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Mixed economy of welfare – introducing market reforms in Azerbaijan
· Growing economy gives Azerbaijan an opportunity to reform public services

· New actors - NGOs and community-based organizations - can enable a move away from a highly bureaucratic regime to a more decentralized system of welfare provision
· NGO sector is growing but limited by a lack of approved standards, certification and local funding

· Role of public services is to provide quality, efficiency, equity, responsiveness, accountability, innovation and sustainability – in a modern, market economy
· NGO services would not be direct competition against existing facilities but would become part of the system that would ultimately provide more choice for vulnerable children and families
· NGOs access alternative sources of funds from private and voluntary sector, creating opportunity for a Tri-Partite Funding Mechanism to be introduced
· Choice – essential element of market economy, introduction of choice will drive up quality in both State and NGO services

· Standards of performance will be essential tool in monitoring and evaluating efficiency and quality of NGO services

· Measurable indicators aim to increase efficiency and competition between providers and, consequently, quality of provision
· Performance indicators will measure (1) inputs (2) process and (3) outcomes
· Soviet-style target system works well in the short-term but leads to long-term problems, such as low motivation of staff, low quality of services and stifling of initiative and innovation.
Proposal aims to address several issues concurrently:
1. Piloting of State contracting of NGOs as service providers

2. Piloting a CBR approach to improving welfare of people with disabilities

3. Demonstrating efficient of inter-ministerial planning and resource management
Sector analysis – disability & social welfare
Azerbaijan is emerging from years of Soviet rule, and making the transition towards a democratic market economy.  This turmoil has affected the whole population.  One of the most vulnerable sectors of the population is children with disabilities (CWD).  There are more than 55,000 children (aged 3-18 years) registered with a disability with possibly three times as many unregistered
, out of a population of approximately 2 million children
.  This is a range of proportion from 2.75% to potentially 8.25% - only for CWD aged 0-18 years.
Poverty and disability are inextricably linked.  According to World Bank statistics, people with disabilities (PWD) comprise 10% of the world population yet comprise 20% of world’s poorest people.  Thus, we can conclude that Azerbaijan follows the world’s norms with regards to disability and so targeting poverty alleviation assistance at CWD is an essential long-term investment in order to improve the economy of Azerbaijan.
Services for PWD are based on the ‘medical model’ which views disability as a sickness that may or may not be cured.  Provision of care by the State is limited to a few city-based medical facilities and institutions exist for children out-of-parental care.  The major shortcomings of institution-based care are its high cost and its location, usually in urban centres, making it inaccessible to those living in outlying areas.
The ‘social model’ of disability views the attitude of society as the main cause of disability, arguing that it is the bureaucratic challenges, negative attitudes and exclusion by society that must be changed because physical and mental impairments in themselves do not prevent inclusion.  
Statistical Information

There is differing statistical data about CWD from different sources in Azerbaijan.  
According to the Ministry of Health
, the number of people with special needs registered in 2006 was 23553 with 83.8 % of them being children aged 5-17.  
According to information given by Teymur Rzayev, member of Committee on the Issues and Protection of Rights of Juveniles under Baku city Executive Power, the number of the disabled children was 55,088 at October 1, 2008.  
Analysis shows that the investigations of local and international organizations refer mainly to 55,000 children.  Unfortunately, the reports of the State Statistics Commitee (SSC), which is the main and official information source, give information about the number of the disabled in total but do not present their age classification.   Therefore, access to general information about the number of disabled children presents a problem for planning.  Only from 2008, the SSC presents classification of age and main sickness groups for those who were registered for the first time as disabled under 18 years.
  By calculating information from that table, the number of children registered for the first time as disabled under 18 years becomes 13,784.  
The annual incident rate using international standard calculations (WHO) should be about 0.5% of the population.  This excludes short-term (expected to last less than three months) disability and that occurring during the terminal phase of a disease.  Therefore, with a population of 8.68m (2008), disability occurs at a higher rate in Azerbaijan than the norm which should be approximately 43400 people, based on annual incident rate.
Investigations show that one of the main causes of differentiation of statistics is because education, health and social care are the responsibilities of different state bodies with no common policy.  Thus, the Ministry of Education provides statistical information about disabled children who receive education; the Minstry of Health – for those who receive medical services; the Ministry of Labour and Social Protection of Population – for those who receive social benefits.  
Reform of the welfare system which allows State funding of NGOs needs to be embedded in a framework of structural reform which improves planning and efficient use of resources.
Framework for Reform – Community Based Rehabilitation (CBR)
Azerbaijan urgently needs a joint approach to strategy development for disability for a number of reasons:

