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Abstr act

I nternational public health policy for the prevention of
disability is prem sed on the honpgeni zi ng stance that there
is a universal, static conceptualization and experience of
disability. A review of key debates in disability studies
literature illustrates the extent to which subject

formati ons, including the notion of the D sabled person, are
shaped by social, cultural, political, and historical
contexts. Research on blindness prevention in Mali is then
presented as a case study of the lack of fit between WHO and
| ocal definitions of disability. In addition to engaging
with disability studies scholarship, this article is also a
response to the call made by nedical anthropol ogists to
think critically about the rel ationship between poverty and
heal th inequalities.

| . I'ntroduction

The Wrld Health Organization estimates that today there are
nmore than 38 mllion people who are blind and an additional 110
mllion people who have severely inpaired vision (WHO 1997). Not
surprisingly, nore than ninety percent of all blind people live
in the Third World (Thylefors 1998).

The mai n gl obal causes of blindness are cataracts, trachom
vitam n A deficiency, onchocerciasis, glaucoma, |eprosy, traum
di abetic retinopathy, and ageing-rel ated nmacul ar degenerati on.
More than two thirds of all blindness is either preventable or
curable. "Wiy," we mght then ask, "is the nunber of blind

persons still increasing, although adequate treatnent of nost
causes of blindness is technically possible?" (Stilm et al.
1991: 285).

Unfortunately, public health professionals tend to focus
studi es of blindness prevention and eye health on epi dem ol ogi cal
and econom c factors. Increasingly, however, anthropol ogists



(Courtright 1995; Jaffre & Mounouni 1993; Lane & Meleis 1991
Lane et al. 1993) have begun to investigate social and cul tural
factors affecting the prevention and treatnent of eye di seases.

This article presents results fromresearch on blindness
prevention in Mali in association with |'Institut d' Ophtal nol ogi e
Tropicale de L' Afrique (1 OTA), a West African collaborating
center for the Wrld Health Organization's Program for the
Prevention of Blindness. A sem -structured format was used to
interview patients, the directors of health posts, itinerant eye
surgeons, nurses, school teachers, adol escents, adults, and
elders in tw rural Malian villages. The research was designed to
exam ne the status of blind people in Malian communities, Mlian
peopl e's conceptualizations of the etiology of blindness and eye
di seases, their eye care practices, and their perceptions of
barriers to eye care. Particular attention was paid to gender
di fferences in health-seeking behavior and health care provision,
as the rate of eye disease and blindness in Malian wonen is tw ce
the rate for nen.

The central issue to have energed fromthat research
concerns the incomensurability of the WHO s disability
prevention nodel in a West African context. Public health nodels
for disability prevention and rehabilitation are prem sed on the
honogeni zi ng stance that there is a universal, static
conceptual i zation and experience of disability. Wen the neani ng
of "disability" is itself destabilized - as | argue is the case
in Malian society - disability prevention prograns |ose their
sal i ence.

In the foll ow ng pages, a review of key debates in
disability studies literature illustrates the extent to which
subj ect formations, including the notion of the Di sabl ed person,
are shaped by social, cultural, political, and historical
contexts. The research on blindness prevention in Mali is then
presented as a case study of the lack of fit between WHO and
| ocal definitions of disability. In addition to engaging with
disability studies scholarship, this article is also a response
to the call made by nedical anthropologists to think critically
about the rel ationship between poverty and health inequalities.

1. The Universality of Disability

Definitions of "disability" have changed over the past few
centuries. These changes have been reflected in disability
prevention policies, human rights policies, |abour policies, in
di sabl ed people's conceptualizations of thenselves, and in
popul ar attitudes toward persons with disabilities.

Wth the publication of the International Cassification of
| mpai rnments, Disabilities, and Handi caps (I CIDH) by the World
Health Organisation in 1980, an official distinction was nade
bet ween "inpairnments" (at the |level of physiological, anatom cal,
psychol ogi cal function or structure), "disabilities" (the | oss of
ability to performan action due to an inpairnent), and
"handi caps” (the inability to fulfil one's normal role as a
result of an inpairnent). The |1 CIDH has been aptly criticized for



its inplicit assunption that handi caps are a conpl ex form of

i npai rment and for not providing a clear framework for
determining the relationship between external factors such as
social prejudice and internal factors such as the inpairnment
itself (Bickenbach 1993; Bickenbach et al 1999).

