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ABSTRACT

The World Confederation for Physical Therapy (WCPT) is committed to
the development of Primary Health Care and Community Based
Rehabilitation (CBR). The number of disabled people is increasing steadily
with only a minority receiving accessible and appropriate rehabilitation
services. The terms primary health care and community-based rehabilitation
are open to interpretation, although internationally recognised statements/
definitions exist. The general concepts and principles involved are generally
agreed worldwide but the nature of services referred to by the terms varies
internationally. There is a need for a stronger orientation towards
rehabilitation in primary health care services, balanced with the current
emphasis on health promotion and disease prevention. Health care systems
vary worldwide; this requires a flexible, responsive and innovative
approach to developing services that are reflective of local needs,
environments and available resources. Physical therapy provision is
insufficient for the needs of most countries, therefore service delivery
models need to be developed that result in the skills and knowledge of
physical therapists meeting the needs of a higher proportion of those in
need. Additionally, physical therapy professional education needs to equip
physical therapists with the appropriate knowledge and skills to work in a
variety of settings as well as promoting the value of working in these
settings. Physical therapists and others should be aware of the implications
of the international review of CBR and ready to take appropriate action.

INTRODUCTION

Health promotion, prevention, rehabilitation and the social integration and equalisation of
opportunities for people with disabilities have been accepted policy for the United Nations
(UN) and World Health Organisation (WHO) for many years, with an increasing focus on
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primary health care and community services. Focusing on rehabilitation and primary health
care, community-based rehabilitation (CBR) isone model of service provision, which WHO
has advocated for over adecade (1,2,3). The participation of people with disabilities, their
carersand communities haslong been aguiding principlefor health care policy development,
planning, implementation, monitoring and evaluation (4,5,6,7,8,9,10,11,3,12,13), evenifiitis
not quite areality worldwide.

The Alma Ata Declaration on primary health care (13) was enthusiastically received as a
means by which “Health for All” by the year 2000 (10) could be realised. However, it was
also met with criticism that it was unrealistic and too idealistic (14), especially from those
who perhaps wanted quick fixes and tangible early results.

Internationally there have been different interpretations of what primary health care is,
often asaresult of political intent, with alarge number of varying programmes being devel oped
in the name of primary health care. The hope of primary health care was that it would
address the economic reality of health care with an increasing shift to primary disease
prevention and health promotion and promoting self-reliance. Community-based health care,
by and for the community, encompassing traditional health care combined with basic health
services, controlled and financed by the government or privateinstitutions, were seen asthe
integrated systems by which primary health care could be achieved (13).

International groups such as the United Nations Children’s Fund (UNICEF) and WHO,
along with international politiciansand health planners, have called for greater self-reliance
at the community level with increased attention on prevention. However, this could be
considered to impose atop-down expectation that may not be matched with local ownership
of the concept of self-reliance (14,15). Some consider that self-reliance can appear to equate
to people being left to fend for themsel ves (14), rather than gaining ownership and a sense
of control. In addition, the aspirations of many devel oping countriesfor ahealth care system
similar to that of devel oped countriesmay risk undermining self-reliance, given thecriticisms
of the medicalisation of health care in western society (14).

Disahility incurs both economic and socia costsfor society, which can bereduced by effective
rehabilitation and support programmes (11). Generally, until now, primary health care efforts
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havefocused on family planning, childhood immunisations, nutrition and AIDS, al of which
areimportant in the prevention of population health problemsand disability (14). Whilefor
many communities, primary health careinitiativesthat focus on preventative measureswill
pay dividendsin thelong-term, the priority needs of the peopleare morelikely to be associated
with treatment and rehabilitation where, if serviceswere available, thereisthe potential for
immediate effect. A balance therefore, needs to be struck between prevention, health
promotion, treatment and rehabilitation.

Rehabilitation has historically been seen asalow priority around theworld, due to anumber

of factors (16,17):

e Cost-benefit ratio of providing servicesto those with disabilities.

e Under-estimation of disabled peoples’ potential to achieve.

e Negative societal attitudestowards disability.

e Discriminatory practices.

e Absence of urgency — rehabilitation tends to focus on the chronic, non-communicable
diseases or illnesses that do not pose arisk to others.

e Interest of biomedical practitionersfocuses onimprovement and cure, whichisnot always
feasible or redlistic for rehabilitation or the ‘ Cure or Care’ model.

e Public policy is not influenced by those with disabilities as they represent a relatively
small marginalised minority.

Access to appropriate rehabilitation remains problematical. Where services do exist, they
are frequently centred on urban institutions (11). In addition, care is frequently driven by
health care professionals rather than people with disabilities, their carers and communities,
and therefore failsto address priorities and needs from their point of view. There are many
callstoincreasethe number of health care professiona savailableto provide services, including
physical therapists, recognising the significant shortfalls worldwide. However, there has
been limited progressin maximising the potential of that whichisavailablefor the benefit of
the majority of peoplein need.

Therecent international review of CBR aimed to contribute to the further devel opment of the
CBR concept and itsimplementation, by identifying the basic elements essential for effective
CBR, through areview of current CBR practice and experience in avariety of settings (4).
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DISABILITY IN A CULTURAL CONTEXT

Much has been written that seeks to explore the concept of disability and its meaning for
individuals and society. In addition, recent developments including the International
Classification of Functioning, Disability and Hedlth, referred to asthe | CF (18), are attempting
to redress the negative way in which disability has been perceived. Rather than an emphasis
ondisability, the shift isto focuson the abilities of disabled people. Thissection givesabrief
introduction to the cultural context of disability, theinfluence of the disability movement and
different modelsthat exist intheliterature. It also highlightsthe human rightsand equalisation
of opportunities issues associated with disability. It is not designed to provide a detailed
discussion of theissues, but to stimulate readersto think about them and exploretheliterature
more.

