with conclusion and recommendation.

Chapter 2 The Global Debate and Conceptual Development in the Advocacy of CBR

The World Health Organisation stated the promotion of a CBR strategy in 1976. The issue of increasing provision of rehabilitation
 services from institutions mostly reaching those living in or close to urban areas and leaving out those at rural settings who also have the needs for services became one of the main reason for introducing this strategy. 

The other key supporting reason was the unit cost of these institutional services being seen as very expensive due to delivery by specialized institutions with highly qualified staff, equipped with high technology. With this ‘low coverage - high cost” concern and the Alma-Ata Declaration on Primary Health Care (PHC) policy “Health for All’ which was also part of the major WHO’s strategic development within those years, the organisation felt a significant need to look for a new strategy to make some significant changes.

2.1 Community-based Rehabilitation ‘versus’ Institutional-based Rehabilitation

The first WHO’s CBR policy document which was published in 1974, pointed out four major changes in applying the approach, including the following:

(ii) 
to make services easily accessible and give sufficient coverage as many tasks as possible should be performed at the community level utilizing simply, but sufficiently trained local manpower and locally available materials; 

(iii) 
expensive institutions, complicated equipment and dependency on highly trained professionals should be de-emphasized; when already in existence, such resources should be directed to serve in the referral system that is necessary to provide supervision and continuous training for the community components;  (Helander 2007: 8)
The above two points become then the starting point for tension between Institutional based Rehabilitation (IBR) and Community based Rehabilitation (CBR); CBR being the preferred strategy and IBR being the non-preferred approach. CBR as a strategy with the potential of lowering the cost of rehabilitation services and increasing the coverage to reach those who have limited to no access to institution based services vs. IBR as strategy with high cost and lower coverage. Furthermore, CBR was seen as an approach which has higher potential for sustainability, as IBR was seen as a strategy that created and fostered dependency. These early developments of CBR initiated a tendency to view the two acronyms as representing two closed dichotomous alternatives.

After the take off of this 1974 WHO policy document , which in 1978 was named ‘Community-based Rehabilitation Programme’, another significant development took place. In 1983, the concept of ‘the medical and social models of disability’ (Oliver 1990) were introduced by an academic in the field: Mike Oliver. Oliver said that the idea behind the conceptualization of these two different models of disability was taken from the distinction between the definition of impairment and disability
 made originally by the Union of the Physically Impaired Against Segregation in 1976 (ibid). 

The concept of medical model of disability focuses on the individual person and looks closely on her/ his impairment and aims at treating the impairment in ensuring the person’s ability to life a meaningful life. On the other hand, social model of disability focuses on the barriers that exclude people with disabilities in living a meaningful life and aim at creating an enabling environment leading to full inclusion in society. 

This conceptual development made a significant breakthrough in terms of the perspective regarding the rehabilitation strategy of people with disabilities. The notion of treatment in the medical model of disability was viewed as being the reflection of the IBR approach. Whilst on the other hand, the notion of inclusion in the social model of disability was viewed as being well reflected in the CBR approach. Though this research throws doubt on this alignment. The tension between the two models; i.e. the medical model being viewed as the unfavourable model as it places the problem on a person with disabilities rather than the external factors which hinder his/her potential, further emphasized the binary distinction between the two rehabilitation strategies. IBR stays on one end of the spectrum with its medical model and CBR on the other end of the spectrum with its social model. 

The dichotomous distinction between IBR and CBR is illustrated in Table 3.

Table 3 Spectrum of rehabilitation of Person with Disabilities

	Table 1 - Spectrum of Rehabilitation of Person with Disabilities

	Institutional-Based Rehabilitation
	Community-Based Rehabilitation

	Institutionalization
	Inclusion

	Higher in cost, lower in coverage
	Lower in cost, higher in coverage

	Medical model
	Social model

	Focus on ‘fixing’ the individual
	Focus on ‘fixing’ community

	Foster dependency
	Foster sustainability


Source: own construction

2.2 Institutional-based Rehabilitation as ‘Referral Center’?

In order to promote a common approach to the development of CBR programmes, in 1994 three major UN agencies: ILO, UNESCO and WHO issued a joint position paper on CBR. This first joined paper on CBR was titled: ‘Community Based Rehabilitation for and with People with Disabilities’ (ILO, UNESCO and WHO, 1994). 

Within a decade after the release of the first joint paper, some progress was made. The International Consultation to Review Community-Based Rehabilitation in Helsinki, Finland, 2003, marked another milestone. UN Organisations including WHO who organized this consultation, Non-Governmental Organisations (NGOs) and DPOs made a joint effort of reviewing CBR. The focus of the review was to identify some renewed efforts which can ensure that all communities with people with disabilities irrespective of age, sex, type of disabilities and socio-economic status, exercise the same rights and opportunities as other citizens in society – “A society for all” (ibid). 

The recommendations agreed from this international consultation were then incorporated into the ILO, UNESCO and WHO’s Joint Position Paper 2004. This extensive and detailed joint position paper titled ‘CBR: A Strategy for Rehabilitation, Equalization of Opportunities, Poverty Reduction and Social Inclusion of People with Disabilities’ marked another evolving progress in the conceptualization of CBR with the emphasis continue to ensure that ‘the needs of people with disabilities being addressed by their communities’ (ibid). 

Five concepts were highlighted in the strategy as relevant concepts to CBR and of stakeholder involvement; i.e. ‘Disability and Rehabilitation’, ‘Human Rights’, ‘Poverty’, ‘Inclusive Communities’ and ‘Role of Organisations of Persons with Disabilities (DPOs)’ (ibid). The concept of ‘Inclusive Community’ highlights potential radical challenges of CBR as a reflection of the social model of impairments.

In both Joint Position Papers (1994 and 2004) it was acknowledged that within CBR there is still a need for specialized services from specialists outside the community. The 1994 Joint Position Paper extensively described these specialized services as ‘Referral services for people with disabilities’ highlighting the fact that although community is able to handle a large part of rehabilitation process, there are situation where the community do not have the expertise to perform certain task. This is where the linkage between community and referral services outside is seen important (ILO, UNESCO, WHO, 1994: 12-13). 

These referral services are being highlighted in the Joint Position Paper 2004 with the emphasis on it being part of the aspect of multi-sectoral support for CBR. The three most relevant aspects according to the Joint Position Paper 2004 are the support from the health sector, educational sector and the employment and labour sector (ILO, UNESCO and WHO, 2004: 18-21).

It was not clearly mentioned in these documents whether these referral services can be provided by either specialized institutions providing IBR services, or home visiting care providers. However, the mentioning of these referral services as supporting aspect within CBR strategy, open up the possibility to reduce the tension between IBR and CBR strategies and provide room for complementary role of these two strategies. 

Nevertheless, the documents did not clarify many aspects and dynamics of the referral nature of specialized services. The concerns over the high cost of IBR, the aspect of institutionalization vs. inclusion, and how to ensure the institutional services will not foster dependency were not clearly addressed in these joint papers. The outcomes of which, still leave a partial understanding of the frontiers between rehabilitation strategies and how to best combine different approaches in terms of fulfilment of rights of people with disabilities.

2.3 The challenge of practical and ideal CBR; CBR as a concept and a practice 

Referring back to historical development, in human history the existence of rehabilitation prior to establishment of formal rehabilitation services by institutions has always been in the community. Flinkenflugel (2004: 7) wrote, ‘In any communities, and at all times, people with disabilities have lived their lives and have (re)habilitated themselves in the absence of formal trained rehabilitation workers and with or without the help of family and community members’. For many children with disabilities, in some regions and/ or communities or social group, it is possible that the only rehabilitation they can access is within their own communities. This kind of CBR need to be acknowledged as a pre-existing CBR to the promotion of CBR concept which derived from external agencies.
The  process of conceptualization of CBR has shifted in more socially radial terms, since the WHO’s 1976 policy document. The WHO, ILO and UNESCO defined the concept of CBR in the 1994 position paper as follows:

CBR is a strategy within general community development for the rehabilitation, equalization of opportunities and social integration of all people with disabilities. 

CBR is implemented through the combined effort of disabled people themselves, their families and communities, and the appropriate health, education, vocational, and social services (ILO, UNESCO and WHO 1994: 7).

In the 2004 joint position paper there are some significant changes in this concept. From social integration (1994) CBR concept has been defined in 2004 as moving further towards social inclusion with more emphasis is placed on the role of organisations of people with disabilities (DPOs) to demand governmental services (ILO, UNESCO and WHO 2004: 2). These changes appear to reflect a paradigm shift where the focus on a rehabilitation programme is changing towards more of an empowering model.

The ideal CBR which adopt the social model of disability has been defined by various authors as the following:

· CBR focuses on empowerment, rights, equal opportunities and social inclusion of all persons with disabilities (PWDs).
· CBR is about collectivism and inclusive communities where PWDs, their families and community members participate fully for resource mobilisation and development of intervention plans and services for PWDs.
· CBR needs to be initiated and managed by insiders in the community, rather than outsiders, for its sustainability (Cheausuwantavee 2007: 101-102).
However, in practice there are still a lot of challenges in the adoption and implementation of this ideal CBR approach. Part of which is due to the fact that many of the concepts in CBR are still far from being clear. 
One very important question lies behind understanding of the strategy: What is actually a ‘community’ for Community-based Rehabilitation? Smith (2001) takes the three different ways of defining community as proposed by various authors:

Place. Territorial or place community can be seen as where people have something in common, and this shared element is understood geographically. 

Interest. In interest or ‘elective’ communities people share a common characteristic other than place. They are linked together by factors such as religious belief, sexual orientation, occupation or ethnic origin. 

Communion. In its weakest form we can approach this as a sense of attachment to a place, group or idea (in other words, whether there is a ‘spirit of community’). In its strongest form ‘communion’ entails a profound meeting or encounter – not just with other people, but also with God and creation. (Smith, 2001).

Thus there are three different ways of conceptualizing community however it has never been clarified in any CBR strategy paper, in which way the concept of community is being used. 

Defining the term –based in Community-based Rehabilitation could mean literally the location, which means that the services are offered in the community setting or it could mean that the community itself is the agent in providing the services. This difference is revealed in the following two quotes.

CBR provides for persons with disabilities to have an opportunity to get access to rehabilitative care and services in their own communities. (Plianbangchang, 2009)

WHO, ILO and UNESCO view CBR as a strategy that can address the needs of people with disabilities within their communities in all countries. The strategy continues to promote community leadership and the full participation of people with disabilities and their organisations. It promotes multi-sectoral collaboration to support community needs and activities, and collaboration between all groups that can contribute to meeting its goals (ILO, UNESCO and WHO 2004: 2).  