Model s of disability, and disability policies, have al ways
been political. Disability theorists distinguish between the
medi cal nodel of disability which focuses on the prevention and
rehabilitation of physical and nental inpairnents, the economc
nmodel of disability which focuses on potential |osses of
| abor/skill capacity, and the social-political nodel of
disability which focuses on handi cappi ng phenonena and t he
stigmati zing and discrimnatory aspects of society. \Whereas
econom sts are interested in the cost-benefit analysis of
disability prevention and rehabilitation, political activists
enphasi ze sel f - enpower nment .

The disability rights nmovenent's alignment with mnority
groups has enphasi zed di sabl ed peopl e's engagenent with an
identity politics which stresses that disability, |ike gender,
sexuality, race, ethnicity, and class, is a central aspect of
one's lived experience (Al brecht & Devlieger 1999; Asch & Fine
1988; Wendell 1996). In research on international disability
prevention, theorists have argued that it is inportant to be wary
of the endorsenent of "standpoint epistenologies" - just as it is
erroneous to assune that all wonen or people of color share a
common under standing of the world or common experiences, it is
erroneous to assunme that persons with disabilities do so (Wendel
1996) .

Disability theorists and ant hropol ogi sts have suggested t hat
the very notion of "disability" may itself be a Western cul tural
construct inconmmensurable with certain world-views and
expl anat ory nodel s. For exanpl e, Hubeer people in Sonalia condone
i di osyncracies (which would be classified as "disability"
according to bionedi cal nosol ogy) as a reflection of human
vari ation. Physical deformties are only considered disabling,
anong the Hubeer, if they interfere with nobility or involve a
hi gh degree of pain (Helander 1995). Simlarly, Pnan Bah people
in Borneo, Malaysia, do not categorize people with physical
i npai rments as deviant fromthe norm This is because - within an
ont ol ogi cal framework in which the person is conposed of nmultiple
souls - physical inpairnents are associated with the
i nperfections in one's "additional souls" rather than in one's
primary "body soul." In short, physical inpairnments do not |ead
to peopl e being conceptualized as D sabled, or as fundanentally
different fromtheir peers (N col ai sen 1995).

Just as the concept of disability is shaped by the social,
cultural, political, and historical contexts within which the
body and subjectivity are i magi ned, such that a globally
normal i zed nodel of "disability" is inappropriate,
ant hropol ogi sts and disability theorists have denonstrated that
the correspondi ng concept of "rehabilitation” is not universally
appl i cabl e.



The WHO s communi ty-based rehabilitation programwas tested
in Botswana in 1979. The community-based rehabilitation approach
encourages individuals, famlies and community | eaders to adapt
the local environnent and to change | ocal social attitudes in
order to facilitate the inclusion of persons with disabilities
W thin communities. Anthropol ogical research anong the Tswana
suggests that community-based rehabilitation may not be
appropriate in societies in which inpairnents are dealt with
strictly on the basis of their perceived origin. Gven that
i npai rments are understood as the result of witchcraft, the
Tswana are less interested in the inprovenent of people's quality
of life or skills than in undoing the effects of witches (Ingstad
1995). Simlarly, Songye people in Zaire explain disability as
caused by God, or relations between humans and their physi cal
environment or famly nmenbers. The idea of rehabilitation is
clearly incomensurate with their understanding of disabilities
as one's just reward (Devlieger 1995).

The WHO s current policy for community-based rehabilitation
may be flawed precisely because it takes for granted that
"disability” and "rehabilitation" are universal phenonmena wth
uni versal solutions. As a venue to exam ne current public health
doctrine, in April, 2001, the WHO and the Norwegian M nistry of
Heal th and Social Affairs co-organi zed the d obal Conference on
Ret hi nki ng Care. Papers presented at the conference touched on
everything fromnmental illness, nobility, parenting and aging, to
rai si ng awareness about | and m nes and human rights. Although two
of the ainms of the conference were to analyze barriers to the
provi sion of effective worldw de nedical care and to inprove the
out cone of community-based rehabilitation prograns, the dom nant
themes in panel presentations were the need to shift our focus
fromthe managenment of disability to the political econony of
disability. Speakers called for the need to chall enge
conceptual i zations of difference and to recogni ze patterns of
provi sion and exclusion, or the circunstances which disable and
enabl e people at the local, national, and international |evels
(Meekosha 2001; Newel | 2001).

