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MEETING OBJECTIVES
1. Inform stakeholders of the priority areas of work for the WHO Secretariat towards
Rehabilitation 2030 for the next triennia.
2. Obtain feedback on the tools and resources presented.
3. Identify opportunities for collaboration in further development and implementation of the
tools and resources.
Note: Links to all WHO documents and tools referred to in this report can be found in Annex 3.
DAY ONE

Rehabilitation 2030: WHO strategy
Alarcos Cieza
Coordinator, Prevention of Blindness and Deafness, Disability, and Rehabilitation, WHO
Summary
While the economic, social and health benefits of rehabilitation are well established, and the need
for services is increasing with health and demographic trends, the demand and support in many
countries remains low. Associated to this is both a poor awareness of rehabilitation and low capacity
to deliver services. In response to this situation, WHO is adopting a dual approach strategy targeting
both advocacy and technical capacity.

COSTS TO BE COVERED

Clarifying the conceptualization of rehabilitation is integral to effective advocacy. The Sustainable
Development Goals reinforce rehabilitation as integral to Universal Health Coverage (UHC), defined
as “The provision of high-quality, essential services for health promotion, preventions, treatment,
rehabilitation and palliation according to need…” Rehabilitation is further embedded in the
concept of Integrated People-centred Health Services, which is the management and delivery of
health services “so that people receive a continuum of health promotion, disease prevention,
diagnosis, treatment, disease management,
rehabilitation and palliative care services…” Both
definitions reiterate rehabilitation as a mainstream
health service that should be available across all
Include
other
levels of care and to any person with a health
services
Reduce cost sharing
and fees
condition.
Reduce noncovered