· Data collection is difficult because responsibility for medical, educational and social needs is divided between the three Ministries with no mechanism for collaboration and data sharing
· Resource management should be based on shared data; without it, resources cannot be adequately planned and wastage occurs; deployment of resources will not match the needs.  This can already be seen in the Azizbeyov region, in which there is a concentration of State services for children with disabilities (MoE, MoH, MoL&SP, SC-FWC) duplicating each other
· Too many CWD either do not receive any, or adequate, services or receive them too late, leading to an increased financial burden on the State in terms of residential care, benefits and long-term unemployment – unfortunately, lack of data makes this difficult to analyse

· CBR is practised in 90 countries worldwide; Iran, for example, has approved it as a national policy

· This strategy combines approaches regarding Health, Education, Livelihood, Social Life and Mobilization – and is most successful when State sector, private sector and civil society work in partnership
· Partnership ensures a more efficient use of resources and less burden upon the State budget to be the sole provider of welfare

· It places responsibility for program development at community level, rather than top-down, which helps to overcome challenges caused by current division of Ministerial responsibilities
· It moves PWD from beneficiary mode towards being active, contributing citizen
· It enables a country to better implement international conventions such as the UNCRC, UN Convention on Rights of People with Disabilities, MDG and ILO Convention 159 concerning Vocational Rehabilitation and Employment of People with Disabilities – all signed and ratified by Azerbaijan
Embedding pilot projects in wider reforms is essential for consistent and efficient public policy implementation.  This pilot can be used as a model for alternative service provision in reforms of Child Protection, Juvenile Justice, social housing, care for the elderly etc.

	Recommendation: a position is created at Presidential Office level to coordinate strategy development between relevant Ministries, State Committee and Commission of Minors.


Proposed Piloting of Mixed Economy of Welfare Provision
In 2008, upon the initiative of UAFA, a Network of 10 existing NGO service providers was formed, otherwise known as community-based rehabilitation centres (CBRCs).   Currently, this Network provides services to approximately 1500 CWD and is collectively lobbying the government to pursue a policy of contracting NGOs to provide community-based services.  
Capacity & skills

· Collectively employ 55 local child development specialists with medical, education and NGO backgrounds
· Trained by range of international specialists in modern methods of rehabilitation, special needs education and social work practices
· For example, in recent 18 month period, funded by EU grant and facilitated by UAFA:
	Date
	Trainer
	Position
	Location
	Topics

	Apr. 2009
	Prof. Gross Selbeck
	Child Neurologist
	Germany
	Developmental disturbances in childhood

	Apr. 2009
	Claudia Selbeck
	Physiotherapist
	Germany
	Developmental disturbances in childhood

	Oct. 2009
	Prof. Banu Anlar
	Child Neurologist
	Haceteppe University, Turkey
	Neurometabolic and neurodegenerative diseases

	Nov. 2009
	Dr Maya Thomas
	CBR Specialist
	India
	CBR in practice

	Dec. 2009
	Natalia Baranova
	Communications Therapist
	Early Intervention Institute, St. Petersburg
	Alternative and Augmentative Communication Therapy

	Dec. 2009


	Dr Semra Shahin

Dr Arzu Yukselen
	Child Development Specialists
	Haceteppe University, Turkey
	Development of children with special needs and support programs

	Oct. 2010
	Dr Semra Shahin

Dr Arzu Yukselen
	Child Development Specialists
	Haceteppe University, Turkey
	Autistic Spectrum Disorders – Assessment, Management and Education

	Monthly
	Maftuna Ismailova

Zuleykha Najafova

Ulviyya Mirzoyeva

Sevda Rzayeva

Nurana Abdullayeva

Gulnara Hasanova

Lala Veliyeva
	Child Development Specialists (para-professionals)
	UAFA
	Assessment and planning 

Child development

Occupational Therapy

Physiotherapy

Play therapy

Documentation systems


Range of services

Each CBRC provides at least 3 of the services on the list below, depending upon community needs and resources available.  All services are provided free-of-charge.
	Early Intervention
	Targeting development delay in children aged 0-3 years

	Restoring of functional ability
	Modern methods of rehabilitation, special needs education, aids & appliances

	Supporting inclusion to education
	Mainstream kindergartens, primary schools and secondary schools; special schools, Inclusive Education schools

	Day-care
	helping families who require child-care provision so that the parents can go out to work; provide additional food and educational/rehabilitation support

	Home visiting
	Allows families to keep a disabled child at home by providing advice, rehabilitation and psycho-social support

	Integration to society
	Group and individual visits to parks, theatres, concerts etc.

