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COMMENT

This 30th issue of CBR News marks the
10th anniversary of our newsletter. Over
the past decade we have published three
issues each year. When the first issue
appeared it was available only in English
and had a distribution of around 4,800.
Today, CBR News is available in five
printed editions from Healthlink
Worldwide and partner organisations:
English, English for India, Hindi, French
and Bangla. It is also available in
English braille and in audio-cassette in
English, Hindi and Gujarati. The total
print run is now 23,600 and reaches
almost 100,000 readers.

Like other newsletters we have had
our problems – often concerned with
finances or staffing. Some issues,
including this issue, have appeared late
and we know that many readers continue

Cover picture
‘A society for all ages’ is one of the
themes for The International Year of
Older Persons.This grandmother
and granddaughter are from the
Highlands of Kenya.
Photo Neil Cooper/Panos Pictures

Ten years of CBR News

Francis Simwanza
Healthlink Worldwide was shocked
to learn of the sudden death of
Francis Simwanza. Apart from
being a valued SAFOD colleague,
Francis wrote an article for CBR
News 29 on his experience of
acting as an evaluator for CBR
programmes. He died before the
publication of the issue.

Siegfried Runge, Information
Officer  at SAFOD writes:

Francis Simwanza, aged 36, died
at Bulawayo Hospital on 17 April
from the insidious disease of
malaria. Francis is survived by his
wife Lucy and three young children.

Francis came from Zambia and
joined SAFOD in 1993. His first
post was as Programme Officer for
the Small Scale Enterprises for
Economic Development (SEED)
programme. Later he became
coordinator of all SAFOD
programmes.

Francis was the most dedicated
and hard-working member of staff.
He was a wonderful colleague,
beloved and esteemed. He was
always in a good mood,
encouraging the whole staff in the
struggle for the rights of disabled
people. His advice was respected
in the donor community. His death
tears a big gap in SAFOD
secretariat. It will take a long time
to believe and accept his death.

Disability debate

Many readers will know that the World
Health Organization (WHO) is working
to find a common framework to express
ideas around disability. In 1980, WHO
published the first version of the
International Classification of
Impairments, Disabilities and Handicaps
(known as ICIDH). This document was
important because it defined the
different meanings of the terms
‘impairment’, ‘disability’ and ‘handicap’
as understood at the time.

However, 20 years onwards, there are
new debates about disability, its causes
and consequences, the role of the
environment and the importance of
active social participation by people with
disabilities. WHO is working with many
agencies, including disability
organisations, to revise the common
framework to reflect these new
developments. This draft document is
known as ICIDH-2: Towards a Common
Language for Functioning and
Disablement. The final draft is now
available for field trial purposes.

WHO welcomes input from individuals
and organisations in developing
countries. For further information please
contact: Dr T B Üstun, Division of
Mental Health and Substance Abuse,
Room L319, 20 Avenue Appia, CH-1211
Geneva 27, Switzerland.
Fax: +41 22 791 3609
E-mail Ustunt@who.ch
Website: http://www.who.ch/icidh

to have problems in receiving issues
regularly because of local postal and
distribution difficulties. We are working
to overcome these problems. We are also
planning a new edition in Nepali and
‘mini-newsletters’ in Tamil and Gujarati,
as well as considering new areas of
work.

CBR News is sent free to readers in
developing countries, who comprise 90
per cent of its readers. This has been
possible through the generosity of
donors.  Some donors have been
supporting CBR News for most of the
decade, others have helped with
individual issues. We don’t have space
here to thank them all individually but
want to extend a big thank you to all
donors who have shown such confidence
in our newsletter.

A year to
remember
The United Nations (UN) has chosen
1999 as the Year of Older Persons. The
year is intended both to celebrate the
continuing contributions by older people
while drawing attention to their needs.
Today, in rich and poor countries, more
people reach old age than ever before.

Most older people continue to lead an
active life and contribute to their
families and communities. However,
many also face poverty, ill-health and
disability. They may not have access to
the same standard of health and welfare
services as younger people. Their
specific problems may be misunderstood
or ignored. Poor health affects a person’s
ability to work and earn – many older
people say that they fear bad health
more than anything else.

This issue of CBR News draws from
the joint experiences of HelpAge
International and Healthlink Worldwide.
It looks at common problems with
mobility, eyesight and mental health, and
positive ways of working with older
people. We try to show that growing old
need not result in poor health and
disability.

We also consider how community-
based rehabilitation (CBR) can play a
positive role. Most CBR programmes
focus on children and younger people.
Increasingly, CBR workers will need to
extend their skills into work with older
people – recognising, preventing and
treating the disabilities that are linked
with ageing and aiding older people in a
community setting.

We all need to adopt attitudes, policies
and programmes that protect and support
the rights of older people. CBR News
invites your views on ways to give
positive support, especially to older
people who are disabled or live in the
greatest poverty.

HelpAge International and Healthlink
Worldwide.
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Write a letter and win
a resource book
All letters published in CBR News
will win a Healthlink Worldwide
manual. Choose between:

••••• How to Make Simple Disability
Aids

••••• Personal Transport for Disabled
People

When you write, tell us which book
you would like.

Looking for legislation
CBR News 27 contained a short article,
‘Uganda leads the way’, outlining how
the Ugandan Constitution of 1995
reserves seats for disabled people in
national and local government. The next
election in 2001 will make provision for
disabled people to elect disabled
Members of Parliament. Article 35 of
the Constitution states that people with
disabilities have a right to respect and
human dignity and that it is the duty of
parliament to pass laws to protect their
rights and support them to reach their
potential.