$$$
POPULATION TO BE COVERED

Universal Health Coverage

The updated definition of rehabilitation presented
in the Rehabilitation 2030 ‘Call for Action’ meeting
and document, Rehabilitation in health systems,
works to support this conceptualization:
“Rehabilitation is a set of interventions designed to
reduce disability and optimize functioning in
individuals with health conditions in interaction
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with their environment.” Understanding rehabilitation in this way makes it clear that the Ministry of
Health has a key role in stewarding the development of services.
WHO is looking to strengthen technical capacity in ministries of health and other relevant sectors
through advancing several key areas of work:
1. Integrating rehabilitation into UHC budgeting and planning
2. Developing a package of priority rehabilitation interventions
3. Establishing tools and resources to strengthen the health workforce for rehabilitation
4. Building a Support Package for Rehabilitation to facilitate strategic planning, monitoring and
evaluation, and implementation in countries
All these areas of work are closely linked and work cohesively to support the vision of Rehabilitation
2030, whereby quality rehabilitation services are available to all who need them. Key to its success is
effective integration both internally within the various departments of WHO and within health
systems in countries.
Key messages
 The demand for rehabilitation and the capacity of countries to deliver services are both grossly
disproportionate to need.
 Strong and unified advocacy of rehabilitation as a health strategy integral to UHC and
Integrated People-centred Health Services is essential to change this situation.
 WHO is advancing with several key areas of work that will help integrate rehabilitation in health
systems and strengthen it across relevant sectors.
Integration of rehabilitation interventions in Universal Health Coverage planning and budgeting
Melanie Bertran
Technical Officer, Economic Analysis and Evaluation, WHO
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Summary
UHC is a mechanism that seeks to ensure “all people receiving quality health services that meet their
needs, without being exposed to financial hardship in paying for the services”. It is achieved by
increasing the services covered and the population included, and reducing the costs incurred by
the user. WHO supports countries to achieve UHC by facilitating the process of priority setting,
strategic planning, costing and implementing, and promoting transparent and evidence-based
decision making that occurs within a clearly defined legal framework.
OneHealth is a software tool
Increasing
used to inform planning for UHC
coverage
Increasingof
coverage
National
effective
in low- and middle-income
of effective
interventions
Hospital
interventions
countries. Countries use
Health Centre
OneHealth to cost the expansion
Lives saved
Outreach
of effective interventions, with
Healthier
Lives saved;
theoutcome of saving lives and
Community
populations
healthier
populations
improving the health of
The service
Human
Infrastructure
Supply chain
populations. Currently, the
Resources
delivery
OneHealth tool does not enable
platforms and
Health Information
Health Financing
Governance
programmes
countries to cost rehabilitation
where
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Considering costs within an envelope of
the tool requires integrating
OneHealth
Financial affordability
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rehabilitation interventions in a) different service delivery platforms (such as hospitals, health centres,
outreach, and community), and b) different disease programmes. As the OneHealth tool functions
as a decision-making tool, it is also important to identify which rehabilitation interventions are
considered ‘priority’.
Key messages
 Integrating rehabilitation interventions in OneHealth can assist in promoting rehabilitation
services during priority setting and costing processes for essential or government funded
packages of health services in low- and middle-income countries.
 In addition it will ensure that Rehabilitation interventions are included in future iterations of global
analyses such as the SDG health price tag.
 Integrating rehabilitation in the OneHealth platform requires consideration of which delivery
platforms it should be provided through and which disease programmes it may be included in.
 The choice regarding which services are included in UHC in a country should be based on data
and inclusive dialogue, and should consider both the country’s priorities and resource
availability.
Health workforce: WHO methodology
Mathieu Boniol
Statistician, Health Workforce, WHO
Summary
It is estimated that by 2030 there will be a shortfall of 18 million health workers worldwide, primarily in
low- and middle-income countries. In response to this challenge, WHO released the Global strategy
on human resources for health: Workforce 2030, which aligns with SDG three, target 3.c:
“Substantially increase health financing and the recruitment, development, training and retention of
the health workforce in developing countries, especially in least developed countries and small
island developing States.” Contrary to common assumptions, investment in the health workforce can
be advantageous for economic growth. In 2016, a High-Level Commission on Health Employment
and Economic Growth made recommendations to stimulate the creation of approximately 40
million new jobs in the health and social sectors. Among their recommendations was improving
data, information and accountability for workforce. Towards this end, the National Health Workforce
Accounts was developed as a system for countries to improve the availability, quality and use of
data on health workforce. It includes 78 indicators developed from a comprehensive health labour
market framework for UHC.
WHO advocates the use, whenever feasible, of a needs-based approach to estimating requirement
for human resources for health. This approach is not orientated around occupation groups and is
independent of service utilization/demand, acknowledging that this commonly under-represents
actual need. Rather, it is concerned with the available health worker time compared to the time
needed to deliver the necessary
interventions.
A needs-based methodology has been
Needs-based approach to health workforce
used to estimate workforce requirements
requirement estimates.
for midwifery and is being piloted in the
context of estimating the health workforce
requirements for cancer care in 2018. A characteristic of the needs-based approach is that its
starting point is the interventions that need to be delivered along a continuum of care, rather than
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specific disciplines/occupations. While the projected needs may exceed the existing capacity of a
country, they are invaluable for effective policy dialogues with countries, to guide decision-making.
Key messages
 Strengthening health workforce is acknowledged in the SDGs as a global health priority, and
central to achieving UHC.
 The National Health Workforce Accounts is an important tool supporting countries to improve
health workforce data availability, quality and accountability, with indicators related to three
crucial components: education, labour force and serving population health needs.
 In ongoing projects, such as on evaluation of health workforce for cancer care, WHO uses a
needs-based approach to estimate health workforce needs, comparing the time available
among health workers to the time needed to deliver interventions. This approach thus uses
interventions as its starting point, rather than disciples/occupations.
Health workforce evaluation and planning: Methodology Applied
Examples from cancer care and midwifery
Jody Mills
Technical Officer, Prevention of Blindness and Deafness, Disability, and Rehabilitation, WHO
Summary
The needs-based approach to estimating health workforce needs and facilitating policy dialogue
has been applied in two contexts recently: cancer control and midwifery. In cancer care, a tool has
been developed, and will be piloted in 2018, that is designed to guide policies and programmes in a
country context. Unlike some other workforce approaches, the tool does not create target numbers
for providers, normalize roles, or act as a regulatory framework. Rather, it aims to assess capacity,
quality and education; estimate need and impact of various policy scenarios; and engage
stakeholders in policy dialogue. The tool, which uses a questionnaire format, includes several
modules, spanning the existing and future workforce, regulation, policy, distribution and planning. It
also presents several modelling scenarios, such as the increasing the number of graduates, or
restructuring services, to project future need and unmet need.
The state of the world’s midwifery in 2014 is a report that presents information obtained through a
similar questionnaire to that used in the cancer care tool. It provides a useful example of how the
information can be applied, and demonstrates the various dimensions of workforce that need to be
considered for effective planning. The report uses the ‘Availability, accessibility, acceptability and
quality’ framework to assess the capacity of health workforce in countries, and to guide policy
actions. The report observes that availability and accessibility are only indicators of crude coverage
and that acceptability and quality are also indicators of effective coverage. The final chapter of the
report includes country profiles that display key findings, including the projections of met and unmet
need based on various modelling scenarios.

Source: The state of the World’s midwifery 2014
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Key messages
 The needs-based approach is being applied in different areas of health and demonstrates
promise for stimulating health workforce policy dialogue and planning
 Implementing a needs-based approach to health workforce planning requires rich data from
countries, and thus an investment of time and resources. It needs to be viewed as a robust and
long-term strategy to building the capacity of the health workforce.