Clarifying what ‘-based’ means can shed light on the paradigm shift required to move from treatment towards inclusion. If community-based means literally taking place at the community then it could well mean that it aims at treatment. However if community based means that the community owns the processes of providing the services and ensuring full participation of people with disabilities, then it aims at inclusion. These two ways of approaching what ‘-based’ means will give a different meaning to what ‘community’ means. On one hand, it means community is a ‘place’. On the other hand, it means community is a place where shared ‘interest’ took place: where there is a system of values, beliefs and practices.

At a closer look, the current conceptualization of CBR has not arrived at common ground about the definition of ‘-based’ yet and as such this also place significant challenges to understanding CBR as a strategy or practice. In particular, currently there are two practical interpretation of CBR: (a) as a rehabilitation ‘into’ the individual’s community and (b) CBR as involvement of communities in the rehabilitation process. 

The third element to clarify is the meaning of ‘rehabilitation’.  Some significant progress in defining what ‘rehabilitation’ means, has been achieved in the past 3 decades. At the beginning, ‘rehabilitation’ was referred solely as medical aspect only. However, within the evolving of CBR, the concept of ‘rehabilitation’ remained dominated by the medical model.

Rehabilitation means a goal-oriented and time-limited process aimed at enabling an impaired person to reach an optimum mental, physical and/ or social functional level, thus providing her or him with the tools to change her or his own life. It can involve measures intended to compensate for a loss of function or a functional limitation (for example by technical aids) and other measures intended to facilitate social adjustment or readjustment. (The World Programme of Action concerning Disabled Persons,1997)

Rehabilitation and habilitation are processes intended to enable people with disabilities to reach and maintain optimal physical, sensory, intellectual, psychological and/or social function. Rehabilitation encompasses a wide range of activities including rehabilitative medical care, physical, psychological, speech, and occupational therapy and support services. People with disabilities should have access to both general medical care and appropriate rehabilitation services (World Health Organisation, 2009).

Therefore, in the use of the word ‘rehabilitation’ there is still a notion of the ‘problem’ is individuals with disabilities. For those who become disabled due to accident or illeness, the term ‘rehabilitation’ means the re-adaptation of the individual to the community where they live. The term habilitation is appropriate to the context of those who are born with impairment. The word ‘rehabilitation’ connotes a need for being ‘fixed’ and this become a contradiction to the whole aspect of social model of disabilities where the barriers to full participation of people with disabilities are socially constructed. There is a need to weight where the focus of rehabilitation is: people with disabilities or the community acceptance and practices.
Some authors mentioned the shift in term of ‘the view that CBR is merely a form of ‘therapy in community’, to an approach that promotes inclusion, community participation and community ownership of programmes’, where ‘it also recognises that disabled people should have access to all services that are available to others in the community, such as community health services, child health services, social welfare, education etc ‘ (Thomas & Thomas, 1997: p.13). 
A similar view to the previous elaboration of the ideal concept of CBR. On practical terms, many CBR programmes have not arrived at this level where there is any existing community engagement beyond families/ household level. The interpretation of such programme as a CBR programme then become a question whether CBR is only a rhetorical concept of what has long take place in the history of rehabilitation of persons with disabilities which either falls on their own capability or on their family/ household.

On the other side of this rhetorical down side of CBR concept, ensuring an appropriate degree of community participations means the community has a certain level of understanding and acceptance towards people with perceived disabilities. In this area the existing challenge is that the level of understanding and acceptance varies in many communities. Furthermore, in many communities there may be a very low level of awareness about rights of people with disabilities, let alone achieving understanding and acceptance of them appearing and acting in public. 

Of course we do have to acknowledge the existence of communities which have strong positive attitude towards people with some or all forms of disabilities due to their values, beliefs and practices’ system. But, the following differences still present key challenges to the application of CBR both as concept as in practice:

· Community differential acceptance towards people with different type of disabilities varies; e.g. a community can have a better acceptance towards a person with mobility impairment but less of acceptance towards those with mental disabilities.

· Community understanding of disability varies; e.g. a community can have a better understanding towards accident as a cause of disability than of those which are caused by genetic or malnutrition problems.

· Community practices are often driven by economic sense/ productivity; e.g. a community can have a better acceptance towards people with disabilities who can still perform work but not of those who in their view are less productive.

· Community values and belief systems are often based on ‘non-scientific’ and historic consensus and can vary based on communal common sense; e.g. a community might belief that disability exist because of karma and think that isolating a person with mental impairment is the right thing to do to avoid further ‘curse’.

The above variation in the community acceptance towards disability place challenges in ensuring community ownership of and empowering process and in fact if we look at the following assumptions behind CBR strategy, there are more challenges as well to be addressed:

· Community need to have the commitment to care physically for people with disabilities at moments of ‘medical’ needs

· Community need to have the rehabilitation and empowering skills to care for people with disabilities

· Community need to have the resources and funds to rehabilitate and empower people with disabilities

· The basic services (health and education) need to be functioning reasonably well at the community level

· Government takes a role in resourcing and promoting care for people with disabilities

It  is important to ensure that all the above elements exist to fulfil the two objectives of full CBR:

1. To ensure that people with disabilities are able to maximize their physical and mental abilities, to access regular services and opportunities, and to become active contributors to the community and society at large.

2. To activate communities to promote and protect the human rights of people with disabilities through changes within the community, for example, by removing barriers to participation (ILO, UNESCO and WHO 2004: 2-3)
In the part of activating community as the second objective of CBR, there is a problem in the strategy. While CBR is initiated from outside the community, the change in itself then becomes a paradox. CBR with external interventions might change a ‘community’ in term of structure. As the community adopts changes in its beliefs, values and practices’ system, the existing structures collapse and are replaced by new ‘ideal’ community. This change in itself challenges the notion of ‘inclusion’ because in practice it denies communities the very aspect of self-empowerment, in the name of empowering people with disabilities

The mechanism proposed by WHO, ILO and UNESCO is a less active change mechanism. However, it is still vulnerable to another potential paradox. Externally initiated, locally owned process with the assumption that in the community certain degree of development is already in place and some of the partners; i.e. the community development committee, organisations of people with disabilities and other non-governmental organisations, are there to assist. 

Chapter 3 The Pattern of Rehabilitation Support in Low per-capita Income Rural Area of Flores Island of Indonesia

3.1 The Initial Data Set

The initial information set of all nine mediators of SLF in Flores Island of Indonesia was drawn from SLF data base. The variables are mainly statistical in nature, presenting the list of children in terms of name, case number, sex (male/female), type of impairment, type of assistance, year of birth, date of first support and date of last support. Table 2 shows this initial data set of the nine mediators in Flores Island of Indonesia. Aimed at determining links between child characteristics and rehabilitation offered.

The data set shows some interesting points which will be discussed shortly. There is an over representation of males in the data set. Comparing this data set with the statistical data of disability in Indonesia (2000 National Survey) as presented in table 4, it appear that there is a similar trend nationally, both in urban and rural areas. In rural area there were 55.3% males with disabilities as compared to only 44.7% females. From SLF mediators n Flores, the data set shows 61% males with disabilities and only 31% females with disabilities of age 11 -15 years old.

Table 4 Percentage of Disabled Persons by Sex (2000 National Survey)
	Age
	Urban
	Rural
	Total

	  Male
	56.6
	55.3
	55.7

	  Female
	43.4
	44.7
	44.3

	Total
	100.0
	100.0
	100.0


Source: Susenas 1998 and 2000, BPS-Statistics Indonesia

David Werner (1999: A12) also confirmed that many studies have shown that more boys are disabled than girls. He described that despite the argument that this can be because boys are more exposed to physical stress and danger, or due to genetic factors, there are other possible reasons for this reality. The first one, he said, is because more of the boys than the girls with disabilities are taken to the center and therefore their disabilities are recorded. The second possible reason is girls with disabilities often are not cared for as well as boys with disabilities and thus there are more of the girls who died when they are babies or small children. This second reason is especially relevant and contextual due to the patriarchal system in most of society in Indonesia including in rural Flores. 

Table 5 Initial data set of the nine mediators of Liliane Foundation in Flores Island of Indonesia
	mediator
	# of children
	distribution by gender
	distribution by age
	distribution by type of impairment
	distribution by type of assistence

	 
	 
	Male
	Female
	age 11
	age 12
	age 13
	age 14
	age 15
	Mobility
	Visual
	Hearing & Speech
	Learning
	Multiple
	wheelchair/ tricycle
	(para) medical
	vocational training
	education
	Income Generating Project
	transport/ social support
	sensoring appliances
	other orthopedical appliances

	mediator 1
	13
	10
	3
	3
	1
	3
	2
	4
	10
	2
	1
	0
	0
	0
	3
	0
	5
	2
	3
	0
	0

	mediator 2
	39
	26
	13
	13
	8
	8
	6
	4
	3
	5
	0
	28
	3
	0
	11
	3
	25
	0
	0
	0
	0

	mediator 3
	37
	21
	16
	13
	7
	10
	3
	4
	2
	2
	1
	25
	7
	0
	18
	6
	13
	0
	0
	0
	0

	mediator 4
	39
	27
	12
	10
	6
	5
	8
	10
	39
	0
	0
	0
	0
	3
	31
	0
	0
	0
	1
	0
	4

	mediator 5
	11
	9
	2
	1
	3
	2
	2
	3
	9
	0
	0
	2
	0
	2
	7
	0
	2
	0
	0
	0
	0

	mediator 6
	65
	38
	27
	14
	27
	9
	9
	6
	9
	0
	0
	55
	1
	1
	6
	0
	54
	1
	2
	0
	1

	mediator 7
	33
	18
	15
	15
	8
	5
	4
	1
	0
	16
	17
	0
	0
	0
	0
	0
	33
	0
	0
	0
	0

	mediator 8
	40
	19
	21
	10
	11
	5
	6
	8
	6
	1
	4
	26
	3
	1
	13
	0
	25
	0
	1
	0
	0

	mediator 9
	17
	10
	7
	4
	4
	4
	3
	2
	0
	1
	3
	13
	0
	0
	6
	6
	5
	0
	0
	0
	0

	TOTAL
	294
	178
	116
	83
	75
	51
	43
	42
	78
	27
	26
	149
	14
	7
	95
	15
	162
	3
	7
	0
	5

	Percentage
	100%
	61%
	39%
	28%
	26%
	17%
	15%
	14%
	27%
	9%
	9%
	51%
	5%
	2%
	32%
	5%
	55%
	1%
	2%
	0%
	2%


Source: Compilation from SLF database

The second trend in the data set is that 5 out of the 9 mediators focus on learning impairments, thus the percentage of learning impairment cases in the data set is a bias. Looking carefully into the data, there is a lack of available information in the organisation regarding the actual prevalence of children from each type of disability as the data is drawn from existing mediators who each has the tendency of focussing on specific type of impairment. The data shows trend of a high percentage of specific type of impairment being assisted by each mediator.
In terms of type of assistance provided by the mediators, education is the highest, followed with (para) medical. This is a reflection of shared vision of the needs of children in general (education) and children with disability in specific ((para) medical). The reality of the condition of physical infrastructure and environment in villages of Flores with muddy and rocky mountainous road is one of the possible reasons for low percentage of wheelchair and tricycle assistance. The other possible reason is the cost and availability of wheelchair and tricycle which can only be obtained from outside of the island, mostly from Java Island. The same reason applies for sensoring and orthopedical appliances which in this data set also low in percentage. 

