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Foreword

The "Manual oa disability” is being brought out by the Indian Institute of
Public Health, !vderabad (South Asia Centre for Disability [nclusive
Development B Research, a centre of excellence of the Public Health
Foundation of [adin and the HT Parekh Foundation. The manual in
particular provicss a gquick view on the issues pertaining to research on

Disability in India and its relevance to Public Health.

The number of seople having different disabilities is growing because of
ageing populations and increasing chronic health conditions. The report
covers key compenents such as the magnitude of disability in India, and the
various systems 0 place for reducing disability. It also describes how to
develop a program ir. disability, including the services that should be made

available both 1n th2 povernment as well as in the non-governmental sector,

The report portrays the different approaches to the measurement of
disability, including, “heir advantages and disadvantages, and also discusses
key challenges faced by people with disabilities and policy implementations

of the new Act oo ther benefit,

There is now an over prowing emphasis on measuring disability in order to
estimate the prewsloence of disability, identify the needs of people with
disabilities, and meritor the inclasion of people with disabilities. I hope the
report will be & useful tool and reliable source of information. It will be an
aid not only for policy makers and planners, but also for a range of
stakehclders who are interested in learning about, and contributing
towards, the bedy of evidence in disability research and practice. It will also

be useful for lev-people and carers of people with disability.



The repors is expoecied to serve as a baseline, and provide information on the
State of the poliy in disability and at the same lime assist in formulating
recommendabions  for  officient management of existing programs  in
disability

I am conflident that the report will be of immense help in preparing relevant
actior: plans for ~he rnanagement of disability issues, and will also be useful
in develaping Uw abrategies for program management and implementation,
I congrafulate the Dircctor of SACDIR/IIPH Hyderabad, and his staff, for
bringing out this imooensely useful report,

ﬂa. bl __,_.—--—""'_'.
{IVI. WF eshwar)
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WXbout HT Parckh Foundation

The H T Parekh Foundation (HTPT) is a Section 25 company, established by the
Housing Development Finance Corporation [jmited (HDTFC.

It was established in October 2012 with the aim to undertake, pursue and be
concerned with the welfare, betterment and advancement of society as a whole,
irrespective of religion, race, community, caste, gender, language or social status. The
TFoundation is sector agnostic and works across a range of social interventions and

development initiatives across India.

HDTC conducts a significant portion of its Corporate Social Responsibility (CSR)
through the Toundation. The Toundation's objective is to support and partner socially
relevant projects and activities through NGOs and community-based organisations
operating across India. With a view to achieving this goal, HTPT works across
sectors, geographical locations and size to facilitate deep and long-term impact with

partner organisations for a developed and inclusive society.

HTPT partnered with Public Health Foundation of India (PHFID to support the
activities at ‘South Asia Centre for Disability Inclusive Development Research
(SACDIR), a centre of excellence located at PHTFI's campus at Hyderabad (Indian
Institute of Public Health, Hyderabad).

The activities are aimed at attaining PHFI-SACDIR goals for promoting disability-
inclusive development by addressing broad range disabilities through multiple public
health interventions based on the multidisciplinary and multi-sectoral approach.

The activities supported by HTPT are to develop capacity in the region and provide
evidence for action, augment skills through need-based training modules, assist in
programme development and evaluation, and help in policy formulation and
advocacy. HTPT also supports novel activities like disability skills lab with and
without virtual/augmented reality. Other activities include developing new programs
such as short courses, community-based interventions, research and evaluation

prajects, technical forums and conferences.
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FXbout SACDIR

South Asia Centre for Disability Inclusive Development & Research (SACDIR),
a centre of excellence was established under the aegis of the Public Health
Foundation of India (PHTD in collaboration and support from the [ondon
} School of Hygiene and Tropical Medicine ([SHTM), and its component
institution, the International Centre for Eye Health (ICEH), [ondon, UK.

The mission for the Centre is Inclusive Millennium: Evidence for Empowering
Persons with Disabilities.

The World Health Organization (WHO) estimates that globally 650 million
people live with some disability (physical, mental, visual, hearing, learning,
speech and intellectual) and 80% of this burden is in low & middle-income
countries. The Census 2011 in India estimated that 26.8 million people suffer
from disability (2.2%) and 12% of them are children less than 10 years of age. It
is now understood that disability is a public health problem but efforts to deal
with it using a public health or health systems approach is negligible or lacking.

Though there are a large number of extremely successful service delivery
initiatives in the South Asia region, there has been very little effort in looking at
disability from a public health perspective. This leads to a paucity of evidence on
the prevalence and magnitude of disability and valid evaluation of interventions.
With resource constraints increasing every year, it is important to look at the
costs and effectiveness of interventions. Such an approach allows a larger
proportion of the population to benefit from successful interventions.

The Objectives of SACDIR are:

P Develop the evidence base for documenting the prevalence and magnitude
of disabilities within the South Asia context

/W Train and reorient health care personnel to concerns of persons with
disabilities




i Organise modules on application of the International Classification of
Functioning UCT) recommended by WHO

I Run short and long-term training courses/modules on disabling conditions
& inclusive development

i Develop a Masters Course in Disability Management & Research
W Conduct high quality need-based epidemiological, operations, sociological
and outcomes-based research to improve the quality of life of

persons with disabilities

L 4 Evaluation of existing programs for persons with disabilities in India and
other South Asian countries

L 4 Develop innovative modalities for identifying persons with disabilities and
providing appropriate care

i ddvocate at appropriate congregations and forum for disability inclusive
development

i Assist and influence policy development initiatives to foster disability
inclusive development in the country and the region.

Over the past decade, SACDIR has functioned in four broad areas:
1. Developing research capacity in the region and provide evidence for action

2. Augmenting skills of existing and new professionals through need-based
training modules

3. Assist in programme development and evaluation in South Asia Region,
with a major focus on India

4. Help government, NGOs and other stakeholders in policy formulation
and advocacy
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PART 1

THE MAGNITUDE OF THE PROBLEM







Chapter 1

The measurement

Prof. Hamnal Kper, Dr. Sarah Polack, Ms. Islay Mactaggart

What to measure?
The terms disability, impairment, and
handicap have been used synonymously.
Each of these terminology convey three
different meanings and it is very crucial
to understand them at the first place.

Let's try to understand them
~

Impairment: any loss or

abnormality of physiological or '
anatomical structure.

[ A Disability:
any restriction or lack
of ability (due to an
" impairment) in performing an

activity in a manner or range considered
normal for a human being.

Handicap: a disadvantage for a -~
given individual, resulting from a
disability or impairment, that __.
limits or prevents the fulfilment of '

a role that is normal (depending

on age, sex, and social and -cultural

factors) for that individual.

Why to measure?

The World Report on Disability estimates
that there are about one billion people
with disabilities in the world'. However,
there is currently little data on disability,
and so this figure is very uncertain. A key
reason therefore to measure disability is
to estimate how many people have
disabilities both globally and within
different countries. This information is
important for advocacy and for planning
programmes.

It is also important to understand the
situation of people with disabilities in
different settings in order to best plan
services that cater to their needs and
provide equality of opportunity in
accordance with the UN Convention on
the Rights of Persons with Disabilities
(UNCRPD)2. For instance, are children
with disabilities less likely to go to
school, so that efforts are needed to
promote inclusive education? Are adults
with  disabilities  excluded  from
employment, so that vocational
programmes need to be established? Do

1



people with disabilities have poorer
access to water and sanitation, so that
adaptations of these facilities are
required? We need to measure disability
and its relationship with other factors in
order to answer these questions and be
able to plan services that meet the needs

of people with disabilities.

The new Sustainable Development Goals
(SDGs) describe the need for inclusive
development that “Leaves
behind”. We must ensure that data on

disability is included in all reporting on

no one

achievements towards the SDGs so that
we can assess how far each goal is
achieved for people with disabilities
compared to people without disabilities.

Monitoring inclusion in this way will
help us to see where extra efforts are
needed to achieve the full and equal
participation of people with disabilities
on an equal basis with others, and to
ensure the SDGs can be reached for all.

1981

1873-1931

1941-19nN

1991

How it is measured in India?
Estimates of the Three sources are
prevalence of
impairments that
lead to disability
are available from

a few sources at B nsso @
the national level,

and research

surveys

conducted across India.

1. Census of India

Census® is the enumeration of the
country conducted every 10 years in
India since 1872. The disability data
collected as a part of census has seen
peaks and valleys in the past.

1872-1931: Data on disability was
collected from 1872 to 1931 until the
census commissioner remarked in 1931

Figure 1

Canvassing
Disability in
Census of
India

2011




that the returns on infirmities at the
Indian Census has probably never been
satisfactory.

1941-1971: As a result, from 1941 to 1971,
the data was not collected as a part of
census.

1981: As 1981 was proclaimed as
International Year for the Disabled, to
emphasis the importance a renewed
effort was made to collect data on
disability through a simple question
during the House listing Operations
through three categories of disabilities:
Totally Blind, Totally Dumb and Totally
Crippled.

1991: The 1981 Census again supported
the view that Census Operations do not
lend themselves to the identification of
people with disability. Hence, the
questions on disability was again
removed from the census.

2001: In Census 2001, the question was
again included on five types of disability
(In Seeing, In Speech, In Hearing, In
Movement and Mental).

2011: Later in Census 2011, information on
eight types of disability was collected (In
Seeing, In Speech, In Hearing, In
Movement, Mental Retardation, Mental
Iliness, any other and multiple disability).

Importantly, it should be noted that the
definitions of each disability in Census
has changed over the years.

2. Sample Survey (NSS)

NSS4 conducts multi-subject integrated
sample surveys since 1950. Mainly four
types of surveys are conducted under
NSS - Household, Enterprise, Village
Facilities and Land & Livestock holdings.
It has a well-defined cycle of the surveys
extending over a period of 10 years. The
socio-economic  surveys cover the
estimation of disability.

NSSO uses a two-stage sampling method
to select the household. Initially, the
villages/ urban blocks are selected
randomly from complete list of villages/
urban blocks in India. Secondly, random
households are visited from the selected
vilages / wurban blocks for further
interviews.

The s8th round of NSSO conducted in
2002 (July - Dec) estimated the disability
in India. The NSSO considered persons as
disabled if they had any of the five types
of disabilities - mental, visual, hearing,
speech and locomotor.

3. Surveys

Research surveys conducted across India
use different methodology based to their
objectives. Most commonly used survey
methodologies include PHQo,

3




Washington Group Questionnaire, Rapid
Assessment of Avoidable Blindness
(RAAB), Rapid Assessment of Disability
(RAD), Key Informant Method (KIM) etc.

Ideal model for designing a disability
survey

Disability is a complex and umbrella term
with many culturally different meanings.
As a result, many different methods are
used to measure disability, which has
made it difficult to compare the
prevalence of disability over time or
between countries. There is now a strong
lobby to collect comparable data, which
is advocated for in the World Report on
Disability as well as during the
discussions around the SDGs.

There are several models of disability.
These include the medical model, where
disability is viewed as a problem with the
individual’s body, and the social model,
which sees disability as the barriers
placed on a person by society. The most

C Health Conditions)

(Disorder or disease)

|

widespread model of disability currently
is the International Classification of
Functioning, Disability of Health (ICF)
Model, which is a bio-psycho-social
model.

The ICF Model (Figure 2 & table 1) defines
disability as:

1. Impairments in body function and
structure

2. Activity limitations

3. Participation restrictions

that result from the interaction of
contextual factors related to both the
environment and the individual and the
health condition.