	Family support and empowerment
	Helping to cope with parenthood, attitudes towards disability, conflicts and family break-up

	Legal advice & advocacy
	Benefits and entitlements, conflicts, rights and lobbying local/national government partners

	Referrals to other services
	To medical, educational and social protection State and NGO services, overseas organisations

	Training
	Child development & rehabilitation; vocational, special education


Impact on children and families
All CBRCs have been trained in using standard assessment forms and maintaining accurate data with regards to child development.  With the use of standard assessment forms, it is possible to objectively evaluate performance outcomes in relation to child development and inclusion to society.

Please see Appendix 1 for analysis of outcomes from child development data at two of UAFA’s CBRCs, in Yasamal and Ganja.  This analysis clearly shows the positive impact upon children’s functional development which is re-assessed every 6 months – gross motor, fine motor, social, communication, daily living skills.
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With regards to social development, we have analysed outcomes for children at Yasamal CBRC to understand what impact these services have had upon children and families.  As can be seen in the diagram below, 52 children have improved to such an extent that they have progressed to education.  This represents 23% of children who have utilised CBR services in Yasamal
 during this period.
[image: image3.png]Children with Disabilities Included to
Kindergartens & Schools during
2008 - 2010 years

® Kindergarten

® Inclusive school

m Special school

B Mainstream school





Without these services, most of the children would have only had access to limited medical treatment, financial benefits and, in some cases, home education.  
Minimum Standards

Minimum Standards for CBRCs were developed using a participatory approach by the Network of CBRCs.  The Standards are based upon existing Statutes for Rehabilitation Centres used by the Ministry of Education, Health and Labour & Social Protection.  These Standards have been evaluated by international CBR expert, Dr Maya Thomas, and submitted to the Cabinet of Ministers, Ministries of Education, Health and Social Protection, and the State Committee for their feedback.  
All CBRCs follow the procedures as laid out in the Minimum Standards.
Please see Appendix 2.

Use of Minimum Standards would create an objective, transparent and accountable system for government funding of NGO service providers.

Clinical Auditing

Clinical auditing is a process that seeks to improve performance through reviewing practice in relation to Minimum Standards for CBRCs.  

On a monthly basis, UAFA child development staff visit each centre, including the 3 UAFA CBRCs, with an objective to improve individual skills of CBRC staff in child development practices; to raise standards of service provision to minimum accepted level and to ensure consistency in procedures, documentation systems and reporting.

A report is written, outlining areas for improvement, and advice and training is provided by UAFA staff to enable CBRCs to improve their performance.  

Clinical auditing is not a disciplinary process, rather an empowering process that creates an environment of mutual cooperation and sharing.

Please see Appendix 3.
Role of National Counterparts
This proposal aims to address several issues concurrently:

1. Piloting of State contracting of NGOs as service providers

2. Piloting a CBR approach to improving welfare of people with disabilities

3. Demonstrating efficient planning and resource management

State bodies have a number of roles to play, in accordance with the three objectives of this proposal:

1. State bodies should have the capacity to develop tenders for services, assess bids and evaluate outcomes.  This pilot project should be used to develop the implementing mechanisms necessary.

2. NGOs should, in future, be able to apply for a certificate/license to demonstrate that they meet minimum standards.  This pilot project should be used to develop the capacity and mechanisms necessary to license NGO service providers.

3. This pilot should be used to demonstrate urgent need to have a coordinated, community-based strategy towards disability, in order to meet the objectives of poverty reduction, reduced welfare demands and inclusive society.

Proposed Model:
	Body
	Role
	Necessary Mechanism

	NGOs
	Service providers
	Certificate to prove it meets minimum standards for structure and process

	Ministries
	Purchasers
	Regulations for awarding contracts to certified providers

	State Committee for Family, Women and Children’s Issues
	Certification

Independent performance evaluation
	Minimum Standards for Structure and Process
Set of Performance Indicators


· Performance indicators which measure inputs and process should be monitored by the funding body
· An independent body should have the authority to monitor performance outcomes in the case of complaints and appeals against decisions by Ministries and funding bodies
· In the long-term, funding should follow the child.  However, as this is a pilot to test mechanisms of contracting, certification and supervision, we recommend that funding is provided to NGOs for core costs initially

· Contracting should be renewable on an annual basis, based on performance review
Monitoring & Evaluation – Performance Indicators

As the quality of NGO services is often questioned, it is recommended that a system of Performance Indicators are introduced which measure (1) structural inputs, (2) process and (3) outcomes related to children and families.  