Income generating and vocational training, as two familiar type of assistance mostly done through CBR approach, are also very low in percentage in this data set. Further study is needed to research on the reason behind this trend. More ethnographic qualitative research is needed to find out more about the needs of children in Flores Island along with more research of the prevalence of disability in the area and available local resources and the level of acceptance of community towards persons with different type of impairment.

3.2 The Pattern of IBR – OR – CBR Services

From nine (9) mediators of SLF in Flores, this research was able to get three (3) completed responses in the form of data sets and case stories. These three responses were used for the analytical purpose aiming at answering the research question. The main table of data from each mediator was analyzed using the child’s type of rehabilitation strategy as the main unit of analysis. The following graphs in Figure 2 are produced to provide picture of the type of rehabilitation strategy or strategies provided by each organisation.

Figure 2 Rehabilitation strategies by mediator
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Source: SLF field research

Each of these organisations is characterized based on the type of rehabilitation strategy/-ies they provide/ offer. Two mediators show the adoption of both IBR and OR strategies in their rehabilitation services to the children. From this point onward, these organisations will be referred as the ‘OR/ IBR organisation’.  One mediator shows a-100% IBR focused strategy and will be referred as the ‘IBR organisation’. From these three data sets by the definition of this research none has shown any CBR strategy being used within the cases. 

Following this main analysis, all the three main tables of data were then converted into several spreadsheets which were created to stratify the rehabilitation strategies delivered by these organisations using each variable of analysis: i.e. age, gender, type of impairment, type of assistance, and other special case. Each of the spreadsheet then forms the basis for the analysis of the characteristics of IBR and OR service delivery. Although the available data sets for analysis are limited to allow this research to draw significant conclusion, the researcher decided to present the potential probability of pattern and trend as contribution for any further research.

3.3 The IBR institution – characteristics of the people it serves 

The first characteristic of the children receiving IBR services through the IBR only organisation is that it has a male bias. From 39 children, there are 69% boys and 31% girls, see Figure 3. This certainly raise a question whether it is due to boys tending to receive more medical care generally in a male dominated society such as Indonesia and therefore their parents have more eagerness to send them to this special organisation/ institution to receive care and services as previously described in explaining the trend in initial data set of this research. Or, it is due to the possibility that within this age range it is perceived to be more convenient for the organisation/ institution to cater for the needs of boys rather than girls (e.g. with menstruation and prevention from any form of sexual abuse). This aspect of finding provides an interesting question for further research both for qualitative as well as quantitative research.

Figure 3 Percentage of gender by type of services
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Source: SLF field research

The second characteristic of the IBR services provided to children through the IBR only organisation/ institution is that it is only offered to children from one specific type of impairment. In this particular organisation it is offered to those with mobility impairment (see Figure 4). This and the pattern in initial data set confirms that most or many of IBR only organisations/ institutions are specialized to provide services to specific type of impairment independently of the distribution of disabilities in their target population. This finding confirms the argument for the promotion of CBR in term of the coverage issue of institutional services. However, this argumentation need to be supported  with the existence of data and information of actual prevalence of disability in the area. Further research is needed both in qualitative as well as quantitative nature. 
Figure 4 IBR services distribution by type of impairment
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Source: SLF field research

The third characteristic of IBR services provided to children through the IBR only organisation/ institution is that the organisation is specialized to offer specific type of assistance (see Figure 5). In this particular IBR organisation the type of assistance mostly provided is (para) medical. Some 9 children from 39 studied cases received other forms of assistance, i.e. transport/ social support, wheelchair/ tricycle, and orthopedical appliances. However, the number is small compare to 30 children who receive rehabilitation in the form of (para) medical assistance. This pattern confirms the statement that most or many IBR only organisations/ institutions are specialized to provide services in specific type of assistance because IBR organisations mostly have built their expertise on specific type of service. 
Figure 5 IBR services distribution by type of assistence
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Source: SLF field research

In terms of trend in age distribution of children receiving IBR services through the IBR only organisation/ institution (see Figure 6), there is no specific characteristic shown by the data. It is possible that there is no age-bias in the IBR services unless the organisation/ institution has age as one of its specific characteristic, i.e. IBR organisation/ institution providing educational assistance for elementary education level might have specific age limit to its coverage. To confirm this hypothesis, further research need to be conducted with an increase number of sampling.

Figure 6 Age distribution of IBR services by number of children
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Source: SLF field research

3.4 The OR/IBR institutions – characteristics of the people they serve

In order to understand the characteristics of the people served by the two OR/ IBR institutions, it is firstly important to recognise that the organisations who deliver both IBR services and OR services to people with disabilities are not necessarily specialized in providing services to specific type of impairment or in other way have the possibility to provide services to different type of disability. Looking back to Figure 4 of IBR services provided by IBR only organisation and OR/ IBR organisation, it is clear that the IBR only organisation is characterized from its specialization in delivering services to children with specific type of impairment. The OR/ IBR organisations also have similar tendency of specializing their services towards children with specific type of impairment. However, there seems to be a tendency that the OR/ IBR organisations are more likely to cover more than one type of impairment in its rehabilitation services, both in their IBR services as well as the OR services (see Figure 4).

This shows that the trend that OR/ IBR organisations can be more flexible, where they can offer services to children from all different type of impairments. The highest number of children with learning disabilities in both the IBR services and OR services by the two organisations engaging in this research can be translated into two possibilities. On one hand, it could mean that these organisations have more ability to support children with this type of impairment and thus, have the bias to give more attention to children from this type of impairment. 

Nevertheless, it could also mean that the number of children with this type of impairment is highest compare to other type of impairments in the rural areas where these organisations work. It is difficult to come to a conclusion in terms of both possibilities because in the same area, based on the researcher’s knowledge there is also another key organisations providing rehabilitation to children with impairment. This research, however, due to its limitation does not have access information about the range of different type of impairments of the children supported by that organisation and therefore it is difficult to know which of this 2 possible interpretation of data could be the most likely to be true. The point raised in earlier part of this research about the absence of the measurement of the real prevalence of disability becomes valid and relevant point, also, to this particular finding.

Figure 7 Distribution of type of impairment in OR/IBR organisation
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Source: SLF field research

The other difference in term of characteristic of IBR only organisation and OR/ IBR organisations is on type of assistance provided. The IBR only organisation provide more specialized IBR assistance in the form of technical assistance; i.e. (para) medical, appliances and mobility aid. The OR/ IBR organisations provide their IBR services in more skill type of assistance; i.e. education and vocational training (see Figure 8). Their OR services, however,  include significant (para) medical sevices (see Figure 9). How to explain this? This finding could mean that the organisations are actually assisting the child in the community with some form of (para) medical assistance and it could also mean that they are refering the child for (para) medical support and then afterwards provide secondary assistance in other form(s). Based on the case stories from these organisations and the researcher’s knowledge, one of these organisations has a referral programme where a significant number of children identified in their OR programme are referred for (para) medical operation in Surabaya (Java) and also in an other part of Flores island itself when a medical team from Australia comes for free surgery project for children with impairments.

Figure 8 Distribution of type of assistance in OR/IBR organisation
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Source: SLF field research

The type of assistance provided in OR services by OR/ IBR organisations for children with a specific type of impairment also varies. Figure 3 shows the number of children with learning impairrment receiving educational assistance could be higher in one OR/ IBR organisation, whilst in the other organisation it is higher in terms of the (para) medical assistance. This suggests that the OR/ IBR organisations are more likely to be less specialised on just one type of assistance and it could also mean that they are more likely to design assistance based on the need of the child or based on the available resources in the community or the resources in the area where their care center for their IBR services is based. Although the OR/ IBR organisations are still working within the service delivery approach, the matching of the needs of the child with the available resources may produce a less supply driven approach.

Figure 9 Type of OR assistance provided by OR/ IBR organisations for children with learning impairments
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Source: SLF field research

Overall OR/ IBR organisations show better gender balance compared to the IBR organisation (see Figure 10). This might be a result of a more concious decision process in ensuring the gender balance in both the IBR service and the OR service of these organisations. However, there is again a need for further research with higher sampling to confirm is this balance is a shared trend and thus, trully exist.

Figure 10 Gender distribution in OR/IBR organisation by number of children
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Source: SLF field research

The age distribution in the services provided by OR/ IBR organisations show a possibility of another consious decision of the organisations to start their work with children of a younger age. This is shown especially in their OR service where children of age 11 years old are the largest group compared to children of other age (see Figure 11). This shows a potential desirable decision by OR/ IBR organisation to deliver OR assistance for children at young age rather then waiting until they can be accomodated in residencial situation. 
Figure 11 Age distribution in OR/IBR organisation by number of children
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 Source: SLF field research

Figure 12 is a chart produced from additional information provided in the data sets. Within this chart, the attention goes to children with specific/ special cases. Although not all children cattered in OR/ IBR organisations are with special cases, this information can provide interesting insight to the research in terms of any additional factors which might affect the decision of type of services provided to the children. 

