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Introduction 
Over the last 40 years, community-based rehabilitation 
(CBR) has been used as a community development 
strategy that aims at improving the lives of persons 
with disabilities within their community, by working 
with and through local groups and institutions. This 
Perspective aims to shed light on the development of 
CBR across the world, emphasizing the strength of 
adaption and adoption of the framework globally, but 
also stressing the importance of aiming for more global 
knowledge creation in the field of rehabilitation. 

 

The beginnings of CBR can be traced back to the 1978 
Declaration of Alma-Ata, which set an ambitious and 
broad goal of Health for All through primary health 
care. Recognizing health inequalities and viewing 
health as a human right, the Declaration promoted the 
development of a sustainable, comprehensive primary 
healthcare system. Although the Declaration has failed 
to be implemented globally, it can be considered as an 
impetus for a wider use of a human-rights approach to 

health.1 In addition, for the first time in history reha-
bilitation was included in primary healthcare. The Dec-
laration of Alma-Ata called for primary healthcare to 
address the main health problems at the community 
level by providing “promotive, preventive, curative 
and rehabilitative services.”2  

 

CBR was initially launched by the World Health Or-
ganization (WHO) as a strategy to increase access to 
rehabilitation services for persons with disabilities in 
so-called low- and middle-income countries (LMICs).3 
WHO focused on the development of a training man-
ual for people with disabilities in the community to 
provide CBR services.4 Over the next four decades, 
CBR has evolved into a much broader and multisec-
toral approach to community-based inclusive develop-
ment (CBID).5 In 2010, the WHO published CBR 
Guidelines to provide guidance for the development 
and strengthening of CBR programs, promote com-
munity-based development inclusive of persons with 
disabilities, support stakeholders to meet their basic 
needs, and enhance the quality of life and facilitate 
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empowerment of people with disabilities and their 
families.6  

 

CBR Guidelines were developed as a result of a collab-
orative global effort of more than 180 individuals and 
representatives of almost 300 organizations mostly 
from LMICs.2 They are built on the matrix represent-
ing CBR’s key components including health, educa-
tion, livelihood, social sectors, and empowerment. The 
CBR matrix reflects social determinants of health in 
the sense that it recognizes the non-medical aspects 
that influence the lives of people with disabilities. CBR 
Guidelines are informed by the UN Convention on the 
Rights of Persons with Disabilities (CRPD), a social 
model of disability, and the International Classification 
of Functioning, Disability and Health (ICF). They are 
reflective of social determinants of health and sustain-
able development goals.7 Health was viewed broadly 
and holistically as influenced by physical, environmen-
tal, and personal interactions. In this way, healthcare 
professionals and researchers began to look beyond 
the bedside to society as a whole.  

 

Over time, CBR and CBID have evolved and trans-
formed to meet the needs of persons with disabilities 
in more than 90 countries. The diversity of CBR im-
plementation models speaks to the strength and sus-
tainability of a flexible global strategy that can be 
adopted, adapted, and altered to meet the specific 
needs of persons with disabilities in specific contexts. 
Conversely, diversity presents a challenge to CBR’s de-
velopment and understanding of its effectiveness 
across countries, fields, and disciplines — as every 
CBR approach is context-specific, making it hard to 
generalize its impact. The growing body of research on 
CBR has established that —despite its issues with 

cooperation between non-governmental organizations 
(NGOs) and local health workers, financing, legal dis-
putes, and communication — CBR is a feasible and ef-
ficient way of providing guidance and assistance to per-
sons with disabilities.8-14 However, CBR is still consid-
ered “data rich and evidence poor.”15  

 

In this article, we discuss the differences in rehabilita-
tion research and practices between high-income coun-
tries (HICs) and LMICs in relation to community-
based rehabilitation. Pertaining to our discussion are 
the social and political forces that influence health and 
healthcare. 

Understanding the Differ-
ences Between HICs and 
LMICs 
Recently, an increasing number of researchers have ad-
dressed the ubiquitous and non-reflexive use of the 
terms ‘LMICs’ and ‘HICs’ as categories across disci-
plines and their attached preconceived assumptions.16-

17 Therefore, we find it important to address the termi-
nology used in this article. While we recognize the de-
bate and the contention this division creates, we delib-
erately chose to use these terms in this perspective 
piece, as this divide showcases the exact problem we 
aim to address. Too often, the situatedness of CBR 
practice is assumed to take place in the LMICs, and too 
little attention is paid to the spaces and political realities 
in which rehabilitation practices take place. In this per-
spective, we aim to showcase how understanding the 
difference and organizing mutual learning regarding re-
habilitation approaches in LMICs and HICs can allow 
for the further improving of rehabilitation worldwide.  
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Although CBR has been suggested globally as a strat-
egy for rehabilitation, equalization of opportunities, 
poverty reduction, and inclusion of persons with disa-
bilities within overall community development,18 it was 
mostly implemented in LMICs. Consequently, most 
benefits, knowledge, practice, and research on CBR 
have been generated in and remained within these ge-
ographical areas. High-income countries (HICs) rarely 
seem to use the CBR approach for rehabilitation prac-
tices, relying mostly on highly specialized medical ser-
vices.19 Reasons for the paucity of CBR practices in 
HICs and its use in LMICs, may be caused by 4 inter-
related factors: (1) Different knowledge systems; (2) 
Infrastructural differences; (3) Attitudinal barriers 
from researchers; and (4) A shift in the WHO’s ap-
proach toward CBR. 