“...disability is defined by culture, and without an awareness of how disability is
perceived in the target culture, a disability programme does not stand much chance
of being relevant or sustainable.” (19)

Disability does not define people, society does. How disability isviewed, often reflectsthe
extent to which society embraces disability and diversity, rather than focusing on how an
individual’sability to participateto socially accepted normsmight be limited. Thereforewhat
is perceived as a disability in one society or culture may not be viewed as such in another
(20). The extent to which thefocusis on therights of theindividual, versus the needs of the
popul ation or community, will also determine how disability isviewed. Whilethe culture of
many devel oped countries gives predominanceto theindividual, the same cannot be said for
many developing countries (21,14). Thisisnot to say that oneisright and the other wrong,
but that society has influenced how rights are defined and needs identified and met. How
acquired (especially accident-induced) disability isseenin comparison to congenital, disease
or illness-induced disability, can be quite marked resulting in inequitable accessto services
and opportunities, and often financial support (20).

While few can argue with the ethics of equitable health for all, consideration needs to be
given to the ways in which disability is perceived in different societies, in response to a
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number of cultural variables, along with materialistic and economic issues. For example,
different belief systemsin some traditional societies give prominence to fate, karma and
divine punishment. These suggest that the person with adisability isnot in need of intervention,
asthedisability isaresult of the natural order of lifethat isnot within anyone’s control (19).
Thereare aso the differing responsibilities that the individual assumes, depending on their
statusinafamily or community, and theway in which any decisionsare made. Thisislikely
to impact on the extent to which the notion of empowerment (allowing, encouraging and
facilitating individualswith disabilitiesand their familiesto speak and act for themselves) is
appropriate or applicable (22). In many poor communities, disabled people are not seen as
apriority for development and investment, an awareness of thisand other cultural issuesis
key to any process designed to integrate disabled people more fully in society (19).

Understanding that cultureisthe sum of political, economic, social and spiritual aspirations
over aperiod of time, isessential to avoid alienation, exclusion and aloss of identity or sense
of community. If changing perceptionsand thinking about disability isto be stimulated, then
it needs to be done without undermining peopl€e’s own sense of identity (19).

THE DISABILITY MOVEMENT

The disability in need of charity and disability in need of treatment perspectives were
challenged by the disability movement (disabl ed peopl e themsel ves) with the emergence of
three key ideas:

e thesocial model of disability.
e independent living.
e civil rightsmovement (23).

With the devel opment of theseissues, there has come agreater focus on environmental change
for the benefit of agreater number of people, rather than individual based interventions (23).
This has posed challenges for health care professionals whose work has been dominated by
one-to-oneinterventions, with Oliver giving thewarning in 1983 (24), that professional s must
work with disabled peopleto devel op appropriate practice, based onthe social model of disability.

Consumersinitiated the challengeto professional ly controlled rehabilitation in North America
and other developed nations, which led to the emergence of the Independent Living (IL)
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movement. In this, barriers to access and equality in service provision were principally
identified as environmental and attitudinal, with particular concern that the professional -
client relationship facilitated dependency-inducing featuresin the person with adisability. In
the USA and Canada, IL centres developed, providing peer counselling, consumer-based
research, advocacy and self-help (25). There has perhaps been greater progress with social
welfare issues than with rehabilitation, in this approach. This might in part be related to the
way in which independent living centres (ILCs) were set up by professionals, as opposed to
centres for independent living (CILs) which were set up and staffed by disabled people (23).

The term independence is one that different stakeholders would agree on, but how it is

interpreted varies:

e Governments see independence as devel oping self-reliance and reducing the burden on
the state.

e Health care professionals focus on the ability of individuals to undertake a range of
activities that enable them to be self-caring.

e For disabled peopleindependenceis seeninterms of personal autonomy and the ability
to take control of their lives (23).

One of the debatesin the disability movement literature seemsto be the issue of power and

the answers to two key questions:

e Who hastheright to determine how disabled people should live their lives; and

e Who hasthelegitimate right and voice in determining the prioritiesfor the provision of
disability services(22)?

Answers to these vary within different cultural and societal contexts.

Whilethe disability movement hasbeen critical of the health care professions, the professions
have perhaps listened and begun some fundamental changes. Through empowering people
with disabilitiesto be active participantsand decision-makersin health care planning, delivery,
individual treatment programmes and service evaluation, they have acknowledged that people
with disabilities are not passive recipients of perceived professional wisdom, knowledge and
skills. A partnership model is therefore being progressed by all those involved. These are
important devel opments to take heed of, in considering the role of physical therapy in any
health services delivery model.

34 Vol.16 m No. 2 m 2005

J.C. No. 123. D:\Jayaprakasn\A P D R JMAPDRJ Vol.16-2.pmd



Asia Pacific Disability Rehabilitation Journal

MODELS OF DISABILITY
Another key debate concerning disability isthe way inwhich the medical and social models
of health have often been presented in opposition, as summarised by Lang (22).

It would seem that in the context of disability neither model provides a complete approach
and that an integrated approach, encompassing elements from both models will best serve
to meet the needs of peoplewith disabilities, their carersand communities. Thiswill facilitate
participation and contributeto the*... processto changethe social parameters of individual
existence” (26). This integrated approach does appear to have been recognised by WHO
(4,27,12).

Human rights

Hedthfor al and the equalisation of opportunities, along with accessto rehabilitation delivered
inaculturally and socially sensitive manner, can be seen asbasic human rightsissues (26,6,8).
Cole argues that the essential human right is the right to progress, achieved through “the
facility and ability to choose and participate in processes of social change” (26).

Ensuring that those with disabilities enjoy all aspects of human rights, is embedded in
international legislation and also widely at anational level. Thismeansthat the rights-based
approach to disability is subject to law. The approach isdesigned to “ ...empower disabled
persons, and to ensuretheir active participation in political, economic, social, and cultural life
in away that is respectful and accommodating of their difference” (28). The extent to
which national implementation makesthisapractical reality, isvariable.

The human rights approach sees the problems of disability stemming from within society,
not theindividual .

“Theexisting order of society, and the consequent all ocation of scarceresources, necessarily
engendersinequality, which reflectsthe power structure of society. Thissocia status quo
isideologically justified, legitimating privilege. And hence any effective analysis of the
socia position and humanrightsof personswith disabilitiesin particular, and disadvantaged
peoplein genera, and the resultant questioning of the allocation of resources, will haveto
addresstheinadequacies of the extant institutional order. And hence rai se questions about
theideological and cultural basisof socid life. “(26)
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In the context of international |egislation there are a number of United Nations documents
setting out international standards on human rights, along with anumber of resolutions and
declarations.