Looking into the figure the attention goes to children with single parent or orphan who are sent to receive IBR service. In the context of poverty it is often assumed that this single or non-parenting factor is one of the main reason why a child’s needs are catter through an IBR service. It is forsee that single parenting is difficult especially in a situation of poverty and with the care needed by other siblings in the family, the mother or father would ‘give up’ their disabled child’s care to the institutional care. The same goes with those who are orphan. Therefore often a rehabilitation center for children with impairment have a double function of an orphanage care center too. With the finding of small number of this case, this research challenge this assumption and put forward a question in term of the validity of such assumption to support the existence of IBR services both provided by IBR organisation or by OR/ IBR organisations.
Figure 12 Type of services in terms of specific cases
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Source: SLF field research

The other interesting phenomenon shown in Figure 12 is the significant number of children whose rehabilitation has been terminated/ stopped by their parents. Looking at the reality of poverty, one might ask the reason behind this termination. One possible reason might be the need for parents’ involvement in the child’s rehabilitation process. If parents are not motivated to take part in the process due to the economical situation of the family, they might find it hard to maintain their support to the rehabilitation process and therefore they withdraw. The other possible reason is the fact that they might think that it is better economically to have the child with impairment involved in economic activities rather than being part of a rehabilitation programme where progress are possibly very little. A child with learning impairment could be a better support physically to the family and therefore parents might think it is a waste of energy and time to provide their child with education. These and other possible reasons might terminate the process of rehabilitation of the child, but might reveal an important dynamic at family level which need to be taken into consideration and need to be studied further.

The following table (Table 6)presents the sum up of the findings in terms of characteristics of services by IBR only organisation and OR/ IBR organisations.

Table 6. The sum up of findings in terms of characteristics of rehabilitation services

	Characteristic
	IBR only organisation
	OR/ IBR organisations



	
	
	IBR services
	OR services

	Age 
	No specific age bias unless the IBR organisation has age as specific characteristic.
	No specific age bias.
	No specific age bias but the OR/ IBR organisation can make a conscious decision to focus more on children of younger age.

	Gender
	Male dominated, could be because the IBR organisation have ‘receiving’ attitude because the high demand for the services.
	Gender balance.
	Gender balance. The OR/ IBR organisation can make a conscious decision to creating this gender balance.

	Type of impairment
	Specialized to a specific type of impairment
	Mostly focus on certain type of impairment with flexibility of taking children of other type of impairment
	Mostly focus on certain type of impairment with flexibility of taking children of other type of impairment

	Type of assistance
	Specialized to offer specific type of assistance with flexibility to offer other type of assistance
	Offer mostly specific type of assistance (i.e. education)
	Offer mostly specific type of assistance (i.e. education and (para) medical)


Source: own construction

Chapter 4 The Reasons of Organisation in Offering IBR or OR

With the above study and analysis on characteristics of the people being served by IBR only organisation and OR/IBR organisations, this chapter present the study and analysis on the possible reasons of these organisations offering either only IBR service or both IBR and OR services.

To be able to do so, the researcher uses the following illustration of different levels of relationship as the framework of analysis to understand these possible reasons. These different levels of relationships are illustrated as the following:

· First is the relationship between the ‘community’ and the children or person with disabilities. Parents and family of children with disabilities are considered as part of the ‘community’;
· Second relationship is the relationship between the delivery organisation and the children or person with disabilities; and
· The third relationship is the relationship between the delivery organisation and the donor or funding support organisations.
4.1 The possible reasons why organisation A offers only IBR

In term of the possible reasons why organisations like organisation A offers only IBR, let’s have a look at the first relationship level; i.e. relationship between the community and children with disabilities.

Box 1 shows a perspective of the IBR only organisation on the aspects and factors relevant to rehabilitation of children with disability, the factors described as the most important in the villages concern of the relationship of the family and community with the child. These factors include:

· The lack of capability of parents and family with children with disability;

· Children with disability not getting the care (they need) or being neglected;

· Parents , family and community reject the present of children with disability; 

· Children with disability are considered as negative karma by their parents; 

· Children with disability have low self-esteem and confidence and not socializing with others; 

· The fact that parents send their children with disability to organisation or rehabilitation centre without any effort or willingness to learn how to rehabilitate their child, or they fear social discrimination, especially affecting marriage prospects of siblings. 

All of the above are descriptions of the problematic relationship between the family, the community and the child. If a child with disability is not well accepted in the community (including in the family), it is difficult to expect the community to provide the rehabilitation needed by the child. In this reality, an organisation which offers to meet the child’s needs through IBR services can become the only possible solution. In short, the problematic relationship between community and children or person with disabilities can be a strong moral justification of IBR services. As society at large has to make sure that the needs of all its members are met, especially those who are vulnerable and marginalized, IBR organisations are often the ones who can provide the services and fill in the gaps.

The danger of the above justification, however, lies in the possibility of IBR organisation becoming a ‘dumping site’ for un-accepted members of communities. Erving Goofman (1961) refer two of the five rough grouping of total institution are those which ‘are established to care for persons thought to be both incapable and harmless; these include the homes for the blind, the aged, the orphaned, and the indigent, and those places which are established to care for persons thought to be at once incapable of looking after themselves and a threat to the community’. Including in this last category the place established for people with mental impairment. The tendency according to him is that these ‘total institutions’ are place established for group of people who are socially excluded and seen as not ‘normal’. An IBR organisation can play a significant role in rehabilitation of person with disabilities without furthering this aspect of social exclusion. This, will be elaborated later in this research paper, after integrating all important analysis of the other rehabilitation strategies; i.e. OR and CBR.

Box 1 The perspective of the IBR only organisation on the aspects and factors relevant to rehabilitation of children with disability

	The most concerning situation related to children with disabilities in the villages where the organisation works include:

· The lack of capability of parents and family with children with disability
· Children with disability not getting the care (they need) or being neglected
· Parents , family and community reject the present of children with disability
· Children with disability is considered as the karma of their parents
· Children with disability have low self-esteem and confidence and not socializing with others.
The factors which are difficult to resolve according to the organisation include:

· The lack of financial capability in terms of the cost for rehabilitation
· Parents send their children with disability to organisation or rehabilitation centre without any effort or willingness to learn how to rehabilitate their child.
The factors which are seen as possible opportunities and supports for the rehabilitation process of children with disability include:

· The motivation and capability of children with disability to improve and become better

· The availability of staff and facility to support the rehabilitation process

· The funding support from Liliane Foundation

· The collaboration with other NGOs




Source: Response from Mediator A; form 1 of questionnaire, translated from Bahasa Indonesia into English by the researcher.

Following the above descriptions of the problematic reality of the relation between community and children or person with disabilities, is the dynamic in the relationship level between the organisation and the children or person with disabilities. This can be referred as the internal level of relationship for an IBR organisation, in which there is a ‘provide and receive relationship’. As illustrated in an earlier section, an IBR only organisation will most likely provide services in a specific area of specialization. Organisation A for instance, is specialized in offering IBR services to children or persons with mobility impairment. Another organisation, which is also a local partner organisation of SLF, is specialized in offering IBR services to children or adults with hearing and speech impairment and visual impairment through an education and income generating projects (IGPs). 

Most organisations providing specialized services are operating through a service providing approach, which can have some down side effects in term of the power balance. The child might become unnecessarily socially dependent on the organisation, through long term residence, as well as seeing themselves through a disability lens; i.e. formation of identity as ‘other’ and ‘disabled’ vs. those who are ‘normal’ and living outside of the institution. 

The third relationship is between the local, delivery organisation and the donor. The donor gives funds to the organisation for the delivery of their IBR services. This relationship is formed based on the how much the services of a local organisation contribute to the goals of the donor organisation. Thus the donor expects both results and accountability for the resources allocated. The most straightforward way of delivering both is by showing tangible results. For instance, number of children receiving rehabilitation services. As such in the IBR setting it is rather easy to show tangible results and to justify the spending of the fund. This aspect then provides a legitimate justification for an organisation to stay in the line of only providing IBR services. 

Reflecting upon this logistical management aspect, an organisation offering only IBR services has some very strong justifications for keeping and reproducing their practices without the real need to look into alternative strategy. The ideological reproduction of IBR supported by conservative justification of providing services to the needy who are refused by the community. Whilst, the practical reproduction of IBR supported by the legitimate justification of being able to guarantee sufficient number of easily visible/ countable ‘clients’ to fulfil the donor requirements. 

Despite  the above passive and active justifications, the consideration to look into IBR strategy critically and the need to look into it more justifiably is because of the following counterproductive aspects of IBR services:

· The lack of the need to measure the actual prevalence of disabilities/ impairments; much more demand than supply - even the IBR institution, located in the city is not able to cope with the large needs for the services of caring for people with disabilities (result of community – children relationship)

· The above can lead to the lack of support towards the children with specific case whose support can only come from an IBR only organisation – the organisation has to cater for the rehabilitation needs of huge number of children or person with disabilities and have become more responsive to the coming request from all the potential clients, rather than filtering the cases and looking into those who have strongest case to receive disability rehabilitation services (result of institution – children relationship)

· Possible institutional bias - organisations with strong institutional based rehabilitation services have most of their expertise build around providing high degree of technical in-house rehabilitation and they also have past investments in the forms of infrastructure, expertise, staff and cooperation with other parties. These efforts will be sunk costs when an institution changes its service from IBR to CBR (result of institution – donor relationship)

· Non-effective use of resources – i.e. the per child cost of OR or CBR services are lower than the per child cost of IBR services 
4.2 The possible reasons for organisation B & C not having a higher proportion of OR

The study on possible reasons for organisations like organisation B and C not having higher proportion of OR can be justified also by looking into the three different levels of relationship that justify IBR.  However, there is another level of relationship which is established in OR services which should be acknowledged. 

All the three relationships remain with an additional relationship. The relationship established between organisation and ‘community’, mainly with parents or family of the children or person with disabilities through OR services.

Box 2 suggests a perspective for the OR/ IBR organisations on the aspects and factors relevant to rehabilitation of children with disability. This shows that the level of problem in the relationship between the community and children with disabilities become less of a concern. This can be reflected as a positive sign coming from the engagement of the organisation with the community. The change of view or perspective could derive from a more insider type of view; a gain of insight in terms of what can be the possible trigger of the problematic relationship between community and children or person with disabilities. The mentioning of the economic factor of the family being poor as the reason why parents are not home during the OR training visits, explain the problem of community – child relationship from a completely different view to IBR.

Box 2 The perspective of the OR/ IBR organisations on the aspects and factors relevant to rehabilitation of children with disability

	The most concerning situation related to children with disabilities in the villages where the organisation works include:

· Children with multiple impairments do not show progress

· There are parents who do not understand the importance of providing care and training to their child with disability. When the therapist come (for OR service) parents are not at home. This is also caused by the economic factor of the family (being poor).

