
Background 
Several recent international reports on the quality of 
health care have identified the shortcomings of health 
care systems globally, particularly in low- and middle-
income countries (LMIC). In an editorial in Archives of 
Physical Medicine and Rehabilitation, Jesus and Hoenig 
noticed that, in discussing the need for quality improve-
ment, the consensus documents included no mention of 
rehabilitation services [1]. Overlooking rehabilitation in 
proposals for improving health care outcomes ignores the 
more than one billion people worldwide living with a dis-
ability [2]. To address this gap and to enhance quality of 
life for people living with a disability, the authors suggest 
addressing the structural barriers to delivering rehabilita-
tion services. 

The 2015 public health emergency in Brazil sparked by 
the Zika virus illustrated the danger of focusing health 
care attention primarily on the immediate response 
without considering access to rehabilitation. When the 

link between congenital developmental conditions and 
the Zika virus was established, international research on 
diagnosis and treatment ramped up to supplement local 
efforts to contain the mosquito vector [3]. By 2017, public 
attention to the Zika virus had faded alongside the end 
of the epidemic’s acute phase [4]. Yet, for Brazilian fami-
lies affected by the Zika virus, the challenge of accessing 
health services for children with a constellation of cogni-
tive and physical impairments continued. Interviews with 
mothers by Brazilian and British researchers revealed the 
difficulties that parents faced in seeking ongoing care for 
their children [5]. The location of specialized health care 
institutions far from the communities most affected by 
the virus strained families’ budgets and lessened chances 
for attending rehabilitation follow-up appointments. 

Of the over one billion people living with a disability, 
80% live in a LMIC like Brazil, where access to rehabilita-
tion services is severely limited [6]. Depending on their 
condition, people living with a disability could experience 
higher quality of life through rehabilitation services like 
physical, occupational, and speech therapy [7]. Despite the 
high demand for rehabilitation services, there is a dearth 
of health professionals qualified to deliver the services. 
The gap between demand and supply is particularly glar-
ing in LMIC, where the ratio of rehabilitation professionals 
falls below ten per million people [7]. Workforce capac-
ity suffers from a lack of training programs, professional 
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recognition, specialized equipment, and government sup-
port [8]. As a result, only 3% of people in LMIC who need 
rehabilitation services receive them [9].

Some academics and nongovernmental organizations 
have recognized the urgent need to expand access to 
rehabilitation services for the large and growing popula-
tion of people with disabilities [10]. Their recommenda-
tions tend to focus on large-scale changes to policy and 
health care systems. While necessary, structural changes 
may not arrive soon enough for the vast population of 
people living with disabilities. This paper presents one 
model of how a single global health educator can contrib-
ute to scaling up the provision of rehabilitation services 
in a LMIC. The initial success of Toward an All-Inclusive 
Jordan, a community-based rehabilitation project, sug-
gests an alternative that may form part of a multipronged 
approach to enhance wellbeing for people with disabili-
ties in every country. 

Obstacles to Rehabilitation Access
Any effort to expand access to rehabilitative services in 
LMIC must address obstacles on three levels: macrosys-
temic, professional, and community. At the macrosys-
temic level, the most obvious and pernicious obstacle is 
the competition for scarce resources. As with other health 
interventions that require long-term investment, reha-
bilitation services appear less attractive than measures 
that produce immediate results [11]. The primary care 
health needs of populations in LMIC may be so great that 
attending to people with chronic disabilities feels like a 
luxury. The case for directing resources toward rehabilita-
tion becomes more difficult in the absence of high-quality 
impact evaluation studies of rehabilitation interventions 
for people in LMIC [12].

Another barrier to expanding rehabilitative services 
emerges from embedded hierarchies among the health 
professions. Physician dominance over health care in 
many LMIC may lead them to deprioritize rehabilita-
tion, which is traditionally delivered by therapists. In 
high-income countries, bureaucratization and corporati-
zation of health care has introduced outside administra-
tion that erodes physician dominance [13]. By contrast, 
health care systems in LMIC lack the integration and spe-
cialization to connect medical and rehabilitative services. 
The tilt in favor of medicine across LMIC is evident in the 
paucity of rehabilitation professionals, lack of knowledge 
of their skills, and absence of an interprofessional team 
approach [9].

