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MODELS OF INCLUSIVE EDUCATION: WHERE DO COMUNITY BASED SUPPORT PROGRAMMES FIT IN?

The phrase "inclusive education" has attracted much attention in recent years. However, an examination of literature and practice shows that the term has come to mean different things to different people. This situation presents problems of communication between researchers and practitioners and within each group. In this paper, I want to describe, and show some video clips to demonstrate, some examples of inclusive practice. I have deliberately chosen to use the term "inclusive education" instead of "inclusive schooling" because the examples I have selected range from community based support programmes, school support systems to classroom practice. The title of this paper has been selected to focus our attention to practices in our local communities that represent inclusive practices but which we, as educationalists, tend to ignore in our education discourse. The term 'model' in this paper, therefore, represents both the locale and procedure for inclusive education.

Community Based Support Programmes

The first example is the community support mechanism. When we reflect carefully on indigenous education in our society, there are certain content and process areas that may be characterised as inclusive, given the social and economic conditions in the given community. Take, for example, the role of the extended family in childcare and/or child minding and the role that grandparents and siblings play in caring and educating children. Child-to-child learning opportunities, now well documented in international literature (Bonati and Hawes, 1992; Hawes, 1988), are common experiences in African families and communities. Child-to-child programmes are now a recommended component of Community Based Rehabilitation (CBR) and school health projects and programmes for health education, attitude change, preparation for school and peer tutoring (Bonati and Hawes, 1992; Otaala, 1989, 1998; UNESCO, 1993).

African communities also have mechanisms for teaching moral (e.g., honesty, integrity, happiness and freedom) and aesthetic (e.g., beauty, harmony and elegance) values. Although attitudes at the individual level are at times unfavourable, it is considered immoral to discriminate against or to mistreat people with disabilities in the community. Think of such folklore as proverbs, riddles, folksongs and evening or fireplace stories. Those that carry notions of disability or different ness generally portray their characters in a very positive light (Kisanji, 1995, in press). Talle (1990) also describes how social inclusion is practised among the Maasai of Kenya. Likewise, Miles (1982) provides an in-depth discussion of disability support mechanisms in non-Western countries, especially Asia and Africa.

During the 1970s, WHO formalised these forms of community action for persons with disabilities into a professionally recognised programme, known as Community Based Rehabilitation (CBR) (Helander, 1993). The CBR concept is based on principles similar to those followed in Primary Health Care (PHC), namely the principles of accessibility, availability acceptability and appropriateness (Abbatt and McMahon, 1985). The 1978 Alma-Ata Declaration (WHO/UNICEF, 1978) endorsed PHC as a practical approach to making essential health care universally accessible. PHC addresses health problems reflecting and evolving from each country and community's socio-economic conditions. The declaration thus represented:

...a commitment to greater justice and equity in health-resource allocation: this involves a denunciation of existing inequa1ities and, at least implicitly, the resolve to redress such imbalances (Macdonald, 1993, p.58).

The Alma-Ata Declaration further stated that PHC should be an integral part of the overall development to enable people to take charge of their own affairs (WHO/UNICEF, 1978).

The main goal of Community Based Rehabilitation (CBR) is to enable persons with special needs take charge of their own affairs by ensuring that all social, economic, and physical facilities and services are accessib1e and avai1able as well as appropriate to their needs and acceptable to them. In other words, CBR seeks to ensure that community structures and resources are available and accessible to all, including marginalised groups, while at the same time ensuring that all individuals contribute towards their own personal as well as community development. The question that I have sometimes been asked is "What has CBR to do with teachers and education generally?"