The factors which are difficult to resolve according to the organisation include:

· The multiple impairments which are very severe, and thus it is very difficult to achieve any progress.
The factors which are seen as possible opportunities and supports for the rehabilitation process of children with disability include: funding, child’s capability, participation of family and community.



Source: Response from Mediator B & C; form 1 of questionnaire, translated from Bahasa Indonesia into English by the researcher.

The second relationship level in term of the organisation and the child with disability, however, places more reasons behind the limitation of these organisation in expanding their OR services. The following are some of the possible challenges in this level of relationship:

· The scarce resources and the capability of the organisations in doing OR. OR visits to the villages require time, financial and human resources. If an organisation has one or two staff for the outreach rehabilitation services whilst also has to manage its IBR services in house, the coverage of the OR services will have its limits based on this capacity of the organisation. 

· Geographical limitations; OR visits require certain amount of travelling to reach to the villages. The geographical aspect can sometime become the reason for the limitation in providing more OR services. A visit to a rural village can take hours of travelling to and from. The real family training itself might take shorter duration then the travelling. The justification in this aspect of practicalities often become challenging when it comes to the comparative advantage in having the therapist utilizing the same duration of services in house or in IBR setting to a lot more children with disabilities. 

· On top of the above aspects, there is also a possible institutional bias towards the comfort zone of delivering IBR services. It is possible that organisations who deliver both IBR and OR services maintain certain degree of keeping the comfort of their total institution approach where there are more room for control over their inputs and outcomes. This, of course could be done both knowingly and unknowingly. OR is, in many cases, about expanding this comfort zone, as it requires a different managerial style from the organisations. The organisations need to be more trusting to their staff delivering services away from direct supervision and need to be flexible towards the outcome of such serviceas to a certain degree it depends on the level of parents’ participation after the OR visits.

It is most likely that many of this kind of organisations who provide both IBR and OR services maintain providing their IBR services because of some cases of severity of the child’s impairment. For some form of disability e.g. mental impairment and multiple impairments, there is a higher need for specialized rehabilitation services which could not be met in the community. This certainly gives a strong legitimate justification to the provision of IBR services beyond just being a residual place for the unwanted member of the community.

The relationship between organisation and donor or funding organisation for those providing OR services is also challenging because of the difficulties in measuring outcome of OR. Children who receive regular daily training in IBR services will have more progressive development compare to those who only receive the training on monthly basis. In many cases where parents did not follow up the OR training visit with regular daily therapy exercise, the children will not arrive at the progress level they could achieved within the time frame. This can then be seen as the potential downside for gaining funding supports. 

In term of government support, the implementation of OR as alternative strategy receive less support than IBR. For instance, children with disabilities staying at IBR centre on certain regular basis receive rice subsidy from the ministry of Social Affair in Indonesia but the same subsidy do not apply for children with disabilities in OR services.
Chapter 5 Towards the Realisation of the ideal CBR
5.1 Bringing together the challenges of moving from IBR to OR in practice

The following are some case stories of children who receive IBR services from both IBR only organisation and OR/ IBR organisations. These stories provide illustration about cases where IBR services play a role in providing the specialized type of intervention such as surgery and other medical intervention. The post-surgical therapy in some of these cases can possibly be done in the community. The feasibility of it being done in the community, however, if the community has no resources to provide such support, can be quite a challenge. 

Box 3 The story of Ferdi, a boy who receive IBR service from an IBR only organisation

	Ferdi received first assistance at age 13. He is currently 21 years old and was able to continue schooling and work independently to support his grandmother.

Ferdi came from East Sumba. His parent was divorced and he lives with his grandmother who is already old and has ‘simple’ life. Ferdi is a smart boy but his schooling was delayed due to an accident where his face and neck was burned. Ferdi was referred to the IBR organisation by a sisters’ congregation in Sumba.

The process of deciding the best rehabilitation strategy for Ferdi started with consultation with a volunteer who is a plastic surgery specialist from Australia. From the consultation result, Ferdi then received an operation to repair his impairment and afterwards he received post operation care and physiotherapy exercise in the IBR organisation. Ferdi stayed longer after the post operation care to take up the vocational training in the IBR organisation.

The positive outcome include: Ferdi’s health recover, his ability to continue his schooling, and his ability to work independently to support his grandmother. 




Source: Response from Mediator A; form 3 of questionnaire, translated from Bahasa Indonesia into English 

Box 4 The story of Stefan, a boy who receive IBR service from an IBR only organisation

	Stefan received first assistance at age 13 years old. He is currently 25 years old, married and has independent job as a tailor.

Stefan came from Sumba from a very poor family. He got an accident and has his leg amputated from the accident.

The process of deciding the best rehabilitation strategy for Stefan started with consultation with a volunteer who is an orthopaedic surgery specialist from Australia. The result of the consultation suggested the operation to amputate Stefan’s leg. After the operation, Stefan then received the post operation care and physiotherapy training at the IBR organisation and he stayed longer to take up the vocational training in the IBR organisation.

The positive outcome include: Stephan wears artificial leg, he is already married and having his own family and he has work independently as a tailor.




Source: Response from Mediator A; form 3 of questionnaire, translated from Bahasa Indonesia into English 

These 2 stories of children receiving IBR services from an IBR only organisation (see Box 3 and Box 4) show similar pattern in which both of them started their individual rehabilitation plan with a (para) medical assistance, followed with post-surgery care and therapy, and then continue with some vocational trainings. All of these assistances took place in the IBR centre. The outcomes of the IBR services from the two cases are positive in the sense that both of them gain economic independent and participate in other aspect of life; i.e. education and marriage.

Box 5 The story of Albertus, a boy who receive IBR service from an OR/ IBR organisation

	Albertus received first assistance at age 13 years old. He is currently 18 years old and still receiving the IBR service at the centre.

Albertus is a child with mental impairment and harelip. He came from a poor family. The family brought him to the centre to receive rehabilitation in the forms of: harelips operation at Caritas hospital in West Sumba with the post-operation care at the rehabilitation centre. In the centre he had daily ortho-therapy and speech-therapy. The boy had a lot of progress and with this progress he was then referred to the elementary school (‘SD’ = Sekolah Dasar) and now he is already able to study at the SD.

The process of deciding the best rehabilitation strategy for Albertus include the communication/ interview with his parent to know more about their expectation. This then followed with the planning of his rehabilitation including the referral to the hospital and the follow up in the forms of training and care at the centre. Every day he receives routine ortho-therapy and speech-therapy trainings to improve his speech ability. These daily training is planned according to the child’s limitation and progress.

The positive outcome include: Albertus shows progress after receiving the daily trainings. He is now studying at fifth grade of SD. However, he still need some support in the form of tutorial for his lessons. Due to his mental impairment, it require extra patient from the therapist to ensure maximum progress of the child. 




Source: Response from Mediator C; form 3 of questionnaire, translated from Bahasa Indonesia into English 

The story of the child in Box 5 has similar element to the first two case stories, in which the boy also received initial (para) medical assistance. However, reflecting into the story there is an extra element of consideration brought up in the story; i.e. the child’s type of impairment. First of all, the child came with multiple impairments. The first assistance and the follow up therapy are provided to help minimized his secondary impairment. However, as mentioned in the last part of the story, the fact that the child has mental impairment become the additional considering factor in which the child remain receiving IBR services for a longer period of time. What is the cutting point for this specific case in term of the duration of services needed by the child before exiting the services will be the main challenge in shifting his IBR service to OR support. A similar challenge also needs to be reflected in the case of the next story (see Box 6)

Box 6 The story of Bonaventura, a girl who receive IBR service from an OR/ IBR organisation

	Bonaventura received first assistance at age 12 years old. She is currently 13 years old and still receives IBR assistance as she is not yet able to go to school.

Bonaventura is a girl with mental impairment. She came from a low income* family. She used to study in the elementary school (SD) up to second grade but she could not follow the lessons at the school. The parent decided that the child should be sent to the centre to receive training and now she has the ability to read, write, and count according to the lessons she is provided with.

The process of deciding the best rehabilitation strategy for Bonaventura includes IBR service in which she stay in the centre to receive regular training according to her ability.

The positive outcome include: prior to receiving services, Bonaventura have difficulties in terms of reading, writing and counting, but upon her stay at the centre she is able to follow the training very well and she have made good progress in term of those skills. 

Bonaventura is still not yet attending school because she still needs special assistance and therapy at the centre. 


Source: Response from Mediator B; form 3 of questionnaire, translated from Bahasa Indonesia into English 

The stories in Box 6 and Box 7 tell of children who received an IBR services through an OR/ IBR organisation highlight the typical challenges faced in rural poor area. The economic condition of the family meant parents feel unable to meet the rehabilitation needs of their disabled child and therefore refer her to an IBR centre. In all the above stories, the cases have also mentioned the economic factors as additional, contributing factors in how the child came to be the recipient of IBR services. How to address the link between poverty and disability is still one of the main challenges and in the context of trying to shift some IBR services to OR services it is also one of the key things to address.

Box 7 The story of Maria Elviana, a girl who receive IBR service from an OR/ IBR organisation

	Maria Elviana received first assistance at age 11 years old. She is currently 14 years old and able to attend the special school and she is still receiving IBR assistance.

Maria Elviana is a girl with hearing and speech impairment. She was sent by her parent to the centre as they want her to stay there and receive care and therapy.  When she arrived she was deaf and completely mute (zero speech ability). The economic condition of the family is just sufficient enough (low-income*) and her parent feels that they do not have the ability to train their daughter. Upon staying at the centre and receiving the speech therapy training routinely, Maria Elviana shows progress and is able to go to the special school (SLB = Sekolah Luar Biasa) and is now studying at fourth grade.

The process of deciding the best rehabilitation strategy for Maria Elviana includes IBR service in which she stay in the centre to receive regular speech-therapy training and to be referred to study at the SLB.

The positive outcome include: prior to receiving services, Maria Elviana did not have any ability but she can follow the training at the centre and upon receiving the IBR services the girl have made good progress and able to go to school. 

Maria Elviana is currently studying at fourth grade of SLB. 


Source: Response from Mediator B; form 3 of questionnaire, translated from Bahasa Indonesia into English 

5.2 OR as a necessary but insufficient condition for ‘real’ CBR?

The challenges of expanding OR services in organisations also providing IBR services suggest needs for IBR service as complementary rehabilitation services. However, the socio-economic reasons for IBR rather than OR provision suggest less strong reasons why OR is not expanding rapidly and moving towards ‘real’ CBR.