Themajority of thislegislation does not specifically mention disabled people, except for the
Convention on the Rights of the Child and the Standard Rules. There are however, anti-
discrimination clausesin place. Whileall therelevant human rightstreaties have significant
potential to improve the situation of disabled people, it appearsthat they are under-utilised
(29,28).

The corevaluesof individual dignity, autonomy or self-determination, equality and the ethic
of solidarity are fundamentals of human rights law that concern disability. To achieve this
thereisan increased focus on the participation and involvement of disabled people and their
representatives, including Disabled Peopl€’'s Organisations (DPOSs) in the devel opment and
implementation of policiesand plans (28).

To focus on how services are delivered and by whom, risks failing to integrate the person
with adisability in society. It failsto addressthe barriersto participation, so that while they
might receive appropriate equipment and improve their mobility they may, for example, till
be refused a job. Whereas, an approach that recognises the rights of disabled people and
puts in place comprehensive integrated policies and strategies to address these, is more
likely to fulfil these human rights. Providing rehabilitation and equipment would be only one
part of this (30).

Specifically in relation to CBR, the revised international position statement on CBR (4)
now places CBR within a human rights framework with reference to the International
Covenant on Economic, Social and Cultural Rights and the United Nation's Standard
Rules.

PRIMARY HEALTH CARE AND CBR

The Alma Ata definition of primary health care is the one to which governments have
pledged their allegiance and it is this which has shaped the development of national
policies.
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“Primary health careis essential health care based on practical, scientifically sound and
socially acceptable methods and technology made universally accessibleto individuals
and families in the community through their full participation and at a cost that the
community and country can afford to maintain at every stage of their development inthe
spirit of self-reliance and self-determination. It formsan integral part both of the country’s
health system, of whichit isthe central function and main focus, and of the overall social
and economic devel opment of the community. Itisthefirst level of contact of individuals,
the family and community with the national health system bringing health care as close
aspossibletowhere peoplelive and work, and constitutesthe first element of acontinuing
health care process.” (13).

Primary health care focusses on:

e maximum use of local resources, including traditional healers and trained community
health workers.

e  participation of theindividual and the community.

e affordable and accessible care.

e integration of prevention, promotion, treatment and rehabilitation.

e coordination between the health care sector and other aspects of society, such as
housing and education (17,13).

Rehabilitation personnel, including physical and occupational therapists and mid-level
rehabilitation workers, have been identified as being well-placed to facilitate the prevention
of tertiary disability, whereas physicians and nurses are perhaps more familiar with primary
and secondary prevention (3). However, physical therapists have avaluable contribution to
make acrossall levelsof prevention. To only seetheir role at thetertiary level posestherisk
of increasing the number of individualswith thislevel of disability requiring thistype of care,
rather than seeking to prevent them with earlier intervention.

Rehabilitation, in some instances, has been seen as a service delivered by health care
professionals, a key domain of therapists. However, as O’ Toole stated:

“Rehabilitation can nolonger be seen asaproduct to be dispensed; rather, rehabilitation should
be offered as aprocessin which all participants are actively and closdly involved.” (31)
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The recent publication of Innovative Care for Chronic Conditions: Building Blocks for
Action (32), goes some way towards redressing the imbalance in service delivery that has
evolved with many primary health careinitiatives. Thisplacesgreater emphasison the need
for health servicesto meet the needs arising from chronic conditions, much of which could
be met in the community. This needs to be balanced with the needs for primary prevention
akey driver in primary health care, as described earlier.

Ancther view of primary health care that emergesfrom aconsultation exercise undertaken by
the World Confederation for Physical Therapy (WCPT) with its Member Organisation, isthe
extent to which it equatesto first contact practitioner status. For example, that clients do not
need amedical referral to receive carefrom aphysical therapist, but can consult them directly.
In thisinstance, that care can be provided in acute, primary and community settings.

In the context of this paper, primary health care is seen to reflect international policy and
therefore services, that are provided in the community.

CBR wasdesigned asamodel by which cost-effective community / home-based rehabilitation
could be provided in developing countries (1). As defined, it was not seen to equate to all
rehabilitation that takes place outside an institutional setting, although it is easy to see how
the term can be interpreted as such. CBR, as internationally defined, is very much client-
centric as opposed to profession-centric.

Intrying to clarify what CBR is and to draw adistinction with any care that takes placein

acommunity environment, there are afew key points. CBR is not:

An approach that only focuses on the physical or medical needs of a person.

About delivering care to disabled people as passive recipients.

Only outreach from a centre.

Rehabilitation training inisolation.

Anapproach whichisdetermined by the needsof aninstitution or groupsof professionals.

Segregated and separate from services for other people (30).

Conversely CBRinvolves:

e Partnershipswith disabled people, both adults and children, their families and carers.

e Capacity building of disabled people and their families, in the context of their community
and culture.
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e Anholistic approach encompassing physical, social, employment, educational, economic
and other needs.

e Promoting the social inclusion of disabled peoplein existing mainstream services.

e A system based in the community, using district and national level servicesfor referral
(30,33).

CBR has been described on the basis of component features such as:

e provision of functional rehabilitation services.

e creating apositive attitude towards people with disabilities.

e the creation of micro and macro income-generation.

e vocational training.

e theprevention of the causes of disabilities (34).

It has al so been described on the basis of philosophical or ideological thinking (15).

Helander (35) hasidentified anumber of key principlesrelating to CBR. They are; equality,
social justice, solidarity, integration and dignity. These can be seento relateto the principles
embedded in human rightslegidlation.

As one aspect of its broad remit, CBR is a means of delivering health services in the
primary health care setting and therefore the two are intrinsically linked. CBR is not an
approach that only focuses on the physical or mental needs of a person and as such extends
beyond the healthcare domain. However, it isa so viewed by some nations as encompassing
all carethat takes placein the community, more anal ogous with thewider concept of primary
health care. CBR is not the only means by which rehabilitation services can be delivered in
primary health care settings. Both CBR and primary health care, focus on the needs of
individualsand the wider population. It isimportant though to understand that rehabilitation
in the context of CBR extends beyond a purely medical interpretation as discussed.