Regulations should be based upon international legislation and conventions.  No one model of regulation is internationally accepted as best practice but the trend is to demonstrate more transparency in processes and become more accountable.

Performance indicators should be built into monitoring and evaluation of all public services, regardless of whether provider is public, private or NGO sector.  For example:

	Process
	Performance Indicators
	Evaluating body

	Structural inputs
	# of staff

Type of staff

Qualifications of staff

Facilities & equipment
	Funder

(State, donor, private)

	Process inputs
	Methodology

Treatments

Assessment procedures

# of rehabilitation sessions

# of referrals from State services

Community contributions
	Local level - Ministry counterpart

(useful as a learning/sharing tool between State and NGO)

	Outcomes
	Improvements in child development

Attendance in school

Reduced family break-up

Increased take up of employment
	Independent body

(e.g. State Committee for Family, Women and Children’s Issues)


Evaluation:

Quality should be monitored by peer group review because of the current lack of skills and experience in Ministries with regards to community-based and modern methods of rehabilitation.  This Peer Group should be comprised of NGOs, State bodies and international specialists at a national level because the number of alternative services is still limited enough for a Peer Group to evaluate outcomes for children.  As the number of services and capacity of State sector increases, performance evaluation should be decentralised to the local level, with national level supervision of processes only.

Peer Group Review – is defined as the evaluation of creative work or performance by other people in the same field in order to maintain or enhance the quality of the work or performance in that field.  It should be impartial and confidential, providing recommendations for areas of improvement to guide future reviews.  It can also be referred to as Clinical Audit.  Please see Appendix 3.
Piloting a State Funding Mechanism
The pilot has 3 key objectives:
1. Develop funding mechanism for piloting of NGO service providers

2. Build capacity in Ministries to monitor & evaluate inputs

3. Build capacity in State Committee to certify NGO service providers and evaluate quality of provision

Objective 1:
All 10 NGOs are registered with the Ministry of Justice and conform with regulations regarding taxation, social protection and auditing.  Most NGOs receive funds from a variety of sources and already utilise transparent mechanisms for receiving funds from private and third sector sources.  
We recommend that the Ministry of Finance considers funding core costs within the framework of this pilot program: essential child development specialists plus accountant, requiring the NGOs to source additional funding for expenses and administrative staff.  
	NGO
	Core costs (AZN)

	UAFA – Ganja
	19,764

	UAFA – Yasamal district
	14,688

	UAFA – Khachmaz
	17,592

	Chiraq – Sumquait
	25,620

	Mushvig – Garadagh
	45,384

	Mushvig – Masalli
	12,648

	Rainbow – Narimamov district
	27,084

	Independent Life – Baku
	26,352

	Ganja Fund
	16,836

	Sheki Centre
	17,592

	TOTAL
	223,560


Assuming that these Centres work with 450 children per year, average core costs amount to a commitment from the State of 497AZN per child.  This compares favourably with residential care under ML&SP of 4190AZN per year and under MoE of 3210AZN per year.
Objective 2:
Ministries are receptive to the idea of purchasing services from NGOs but do not have the capacity nor mechanism for passing on funds to NGOs.  Secondary legislation will need to be developed to allow funds to flow through the Ministries to NGOs and capacity built in the Ministries to develop and implement the purchasing process.  It is possible that international agencies such as UNICEF and OSI have funding that could be made available for technical assistance, to support this objective.
Objective 3:

The State Committee was set up with a mandate to oversee family, women’s and children’s issues in policy-making and would be in an ideal, independent position to act as a certification body for NGO service providers, and evaluate outcomes of service provision (not only for NGOs but, eventually, for State services too).  As the State Committee are not service providers in the field of health, education and social protection, and have a growing national coverage, capacity can be built in at this stage to facilitate a process of objective evaluation of services.  Again, technical assistance will be needed to support this objective.
1. Pre-funding Stage:
1.1. Recruit policy specialist (Gwen Burchell MBE MSc) and assign MoF representative

1.2. Create inter-ministerial working group to oversee pilot project

1.3. Policy specialist/MoF representative develop initial funding contract for NGO service providers specifically for pilot project, outlining terms and conditions
2. Funding Stage:
2.1. Funds for core costs are channelled directly from MoF to NGO service providers
2.2. Mechanism designed for Ministries to become ‘purchasers’ of alternative services