To assess the necessity and sufficiency of OR as rehabilitation services, let’s first draw our attention to the following figures (see Figure 13, Figure 14 and Figure 15) which aim at establishing a better view on different relationship levels existing in all the three rehabilitation strategies. 

Reflecting upon the relationship model in IBR services and the transformation made through the expansion of OR services, there is a significant shift in the establishment of relationship between organisation and community. Organisation is no longer distancing itself from community by providing the services in the community. Although OR services are mainly done by the organisation and the degree of community participation is only to the level of the family and parents’ participation, this marks a necessary step in further transformation.

Figure 13 The relationship model in IBR services
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Source: own construction
Figure 14 The relationship model in OR services
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Source: own construction

The ideal is to have the ‘merge’ in term of the relationship between community and children with disabilities. In other word, they are no longer two separate parts in society because inclusive society means the community is inclusive of children or persons with disabilities. The relationship model in CBR services as illustrated below (see Figure 15) becomes the ideal model for the rehabilitation services. In this regard, the possibility or potential of shifting from OR model to this ideal CBR model becomes more feasible. The shift from IBR relationship model to OR relationship model facilitate the integration of children with disabilities in their own community to a certain extent. This integration may be a catalyst for the development of the inclusive CBR oriented community. But the absence of ‘real’ CBR in our data, suggests this further development faces great challenges.
Figure 15 The relationship model in CBR services
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Source: own construction

Reflecting on this aspect, SLF with the on-going development of the new monitoring and evaluation (M&E) has integrated the element for this transformational shift. In the new document which stated the organisation’s objectives at different level (version November 2008 – unpublished), the organisation’s specific objective is ‘Children with disability are more integrated in society’. The following are the indicators to measure this outcome:

· The child (> 5 years)/ the youngster (all in accordance with age and ability of the child/ youngster) receives education (formal/ informal), has a job/ IGP, has another daily programme

· The child participates (counts) in social activities within the family

· The child participates in social activities outside the family

The above show a comparatively significant shift in term of a growing importance for more OR towards CBR type of rehabilitation for the children.

Furthermore, in the elaboration of the operational objectives of the organisation the participation of parents is also highlighted as another key output to the support the organisation is committed to. 

The shift made by donor organisation like SLF can encourage important changes at national and local level. However, the challenge lies in the local organisations willingness to change. The ability of donor organisation to encourage local organisations to take part in an empowering participatory process to review the on-going practice and the challenges might reduce the resistance to change and facilitate a greater ownership.

5.3 Constraints on the quantities and forms of resources available for an ‘ideal’ CBR approach in disability focused agencies

The development of the inclusive community in the relationship model of CBR requires a shift from the medical model of disability. Disability focused agencies certainly can be beneficial to a certain degree with their technical ability and knowledge. The specific needs of each individual with disability according to degree of impairment can be assessed and met accordingly by disability focused agencies, and thus high quality of services can be provided on one on one basis. However, a major constraint is that OR oriented organisations will still have to face the challenges of low coverage as the capacity to do direct one-on-one intervention is limited according to available resources; i.e. staff, fund, etc. and it will still rely very much on the availability of the therapist to come for the home visit, few persons can be assisted within the time frame available. From this perspective CBR can be seen as increasing efficiency/ effectiveness.

The other constraint is in the principle underlying the intervention. Most of disability focused agencies work within specific sector, e.g. health only or education only or vocational training/ income generating sector only. It is rarely found that a disability focused agency would work on all aspects. If it does than it will be done with the resources being spread thinly and reach only certain number of beneficiaries. 

Furthermore, there is the issue of outcome of the intervention. The engagement of a disability focused agency often need to be followed up in community as in many cases the assistance only take place on certain regularity but not in day to day basis. This can be another constraint in terms of ensuring on-going support to parents and family to help the process of maintaining progress on day to day basis and ensure maximum development of their disabled child. 

5.4 The fundamentally differing institutional approach needed for CBR 

Considering the above problems in bridging from OR to CBR on a substantial scale there is a need to look into adopting alternative institutional approach for CBR. Within the current development it is seen beneficial to initiate wider network with non-disability sector organisations or those so-called ‘mainstream’ organisations. Some donor developmental organisations, including the INGO for which the researcher worked in her last assignment, has started initiating a collaboration with developmental mainstream local organisations both GOs and NGOs working in sectors like education, health and the sector of economic empowerment. With this type of working partnership, the gap on reaching a community can be bridged well, as well as ensuring disability is brought up as more community context relevant. And segregation can be reduced and possibly eventually eliminated and the path to inclusion can be crafted in a better way.

The other side of the benefit is in terms of building up inputs and investments within the current infrastructure, which in long run will ensure sustainability rather than inventing the new wheel which cost a lot more in term of investment, time and energy, as well as human resources. So, if an NGO has already worked on health matter in a community, the step forward is to ensure that the community workers of the same NGO have knowledge on the therapy of disabled persons and as such can start engaging with the outreach worker of an OR/IBR worker coming to the villages. Or, should a serious condition detected by the community worker, he or she can immediately refer the individual to the IBR institution for intervention and therapy. 
Chapter 6 Conclusion and Recommendation

The evidence and arguments presented in this research have provided better insights of the pattern of support provided by non-governmental agencies. 

The lack of available information in the organisation regarding the actual prevalence of children from each type of disability should be address through further research. This lacking has made unclear the justification for providing IBR or OR services to children with specific type of impairment. 

The problematic relationship between community and children or person with disabilities and the nature of ‘provide and receive relationship’ between the organisation and their ‘clients’ has the down side effect with the danger of IBR organisation becoming a ‘dumping site’ for un-accepted members of communities, the issue of power balance and the fostering and re-creation of the ‘other’-ing identity for persons with disabilities and the furthering of social exclusion.

The consideration to look into IBR strategy critically and the need to look into it more justifiably is necessary because this strategy has important role in some specific case.  Children who are severely impaired and need immediate institutional care and continuous assistance to live are amongst those whom physiologically need to have IBR intervention to physically survive. Also, children who physiologically are not at life threatening risk but whose social environment is 'impossible' and need IBR including those who have lost any social support from immediate family members, i.e. in the case of orphans.

Another alternative approach is through a combined strategy where IBR services playing the role in providing the specialized type of intervention such as surgery and other medical intervention and the post-surgical therapy to be done in the community. This can be another potential right justification for IBR intervention. The objective non-bias aspect of IBR support lies in the clarity of such considering factor of justification and the time frame of support in which clear exit strategy aiming at best possible way to facilitate the integration of the children post-IBR intervention. 

The economic factors as additional contributing factors in how the child came to be the recipient of IBR services as described in most of the case stories has to be addressed. This justification is another down side of IBR services, whom services should remain as specialised intervention for specific cases. It is recommended therefore to separate the specialised intervention of IBR institution to the on-going poverty reduction strategy, which should continue and remain as part of community development strategy. 

In term of OR support, the mentioning of the economic factor has a different dimension as OR institution has different role and different level of specialised intervention. 

As elaborated in this research paper, the justification of OR support, is in the potentiality of this services to make significant shift in terms of integration and inclusion. The shift from IBR relationship model to OR relationship model facilitate the integration of children with disabilities in their own community to a certain extent. This integration may be a catalyst for the development of the inclusive CBR oriented community.

Children with less severity of impairment who physiologically are not at life threatening risk and whose family environment is feasible for OR, but face rejection from other members of community can benefit from OR intervention. However, as described in the research paper, this put major challenge to the realisation of inclusion because it can be very challenging for CBR to work on deconstructing the value, belief and practice system in the community. 

Another group of children who can benefit from OR support is those with less severity of impairment who physiologically are not at life threatening risk  and have a conducive social environment. The issue of scarce resources and the capability of the organisations in doing OR as the major constrains to provide support to this group of children can be addressed with the current development of ‘mainstreaming’ strategy where non-disability sector partners are called to take part and engage in works related to providing rehabilitation support in community. The integration offer through OR will be supported by the social environment in which effort to improve mainstream services will allow possibility for the creation of inclusive community.

Finally, although this research paper did not gain data on CBR support, from conceptual exploration and reflection on the pattern in IBR and OR services, it is possible to conclude that this strategy work best for empowering children or persons with disabilities who physiologically are quite capable of greater social interaction, but socially discriminated against. In this situation, there is very little need for OR. Those who fit into this last category include children or persons with disabilities who are of mild mobility impairment and those who became disabled from illness or accident. This group of children or persons with disabilities can remain as active member in the community and will be able to challenge the value, belief and practice system from within the community. The CBR work will be to enhance their capability to actively participate in the community.

This research paper provides important insight to the different reality for the existence of the three rehabilitation strategies. The constraints in supply side capacity and attitudes of the organisations providing the rehabilitation services can potentially delimit who will be identified to receive the services and what will be provided. More ethnographic qualitative research is therefore needed to find out more about the needs of children with disabilities. This research is to be supported with quantitative research on the prevalence of disability in the area and research on available local resources and the level of acceptance of community towards persons with different type of impairment. The availability data and ethnographic information can enable the review of the on-going practise to identify area for improvement and development.
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Appendix 1 – Form and Questionaire

Lampiran 1 - Annex 1:
Pertanyaan pendukung:

Supporting questions:

1. Secara umum, berdasarkan pengalaman dan pengetahuan suster/ ibu kondisi mana yang paling memprihatinkan terkait kondisi anak cacat di desa-desa dimana suster/ ibu bekerja?

In general, according to your experience and knowledge, what are the most concerning situation related to children with disabilities in the villages where you work?


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………

2. Faktor apa yang menurut suster/ ibu sulit untuk dicari jalan keluarnya?

Which factors are difficult to resolve according to you?

………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………

3. Faktor apa yang menurut suster/ ibu saat ini bisa menjadi peluang dan/ atau pendukung untuk proses rehabilitasi anak?

According to you, which factors can be the opportunities and supports for the rehabilitation process of children with disability?