The UNCRPD defines people
disabilities as people who experience:

with

“long-term physical, mental, intellectual or
sensory impairments which, in interaction
with various barriers, may hinder (a
person’s) full and effective participation in
society on an equal basis with others”.

Figure 2

¢

| +
< Body Functions &) Activity ) ( ParticipatioD
structures

(Restriction)

(Limitations)
A

(Impairments)

International
Classification of

Functioning, disability
? and health (ICF Model)

@ontextual Factora

!

Personal
Factors

!
( Environmental)
Factors
4




Table 1 Defining the International Classification of Functioning, disability and health

(ICF Model)

Component of ICF Definition

Example

Impairments in Impairments in physiological functioning or | Acute muscular weakness

body function or anatomical parts of the body
structure

and limb paralysis

Activity Limitations Limitations in the execution of tasks or Not able to walk
actions by an individual

Participation Problems experienced in involvement in life | Child is not enrolled in school

Restriction situations

Main approaches to measuring
disability

Disability is both  complex and
experienced along a continuum. There
are different approaches to measuring
disability; some aim to classify people as
having disabilities or not, whereas others
focus on assessing the degree of
disability that people experience.

The three main approaches are as
follows:

1. Direct questioning on disability
2. Self-reported functioning
3. Diagnosing of impairments

or health conditions

1. Direct questioning on disability

The first approach is to directly ask
people whether they view themselves as
being disabled or having a disability.

For instance, the Zambia census in 1990
asked each person “Do you have a
disability? Yes/No”. The advantage of
this approach is that it is simple and

because the local school is
not accessible

quick. However, direct questioning is
likely to severely under-estimate the
prevalence of disability as people do not
consider themselves to be disabled or do
not want to define themselves as having
a disability, for fear of stigma or
discrimination. It IS therefore
recommended that direct questioning is
not used to measure disability.

2. Self-reported functioning

A second approach is to assess self-
reported functioning; that is, asking
people  whether they experience
difficulties in different areas of life.

This approach is used by the United
Nation’s Washington Group on Disability
Statisticss, who have developed a short
set of questions on functioning, intended
to be used in census (Table 2). These
questions ask whether a person
experiences difficulties in six different
functional domains. The purpose of the
Short Set is to capture the proportion of
the population most at risk of disability,
and it focuses on the basic domains of
seeing, hearing, walking, cognition,
communicating and self-care. These



Table 2 Washington Group Short Set Questions

No -no Yes — Yes -a Cannot
difficulty | some lot of do at all

difficulty | difficulty

Do you have difficulty seeing, even if
wearing glasses?

Do you have difficulty hearing, even if
using a hearing aid?

Do you have difficulty walking or
climbing steps?

Do you have difficulty remembering or
concentrating?

Do you have difficulty (with self-care
such as) washing all over or dressing?

Using your usual (customary)
language, do you have difficulty
communicating, for example
understanding or being understood?

questions can be used to estimate the
proportion of the population living with
different levels of functional limitation
(i.e. how many have “some difficulty” in
one or more domain, and how many have
“a lot of difficulty” or “cannot do at all”).

The Washington Group Short Set
Questions are widely recommended for
data collection on disability by global
stakeholders. These questions are
simple, quick and easy to translate into
different languages. They are non-
stigmatizing, as they do not ask about
disability directly. The Short Set
questions are most suited for use in
censuses or in large surveys where only a
few questions can be included to
measure disability. Their widespread use
will greatly improve the comparability
and reliability of disability data over time
and between countries. There are also
potential limitations to this approach to

measuring disability. The Short Set
provides limited data on other key
components of disability - including
participation restrictions or impairments.
Furthermore, they only focus on certain
aspects of functioning, and do not
capture mental health well.

The Washington Group have also
developed an Extended Set of up to
thirty-five questions, for use in surveys
of disability and health, where more time
is available to describe a more complete
picture of disability. Additional domains
included in the Extended Set include
affect (anxiety and depression), pain,
fatigue and upper body function, as well
as more in-depth questions related to
the basic domains of the Short Set (e.g.
separately asking about near and
distance vision). The Washington Group
have also collaborated with UNICEF to
develop an extended set of questions on
functioning for children aged 2 to 17.




The Model Disability Survey (MDS)¢ is a
general population survey tool that
measures disability across a continuum
that ranges from low to high levels of
severity. All people are placed on this
continuum, and the main objective of the
MDS is to describe the distribution of
disability in the population and identify
the factors that contribute towards
people experiencing high, middle or low
levels of disability.

The core modules of the MDS takes
around 20 minutes to be completed, and
these are:

- Capacity (i.e. how a health problem
affects how people function in
multiple domains),

- Performance (i.e. how people actually
function in multiple domains given
health problems and environmental
factors),

- Environmental barriers and facilitators.

Metrical scales of capacity and
performance are built for the population
using statistical methods, and
participants  who complete  the
questionnaire are each given an
individual capacity and performance
score. The distribution of these scores for
the population of interest shows the
range of disability in the population, from
low to high levels. The difference in the
proportion of people with severe
problems in the capacity and
performance scales shows the extent to
which further interventions are needed in
order to maximize performance and

thereby reduce the level of disability.

The  environmental  barriers and
facilitators module helps to identify
where these interventions may be best
targeted. A shorter set of the MDS is
currently being developed and tested,
and will aim to be approximately 20
minutes long.

The MDS is best suited for use in in-
depth studies, focussing on disability as a
core area of interest, rather than for use
in a census or surveys that do not have
disability as the main focus.

3. Diagnosing of impairments or health
conditions

Impairments or health conditions are
components of disability that can be
measured directly (for example the
presence of hearing impairment, visual
impairment or physical impairment using
an objective test). The Rapid Assessment
of Avoidable Blindness (RAAB)7 is one
example of this type of tool. Collecting
data on impairment or health conditions
is important for planning appropriate
health  and rehabilitative  services
amongst those who would benefit from
these (e.g. provision of cataract surgery,
hearing aids, mobility devices, or other).
These data may be particularly needed in
low resource settings where inadequate
access to health care is closely related to
disability, and are not captured via either
the Washington Group Questions or the
MDS.




Clinical screens in isolation do not
consider how the impairment or health
condition affects the activities or
participation of the individual, unless
these additional components are also
measured. It may also be more resource
intensive to undertake clinical screens
and measure impairments than to collect
self-reported information. However,
recent advances in technology are
increasing the ability of non-clinical
interviewers to undertake short screens
of hearing, vision and mobility alongside
self-reported functioning tools. One
example is the Portable Eye Examination
Kit (Peek)s, which allows the assessment
of visual acuity and other eye measures
by a non-specialist using a smartphone.

Evidence from the field

A survey was conducted in India, funded
by CBM, which compared the different
approaches for measuring disability°.
Approximately 4000 people were
selected and screened from Telengana
district. All people were asked to self-
report on functioning using the
Washington Group Questions (Extended
set for adults, UNICEF set for children),
and were assessed by clinicians for the
presence of visual impairment, hearing
impairment,
epilepsy and depression. In India, people

impairment, physical

were also asked whether they considered
themselves to have a disability.

Overall findings were that:

- Collection of the data on disability
using the Washington Group extended
set of questions was straight-forward
and took on average 10-15 minutes per
person, while the Short Set questions
took 3-5 minutes. Prevalence of disability
using this method was 7.5% in India.

- Measurement of impairments was
more difficult and expensive, and
depended on the presence of clinical
staff. However, it provided important
information on planning health service
needs (e.g. the need for hearing aids).
Prevalence of any clinical impairment
was 10.5% in India.

- The combined prevalence of disability
(Washington  Group questions and
clinical impairments) was 12.2% in India,
showing the added benefit of collecting
both impairment and self-reported data.

- In India, 3.8% of people reported that
they had a disability on the single
question, compared to 12.2% who were
found to have any disability. This
demonstrates that the single question
severely underestimates the prevalence
of disability and should not be used.



e
SHummAry Points

* Impairment is loss or abnormality of physiological or anatomical, disability is
restriction or lack of ability to perform task of daily activities, and hadicap is
social disadvantage which limits or prevents the fulfilment of a role that is
normal for a individual.

* There is a growing emphasis on measuring disability in order to estimate the
prevalence of disability, identify the needs of people with disabilities, and
monitor the inclusion of people with disabilities.

* There are different approaches to the measurement of disability, which have
advantages and disadvantages:

) Direct questioning on disability will underestimate the prevalence of
disability and should not be used.

) Self-reported methods can be used to measure disability. Among these:

1. The Washington Group Short Set and Extended Set are recommended
for measuring disability in censuses or large surveys.

2. The Model Disability Survey is recommended for use in surveys
where more time is available to capture a more complete picture of
disability and is used for planning and policy recommendations.

3. Impairment can be diagnosed to help plan health services, but when
measured alone will provide only one of the components of disability.

4. A combined approach using both self-report and assessment of

impairments may be beneficial.
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Chapter 2

The mmbers

Dr. Shﬂﬂﬂjﬂ T

Magnitude of the problem worldwide

People who have disability have
profound difficulties in functioning and
participating in their daily activities.
According to the World Health Survey,
approximately 785 million  (15.6%)
persons 15 years and older are estimated
to live with a disability. These estimates
are higher than World Health
Organization’s (WHO) previous estimates
in 1970 which was around 10%. Of these,
about 110 million people (2.2%) are
estimated to have very significant
difficulties in functioning. The Global
Burden of Disease estimates that around
975 million (19.4%) persons live with
some form of disability, of which around
190 million persons (3.8%) have severe
disability. These severe disability
conditions include quadriplegia, severe
depression, or blindness. Only the Global
Burden of Disease measures childhood
disabilities (0-14 vyears), which is
estimated to be 95 million (5.1%)
children, of whom 13 million (0.7%) have
severe disability’.

Growing numbers of persons with
disability

The number of people having different
disabilities is growing because of ageing
populations and the increasing chronic
health conditions such as diabetes,
cardiovascular diseases, and mental
illness. In addition, medical advances
that preserve and prolong life create
overwhelming demands for health and
rehabilitation  services2.  Types  of
disability in a particular country are
influenced by the health conditions and
trends in environmental and other
factors - such as road traffic crashes,
natural disasters, conflict, diet, and
substance abuse. Though there is an
increasing  prevalence of disability
worldwide, adequate attention has not
been given in terms of evaluation,
management and  prevention  of
disability’.
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Income levels and disability

Disability  disproportionately  affects
vulnerable populations like older people
and people who are poor. Results from
the World Health Survey indicate a
higher level of disability prevalence in
lower-income countries than in higher
income countries3 People who have low
income, are out of work or have low
educational qualifications are at an
increased risk of disability. Data from the
Multiple Indicator Cluster Surveys in
selected countries show that children
from poorer households and those in
ethnic  minority  groups are at
significantly higher risk of disability than
other children4.

Country % : Source

Effects of disability

Every area of human life is affected by
disability. People with disabilities face
widespread barriers in accessing services
(health, education, employment,
transport as well as information). It
affects their rights in terms of equality in
health care access, employment,
education, political participation, denied
dignity or disrespect, in terms of
violence, abuse, and prejudice from
society. Due to these effects on
education and employment, many
people with disabilities are affected by
catastrophic costs of health care,

pushing them deeper into poverty.

Bangladesh | 5.6 | 2005 | World Report on Disability

Table 3

Maldives | 4.7 | 2010 | Human Rights Commission

Sources of data for

India 2.21 (2011 | Census 2011

Nepal 1.94 | 2011 | Census 2011

Pakistan 2,65 | 2012 | Helping Hand 2012

estimating disability in
South Asia

Sri Lanka 2.0 (2001 | World Report on Disability2011

Source: World Bank & Dizability in South Asia: & Portfolio Rewview 2003
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Magnitude of the problem in South
Asia

Table 3 gives the sources of data for
estimating disability in South Asia. These
sources range from the World Disability
Report to the Human Rights Commission
report.

