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The World Blind Union is a global organization that represents the worldwide community of 285 million blind and partially sighted persons.  “We envision a community where people who are blind or partially sighted are empowered to participate on an equal basis in any aspect of life they choose”.

WBU operates through 6 regional unions which are made up of organizations of and for the blind in about 190 countries.

Our work is always based on the deep conviction that a more inclusive, accessible and equal society will lead to better living conditions for our community.

WBU welcomes the opportunity to make a contribution to the OHCHR study on the right to rehabilitation for persons with disabilities under Article 26 of the Convention on the rights of persons with disabilities.
1.
Do countries in your region have laws, policies or guidelines on habilitation and rehabilitation, at any level of government, which ensure persons with disabilities, including women and children with disabilities to access services and goods, such as assistive devices (please identify and share the text of those provisions), clarifying as follows:

a. What are the working definitions in the law on “disability,” “persons with disabilities,” “rehabilitation,” and “habilitation” used to define policies and budget allocation on habilitation and rehabilitation, and what are the services and goods delivered under them? Yes, across the six regions where the World blind Union operates, there are laws and policies that define disability and guarantee the rights to rehabilitation for blind and partially sighted persons. Some examples of these laws include: Uganda’s disability policy of 2002 defines disability as permanent and substantial functional limitation of daily life activities caused by physical, mental or sensory impairment and environmental barriers resulting in limited participations. Over the years definitions of categories have changed from the impairments approach to limitation in participation. The National Policy on Disability in Uganda therefore, aims at promoting equal opportunities for enhanced empowerment, participation and protection of rights of blind and partially sighted persons irrespective of gender, age and type of disability. This is in recognition that persons with disabilities can perform to their full potential given the same conditions and opportunities irrespective of their social, economic or cultural backgrounds.

The Policy is to guide and inform the planning process, resource allocation, implementation, monitoring and evaluation of activities with respect to persons with disabilities concerns at all levels. 

Habilitation and rehabilitation are prerequisites which enable persons with disabilities to effectively enjoy their rights and fundamental freedoms on an equal basis with others, without which effective and full enjoyment of rights is hindered. Article-26 of the CRPD mandates the states parties to take appropriate steps to ensure the provision of a barrier free environment, assistive devices, assistive technology, medical rehabilitation and accessible formats of information. This in itself is a right, but enables persons with visual impairments to enjoy their other rights fully and effectively.

While rehabilitation and habilitation work side-by-side, they stand for two different things:

Habilitation refers to a process aimed at helping people with disabilities attain, keep or improve skills and functioning for daily living; its services include: physical, occupational, and speech-language therapy, various treatments related to pain management, and audiology and other services that are offered in both hospital and outpatient locations.

Rehabilitation refers to regaining skills, abilities, or knowledge that may have been lost or compromised as a result of acquiring a disability or due to a change in one’s disability or circumstances.

As defined in the CRPD, Habilitation and Rehabilitation “enable persons with disabilities to attain and maintain maximum independence, full physical, mental, social, and vocational ability, and full inclusion and participation in all aspects of life in society.”

The persons with disabilities act of 2006 under sections 14 and 15 provide that the ministry shall progressively establish rehabilitation centres in regions and districts for persons with disabilities. A rehabilitation centre shall offer counselling and appropriate training for persons with disabilities who are unable to enter in the mainstream social life. In addition, the ministry shall ensure that as far as practicable, persons with disabilities shall be rehabilitated in their communities to foster integration
According to the East Africa persons with disability policy, the national steering committee of Africa decade was established in 2008 to ensure that issues of persons with disabilities are taken into consideration in the development process. There are programs on community based care which involve the provision of seed money for income generation, assistive devices and resettlement of persons with disabilities who are able to be integrated in the community. There are 43 rehabilitation centers which offer treatment and care for persons with disabilities.
According to the World blind Union report on rehabilitation of 2015, the services offered include:
· residential rehabilitation program: services offered at a facility where the client lives for a period of time,

· community-based rehabilitation program: services offered near the home of clients that they can travel or walk to, and

· In-home rehabilitation program: services offered in the client’s home.