………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………


………………………………………………………………………………………

Lampiran 2 (Lihat: Tabel data anak) 

Annex 2 (refer to: Table of children’s data base)

Acuan untuk pengisian – The Guidelines of filling in the table:

Pengisian kolom Rehabilitasi - To fill in the column ‘Rehabilitasi’:
Kolom ini diisi degan pilihan - This column is to be filled with the following option:

1. CBR – Community-based Rehabilitation (Rehabilitasi berbasis komunitas)

2. OR – Outreach Rehabilitation (Rehabilitasi lewat kunjungan lapangan)

3. IBR – Institutional-based Rehabilitation (Rehabilitasi berbasis institusi atau lembaga)

Dalam konteks penelitian ini, yang dimaksudkan dengan:

In terms of this research, the definition of these rehabilitation strategies are as followed:

1. CBR adalah strategi rehabilitasi dimana:

· Anak tetap tinggal di rumah keluarganya (bersama orang tua atau sanak keluarga)

· Anak tersebut dan/ atau keluarga atau sanak keluarganya dilatih untuk mampu melakukan rehabilitasi secara mandiri. 

· Dalam rehabilitasi ini, masyarakat sekitar juga menjadi sasaran rehabilitasi dimana ada anggota masyarakat atau kelompok di desa sasaran yang ikut berperan aktif dalam proses rehabilitasi anak cacat tersebut.

2. OR adalah strategi rehabilitasi dimana:

· Anak tetap tinggal di rumah keluarganya (bersama orang tua atau sanak keluarga)

· Anak tersebut dan/ atau keluarga atau sanak keluarganya dilatih untuk mampu melakukan rehabilitasi secara mandiri. 

· Petugas rehabilitasi biasanya bukan anggota masyarakat dimana anak dan keluarganya tinggal.

· Latihan rehabilitasi dan/ atau rehabilitasi dilakukan berkala atau sesuai dengan jadwal kunjungan pelayanan lapangan (outreach) petugas rehabilitasi.

3. IBR adalah strategi rehabilitasi dimana:

· Anak untuk sementara waktu tinggal tidak di rumah keluarganya (tidak bersama orang tua atau sanak keluarganya) untuk jangka waktu setidaknya 6 bulan atau lebih.

· Anak tersebut menerima rehabilitasi melalui lembaga (pendidikan, medis, dsb.) selama tinggal di asrama atau panti atau pusat rehabilitasi.

· Catatan: Juga termasuk dalam kategori ini adalah rehabilitasi dimana anak terkadang pulang untuk mengunjungi dan tinggal dengan keluarganya secara berkala dan kemudian kembali ke asrama atau panti atau pusat rehabilitasi

Pengisian kolom Kasus Khusus – Filling in the column ‘special case’
Untuk kolom ini suster/ ibu cukup memberi kode untuk anak-anak dengan kondisi/ kasus khusus sebagai berikut – for this column you only need to put the following code accordingly:

· Apabila anak tersebut sudah meninggal – if the child already passed away (kode - code: ( a)

· Apabila orang tua anak memutuskan untuk meminta anak tersebut kembali ke rumah keluarganya walaupun rehabilitasinya belum selesai – if parent(s) of the child decided to request the child to return home eventhough the rehabilitation process was not yet completed (kode - code: ( b)

· Apabila anak tersebut yatim – if the child has lost the father (kode - code: ( cy) atau piatu – or mother  (kode - code: ( cp) atau kedua-duanya – or both parents (kode - code: ( cyp)

· Apabila ada kondisi khusus/ istimewa lainnya yang mendasari atau mempengaruhi keputusan terkait pilihan strategi rehabilitasi anak dalam bentuk CBR atau OR atau IBR – Or other special situation which affect the decision of choice of rehabilitation (CBR or OR or IBR) for the child (kode - code: ( d)

Dari kolom ini diharapkan suster atau ibu berkenan memilih 2 kasus khusus dan menuliskan cerita tentang kondisi anak atau keluarga atau komunitasnya, bagaimana proses memutuskan strategi rehabilitasi terbaik bagi anak tersebut dan perkembangan positif dan/ atau negatif yang ada – From this column you will choose 2 special cases and present a case story of each of them in terms of the condition of the child and the family and the community, and how was the decision for the best rehabilitation for each child was made, as well as the positive and/ or negative progress from the rehabilitation. (Paduan penulisan cerita ada di lampiran 3 – Form 3 provide some ideas on how to write the story)

Lampiran 3a/b - Cerita pilihan 1 / 2 untuk kasus khusus
Annex 3a/b – Case story 1 or 2 for special case  

(Format dibawah ini bisa dipakai – the following format can be used for the case story if wanted)

Nama mediator – name of mediator: __________________________________

Nama anak – name of child: _________________ Nomor kasus – case number: _____

Strategi Rehabilitasi – Rehabilitation strategy: CBR – OR – IBR (lingkari sesuai jawaban – circle accordingly)
Bentuk rehabilitasi - form of assistance: 

1. medis/ para medis – medical/ para medical
2. pendidikan - education
3. ekonomi - economic
4. bentuk lain – other form (sebutkan –please mention) ​​_____________________

Kondisi anak atau keluarga atau komunitasnya – the condition of the child or family or the community:

………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...………………………………………………………………………………………..………………………...

Bagaimana proses memutuskan strategi rehabilitasi terbaik bagi anak tersebut – How was the process of deciding the best rehabilitation strategy for this child:

……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...

Perkembangan positif dan negatif yang ada – The positive and negative progress:

………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...……………………………………………………………………………………………..………………………...

Catatan tambahan - additional note (bilamana ada/ dirasa perlu – if any or felt needed)

………………………………………………………………………………..………………………...……………………………………………………………………………………………..……………………………………………………………………………………………………………..………………………...
Appendix 2 – Action Research Methodology

Qualitative Research Methodology and Development in Practice;

Applying Action Research for Programme Evaluation

leading to identification of strategies for programme’s sustainability

Reflection & lessons learnt from research conducted in Battambang, Cambodia

I. Background

This research project was carried out to evaluate a project funded by Terre des Hommes Netherlands with the aim of identifying the strengths and weaknesses of the project which will further inform the donor organisation (TdH-NL) in term of the decision to further support the project continuation. 

The Skills Training Project was initiated and run by a local organisation based in Battambang province of Cambodia called Cambodian Vision for Development - CVD. Besides this empowerment project which targeted towards disabled children and their families, CVD also runs other projects on HIV/AIDs prevention and small entrepreneurship for communities in the rural areas of Battambang province.

With the initial discussion with TDH NL, as a researcher, the writer first developed an initial idea for the process of the research. Participatory Learning and Action (PLA) which is also known as Action Research method was chosen as the main methodology of this research. The main reason for adopting this methodology was to ensure that the results of the evaluation is not only beneficial in gathering information for the donor, but also to be useful for CVD in term of improvement of the organisational capacity and in term of further development of the project. Chambers (1994) and PLA Notes as further described by Mayoux and Johnson mentioned clearly that Participatory Learning and Action (PLA) emphasizes the importance of changing from appraisal to learning and hence moving away from the use of participatory methods as an extractive process by outsiders to sustainable learning process involving different stakeholders as equal partners and the importance of relating learning to action incorporating programme and policy improvement as an integral part of the learning process.

With emphasis on reflexivity, learning and the importance of qualitative elements in research, this essay aims at capturing the lessons learnt from the practicality of a development research and highlight important aspects of adopting action research in development context.

II. Getting started; Designing the research

Action research as a systematic process adopt the notion of an action plan. It takes careful look on the investigation of practices by using an action reflection cycle. This action reflection cycle includes the process of observing, reflecting, acting, evaluating, modifying and moving towards new direction. (McNiff & Whitehead, 2006)

Stages in the action research done in Cambodia adopted this action relection cycle and projected the high level of participation of stakeholders in all the different stages which is another significant characteristic of Action Research. 
2.1. Designing the content

One of the key aspects of a research is designing the content in term of ‘what’ to be studied or investigated. In action enquiry we first would identify something of concern. (McNiff & Whitehead, 2006)  
In the research of the skill Training Programme of CVD in Battambang - Cambodia, the process of identifying the common concern took place immediately on the first day of the process. The external evaluator asked all key stakeholders: the project team and the director of CVD to brainstorm on the question: “What is the main thing which CVD, as an organisation would like to look at to ensure the evaluation process is of a beneficial learning as well for the organisation?” 

At the end of the discussions the identified common concern for CVD is sustainability of the skill training project and of the organisation. It was then agreed that sustainability will be taken as the main aspect to be explored during the evaluation.

With this being identified, it was then agreed that the design of the process will look at several elements which will contribute to the analysis of the project sustainability. Each process serves as part of the Building Blocks as the mean of evaluating the project as well as knowing how to develop further strategy for sustainability. 

Argyris and Schon (1974, 1978) pointed that the basic building blocks of action science are ‘theories of action’ which take the following form: in certain situation ‘X’ (conditions) people will do ‘Z’ (strategy) in order to achieve ‘Y’ (goal). This “theories of action” represents the rules and guidance to form the foundation of the research process and analysis (Friedman, p. 161). The (Frankham & Howes, 2006) building blocks for CVD’s action research were:

1. Identify components which can make the Skill Training Project successful: 
(PRE- – DURING – POST-)
2. Identify strengths and opportunities

3. Identify gaps and things to improve

4. Identify strategies for sustainable skill training programme

5. Identify strategies for sustainable organisation

2.2. Deciding the participants
The other important (possibly even the most important) aspect in the designing process in Participatory Learning and Action research is to identify the ‘who’. Identifying the ‘who’ has significant attributions to this methodology because, as Sophie Laws, Caroline Harper and Rachel Marcus in their book “Research for Development” stated: Action research recognises explicitly that it is concerned about change, and that people who need to implement the change should be directly involved in investigating the issues surrounding it. (Laws, Harper, & Marcus)
To ensure that the main aim of identifying further strategy for sustainability is achieved in the end of the process, besides children with disability who has been the beneficiaries of the project and their parents, all decision makers in the organisation; organisational level, project level and implementation level of this project should be involved in the research process. This careful selection of participants was also done in participatory process in the beginning of the research with all CVD staff playing active role in identifying the informants and participants of each building blocks of the research.

2.3. Designing the process
The other important aspect in designing a research is designing the ‘how’ in term of which tools to be used to ensure efficient use of limited time and maximum findings and analysis. 

For it to be a successful 4-days research leading to strategic action plan, the research adopted and used 50 percent FGDs with CVD decision makers and 50 percent field visits with interview, life history, and direct observation with/ of a number of selected disabled children and their parents. 

The FGDs took place in the afternoon after each day’s field visit with the main discussion focusing on reflecting upon the findings from each field visit. The final day was specifically dedicated to gather and analyze all the information and reflections and formulation of action plans.