 In the Ministry of Justice we are now
preparing legislation to ensure that
Article 35 becomes a reality. We would
welcome information on legislation
from other countries that is
directedtowards protecting rights of

Vocational training is an important part of MACOHA’s CBR programme.
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Evaluating impact

The Malawi Council for the
Handicapped (MACOHA) focuses its
CBR programme in rural areas where
most disabled people live and where
their needs are greatest. Our objective is
that people with disabilities should
participate fully in social life and
development. Our activities with
disabled people include:

••••• ensuring they know of and use
existing services

••••• providing medical and educational
services

••••• providing vocational skills training

••••• promoting public awareness and
developing positive social attitudes
towards disabled people.

In 1996 MACOHA held a week-long
workshop to evaluate the impact of the
programme in one district. The
workshop was attended by CBR
volunteers, community leaders and
people with disabilities. Participants
looked at problems and progress,
including whether attitudes had changed
and involvement of other NGOs. Group
discussions were encouraged in order to
gain a range of feedback.

The workshop revealed that poverty
was a major problem in the implement-
ation of our CBR programme. It lacked
basic facilities such as vocational
training materials, start-up capital – even
clothing. Another problem was poor

linkage with other organisations
providing services – many people were
unaware of services available to them.
On the positive side, participants felt that
there was growing public awareness and
positive changes in attitudes towards
people with disabilities. Some parents
had taken their disabled children to
hospital and more people were willing to
give assistance to disabled people. Some
disabled people had been resettled in
their community and had achieved a
degree of self-reliance. The programme
had also given opportunities to people
with disabilities to voice their concerns.

Evaluation is an ongoing process.
MACOHA’s CBR programme has been
running for only ten years and we need
to build a bigger resource base. Given
the extent of rural poverty, it will take
time for the community to start
experiencing the impact. The present
government has declared war on poverty
and this gives us hope that the next five
years will see tremendous progress in
our programme.
Lewis Maasa, CBR Officer for Blantyre,
Malawi Council for the Handicapped,
c/o Blantyre ADD, Private Bag 379,
Blantyre 3, Malawi.

Building on abilities
CBR News 27 (Raising Awareness) had a
letter by Mr Chhabi Goudel from Nepal
on the importance of social support. I
found his views very interesting.
However, he didn’t include the element
of ‘building on’.

Every person with a disability has at
least one skill. This skill may be so
much part of their lives that they cannot
recognise it themselves. Helping a
person to identify their ‘inborn skills’ is
an important part of social support.
Supporting and training their natural
skills is more productive than trying to
build areas where skills don’t come so
naturally. Building skills also helps to
build confidence and self-esteem.

Francis E Nkhoma, Rehabilitation
Instructor, Vocational Training Centre
for the Blind, Malanje, Malawi.

people with disabilities. Please send any
information to me at the following
address.
Robert Law, Legal Assistant, Office of
the Minister of State for Justice and
Constitutional Affairs, PO Box 7272,
Kampala, Uganda.
E-mail: roberlaw@imul.com

LETTERS
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Look around you. Count the numbers
 of older people in your community.

Then think back ten years or twenty
years. How many older people can you
remember from those days? (Remember
you were younger then yourself, so
maybe people appeared older than they
really were!) The chances are that you
will find many more older people now
than you did in the past.

This is a trend that is happening
worldwide. More people can now expect
to live longer and reach old age. Better
living conditions, access to clean water,
good food and improved medical care
mean that more people survive
childhood illnesses to reach adulthood
and, later, old age. In addition, more
effective family planning in many
countries means fewer children being
born, so adults and older people are also
increasing as a proportion of the
population.

A worldwide trend
These two factors – increased life
expectancy and falling birth rates –
mean that populations are getting older.
This process is happening fastest in
developing countries. In 1998 there were
an estimated 580 million people
worldwide over 60 years old. Over 355
million (61 per cent) of these people
lived in developing countries. These
numbers are likely to at least double
over the next 30 years.

 As more people live longer, disease
patterns begin to change. More people
are affected by conditions such as
diabetes, heart problems, cancers and
mental health problems. This process is
often called ‘the health transition’.

 Some countries still have a low life
expectancy (lower than 60 years),
usually because of high death rates for
children. Even where life expectancy is
low there will still be some people who
reach old age. Recent years have seen
lower life expectancy in some African
countries because of deaths resulting
from HIV-related illnesses. However,
most HIV-related deaths have affected
young adults so the numbers of older
people have continued to increase. (See
page 6 for more details.)

wellbeing are also important. We have
all heard of people who aged rapidly
following traumatic events – such as
conflicts, migration, homelessness or
deaths of family members.

Older people can stay healthy by:

••••• receiving respect and support

••••• remaining active physically and
mentally with purpose and
independence

••••• ensuring adequate and nourishing
food, warm clothing and housing

••••• having access to health care and health
education

••••• recognising health problems early and
taking appropriate action.

Health and social services and CBR
programmes in developing countries
tend to focus on children and women.
Few services include the health needs of
older people, including older people
with disabilities. However, services will
need to adapt to reach and support the
continuing good health of growing
numbers of people reaching old age.
This will be a challenge for all workers
involved in health and disability.

Adapted from material by HelpAge
International (see page 11 for more
information.)

 Ageing – getting older – is not a
disease but a normal part of the
process of life. There is no way to
stop or reverse the ageing process
– but in itself ageing does not
lead inevitably to poor health
or disability. Many of the
disabling conditions
associated with ageing can
be prevented or delayed if
people have decent living
conditions and suitable
health care throughout
their lives.

We often hear
messages about the
importance of good health
for babies and children,
young adults and pregnant
women. But we rarely hear messages
about supporting good health and
preventing injuries and accidents among
older people. In fact, good health is just
as important for older people as it is for
other groups.