2.3. Build capacity into MoE, MoH and ML&SP to become ‘purchasers’, requiring regulations for purchasing services, monitoring & evaluating of inputs

2.3. Procedure designed to authorise State Committee to certify NGOs as meeting Minimum Standards

2.4. Build capacity into State Committee to award certification to and to objectively evaluate performance and outcomes

3. Post-funding outputs:

· Transparent funding mechanism in operation

· Regulations for Certification process
· Regulations for Purchasing process
· Procedures for performance evaluation
4. Future developments:
· Replication in other social sectors e.g. child protection, juvenile justice etc.

· Performance indicators utilised in State sector services to improve quality
· Development of system allowing funds to follow child placements (essential for de-institutionalising child-care)
Minimising bureaucracy and corruption
1. by separating purchasing and certification/evaluation functions, corruption is minimised because self-interest is divided.
2. introducing performance indicators enables the funding body to evaluate inputs to structure and process, to match them against funding streams

3. performance indicators for quality of outcome are a transparent and measurable evaluation of service; if a service is regularly showing very little improvement in the outcomes for children, it is a major indicator that the service is under-performing and, if necessary, can be verified by observing individual children, meeting with families and local authorities to assess impact of CBRC in local community
 Risks and Social cost of doing nothing
	Risk
	Strategy

	NGOs do not have the capacity to manage State funds
	MoF should outline financial guidelines for accountability of funding; guidelines will be clarified in workshop with Network of CBRCs

NGO partners (e.g. OSI) will support Network with training as necessary

	Ministries oppose State funding of NGO service providers
	MoF must outline clear economic arguments for fiscal policies regarding social welfare, supporting diversification and efficiency in service provision

	CBR is not viewed as a relevant model for Azerbaijan
	

	
	

	Risk
	Social Cost

	Limited funding is made available for alternative services
	Services will not be accessible to the most vulnerable if funds are limited to State-run facilities with centralised locations, leading to continued isolation, institutionalisation and burden on welfare state

	‘One size fits all’ policy is developed
	e.g. one strategy is pursued as the answer to problems with disability or children in care

Policies work best when the individual child is at the root of the solution, rather than a centralised solution that can be rolled out and managed financially from one point.  Without decentralisation of decision-making in terms of developing individual solutions.....


Appendix 1
Evaluation of Children’s Development Progress in 
Community Based Rehabilitation Centers (CBRC)

In order to evaluate the effectiveness of services that CBRCs provide to the children and their families we have checked assessment forms and recorded progresses children made over time. Center staffs assess children’s developmental progress every six month by using Child Assessment Forms. The calculation of percentage in improvement was done by comparing number of skills children could do before benefiting from the services of the center and after. 

Every child in the centers registered under unique ID number.  We have randomly selected 40 children from the list of children and evaluated their improvement in percentages.  Figure 1 and Figure 2 reflects the improvement graph from Ganja and Yasamal CBRCs.  

As the graph shows, development progress varies for different children.  Here severity of the disability, developmental level of the children as well as the duration of their benefiting from the center’s services plays important role. 

Some of the children were referred to different service providers, or included to mainstream schools, or polyclinics, etc. as those children got assessed only once we were not able to use their assessment forms for our evaluation. 

Figure 1
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Figure 2
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Evaluation by:

Gwen Burchell

Tamerlan Rajabov

(October 2010)

Appendix 2
Focus Group Discussions

Appendix 3
STATUTES FOR CHILDREN’S SERVICES:
REHABILITATION CENTRES (RC)/

COMMUNITY-BASED REHABILITATION SERVICES (CBR)

Preamble

The Convention on the Rights of Persons with Disabilities (hereafter the Convention) and its Optional Protocol was adopted on 13 December 2006 at the United.
It is the first comprehensive human rights treaty of the 21st century and is the first human rights convention to be open for signature by regional integration organizations. The Convention entered into force on 3 May 2008. 

Azerbaijan signed January 9, 2008 and ratified January 28, 2009. Azerbaijan signed Protocol January 9, 2008 and ratified Protocol January 28, 2009. 