Table 4 gives an estimate of disability in
South Asia, according to the World Bank,
with estimates hovering around 8-12%
According to some estimates in South-
east Asia, the prevalence of disability is
estimated to range from 1.5 - 21.3% of
the total populations. The difference in
prevalence in different countries is due
to the difference in the definition of
disability and its severity levels.

Magnitude of the problem in India
The prevalence of underlying
impairments causing disability poses a
major public health challenge in India.

Disability, as per the Person’s with
Disability Act (India), is defined as

‘A person suffering from not less than 40%
of any disability as certified by a medical
authority'. A disability may be physical,
cognitive, mental, sensory, emotional and
developmental or some combination of
these. Thus disability is a complex
phenomenon, reflecting an interaction
between features of a person’s body and
features of society in which he or she lives’.

Country Percentage disability
Table 4 Bangladesh 10%
Country estimates of India 8-10%
disability in South Asia - L ~
Nepal 11-12%
Pakistan 8-10%
Maldives 8-10%
Sri Lanka 10-12%

Source: World Bank

13




Sources of estimates of disability in
India

Estimates of the prevalence of
underlying impairments that cause
disability are available from a few
sources at the national level, and
research surveys in some states of India,
as described below. The difference in
distribution in each category of disability
according to the two surveys could be
explained by the methodological
differences adopted in these surveys.

Table 5 Proportion of disabled population
by age & sex in India (2011)

Age Group Persons Males Females

| All Ages 2.21 241 | 2.01
{0-4 | 114 ._1_13, L1
| 5-9 154|163 | 144
f 10-19 1.62 1.96 | 1.67
I 20-29 .97 2.22 1.70
! 30-39 2.09 241 1.77
;4u-49 231 | 266 | 1.94
: 50-59 1.83 16 | 2.47
! 60-69 4.15 441 | 3.89
: 70-79 6.22 | 6.26 68,19
i B0-89 B.41 | £8.33 B.48
: G+ 8.40 | 7.BB B.E5
; Age Mot Stated . 307 : 321 2.91

Source: C-Series, Table C-20, Census of India 2011
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Census

The Census of India (2001) included five
categories of disability. It showed the
prevalence of disability in India to be
2.13%, approximately 21.9 million, of
which 12 million were males and 9 million
were females. About 15% of the disabled
were children aged <=10 years of ages.

The more recent Census of India (2011)
included eight categories of disability:
‘Seeing, Hearing, Speech, Movement,
Mental Retardation, Mental Iliness,

Multiple Disability, and Any Other’.
Results from the Census of India (201m)
showed the prevalence of disability in
India to be 2.21%, with a slightly higher
prevalence among males (2.4%) than
females (2%). But the decadal Increase
in proportion is higher among females.

The percentage share of the disabled
population by sex is 44.1% females versus
55.9% males’. The percentage of disabled
persons in India has increased both in
rural and urban areas during the last
decade. While the Proportion of disabled
population is higher in rural areas, the
decadal increase in proportion s
significant in urban areas. Table 5 and
Figure 3 describe the proportion of
disabled population by age in India
(20m). It is evident from the table and
figure that the prevalence of disability is
increasing with age.



The National Sample Survey (NSSO)

The NSSO round of 2002 revealed that
8.4% of rural households had at least one
disabled person at home and that 10.6%
suffered multiple The
NSSO considered persons as disabled if
they had any of the five types of
mental, hearing,
speech and locomotors.

impairments.

disabilities visual,

As mentioned above, the prevalence of
disability in India using various sources is
different. Table 6 summarises the
prevalence of disability in India, using
the various sources mentioned. Census
has estimates when

201 higher

compared to Census 2001 and NSSO
2002.

Surveys

Data is also available from a few surveys
in the country. A recent survey in 4
villages of Karnataka observed that the
prevalence of disability (all ages) was
6.3% and 80% had multiple disabilities®.
Evidence from Karnataka also showed
that prevalence of mental disability is
2.3% which is more prevalent among
females (3.1%) than males (1.5%) and
significantly higher among elderly people
and illiterates.

Figure 3 Proportion of disabled population by age in India (2011)

so+ [ ¥8.40
80-89 % ! 8.41
70-79 : ) 6.22
60-69 | ¥ 4.15
a  50-59 J 2.83
&  40-as f——3 231
5 3039 — 2.09
20-29 l'_l 1.97
10-19 5_! 1.82
s5-9 LW 1.54
0-4 [ 114
0.00 2.00 &.00 6.00 8.00 10.00
Percentage

Source: C-Series, Table C-20, Census of India 2011
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Table 6 Comparison of prevalence of disability in India, using various sources

[mpairment Census 2001 NSO 2002 Census 2011

Locomotor 28% 51% 20.3%

Seeing (Visual) 49% 14% 15.8%

Hearing 6% 15% 18.9%

Speech | 7% 10% 7.4%

Mental 1 0% 10% 2.6%
‘Mental | 1 5.4%
Retardation

Others 18.4%

Total 2.13% 1.8% 2.21%

A study in rural area of Chandigarh
showed a prevalence of 4.8% with a
significant increase among those aged
>55 years (31%) compared to those aged
25-54 years (5.4%) and <25 years (0.1%)
(p<0.001). Prevalence was also higher in
females compared to males (p<0.001)".

A study from Kerala reported a disability
prevalence of 2.7%. Disability due to
underlying visual impairment was the
commonest, followed by movement
disorders. The literacy rate was 67%
among the disabled people against the

state literacy rate of 90.9%'.

Evidence from Karnataka also showed
that prevalence of disability was 2%,
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higher in 45-59 years age groups and
slightly more among females (2.1%)
compared to males (1.9%). The study
observed that locomotor disability had
the highest prevalence.

The Indian Council for Medical Research
(ICMR) coordinated a survey of disability
among children at three centres in India
in 2005. Among children aged 0-6 years,
the prevalence of disability was 8.8/1000
at Delhi, 6.5/1000 at Jaipur
12.6/1000 at Lucknow'. There was a

and

wide variation in the prevalence at the
three locations, which are geographically
very close. This perhaps is due to the
differences in access to services at the
three centres.



Data from the National Family Health
Survey of India assessed the sex
disparities in functional health among
persons 55 vyears and older and
compared the situation in the northern
and southern parts of the country. The
results showed a female disadvantage in
physical impairments in the northern
states, although these differences were
not significant in the southrs.

A study from Vellore compared house-
to-house survey and rapid rural appraisal
as methods used to identify people with
disabilities in a sample rural population in
South India. While a few more people
were identified through the house-to-
house survey, the rapid rural appraisal
was a better approach for identifying
disability in the community because of
the greater community participationre.

Issues related to estimates of disability

Evidence generated from sources like
census and NSSO may underestimate
the true magnitude of disability. This is
because only severe manifestations are
reported and the early and moderate
levels of disability may not be reported.
Similarly, co-morbidities could be
underestimated.

The Census data 2001 on disability did
not cover the social aspects of disability.
It helped to estimate the overall

prevalence of physical impairment and
helped to plan further services in the
country, but it was an underestimate of
the real burden of disability. The
difference in distribution in each
category of disability in various surveys
is perhaps due to methodological
differences adopted in these surveys.
Further, most of these studies provide
estimates of impairments and do not
mention the societal response which
causes disability.

Disability has been defined differently in
different contexts, which makes it
difficult for data collection, comparison
and dissemination of disability-related
data and information. There are lacunae
of evidence in the field of promotion to
update the knowledge level of disabled
about their health conditions, or in
building the capacity level of policy-
makers and service providers, scaling up
services, and most  importantly
protecting the rights and dignity of
persons with disabilities.

The changing construct of disability

Till recently disability has been treated as
a ‘disease phenomenon’ and therefore it
was felt that efforts should be directed
to identify and treat the physiology and
pathology of the impairment. This
traditional approach has recently been
replaced by a more vibrant and positive

17



strategy to tackle disability using the
‘social model’ of disability wherein the
individual’s functioning is given more
importance than the impairment.

The WHO has recommended the use of
the International Classification of
Functioning, Disability and Health (ICF)
as the framework for measuring health
and disability both at the individual and
community level. The ICF domains are
classified from body, individual and
societal perspectives. There is an urgent
necessity for generating need-based
evidence and developing innovative
strategies to reduce stigma and conflict;
behaviour change, to integrate people
with disabilities in society and the day-
to-day functioning. One of the ways is to
use the perspective of ‘public health
disability’, which is the use of the full
scope of health knowledge, skills and
services to promote the quality of life of
whole populations with special emphasis
to persons with disabilities.

18
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SHummAry Points

The number of people with disability is estimated based on the results from
the census, the national sample survey and other independent surveys.

The magnitude of the problem is much more than the numbers from the
method, this is because of the methodology used to define disability and also
because of the underestimation related to stigma and discrimination in the

society,

The number of people with disability is growing
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Chapter 3
Rehabilitation

Dr. Suresh Kumar.K

Rehabilitation

According to the International
Classification of Functioning Disability
and Health (ICF), disability is an umbrella
term for impairments, limitation in
activities and restriction in participation
12, It is a complex process, reflecting the
interaction between an individual with a
health condition and the environment:.
For example, a stroke survivor may have
mobility problems (impairment) that
could reduce his/her opportunity to
participate in social activities such as

shopping and meeting friends
(disability). However, the stroke survivor
might be able to
participate in most of his/her social
activities with the help of a wheelchair.
Although the
problems) of the stroke survivors is the

same in the two

independently

impairment  (mobility
aforementioned
scenarios, the disability experienced by
the stroke survivor is minimised by the
use of a wheelchair in the latter. Figure 2
illustrate the disability and functioning
framework of any health condition?.
Disability is therefore, not limited to

Figure 4 Illustration of the ICF model with stroke as an

health condition
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Figure 5 Illustration of what is rehabilitation

impairments, but is the interaction
between an individual with a condition
and the environment in which he or she
experiences it>. The severity of disability
depends on the degree of impairment
(physical, mental, cognitive) as well as
the personal and contextual

environment of the affected individual.

What is Rehabilitation?

People with disabilities experience
several limitation to perform their
everyday activities and restrictions to
actively participate in society.
Rehabilitation, defined as "a set of
measures that assist individuals, who
experience or are likely to experience
disability, to achieve and maintain
optimum functioning in interaction with
their environments". Rehabilitation is
instrumental in restoring an individual
with any kind of disability to his or her
fullest physical, mental and social
capacity?. It enables persons with
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disabilities to independently participate
in their individual, family and social
roless.

What is involved in Rehabilitation?

Rehabilitation of people with disabilities
is not a single step. It is a process that
continues throughout the recovery of
the disabled, either short-term or long-
terme°. It involves several steps and
decision making stages to help persons
with disabilities perform their individual,
family and social roles independently.
For example if a child is born with
blindness, the parents might take this
child to a different health professionals
like  the  physician,  optometrist,
ophthalmologist, occupational therapist,
special educator etc. Each expert from
different disciplines will usually get
together at different points in time and
draft a therapy plan for this child who
cannot see.



Figure 6 Rehabilitation process

Assessmen

Some of the key processes involved in
provision of rehabilitation services are

1. Assessment

2. Goal setting

3. Therapy planning

4. Goal oriented training
5. Regular follow-up

6. Community integration

Who are involved in rehabilitation?