· Travel-training services / orientation and mobility (O&M): Services to teach and support skills such as spatial orientation and concepts, travel safety, training in the use of a white cane

· Activities of daily living (ADL) services / self-care or independent living skills: Services to teach and support individuals with personal management, including grooming, home management, cooking, self-advocacy and articulation skills

· Adjustment to blindness services: Services to support personal and psychological empowerment including counseling, self-awareness and confidence building, vocational and career counseling, and connecting with mentors

· Low vision services: Services such as low-vision evaluation, selection of optical aids for near, intermediate, and distance viewing, training with optical aids in a variety of settings

· Technology services: Services such as selection and training on assistive technology, training on mainstream technology including computers, websites, and social media

· Career exploration services: Services such as vocational and career evaluation and counseling, job readiness training

· Job training services: Services such as on-the-job training, vocational training, technical school and/or university-based training

· Job and business development services: Services such as supported employment including setting up of business ventures, job or business search, job or business coaching

b. What are the public entities in charge of delivering and monitoring habilitation and rehabilitation services and goods for persons with disabilities? Various countries have different public monitoring entities for the rehabilitation of persons with disabilities/blind or partially sighted. The first is the line ministry responsible for the planning and budgeting of rehabilitation centres which is normally the ministry of health. Other focal points responsible for monitoring the provision of rehabilitation service are the national councils for disabilities in the WBU member countries.
The 2015 WBU report provides examples of the various entities. Private non-profit organizations, including organizations comprised of people with vision loss, were frequently the chief service providers. These organizations may be national, local, or nationally-headquartered with regional offices or chapters. For example, in South Africa, residential, community-based, and in-home services are overseen by “organizations of and for the blind which seek to benefit their members through developing their group and individual skills, leading to independence and personal thrift,” and (in the case of in-home services), referrals are received by the non-profits from “hospitals, the Department of Social Development, and individuals on the needs of their clients in the [organization’s] catchments” (as reported by the South Africa National Council of the Blind). In some cases, the private, non-profit organizations reported being membership-based (such as the Polish Association of the Blind). In other countries (such as Togo), the oversight of services is led by religious organizations (as reported by the Association Togolaise des Aveugles). In some cases, services are provided through public and/or private health programs, as in Colombia where “rehabilitation services are delivered to blind/visually impaired people in the facilities of general Health Services entities (IPS). Blind/visually impaired persons attend the services that the corresponding IPS include in their program” (as translated from a report by the Coordinadora Nacional de Organizaciones de Limitados Visuales [CONALIVI] and the Fundación Ver). Additionally, some countries reported rehabilitation programs overseen by cross-disability organizations such as the Association of Youth with Disabilities in Zagreb, Montenegro (as reported by the Union of the Blind of Montenegro).

Furthermore, in other countries, such as Israel, government ministries oversee all types of service provision (as reported by the Association for the Blind – Hertzlia and Hasharon Area and Migdal Rehabilitation of Visually Impaired or Blind).
c. Are there conditions or restrictions to access, or being eligible to, receive free or affordable habilitation and rehabilitation services and goods, on an equal basis with others, on grounds of refugee status, migration status, income, origin, sex, gender, or other status?

Restriction towards receiving services are not based on an individual’s status, but rather numerous challenges and barriers associated to access to rehabilitation services.  Examples of these challenges include:
· Social stigma: “although the public is aware of the [residential] rehabilitation services offered, many are reluctant to participate due to social stigma” (Sri Lanka, as reported by the Sri Lanka Council for the Blind and Sri Lanka Federation of the Visually Handicapped).

· Reluctance from participants: Particularly in Scandinavia and the United States, organizations described hesitation or unwillingness of people who are blind/visually impaired to participate in and travel long distances to residential programming. In Denmark, “a number of visually impaired people feel that leaving home - in this state of life - and staying in an unknown setting is undesirable” (as reported by the Danish Association of the Blind).