HEALTH SERVICES DELIVERY

WHO's declaration of ‘Health for al by the year 2000’ (10) still remainsalong way off. In
1995, the World Health Assembly (resolution WHA 48.8) urged WHO and its member
states to take coordinated action to reform health care, acknowledging that fundamental
change was required in approaches to health care delivery, the use of human resources and
their education and training (36).
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Differencesin health status and health care systems, including rehabilitation, are significant
from one country to another. However, they are most marked when comparing the devel oping
countries with those that are developed. While the socio-economic differences are
acknowledged, the continually widening economic gap is seen to be the principal influencing
factor (17). Even though the economic resources required to provide alevel of servicethat
even goes some way to closing the gap between met and unmet need, seems far from
reach, asKay et al said ‘ Developing nations can ill-afford the expense of the morbidity that
a failure to rehabilitate causes.” (37). That said, levels of morbidity tend to be higher in
poorer communities and, depending on the local health care system, this means that they
end up paying more when they can ill-afford to do so (38).

Within countries there are usualy a number of referral levels (figure 1). Starting with
community level services, there isthen access to district services, where district is defined
as the area covered by the first-referral level hospital and also the most peripheral unit of
local government and administration, with comprehensive powers and responsibilities. Itis
seen to exist at the interface between community planning and development and central
government planning and development (39,2). There is then a second-referral level to
provincial / regional / state services. These services, aswell as providing agreater level of
expertise, also provide education and supervision of rehabilitation workers at the district
level. Some special schools and vocational training centres may also be located in these
areas. The third level of referral is referred to as central or national services. Examples
include specialty or teaching hospitalsin large urban areas (39,2).

national
services

Provincial/regional/
state services

District services

* *

Community level services

Figure 1. Referral Levels
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Thisdescription of servicesmay bemorerecognisablein devel oping countriesbut al countries
have an analogous system of increasing complexity, specialisation and multi-sectoral
collaboration.

Models of rehabilitation

Institution-based rehabilitation and outpatient services are model srecognisable to most health
care professionals and the ones that have historically influenced education provision. These
services have been driven and developed by health care professionals. Health care reforms
are seeing an increasing emphasis on service user involvement in shaping future model s of
hedlth service delivery. However, thisremainsarel atively new concept and onein devel opment
itself. In most countriesinstitution-based rehabilitation is urban-based, making it relatively
inaccessible and expensive to access, especialy in poorer communities.

How disability has been perceived has influenced health care service provision, including
rehabilitation. The disability movement and the devel opment of the social model of health
have been influential in affecting change in recent years.

With afocus on community settingsrather than institution-based centres, CBR isone model
of providing rehabilitation, which isexplored latter. There are anumber of different models
of CBR that have been developed in response to local needs and a number of other
programmes of interventions which share some common goals, but have fundamental
differences. One such programme is that which is referred to as out-reach. These
programmes are run by health care workers e.g. physical therapists, at a loca level to
provide complex professional carewhich directly addresses patients' pathol ogy, impairments,
and/ or disabilities (37,2). Such servicesare controlled from an institution and there may be
amismatch between what the people need and what the institution can provide (30).

CBRisnot theonly model inwhich community participation isemphasised. The devel opment
of the Independent Living (IL) movement, is another. While their origin is different, they
both developed as a response to criticisms of the traditional rehabilitation model that was
dependent on highly trained health care professionals. The essential difference between
CBR and IL is that the CBR model is one of partnership between the community and
service providers, whereas control is seen as essentially being with disabled consumersin
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theIL model (25). In contrast to the IL movement, it is often health care professionals who
speak out in support of CBR and raise its profile, whereasin IL it is principally consumer
driven (25). How well thisisthen translated through implementation, is another matter.

Rehabilitation provision

In 1995 O’ Toole suggested that institution-based rehabilitation was helping no more than
2% of thosein need (31). Thereishowever an increasing shift away from delivering health
services managed from institutional carefacilitiesto primary health services, centred onthe
needs of thelocal community and delivered inthe community. Thisisafocusin both devel oped
and devel oping countries. Ingtitutions are not redundant but are becoming increasingly focused
onthe provision of specialist services. Theway inwhichit isdevel oping variesfrom country
to country with the differing funding and infrastructure systems, as well as the different
social and cultural environments.

A recent eval uation of theimplementation of the UN Standard Rules on the Equalisation of
Opportunitiesfor Personswith Disahilities (40) found that almost 30% of countriesresponding
did not provide national rehabilitation programmes. It also found that physical therapistsand
other allied health professionals are rarely available at a local or district level, being
predominantly available at the national level. CBR workers were not reported as being
present in devel oped countries. Physical therapists and other professional health careworkers
were seen as specialists and often only accessible at national centres, which are impractical
and costly to consult. The problems of providing programmes of treatment and rehabilitation,
beyond one consultation, are further magnified.

The survey (40) found that primary health care has become the focus of delivering services
tovillagesand poor urban areas. Forty-four countries reported providing community-based
rehabilitation in these settings. However, estimates suggest that almost 50% of countries
are only providing rehabilitation for 20% or less of the population. Where rehabilitation
servicesare provided, they appear to focus on mobility problems and less so on other needs.
Primary health care and CBR were both reported as mechanisms by which rehabilitationis
delivered. Whilethere has been progressin involving people with disabilitiesthrough CBR
or asteachers, instructors and counsellors, they are lesslikely to beinvolved in the design,
organisation or evaluation of rehabilitation programmes.
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Thesurvey (40) also investigated theinclusion of disability issuesin thetraining curriculum
of health care professionals. Concern was expressed at the number of countries where this
was not provided for doctors, nurses and primary health care workers. On the contrary,
physical therapy performs well in this area, with only 7 countries reporting that it is not a
component. However, this should still berectified.

Whilethe survey found that children are generally well provided for, the needs of adultsand
the elderly are not well catered for despite the significant risks of disability associated with
age and socio-economic and political circumstances (40).