Rehabilitation is a team work". It is
impossible to help an individual affected
by disability to become functionally
independent using a unidisciplinary
approach'2. Uni-disciplinary approach is
one person involved in provision of
rehabilitation (e.g. Doctor or
Physiotherapist) to an individual with
disability and claiming that the disabled
became independent only because of his
therapeutic inputss. Disabilities are
multi-dimensional and so are the

approaches to help people with disability
become functionally independent'.
Various professionals are involved in
provision of rehabilitation services to
people with disabilities. The composition
of team is dependent on the impairment
problem (physical, mental, social, vision,
speech, hearing, intellect) and the
severity of the problem in everyday life
for the affected individual. The person
affected by disability and his/her family
are the core members of the
rehabilitation team's. Health
professionals involved in provision of
rehabilitation services are only secondary
to the person experiencing disability.
This approach to rehabilitation is called
patient-centred rehabilitation.

Common team members involved in
physical rehabilitation

Some of the key rehabilitation team
members for a person with physical
disability may include:

1. Physician: trained to diagnose, treat,
promote a person’s health

2. Physiatrist: specialised in physical
medicine and rehabilitation, trained to
diagnose and treat various kinds of
disabilities.

3. Nurse: Trained to provide care and
support for the patients

4. Physiotherapist: trained to promote
the physical aspects of health in an
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Figure 7 Team members commonly
involved in provision of
rehabilitation services

Rehabilitation

Ot hotics
Prosthetics

individual especially strength, range of
motion and endurance.

5. Occupational therapist: Trained to help
individuals with disabilities to get back to
their usual activities of daily living.

6. Speech therapist: Trained to help
people with communication and eating
difficulties.

7. Clinical psychologist: Trained to assess
human mind and behaviour and help
with individualised psychotherapy

8. Special educator: Trained to help
people with academic and learning
difficulties

9. Counsellor: Trained to counsel people
with psycho-social issues.

10. Vocational educator: trained

to teach people learn various vocational
skills like binding, weaving, tailoring,
crafts etc.

11. Prosthetist and orthoptist: specialised
26

in fabricating assistive devices and
appliances.

12. Social worker: trained to provide social
care for people with disabilities.

13. Chaplain: trained to motivate affected
individuals through their religious faiths.
14. Dietician / Nutritionist: Trained to
advice on nutrition and food intake.

Key Principles of rehabilitation:

Patient centred care and Specific goals:

Setting Specific, Measurable, Achievable,
Realistic and Time bound therapy goal is
fundamental to
rehabilitation'”. The rehabilitation team

essential and

should be aware of the situation of the
individual affected, the clinical problem
and the context in which he experiences
disability’s. This would help the rehab
team understand the problem better and
set goals that are relevant to the needs
of the affected individual®.

Leadership and Team work:

As mentioned earlier, rehabilitation is a
team work and it involves professionals
with various kinds of expertisez°. The
team will usually be headed or led by
someone  experienced in  physical
medicine and rehabilitation?'. The patient
or individual with disability is a primary
member of this team and his concerns
have to be clearly understood before
taking any decision about him/her. Thus
communication becomes an essential



task of rehab team?22. Communication is
essential for good teamwork?:.

Learning a skill:

During rehabilitation, the disability
experienced by an individual will either
be remediated or compensated-.
Whether its
compensation, the affected individual
will have to be initially taught to learn

remediation or

the skill for getting back to their
activities of daily living and participate in
social or family roles?s. This skills will
initially taught by the rehabilitation team
and then the affected individual
themselves should be allowed to practice
on their own to become self-
efficacious?.

Some of the important points to
remember during skill building in the
process of rehabilitation are

1. The task or skill retrained or compensated
should be task specific and purposeful.

2. Performance of the skill should involve use
of correct movement pattern.

3. Repetition is a key to achieve the skill that
is targeted.

Assessment of improvement:

Once the Smart goal is set, standardised
or specific measurements have to be
taken to determine the prognosis is
essential?’. It is very easy to complete as
assessment related to the set goals

rather conducting an assessment related
only to impairments2¢. For example, if a
person affected by polio is in need of a
job, he will require a job skills assessment
rather than an evaluation of his affected

leg.

Appropriate care setting:

Rehabilitation  services should be
provided to the individual affected by
disability in appropriate care setting.
Rehabilitation setting should be disabled
friendly environment. Rehabilitation
should focus on everyday tasks in
routine environment rather than ideal
settings.

What exists for people with disability?
In High Income Countries, provision of
rehabilitation services for people with
disabilities, happen at every Primary
Health Care Centers. Every PHC are
equipped with a disabled friendly
rehabilitation unit exclusively for specific
types of disability (physical, mental,
neurological, palliative etc.) with several
departments and allied health care staff
as mentioned before as a team.
However, bringing this to a reality in
many Low and Middle Income Countries
is still far from reality. This is especially
because; the awareness, knowledge and
evidence about management of
disability and disabling conditions
prevalent in these countries are just
emerging.
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SHummAry Points

* Disability is not limited to impairment, but is the interaction between an
individual with condition and the environment in which he or she experiences
it.

* Rehabiilitation is not a single step. It is a process that continues throughout

the recovery of the disabled.

* Rehabilitation is a team work and should be multi-dimentional.
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Chapter 4

Systems i place t Tndia

Dr. Suresh Kumar.K

What are rehabilitation systems?

A rehabilitation system is termed as the
organization of people, institutions and
resources for delivering rehabilitation
services to meet the needs of people
with disabilities.

The important components of any
rehabilitation systems are

1. Leadership and Governance

2. Rehabilitation Financing

3. Rehabilitation workforce

4. Rehabilitation products and Technology
5. Information management

6. Service delivery

The ultimate goal of any health and
rehabilitation system is to promote
efficient and effective functioning of
these important
synergistically to achieve equitable,
responsive, good quality rehabilitation

components

and care for people with disabilities.

Leadership and Governance for
Rehabilitation

Institutions like the World Health
Organization (WHO) and United Nations
(UN) along with other bilateral and
multi-lateral agencies like International
Labour Organization and World Bank
provide global leadership and support for
creating sustainable rehabilitation
systems globally. The disability and
Rehabilitation department of WHO
coordinates various activities related to
rehabilitation of people with disabilities
worldwide. Similarly, The UN has various
departments and special interest groups
such as the UN Convention for the rights
of persons with disabilities (UNCRPD)
that protects and promotes the rights of
people with disabilities. India is one of
the first countries to sign the UNCRPD
bill for people with disabilities. However
ensuring equitable access to health and
rehabilitation services for people with
disabilities has been quiet challenging.
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Figure 8 Pillars of health or rehabilitation system
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Rehabilitation financing

The rehabilitation systems are usually
funded by the countries health systems
itself. In India, programmes related to
people with disabilities are primarily
funded by the ministry of health and
family welfare. In addition, department
of education, human resources, women
and child development, ministry of social
justice and empowerment financially
support various disability and
rehabilitation programmes and projects
to improve the quality of life of people
with disabilities. For example, the project
called Sarva Siksha Abhyan meaning
education for all managed by the
department of education includes a
separate sub-programme for inclusive
education to children with disabilities.
The ministry of social justice and
empowerment  coordinates  various
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programs related to managing teaching
institutions for creating the allied health
workforce cadre, vocational training and
for provision of financially support to
people with disabilities.

Rehabilitation workforce

In many High Income Countries, several
specialised professional education and
training programmes for learning about
helping people with disabilities. However,
in India, these courses are conducted in
very few centres. Therefore there is not
much awareness about various health or
allied health professionals involved in
provision of rehabilitation services not
just among the general public but also
among the health professionals. For
example, many medical doctors do not
know who is an occupational therapist
and what he does for people with



disabilities. Similarly the general public,
when they see or experience permanent
disability, they assume that medicines
and surgery would help them completely
recover from their disability. A recent
report by Public Health Foundation of
India revealed that there is an acute
shortage of nearly 650,000 allied health
professionals in India.

Rehabilitation products and
technology

Similar to health products and
technologies like drug, injections and
surgical equipment, there are also
specific products and technology for
rehabilitation. For example there are
positioning pads, gaiters and splints to
prevent deformities following an injury
or a disabling health condition. There are

technologies like the brain computer

interface, environmental control units,
hoists and myo-electric prosthesis that
helps people with disabilities
independently manage their

irrespective of their disabilities. These
products and technologies are available

to
lives

globally.
In India, many of these products are not
manufactured and hence we have to
import these products from HICs. This
implies the cost involved in procuring
these products. A government agency
called the All India Limb Manufacturing
Company (ALIMCO) [Chttp://alimco.in/1
currently manufactures and sells some of
the basic rehabilitation products and
technologies like wheel chair, walker,
artificial hand and foot made of wood
and fibre through its state offices in all
parts of our country. There are many
located

private companies in many

urban areas and metropolitan cities that

Figure 9 WHO Health Systems Framework
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sells  some of the sophisticated
rehabilitation products like myo-electric
prosthesis, motorised wheel chair, ROHO
Cushions and pressure relief mattress
etc. health professionals involved in
helping people with disabilities could
explore more information about this
through the web link provided above and
help people with disabilities access these
products and help in their recovery and
rehabilitation.

Information management

This is a crucial component of any health
and rehabilitation system. Information
about the magnitude of a problem would
help plan and organize programs to
support  people  with  disabilities
effectively and efficiently. Many HICs

have integrated information

management systems that would track
or access the complete details of a
person just by their hospital number.
However such kind of systems does not
exist in India. South Asia Centre for
Disability and Inclusive Development
Research has contributed tremendously
to this gap. More information on this is
provided in detail in another chapter of
this manual. Exclusively focusing on
rehabilitation, SACDIR has recently
conducted a rehabilitation needs
assessment study among  stroke
survivors. This study identified several
gaps that has to be bridged to meet the
rehabilitation needs of people with not
just stroke but any kind of disabling
condition in India. It also found that
people  with  disabilities  needed
information to manage their disability
more than rehabilitation services.

Figure 10 Rehabilitation needs framework
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Rehabilitation service delivery

This is an important component of any
rehabilitation system. This is about what
is available for people with disabilities in
a country. As mentioned earlier, in many
HICS, rehabilitation services are a part of
general health services even within a
primary health care centre. However in
India, provision and access to
rehabilitation services are very limited.
Rehabilitation services are available only
in certain government tertiary hospitals
and predominantly in private hospitals
situated in urban or metropolitan cities.
These services are usually led by a
specialist doctor or a physiotherapist.
Accessing rehabilitation services from
private hospital or therapists is usually
very expensive.

Some of the important rehabilitation
services that is available for persons with
any kind of disabilities are detailed
below. In India, a person with any kind of
permanent disability can avail a disability
certification and a disability identity
card. This card is provided through a
panel of disability experts in every state
coordinated by the state disability
commissioner. There have been several
laws and acts related to the benefits
available for different kinds of disabling
conditions and any person with a
disability certificate can avail the
benefits.

Some of the important acts and laws
that provide benefits for people with
disabilities are

1. Persons with disabilities act - 1995

2. Mental Health act - 1987

3. Rehabilitation council of India act - 1992

4. The National Trust act for welfare of
children with cerebral palsy, autism, mental
retardation and multiple disabilities - 1999

5. Rights of persons with disabilities bill -
2014 amended December 2016

Key Benefits for persons with disabilities
if they have disability certificate

1. Education

a. Books and Stationery allowance

b. Uniform Allowance

¢. Transport allowance

d. Scholarships

e. Reimbursement of tuition fees
f.Vocational training and higher education

2. Railway Travel concession
3. Reservation of jobs

a. Age relaxation in jobs

b. Roster and carry forward
C. Priority posting

d. Promotions

4.Income tax concession / Professional tax
exemption

5. Dealership by oil companies

6. Economic assistance
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7. Reservation in public sector bank jobs
8. Subsidy on the rate of interest - loans

Most of these key benefits can be
availed by persons with disabilities.