Health workforce literature: Characteristics and conclusions for rehabilitation
Jody Mills
Technical Officer, Prevention of Blindness and Deafness, Disability, and Rehabilitation, WHO
Summary
The inclusion of rehabilitation in UHC requires an expansion and transformation of the workforce, and
has implications for financing, service delivery, governance and information systems. It is important
to understand the opportunities and challenges of health workforce and how this can be
optimized/addressed. As an initial step, a scoping review was conducted with the specific
objectives of 1) Characterizing the health workforce literature, 2) understanding the relationship
between health workforce dimensions, the factors that underlie them, and solutions/strategies, and
3) describing how rehabilitation is represented in the broader health workforce literature.
The search (see powerpoint for details) yielded 3223 hits and 1000 were randomly selected due to
time constraints. Of these, 300 publications were included and mapped to the dimension of
availability, accessibility, acceptability and quality. This exercise revealed the factors that underlie
each dimension, that is, the factors that impact them, and the scope of solutions/strategies being
employed to address them. Based on these findings, a draft framework was constructed (see figure
below), and the literature was mapped across the different ‘layers’ of the framework.

Draft framework of health workforce dimensions, underlying factors and solutions/strategies, and their
interactions
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The framework and mapping revealed that, while some underlying factors are closely aligned with a
specific dimension, many correspond with several. Likewise, there is huge variability in which
solutions/strategies are being used to address different underlying factors, and by extension,
different dimensions.
The scoping review further showed that the majority (54%) of the workforce literature reviewed is
focused on the dimension of availability, as opposed to 9% focused on acceptability. Most (33%) of
the publications were interested in impacting the number of health workers, their distribution (20%),
or their competencies, skills and knowledge (17%). No publications were concerned with temporal
availability, trust, or communication, and few (0.5%) were concerned with efficiency, demand, or
organizational mechanisms. The most common solution/strategy represented in the reviewed
publications was training (34%), followed by recruitment (17%), and retention (14%). Very few
discussed models of care/service deliver, partnerships or management models.
Rehabilitation was explicitly represented in only 3% of the reviewed literature, and 76% of the
publications came from the last five years. Rehabilitation is thus grossly under-researched compared
to other areas of health and other professional groups. It is therefore important that the rehabilitation
community look more broadly and learn from the strategies applied in other areas of health.
Key messages
 The draft framework of health workforce dimensions, underlying factors and solutions/strategies
may be a useful tool for further exploration of the health workforce literature, and exemplifies the
dynamic interactions between different ‘layers’.
 Rehabilitation is grossly underrepresented in the health workforce literature.
 Potentially important underlying factors and solutions/strategies are underutilized
WHO Global Competency Framework
Ibadat Dhillon
Technical Officer, Health Workforce, WHO
Summary
The Global Competency Framework is being developed in the context of objective one of the
Global Strategy on Human Resources for Health: workforce 2030, which calls for the alignment of
education and training of health workers to health systems, population and labour market needs.
The Framework will support policy makers to scale up and optimize the workforce through
elabourating the knowledge, skills, attitudes and behaviours , as well as meta-competencies1,
needed to deliver essential interventions. The Framework will further articulate the period of
education and training, between 12 and 48 months, needed to achieve different levels of
specialization across the competencies.
The High-Level Commission in Health Employment and Economic Growth also calls for a
transformation of systems organized around clinical disciplines. The Commission advocates the
prioritization of health workers with competencies in promotion, prevention, generalists, and other
advanced practice roles. Given the substantial cost estimated to be necessary to achieve UHC
($274 billion), it is critical that investment in health workforce produces the competencies required to
meet population needs.

Meta-competencies can be understood as the higher-order competencies, such as adapting,
learning, and applying competencies.
1
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There is an abundance of existing competency matrices across different areas of health, however
they are typically uni-professional or disease specific, and developed in silos with limited
coordination across health professionals and stakeholders. They have also being critiqued as being
reductionist and failing to capture the process goals of education, such as critical thinking and
professionalism. Recognizing this, the Global Competency Framework will incorporate metacompetencies, and will bring together knowledge, skills, attitudes and behaviours across professions.
Key messages
 The achievement of UHC and effective use of investment requires a transformation of the health
workforce towards a competency-based approach to training and education.
 The Global Competency Framework elabourates the knowledge, skills, attitudes and behaviours
of health workforce needed to deliver essential interventions along the continuum of care for
UHC.
 The Global Competency Framework seeks to better align the education and training of health
workers with health systems, population, and labour market needs.
Existing work on competencies in rehabilitation
Professional associations
Summary
Representatives of professional associations were invited to describe the work they have undertaken
in the areas of competencies. The World Federation of Occupational Therapists (WFOT), the
International Association of Logopedics and Phoniatrics (IALP) and American Speech-LanguageHearing Association (ASHA), the International Society for Physical and Rehabilitation Medicine
(ISPRM), the World Confederation for Physical Therapy (WCPT), and the International Council of
Nurses (ICN) provided summaries. Across associations, competencies were described as integral to
quality assurance mechanisms, and used in some instances to establish minimum standards of
education and continuing professional development and guidelines for practice. Competencies
were also described as useful when examining issues of reciprocity between countries (for worker
migration) and for identifying models of training for underserved areas.
Ensuing discussion raised the issue of rehabilitation providers that have developed competencies
through informal training and experience in low-resource settings, but who lack professional
recognition. There was a call to develop mechanisms of formalized training and upskilling for such
providers, such as through a modular approach to qualification. A rehabilitation competency
framework would be valuable in this regard. The importance of coordinating efforts with related
areas, including mental health, who are also advancing in the area of competencies, is critical.
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SWOT analysis: Rehabilitation competency framework
The participants of the General Consultation were divided into groups of researchers/academics,
professional associations, and development partners/funding bodies, and asked to conduct a SWOT
analysis on the development of a rehabilitation competency framework, in line with the Global
Competency Framework. A summary of the analysis from all groups is provided below.
STRENGTHS
 Orientated around people’s needs
 Aligns with personalized care
 Provides an alternative mechanism to
estimate of needs in countries
 Helps to position rehabilitation in health
 Enables a more efficient use of
resources
 Opens the ‘black box’ of rehabilitation
 Useful for the process of prioritization in
low-resource settings
 Brings transparency to the field of
rehabilitation skills, knowledge, attitudes
and behaviours
 Supports an inter-disciplinary approach
to training and practice
 Helps avoid over-specialization
 Helps enable more innovative, efficient
and effective models of care