Some rehabilitation services focus on a defined client group, such as those with multiple
sclerosis, often reflecting financial backing from aNon Governmental Organisation (NGO),
or aparticular type of functional limitation, such asvisual, in isolated settings. What such
programmes need to ensure, is that they provide for physical, sensory, mental, spiritual,
emotional and socia needs, taking aholistic approach.

Accessto rehabilitation is often dependent on amedical physician’sreferral, who may only
be based at a national or provincial level, thereby potentially denying those in need of
rehabilitation, who do not have accessto aphysician. It may also be dependent on the extent
to which that physician has been given rehabilitation-orientated training (37).

Physical therapy provision

Thedifficultiesinrealising aprimary care orientated vision are numerous. In termsof physical
therapy, many devel oping countries haveinsufficient numbers of physical therapiststo operate
at alocal level and they are mainly located in national or provincial centresand, to alesser
extent, district services (3). For example, in devel oped countriesthe average physical therapist
to population ratio is 1:1400 compared to an estimated average of 1:550,000 in developing
countries (41).

Assessing local needs and resource analysis

Thereis no one model of health services delivery that will suit all circumstances. What is
required is a needs-based model developed in responseto local circumstances. Some early
programmes of CBR were not successful because they did not undertake any research on
the self-perceived needs of thetarget population, or the availability of local resources (42,21).
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Before determining what type of primary health care or rehabilitation serviceisrequired, it
isimportant to consider thefollowing (37,21,41,3):

Health needs

» Typesof frequent disabilities eg movement, sight, learning, behavioural

» Causesof those disabilities eg disease, injury, congenital

» Differing levelsof severity

» Measuresaready in place to prevent those disabilities

Cultural context

» Thesituation of the disabled person and their family

» Extent of participation: exclusion from social activities/ participation

» Factorsinfluencing participation / exclusion —both opportunities and barriers

» Expectations of disabled peoples, carers and community — priorities

» Health seeking behaviour / beliefs

Health service provision

» Rehabilitation services already in existence

» Disability prevention and rehabilitation services needed, but not currently provided

» Government philosophy and health service plans — political, economic and social
positions

» Accessibility of general health services— eg screening, immunisation

» Availability of existing local resources

It is important to identify and understand the current situation and map services; then to
identify with all those concerned as to what gaps exist and what is required. Only then can
consideration by all relevant parties, be given to what health service provision is most
appropriate. Thisneedsto take account of feasibility, accessibility and acceptability issues.
None of thiscan be done without consideration of resource constraints, financia, facilities/
equipment, education, transport, and manpower, including level of skills and competency
required to deliver what is necessary.
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COMMUNITY-BASED REHABILITATION -

ORGANISATION, DELIVERY AND EVALUATION

Funding and accountability

Both Governmental and Non-Governmental Organizations (NGOs) may fund or bein charge
of CBR programmes. However, it isthe responsibility of the Ministry of Health to provide
prevention and medical rehabilitation services (3), with other relevant ministries contributing
asappropriate. In addition, while NGOs may fund CBR, states still have aduty to ensurefull
compliance with human rights laws both in the public and private sectors and to provide
equitable treatment for disabled people (28). Most CBR services are provided by NGOs,
which are based in urban areas, with little dispersal to rural areas (42).

CBR has developed in response to the need for governments and other non-governmental
agenciesto usetheir limited resourcesto provide better coverage. As such, the way in which
CBR has developed, has in part been in response to the agendas of the donors, funders and
politicians, aswell asthe people with disabilitiesand their carers and communities (43).

Organisation

CBR model s appear to be top-down or bottom-up. Theformer isan extension of thetraditional
institution-led model of rehabilitation. L eadership and control extendsfrom the government
or NGO, through professionally led rehabilitation services seeking the participation of people
inthe community, with the services pre-determined by the professions (25,34). The bottom-
up model reflects more the origins of CBR where services are planned, managed and
provided by members of the local community (25,21). This acknowledges that the local
communities have their own resources, skills, abilities and understanding of local
circumstances, which are significant strengths to be utilised. This can be seen to be more
flexible and responsiveto local needs, facilitating ownership and acceptance, thereby enabling
change.

Many CBR programmes have devel oped asaresult of professional |eadership, often through
health care personnel working with NGOs, drawing together relevant expertise and financial
backing.

Given that CBR should be designed to meet local needs there are many CBR models that
exist.
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CBR personnel

It has been proposed that there are three levels of service personnel required for CBR

(35,44), who need to be overseen by a CBR manager to ensure coordination of services.

These are:

e Level one: grass roots workers delivering services in a community - CBR workers.

e Mid-level: workerswho organise and support level oneworkers: Mid-level rehabilitation
workers (MLRW), therapy assistants or supervisors.

e Level three: professionals who refer usersto the community or to whom referrals can
be made from the community, such as physical therapists.

This structure may be used by CBR projects, but not necessarily so. How programmes are
structured and who is involved may well be dependent on the individuals, agencies and
organisationsinvolved in establishing the programmes.

Community health or development workers may bethe main contact for rehabilitation services
at alocal level, dependent on which, ministry or organisation is responsible (3). They may
act asvolunteersor be employed. Their training should be provided locally and based on the
needs of the project and local people (45).

CBR workers are key in the implementation of CBR. They are usually the main person in
contact with the family. They are able to:

e act aslocal advocates on behalf of people with disabilities and their families with the
health services personnel.

e provideliaison and continuity of careinthe community on behalf of professionalse.g.
continued supervision of home programmes.

e act as directors of community initiatives to remove social and physical barriers that
affect exclusion e.g. increased socia acceptance (37).

e provide apositive role model for service usersif they themselves have a disability.

Concern has been expressed at what volunteer CBR workers can achieve. What isit, that
isrealistic to expect of them, without reward, recognition and status? What incentive exists
for them to attain higher level skills without ‘rewards (15)? However, the non-disabled
volunteer can be critical to the implementation of many CBR programmes. One exampleis
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the use of women through the Indonesian Women's Family Welfare Movement (PKK),
which has an infrastructure that includes the national and village level. The success of this
initiative builds on the philosophy of mutual self-help, that is part of the traditional culture
(25).