 Many older people fear that if they
become ill or have an accident, they will
impose an extra burden on their family.
A key factor in healthy, active ageing is
the ability to maintain independent
living for as long as possible.

An active way of life enables older
people to:

••••• stay healthy and be less likely to
develop serious illness or disabilities

••••• work and earn some wages

••••• contribute to family and community
life

••••• remain respected and independent.
As people grow older they are more
likely to face specific health problems
that are related to old age. Bones
become more brittle, joints stiffen and
muscles weaken. The body organs such
as heart, lungs and kidneys become
weaker. Often eyesight, hearing and
speech are less clear and sharp. In some
people, the mind is also affected.

Ageing affects each person
differently. A person who has been
healthy during their life is more likely to
have a long and healthy old age than a
person who has severe or frequent
illnesses. Family support and mental

Still active and respected, this grandfather
from northern India continues to
contribute to family life.

Active ageing for
everyone
Old age need not mean poor health or disability.

R
on

 G
ili

ng
/S

til
l 

P
ic

tu
re

s



CBR News No. 30  January–April 1999 5

Dressing
✔ If a person has had a stroke, or has a

stiff arm or leg, affecting one side of
their body, it is easier to dress the
weaker, less mobile limb first because
less movement is required. Similarly,
undress the weaker limb last.

✔ A less mobile person often finds it
more comfortable to wear loose-fitting
clothes with elastic waistbands and
cuffs. Large buttons are easier to
handle than small ones.

Sitting down and getting up
✔ A person with stiff joints, weak

muscles or poor balance will find it
hard to get up from a low chair or
stool. Ensure that their chair is high
enough for their hips and knees to
bend at right angles when sitting. A
chair with armrests is best for sitting
down safely and getting up easily. A
stool with four legs is safer and more
stable than a three-legged stool.

✔ To sit down, the person should walk
up close to the chair, then turn around
so that the backs of their legs touch
the chair. They should then hold the
armrests firmly and lower themselves
down slowly into the chair.

✔ To stand up, the person should move
their bottom forward to the edge of the

chair, placing their hands on the
armrests with their feet about 25cm
(10in) apart. They should then lower
their head so that they are able to rock
their weight forward and lift their
bottom off the chair before standing
up straight. Make sure their balance is
steady before they start to walk.

✔ The person should follow the same
steps when getting up from the side of
a bed or toilet (with hands pushing up
from bed or seat where there are no
armrests).

Climbing steps
✔ A less mobile person should place

their stronger leg on the step first and
use it to pull their body weight
upwards. The weaker leg and stick
follow. A person with stiff knees often
finds it easier to walk down stairs
facing backwards.

✔ Steps over 10cm (4in) in height can be
altered to make two half steps by
fitting a wooden box half the height of
the step. It may also be helpful to fix a
rail to a doorpost or wall.

Walking with a stick
✔ Ensure that the stick is the right height

for the person using it. When the
person stands upright with the stick

Staying mobile and active
Practical tips for carers of older people.

QQQQQ When does ‘old age’ begin?
A Everyone ages differently. Some

people are ‘old’ at 35, others live full
lives at 80. In many places people
define their age not in years but in
terms of their roles in society. Today,
governments often define old age as
starting at 60.

QQQQQ Are old people a burden on their
family and community?

A Most people continue working in old
age, particularly in countries with
limited welfare and pension systems.
Some are wage-earners but most are
unpaid family workers, carers and
childminders, as well as community
leaders, advisers and teachers.

QQQQQ Are older people likely to be weak,
frail, ill or disabled?

A Some conditions are more common
in older people but illness and
disability are not inevitable. If people
are healthy when younger, they are
less likely to have chronic illnesses or
disabling conditions as they age.

QQQQQ Are older people less active
mentally than younger people?

A Most people’s mental abilities
(memory, learning, creativity,
intelligence) remain unchanged as
they grow older, especially if they
remain mentally active and involved
(listening, talking, advising, reading,
telling stories). Older people are able
to learn new skills, although they may
be out of practice and lack
confidence. Some older people may
appear forgetful or be unable to make
a decision or offer an opinion, but this
is also true of some younger people.

QQQQQ Do older people fall in love and
have sexual relationships?

A People continue to need love and
affection as they grow older. Many
older people have healthy sexual
relationships, even though their
families may not approve. Whatever
their age, older people face the same
risks of HIV as other people (see
page 6).

QQQQQ Is health care wasted on older
people?

A Everyone is entitled to the best care
their community can provide.
Appropriate treatment can support
people’s continuing mobility, hearing,
eyesight and general good health
and enable them to continue working
and participating.

Adapted from material by HelpAge
International. Illustration adapted from
‘Adding Health to Years’ (see page 12).

held by the side of their body, their
elbow should be slightly bent.

✔ The stick should have a round end or
curved handle to make it easier to
grip. A small piece of rubber (from an
old car or cycle tyre) nailed or stuck
on the bottom of the stick will protect
it from wear and will stop it slipping
on the ground. It is easy for someone
to trip or slip on loose mats – these
should be removed.

✔ If a person has a weaker leg, they
should hold the stick on the opposite
side of the body, so that a normal
walking style is maintained (with left
arm and right leg moving forward at
the same time and vice versa). A
person may need to use two sticks, but
should continue to use a normal
walking style (as described above).

Common questions
on old age

○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○ ○

To measure the
right height of the
stick when the
person stands
upright, their
elbow should be
slightly bent.
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Today, in almost every country,
 women are living longer than men.

The  largest differences are in the richest
countries. For example, in Europe on
average women live for eight years
longer than men. In Africa women live
only three years longer than men. The
difference increases with age. Just over
half the world’s population aged 60-65
are women. However, 65 per cent of
people aged 80 or over are women.