Havi ng di scussed disability theorists' engagenent with the
notion of "disability," it is apparent that subject formations -
with respect to the conceptualization and experience of
disability - are shaped by social, cultural, political, economc
and historical contexts, interacting at all levels. | turn, now,
to a discussion of blindness prevention in West Africa.

I1l. Progranms for the Prevention of Disability in Ml

As | alluded to in the introduction to this article, ny own
research on prograns for the prevention of blindness in Ml
destabilized the WHO s notion of disability. I will focus here on
what | refer to as the "nonocularity” of the WHO s disability
preventi on nodel s.

The WHO s disability prevention nodels are nonocul ar insofar
as they have an eye for the prevention of only one category of
disability at a time (be that blindness, deafness, a nental



disability, or sonmething else). In certain European or North
American contexts, disability prevention nodels may provide
effective public health strategies. In a country such as Mli,
however, where the conditions of everyday |life are unfathomably
di sabling - comunities |ack basic infrastructure such as access
to clean water, adequate housing, roads, electricity, health
care, and education; malnutrition and infectious di sease are
commonpl ace; the infant nortality rate is high and life
expectancy is |low - every person experiences nmultiple, interwoven
di sabilities.

| would not feign to argue that people living in conditions
of extrene poverty and destitution are unaware of specific
i npai rments and handi caps associated with disabilities. The
people with whom | spoke in Mali were certainly able to
articulate the ways in which one's life can be affected by a
physi cal inpairnment such as blindness. | am hesitant, however, to
concede that the disability prevention nodel is congruent with
t he conceptual framework used in a Malian context. My argunent is
best illustrated in the foll ow ng manner.

Conceptual framework A: Classificatory Gids

Disability prevention nodels draw upon a classificatory grid
of disabilities and di seases. This two-dinensional gridis
organi zed according to specific criteria (such as norphol ogy and
pat hol ogy) which are defined in official texts such as the
International Cl assification of D seases. The size of the grid
may expand or contract with shifts in nedical politics (for
exanpl e by including poverty and illiteracy as disabilities and
excl udi ng honosexuality) and disability categories may overl ap
somewhat, but the basic structure of the grid does not change.

Popul ar, as well as nedical, conceptualizations of
disabilities are informed by this grid. At the coordinates for
bl i ndness one expects to find a person who cannot see, relies
upon a white cane or a seeing-eye-dog for nobility, who requires
vari ous nedical, rehabilitative, educational, and other soci al
servi ces, and whose personal characteristics are affected by the
bl i ndness. The specific content of these popul ar
conceptualizations will be influenced by historical, social, and
cultural factors, but the general idea persists that blindness is
a state of being represented by coordi nates on a nap of
di sabilities.

The disability prevention franework is based on the tacit
assunption that there is a broad term "disability," which
enconpasses each sub-type of disability (i.e., a blind person, a
mental ly inpaired person, and a quadri pl egi c person are al
Disabled). In this respect, the framework is honogeni zi ng. The
framework is al so based on the tacit assunption that it is
i ndi vidual s who are the | ocus of disabilities. In this respect,
the framework is individualizing. There are no coordi nates on
this nodel for: 1) a visually inpaired individual who does not
consider herself Disabled; 2) an individual wth multiple
disabilities, rather than a single disability; or 3) disabilities



located in famlies or communities rather than in individuals.

Conceptual framework B: Disabling Conditions of Everyday Life

Disability as it is conceptualized in Mali is not congruent
with the WHO s disability prevention nodel. In Mali, disabilities
are ubiquitous and disabilities are intricately interwoven.
Needl ess to say, separate disabilities as classified on the
disability prevention grid are nedically identifiable in a West
African context. The |ived experience, however, is not consonant
with that nodel because peopl e experience nultiple disabilities
si mul t aneously. There is no broad term Disability, in this
framework; rather, there are nyriad disabling conditions. Wthin
this framework, people do not identify thensel ves as D sabl ed.
| ndeed, disabilities exist outside of the individual. For this
reason, individuals do not conceptualize thenselves as the
necessary focus of treatnent and prevention.