The third level of impediment exists among communi-
ties. In many LMIC, cultural stigma against people with 
disabilities discourages them from seeking treatment. 
People with disabilities face bullying in school, discrimi-
nation in employment, and deprecation from family 
members. Some come to internalize these negative atti-
tudes. In a comparative study of people with disabilities 
in Cameroon and India, researchers found that interview-
ees prioritized family members’ medical needs over their 
own impairments, which they grew to accept or treat with 
traditional remedies [14]. Even in cases such as people 
with disabilities in Kenya, Uganda, and Sierra Leone who 

succeeded in achieving economic independence, strate-
gies revolved around self-advocacy and self-employment 
rather than community support [15].

Existing Attempts to Expand Rehabilitation 
Services in LMIC
To respond to the urgent and unmet need for rehabili-
tation globally, the WHO announced a call to scale up 
rehabilitation efforts by 2030. As a response, several 
frameworks were formed including the Global Rehabilita-
tion Alliance, the rehabilitation competency framework, 
and an update of the previously formed Community-
Based Rehabilitation (CBR) framework. The Global Reha-
bilitation Alliance was formed in 2018 to supplement the 
development and delivery of rehabilitation universally. 
This alliance plays a key role in advocating for rehabilita-
tion on a systemic level but remains advisory and does not 
address the competition for scarce resources in LMIC that 
limits rehabilitation services to people with disabilities, 
nor does it address obstacles at the professional or com-
munity levels. 

Another response to the WHO call for action on the 
professional level has been the development of the reha-
bilitation competency framework. In 2018, a task force 
convened to organize a collection of competency state-
ments for rehabilitation professionals to assist in over-
coming workforce barriers. This framework (which is still 
under development) will assist rehabilitation practitioners 
worldwide by providing a unified language across disci-
plines while avoiding variation in terminology, concepts, 
and structure [16]. While this framework would assist in 
strengthening education and training, articulating stand-
ards of practice, and developing performance evaluation 
tools, it assumes an established base of rehabilitation 
services within health care systems. It does not address 
barriers on the professional level that impede referrals to 
therapeutic treatment. 

Community-Based Rehabilitation (CBR) was established 
in 1978 by the WHO as an approach for social inclusion 
in resource-constrained settings and focused on working 
with people with disabilities within their communities. 
Since its establishment, CBR efforts have targeted barriers 
to access at the community level by equipping families, 
peers, and professionals as volunteers to deliver services 
without rehabilitation specialization [17]. Social out-
comes and cost-effectiveness studies have shown positive 
emerging evidence of CBR as a service delivery approach 
in settings with a scarcity of resources [18]. CBR also 
shows promise in countering negative stigma about peo-
ple with disabilities. However, the question of how it can 
be expanded to address barriers to rehabilitation at both 
the macrosystemic and professional levels remains largely 
unanswered.

Piloting an Academic-Community Partnership
One promising approach that counters barriers at all three 
levels is to incorporate CBR with prelicensure health pro-
fessions education. In 2017, the primary author launched 
Toward an All-Inclusive Jordan at MGH Institute of 
Health Professions, an independent, not-for-profit gradu-



Alheresh and Cahn: Expanding Global Rehabilitation Art. 71, page 3 of 5

ate school in Boston, Massachusetts, USA. The yearlong 
curriculum was designed to engage health professions 
students from the United States and Jordan in a CBR ini-
tiative in AlBaqaa refugee camp near Amman, Jordan, as a 
pilot. The program has three main components:

1. Education: MGH Institute graduate students in 
clinical doctorate programs in occupational and 
physical therapy and master’s students of speech-
language pathology learn service delivery models 
of rehabilitation in LMICs. First, students complete 
a semester-long course in CBR and then conduct 
capstone graduation projects. Both elements in-
clude working in the field as rehabilitation trainers 
and providing direct service, including assessment, 
treatment planning, and rehabilitation interven-
tion for people of disabilities and their families. 

2. Research: Doctoral capstone projects of students 
are tailored to inform areas of rehabilitation and 
rehabilitation access in Jordan, such as studying 
the correlates of participation of children with 
disabilities in Jordanian schools and the prevalence 
of depression among Jordanians with physical dis-
abilities. 

3. Advocacy: Raising awareness about the rights of 
people with disabilities and educating community 
members about their legal rights is an integral 
component of the program. While they are visiting 
the refugee camp, graduate students help develop 
workshops to spread awareness among people of 
disabilities and their families about their rights. 

Additionally, the students work on developing con-
tent for social media platforms to address disability 
and stigma nationally. 