Although women are likely to live
longer than men, it does not mean that
they are healthier. In general women and
girls have lower status in society than
men and boys, and therefore have fewer
opportunities for adequate nutrition,
prompt health care and good education.
This affects their health, welfare and
income throughout their lives. Even if
they live longer than men, they are more
likely to experience poverty, poor health
and disability in old age.

Older women also face particular
social problems. Women generally marry
men older than themselves. In many
societies women are unlikely to marry
again if they are divorced or widowed.
Most older women are widows. Some
widows remain living with their
extended family, usually undertaking
domestic chores or looking after
grandchildren. However, many
unmarried women or widows live alone
in poverty, especially if they lack family
support or status in the community.

Older men also face specific problems.
Many men see health concerns as
unimportant and come into contact with
health services only when they are

children and at the end of their lives.
They may neglect early warning signs of
conditions that could be prevented or
treated. Men are more likely than
women to smoke or abuse alcohol, and
to eat an unhealthy diet – conditions that
can lead to premature death through
heart and lung diseases or cancers. Men
are more exposed to injury from heavy
industrial work, including damage to
their sight and hearing. Men are also
more likely to die as a result of violence
– whether in accidents, murders and
suicides. As more men reach old age,
they face increasing risks from prostate
cancers.

However, despite these problems, an
old man may have a better old age than a
woman. A man is more likely to remain
living with, and supported by, his wife or
an extended family. Even if he is no
longer a leader, an old man may retain
respect within the community.

Where HIV/AIDS is widespread,
older people may become the main
carers for younger family members with
the disease. In some countries it is
common to find older people (mainly
older women) working to support and
care for their orphaned grandchildren.
They continue to work as family
breadwinner, then return home to clean
and cook. In Zimbabwe, 45 per cent of
people caring for orphans are
grandparents, many in poor health, and
without a regular income or outside
support. Unless the wider community is
able to give extra support, the whole
family suffers – the carer and the
children live in poverty and the children
are likely to drop out of school.

Living and caring
Older women and men each face particular problems.

FACT FILE

Ageing and
HIV/AIDS

At the end of 1998 UN agencies
estimated that 33.4 million people
were infected by HIV; over 95 per
cent of these people live in
developing countries. Most HIV-
positive people are young adults
but the numbers of older people
with HIV are growing. A study
from Thailand estimates that 7
per cent of people with HIV in one
district are aged 50 or over. An
estimate from India says that 11
per cent of people with AIDS are
aged 50 or over.

Older people are at risk from
HIV in the same way as other
people – through unprotected
sex, the medical use of blood and
blood products, and by injecting
drugs with unsterilised
equipment. Older people face
particular risks. In some
countries, they may be more likely
to have blood transfusions than
younger people. Those who work
as traditional birth attendants or
traditional healers may be
exposed to body fluids, such as
blood.

Many people assume that older
people do not have sex and are
not vulnerable to HIV. Older
people do have sexual
relationships – sometimes these
are acknowledged and
sometimes they are conducted in
secret, as their families may not
approve. Whatever the situation,
unprotected sex can be a danger
at any age. Older people may be
less likely to use condoms,
especially as safe sex messages
and condom distribution are
usually directed towards younger
people. Older people who already
have HIV or other sexually
transmitted infections may not
receive as much treatment for
their infections compared to
younger patients.

HIV/AIDS has a dramatic
impact upon the lives of older
people in other ways. Their last
years may be spent caring for
younger family members with HIV
and supporting orphans and
other dependent family members
(see main article).

Shared
laughter as a
couple from
Ethiopia relax
outside their
home. But not
all marriages
last into old
age – most
older women
are widows.N
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The challenge of cataract
Dr Bushnan Punani outlines why cataract is such an important
issue for an ageing population in India and worldwide.

FACT FILE

Ageing and eye
problems

Worldwide about 45 million
people are blind; 90 per cent live
in developing countries. Another
135 million people have severely
impaired vision. Much blindness
is preventable if appropriate
action is taken early enough.
Some types of blindness and
impaired sight are caused by
childhood malnutrition (vitamin A
deficiency) or infections such as
trachoma or onchocerciasis
(river blindness).

Other types of eye problems
are more likely to affect people
as they grow older. As more
people reach old age, these
conditions will become more
common. However, early
identification and proper
treatment can cure eye problems
or stop them worsening.

Cataract
Cataract affects about eighty
million people worldwide. The
lens of the eye clouds over,
preventing light from entering the
eye. This leads to worsening
vision and, eventually, to total
blindness. Most cataract is
related to ageing, although
sometimes children are born with
the condition. Cataract can be
cured by surgery to remove the
clouded lens and replace it with
an artificial lens (an intraocular
lens) or by spectacles. Surgery is
often carried out at eye camps or
at district hospitals by special
teams, reaching large numbers
of people. This way the operation
is relatively cheap.

Glaucoma
Glaucoma affects more than five
million people worldwide. The
main sign is increased pressure
in the eye (intraocular pressure),
leading to loss of vision.
Glaucoma tends to be related to
ageing. Intraocular pressure can
be reduced with eye drops, pills,
laser surgery, eye operations or
a combination of methods.
However, because vision loss
due to glaucoma cannot be
restored, early identification and
treatment is vital.

There have been two major surveys
  in India providing data on visual

impairments. The first, in 1971, was
carried out by the India Council of
Medical Research and the second, in
1986, by the World Health Organization
(WHO) and the National Programme on
Control of Blindness (NPCB). The
surveys revealed that the prevalence of
blindness increased slightly from around
1.4 per cent of the population in 1971 to
1.5 per cent in 1986.