My intent, in drawing this contrast between the disability
prevention nodel propounded by public health professionals and
| ocal people's conceptualizations and experiences of disability
in Mali, is to use the lack of fit between the two as a basis for
explaining the failure of prograns for the prevention of
blindness. In the following three steps, | will elicit how the
Mal i an research brought ne to this argunment. First, | wll
briefly describe the type of eye di sease, trachoma, which is
prevalent in Mali. In doing so, | amlaying out the Trachoma
Prevention nodel's two-dinmensional classificatory grid. Then,
W Il describe the Malian health systemand the WHO s strategy for
the prevention of trachoma. Finally, | will turn to interview
material to present Malian people's conceptualizations of
trachoma, conceptualizations which belong to a franework that is
i ncoonmensurate with the disability prevention nodel

The Definition of Blindness and Trachoma: "Blindness" was
defined by the WHO in 1972 as "the inability to count fingers in
daylight at a distance of three neters" (WHO 1979: 275). At the
sane tinme, visual acuity of less than 3/60 was described as "a
| evel of handi cap” which "precludes an individual from
functioning effectively in his community w thout special
assi stance and rehabilitation" (WHO 1979: 276).

Trachoma - derived fromthe G eek words "rough" and
"swelling” - is an infectious eye disease caused by the
m croorgani sm Chl anydia trachomatis. Trachoma was once endem c
to parts of Europe, North America, and northern Asia, but
di sappeared with inprovenents in living standards foll ow ng
i ndustrialization and econom ¢ devel opment (WHO 1981). Severe
trachoma is now endemc in communities situated in dry, rura
areas of sub-Saharan Africa, central and east Africa, Mrocco,
Egypt, Mexico, Quatemala, Northeast Brazil, Viet Nam and
el sewhere (WHO 1996). Trachonma is the second nobst conmon eye
di sease in devel oping countries (cataract is the nbst common). It
has been estimated that 150 mllion people currently suffer from
active trachoma and that it has caused blindness in 6 mllion
peopl e (WHO 1993).



Trachoma is transmtted through direct or indirect contact
with infected material (hands, clothing, towels, etc.) and flies
can transfer bacterially infected discharge fromthe eyes of one
child to another. Trachoma progresses froman inflammation of the
conjunctiva, the inner lining of the eyelid (this typically
occurs in children between the ages of one and eight), to
scarring of the eyelid, and finally to a blinding stage known as
"trichiasis" when in-turned eyel ashes rub the cornea causing it
to becone opaque. This |latter stage occurs in adults as their
tear functioning decreases with the aging process and i s nost
common in wonen who have been in continuous contact with
trachomat ous chil dren.

The basic treatnent for trachoma involves the application of
topical antibiotics to the eyelid. Tetracycline 1% eye oi ntnent,
for exanple, can be applied to the eye tw ce/day for six weeks.

I ndividuals, famlies, and entire comunities are targeted for
antibiotic treatnent. Corneal scarring due to in-turned eyel ashes
can be prevented through eyelid rotation surgery (WHO 1996).

Strategies for the Prevention of Trachoma: Unli ke many ot her
di seases, the prevention of trachoma does not require expensive
vacci nes or mass-spraying with chem cal insecticides. The WHO has
distributed trachoma prevention gui debooks to district and
communi ty health workers throughout Mali and has encouraged
comunity health workers, teachers, wonen's associ ations,
not hers, nen, and other volunteers to be involved in trachoma
control. In these guidebooks, trachoma control is broken down
into a four-conponent strategy known as SAFE: Surgical correction
for trichiasis; Antibiotic treatnent for cases of active
trachoma; clean Faces to prevent the disease from spreading; and
Environnmental inprovenent (water and sanitation). The gui debook
provi des procedures for determning the rate of trachoma in a
community, it provides |lists of questions for comunity health
workers to use in group discussions about people's eye health
practices and concerns, and it offers suggestions for howto
pronote SAFE activities when conmunity nmenbers express that they
are constrained by factors such as a | ack of water.

In Mali, hospital-based and private ophthalmc clinics are
found in Bamako and in smaller cities and towns along the N ger
Ri ver. Researchers, admnistrators, and physicians responsibl e
for the design and i nplenmentation of blindness prevention
prograns travel to health posts in villages across the country to
assess eye health, perform specialized procedures, and distribute
pharmaceutical s, equi pment, and information.

WHO reports on eye health in devel opi ng countries have
pointed to a shortage or maldistribution of personnel and
financial resources as the nmain obstacles to blindness prevention
(Thyl efors 1985). Probl ens of access, notivation, infrastructure,
and organi zation as well as the "lack of public demand for
appropriate goods and services" are other obstacles to blindness
prevention frequently cited in public health literature (Somrer
1989). In addition, people's traditional beliefs and practices
have often been blanmed for the failure of public health prograns.