By the initiative of United Aid for Azerbaijan (UAFA) humanitarian organization Network of Community Based Rehabilitation Centers run by different NGOs was formed in 2007. At the beginning 16 Centers or organization joined the Network, but currently, three of them have ceased their work due to lack of funding. Organizations and CBR Centers came to a conclusion to submit the common standards on community based rehabilitation service provision to the government of Azerbaijan in order to reduce dependency on external donors, to be involved in contracted collaboration by State and to raise quality of their services to high standards. 
The Standards were developed by UAFA and consistently discussed with all Network members in view of their comments and suggestions. Simultaniously, it was submited to foreign experts for their review (Peter Evans international expert on social work and Maya Thomas, international expert on CBR). 

Recognition and approval of the Standards by State will allow NGO service providers to increase quality, sustainability of their services and contracting by State.

Definition of CBR:

Community-based rehabilitation (CBR) is an approach that promotes inclusion and participation, especially in rural areas by WHO, other UN organizations, international and national organizations involved in disability & rehabilitation issues.  A joint document by WHO, UNESCO and ILO (2004) gives the following definition of CBR:

“CBR is a strategy within general community development for the rehabilitation, equalization of opportunities and social inclusion of all people with disabilities. CBR is implemented through the combined efforts of people with disabilities themselves, their families, organizations and communities, and the relevant governmental and non-governmental health, education, vocational, social and other services”.

Major objectives of CBR:

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

2. To activate communities to promote and protect the human rights of people with disabilities through changes within the community, for example, by removing barriers to participation.

Common Principles of CBR:

· INCLUSION - It is the act or practice which ensures including people with disabilities in community life
· PARTICIPATION - means the involvement of disabled people as active contributors to the CBR program from policy-making to implementation and evaluation, for the simple reason that they know best what they need
· SELF-ADVOCACY - means the central and consistent involvement of people with disabilities defining for themselves the goals and processes for poverty alleviation
· EMPOWERMENT - means that local people – and specifically people with disabilities and their families – make the programme decisions and control the resources
· BARRIER-FREE ENVIRONMENT - Barriers are factors in a person's environment that, through their absence or presence, limit functioning and create disability17. These include aspect such as the physical environment that is inaccessible as well as the negative attitudes of society or community towards people with disabilities and even towards their families
· SUSTAINABILITY – means the benefits of the program must be lasting
1. General Points

CBR Programs must be flexible to meet the individual needs of children and people with disabilities and can comprise any of the following components (For detailed see CBR Matrix).

1.0
RC/CBR services are to be set up in a community in order to assist people with special needs.  This assistance can take the form of any of the following profiles:

	Purpose
	Activity

	To prevent causes of impairment and progression of disability
	Health education – ante/post-natal

Early Intervention

	To restore functional ability

- mandatory purpose
	Referral to existing health services

Occupational Therapy

Physiotherapy

Speech & Communication Therapy

Activities of Daily Living

Sports/Art/Music Therapy

Aids & appliances (including referrals)

	To promote inclusion and access to equal opportunities

- mandatory purpose
	Day-care

Inclusive education

Integration

Home visiting

	To empower families and equip them with knowledge and skills


	Parents’ Associations

Counseling/psycho-social services

Social workers

Social services/benefits

Legal advice/advocacy

	To provide vocational training


	Skills training

Self employment

Job placement

	To increase community participation and awareness and to create linkages within community
	Training/volunteering

Awareness-raising

Community mobilization 

Group credit 

National and local authorities, business

Municipalities

Mass Media, NGOs, Associations, Societies, DPOs


2. Structure of services 

2.0
RC/CBR services must be legal entities, following regulations for sanitation and hygiene, fire protection, security norms and be located in space with all necessary utilities.

2.1
In order to achieve the goals stated in Point 1.1, RC/CBR services must provide enough space in order to offer the rehabilitative services at the child:adult ratio specified.

2.2
RC/CBR services may be located in state facilities (place/not equipment) and/or private facilities.

2.1.1
If services are provided in private facilities e.g. family homes, sanitation and hygiene, fire protection, security norms are the responsibility of the facility owner.

2.3
RC/CBR services can be created in any district/region where there is initial demand of 20+ children with different disabilities.  

2.4
RC/CBR services can receive funding from any funding agency from the State, private or third sector, including a combination of funding sectors. Each funding agency should state its own reporting requirements.

2.4.1
RC/CBR services should maintain a transparent account system for public/private funds.

2.4.2
Public users of the RC/CBR services can contribute towards the costs of the services if the RC/CBR services wish to access this source of funding.

3. Duties of RC/CBR services

3.0
RC/CBR services, according to the profiles listed in Point 1.1 above, should provide services for children aged 0-18 years with any of the following problems: children with hearing and visual impairments, with speech & communication difficulties, with physical disabilities, with intellectual disabilities, emotional and behavioural problems, learning disabilities, children with multiple disabilities and typical children.