Several countries have resorted to paying volunteers an allowance and refer to them as
CBR workers or teachers (as in Malaysia), discarding the term volunteers. However, the
term CBR teachers has been mis-interpreted by some, including the public, to mean that
CBR provides academic programmes for children with disabilities, particularly those with
learning disabilities (46).

Concernsalso existswherethetraining of CBR workers hasfocused purely on the concepts
of CBR, motivating the community and communication, but not on devel oping rehabilitation
skills(15). Thishighlightsavalid areaof contribution for physical therapistsand other members
of the health careteam, to provide comprehensive and inclusive training and ongoing support
and case management, including goal setting, defining interventions and evaluation and
monitoring for CBR workers.

There appears to be less consensus on the role of mid level workers (45). The extent to
which they act as supervisors of CBR workers, project monitors or managers is variable
and therefore, they need training that i s adaptable to how they are going to work onindividual
projects.

Professionalsinvolved at thethird level of service provision caninclude, but are not limited
to: doctors, nurses, physical therapists, occupational therapists, counsellors, support staff,
orthotists / prosthetists, and technicians. As described earlier, they are often found at the
provincial or national level, with few at community or district level. They are often seen as
resources to refer disabled people and their families to, if the first two levels of workers
need additional advice or are unable to meet the needs identified. This provides access to
specialist advice and supervision.

Professionals involved in CBR programmes need to be appropriately educated, to work
with disabled people and communities in away that may not have been reflected in their
professional education (45).
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Multi-professional and multi-sectoral collaboration

Multi-professional, inter-agency and cross-sectoral collaboration are essential in delivering
effective services responsive to the needs of local populations. There needs to be an
integration of health, education, social care, labour and employment policies at a national
and local government level. Interms of multi-professional collaborationit isalso necessary
between general health service staff and rehabilitation staff (3).

Theimplicationsfor theroles of physical therapists, arising from any model of health service
delivery, will be dependent on the availability of other professions and support staff, aswell
as the extent of integrated inter-agency and cross-sectoral working relationships. This
includesworking relationshipswith Disabled People€' s Organisations. The availability, or not,
of some professions in a given environment and setting could have implications for the
potential merging of rolesin order to maintain a client-focused attention to needs (37).

Collaboration is not simply about recognised professional groups but also the cooperation
between western and traditional health care workers. This concept was promoted early on
(13), but the extent to which it has become areality remains questionable. While the role of
the traditional health care worker is seen to have many advantages in taking health careto
thelocal community thereisarisk in managing expectations of those who seek to provide a
service based on the principles of developed health care systems. Thelocal community may
no longer accept the traditional worker and see them as a lower form of provision and a
reflection of lack of commitment to improve health care provision (14).

Other facets of collaboration and cooperation are derived from the multi-sectoral working
required to meet the needs across all domains that impact on quality of life, not simply
health (34). As stated...

“the basic concept inherent in the multi-sectoral approach to CBR isthe decentralization
of responsibility and resources, both human and financial, to community-level
organizations. In this approach governmental and non-governmental institutional and
outreach services must support community initiatives and organizations.” (34)
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Evaluation of CBR

Evidence for the clinical and cost effectiveness of different models of primary health care
and specifically CBR, arelimited. Thisisnot limited to the contribution of physical therapy,
but to the delivery of these health servicesin general and therole and contribution of different
health care workers. A summary of several CBR programme evaluations can be found in
Prejudice and Dignity (35). However, this is a selective summary rather than a
comprehensive review of different programmes.

A WHO report (11) acknowledged the need to evaluate CBR and yet there has been little
progresswiththis. Where eva uations exist, thefocus has primarily been on process-orientated
outcomes rather than changes in health or social status for individuals or community
improvements. Additionally, WHO’s guidance on evaluation (47) was primarily targeted at
those participating in CBR programmes, to help them understand more about the dynamics
of their own programmes, as opposed to an external objective evaluation. Both approaches
have their place in understanding more about the effect of CBR programmes.

Thereisalso alack of descriptiveresearch describing different CBR programmesin sufficient
detail, to understand what actually happens. This coversactivitiesand services provided, as
well as experiencesfrom the perspective of disabled people, their families, CBR personnel,
health care professionals, those involved with educational, employment or other areas of
activity and othersin the community (48). Thislack of descriptive and observational research
therefore, hinders understanding of the effectiveness of CBR programmes and evaluative
research. This is further hindered by the lack of widely disseminated and accessible
information. Whileevidence-based practiceisdriving health servicesin developed countries,
facilitated by the advancement of health informatics and the wealth of information available
via the Internet (49), lack of access to information resources is a barrier to information
sharing in most devel oping countries. Research cannot happen without appropriate funding
and funding for research inthisfield isdifficult to attract (48).

Stineman (50) has proposed four guiding principles for CBR that should inform future

evaluations:

1. Seek the equalisation of opportunitiesand support for human rights.

2. Ensurerelevance of the programme activitiesto local culture, circumstances, needs and
priorities.
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3. Achieveamulti-sectoral approach through collaboration among different international
groups, governmental agencies, and non-governmental partnersincluding organisations
of people with disability, community organisations and groups, and national NGOs.

4. Movetoward achieving sustainability, efficiency, and effectiveness.

Further recommendations are made for standardising report writing and the devel opment of
standard indicators for planning and evaluation that ook at input, process and output (50).
Progresswith thisapproach could provide valuable information inthefuture. Inaddition, itis
important to acknowledge that collaboration alone cannot bring about change and that
cooperation isvital to success.

A recent qualitative review of the impact of CBR programmes in three countries (Ghana,
Guyanaand Nepal) on the quality of life of disabled people, found that they had a positive
effect on self-esteem, empowerment and influence, self-reliance and social inclusion.
However, they had limited impact on physical well-being, and on confidence and trust in
society, regarding human rights fulfilment (51). A concern arising from the research was
the extent to which disabled people are still viewed as beneficiaries of the programmes,
rather than active participants.

A number of CBR programmes had been experienced by the disabled people / parents
interviewed and the researchers found that there were a number of initiatives that were
perceived to be most useful:

Social counsdlling.

Training inmobility and daily living skills.

Providing or facilitating accessto loans.