Within the aforementioned laws and
acts, the main provisions that are
covered for any person with disabilities
include

» Prevention and Early Detection of
Disabilities

e Education

e Employment

e Non-Discrimination

e Research and Manpower Development

 Affirmative Action

e Social Security

e Grievance Redressal

A recent project "Unique ID for Persons
with Disabilities” is being implemented
with a view of creating a National
Database for PwDs, and to issue a
Unique Disability Identity Card to each
person with disabilities. The project will
not only encourage transparency,
efficiency and ease of delivering the
government benefits to the person with
disabilities, but also ensure uniformity.
The project will also help in stream-lining
the tracking of physical and financial
progress of beneficiary at all levels of
hierarchy of implementation - from
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village level, block level, District level ,
State level and National level.

The Prime Minister's Office recently
suggested that the term ‘divyang'
(divine body) instead of 'viklang' be used
for persons with disability.

This proposed change in nomenclature is
being worked out at the ministry of
social justice which handles disability
affairs.



\

\

SHmmAry Points

The InIndia, programmes related to people with disabilities are primarily
funded by the ministry of health and family welfare.

In addition, department of education, human resources, women and child
development, ministry of social justice and empowerment financially support
various disability and rehabilitation programmes and projects to improve the
quality of life of people with disabilities.

There a many benefits a for person with disability if they have relevant
certificate
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Chapter 5

Plamning a disability program

M. Dinesh Raj P, Ms. Jayanthi Sagar

The first and the foremost thing to do is
to set up a planning committee. All the
stakeholders should be involved in the
committee.  Often  the  program
managers miss out the receivers -
people living with disability. As the
slogan goes "Nothing about us without

us.

A planning committee may be set up at

* National level
*  Provincial level
*  Project level

The functions of the Committee will be
to
1. Plan programme
2. Mobilise resources / funding for the
programme
3. Implement activities
Evaluate progress and results

The structure of the Committee should
be small and active and should have
members from

* Ministry of Health

* Public health

* Disability welfare department

* Rehabilitation services

* Health care services

* Community

* Local NGO/Service Organisation
* People living with disability

Planning is the key for the success of any
program. We have to plan to move from
where we are to where we want to be. It
is very crucial how we start and move to
the desired benchmark. Figure 11 will
explain in a nutshell how to successfully
plan a program.

WHERE WE ) WHERE WE
ARE WANT TO BE

Where you are

Situational analysis of needs

Firstly, we should understand where we
are by conducting a situational analysis
of needs of the people with disability.
The population to be served must be
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WHERE YOU ARE

TO BE
CONDUCTING SETTING
SITUATIONAL AIMS AND
ANALYSIS OF OBJECTIVES
NEEDS AND
RESOURCES

well-defined (for example children,
people living with polio, stroke survivors
etc). The distribution of the population
and characteristics of the
area/geography should be studied.

Estimate the prevalence, incidence (the
numbers). Also look at age and gender
specific data if need be. Additional
sources of information (not as reliable)
may be obtained from hospitals,
disability related organizations, research
publications etc.

The key principle of planning a disability
program is to include people living with
disability in all phases of planning the
program. As disability is highly
discriminated and stigmatized in Indian
scenario, it is advised to conduct
qualitative research methodology to
understand the needs of the people
living with a disability. Conducting such
research studies will enable us to

understand the barriers faced by them
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WHERE YOU WANT

HLENR NG - SETTIME

Figure 11 Process of planning for a disability program

GETTING THERE

MANAGEMENT OF
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and to formulate a possible solution.

Situational analysis of the resources

Secondly, assess the resources available
to bridge the gap.

The resources are

1. Manpower

Identify available manpower required for
the program. E.g. Specialized Medical
doctors, nurses, health allied
professionals, managers, technicians,
rehabilitation workers and expertise.
Work out a ratio between the population
and the required manpower (health care
units/workers:  population at each
district). Also consider the manpower
placed by the government. E.g. primary
health care workers, ASHA workers,
Anganwadi workers.

2. Materials and infrastructure
List all the equipment’s needed for the
program.




Hard Materials:  Assistive  devices,
equipment, hospitals, beds, vehicles

Soft Materials: drugs and surgical
consumables

3. Management

- Structures and information system
Identify key stake holders involved in
programme for management of
disability care, if present and also their
function.

Functions of the Committee

e Planning of the regional
disability programme

» Mobilisation of resources
for the programme

e Implementation of activities
of the programme

e Evaluation of the progress and
results of the programme.

Structure of the Committee
e [t should be small and active.
e It should meet 3 or 4 times each year.
e [t should comprise representatives
from -
-Regional and district disability and
health department
-Professional and community
stakeholders
-Local NGOs / service organisations
- People with disability / disability
organizations

4. Money (capital and running costs)

The disability programme should be a
horizontal programme, integrated into
the regional and district level health
services. The resources in terms of
financial stability to run the program
should be well assessed.

Where you want to be

Define the Aim
This is the generalised direction of the
programme.

Specify the Objectives
The objectives of a project should be
"SMART"

Specific: clear about what, where, when,
and how the situation will be changed;
Measurable: able to quantify the targets
and benefits;

Achievable: able to attain the objectives
(knowing the resources and capacities);
Realistic: able to obtain the level of
change reflected in the objective; and
Time bound: stating the time period in
which they will each be accomplished.
They should be measurable and time
limited.
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How to get there

Define the Priorities and Strategy

The strategies for disease control,
human resource development and
provision of infrastructure need to be
defined.

It is important to understand the needs
of the community and the existing
services.

Prepare a Timetable

List the activities that are necessary to
reach each of the objectives. Prepare a
timetable showing each of these
activities, indicating when they will be
undertaken and when they will be
completed.

Prepare a Budget

Prepare the budget on the expenditure
and income for the activities planned
and for the resources.

Expenditure and Income
Expenditure
a) Capital (one-time)
Buildings, vehicle, equipment
b) Running (recurrent)
Salaries, consumables, overheads

Income

a) Fees

b) Government grants
c) Local support

d) International donors
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Getting there

Management

Form a Project committee and if possible
appoint a manager/administrator.
Monitor resource utilisation ~ for
efficiency. The two main resources to
“look after” are money and more
importantly “people.”

Monitoring

Monitoring is a continuous function that
provides an early indication of the
quality, quantity and timeliness of
progress towards delivering intended
results. This allows the key stakeholders,
project managers to know that the
project is on track and running to
schedule. Monitoring should be done at
regular pre-planned intervals.

What gets monitored is more likely to get
one. If we don’t monitor performance, if
we can’t tell success from failure. Process
indicators  report  achievement of
activities. Outcome indicators report

Figure 12 Process of planning for a
disability program
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achievement of objectives. Impact
indicators report achievement of goals.

It is advised not to collect to many
indicators or collect indicators too often.
All the monitoring indicators collected
should be wused and the unused
indicators should be discarded.
Monitoring should be used as a tool to
encourage to perform better and take
ownership but not as a disciplinary tool.
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L
SHummAry Points

* Planning is the key for the success of the program
* Always develop 'SMART' objectives

- No planning without the beneficiaries.
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Chapter 6
The role of SACDIR

Ms. Jayanthi Sagar, Mr. Dinesh Raj P

The South Asian Centre for Disability

Inclusive Research (SACDIR) functins to
fulfill the following four objectives

1. Training and Education
Train and reorient health care
personnel to concerns of persons with
disabilities.

2. Research
Develop the evidence base for
documenting the prevalence and
magnitude of disabilities with in the
South Asia context.

3. Programme development
Evaluation of existing programmes for
persons with disabilities in India and
other South Asia Countries

4. Advocacy
Advocate at appropriate
congregations and forum for disability
inclusive development.

Four Board areas of Functioning

. Developing research capacity in the

region and provide evidence for
action

. Augmenting skills of existing and new

professionals through need based
training modules

. Assist in programme development

and evolution in the South Asia
Region, with a major focus on India

. Help government, NGOs and other

stakeholders in policy formulation
and advocacy
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The work done by SACDIR can be best
explained under the following

a. Research

b. Policy

c. Practice

d. Capacity building

Research

1. Multi - Centric Collaborative study on
the impact of Global warming and Ultra
Violet Radiation (UVR) exposure on
ocular health in India

This case study was conducted in three
regions Northeast region, coastal region
in  South India (Prakasam district,
Andhra Pradesh) in comparison to
Delhi/NCR (National Capital Region) of
the country to assess the impact of
increased UVR on the prevalence of
cataract, dry eye, pterygium in people
over 40 years of age and allergic
disorders in children between 5-15 years
of age.

The study estimated the change in
stratospheric ozone and suspended
particles to investigate the effect of
environmental factors and global
warming on the prevalence and /or
exacerbation of eye diseases.

Data was collected from 3,589
individuals over 40 years of age from 34
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clusters, and clinical assessment was
done on 3,015 individuals. Preliminary
analysis shows that the prevalence of
blindness is 1.9% and cataract is the
leading cause of blindness.

2. Incidence of cause specific blindness
in Andhra Pradesh

The Andhra Pradesh Eye Disease (APED)
study in India was first initiated in 1996.
It is one of the most rigorous population
based studies in low income settings.

Over the period June 2009-May 2010, a
study was undertaken by the L.V.Prasad
Eye Institute and the International
Centre for Eye Health (ICEH) to trace the
original subjects examined in the APED
Study in the 3 rural areas where APEDs
was originally undertaken.

One of the objectives of the tracing
exercise was also to obtain information
on mortality and it was observed that
there was a mortality differential among
those who were blind compared to those
who were not blind at baseline, among
those aged 40+. The mortality among
the blind was 2.3 times higher than
among those who were not blind at
baseline. This is a significant observation
as it helps to plan eye care services for
the future.



3. Validation of INCLEN Neuro
Developmental Screening tool (NDST)

The study assessed the prevalence of ten
(10) common  neuro-developmental
disabilities (NDDs) among children aged
2-9 years in India and gathered
information on potentially modifiable
risk factors.

4. Monitoring and Evaluation of the
RS10 Road Safety Intervention plan in
Hyderabad, India

Funded by Bloomberg Philanthropies,
USA (sub contract from Johns Hopkins
Universtity)

The scope of work to be carried out by
[TIPHH was: i. Conduct several rounds of
observational studies of drink driving
and helmet use, ii. Conduct many rounds
of roadside surveys of knowledge,
attitudes, and practices (KAP) related to
drunk driving, helmet use and awareness
of social marketing campaigns among
motorists in the RS-10 intervention
districts; one survey every three to four
months, iii. Conduct in-depth interviews
and focus group discussions with
personnel from general public, police,
hospital, and related ministries iv.
Establish hospital-based surveillance in 2
hospitals to gather road traffic injury
data on monthly basis, v. Conduct a
household survey of residents on injury

events, risks, attitudes, and behaviors in
the RS-10 intervention districts, vi.
Collect routine data on road traffic
crashes, fatalities, and injuries from
traffic police on a monthly basis, vii.
Collect available data regarding road
safety from non-governmental

organizations.

The study found that 86% of RTI victims
had some form of disability.

5. Behavioural problems in impaired
children and associated caregiver strain
in India - A descriptive study

The goal of the study was to find the
determining factors that contribute to
the  differences of  psychosocial
difficulties in hearing impaired children
compared to another group of hearing
impairment children that do not develop
the psychosocial difficulties. This study is
the first hand information from LMICs.