 

1. Different knowledge systems. Historically in HICs, the 
medical model of disability was used in rehabilitation 
practices, which primarily focused on physical impair-
ments in individuals that resulted in functional limita-
tions.20 Disability was not often contextualized —that 
is, considered without reference to social and environ-
mental factors. This fact was in contrast with CBR 
principles, which embraced a rights-based approach 
and the social model of disability. While increasingly 
HICs adopt the social model of disability and the ICF 
model, which partially accounts for contextual factors, 
the main focus of rehabilitation remains on medical in-
terventions to address individual physical improve-
ments.21 Moreover, while the ICF model identifies the 
needs and challenges of individuals by focusing on ac-
tivities and participation, CBR expands upon this fur-
ther by also considering community development, re-
habilitation facilities, and the equalization of 

opportunities and social inclusion of persons with dis-
abilities. While CBR focuses on five components: 
health, education, livelihood, social factors, and em-
powerment — representing a more holistic approach 
— the ICF maintains a narrower focus on biopsycho-
social health.22-23  

 

2. Infrastructural differences. The differences in health in-
frastructure, workforces, access to care, and financial 
resources, have resulted in different focal points in the 
rehabilitation practices in HICs and LMICs. For exam-
ple, rehabilitation professionals in HICs often have ac-
cess to more high-technology rehabilitation and assis-
tive devices than practitioners in low-resource set-
tings.24 CBR was created to respond to the needs of 
persons with disabilities and their practitioners, and to 
find sustainable solutions in low-resource settings.25 
HICs focused on the development of new interven-
tions.  

 

3. Attitudinal barriers from researchers. HICs might use as-
pects of CBR, but do not call it CBR.26-28 As CBR was 
created initially for use in non-Western countries, HICs 
— due to issues related to (post-)colonialism that reject 
other, non-western knowledge — may not feel com-
pelled to CBR, suggesting it is only for those in low-
resource settings as opposed to ‘their’ advanced reha-
bilitation centres.29 Moreover, while “data rich – evi-
dence poor” CBR calls for more methodologically-
sound research. it also calls for HICs to examine views, 
values, understanding, and acceptance of different 
types of knowledge and data, as well as evidence in lan-
guages other than English. The fact that this is cur-
rently only done on a small scale leads one to question 
whether high-quality evidence is a privilege afforded to 
wealthy countries.30 It is important to recognize forms 
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of evidence and research, even when this does not 
comply with the research standards of academic jour-
nals in HICs. Balakrishna Venkatesh of CBR Global 
Network describes this point further when stating: 
“People with limited resources don’t live for evidence, 
they live by supporting each other, building community 
resilience, mutual respect, interdependence.”31 Also, 
while in most cases, CBR research is driven and funded 
by HIC researchers, it is important to search for an eq-
uitable partnership in which the HIC’s contribution is 
meaningful and useful for CBR stakeholders. This is 
especially important to avoid perpetuating colonial 
structures and authorship parasitism (meaning that re-
search papers include no authors affiliated with the 
country in which the study took place).32 

 

4. A shift in the WHO’s approach toward CBR. Finally, 
CBR has been the mainstay of the WHO’s rehabilita-
tion approach since 1978, including the more recent 
WHO Global Disability Action Plan 2014-2021. One 
of the objectives in this plan stated the intention “to 
strengthen and extend rehabilitation, assistive technol-
ogy, assistance and support services, and community-
based rehabilitation.”33p16 However, CBR was notably 
absent from all WHO’s initial Rehabilitation 2030 doc-
uments. Rehabilitation 2030 is an initiative that draws 
attention to the profound unmet need for rehabilita-
tion globally, calling for rehabilitation to be an essential 
part of the health system and part of universal health 
coverage available for all.34 Only after the efforts from 
CBR advocates, the WHO Executive Board proposed 
a resolution to urge the 76th World Health Assembly 
to include CBR strategy “to develop the community 
based rehabilitation strategy.”35-36 This showcases how 
CBR as a rehabilitation strategy is acknowledged only 
after the advocacy efforts of CBR experts around the 
world. For Rehabilitation 2030 to reach its lofty goals 

of rehabilitation, investment in CBR communities is 
crucial. We echo here again the words of Venktash: 
“You have to increase the knowledge and skills of peo-
ple in the community, to provide care wherever they 
are. There is no universal health coverage without 
CBR. There’s no other developed methodology availa-
ble.” 31 