However, blindness resulting from
cataracts increased from 55 per cent in
1971 to 81 per cent in 1986. A sample
survey in 1992 by the National Sample
Survey Organization found that about 50
per cent of visual impairments were
caused by old age and cataracts. Most
cataract cases occur in people over 45
years of age. Therefore, many visual
impairments where the cause is given as
‘old age’ probably result from cataracts.
About 12 million people were estimated
to have cataracts in both eyes and 8
million in one eye.

Most cataracts need eye surgery to
enable people to regain enough sight to
continue daily activities. The problem
for India is that the number of people
with cataract is growing faster than the
eye care services that could help them.

The same is true of other countries.
Worldwide, around 12 million cataract
operations will be needed in the year
2000, just to prevent further growth in
the numbers of people affected. Many
developing countries will find it very
difficult to find resources, improve
facilities, increase surgical capacity and
reach people in remote rural areas.

India began a National
Programme on Control of
Blindness in 1963. At first
the programme focused
on trachoma and
vitamin A deficiency.
Today the major
emphasis is on cataract
surgery. This means
improving facilities
and training surgeons
and skilled eye care
workers. To promote
community eye care,

District Blindness Control Societies
have been established. These societies
work in cooperation with local
councils, government departments and
non-governmental organisations in eye
care, community-based rehabilitation
and rural development.

A continuing need
The government has increased
spending on eye care services, with
support from DANIDA, WHO and the
World Bank. A World Bank survey of
seven Indian states in 1998 found that
the prevalence of blindness had fallen
since 1996. Although the number of
cataract operations continued to
increase, this was still inadequate to
clear the backlog. While women are
more likely to develop cataracts than
men, they are less likely to have
surgery or use eye care services.
Reaching out to women, especially
rural women, remains a challenge.

Dr Bushnan Punani, Executive
Director, Blind People’s Association of
India, Dr Vikram Sarabhai Road,
Vastrapur, Ahmedabad 380 015,
Gujarat, India. Fax: +91 79 656 0106
E-mail: bpa@vsnl.com (A full version
of this article can be obtained from
Healthlink Worldwide.)

Recovering  after  a
cataract  operation. N
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Dementia is a condition where
 there is increasing inability to

remember, to learn, to think and to
reason. Dementia is caused by different
illnesses which affect the brain. Many
cases of dementia are linked to
Alzheimer’s disease. Dementia is rare in
younger people but the risk increases in
people over 60 years of age.
    Dementia may develop suddenly or
gradually. The main symptom is
increasing loss of memory, followed by
other skills, such as coherent speech,
counting, handling money, dressing,
eating and personal hygiene. A person
with dementia may not recognise family
or friends, may have mood changes and
be depressed. They may require constant
care and attention.
    Alzheimer’s disease and other forms
of dementia are progressive chronic
illnesses. They cannot be reversed and
tend to worsen over time. Drugs can
help to control depression, difficult
behaviour and agitation. However, they
tend to be expensive and many are not
available in developing countries.

A chronically ill person requires a
great deal of time, attention and financial
resources from others. Community-
based, family-oriented, cost-effective
and culturally appropriate models of
care need to be developed. This requires
participation and coordinated efforts
from various agencies in the community.

Research in India confirms that the
prevalence of dementia is similar to
many other countries. However, health
and welfare services are not adequate to
meet the needs of India’s growing
numbers of older people. India has very
few community-based mental health
services for older people (known as
psycho-geriatric services).

One of these services is Urban
Community Dementia Services (UCDS),
a pioneering attempt in the field of
community-based rehabilitation of
people with dementia. UCDS is based at
South Kalamassery, a small town about
10 kilometres from Cochin city in
Kerala state, south India. Kerala has the
highest life expectancy and the highest
literacy levels in India, for women and
men.

The UDCS centre provides
comprehensive health care to about
5,000 elderly people who live in the area

of Cochin Corporation, the local council.
UCDS employs a multi-disciplinary
team containing a psychiatrist, a medical
officer, a psychologist, psychiatric social
workers and community geriatric health
workers.

The main objectives of UCDS are to:

••••• identify people with dementia living
in the community

••••• provide home-based care to people
with dementia

••••• provide day-care for people with
dementia

••••• operate a psycho-geriatric clinic

••••• offer advice, counselling and support
to family members and other carers

••••• disseminate information about
dementia to families and the public

••••• train community geriatric health
workers

••••• carry out research into dementia and
related conditions.

Home care
Most people affected by dementia
continue to live at home with their
family. Many families find caring for a
relative with dementia difficult and

distressing. A person with dementia may
act in a confused manner, may not
understand simple daily activities or
even recognise their own family. In turn,
family members may not understand the
illness, or be able to cope with the
behaviour and personal problems that
result, or just find their relative’s illness
too upsetting. As a result, in many cases
family support is inadequate or
inefficient or inappropriate.

Once a person has been identified as
having dementia, a team of from UCDS
visits the family for detailed assessment
and confirmation of the person’s
condition (for example, the severity of
the illness and the level of care needed).
The team identifies specific medical,
psychological and psycho-social
problems and develops an intervention
strategy. This includes a nursing care
plan adapted to meet the needs of the
affected person and their family. Once
the plan is agreed, a community geriatric
nurse visits the family regularly to
ensure that care continues along agreed
lines. The nurse can also support and
advise the family about their relative.

Day care
The day care programme aims to
provide both respite to the carers and
rehabilitation to people with dementia.
This programme is very helpful where
family members work outside the home
or are unable to take care of their relative
for other reasons.