Parents of children with hearing
impairment are at increased risk of
mental health morbidities. We examined
the predictive factors associated with
caregiver’s strain and psychological
morbidities in parents and family
caregivers of children with hearing
impairment. In total, n -201 parents and
family caregivers of children with and
without hearing impairment aged 3 to 16
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years were recruited. Caregiver’s strain
and psychological morbidities were
measured using the Zarit Burden scale
and the World Health Organization’s
Self-Reporting Questionnaire (SRQ-20).

Presence of behavioural problems in
children was measured using the
Strengths and Difficulties Questionnaire.
After adjustment, low educational
attainment and domestic violence were
found to be associated with caregiving
strain, whereas dissatisfaction with
social support from family, behavioural
problems in children, and domestic
violence strongly predicted psychological
morbidities. Addressing the mental
healthcare needs of parents may help in
downsizing the impact of psychological
morbidities on the well-being of children
with hearing impairment.

6. The National Survey of Blindness,
Visual Impairment, Ocular Morbidity
and Disabilities in Sri Lanka

The National blindness, visual
impairment and disability survey in Sri
Lanka is the first ever national level
study on blindness and visual
impairment in Sri Lanka. A survey of
self-reported eye complaints of the
preceding month and self-reported
disability at household level was also
embedded within this survey. The survey
was designed in 2012; the field work took
place in 2013-2014; and the data analysis
was completed in 2014-2015.

The prevalence of blindness in Sri Lanka
was 1.7% (95% CI: 1.3 -1.99) among those
aged 40+ years. The highest prevalence
of blindness was in Uva, Eastern, North

Western and Northern provinces while




the lowest was in the Western and
Southern provinces.

Policy

1. Barriers to employment and
employability for persons  with
disabilities in Hyderabad, Andhra
Pradesh, India

The study was undertaken to ascertain
the barriers to employment and
employability for persons with disability
in the IT and IT Enabled Services sector
in Hyderabad, Andhra Pradesh India.

The main aim of the study was to work
towards orienting Indian employers on
disability inclusiveness with regard to
employment of persons with disabilities.

It showed that there were significant
differences in the perceptions of
employers vs. employees on certain
barriers to employment. As a bottom
line, this study throws some light on the
ways in which the industry is gearing up
to the needs and requirements of the
persons with disabilities.

A total of 147 employees with disability
(EWD) were included in the study.
Majority of the respondents were
educated to at least the undergraduate
level. All the respondents (persons with
disabilities) had a physical impairment

and 91.2% of these impairments were
present since birth. Overall, 72% of
employees with disability stated that the
impairment had at least a mild effect on
their activities for daily living. 72.8% of
the employees had declared their
impairment at the time of their interview
and majority of the employees
mentioned that the potential employers
had made reasonable adjustments to
facilitate their job interview and also
after their employment. There was no
discrimination / prohibition in the
selection process, as a result of the
impairment /disability.

Fifty three employers from 6 work places
were included in the study. More than
90% of the employers stated that they
encouraged applications for all positions
from persons with disabilities. Only 3.8%
of the employers were aware that their
company had a written policy on
employing persons with disabilities.

2. Gender as a determinant of uptake
of services in persons with disabilities

This project aims to understand and
generate evidence for disabilities and
understand if gender is an important
factor in the uptake of care and support
services for persons with disabilities.
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Findings shall inform better planning and
service delivery and bears relevance to
care issues for self and family with
relevance to health matters like
antenatal care, immunization, care for
chronic conditions like TB and acute
care. The study is being conducted in two
blocks/mandals of Medak in Andhra
Pradesh and Bidar in Karnataka, where
health, nutrition and development
parameters are poor.

In the first stage, key informants (KIs)
were recruited from the study area and
trained to identify people with disability
using a specially designed and pretested
flip book with pictorial depictions of the
different impairments. Next, 20 KIs were
trained per selected block to cover a
population of 2000-3000 persons over a
period of 4-6 weeks, going house to
house. At the end of 6 weeks, trained
field investigators reconfirmed the
findings of the KI and simultaneously
identified age-matched neighbourhood
controls, without any disability. All
identified individuals were administered
a questionnaire to elicit responses
regarding reproductive health care
issues, in addition to recording basic
demographic data. Disability status was
also ascertained from the disability
certificates and disability  pension
records available with the people with
disability. All field investigators and KIs
were people with disabilities.
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In the second stage, a team of a
medically trained physician and a
therapist visited all listed individuals
(people with disability and controls) at
home to confirm the diagnosis, conduct
a medical examination and for re-
ascertaining information collected by
field investigators.

3. Review of the rural and urban mental
health program undertaken by the
Banyan

This study reviewed the rural and urban
mental health program implemented by
the Banyan from evolution till date. It
also developed and assessed
process/implementation indicators,
proximal and distal outcome indicators,
cost per unit intervention and cost for
retaining one patient in both the

programs.

The study also conducted Knowledge,
attitudes and practices (KAP) study to
assess awareness about mental health
disorders and their health seeking
behaviour in the respective communities
served by rural and urban mental health
program.

4. Eye health with in the Public Health
System in India: A review of its
functioning in five identified locations
in the country



This study ‘Eye Health Within the Public
Health System in India: A Review of its
Functioning in Five Identified Locations
in the Country’ was planned to look at
the access of eye health policies,
programmes and schemes at the
implementation levels in identified
locations in the country to understand
its impact as well as identify gaps in its
implementations. The following five
locations in India were identified each
with  an active Operation Eyesight
Universal (OEU) India partner: 1. Kullu
district (Himachal Pradesh) 2. Siliguri
district (West Bengal) 3. Srikakulam
district (Andhra Pradesh) 4. Ernakulum
district (Kerala) 5. Udaipur district
(Rajasthan).

5. The Emerging Epidemic of Diabetic
Retinopathy (DR) and Retinopathy of
Prematurity (ROP) in India: Evaluation
of Existing Programme for screening
and Treatment and using lessons
learnt, to Develop and Evaluate an
Approach that strengthens Health
System

The aim of this study, funded by the
Queen Elizabeth Diamond Jubile trust, is
to evaluate existing approaches for the
detection and treatment of sight-
threatening DR in India to document
best  practices in relation  to
responsiveness, acceptability, efficiency,
equity and sustainability. As part of this

study PHFI has reviewed the policy on
NCD’s focussing on diabetes in India;
conducted a situation analysis of
services for diabetes and DR in 10 cities,
interviewed  physicians, counsellors,
nutritionists, and 664 patients in 86 eye
care units and 73 diabetic care units;
evaluated programs for detection of
sight- threatening DR in consultation
with VISION 2020 and other leading
international eye NGO’S, and held a well-
attended national summit on DR.

Practice
1. Validation of Key Informants for
identifying children with disability in
Bangladesh and Pakistan

Using the project costs in Bangladesh to
screen a child population of 258,000
using KIM and 8,120 children via door-to-
door survey, we can estimate what the
costs would be to use either a KIM or a
door-to-door survey to screen a total
population of 1,000,000 (of which an
estimated 413,000 are children).
Comparing these costs shows that KIM
costs approximately ten times less than
a door-to-door survey to cover a total
population of the same size.

KIM identified almost 100% of children
with  severe visual impairments,
significant physical impairments and
epilepsy in Bangladesh. KIM was less
effective at identifying children with
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hearing impairments in Bangladesh. Key
Informants in  Pakistan identified
approximately 75% of all children with
targeted impairments and conditions,
with  more evidence needed. Key
Informants showed interest in
maintaining a long-term role as
community disability advocates (piloted
Community Module in Bangladesh on
further training, coaching and mentoring
of Key Informants). 57% of children with
targeted impairments/ health conditions
in Bangladesh, and 83% of those in
Pakistan had never previously received
rehabilitative support or services. KIM is
a more cost effective method of
identifying children  with  targeted
impairments and health conditions than
a door-to-door survey covering a
population of the same size. Promising
findings from KIM in Bangladesh suggest
the potential benefit of using KIM in
other settings to identify children with
targeted impairments and health
conditions.

2. The public health impact of folate
deficiency and strategies to improve
maternal and child health outcomes in
India.

A formal screening program is neither
feasible nor cost effective in LMICs like
India due to high costs and lack of
trained personnel. KIM still offers an
alternative to door-to-door surveys of

56

disability in children. KIM is preferred
when apart from studying epidemiology
the goal is also to increase the uptake of
community-based interventions through
increased community awareness and
empowerment. As the community gets
empowered, even hidden cases and less
prevalent birth defects can come to the
fore. Use of frontline workers from the
health and social welfare systems also
reduces costs and ensures linkage with
existing services. The programs such as
Rashtriya Bal Swasthya Karyakram
(RBSK) can use KIM approach to reach
out to children with deformities and
disabilities backed by specialized
treatment and rehabilitative centres for
these children.

3. Use of Child-to-Child approach for
visual and hearing impairment

The study aims to identify the best
modality to engage children in
identifying persons with visual and
hearing impairment in their families and
neighbourhood.

4. Family led Rehabilitation after
Stroke in India: The ATTEND Trial

The ATTEND Trial was a multicentre,
randomised, blinded outcome assessor,
controlled trial, which looked at whether
a family-led caregiver-delivered home




based rehabilitation intervention versus
usual care is aneffective, affordable early
supported discharge strategy for those
with disabling stroke in India. The Trial
was conducted at 14 centres across India.
This is one of the largest stroke trials
ever undertaken. 1250 stroke patients
were followed up over six months.

5. Improving the evidence base on
disability

It’'s a population based survey
methodology to estimate the prevalence
of disability, in children and adults, in low
and middle income countries, using
WHO’s ICF (International Classification
of Functioning, Disability and Health)
framework. PHFI and LSHTM are testing
the tool in the Indian context in
Mahabubnagar district of Telangana

state. The project will compare the
extent to which people with and without
disabilities access key mainstream
services and opportunities including
health, education and livelihood. Overall
prevalence of disability from this study is
estimated 12.2% (95% CI 10.6-14.1) which
does not vary significantly by gender.

6. Rapid Assessment of Disability
(RAD)

A Rapid Assessment of Disability (RAD)
Survey was conducted through the
community health  global network
(CHGN). The BAD was conducted during
the months of September 2014 to
January 2015 in Prakasam district of
Andhra Pradesh state. The main
objectives of the study are to measure

the prevalence of disability within a




target population and to understand the
impact of disability on well being and
access to services, including barriers to
access and further contribute to the
evaluation of disability development
project.

Rapid assessment of disability survey
showed that the prevalence of disability
in Prakasam district was 10.1%. The case
definition of disability in the survey was
according to the UNCRPD case definition
of disability.

Post RAD Survey a disability inclusive
development program is being
implemented in the surveyed villages of
the Prakasam district. As a part of this
program all the members of disabled
persons organizations and self help
groups were combined into a single unit
in order to impart the basic knowledge
about preventing the various disabilities,
identifying the children with disability at
the early age, awareness programs at the
school level and stigma alleviation
programs at the village level.

7. Disability Prevalence Study using
RAD Tool in Urban Slums of Ranga
Reddy District

Another study also seeks to provide a
quantitative estimate on disability and
provide data regarding different
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dimensions of disability in urban slums
of Serilingampally in Ranga Reddy
district. This study is also focused on
clinical assessments of impairments
related to vision, hearing and musculo-
skeletal impairment. The prevalence of
different types of impairments and adult
wellbeing are being assessed among the
people with disability in these slums. A
comparative assessment of tools is also
being used to measure disability in terms
of their outcomes.