OPPORTUNITIES
 There is a growing culture of interagency collaboration that could
facilitate development and support
implementation
 Substantial knowledge of competencies
already exists within the rehabilitation
community
 There is a wealth of experience from a
wide variety of settings that can be
drawn from in development of a
framework
 Would support inter-professional
collaboration and respect
 Could strengthen communication across
& within disciplines
 Could support the recognition of and
formalization of different rehabilitation
provider levels/cadres
 Improve the integration of rehabilitation
competencies across the different levels
of the health system
 New technologies introduce the need
for different competencies and
innovated models of practice that could
be reflected in the framework
 Opens the door to more standardized
research on competencies

WEAKNESSES
 Potential to create confusion or be
misinterpreted
 May lack a clear link to professional
responsibilities
 Shift from discipline/occupation-based
approach may compromise quality
assurance mechanisms (registration,
licensing, etc.)
 May not adequately capture the
necessity and benefits of teamwork in
delivering appropriate skill-mix

THREATS
 Limited availability of data/evidence to
support the development of a
framework could compromise its
credibility
 Low prioritization of rehabilitation in
some countries may limit buy-in
 Variability in level of specialization
 The diversity of professionals in
rehabilitation and their varying scopes of
practice threatens feasibility
 May undermine professional identity
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DAY TWO

Package of Priority Rehabilitation Interventions
Adriana Velazquez
Senior Advisor, Innovation, Access and Use, WHO
Jody Mills
Technical Officer, Prevention of Blindness and Deafness, Disability, and Rehabilitation, WHO
Summary
In progressing toward UHC, countries often need to prioritize services in order to determine which will
be included in essential packages of care. Such decision making extends to workforce, assistive
technology and medicines, infrastructure, and the distribution of services across the different levels
of the health system. WHO has developed tools to support country-decision making in the form of
‘packages of priority devices/interventions’ in the areas of cancer control and maternal and child
health, and is undertaking work in the areas of cardiology, diabetes, and emergency trauma. The
process of developing these packages involves identifying effective interventions and associated
resources across continuums of care for different health conditions that will have the greatest
impact based on various criteria. Such criteria may include the prevalence of the health condition,
the weight of the associated disability, and the benefits of the interventions. The packages of priority
devices/interventions are designed to be used by countries in conjunction with a needs assessment
and evaluation of the budgetary and human resource situation, and can be adapted to suit the
maturity of the health system.
In acknowledgement of the necessity for prioritization in health planning and budgeting in countries,
WHO is undertaking to develop a ‘Package of Priority Rehabilitation Interventions’. Such a package
would help guide countries in delivering rehabilitation interventions based on population needs,
rather than on a specific discipline’s scope of practice, the visibility of certain conditions, or the
priorities of development partners or funding bodies.

Development process for the ‘Package of Priority Rehabilitation Interventions’

The ‘Package’ would include rehabilitation interventions that target key functioning domains for
health conditions/health condition groups and impairments. The assistive products, equipment and
consumables and infrastructure needed to deliver each intervention safely and effectively would
also be included, as well as the platforms/settings where the interventions should be delivered. The
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‘Package’ is designed to be used in the context of strategic planning and policy development to
ensure that important rehabilitation interventions are integrated in people-centred service delivery
models, and developed in a sustainable manner. The ‘Package’ will present core/essential
rehabilitation interventions, as well as extended interventions to allow countries to move through a
process of progressive realizations towards comprehensive care for all.

The Package of Priority Rehabilitation Interventions will help guide the distribution of workforce and referral
pathways across different levels of the health system, according to pathways of care.