One particularly interesting report on the prevention of
bl i ndness suggests that prograns ainmed at changi ng behavior are
rarely successful even in the First Wrld. As Sommers (1989: 545)
aptly points out, convincing people that they need goods or
services is not a problemin the commercial realmas evidenced by
sal es of Coca Cola worldw de. Neverthel ess, when it cones to
heal th, notivation is as nuch a problemin the First Wrld (where
peopl e cannot be convinced to give up snoking) as in the Third
Wrld (where nothers do not feed their famlies fresh leafy
veget abl es or wash their children's faces). The same aut hor
expl ai ns people's reluctance to seek eye care in part by the
normal i zation of blindness: "Just as your hair grows white with
age, so do your eyes" (Sommers 1989: 546).

VWiile | was in Bamako, a public health consultant for an
i nternational devel opnent organi zati on happened to cross paths
with nme at | OTA. Wien he asked nme what | was doing in Mli,
descri bed ny mandate fromthe WHO t o exam ne social and cultura
obstacles to the prevention of trachoma. Laughi ng, he responded,
"W all know what the problemis: It's poverty, ignorance, and

dirt!" Shocked by the conditions of |life in Mali, | had a sinking
feeling that this consultant m ght be right.

The Malian Framework: It was not until long after | had left
Mal i, however, that | realized the fundanental flaw in this

argunent: blamng the failure of the Programfor the Prevention
of Trachoma on poverty, ignorance, and dirt is taking for granted
that the Programis hindered by obstacles external to it. The
interviews | had conducted in Mali were conprised of questions
quite simlar to the interview questions outlined in the SAFE
gui debook - a line of questioning that fails to problematize the
internal logic of disability prevention. If | had stepped out of
the nodel of disability prevention, I mght have realized that
the Program for the Prevention of Trachoma is prem sed on a
conceptualization of disability that does not exist in Mli.
During interviews several of the people with whom | spoke
commented that adults in their village suffer fromnyen dial an
dim (the local |anguage, Banbara, translated as "eyes dry
hurt"). When pressed, people were able to nane synptons and | ocal
treatnments of trachoma. Yet, people knew little, if anything,
about the etiology of trachoma. To themit was a disabling fact
of life and not a categorized disease or disability. Even a
medi cal del egate to the community health association in one of
the villages was unsure of the causes of trachoma |isting
nmosqui t os, heat fromthe sun, bites fromother insects, and sand
blowing in the wind as potential causes of blindness. In |ocal
heal t h educati on canpaigns, village nedical staff arnmed with eye
health kits (a set of instructional audio tapes and pai ntings)
had visited schools. On the walls of the health centers there
were al so posters witten in French and Banbara about eye health
and there had been general assenblies to discuss eye health in
each of the villages. It was nevertheless clear that public
heal t h educati on about the etiology of trachoma had not been
successful in these villages.



When | asked peopl e about the nbst comon types of illness
in their communities, they |listed abdom nal and di gestive
i1l nesses (especially diarrhea), chest pain, back pain, nuscle
i njuries, headaches, earaches, and hernia ("difficulty
urinating"). Maternal and infant nortality were nmentioned by
several people as significant village health concerns. As farners
reliant on the cultivation of mllet, peanuts, cotton, corn,
beans, and rice, the possibility of droughts al so wei ghed heavily
on people's m nds.

Only when | asked people specifically about their attitudes
toward blindness did they nention that blindness is "the worst
possible fate." People remarked, for exanple, that "Healthy eyes
mean that one is useful to one's self and to the entire world:
Eye ill nesses nake a person useless to society,” and "Wt hout
sight, life is lost.” On several occasions, villagers expressed
concern that w thout eyesight one would be unable to see food,
that cultivating a field would be difficult, and that blind wonen
woul d not be able to fulfill their domestic tasks. Again, these
topics were only discussed at ny behest and it was clear that the
phenonmenon of blindness was not a preoccupation in people's daily
l'ives.