8. To improve the Quality of life of
Persons with Disabilities through
Community Health Global Network
(CHGN) in Uttarakhanad and Andhra
Pradesh.

The is study was conducted to improve
quality of life for persons with disabilities
in Uttarakhand (Dehradun District) and
Andhra Pradesh through promoting their
equal participation in community life and
fulfilment of the rights to health,
education, employment and social
participation.

In Uttarakhand (Dehradun District) and
Andhra Pradesh the poor are 4.4 times
and 3.28 time more likely to have a
disabling condition compared to middle
and rich households respectively.
Approximately 70% of participants in
both the sites were unaware of disability



right. Only 31% of participants thought
that people with disability had a right to
marry.

For people with disability, there is a
significantly poor access to health,
community participation, rehabilitation
facilities, government social welfare
services, work, disabled persons
organization and education.

9. DAS Simple- Disability Assessment
and Support made Simple

A mobile application that can guide
assessment, automate  calculation,
provide instant analysis, certify, and then
link the person to customized benefits
and also continuously track the
outcomes has been developed. As part
of the project, the world’s first real time
augmented reality based goniometer for
measuring Range of Movements (RoM)
has also been developed. This initative is
supported by Grand Challenges,
Government of Canada.

10. Smartphone-enabled, Carer-
supported Educational intervention for
management of Post- Stroke Disability
in India

This formative research study aims to
systematically develop an educational
intervention to bridge the gaps in service
access for rehabilitation of individuals
with stroke-related disability in India.
The feasibility and acceptability of
delivering  the intervention using

Smartphones and with caregiver support
is being evaluated. The research study is
being conducted in Chennai, India. If
successful, it will help realize the
potential of using Smartphone-enabled,
carer-supported
interventions,

educational
providing valuable
information for clinicians and policy
makers.
This research is underway as part of
doctoral studies of Dr Suresh Kumar
Kamalakannan from the London School
of Hygiene and Tropical Medicine, UK. It
is supported by the PHFI-UKC Wellcome
Trust Capacity Building Programme.

11. Trusted Mobile Platform for self-
management of chronic illness in rural
areas (TRUMP)

This initiative is exploring the potential
of mobile phone technologies and the
development of a platform to support
management
considering the needs of rural areas of

chronic disease

India and to do this in a manner which
fully addresses various issues of trust.
Two common chronic conditions
diabetes and depression - provide
exemplars for the development of this
m-health platform and its evaluation.

Capacity Building

1. South Asian Hub for Advocacy,
Research and Education on Mental

59




Health (SHARE)

The study aim is to reduce the mental
health treatment gap in South Asia by
generating evidence and building
capacity. The ultimate goal was to
facilitate evidence-based mental health
policy and programme was implemented
by established a network  of
collaborating institutions to utilized and
implemented the research.

2. District level training on building
capacity for management of disability

This activity was supported by HT Parekh
Foundation and a team of public health
disability experts visited all the districts
of Telangana and conducted two-day
training for primary health workers on
the issues faced by disability and
management of disability at primary
health centres. This program has a
unique role play session to
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PART 5

LIST OF ORGANISATIONS FOR PEOPLE
WITH DISABILITY IN TELANGANA







8.No :m|“;:; Project Address District
Samakshana wellare
mociety for Intelleciundly .

\ |pimabied Children, Borcial Setwol ﬁ:::‘:ﬂ’::;:;‘:”'m s
Mutnticipal Chearters, Mentally Retamded Adilahad district
Dwarakansgar, Adilabod
district
New Don Bosco, HLNe. 12+ .. b H.Mo, 12-2-1 16
2118, Ravindrs Nagar, |2 5070008 PO fasingri Nagar,

1 Jseethaphnlmandi SN Cl'ujd:rt'n Besthaphalmandi, Hyderabuad
Secundern bae, Secunderabad,

Hderahod Tistrict [y Care Contre).  § ot ratmel Pibukrict
Il,;_h: iii.:?;;ﬁﬁ L:f:ﬂ" Early Intervenisn 12-1-522 490,02, Gld

3 ‘ e Pre-Bchonling Moshle Tulkies Fosd Astl | Hederabad
POtk TS ik o] Centre for MR Maggmr, Hydernbad
Magear , Hyderubied y
s Vidbya Cenmre for
thie Specinl Children, Reaidential Sehond H. R, 10-3, Plit Mo A,

H.Ma. 10-3, Piot MoA4l, Enst Murredpaliy,

i = Ior Mentmliy Hyderaladd

Eant Marredpally, Challenged Secrimnderabad,
Secundernlaacl, Hydernbad] Destrics
Hydlerinbind Dilsirie

vy Froaspiglatian e F=10k 125, Mayuirmarg,
ilye Blimd, Phof Mo 185, N mmpet, Hyolernboe
Road No, |, West Skl Togtieh :’ﬁﬁ}mf f -I'--I:J-ETI.'I.

L] M el L Seloal for Hydernlsarl
Morredpully, the Blind CrppecHomee for Blind for
Secunderntsad, - [shled, Bansilaper,

Hydeiiabod Secunderabad, 500016
LEXKHADEERY — Paren s Special Behool &
Amzaorciatum ol Vocational Trainemg | .

& Accountante L4, Cum Fehabilitntion ;:3{::' ‘EPEUEI;TT Huderniad
A0 Colamy, Boad Opp | Centre for Menzally H'I-'-dl‘r'-ihilillllln':.Tlmll !
ta ESl, Hederakmd Handiwapped ;
dhinkrict children
Fweekanr Academy af
Rrhohilitution Sciomoos, . . Upkapr Complex.,

T Dphsais Coemjales, Upkaar Ep::;ul Babmch for Dlgkmir Juictan, Hydericlaad
dJusmetion, Becumndoraban, B e rakaeil
Hyderabod
Adhuny Akruthi, H. o 6-34
1027 A2 K A3, Cpp Specind Bohoal for H Mo 324576 /A&,

B Inalinm Bank, Srikagng Hearing and Specch | Bessde Tegah Hadatel, Hyderndand
Calany, Hydornlacl lmpsired Yakutpura, Hyderabod
District
Ashray Akruthi, H Ko #-3 T:;;:I'm e Mo
LT fA2 B AZ., Opp Special Schoal fur Function .H.;.I." ORD

/] Trlimn Binaile, Sorinngar Hmaring nnal Speech N o Hydedalu
Calaony, Hvideraiwail Impaired Roud. Fathima Nager,

District Chandrayanmgults
Hyderobail

Sweekaar Atademy af

Rehnkditation Scaences, |Specinl Schaal for Uipkanr Codriphes

1o Fpknar Complex, Upkanr | Menindly Ertorded | Upkanr Junction, Hydresatacl
dunetion, Secunderabad. |Chilidren Beguinderabail
Hiycle:rubinad
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Mame of the

B.No Project Addresas Diatrict
orpanizsiion
|2 Har Destumukh, Andhra Mahil
igiaen iz Sii. Education wiall fod o P~
Andbra Mishiln Babha,
11 Mentally Reiarded & ki Hyderabind
Aabhn, Vidyvamagar, SRR Vidvanagar,
Hyderahnd o 3 Hydberakuad
Authmeeya Manasik H. Mo, 132-13
Vikusa Kendrmm. EED) 18 Steet
12 H.No. 12-13-830/ 15 8ieet. [Spl.-School & VTC for  |Mo. 1, Tormal, Mvderabad
No.l, Tornal, MR Children Becunderabad, | T
Sccumdreralr], Hyafrerakwad
Hyderabnd Distric [HEtrict
; H. Mo, 13-823-
PAMENEA_F Spl.Edn. & Traiming L Sk B
MANDERLIEHI H.No. 12- ; : .
. = . nnd Rehobititation Zhirra, Gandhi
13 9= 0000, Ehirm, Hiyderabad
i Centre flor ME Simtue Rood,
Gandhi Stpue Boad, X
P S A Childean M Frngar,
e Hydbrratini
P with Hemramg The Belyool fof Hearing
Mlalakpet, Hyd
14 |lmpoired NetworkiPHING, | ImpariediCoaf m':l:d Iullrj-:rii:l : Hyclermbad
Mulalpet, Hyderabad Children
Anadlirn Makiila
Dieirpm Bail Dealimaich, i v
15 Andhrs Mahils '|:|"|:. & Rehahdlitition '.":ﬂh!'!ﬂ. Hvelermbid
Sabha, Vidyanagsr Centre Vidyanagar,
= ! Herthera bimid
e, 12-1-932-
PAMENCAP ;";I:‘: 1‘; 1. J:II
MANGCHAITANYA, i iy
VTC and Shelternt Mobie Tallkies
1f Hi Mo, 13- 1-922- 038 f9- 1 A4 Hydermbadd
workshop for ME Road,
Cild Moble Tallbes Road,
Asdnagar, Hyderabail Anlloagur,
v Hyshera bl
5 Chaithanva Kaliwmgali
Fural Develuposent H.-Mnd-175
- Jorganization H.Mo. 159 i SEtatail Sl Suddipes Road
17 : Itabeilectuiril i ol g
Anbedjar Bagar Siaahilitios ShameerpetiV)
L
Desaipertn, Vatopademib] W dist
Pralaanim
B4d Sevn Sangh, Plat
No. 00, Rowsd Mo 12, Bhogswan S Satva Juarnmrikiinta,
LL:] Vivelkanmda nagai Hal By, Belhodl & VTE | Bastanb gay BaFidariagar
Calany, Knkatpaliy, for Mentally Betarded Jdistrie
Hyvdernbnd
PArente Assoeialnn o h:!-lrltl-l'hmlllh_'.‘ﬁ O Mo, B30
the Mentally Vacational Training Gect 1
: Sectid-1,
Handicopped Persana, Centre Special Schoal -
n i
1 Q. No B-28, Sector-1, & Enrly Interventson EIHI:::I':_LI H.'I:ul'u. o
i 1 i
Godavankhani, Centre & Home banedd Alstrict .
HIIFJI'III'lII-EI.I.r AR TR Pragrumine for MH
Phieniia Assoclialsn o Mispioyikaia Sisecial
thve Memntally Bchaal, Vecutiona Upwils Purk
Handicupped Persona, Traiming Ventre & Ind Gmie,
3
40 Opp: Wiwala Park Znd Earty Intervention Karimnagar Parimnaght
Gote, Karimnagai Centre for Mentally dintrict

chiskrict

Handicopped Children




Thimeapaar|8),
Karirmnsgar districs

Tramning e MR
Children

Karimnagar district

Mame of the
2. No o gati Frojeat Address Deiwtrict
Freedom Fightern Spennl Schinal !
LMD Colany,
T
11 Trumt LMD Colmy, |cum Vocational Thimmapuri, Karimnagar

Seva Sadonam 1§

[hiy BeRenicdeiitbal

E e (Hural],
B lsinimmuiin Disbrics

Ehnimamam Daatric

O30 1wt wnrd 1-020 Int ward
& | o :
4 Inudtics, fickood-for e Madhira, Khummam TR
i children
Ehinmmemam
Hhadrachalam Roumdentinl School
Agency Cinm
- B
21 Rehnbilitatinnanetd RehabilitatwnCent Hnﬂl:;:'m'lll!-nj::!.l Kb
X E1L :
Educational Socety | oo & Viocnbioml Fharmmam St
far Handicapphd Tratning Centre
UHRESH), Bhanthi ] lare dilierently
Meghl Mentally
Rehnhiliintion H .M. 30,
Center, H.No 3-40, |Special Schoal e |Jolngemmagar, .
4
2 Jalagnmnaigar, Mentally Retarded | Khaommuwm{Ruaral], Khammam