Identification of interventions will be driven by a multidisciplinary Technical Working Group, which will
have representation across clinical areas and geographical regions. Drafts of the ‘Package’ will be
disseminated for broad peer review and piloted in several countries prior to finalization.
The development of the ‘Package’ marks a significant step towards integration of rehabilitation in
UHC, and is foundational to other areas of work, including rehabilitation competencies, health
workforce planning and evaluation for rehabilitation, and financing.
Key messages
 Prioritization of interventions is an inevitable process in developing packages of care in many
countries with maturing health systems.
 If rehabilitation is to be effectively integrated in UHC, it is essential that countries have access to
resources that can guide their decision making in prioritization.
 Development of a ‘Package of Priority Rehabilitation Interventions’ will use health conditions and
their relevant functioning domains as a starting point.
 To ensure accuracy, feasibility and applicability of the ‘Package’, it will be developed through a
highly iterative process, and use international and national level clinical guidelines as an
evidence base.
 The ‘Package’ will be used to help develop the Rehabilitation Competency Framework and
inform work on rehabilitation workforce.
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SWOT analysis: Package of Priority Rehabilitation Interventions
The participants of the General Consultation were dividing into groups, researchers/academics,
professional associations, and development partners/funding bodies, and asked to conduct a SWOT
analysis on the development of a ‘Package of Priority Rehabilitation Interventions’. A summary of the
analysis from all groups is provided below.
STRENGTHS
 Functioning domains align with the
International Classification of
Functioning, Disability and Health,
presenting opportunities for research
 Could be useful to ‘kick start’
rehabilitation services
 Will link strongly with the Rehabilitation
Competency Framework
 Enables customization for countries of
different stages of health system
maturity

OPPORTUNITIES
 Strong knowledge and field experience
to draw from in the rehabilitation
community
 Could help unify the rehabilitation
community (not discipline-specific)
 Will function as an advocacy tool
(broaden people’s conceptualization of
health care)
 Could be used to shape curriculum for
rehabilitation providers
 Can be used to test the International
Classification of Interventions for
applicability and comprehensiveness in
rehabilitation
 Will facilitate rehabilitation research
 Provides an opportunity for interprofessional and inter-agency
collaboration

WEAKNESSES
 An international package may lack
cultural relativity
 Given the breadth of rehabilitation, the
‘Package’ may be overwhelming to
countries
 Potentially redundant if rehabilitation
has been included in other WHO
packages
 May contradict the message of
Rehabilitation 2030: “Rehabilitation for
all who need it”
 May not capture the complexity or
personalized nature of rehabilitation
(depict a ‘one-size-fits-all approach)
 Risks neglecting ‘personal factors’ in
rehabilitation, which can be
fundamental to effectiveness

THREATS
 Conceptual confusion of rehabilitation,
especially in the context of communitybased rehabilitation (CBR), may
introduce contention of the scope of the
‘Package’
 Limited international clinical guidelines
approved across professions may
challenge evidence base
 Could be perceived as reductionist or
prescriptive
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Support Package for Rehabilitation and implementation in countries
Pauline Kleinitz
Consultant, Prevention of Blindness and Deafness, Disability, and Rehabilitation, WHO
Summary
The Rehabilitation 2030 Initiative places a strong emphasis on strengthening health systems to
provide rehabilitation. In working towards this goal, WHO has developed a ‘Support Package for
Rehabilitation’ to guide countries through a four-step process of health system strengthening for
rehabilitation (see table below). In addition to an overarching manual, the ‘Support Package’
includes four tools, corresponding to each step.
SUPPORT PACKAGE FOR REHABILITATION
FOUR-STEP PROCESS
Manual

TOOLS

1. Determine situation

Standard Assessment of Rehabilitation Systems
(STARS)

2. Develop rehabilitation strategic plan

Guidance for Rehabilitation Strategic Planning
(GRASP)

3. Establish rehabilitation monitoring framework
and evaluation and review processes

Framework for Rehabilitation Monitoring and
Evaluation (FRAME)

4. Implement

Action on Rehabilitation (ACTOR)

The four steps and corresponding tools comprising the ‘Support Package for Rehabilitation’

The Manual
In addition to providing an overview of the tools included in the ‘Support Package’, the Manual
includes the principles for strengthening rehabilitation:
I.
Strengthening governance and leadership for rehabilitation within ministries of health
II.
Integrating rehabilitation in health policies and plans
III.
Advancing integrated, people-centered care
IV.
Improving equity and human rights
V.
Ensure evidence-informed policies and planning
It also clarifies the conceptual framework of rehabilitation and positions the process in the context of
national health strategic plans.
Standard Assessment of Rehabilitation Systems (STARS)
The STARS tool involves both a questionnaire-based capacity assessment and in-country
performance assessment. Both look broadly across all building blocks of the health system
(Governance and leadership, financing, service delivery, workforce, assistive technology, and
information systems) as well as at emergency preparedness. The tool uses a maturity model to
‘grade’ health systems across the 36 items cross cutting the building blocks. In addition to the
findings of the questionnaire, key informant interview, site visits and focus groups are used to
determine the score for each item. The maturity score categories include: ‘no action needed’,
‘needs some strengthening’, ‘’needs a lot of strengthening’ or ‘very limited, needs establishing’.
Detailed descriptions of what each phase of maturity looks like in a country are provided for
each item.
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The ‘Support Package’ is designed to be applied through a cyclical process, involving systematic
re-evaluation and review. This re-evaluation and review should be led by the government and
engage development partners and other implementers in the country.
Guidance for Rehabilitation Strategic Planning (GRASP)
The GRASP tool elaborates the phases of developing a strategic plan, including preparatory
work, drafting, finalizing and
disseminating. It describes key
considerations for planning and provides
a template for structuring the draft plan.
Framework for Rehabilitation Monitoring
and Evaluation (FRAME)
The FRAME tool is designed to enable
countries to capture changes within their
health system according to their strategic
plan. In FRAME, countries are guided
through the identification of relevant,
reliable and feasible indicators from a
menu. For each indicator in the menu, the
FRAME tool details its definition,
numerator, denominator, method of
measurement, measurement frequency,
data sources, and other factors. Finally,
FRAME guides countries in establishing
effective information management
systems and evaluation and review
processes.