In response to ny questions about the status of blind people
in Malian communities, | was told that to be blind is thought of
as neither shaneful nor prestigious, but rather as destiny (the
doing of Allah). Not surprisingly - given that nmany Ml i ans today
are Muslim- begging is considered an acceptabl e neans of
survival for blind people. | was also told (and observed) that
bl i nd peopl e undertake manual tasks such as spinning rope out of
cotton, shelling peanuts, and weaving plastic to nake cots and
chairs. Significantly, one 75 year-old woman infornmed ne that
there are "No blind people in our village - only people who are
mal voyant" (meani ng people who have difficult seeing).

Wt hout know ng she had done so, that woman provided the
answer to the question, Wiy aren't disability prevention prograns
successful in Mali? There are no blind people in Mali. Every
person in Mali is faced wwth nultiple disabling conditions - sore
eyes, difficulty seeing, hunger, festering wounds, |eprosy,
illiteracy - but nobody is D sabled. Public health advocates
could lecture Malians unendingly about the inportance of hygiene
whi ch, incidentally, was not a foreign concept. At |east once
every day | saw nen, wonen, and children bathing thensel ves from
head to toe with Koulikoro soap and water punped into buckets,
but the idea of washing children's faces to prevent trachoma
woul d still be incomrensurate with | ocal people's conceptual
framewor k. Even if nedical care were physically and econom cally
accessi ble and comunity health workers focused on the education
of wonen and children, blindness prevention would still not
beconme a priority because Malian villagers do not conceptualize
blindness as a disability. It is a fact of |life, perhaps far |ess
di sabling than ot her aspects of people' s |lives.

| V. Concl usion



| f disability prevention prograns are i ncomensurate with
| ocal conceptual franmeworks, what can be done to prevent trachoma
in Mali and in other simlar contexts? Are inprovenents in sight?
It is first necessary to step out of the disability
prevention box. Again, this is best illustrated by the foll ow ng
sketch: the nodel for disability prevention is based on a two-
di mensi onal , nonocul ar grid. By recognizing that disability in
the Third Wrld is ubiquitous and that people experience multiple
di sabilities sinmultaneously, the depth of focus in public health

strategies will increase. The resulting vision may then be
bi nocul ar (instead of a square, we have a cube), but the
strategies will still not succeed unless one fully steps out of

the box. The idea of disability has to be discarded. The final
strategy woul d be based on a nulti-di nensional nodel in which the
di sabling conditions of everyday life are the focus of public
health intervention. The results of ny research in Mali point to
the necessity of making a real shift fromthinking about
disability and its concomtant, disability prevention, to

t hi nki ng about di sabling conditions.

G ven statenents such as "Wthout sight, life is lost," one
m ght object to the conclusion that the disabling conditions of
everyday life in Mali overshadow the significance of individua
disabilities. Is blindness sinply a fact of life in Mli, anong
other disabling facts of [ife? Wiile, on the one hand, Mlian
fol klore may define the lack of sight as a profoundly negative
phenonmenon, there was neverthel ess no indication from people's
behavi ors or general attitudes towards others that blindness is
sonet hing that defines a person as "Disabled.” Follow ng the
stance taken by other disability theorists, | reject the notion
that disability signifies an essential, fixed subject formation.
At a given nonent in time or space, it is possible that a person
in Mali may define blindness as "the worst possible fate.” On an
ongoi ng basis, however, that sanme person is preoccupied with
experi ences of hunger, poverty, maternity, work, and witchcraft.
When one enphasi zes the heterogeneity, instability, and fluidity
of subjectivity, the category "D sabl ed” disappears. This is true
not only in a Mlian context, but el sewhere, too.

The proposed shift froma nodel of disability prevention to
an understandi ng of disabling conditions also entails an
evol ution from advocating for disability rights to advocating for
human rights. | endorse the call made by nedi cal anthropol ogi sts
to problematize the relationship between poverty and health
i nequalities.

The devel opnent of the technology to prevent disease and
disability has not resulted in marked inprovenents in gl oba
health not only because that technology is cost-prohibitive or
ot herwi se unavailable to nost of the world's popul ation, but also
because of the historical, systematized, structural inequalities
whi ch perpetuate ill health (Navarro and Shi 2001). This
situation of global disparities in the health of popul ati ons has
been referred to as a "nodern plague" (Farmer 1999: 279). It is
vital to analyze the outcone of global initiatives, including the



WHO s disability prevention prograns, taking into consideration
the political econony of health. Inprovenents will only be in
sight when the conditions of everyday |life are no | onger

di sabl i ng.
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