If CBR is conceived and perceived as part of community development, it must be seen as an educational programme as well. For, while development of any community requires that the basic needs of all its members are satisfied, education is the process by which humankind goes about identifying those needs. Education is the process of knowledge creation and transformation for the purpose of satisfying community needs (Carmen, 1996). It is not possible, therefore, to separate education from development: education must be seen as development and vice versa, the players and beneficiaries of education are also the players and beneficiaries of development. In other words, development should be seen as the process of continuous learning and using the knowledge so gained to improve one's life. CBR aims at facilitating the process whereby persons with special needs to take charge of their own lives and development and participate fully in the development activities of the community. While the process of learning in schools is facilitated mainly through teaching, learning outside the school may take place with and or without teachers (Ociiti, 1994) and the content is always relevant to the life in that community. CBR seeks to raise the profile of this educational process and to extend it to schooling so that all forms of education are made accessible to all community members in the same way that Primary Health Care (PHC) seeks to make health care available to all.

Like PHC, the principles of CBR are hinged on three pillars, namely equity, participation and inter-sectoral collaboration (Wolffers and Finkenflugel 1993; Macdonald, 1993). The equity pillar represents commitment to non-discrimination and even distribution of education, health care and other resources. In education, there is flexibility in the location, content, time-space and the range of facilitators of the learning process. This system is particularly suited to young children and elderly people. However, community action may consciously be focused on supporting young people with special needs and their teachers in regular schools and classrooms.

To bring about equity in education at the local level, community participation is necessary. Individuals, or a single group of concerned members of the community, cannot effectively promote education of persons with special needs single-handedly. Education programmes can only be successful when they are the overall community's concern as part of its cultural and socio-economic development. This common responsibility is at the centre of community participation, which is perceived as "the process by which individuals and families assume responsibility for their own ... welfare and develop the capacity to contribute to their community development" (WHO/UNICEF, 1978: 50). Thus community participation connotes joint ownership, responsibility, decision-making and accountability in development.

However, for learning to be facilitated flexibly in time, space and content, as many human and material resources within the community as possible ought to be deployed. Parents, siblings, persons with special needs themselves, members of the extended family and members of various professional groups represented in the community need to be involved in CBR activities. This inter-sectoral collaboration is essential for successful implementation of the programme. CBR is now recognised as a multi-​sectoral programme capable of meeting community needs in health, education, income-generation, employment and community development generally.

In the education sphere, CBR facilitates informal and non-formal learning, which have almost always been inclusive, as well as supports the development of inclusive schools. CBR programmes exist in more than 50 countries in the world, including Namibia. Many of these are visibly supporting the development of inclusive schools, such as those in Ghana, Lesotho and Zimbabwe. I have selected a video clip from the Guyana CBR programme because of the short duration of its training units and also because in the part selected (Unit 1) the CBR concept is explained from the outset, as stated in the accompanying manual:

This Unit explains the aims and objectives of the Guyana CBR programme and offers and introduction to the course and to some of the people who will be encountered in the videos. I also provides and introduction to the various aspects of the role of a Community Worker. This Unit therefore provides an introduction to the topics which are further developed in the course (O'Toole, McConkey and Maison Halls, 1991: 7).

As the manual further explains, CBR is based on the understanding that there is sharing of skills and knowledge and skills with workers who may have little or no previous experience with persons with disabilities within a local community. This may be a village, part of a town, a town, district or region. The resource person from the local community who gains the skills, referred to the community worker or community rehabilitation worker, home visitor or local supervisor, works on a regular basis with a person with disability and their family. The community rehabilitation worker (CRW) is equipped with a range of skills. These include methods which facilitate family and community involvement in stimulating intellectual, social and physical development of persons with special needs, ways of influencing community attitudes and strategies for integration and inclusion of children and young people in the local regular school. All these aspects are demonstrated in the video clip.