Community-awarenessraising.

Providing or facilitating vocational training/ apprenticeships.

Facilitating information for local self-help groups, parents’ groups and DPOs.
Facilitating contactswith different authorities.

Facilitating school enrolment (school fees and contacts with teachers) (51).

YV V.V V V V V VY

Whilst acknowledging the limitations of theresearch, thislist providesauseful reminder of
the multi-dimensional nature of CBR encompassing different social, domains and not just
health. Evaluating CBR programmes poses challenges for researchers, universities,
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governments, programme funders and those involved in delivering the services, aswell as
the service users. Small pilot projects can provide insights into services, but larger scale
evaluations are required, necessitating significant funding.

IMPLICATIONS FOR PHYSICAL THERAPY
Thissection discussestheimplicationsfor physical therapy arising fromtheliteratureandin
response to the findings of the WCPT consultation on CBR.

Professional autonomy and status

If physical therapistswant to protect their domain of expertise and see themselves asrequired
to be the primary care giversin direct contact with those with disabilities, then they risk
mystifying rehabilitation and making it inaccessible to those most in need, especialy in
developing countries (42). Toignorethe view that those with disabilitiesarethe “legitimate
and rightful arbiters in deciding what is best for their lives’ (22), again does nothing to
support consensus building in providing appropriate and accessible health care services.
These valid perspectives pose challenges for the profession.

It would appear that institution or private based physical therapy isthe preferred option for
themajority of physical therapists, usually associated with higher professional status (25,41).
In these circumstances, the emphasisis on professional skills and expertise lying with the
professional. Thiscontrastswith theway in which community based physical therapistsare
conferred with alower status and a focus on transferring skills to empower other workers
and families (41). In addition, emphasis in urban centres is primarily on cure rather than
rehabilitation or maintenance, so the health gains and improvements achieved by the health
professionals are perceived to be greater (25).

The influence of the disability movement and services such as CBR can be seen to pose
threats to the status of the professional if ownership and leadership sit with the person with
adisability and thecommunity. Thisisoccurring in parallel aseffortsto enhance professional
autonomy and the devel opment of the profession in many devel oping countriesand could be
seen as a source of tension (25).

Part of being a professional, is being perceived as an expert with a particular domain of
knowledge. Historically, thishasmeant that aprofessional’ sknowledge, skillsand judgement
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haverarely been questioned. However, acommunity-orientated approach seesasignificant
shift of control from the professional to theclient / family. Whilethe professional isstill seen
ashaving an expert body of knowledge, they arefar more aresourcefor clientsand families
(41). Whilst the development of evidence-based practice is not without its critics, it has
sought to challenge the profession-centric model of practice to one that creates a more
balanced rel ationship between professionals and clients, through promoting shared decision-
making (49).

Primary health care may not have been embraced by some health care professionals, who
potentially seeit as providing negativeincentivesfor them professionally. Especialy, if the
focusis on prevention, when their skills and main business have been curative, often with
the opportunity for additional privateincome (14). However, physical therapistshavealways
had a focus on prevention and are keen to develop this area of practice further.

All of the above, pose dilemmas for a developing profession. In many countries where the
profession isrelatively new, or isstill emerging, part of furthering its progress has been to
ensure academic credibility and standing in the universitieswhere education takes place. To
achieve this may have required a strong biomedical focus to the education and research
programmes. While developing a more client-centred community-orientated education
programme which may be appropriate, this needs to be done with an awareness of the
education and practice environments.

Physical therapy roles

Physical therapistsundertake, or havethe potential to undertake, anumber of rolesin primary
health care and CBR, dependent onlocal cultural and socio-economic circumstances. These
have beenidentified as (52,53,37,41,34,54,3):

Preventing disability and deformity.

Educating/ training disabled peopleto move around.

Promoting self-care.

Educating, training and transferring skillsto other staff.

Consultancy, advice, support and supervision to other health care personnel.

Health promotion and disease prevention.

Curative and rehabilitation services.
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Instigators of CBR services.

Team leaders and managers.

Providers of direct care.

Advocates for disabled people, local communities aswell asthe profession.
Advisersto governments, NGOsand local communitieson establishing CBR programmes.

There are a number of significant differences in emphasis of the role between institution-
based and community-based physical therapists (41) as outlined in table 1.

Table 1: Differences in physical therapy roles

Physical Therapy in Institutions Physical Therapy in CBR

o Direct service provision to the client e Mainlyindirect
o Predominantly 1:1therapist:client ratio o 1therapist:to agiven population
o Person receiving services usually | e Person receiving services addressed as

addressed as patient client

o Rarely worksin groups » Often worksin groups

o Allocates therapy time according to | « Allocatestime based onthe needsof the
individua needs population

o lded to care for afew o Good basic careto all

o Perceived higher professional status o Perceived lower professional status

o Canfocusonastrongbiomedical model, | « Usesastrong social model
although attitudes and approaches are

. e Teaches/trainslocal healthworkersand
changing

familiesto carry out day-to-day therapy
o Acts as an expert resource

It ssemsthat flexibility and innovation arerequired to ensurethat physicd therapistsare adaptable
and used to maximum effect in any given situation. Ensuring that physica therapistsare competent
intransferring their skills and knowledge to others, aswell as recognising this as alegitimate
professional activity, needs to be incorporated into professional education programmes (55).
Thisisparticularly pertinent in the primary health care setting and in those countrieswith very
limited financia investment in health care and specifically physical therapy.
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In terms of professional roles and advocacy, O'Toole gave a salient warning in 1995 that:

"If ... thevision and courage to tread new paths are lacking, then the danger isthat more
conferenceswill be held, more declarationswill bewritten, more slogans devised, and still
98% of the disabled population will remain totally unaware of the international concern
being voiced on their behalf* (31).

Thisthereby suggests a requirement to challenge the status quo, professional domains, and
service models and action to address the deficiencies.

Kay et a (37) suggest that the direct use of physical therapists in CBR would serve to
institutionalise the efforts of CBR and negate the cost-effective self-help values of the CBR
movement, introducing an approach contrary to the basic philosophy.