3.0.1
RC/CBR services have the right to limit provision of services to particular age groups or needs groups if they do not have the capacity or number of appropriate staff to accommodate all children.

3.0.2
RC/CBR services have the right to work with children older 18 years old, if their development age is within not 18 year age group. 

3.1
RC/CBR services have a duty to:

· Assess the disability and/or developmental delay of all children who address the services (See Appendix 2)

· Discuss the case and potential course of action with parents/family member responsible in order to involve them in the process

· Provide rehabilitative services where necessary

· Refer to other services as necessary

· Inform parents/family member responsible of all relevant community services

· Record information related to each case
· Assess family 

3.1.1
The responsibility for referring a child to the RC/CBR services lies with the representative of the preschool/school/polyclinic/other.

3.1.2
Parents must be fully informed if the preschool/school/polyclinic/other plans to refer the child to the RC/CBR services and agreement must be obtained.

3.1.3
If parents do not agree to the referral, RC/CBR services have the right to contact parents directly in best interests of the child.

3.2
RC/CBR staff has a duty to form links with local preschools/schools/polyclinics/other.  These links should be for the purpose of, but not limited to:

· Identifying children with special needs living in the area.

· Increasing referrals of children with special needs to RC/CBR services, particularly for children aged 0-3 years.

· Increasing awareness of community members about disability and need for integration.

· Providing specialist advice if preschool/school/polyclinic/other suspects disability or developmental delay.

3.3

RC/CBR services have a duty to develop a schedule (See Appendix 1) that accommodates the range of activities outlined in Point 1.0.  This activity schedule should be displayed publicly and regularly reviewed according to the needs of the community.

4. Provision of Services

4.0
Rehabilitative services can be provided in the following styles:

· Group sessions

· Individual sessions

· Consultations

· Outreach services (home based interventions)

4.1

RC/CBR services can provide other non-rehabilitative services (See Appendix 3), relevant to the goal of the RC/CBR services, upon approval of Management Board.  The approval must be in written form.

4.2
Rehabilitative services, as described above, must follow a methodology format approved by nationally or internationally funding authority.  

4.2.1
Format must be documented and submitted to relevant local funding authority for approval.

4.2.2
Approval must be given within two weeks.

4.2.3
Approval extends to all rehabilitative services funded by the relevant funding authority until the time that rehabilitative services cease to operate.

4.3
National guidelines for documentation are attached to this Statute (See Appendix 4).  

4.3.1
RC/CBR services are not obligated to provide every item of documentation listed in Appendix 4, only those that are relevant to the particular rehabilitative services provided for children with special needs.

4.4
Rehabilitative services can only operate if the minimum specialist:child ratios are met.

	Activity
	Specialist:child ratio
	Adults for support

	Group sessions
	1:6
	1

	Individual session
	1:1
	

	Consultations
	1:1
	

	Day-care
	1:6
	1

	Integration
	1:2
	

	Sports Therapy
	1:6
	1


4.5
Completed documentation for all rehabilitative sessions should be filed in the Centre/office from where rehabilitative services are planned.  This documentation may be monitored at the discretion of the relevant funding authority.

4.5.1
Documentation should be archived after 1 year but remains within the Centre/office.

4.6

Rehabilitative services( can be provided for a child with special needs for as long as the child and his/her family need specialist support.  

5. Governance of RC/CBR services

5.0
RC/CBR services are governed according to the national legislation and these Statutes.

5.1
Manager of RC/CBR services should be recruited by Board of RC/CBR services.  

5.2 
Board should be voluntary group of community members who take responsibility for overseeing management of RC/CBR services.  The Board members must possess a range of skills and experience necessary to ensure transparent and efficient management.  These skills may be required to be proven legally if management capacity is in doubt.

5.3
It is recommended Manager should have Higher Education level and experience of managing services and account systems.  Awareness of disability issues and rehabilitation practices is expected but Manager is not expected to provide services directly. Final decision is made by Management Board. 

6. Staffing RC/CBR services and salaries payment

6.0
Staff and salaries of RC/CBR services are approved by Management Board (funding agencies) according to the concrete situation, work load and funding allocated based on proposal by Centre Manager.

6.1
Salaries are paid according to the existing legislation (tax etc.). Salaries are not limited to state income. Management Board may decide to award higher salaries from extra income.