· Cooperation and referral with respect to the awareness of services: for example, in Sweden, “some low vision clinics do not inform the target group of the programs,” and there is “lack of cooperation between different actors” (as reported by the Swedish Association of the Visually Impaired).

· Lack of financial resources: Many countries reported increases in demand for services due to aging populations and greater awareness and acceptance; however, the financial resources of the programs and/or the participants pose an important barrier to the growth of residential programming. In Poland, such services are typically “paid two-week rehabilitation tours.  [Participants] can apply for funding from local government units. If people with vision problems don't receive the funding, they can't afford to participate in this form of rehabilitation” (as reported by the Polish Association of the Blind).

d. Does legislation or policy establish indicators or markers to assess the level of coverage of habilitation and rehabilitation services and goods for persons with disabilities, particularly in mainstream and universal policies, disaggregating data by sex and age or other ground?

No, most of our legislations do not provide indicators on the subject matter.
e. Does the law, policy or practice allow for persons with disabilities to be institutionalised by the decision of a third party, against their will, based on rehabilitation (including psychiatric treatment, medical necessity, or need for care)?

 On the part of blind and partially sighted persons, Section 15 of the persons with disabilities Act of 2006 as well as the East Africa policy on persons with disabilities of 2016 promote community based rehabilitation. Like all service delivery models, residential rehabilitation programs are experiencing changes, particularly in response to changing demographics and shifting policy approaches. The following are two important trends:

· Move away from residential/towards community-based services: ONCE, in Spain, described being part of a “global shift from residential rehab services to community-based services, based on the principles of the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD).”  In Hungary an example of this shift is apparent in that “there used to be one single Rehabilitation Centre, while during the past years several additional Regional VI Rehabilitation Centers have been established” (as reported by the Hungarian Federation of the Blind and Partially Sighted, MVGYOSZ). Likewise, in Uganda, “Government services are now decentralized/brought nearer to people and communities where they live,” (as reported by the Uganda National Association of the Blind).

· Insufficient capacity: In comparison with other service delivery models, residential programs often serve the fewest total number of people in a country within a given year. Countries which rely on these programs as an important component of their rehabilitation systems reported that they do not have the capacity to provide services to everyone in need. The Sri Lanka Council for the Blind and the Sri Lanka Federation of the Visually Handicapped reported, “The limited resources and inadequate funding makes it a challenge to expand the program and include more participants.”

2.
Do you have examples from countries in your region?
a. How habilitation and rehabilitation services and goods are provided, including guidelines and tools to facilitate implementation and assessment of its compliance with human rights of persons with disabilities? (ensuring participation of persons with disabilities in policy design; ensuring participation of the person concerned in the preparation and delivery of the service or goods; person centred control of the service, including the provision of free and informed consent of the person concerned; non-discrimination against and among persons with disabilities on any ground; accountability mechanisms; capacity building for and empowerment of persons with disabilities to exercise control of the services, among others);

In a number of countries, habilitation and rehabilitation services are delivered in a cross-disability approach.  While this can be more expedient and efficient for the service provider, this approach has not necessarily been effective for many blind and partially sighted persons.  A key purpose of habilitation and rehabilitation has been to teach skills and techniques to enable a person with a disability to adapt to and accommodate the disability.  And just as individual disabilities are unique, requiring unique adaptations or skill training, the habilitation or rehabilitation services required are also unique.  For example, persons who are blind need specialized skill training to look after their home, their personal, needs and so forth without sight.  And while tasks may be similar among different disabilities, the means and techniques will vary tremendously.

Habilitation and rehabilitation services are most often delivered through one or more of three service delivery models: residential programs, community-based programs, and in-home programs; WBU member organizations report variations in the quantity and types of services provided, from travel training and orientation and mobility to job and business development services. While countries may offer some services, available rehabilitation programs are insufficient and/or inaccessible considering the number and geographic diversity of qualified adults seeking services.

Many countries report providing all service delivery programs that serve a broad range of disabilities however, it is common for rehabilitation and habilitation programs to focus on the population of people with visual impairment.