GUYANA CBR PROGRAMME VIDEO

COMMUNITY ACTION ON DISABILITY

UNIT # I

HOPEFUL STEPS

Support for Inclusion at the School Level

A country’s ability to develop support services at the school level may go a long way to ensuring that inclusion succeeds. There are many countries in the North which have well developed support services for children with special needs. But I would like to describe practice in a few countries in Africa with these services which, when further developed, can take inclusion forward. These are not the only countries with support services. I have selected these programmes from a number of others that I have seen develop or observed in the course of my work. I present them here because I think they are examples of supporting teachers to take responsibility for all children in the classroom and therefore, to minimise the need for some children being referred to special schools or units.

School Intervention Teams (SITs) in Botswana

Botswana recently issued a revised policy on education (Republic of Botswana, 1994). There is no clearly stated commitment to inclusive schooling. However, an earlier Ministry of Education draft policy (MoE, 1984) indicated that there was no intention to open special schools in future. Children with special needs would learn alongside their peers in regular schools or, where necessary, in special classes.

The idea for the School Intervention Teams evolved gradually. The Central Resource Centre (CRC) for special education was opened in 1990 for the purpose of carrying out assessment, parent guidance and counselling. In the course of their work the centre staff visited regular schools to raise their awareness of the need to refer children who experience difficulty in their learning to the centre for assessment and advice. They found that many children identified by teachers did not special educational needs severe enough to warrant referral. The Ministry of Education, therefore, decided to set up teams within schools to work with teachers who express concern about individual children. The teams were given the responsibility to find ways in which the needs of those children can be met within their classroom or school before the decision to refer them to the CRC could be made.

School Intervention Teams (SITs) are thus a school-based resource service for assisting and advising teachers who have children with special educational needs in their classes. Their membership varies from school to school. However, normally the head teacher, senior teachers, a social worker and the individual child's parents form the team.

The Botswana model of within-school support has several advantages:

1. It provides a mechanism for responding to the learning and other needs of all learners as soon as they are suspected or identified

2. It puts pressure on teachers to evaluate their teaching critically and to try different strategies when children experience difficulty in learning (before and after consulting the SIT)

3. It utilises resources in and around the school

4. Only those difficulties beyond the ability of the school and community to handle will be referred to district and national resources such as the CRC, the proposed district resource centres, health and social services

5. SITs have the potential to form the' grassroots' of a national support network

6. The model provides the opportunity for teachers to learn from one another and to work collaboratively

7. The membership and deep involvement of the head teacher provides yet another way for him/her to monitor and provide support and leadership in teaching and learning as well as in the curriculum as a whole

8. It provides an opportunity for assessing the short and long-term training needs of teachers and the possibility for school-based training workshops and seminars

9. The Division of Special Education (DSE) can obtain useful data from the work of SITs, if records are properly kept and regular reports made, to formulate a national strategy for inclusive schooling and school improvement generally, including staff development, recognising the voices of pupils and their parents and influencing changes in the school and teacher training curricula

However, these advantages can only be gained if the teams are adequately supported through staff development activities, members of the teams have shared vision and commitment and schools have a culture of co-operation and collaboration. In addition, for the programme to succeed, the head teachers should be not only committed to the SIT's work but also provide a strong democratic leadership and be capable of introducing innovation and managing it. The voices of students and their parents should also be listened to in order to gain greater understanding and adequately respond to their needs. Any new innovation benefits from regular evaluation and school based inquiry carried out to inform practice.

Itinerant Programmes

During the mid-1980s, Kenya began to develop itinerant services for children with visual and other impairments. This development was based on the recognition that existing special schools could not absorb all special needs children of school going age and that special schools were costly to run. On its part, the Kenya Society for the Blind (KSB) was keen to expand and further develop access of blind and visually impaired children to schooling. The best option open to them was 'open education', that is persuading regular schools to enrol blind and visually impaired children in their neighbourhood with in-school specialist support. After negotiation with, and obtaining support from, the Ministry of Education and Teachers Service Commission, one young, energetic and enthusiastic teacher of the blind was sent for a three-month training at Montfort College in Malawi.