6.2
Staffing/salaries should be reviewed annually based on number of children and performance/outcomes.  

7. Labour relations in RC/CBR services

7.0 Labour relations are regulated according to the contracts prepared according to the national Labour Code.

8. Hiring special service providers for RC/CBR services

8.0
RC/CBR services can hire any of the following specialists:

· Psychologists

· Defectologists (speech & communication therapists/occupational therapists/physiotherapists)

· Play therapists (art, music, craft etc.)

· Medical (pediatrician, psychiatrist, neurologist etc.)

· Teachers, teacher assistants

· Social workers

· Legal staff

· Administrative assistance (accountant etc.)

· Technical staff

8.1

RC/CBR services may apply to other experts according to need and pay them on a consultancy basis.

8.2
RC/CBR services are responsible for any training requirements not provided by government institutions.

9. Aceptance of Children with Special Needs to RC/CBR services

9.0
The following documents are required for acceptance to RC/CBR services:

· Birth certificate or İD 

· Medical diagnosis if available

· Living registration document

· 1 photo

9.0.1
If documentation does not exist, parent/family member responsible should apply to Manager/social worker/legal assistant for support in obtaining documentation. Work with child is able to start during process of getting documents. 

9.1

Any child with special needs can utilize the services offered by RC/CBR services, with or without official referral from medical-social expert, pedagogical-psychological-medical commission or health prevention institution.

9.2
RC/CBR services are responsible for devising their own attendance rules which must be approved by Board and signed by parent/family member responsible.  

9.3
Parents/siblings/family members should be encouraged to attend sessions with child in order to maximize benefits of service.

10. Rights & Responsibilities of Child with Special Needs & Family attending RC/CBR services

10.0
Rehabilitation services are provided to child with special needs following signing of written agreement by parent/family member responsible.

10.1
Rights and responsibilities of child with special needs and their parents/family member for receiving services, including rehabilitation, are regulated by internal regulations (See Appendix 5) and statutes of RC/CBR services.

10.2 RC/CBR services reserve the right to cancel a written agreement if internal regulations and 
statutes are broken or abused by child/parent/family member.

10.3 RC/CBR services adhere to standardized Child Protection Policy (See Appendix 6).
11. Closing RC/CBR services

11.0
According to the national legislation

11.1
Property that is the possession of the RC/CBR services should be distributed according to the agreement of the Board.
Appendix 4
CLINICAL AUDIT
Objectives:

1. To improve individual skills in child development practices

2. To raise standards of service provision to minimum accepted level

3. To ensure consistency in procedures, documentation systems and reporting

Questions for auditors to be aware of before completing clinical audit:

1. What is the basic set of skills that a child development specialist should have?

2. What is the minimum accepted level for service provision?

3. What procedures, documentation systems and reporting formats should each Service Provider (SP) be following?

Process for completing clinical audit:
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1. Measure practice: use assessment form and basic indicators to establish level of service provision

2. Assess management procedures against minimum standards

3. Provide written feedback on areas in service provision and management that need improvement – set indicators that need to be reached

4. Provide training to support SP in making necessary changes

5. After agreed amount of time (stated in written feedback), re-evaluate practice

6. Provide written report to SP regarding attainment of indicators, level of practice and management of service provision

Referring to the commodification of welfare services (health, education, social protection, criminal justice etc.), a mixed economy of welfare provision recognises that, in a market economy, services can be provided by State, private and NGO sectors with a mix of funding from State, private and voluntary sources.  Overall policy should be designed and coordinated at a macro level, allowing decision-making on implementation to be decentralised to the micro level.





CBR is a strategy for





‘Rehabilitation, Equalization of Opportunities, Poverty Reduction and Social Inclusion of People with Disabilities’, 





as defined in a Joint Position Paper by ILO, UNESCO and WHO in 2004








� Based on UAFA’s experience of working in the sector since 1999 – United Aid for Azerbaijan, www.uafa.org.uk� 


� According to figures from State Statistics Committee


� Quoted from report by Qubad Ibadoglu, Chairman of the Executive Board of Economic Investigations Centre, assistant professor of “Economic Analysis” department of Azerbaijan Economic University (OSI 2010)


� The information provided by Ogtay Akhundov, head Statistical Department of the Ministry of Health,  2006


� � HYPERLINK "http://www.azstat.org/statinfo/healthcare/az/035.shtml" \t "_blank" �http://www.azstat.org/statinfo/healthcare/az/035.shtml�  





� Please see data for Yasamal in attached spreadsheet.


( day care and vocational services does not include 
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