At present 10 people attend the day
centre regularly although the centre can
accommodate up to 15 people. People
are picked up from their homes in the
morning and returned there in the early
evening. Day care provides a therapeutic
environment. It enables the psycho-
geriatric team to closely monitor
people’s physical and mental health and
support early intervention where
possible.

Community geriatric health
workers
Community geriatric health workers are
the key people in providing UCDS
services. They provide home care, assist
family members, improve care-giving
skills and work to create positive
attitudes towards people affected by
dementia. To ensure that workers have

Developing a family approach
Dr S Shaji and Dr K Jacob Roy outline a community-based approach to
dementia, based on their experiences in southern India.

Dr Jacob Roy with his father, the Very
Reverend OC Kuriakose in 1990. His
father’s dementia, and the lack of
understanding of the disease in India,
inspired Dr Roy to establish community-
based services for people with dementia.



CBR News No. 30  January–April 1999 9

an appropriate range of skills, UCDS
runs a diploma course in Community
Geriatric Nursing. The minimum
qualification is a senior school leaving
certificate and both young women and
men are welcomed as trainees.

Family intervention programme
Dementia profoundly changes the lives
of family members and close friends of a
person with dementia. When someone
they have loved and cared for gradually
diminishes as a person, the whole
relationship changes and new
unexpected demands will be placed on
carers. Caring for someone with
dementia is time-consuming, frustrating
and often thankless. It can leave carers
tired, depressed, angry and lonely.

Providing support to family members
through psychotherapy is a critical
aspect of the work of UDCS. People
often have unrealistic expectations about
a person with dementia, hoping that they
will recover and return to their former
self. Providing information about the
nature, course and likely outcome of
dementia can help carers to have a more
practical and realistic view. In turn,
lowering the expectations of carers helps
to lower their frustration and distress.

FACT FILE

Ageing and
mental health

Mental health problems are
increasingly recognised as an
important public health issue.
Some conditions are
preventable and most are
treatable with therapy, good
family and community care,
drugs, hospitalisation or a
combination of methods.

While all age groups
experience mental health
problems, such as depression,
schizophrenia and manic
depression, some conditions
are related to ageing. Most
conditions are not life-
threatening but they can place
severe strain on families and
carers.

Depression
Depression is the most
common mental health
problem. It may be the result of
stress – such as loss of a job,
income or loved one. People
may feel tired, hopeless and
helpless, speak of suicide or
self-hurt. In older people,
depression may be missed or
mistaken for dementia. Early
diagnosis and appropriate
support is important in
restoring good mental health.

Acute confusional state
This is a situation that comes
on suddenly and lasts for a
relatively short period. The
affected person becomes
confused and restless,
sometimes suspicious,
frightened or aggressive. This
can be very upsetting and
confusing for everyone. The
causes are mainly physical
(such as infections, heart or
blood failure, heart or blood
circulation problems, brain
damage, intoxication). It is
essential that a confused
person is correctly diagnosed
and treated by a doctor or other
health worker.

Dementia and Alzheimer’s
disease
See main article.

Alzheimer’s Disease International – a source of help

Alzheimer’s Disease International (ADI) is an umbrella organisation of national
Alzheimer associations throughout the world. Its mission is to improve the quality
of life of people with dementia and their carers, and to raise awareness of the
disease. Currently, ADI has 43 organisational members, including the Alzheimer’s
and Related Disorders Society of India, and is actively encouraging the formation
of new associations in Africa, South-east Asia and Eastern Europe.

ADI is involved in several major activities, namely World Alzheimer’s Day and an
annual international conference. World Alzheimer’s Day is celebrated on 21
September each year. Publicity materials available include a bulletin, badges,
postcards, and posters.

The 1998 international conference was held in India and was hosted by the
Alzheimer’s Disease and Related Disorders Society of India. The 1999
international conference, the first to be held in Africa, is being hosted by the
Alzheimer’s and Related Disorders Association of South Africa (ARDA) from 16-18
September. It will be attended by carers, members of Alzheimer associations and
professionals. Further details are on the conference website:
www.globalconf.co.za/adi99

ARDA was established in 1985 by three women caring for their husbands with
Alzheimer’s disease. ARDA is the only organisation in South Africa working solely
to improve the quality of life of people with dementia and their carers. ADI is
extending the network of Alzheimer associations in Africa and now has strong
links with associations in Uganda and Nigeria.

ADI produces a range of materials including factsheets, a newsletter, the World
Alzheimer’s Day Bulletin, and the booklets, Help for Carers and Starting a Self-
Help Group. To receive any of these free publications please contact:
ADI, 45/46 Lower Marsh, London, SE1 7RG, UK.  Fax: +44 171 401 7351
E-mail: adi@alz.co.uk  Website: www.alz.co.uk

Self-help groups
UCDS organises carers’ meetings every
fortnight. These meetings are usually
held in the community at a convenient
meeting place. Meetings provide
opportunities for carers to express their
feelings, empathise with each other,
share their problems and solutions and
acknowledge and affirm each other’s
care-giving efforts. Living with and
caring for a person with dementia
demands new and different coping
strategies from the carer. Carer’s
meetings give an opportunity to learn
how to cope better.

Individual and family counselling
services are available to carers and
family members who are in need of
extra support. Through family
counselling, family members can be
helped to solve problems, express their
emotions and adapt their coping styles
so they avoid emotional ‘burn out’.

Dr S Shaji, Consultant Psychiatrist,
Urban Community Dementia Services
(UCDS), South Kalamassery, 683 104,
Cochin, Kerala, India; Dr K Jacob Roy,
Chairman, Alzheimer’s and Related
Disorders Society of India, PO.Box 53,
Kunnamkulam  680 503, Kerala, India.
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It is often assumed in African societies
that dependent older people are cared

for within their own family, usually in
extended families (several generations
living together). In Zanzibar, Tanzania,
most older people continue to live in
extended families. However, this is
changing as young adults move away
from villages to Zanzibar Town or the
mainland. There are also older people
without close family ties – unmarried,
widowed, childless and those who
migrated to Zanzibar many years
before.