The ‘Support Package’ helps countries operationalize the
recommendations of Rehabilitation in health systems

Action on Rehabilitation (ACTOR)
The ACTOR tool proposes an annual action cycle (plan, do, review), and focuses on
strengthening enabling factors; resourcing government structures, leadership training, engaging
people of influence, mentoring champions, undertaking study tours, and promotes country to
country support.
Countries wishing to apply the ‘Support Package for Rehabilitation’ request technical support from
WHO, identifying the development partners they would like to engage in the process. Typically, an
external consultant is tasked with guiding the government through the process. Costs associated
with the ‘Support Package’ relate to the consultant contracts, in-country visits, and meetings and
events.
Key messages
 The ‘Support Package for rehabilitation’ is designed to strengthen health systems to deliver
quality rehabilitation services, in line with the Rehabilitation 2030 Call for Action.
 The ‘Support Package’ is designed to be government led, and engage relevant development
partners.
 The impact and sustainability of the process is strengthened through promoting government
ownership, frequent review and robust monitoring and evaluation.
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Global status report on rehabilitation
Pauline Kleinitz
Consultant, Prevention of Blindness and Deafness, Disability, and Rehabilitation, WHO
Darryl Barrett
Technical Lead, Disabilities and Rehabilitation, WHO Western Pacific Regional Office
Summary
There is a concerning lack of reliable, comparable global rehabilitation data, particularly systemslevel data, that hinders advocacy, planning and monitoring. Recently, WHO released a regional
status report for disability and rehabilitation, titled Rehabilitation and disability in the Western Pacific,
which captured information regarding leadership and governance, workforce, service availability,
financing, and information systems. WHO would like to undertake a global survey to extend the
availability of such information from 60 countries across all WHO regions, and present it in a global
status report for rehabilitation.
To ensure efficiency is maximized, the survey would include questions extracted from the capacity
questionnaire of the STARS tool. Data would be reviewed and validated in countries through
consensus meetings, during which country priorities for action would also be identified. The data
collected from each country would be presented in the global status report alongside population
and global disease burden data, to show the gap between met and unmet need.
Key messages
 There is currently a dearth of robust and comparable rehabilitation information from the systems
level, which is needed to strengthen advocacy, planning and monitoring.
 WHO intends to conduct a survey of 60 countries across WHO regions to collect data on
rehabilitation governance, financing, workforce (disaggregated by discipline), information
systems, and service delivery.
 Information would be published in a global status report, and present findings against population
and global burden of disease data to show met and unmet needs in each country.
Global Rehabilitation Alliance
Christoph Gutenbrunner

Director, Department of Rehabilitation Medicine, Hannover Medical School
Summary
During the February 2017 WHO Rehabilitation 2030 meeting, a call was raised for a global
rehabilitation alliance to be formed to help support civil society’s response to the vision and agenda
of Rehabilitation 2030. The Alliance would play a key advocacy role, and provide a unifying
platform for different rehabilitation stakeholders, including user groups, professional associations,
multi-stakeholder organizations, condition-specific organizations, scientific societies and academic
organizations. WHO would act as a strategic partner, acting as a link between the Alliance and
governments.
A Founding Committee was established to drive the concept into reality. A white paper was drafted,
detailing the vision and objectives of the Alliance, as well as its proposed governance structure,
funding strategy and mechanisms of action. The draft was reviewed by a panel of experts in
December 2017 and finalized by the Founding Committee. It is intended that a Founding Board will
be elected in May 2018, corresponding with the World Health Assembly.
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Health systems response

NGO

Concerted action

NGO

Global
Rehabilitation
Alliance

World Health
Organization

Government
Government

*

Rehabilitation
2030

Persons in need for rehabilitation

* e.g.:
• advocacy
• Input
• resources

Model of interaction between civil society, the Global Rehabilitation Alliance, WHO, and governments