The service began with one school in the city of Nairobi admitting two blind children. The itinerant teacher, based at the regular school, was initially involved in three activities. He taught the children Braille reading and writing and instructed them in orientation and mobility. He assisted the class teacher to maximise children's learning through talk and listening and held meetings with staff to discuss the abilities of blind and visually impaired children and how sighted adults and children could assist them in learning and moving about. On different days and times, he also visited homes of blind children to assist with early stimulation and to prepare children and their parents for entry into regular schools.

In the following year, another school enrolled blind children. The itinerant teacher began to also visit this school daily to teach and support teachers. As more schools became part of the programme, more teachers were recruited and trained. At each of the schools a room was set aside where itinerant teachers could work with the children on specific skills such as Braille reading and writing and how to use some equipment and materials. Itinerant teachers also used the room for preparing teaching materials and, therefore, basic equipment such as the Braille photocopier, the thermoform machine, was placed there. Class teachers were also able to learn to make basic raised diagrams.

The itinerant service, based at regular schools, has now covered a large part of Nairobi and was expected to be expanded beyond the capital city. The itinerant teacher use motorbikes provided by Sight Savers.

The itinerant programme in Tanzania shares the same features as the KSB programme in Kenya. When it started, it was funded and supported by Sight Savers through the Tanzania Society for the Blind (TSB). It was meant to cover children with visual impairment only. However, the government took the opportunity to extend the programme to cover any and all children with special needs.

Special education teachers were sent to Montfort College in Malawi for three-month training in itinerant services. The main activity in their job description was to advise and assist parents and teachers to develop skills to maximise learning in children with special needs. Working directly with children was considered appropriate for those who experienced greater difficulties in learning. However, when the programme started in the mid-1980s, the teachers focused their attention more on one-to-one teaching of children during their regular visits to schools than on supporting regular classroom teachers. This was seen as an instance of transfer of their special education training and teaching experience to a new job.

To ensure that the itinerant programme was different from traditional special needs education, and indeed from the individual view of special needs, regular classroom teachers considered to be 'good teachers' were identified and sent for training. These regular teachers now work hand-in-hand with special education teachers in the programme. They, in fact, outnumber the specialists. The itinerant programme has a resource base at a regular school. They use a motorbike and public transport to visit schools and homes assigned to them.

The Tanzanian case provides an instance where regular classroom teachers can provide support for inclusive schooling if given short courses on a regular basis and work collaboratively with colleagues with more specialist training. This has the advantage of demystifying special educational needs, giving confidence to regular classroom teachers to constantly devise ways of meeting children's learning needs, and going around the problem of teacher shortage for supporting inclusive schooling.

Inclusion at the Classroom Level

There are certain arrangements at school level that are helpful in bringing about inclusive classroom practices. Specifically these are the arrangements that provide the structures for supporting teachers in exploring and developing new ideas and ways of working. School improvement research has identified six areas or conditions which characterise inclusive schools (Ainscow, 1995: 14):

· Effective leadership, not only of the head teacher but spread throughout the school

· Involvement of staff, students and community in school policies and decisions

· A commitment to collaborative planning

· Co-ordination strategies

· Attention to the benefits of inquiry and reflection

· A policy for staff development
The outcome of these conditions produces classroom practice that is inclusive. The video clip, on an English classroom, from the UNESCO video "Inclusive Schools" illustrates the points I have raised.

Conclusion

In this paper, inclusive education has been examined at the community, school and classroom level. Traditional African values support social inclusion and educational practices in orate cultures are on the main inclusive. However, the international recognition of the contribution children make to the acquisition of competencies among themselves and community based support as in CBR has made inclusive schooling a practical reality. In fact effective schools are keen to develop effective partnerships with the local community. There is obviously still much to be learned from the experiences in Botswana, Kenya and Tanzania. However, a start has been made in providing in-school support and a national support network for inclusive schooling. Community understanding and support may push the case for inclusive education further. Schools ought to develop and nurture partnership with their local communities.
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