Welezo Old People’s Home caters for
older people without a family to support
them. The Social Welfare Department
was aware of their problems but did not
have the funding to support them.

In 1990 the department invited a
Catholic order from the mainland, the
Sisters of the Precious Blood, to manage
Welezo on their behalf. With support
from HelpAge International the Sisters
were able to improve the buildings and
add a communal dining room.

 The Sisters and the staff worked hard
to meet the physical needs of the
residents although they had not received
any training in the care of older people.
The next step was a project to identify
the training needs of the staff and to look
at the needs of the residents, especially
the more dependent elders.

Staff training
Training aimed to improve the care
given to the more dependent residents. It
focused on areas such as:
••••• Positive ageing Giving an
understanding of the normal ageing
process and considering how older
people are valued within society.
••••• Basic nursing care Assisting people
with washing and dressing while
allowing them to maintain as much
independence as possible, and
explaining the importance of respecting
privacy and dignity.
••••• Safe handling Lifting and moving
disabled older people safely.
••••• Nutrition Learning how a healthy
diet can improve wellbeing, including
preparing special diets for people with
disabilities and conditions such as
diabetes or high blood pressure.
••••• Mobility Maintaining an active
lifestyle and encouraging exercise.

Needs of disabled residents
Many disabled residents felt isolated and
lonely. They had little stimulation,
remaining in their single rooms for
much of the day with little to do. The
Sisters got some wheelchairs and
encouraged staff to take the elders out. It
made a big difference to the elders’
morale even to go around the grounds or
join in conversations or to eat together at

mealtimes. Funds from the British High
Commission enabled the building of a
small common room with easy
wheelchair access. Here people could
meet together, play cards or the local
game, Bao, or listen to the radio. The
local football stadium agreed free
weekly entry to Welezo residents. An
attempt was made to introduce a weekly
exercise session for the women.

The Sisters supported residents who
had income generating ideas. When a
roof needed repair with makuti (made
from palm leaves) the Sisters
approached experienced residents. They
felt involved in the upkeep of the home
and earned something from it.

Sensitivity to cultural issues is always
important. One resident who had been
disabled since having a stroke chose to
eat in the privacy of his room away from
the others. The stroke had affected his
right side so he was unable to use his
right hand. As in many cultures,
Zanzibaris always eat with their right
hand and it is considered offensive to
use the left. Although this resident used
a spoon, he still felt awkward.

One of the biggest dilemmas was how
to address the problem of adequate
washing and toilet facilities. Each
resident was given their own buckets for
washing, with different coloured buckets
for bathing and for domestic use.
However, older disabled people found it
very difficult to shower with a jug and
bucket in the traditional way.

 A simple chair was designed with
support from Mr Khalfan Khalfan of
UWZ, a local organisation for disabled
people, and built by a Tanzanian NGO
making customised wheelchairs. The
chair could be easily transferred from
bedroom to bathroom. Many older
disabled residents found it increasingly
hard to use traditional squat toilets but
difficult to adapt to European style (sit-
down) toilets. UWZ suggested raised
seats to help make toilet-use easier but
there remains room for improvement.

Having tried to identify needs at
Welezo, the Social Welfare Department
now hopes to extend the project to
address the needs of older people in the
community. Initial steps have been taken
to visit villages to get the response of
village elders, and  plans were made to
start a participatory approach to identify
needs.

Lynda Rowlinson worked as a VSO
volunteer with the Department of Social
Welfare, Zanzibar 1993–96. She now
works for Camden and Islington
Community Health Services, NHS Trust,
London, UK.

Identifying elders’ needs
Lynda Rowlinson describes experiences from Zanzibar.

Activity and stimulation are vital – elders and carers enjoy exercise and a chat.
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A participatory needs assessment,
often referred to as PNA, is a way

of working with a group of people in a
local community to find out what they
want and need to enable them to have a
better life.

There are many ways to carry out a
PNA. It often involves a series of
activities in which a group of local
people work together with trained
facilitators. Common PRA methods used
include:

••••• interviews with groups and individuals

••••• group discussions

••••• ranking exercises

••••• mapping exercises

••••• dramas and role plays.
The key is to ensure that local people are
involved from the beginning in planning
and carrying out the work and reporting
back to the community. Although
outside facilitators may be involved at
the start, local people can carry on the
work with training and support. People
with disabilities and older people have
been trained in PNA activities – often
with interesting and surprising results.

One example involves the Muthande
Society for the Aged (MUSA) based in
townships near Durban city in South
Africa. Membership is open to local
people over 55 years of age. MUSA runs
lunch clubs with activities including
sewing, handicrafts, singing and
praying. MUSA decided to focus on
raising awareness about the issues
affecting members and strengthening
community networks for older people.

The first step was training – six
MUSA members and three staff spent
three days training in PNA methods. The
next step was to bring together over 100
MUSA members in community
meetings and PNA activities such as
discussions, dramas and role plays.

 Members brought up many issues
including poor housing and transport,
difficulties in reaching health centres
and registering for pensions. But many
felt that lack of education was their
biggest problem. Most did not read or
write in either English or Zulu (the local
language) or understand numbers, and
this contributed to their other problems.
One person said: ‘We need a school for
older people… we could learn to read
the street names and how to count
money.’