The Toward an All-Inclusive Jordan approach counters the 
three levels of barriers to expanding rehabilitation ser-
vices in LMIC (Figure 1). First, macrosystem partnerships 
were established in Jordan with the Jordanian Higher 
Council on the Rights of People with Disabilities and the 
higher coordination committee of the CBR centers for 
people with disabilities within the United Nations Relief 
and Works Agency for Palestine Refugees in the Near East 
(UNRWA). On a professional level, students from the MGH 
Institute partnered with students enrolled in occupational 
therapy, physical therapy, and speech-language pathol-
ogy programs in Jordan to allow for capacity building of 
the local rehabilitation workforce. Partnerships were also 
established with local communities in refugee camps, 
where program activities were designed based on commu-
nity needs. Community inclusion of people with disabili-
ties was emphasized through social media campaigns and 
providing workshops to the community aiming to reduce 
stigma. 

In two years, 14 Jordanian volunteers have partnered 
with 20 graduate students from MGH Institute of Health 
Professions to conduct over 300 direct rehabilitation ses-
sions, ten workshops with over 100 mothers of children 
with disabilities (four of them livestreamed on social 
media with over 20,000 views), and trained over 12 CBR 
workers in refugee camps. To date, we are still in close 
contact with our collaborators in different refugee camps 

Figure 1: The CBR academic-community partnership addresses the primary barriers to expanding rehabilitation services.



Alheresh and Cahn: Expanding Global RehabilitationArt. 71, page 4 of 5

in Jordan. We continue to investigate methods of service 
delivery, and one idea we are piloting is the use of tele-
health to support CBR workers. 

The most noticeable long-term effect of our program 
was the fruitful collaborative partnerships established 
between American and Jordanian students and volun-
teers. Participants’ evaluations reflected that this experi-
ence nurtured action toward a meaningful shared cause, 
such as disability in this example. This common purpose 
could be the foundation for creating even more change on 
multiple levels. Some program alumni are already think-
ing of how they can transform rehabilitation systems 
through similar CBR programming in their home coun-
tries of Sri Lanka and Sudan. 

The highest cost in running this program is hiring an 
on-site project manager who can coordinate logistics in 
the refugee camp. Students from the United States bear 
the costs of travel, accommodation, and tuition while in 
Jordan. While the example provided in this commentary 
is specific to our school, the many lessons learned can be 
applied to other settings and populations.

Despite the potential of this model, it has several limi-
tations. First, faculty members planning global health 
experiences must rely on collaboration between depart-
ments, administrative leadership, and compliance offices. 
This work is usually not accounted for in the faculty mem-
bers’ workload and might deter some from creating such 
opportunities in their institutions. A second limitation of 
community-based programs is the potential for political 
conflict or environmental concerns in the host country to 
interrupt travel from the high-income country, compro-
mising the direct service model. In addition, communities 
in LMIC may not have the technological infrastructure 
to support telehealth arrangements. Finally, cultural dif-
ferences can lead to differences in communication and 
execution patterns, but this, of course, can be a learning 
opportunity where the LMIC’s approach to problem-solv-
ing can be transferable to high-income countries. 

Conclusion
Expanding access to rehabilitation services in LMIC will 
require overcoming barriers on the macrosystemic, profes-
sional, and community levels. The academic-community 
partnership model builds on the proven success of com-
munity-based rehabilitation to provide basic rehabilita-
tion services in LMIC while adding elements that address 
the competition for scarce resources and interprofessional 
hierarchies. Jordan, with its existing infrastructure of CBR, 
stakeholder buy-in, and identified need for services in 
refugee camps, has proven particularly fitting for an aca-
demic-community partnership. Each LMIC faces a differ-
ent context, though the model of arraying challenges on 
three levels and tackling each of them through enhanced 
CBR applies broadly. The community-based rehabilitation 
component brings basic rehabilitation services to meet 
immediate needs and build advocacy skills. The academic 
component produces outcomes for research and interpro-
fessional cooperation in a sustainable, cost-effective way. 
No country is immune from the tendency to favor acute 
medical interventions over long-term rehabilitative care. 

In this way, high-income countries can learn from the 
CBR efforts developed in LMIC to improve treatment for 
people with disabilities across the globe. 

Funding Information
Dr. AlHeresh has received funding to support this work 
from the Durant Fellowship for Refugee Medicine from 
the Global Health Department at the Massachusetts 
General Hospital. 