Key messages
 The Global Rehabilitation Alliance will serve as a unifying body for rehabilitation stakeholders,
and powerful advocacy platform towards the vision of Rehabilitation 2030.
 The establishment of the Global Rehabilitation Alliance has been driven by a Founding
Committee, with expert input, and will be formalized with the election of a Founding Board in
May 2018, in Geneva.
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ANNEX 1. AGENDA
Day one- Thursday 11 January
9:00-9:15

Welcome and introductions

Etienne Krug

9:15-09:45

Rehabilitation 2030: WHO strategy

Alarcos Cieza

9:45-10:15

Melanie Bertram

10:15-10:30

Integration of rehabilitation interventions in Universal Health
Coverage planning and budgeting
Discussion

10:30-11:00

Coffee break

11:00-11:30

Health workforce: WHO methodology

Mathieu Boniol

11:30-11:45

Q&A

All

11:45-12:15

Jody Mills

12:15-12:30

Health workforce evaluation and planning: Methodology
applied
Examples from cancer care and midwifery
Discussion

12:30-13:30

Lunch break

13:30-14:00

Health workforce literature: Characteristics and conclusions
for rehabilitation

Jody Mills

14:00-14:30

Q & A/discussion

All

14:30-14:45

WHO Global Competency Framework

Ibadat Dhillon

14:45-15:00

Q&A

All

15:00-15:30

Existing work on competencies in rehabilitation

Rehabilitation
professional
associations

15:30-16:00

Coffee break

16:00-16:30

All

16:30-17:00

Small group SWOT analysis: Rehabilitation competency
matrix
Plenary

17:00-17:15

Day 1 close

Alarcos Cieza

All

All
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Day 2- Friday 12 January
9:00-9:45

Recap and introduction to day 2

Alarcos Cieza

9:45-10:15
10:15-10:30

Package of Priority Rehabilitation Interventions: Rationale and
proposed methodology
Discussion

Adriana Velazquez
Jody Mills
All

10:30-11:00

Coffee break

11:00-11:30

Small group SWOT analysis: Package of Priority Rehabilitation
Interventions in low-resource settings

11:30-12:00

Plenary

12:00-13:00

Lunch break

13:00-14:00

Support Package for Rehabilitation: Overview of tools

Pauline Kleinitz

14:00-14:30

14:30-15:00

Implementation of the Support Package for Rehabilitation in
countries: Process and collaboration with development
partners
Discussion