Of the services provided by rehabilitation and habilitation programs, travel-training/orientation and mobility, activities of daily living/self-care or independent living, and adjustment to blindness services are the most common. Sadly, Job and career services which are the most important today are less common.

In areas that lack adequate habilitation and rehabilitation services, the blind and partially sighted persons have not been able to work, go to school, or participate in cultural, sports, or leisure activities. In other areas, Services do exist, but due to lack of accessible transportation, many blind and partially sighted persons have not received the benefit of these services. If information about habilitation and rehabilitation services is not available in accessible formats, [braille, audio or large print] the blind and partially sighted persons may never know that they exist.

Many WBU member organizations report recent, significant changes in national legislation, policies, and services, which are in connection with the ratification and/or implementation of the UNCRPD.  WBU views this change as a stimulus for raising public awareness of disability rights as well as a unique opportunity for organizations to engage with their governments and with international partners in shaping quality rehabilitation programs.

Each member organization has their individualized guidelines and tools according to their national laws and policies to facilitate implementation and assessment of its compliance with human rights of persons with disabilities. Our role has been to ensure that habilitation and rehabilitation services are provided in accordance with UNCRPD and our advocacy mainly focuses on CRPD as a tool and empower our membership to compel governments to enact laws and regulation to the provision of these services.
b. Strategies to increase coverage of habilitation and rehabilitation services and goods, including in rural or isolated areas; and the ultimate goal of rehabilitation and habilitation has been to facilitate community-based inclusive development by, for and with the blind and partially sighted persons and their communities. As such, we have been advocating and providing a comprehensive and multisectoral community-based approach that is implemented to contribute, in practical terms, at the community level, to the implementation of the Convention on the Rights of Persons with Disabilities and to support the realization of the Sustainable development goals and other internationally agreed development goals. With this approach, we base our advocacy on three aspects, according to which all development initiatives should: (a) be community-based and inclusive of the blind and partially sighted persons; (b) be centred on disabled persons and the community; and (c) address the needs of the blind and partially sighted persons, their families and their communities.

Our rehabilitation and habilitation campaign programmes often focus on three specific priorities: (a) promoting community-based, inclusive development that assists in mainstreaming the blind and partially sighted persons in key development initiatives and, in particular, poverty reduction; (b) supporting stakeholders to meet the basic needs and enhance the quality of life of the blind and partially sighted persons and their families by improving access to the health, education, livelihood and social sectors; and (c) encouraging stakeholders to facilitate the empowerment of the blind and partially sighted persons and their families by promoting their inclusion and participation in development and decision-making processes.

c. Methodologies to improve quality and budget efficiency of habilitation and rehabilitation services and goods.

Eliminating the barriers the blind and partially sighted persons face in demanding their human rights has always required a variety of strategies and tools. Many factors must come into play to ensure that societies are as open to the blind and partially sighted persons as they are to other people. Unlike “reasonable accommodation,” in advocating for habilitation and rehabilitation, we have mainly focused on equipping the individual with the specific knowledge, tools, or resources that he or she requires rather than ensuring that the general environment, program, practice or job includes the features needed for persons with disabilities to succeed on an equal basis with others. For example,  banks should have information on their services in accessible formats such as Braille, but the banks are not responsible for teaching  the blind and partially sighted person how to read using Braille.

While we believe in and support collaboration on areas of common need, we also support the need for specialized techniques and skill training in order to optimize the habilitation and rehabilitation experience.

I would be grateful if you could send your organization’s contribution to OHCHR at United Nations Office at Geneva, CH 1211 Geneva 10; fax. +41 22 917 90 08; e-mail: registry@ohchr.org; by 1 September 2018, in accessible format so that it can be posted on OHCHR’s website. Please do not hesitate to contact Mr. Facundo Chávez Penillas at disability@ohchr.org or Ms. Victoria Lee at vlee@ohchr.org for further information or clarification.
I thank you in advance for your contribution to this important thematic study.


Yours sincerely,


Imma Guerras-Delgado

Officer-in-Charge
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