Competing Interests
The authors have no competing interests to declare.

Author Contribution
Both authors contributed to the preparation and writing 
of this original research manuscript. 

References
 1. Jesus TS, Hoenig H. Crossing the global quality 

chasm in health care: Where does rehabilita-
tion stand? Arch Phys Med Rehabil. 2019; 100(11): 
2215–2217. DOI: https://doi.org/10.1016/j.apmr. 
2019.07.001

 2. Kuper H, Heydt P. The Missing Billion: Access to 
Health Services for 1 Billion People with Disabili-
ties. London, UK; 2019. https://www.lshtm.ac.uk/
research/centres/international-centre-evidence-
disability/missing-billion. Accessed February 3,  
2020.

 3. Kuper H, Lyra TM, Moreira MEL, et al. Social 
and economic impacts of congenital Zika syn-
drome in Brazil: Study protocol and rationale 
for a mixed-methods study. Wellcome Open Res. 
2019; 3: 127. DOI: https://doi.org/10.12688/
wellcomeopenres.14838.2

 4. Paules CI, Fauci AS. Emerging and reemerging 
infectious diseases: The dichotomy between acute 
outbreaks and chronic endemicity. JAMA. 2017; 
317(7): 691–692. DOI: https://doi.org/10.1001/
jama.2016.21079

 5. Albuquerque MSV, Lyra TM, Melo APL, et al. 
Access to healthcare for children with Congenital 
Zika Syndrome in Brazil: Perspectives of mothers 
and health professionals. Health Policy Plan. 2019; 
34(7): 499–507. DOI: https://doi.org/10.1093/
heapol/czz059

 6. Bright T, Wallace S, Kuper H. A systematic review 
of access to rehabilitation for people with dis-
abilities in low-and middle-income countries. Int J 
Environ Res Public Health. 2018; 15(10): 1–34. DOI: 
https://doi.org/10.3390/ijerph15102165 

 7. World Health Organization. The need to scale 
up rehabilitation. World Health Organization; 2017. 
https://www.who.int/disabilities/care/Need-to-
scale-up-rehab-July2018.pdf. Accessed February 3, 
2020. 

 8. Naicker AS, Htwe O, Tannor AY, De Groote W, 
Yuliawiratman BS, Naicker MS. Facilitators and 
Barriers to the Rehabilitation Workforce Capacity 
Building in Low- to Middle-Income Countries. Phys 

https://doi.org/10.1016/j.apmr.2019.07.001
https://doi.org/10.1016/j.apmr.2019.07.001
https://www.lshtm.ac.uk/research/centres/international-centre-evidence-disability/missing-billion
https://www.lshtm.ac.uk/research/centres/international-centre-evidence-disability/missing-billion
https://www.lshtm.ac.uk/research/centres/international-centre-evidence-disability/missing-billion
https://doi.org/10.12688/wellcomeopenres.14838.2
https://doi.org/10.12688/wellcomeopenres.14838.2
https://doi.org/10.1001/jama.2016.21079
https://doi.org/10.1001/jama.2016.21079
https://doi.org/10.1093/heapol/czz059
https://doi.org/10.1093/heapol/czz059
https://doi.org/10.3390/ijerph15102165
https://www.who.int/disabilities/care/Need-to-scale-up-rehab-July2018.pdf
https://www.who.int/disabilities/care/Need-to-scale-up-rehab-July2018.pdf


Alheresh and Cahn: Expanding Global Rehabilitation Art. 71, page 5 of 5

Med Rehabil Clin N Am. 2019; 30(4): 867–877. DOI: 
https://doi.org/10.1016/j.pmr.2019.07.009 

 9. Khan F, Owolabi MO, Amatya B, et al. Chal-
lenges and barriers for implementation of the 
world health organization global disability action 
plan in low-and middle-income countries. J Reha-
bil Med. 2018; 50(4): 367–376. DOI: https://doi.
org/10.2340/16501977-2276

 10. Krahn GL, Walker DK, Correa-De-Araujo R. Per-
sons with disabilities as an unrecognized health 
disparity population. Am J Public Health. 2015; 
105: S198–S206. DOI: https://doi.org/10.2105/
AJPH.2014.302182

 11. Rosenbaum AJ, Maine RG. Improving access to 
laparoscopy in low-resource settings. Ann Glob Heal. 
2019; 85(1): 1–6. DOI: https://doi.org/10.5334/
aogh.2573