All

15:00-15:30

Global status report on rehabilitation

15:30-16:00

Coffee break

16:00-16:15

Global Rehabilitation Alliance

Christoph
Gutenbrunner

16:15-16:30

Q&A

All

16:30-17:00

Meeting summary and close

Alarcos Cieza

All

Pauline Kleinitz
Darryl Barrett
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ANNEX 2. LIST OF PARTICIPANTS
Ms Cornelia Anne Barth
Physical Rehabilitation Advisor
International Committee of the Red Cross (ICRC)
cbarth@icrc.org
Dr Jerome Bickenbach
Human Functioning Sciences, Disability Policy
Swiss Paraplegic Research (SPF)
jerome.bickenbach@paraplegie.ch
Ms Jolanta Bilinska
Chair
International Alliance of Patients’ Organizations
info@iapo.org.uk
Mr Howard Catton
President
International Council of Nurses
president@icn.ch
Dr Lilly Cheng
President
International Society of Logopedics and Phoniatrics
lcheng@mail.sdsu.edu
Mr Max Deneu
Director of Operations
ICRC MoveAbility Foundation
mdeneu@icrc.org
Ms Naomi Dumbrell
Counsellor Development (Health)
Australian Permanent Mission
Naomi.Dumbrell@dfat.gov.au
Mr Miguel Mateus Fernandez
Physical Rehabilitation Project Manager
International Committee of the Red Cross (ICRC)
mmateusfernandes@icrc.org
Professor Peter Feys
Professor
Universiteit Haselt
peter.feys@uhasselt.be
Dr Tajima Fumihiro
Vice President
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Japanese Association of Rehabilitation Medicine
office@jarm.or.jp
Prof Christoph Gutenbrunner
Director
Department of Rehabilitation Medicine
Hannover Medical School
Gutenbrunner.Christoph@mh-hannover.de
Dr Yuequin Huang
Professor of Psychiatric Epidemiology
Commission of Health and Function, Rehabilitation International
huangyq@bjmu.edu.cn
Ms Nancy Kelly
Executive Director
Health Volunteers Overseas
n.kelly@hvousa.org
Dr Toshikazu Kubo
President
Japanese Association of Rehabilitation Medicine
office@jarm.or.jp
Ms Kirsten Lentz
Senior Technical Advisor, Rehabilitation
USAID
klentz@usaid.gov
Ms Graziella Lippolis
Rehabilitation Technical Advisor
Handicap International Federation
Graziella.Lippolis@handicap.be
Dr Lemmietta McNeilly
Chief Staff Officer
Speech-Language Pathology
American Speech-Language-Hearing Association
LMcNeilly@asha.org
Professor James Middleton
Chair, ISCoS External Relations Committee,
International Spinal Cord Society (ISCoS)
james.middleton@sydney.edu.au
Ms Juliet Milgate
Director, Policy and Global Advocacy
Sightsavers
jmilgate@sightsavers.org
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Mr Jan Monsbakken
Immediate Past President
Rehabilitation International, Norway
jan.monsbakken@sanitetskvinnene.no
Dr Richard Nicol
World Federation of Chiropractic
rnicol102@gmail.com
Ms Susanne Nielsen
Physiotherapist
Hoved Orto Centet
spsnielsen@gmail.com
Ms Francesca Ortali
Head of Project Office
Associazone Italiana Amici di Raoul Follereau
francesca.ortali@aifo.it
Dr Cliona O’Sullivan
Programme Director, MSc Physiotherapy (Pre-registration) Programme
University College Dublin
cliona.osullivan@ucd.ie
Ms Marilyn Pattison
President
World Federation of Occupational Therapists
admin@wfot.org
Professor Marta Supervia Pola
Coordinator of Rehabilitation Research Group, Gregorio Marañón Health Research Institute
msuperviapola@gmail.com
Mr Thierry Regenass
Executive Director
The ICRC MoveAbility Foundation
tregenass@icrc.org
Professor Gerold Stucki
Director, Swiss Paraplegic Research (SPF)
Chair and Professor of Department of Health Sciences and Health Policy
University of Lucerne
gerold.stucki@paraplegie.ch
Mr Josep M Tormos
Research Director
Institut Guttmann
jmtormos@guttmann.com
Ms Isabelle Urseau
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Technical Resources Division, Head of the Rehabilitation Technical Unit
Handicap International Federation
iurseau@handicap-international.org
Mr Joerg Weber
Global Advisor, Community Based Inclusive Development Technical Unit
CBM International
Joerg.Weber@cbm.org
Mr Marc Zlot
Physical Rehabilitation Program Coordinator
International Committee of the Red Cross (ICRC)
mzlot@icrc.org
WHO Participants
Ms Islene Araujo De Carvalho
Senior Policy and Strategy Adviser
Ageing and life Course
araujodecarvalho@who.int
Mr Darryl Barrett
Technical Lead
Disabilities and Rehabilitation
WHO Regional Office of the Western Pacific
dbarrett@who.int
Ms Adriana Velazquez Berumen
Senior Adviser
Innovation, Access and Use
velazquezberumena@who.int
Dr Mathieu Boniol
Statistician
Health Workforce
boniolm@who.int
Dr Kenneth Carswell
Technical officer
Evidence, Research, Action on Mental & Brain Disorders
carswellk@who.int
Dr Alarcos Cieza
Coordinator
Prevention of Blindness and Deafness, Disability, and Rehabilitation
ciezaa@who.int
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Mr Ibadat Dhillon
Technical Officer
Health Workforce
dhilloni@who.int
Mr Antony Duttine
Advisor
Disabilities & Rehabilitation
WHO Regional Office of the Americas
duttineant@paho.org
Dr Stéphane Alexandre Espinosa
Consultant
Traditional and Complementary Medicine
espinosas@who.int
Mr Manfred Huber
Coordinator
Healthy ageing, disability and long-term care
huberm@who.int
Pauline Kleinitz
Consultant
Prevention of Blindness and Deafness, Disability, and Rehabilitation
kleinitzp@who.int
Ms Elanie Marks
Consultant
Prevention of Blindness and Deafness, Disability, and Rehabilitation
markse@who.int
Ms Jody-Anne Mills
Technical Officer
Prevention of Blindness and Deafness, Disability, and Rehabilitation
millsj@who.int

22

Annex 3. Links to Referenced Documents and Tools
OneHealth Tool
http://www.who.int/choice/onehealthtool/en/
Global strategy on human resources for health: Workforce 2030
http://who.int/hrh/resources/globstrathrh-2030/en/
Working for health and growth: investing in the health workforce
http://www.who.int/hrh/com-heeg/reports/en/
National Health Workforce Accounts
http://www.who.int/hrh/documents/handbook_health_workforce_14a.pdf?ua=1
The state of the world’s midwifery 2014
http://www.unfpa.org/sowmy
WHO list of priority medical devices for cancer management
http://www.who.int/medical_devices/publications/priority_med_dev_cancer_management/en/
Interagency list of medical devices for essential interventions for reproductive, maternal, newborn
and child health
http://www.who.int/medical_devices/publications/interagency_med_dev_list/en/
Strategizing national health in the 21st century: a handbook
http://www.who.int/healthsystems/publications/nhpsp-handbook/en/
Rehabilitation in health systems
http://www.who.int/disabilities/rehabilitation_health_systems/en/
Rehabilitation and disability in the Western Pacific
http://iris.wpro.who.int/bitstream/handle/10665.1/13808/9789290618331-eng.pdf?ua=1
Other important links
WHO Rehabilitation webpage
http://www.who.int/rehabilitation/en/
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