The next step was to understand more
about the particular difficulties faced by
MUSA members. The PNA team put
together questions on:

••••• people’s past experiences and present
difficulties

••••• what they wanted from education

••••• what they needed to learn

••••• what books they had access to

••••• what they looked for in a teacher

••••• whether they could attend classes.
The PNA team then asked people to
form groups. Each group was asked to

work out a drama showing
how lack of education had
affected their lives – for
example, something they
could or could not do.
Examples included holding a
hymn book upside down in
church or being cheated
because they didn’t under-
stand documents.

The team asked the group
what skills they felt would
make a real difference to their
lives. Each group did a new
drama showing how their lives
might be different after learning

new skills.
The groups then came together to list

all the skills they thought might be
useful. These included reading and
writing in English and Zulu, dealing
with money, knitting and sewing, and
keeping chickens. Finally the groups
used beans to ‘vote’ on the most
important skills – three beans for the
first choice, two for the second and one
for the third. The highest ‘votes’ were
for classes in English that people could
use in their daily lives.

MUSA also considered the education
needs of disabled members. Some were
unable to move from home and could
not attend classes. Instead, they received
visits by the more advanced readers
from the literacy classes, who could read
and chat with them.

In addition to practical skills, all the
older people involved are keen to write
about the past and preserve for their
grandchildren some of the events and
experiences that are beginning to fade
from their memory.

Adapted from ‘Amandla Kubantu
Abadala – Power to Older People!’,
Ageways 44, May 1997 (see page 12).

(Photo: MUSA/HelpAge International)

Participation is the aim
A participatory needs assessment puts older people at the centre of research.

A newly qualified MUSA tutor
at graduation – learning and
participating has nothing to do
with age.

HelpAge International

HelpAge International (HAI) is a
global network of not-for-profit
organisations working with and for
disadvantaged older people to
improve the quality of their lives.
HAI currently works with over 200
partners in 70 countries.

For further information, contact:
HelpAge International, 67-74 Saffron
Hill, London EC1N 8QX, UK.
Fax: +44 171 404 7203
E-mail: hai@helpage.org
Website: http://www.helpage.org/
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RESOURCES

PUBLICATIONS

Adding Health to Years: a basic
handbook on older people’s health
By Gill Garrett, HelpAge International,
1993
A practical wide-ranging manual with
chapters on many different aspects of
health and welfare, including older
people with disabilities, mental health
and Parkinson’s disease. Information is
presented in non-technical language
accompanied by illustrations, often
showing step-by-step procedures.
Available from: HelpAge International,
67-74 Saffron Hill, London EC1N 8QX,
UK. Fax: +44 171 404 7203
E-mail: hai@helpage.org
Price: £3/$US6 (developing countries);
£9.50/$US19.20 (elsewhere) with p&p.

Social Work and Elderly People with
Disabilities (Module 9 of ‘Challenging
Disability: a guide for frontline social
workers in Africa’)
By Helen Jackson, ILO Zimbabwe, 1993.
ISBN 92 2 108733 6
A useful introduction to working with
elderly people in a community setting. It
uses straightforward language with
illustrations and case studies outlining
common experiences and suggesting
practical ways of providing support.
Out of print. A photocopy can be
obtained from Healthlink Worldwide.
One copy per request.
Price: Free (developing country
readers); £2/$US5 (elsewhere).

Health Care for the Elderly: a manual
for primary health care workers
By Dr Ghada Hafez and Dr Kalyan
Bagchi, World Health Organization
(WHO) Regional Office for the Eastern
Mediterranean (EMRO), Egypt, 1994.
ISBN 92 9021 186 5
Each chapter outlines learning objectives
and learning content before providing
information and activities on a specific
topic such as health issues, nutrition and
creating community awareness. While
designed for the Arab world, material
could be adapted for other regions.
Available from: WHO/EMRO, PO Box
1517, Alexandra 21511, Egypt
Price: US$4.50.

Caring for Elderly People: a workbook
By Francie Lund and Nozizwe Madlala,
University of Natal Press, South Africa,
1993. ISBN 0 86980 897 4

Designed for training people working
with volunteer groups, women’s
organisations, social and community
health workers. The manual gives
information on training methods and
running workshops on Getting older,
Pressure sores, Mobility and Nutrition,
with information, illustrations, activities
and resources. Available in English,
Sotho, Tswana, Xhosa and Zulu.
Available from: University of Natal
Press, PO Box 375, Pietermaritzburg,
3201, South Africa. Fax: + 331 260 5599
E-mail: GoddardLA@press.unp.ac.za
Price: 25 Rand plus p&p

Better Nutrition for Older People:
Assessment and Action
By Suraiya Ismail and Mary Manandhar,
HelpAge International, 1999. ISBN: 1
872590 40 3
Designed as a  practical field tool for
health and community workers, this
manual is based on research in India,
Tanzania and Malawi. It contains
chapters on risk factors, measuring
nutritional status, assessing vulnerability
and improving nutrition, together  with
illustrations, a glosary and tables.
Available from: HelpAge International
Price: £8 (UK); £9 (elsewhere)
including p&p.

NEWSLETTERS

Ageways: practical agecare for
development
Case studies and practical guidelines in a
looseleaf format, useful for all working
with elderly people. In English and
Spanish, three issues per year.
Available from: HelpAge International
(address above)
Price: Free (developing country
readers); £18 per year (elsewhere)

Ageing and Development
A new twice-yearly newsletter in
English and Spanish with news, views
and suggested resources and networks.
Available from: HelpAge International
Price: Free on request.

Action Pack on 1999 International Year
of Older Persons
With posters, postcards, factsheets,
stickers and logos, useful for advocacy
and information.
Available from: HelpAge International
Price: Free (developing country
readers); £5/$US8 (elsewhere).