 12. Saran A, White H, Kuper H. Evidence and gap map 
of studies assessing the effectiveness of interven-
tions for people with disabilities in low- and middle-
income countries. Campbell Syst Rev. 2020; 16(1): 
e1070. DOI: https://doi.org/10.1002/cl2.1070

 13. Hartley H. The system of alignments challeng-
ing physician professional dominance: An elabo-
rated theory of countervailing powers. Sociol 
Heal Illn. 2002; 24(2): 178–207. DOI: https://doi.
org/10.1111/1467-9566.00290

 14. Zuurmond M, Mactaggart I, Kannuri N, 
Murthy G, Oye JE, Polack S. Barriers and facili-
tators to accessing health services: A qualitative 
study amongst people with disabilities in Cam-
eroon and India. Int J Environ Res Public Health. 
2019; 16(7): 1–14. DOI: https://doi.org/10.3390/
ijerph16071126

 15. Shakespeare T, Mugeere A, Nyariki E, Simbaya J. 
Success in Africa: People with disabilities share their 
stories. African J Disabil. 2019; 8: 1–7. DOI: https://
doi.org/10.4102/ajod.v8i0.522

 16. Fitzpatrick S. Developing a Global Competency 
Framework for Universal Health Coverage. World 
Health Organization; 2018. http://www.who.
int/hrh/news/2018/developing-global-compe-
tency-framework-universal-health-coverage/en/. 
Accessed January 31, 2020.

 17. Seijas V, Lugo LH, Cano B, et al. Understanding 
community-based rehabilitation and the role of 
physical and rehabilitation medicine. Eur J Phys 
Rehabil Med. 2018; 54(1): 90–99. DOI: https://doi.
org/10.23736/S1973-9087.16.04530-5 

 18. Khasnabis C, Heinicke Motsch K, Achu K, et al., 
eds. Community-Based Rehabilitation: CBR Guide-
lines. Geneva: World Health Organization; 2010. 
http://www.ncbi.nlm.nih.gov/books/NBK310940/. 
Accessed January 31, 2020.

How to cite this article: AlHeresh R, Cahn PS. Expanding Global Rehabilitation Services through International Academic-
Community Partnerships. Annals of Global Health. 2020; 86(1): 71, 1–5. DOI: https://doi.org/10.5334/aogh.2876

Published: 01 July 2020

Copyright: © 2020 The Author(s). This is an open-access article distributed under the terms of the Creative Commons Attribution 
4.0 International License (CC-BY 4.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the 
original author and source are credited. See http://creativecommons.org/licenses/by/4.0/.

Annals of Global Health is a peer-reviewed open access journal published by Ubiquity Press. OPEN ACCESS 

https://doi.org/10.1016/j.pmr.2019.07.009
https://doi.org/10.2340/16501977-2276
https://doi.org/10.2340/16501977-2276
https://doi.org/10.2105/AJPH.2014.302182
https://doi.org/10.2105/AJPH.2014.302182
https://doi.org/10.5334/aogh.2573
https://doi.org/10.5334/aogh.2573
https://doi.org/10.1002/cl2.1070
https://doi.org/10.1111/1467-9566.00290
https://doi.org/10.1111/1467-9566.00290
https://doi.org/10.3390/ijerph16071126
https://doi.org/10.3390/ijerph16071126
https://doi.org/10.4102/ajod.v8i0.522
https://doi.org/10.4102/ajod.v8i0.522
http://www.who.int/hrh/news/2018/developing-global-competency-framework-universal-health-coverage/en/
http://www.who.int/hrh/news/2018/developing-global-competency-framework-universal-health-coverage/en/
http://www.who.int/hrh/news/2018/developing-global-competency-framework-universal-health-coverage/en/
https://doi.org/10.23736/S1973-9087.16.04530-5
https://doi.org/10.23736/S1973-9087.16.04530-5
http://www.ncbi.nlm.nih.gov/books/NBK310940/
https://doi.org/10.5334/aogh.2876
http://creativecommons.org/licenses/by/4.0/

	Background  
	Obstacles to Rehabilitation Access 
	Existing Attempts to Expand Rehabilitation Services in LMIC 
	Piloting an Academic-Community Partnership 
	Conclusion 
	Funding Information 
	Competing Interests 
	Author Contribution 
	References 
	Figure 1