Muanmuikn Vil
Renidrm, Daor. MNod
3117,

Amberpet, Hydermbn
d district

Fpeciinl Behoal
Pl Linlby Bt el
Children

ETT YRR
Hypaas R,
Ehammam distrct

KMamima

Fi

Thrreaan Mentully
Chlbengped
Rehnhihtation
Ceonkre, NEP
Chanitern No - 108
b D11,

Bpedial Schoeal for
Mentally Betwrded
Children

NEP Cunniers M [
108 o BE 1,
Tekulapolly, Kharmma
m dimtrict

Khamimisam

=

Residential School
for Blind, Godwal,
Mahabrobnagar -
SO 25

Res. School for
blind

Heai, Schwoal far
blind, Raghavendrn
Cainlisaay, Chmdlwiil
Mahabubnogsr
SO912%

Pllaabibiaa bk mpar

Al

ECO - Club, Braluma
inatimyie for the
Mentally
Hondicapped,

H. T B-2-

158/ 1., Teachers

Spl Schonod for
Menially Retorded

H.Ne.B8-2-15/B/1,
Tewchera colamy,
Mahabub Nagar

Makisabmagar

Prakasham
VURAJILAE ST
H. Mo 13- 336,
christinm dodory
sbmd nmgsr,
Mishabub Magar

Vacational
Training
FoakiabiliTagson
Contre far
Crinahleql

H. Mo, 13-338,
christion colomy,
shadnagar,
Mahabizh Nagar

Mahbubnagar

Cubithn Edfuentingea
Sooiety Quarters

Mo B2, Opp: Jdeint
Callector Residence
Sangn Feddy,
Medal Cist

Specinl Educatinn
tum YTC for ME

Cmunrters o B2 Opp
dnint Codlector
Besidence Songa
Eeddy, Medak Dest

Medlak
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g No :““I"r "I'" Project Address District
AR Helen kedlers nchoal
school for the Henmberitan] &itlhon for the Dieaf MR
At |Deaite MR ohildren | for the Drend & SR 3 ; Medichal
: chalelrery D Mo, 197 30,
3. Mo 19 50, children Medichal dist
Medichal dist
Soriety fo
E::::;:t:;” o |Aeoore Res Spl [SERD), Kassribod X
Az Schoal for Deal Roads, Suryapet, Nalgonadia
St T o and Chembs Malgonda District
|BERDY, Kasarabud
% Boads, Suryapel,
Soiety for
E.duua!:l::-n ol Comeiminy besed H'HD'] s
- H.El'lu._l:lllltliltl.l'.ln ol Rehabilltation '-..nnh:n!ruhwuru algorda
the Vinundly Mirgur, Chinthapally,
Hamdeen pised, el gk
HH!H_uhl-ill IHs et
Sodhana Soclety,
for Bentally
H||.n|:|||'r|.|:rp-t'|!. Bes. Schiond for MEB T_"Ik"”“m“mmm ).
34 Valiganda (M| Makgrscs
Tekilissommaram V), |children Malgorida district
Winligonca (&),
Mailpgoinidi clistric
Anhu Jvothl Wellape
Asmoctation for the "
Disabled, HNo.3-  |Residential Schoo) |1 e 156/27A,
35 L5672 1M, for MR FEawincrapmgar, Hl’ll.],llil“’ll
Pesrid e Mlirval jrsdn, Nalgonda
M rpadmodda, Nulgond
Sunagnla Radh
Krishna . M. MNa. 62101,
2% Swarhanamndo Seva ;ﬁ;I:IItTIhWI - Anhoknagor, Koo Nalgnnidi
E Samatha, H.Noe. G H-lﬂihl.'l;lrll-'l-i.'-ﬂ Mandal, Malponda
2171, Axhideragar, =it
Rodlmd Momdal,
Diewelopment pod Spil. Bchoal nnd
Wellare Association |Bpd. Bchool and Haste] for VH
37 e the kikisiel, Hoated for VH PRE RS Maliiaiiida
Desddnyvalnagr, Naigo | Perrons Dendayainagr, Nalgon
mida dintrict dn district
Cirncy Orgarbsation
Ig" 'j”""lﬂfl':;’u':j Bpecial Sehool for :"h;"fd
- 8 ik Hearing & Specch P Mimamahad
Snthyanarnynnm Enpaimd Temple, Boargnon{P),
Temple Mismmnkwad dindice
Bompgnan{i,
ESNEHA snciety foe
Rural H. Mo 11-32-31,
i Recomsbructinm, Cfo i?::l:ll}'thI i Orppe I:'.l.l.nl:.:':-hl.l;nr Nizamabad
Imetdistrinl Challenged Temple, Kanteshwiar,
Exhibitsom sociery, Dizarmabad
Ciudliae Solusol,
}?ﬂlﬁ;ilﬁ:;:‘:l;;llll AP Stade Forum for
Weaker - Byl Schoal B Evomoaalcilly Weaker
a0 S ertion. H.Na. 5-8 e Emlly Saection, H. o, G587, Mumiinalang
BTty Challenged M evweisda,

7, Miamdevwnila,
Mazsiizimbiinill clisirict

Mizmmabad disinc




& No :““I"r "I'" Project Address Diatrict
SNEHA society for
Rasral HNe.11-2.31,
Reconatractinm, C /o i Opp Konteshwar
41 Mentally . M b
Inaltintrial Challenged Termple, Kantestrwar,
Exhialvitaody society, R FiTn Ellat T
Giutine Sohool,
Halusibomy
Eduratinnal Soceety |HBalovikas Special | H.Np.3.2-20
a Tiar the Dhsablbed Schoal for the Baghameer, Near s Ranga Reddy
Children, H.8a.3-2- | Mentally Retarded | stop, kuakatpally,
a7, Children FEnipa Reddy diairiet
Etﬂﬂhnhut_‘u;'l N
Halavikas
Edurational Saciety H N J-2.240
{or the Crisabbed Halovikas Special | Baghamesr, Near bus )
3 | chisaren, H.No.3-2- |Scboal for the Deaf |stap, kukatpaiiy, amgs Reddy
0, Fangs Redsdy disdricet
Haghsimerr, Mear
'.-.h..!_.mlml.:.m:ul.n Hall-wny Home e |H.No 8-6-260,
H. P B i, . . A
Seiniunha pliran, Prycho-social Srindvess puram, LB
LR LB Nagar Rohabliiation for | Kager, Mindeipality Rangn Rodiy
T Treaied and Vanusialiguaram,
SR paTY, Contralied, MR |Rangs Reddy
Vanmstalipursm, 3
Thakur Hurn Presnd
|restituke of .
Inagiruds fir Vivelmnamda Negar,
45 Hﬂr“r,":h and Moty Misukhiignr, Kunga ianjea Reddy
Rehnhilitation foc Handicnpped Boddy district
Lhe Mestally
Hivadsen ppeed,
Hellen Keller's Juln Peters Highe
School lar Deal Secandary Schoal lor
Children, Door s T the Deal .L'iu nk
* Ino.10/301, Trunk :;;{:;II x.::h;‘]:;r Colairy, Basabliiva| T Rodcy
Foad, Cuddapah puitmm,
dhigarict El:r.'ll_llnlrrul:lgl.l Risngn
;’;:1:::_1';'}' Soclaly- _ H.No AT 751, Road
Hirdicupind, Reusbontinl Schoal |Noe.b
a7 g laE Merlally P NG sir i, L jgisil Rurign Redidy
H. Mo AT /5] .Road
No.B Handicapped 4]
P Machanun, Lipgal] Feunyga Reddy district
Laknhye Sadhmna
st AN Residernial Schoat |1-N-B-No. 466,
H. Mo B No. 466, - Bnluram Magar,
4K B VT for Mentally | Ranga Reddy
Ealnrmm Mogar, i Saflguda, Mallknjgir,
Sulilgudn, Funga Reddy diatric
Hnlkﬂjjll'l HFII:IE"'
Shekinah
Fimanelmiiom, Fenkbential Schaonl |H Mo 4-5-
44 TH. No.4-3- for & ¥YTC for & Havathnagar Rangn Eeddy
3 Hovathnagar [haabled Fanga Feddy
Rangn Reddy
Shaptindoetns, Phis
M.« 10 Gioutham ot Ko - 10 Caaiham
.. |Magar, Resulential Schoal | Mognr,
- Vanasthallpurmem, | for MR Vanasthalkpuram, g Radcy
Rangn Reddy Eangn Reddy dintric
kit
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Name of the

5.NHo alxation Project Address District
TI.“"'.M Educatinnsl IVA Campus,
Frust, JIVA Special Junior .
Campus Collegs for Sriramnagar.
a1 = ! - Manchintal Roaxd, Runga Recddy
Sriramnagar, 1-!l1I.I'll.-|:I|'

Monchintnl Eome,
Shnmahnbhad,

Handicapped

Shamshabad, Ranga
Heddy district

Hri Sai Educational

Bociety, 3-16- Special Schoal & 3-16G- 11]!1-,1'1,I'fl.l-.
sg [108/4/8, VTC for Mentally | 2makahipurum, Ranga Reddy
Kamakshipuram, Challenged Ramanthapur, Ranga
Ramanthapur, FRecdy district
Ranga Reddy
Mhmum Special
Centre, Hlock No.8 Special School and Block No.8-15-5(2],
59 15-542], VTC for MR Shastripram, Near Rasgn Reddy
Shastripram, Near children Mir-Alam Filters
Mir-Alam Filters Ranga Reddy Distrct
R.a.nE.a. El.-dd._l,r
Parents Associntion
for Persors with
Autisre Children, Special School for | Spectal School for
= H. Mo 4- 180/ 136, Autisen (M ®) Autism (M B Ranya Reday
Saibaba Officers
Colgny, Salnikpuri,
Fadha Instituie for
Mentally Retarded, Telephone Exchange
55 T T 139 v e e H\--ﬂ;-rrslhnd Range - Ranga Reddy
Kothapet “X; Mentally Retarded Reddy dﬂu'_,l_l i
Rood Telephone
Exchange,
Child Guiibance
CeEntre, H.No, 7-6721,
| H. Mo, 7-0/21, Spl Schoad cum Santhosh nogar,
¥4 Santhosh nagar, VTC for MR Peerzadipds, Ranga Reddy
Prerzadipudn Cihatleesar (W] KR
Clialkesuri ), KR
KIRANAM, plot Mot No. 100, Survey,
Mo, 100, Survey, Mo 21215,
sz |[¥o:212/5, Spl. School for MR | LAminagar, Ranga Reddy
Laxminngmr, Knmmaguida
Kammuoglda Panchayat (GF,
F'nnl.'hu:.lul [P, Tu rk:_:.:mnnu'l 'l.-'llluEr.
Ushodaya
Educatiomal Plat
i Society, plot YVTC and F'|'|}'|.|l::|l|'_l,' No. 23, Chintalakuitn,
98 No 23 Chintalakunt | Handbcapped L. B. Magar, Rangs Rangn Reddy
a, LB, Magar, Redily dint
Rangs Reddy dist
MANOUHETHANMA
chukks remaiah Specidl Sehool for | Chuldon remaiah
mg |MACE, Agricultural | Children with mar, Agricultaral Siddipet
- [Market yard, Mental Market yard, Cherial
Cherial [poat) Retardation {poat] Biddipet Disg

EL'I']I.'!IPEI‘ Dt
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INSTITUTE OF
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HYDERABAD
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Plot No 1, ANV Arcade, Amar Coop Society,
Kavurt Hills, Madhapur, Hyderabad