Giventhevariety of rolesthat physical therapistscantakeonin CBR, itisimportant to identify
the skillsrequired to fulfil theseroles. Some of these may not have been covered in professiona
education programmes, such ascompetency in community organisation and development (46).
In addition, achange of approach may berequired from the physical therapist asexpert, to the
physical therapist asaresourcethat provides advice and support when asked by the community,
rather than stepping in when they decide that it isrequired.

Inreviewing theroleand contribution of physical therapists, it isimportant to be mindful of
the consequencesfor other health careworkersinvolved, including CBR workers and other
professional groups. Also, that the other stakeholders, including DPOs, have a valid
contribution to make in assisting the profession, to review its role. Any review needs to
consider the needs of individual service usersand also be recognised within National Service
Frameworks for CBR, where they exist.

Pre and post qualifying education of physical therapists

To date, physical therapy education has tended to focus on institution-based learning
environments, which may not necessarily engage students with the potential for working in
rural and community settings once qualified (41). Thisis not universal and there are some
qualifying programmeswhich have asubstantial primary care orientation to their curriculum
(56,41). Nor isthis situation limited to physical therapy (57). Concern also exists over the
provision of high quality and relevant continuing professional development opportunities post
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qualification (57). With afocus on CBR, O’ Toole and McConkey (55) identified the need
for qualified professionals to receive appropriate education and training on topics such as
handling groups, meeting the needs of adult learnersand the preparation of learning resources.

Preparing physical therapiststo work in community settingswith local communities, disabled
peopleand their families, may a so require changesto the curriculum. With astrong emphasis
on institution-based learning there is often little exposure to different health care settings
beyond the predominantly urban areas where these institutions are located (41).

Ashighlighted by Twible and Henley (41), preparing physical therapistsfor community
orientated services requires philosophical, organisation, conceptual and structural changes
in education provision. Along with the differences between institutional and community
based services already identified, they highlighted the differences in resources where
CBR models are dominated by low technol ogy, low cost, the use and adaptation of existing
resources and the use of local human resources; a stark contrast to institutional settings.

A recent study from South Africa (56), examined students experiences of working in a
disadvantaged local community, to determine gapsin the pre-qualifying curriculum so that
changes could be identified and implemented to better prepare students for this practice
context. The researchers found that students were insufficiently aware of social, political,
economical, cultural and religious differences influencing the communities and how this
impacted on the health of disabled people and their carers. Other gaps related to levels of
knowledge concerning the national socio-political environment, human rightsissuesand health
behavioursand beliefs. Studentsdid however, rate highly the experience gained. Depending
on the local community setting there can also be particular issues concerning the safety of
any health worker. Since education changes were implemented in the curriculum, there
have been more physical therapists who on qualification chose to work in community and
peri-urban areas, often requiring that they worked on their own and in quite isolated areas.
Further evaluation of the outcomes resulting from the curriculum changesin this physical
therapy programme, is planned.

It isinteresting to note that the model of education in South Africa had been traditionally
modelled on that of the UK, which while devel oping excellence, was probably not equipping
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physical therapistsfor their local context, raising apotential mismatch between preparation
for practice and local needs. Developments in primary health care in South Africa, have
now led to the requirement that physical therapists must complete one year of community
service, in areasthat have historically been under-serviced (58,56). Thisis of particular note
in developing and facilitating the migration of physical therapistsinternationaly, whileensuring
fitness for purpose in terms of the needs of national and local health service provision.

Acknowledging the role of physical therapists in skills transference and the education of
others, they need to be prepared with the appropriate skills and knowledge of educational
approaches to achieve this end effectively (41). Acquisition of appropriate knowledge and
valuesto orientate professional behaviour towards counselling and collaboration with families
and communities, promoting the concepts of independent living and full participation, isalso
required (59).

Earlier, the discussion focussed on the variety of rolesthat physical therapists cantakeonin
CBR and in doing so also provided pointers for educational programmes in terms of skill
acquisition and competencies.

There are a number of primary health care and community orientated service delivery
models and physical therapists need to have an understanding of these and their relative
strengths and weaknesses for a given context. What appears to be important for success, is
the knowledge and understanding they have of their local environmentsand the socio-poalitical,
economic and cultural factors that influence them.

Recognising the need to better orientate the physical therapy curriculum to primary
health care and the different models of health services delivery that operate worldwide
revisions have been made to the Declaration of Principle on Education produced by
WCPT (accessible from www.wcpt.org).

CONCLUSION

This paper has set out the context of practice for physical therapists, asit relates to primary
health care and CBR, with an emphasis on CBR. The literature reviewed does not include al
published work, as it is not a systematic review, but it is hoped that its breadth will assist
physical therapistsin devel oping primary health care and specifically CBR services. CBR was
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developed as a particular model for meeting the rehabilitation needs of devel oping countries.
Itsapplication in devel oped nationstherefore needs careful consideration of itsapplicability to
the socia and cultural environment that predominates (25).

Asidentified, thereisadilemmafor the professionin striving to balance the need for enhanced
professional status and recognition, while achieving amore client or community-orientated
focus. This poses challenges for practice and education.

Experiences of health sector reform again vary worldwide, and it is clear that there is no
one template or model to follow, due to the diverse circumstances in different countries.
However, there should be an ethos of sharing experiences and learning from others. How
health services are financed and the extent to which they provide quality cost-effective
services are key components of reform. One of the elements of any reform or evaluation
should be areview of how the human resources are used efficiently and effectively. This
requires consideration of the education, training and scope of practice of different recognised
professions, as well as consideration of new models and roles (57).

Recognising the developments in primary health care and CBR and the need to support
these, while also supporting the development of the profession, WCPT has developed a
Declaration of Principle on Primary Health Care and a Position Statement on CBR. Bath of
these were approved at the 15" General Meti ng of WCPT in 2003. In addition, amendments
were approved to the existing Declaration of Principle on Education, to better prepare physical
therapists for the changing context of practice.

* Project Manager

WCPT, 46-48 Grosvenor Gardens, London SW1 W OEB, UK
Tel: +44 (0)20 7881 9234, Fax: +44 (0)20 7881 9239

E-mail: inffo@wecpt.org Website: http://www.wcpt.org
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