III. Data Collection and Data Analysis

Action research sees data collection, analysis, and reflection on it as part of a cycle, of which action is a key element (Mikkelsen, 2005).
The following description is to illustrate the processes of data collection in this particular research project.
3.1. Tool 1: Focus Group Discussions; visual art and semi-guided discussion
The Focus Group Discussions in this research serve as the main analytical and reflective tool. The first FGD serves as the discussion to commonly develop and agree on the conceptual framework of the research. It identified what SUSTAINABILITY as the key conceptual framework means for each stakeholder of the project. As such, initial process of gathering basic information about who are the key stakeholders of the project and what are the purpose of the project at different level is being achieved through this important discussion.

This FGD adopted the use of visual image in the form of drawing to map out organisational elements in term of projects and structure. It also adopted the use of brain storming to know what sustainability means for each stakeholder of the skill training project. It was foreseen that this as conceptual framework serve as a tool for reflexivity throughout the process. This framework was then recorded in a big Plano paper for the purpose of this reflexivity; access, review and on-going analysis.

3.2. Tool 2: Field visits; interview and observation
Although the designing of the building blocks for the process of the research has been formulated prior to the field visits, the nature of data collection in this research project is strongly inductive. 

Inductive approach is one in which one begins with concrete empirical details and then works towards abstract ideas or general principles (Mikkelsen, 2005, p. 168). The field visits as such, provide the most important information for the research to succeed. In this specific action research, the data collection during the field research serves the purpose of providing details from which the analysis of strength and weaknesses as well as opportunity and threat (SWOT analysis) can be drawn upon. 

The field visits adopt two main tools: observation – for assessment of different aspects of reality and Semi-structured interview with the focus on getting insight to the Life History of the children with disability and their family. The purpose of getting the life history was mainly to assess the reality and changes in the life of the children before, during and after intervention/ attending skill training, receiving credit or soft-loan for setting up their workshop, and receiving regular follow up visit and assistance.

IV. Data Analysis 

The final FGD in this research was organized mainly for analysis and planning session. With this objective in mind it is important to dedicate enough time for the whole process. A full day participatory FGD session was designed to ensure that time was used effectively and each element of the session is given the proper time allocation. Tools for this one day session were chosen carefully.

The FGD started with guided discussion of which qualitative and quantitative achievements of the skill training project are identified and listed out accordingly. Each key staff was encouraged to contribute to inform on these achievements and triangulation took place as the process takes place. When some important concern is being raised the point is also noted down and placed in a so-called ‘car-park’ Plano chart. This car-park list is useful tool to capture thoughts, concerns, ideas which came in a semi-structured way but often very important to the whole analysis process.

After the listing of all achievements, another discussion is facilitated to analyze all the findings from each day field visits and the daily FGDs’ reflection to identify problems. The discussion also looked at the aspect where things are working well and why. Furthermore, it then strived to link these success factors with the problem analysis. As such, the gaps are identified along with the construction of some important hypothesis regarding some findings. 

The third element of the FGD session is identifying possible solutions to problems which finally lead to the process of participatory planning aiming at agreeing plan of actions for improvement and further strategy. The conceptual framework of sustainability was reviewed to see which of the elements has been achieved, or still on a progress stage, or still have gaps and thus need further actions.

V. Lessons Learnt

5.1. Limitation and constrain

One of the limitations of this research is in term of duration and selection of the timing. The duration being too short; of which only 4 days dedicated for a piece of research with so much to study (see building blocks of this action research). And the month of February presented another significant limitation in term of missing key informant. The fact that in February there is no class in the skill training centre, didn’t provide the research with the possibility of observing the training and the possibility of meeting and interviewing the teachers/ trainers.

Triangulation

One of the aspects which could be improved in this research is on the aspect of triangulation. 

The idea behind triangulation is to look at the same thing from different points of view and in different ways. Triangulation in social research can be done by using multiple and different sources (for example informants), methods, investigators/ analysts, or theories (Denzin, 1988). . (Laws, Harper, & Marcus) 

The information gathered, especially during field visits, were mainly derived from primary sources: disabled children and their parents. The view from community members, head of village, neighbors, or friends of disabled children who frequently interact with the child could provide better insights in term of identifying changes and challenges before and after the intervention.

The key to triangulation is to see the same thing from different perspectives, and thus to be able to confirm or challenge the findings of one method with those from another. The sequence in which methods are used is important, and there should be opportunities to reflect on the meaning of any apparent contradictions. (Laws, Harper, & Marcus, pp. 280-281) 

It felt that even though two tools/ approaches is adopted in this field visits, the present of independent informants could give more justification and further confirmation and/ or verification to the primary data being gathered.

5.2. Success factors

Some of the success factors of this action research are on the design, the level of participations and also the existence of an interpreter with co-facilitating skill. 

Researcher as ‘insider’
One of the supporting factors in action research is the positioning of the researcher as ‘insider’. As Jo Frankham and Andy Howes described in their articles ‘Talk as action in collaborative action research’: making and taking apart teacher/ researcher relationship’  that their ethnographic-type of engagement has encourage for a community of practice where both the teachers and researcher are all forming the ‘community’, learn together in the search for action and improvement, this project also has highly participatory due to the nature of the researcher being an ‘insider’; taking the role as member of the community of learning and practice together with all the key staff members of CVD. 
Another important reflection for researcher which I gained during the process is “Whose view is to be taken into account in a research process?”. The researcher’s point of view or the view of children or the main stakeholder? 

While visiting and evaluating the facilities at the centre, as researcher in my view I thought the facility is bellow standard/ unsatisfactory. But, during the semi-structured interview when children were asked about what they think about the facility, they said it is very good and far better than the facility they have at home. So, whose view shall be taken into account? Certainly the one of the main stakeholder even if it means it does not match with the standard of the researcher.

VI. Conclusion

Action Research, according to Greenwood and Levin (1998), has the potential to be the most scientific form of social research due to its connections to general systems theory. Action Research as methodology provides the clear linkage between thought and action. Social knowledge for action researchers derives from practical reasoning engaged in through action and action is the only sensible way to generate and test new knowledge.

Throughout the process of this research project, it was obvious that participants are capable to develop their own theory of sustainability and to connect it with the context of the skill training project and using it as the analytical framework for actions. 

Obviously another significant output of an action research project is the ownership of the outcomes and the processes. Actions were drawn by key participants who they themselves involved as researchers.

Action research is usually about finding a local solution to a local problem – solutions which are fully owned by the key participants (Laws, Harper, & Marcus, pp. 338-340). Those who are to be involved in the processes of an action research are those who are most directly concerned with the issue (Mikkelsen, 2005).
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Appendix 3 – Design of Follow up Workshop

Workshop design for SLF partner organisations in Flores & nearby islands

(Initial design by Vivian Andyka – July 2009)

Nature: Action research workshop (participatory workshop of key decision makers of local organisation in ensuring sustainable change at different levels)

Objectives:

· To mediate discussion with local partner organisations of Liliane Foundation in the province of NTT – Indonesia in term of strategy and future direction

· To mediate discussion to help identify gaps of capacity and challenges faced by local organisation to encourage participation (refering to 4 objectives of Liliane Foundation)

· To mediate discussion about inter-partners networking mechanism and networking with other potential organisations (external-networking)

· To develop realistic and do-able action plan for 2010 in term of

1. number of children – old and new case

2. capacitating the change of approach (IBR to OR and OR to CBR)

3. capacitating parents and ‘previous’ children with disabilities

4. networking

5. follow-up of the workshop

Process:

Part 1. Situating the action research

Presentation of achievement of Liliane Foundation in Indonesia

Presentation of findings from research done by Vivian

Discussion of expectations of each organisation (including from Liliane foundation, i.e. new strategy and M&E)

Part 2. Agreeing the aims of the workshop (setting up specific break downs which will be measured in the end of the workshop)
Part 3. Studying cases (IBR – OR – CBR working groups)

All devided into 3 groups to identify strengths and weaknesses of each approach to the well-being of the child and what prevent the case from using the other 2 approaches and what can be done differently and area to improve

After a set of time the group will rotate until all take part in discussing each strategy.

Part 4. Inter-Networking ‘Who we are and how we can work together’

Presentation of poster by organisations and the initial process of making of spider field of networking.

Part 5. External networking ‘The process of expanding and engaging mainstream organisations’

Scenario discussion aiming at enriching perspective about expanding partnership. The final making of spider field of networking

Part 6. Compiling action plan

(this part is to be designed at later stage)

Approximate time duration needed: 3,5 days 

















































































































































� The term community will be discussed in detail in section � REF _Ref241488752 \r \h ��2.3�


� Three major rehabilitation strategies are IBR, OR and CBR (WHO 1994) 


� These considerations are described in detail in section � REF _Ref242535506 \r \h ��1.2�


� Expenditure refers to the total Euro budget spent during the financial year


� Justified refers to the total Euro budget spent (often from previous year) which was justified during the financial year through the (financial) justification report of the mediators


� SLF has decentralized the coordinating role in some countries where it works through establishing the National Coordination Team (NCT)


� source: � HYPERLINK "http://www.indexmundi.com/indonesia/population.html" �http://www.indexmundi.com/indonesia/population.html�


� source: � HYPERLINK "http://www.apcdproject.org/countryprofile/indonesia/situation.html" \l "gopolicy" \t "_blank" �http://www.apcdproject.org/countryprofile/indonesia/situation.html#gopolicy�


� Source: � HYPERLINK "http://www.apcdproject.org/countryprofile/indonesia/statistical.html" \t "_blank" �http://www.apcdproject.org/countryprofile/indonesia/statistical.html�


� Source: Susenas 2000, BPS-Statistics Indonesia


� http://www.kadin-indonesia.or.id/en/doc/reg_info/reg_info_EastNusaTenggara.pdf, Retrieved on 08-10-2009


� The term rehabilitation will be discussed in detail in paragraph � REF _Ref241488806 \r \h ��2.3�


� The WHO had produced, in 1980, the International Classification of Impairments, Disabilities and Handicaps (ICIDH) as part of the effort to also draw a clear distinction in terms of defining ‘impairment’, ‘disability’ and ‘handicap’, as the following:


Impairment: Any loss or abnormality of psychological, physiological, or anatomical structure or function.


Disability: Any restriction or lack (resulting from an impairment) of ability to perform an activity in the manner or within the range considered normal for a human being.


Handicap: A disadvantage for a given individual, resulting from an impairment or disability, that limits or prevents the fulfilment of a role that is normal, depending on age, sex, social and cultural factors, for that individual (World Health Organisation 1980).








� the translation of the above has been included in the paper on page 8-9
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