 

Six Challenges and Learning 
Opportunities 
The divergence between HICs and LMICs not only 
slows further development of CBR research, as there 
are few CBR case studies being conducted in HICs, but 
also hinders a global approach to knowledge creation 
in rehabilitation practice at the community level. If 
HICs and LMICs find themselves in need of mutually-
exclusive approaches to rehabilitation, knowledge ex-
change in the global field of rehabilitation is hindered. 
The Rehabilitation 2030 initiative, a global approach to 
rehabilitation, had the potential to build on four dec-
ades of sustainable development of data-rich and 
knowledge-diverse CBR. Engaging in historical and 
contextual reflection may help to illuminate common 
challenges around the world, allowing for mutual learn-
ing and understanding — and ultimately may improve 
the lives of the one billion persons with disabilities 
globally. As a call for global knowledge-creation, six 
current challenges to rehabilitation practices world-
wide are discussed in this article, to exemplify how 
knowledge from either LMICs or HICs may provide 
insights and solutions. 
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1 .  P A R T I C I P A T I O N  O F  P E R S O N S  
W I T H  D I S A B I L I T I E S  A N D  A T T E N -
T I O N  T O  A L L  A S P E C T S  O F  L I F E   

Increasing emphasis is placed on using a holistic ap-
proach to rehabilitation; however, many practitioners 
struggle with questions about how to organize or im-
plement this approach in their daily practices. In most 
HICs, this entails a shift from a traditional focus on the 
improvement of mobility and physical independence 
toward a focus on the improvement of societal partic-
ipation of persons with disabilities through mitigating 
environmental barriers.37-38  

In contrast, since its start in the 1970s, CBR ap-
proaches acknowledge that a person’s quality of life is 
determined by more than just physical abilities. Over 
the previous four decades, the participation of persons 
with disabilities remained at the core of many CBR 
projects. These projects have established a great deal 
of knowledge about the provision of education, voca-
tional training, employment, and political participation 
as part of the rehabilitation process.39 Moreover, many 
CBR projects focused on the competence develop-
ment of persons with disabilities to address their spe-
cific needs and ensure equal opportunities and rights.41-

42 Additionally, other CBR projects helped persons 
with disabilities to become self-advocates.43 This cre-
ated a significant amount of expertise among persons 
with disabilities and a valuable body of knowledge that 
could be easily exchanged and contextualized globally.  

 

2 .  A T T E N T I O N  T O  F A M I L Y  M E M -
B E R S  A N D  C O M M U N I T Y   

Living with a disability or participating in rehabilitation 
affects not only an individual but the people in their 
lives as well. While in HICs, family-centered 

rehabilitation programs are being further developed, 
their successful implementation is often challenging, as 
the health needs of family members and informal care-
givers are not considered part of rehabilitation.44 A 
CBR approach includes parents, neighbors, friends, 
teachers, employers, and community members 
throughout the rehabilitation process. However, chal-
lenges related to the sustainability of such involvement 
are experienced.45-47 A mutual exchange of lessons 
learned between persons using CBR or rehabilitation 
services, their families and friends, and practitioners re-
garding family-centered rehabilitation, may not only 
empower persons with disabilities and those around 
them but contribute to the creation of a more disabil-
ity-inclusive society.48  

 

3 .  S U S T A I N A B I L I T Y  

One of the major strengths and challenges of CBR is 
sustainability. CBR has been successfully sustained 
over 40 years and implemented in 90 countries through 
flexibility of approaches, adaptability to local contexts, 
collaboration with diverse stakeholders, reliance on 
available resources, and participation of persons with 
disabilities. The availability of human resources, train-
ing, monitoring and evaluation, collaboration, commit-
ment, and financing is crucial for the further develop-
ment of CBR programs.49 In HICs, most rehabilitation 
services are part of mainstream care practices, and are 
more likely to collaborate horizontally with NGOs, 
and have more access to international lobbying.50-51 Ly-
sack and Kaufert compared CBR in LMICs to a reha-
bilitation practice for individuals living in North Amer-
ica with respect to sustainability practices and con-
cluded that these approaches have a lot to learn from 
each other.52 Moreover, Alheresh and Cash have ar-
gued for academic-community partnership — in their 
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case, between community members in Jordan and 
graduate students from the United States — to pro-
duce outcomes for research and interprofessional co-
operation in a sustainable, cost-effective way.53 Com-
paring strategies, sharing data and experiences, and ex-
changing knowledge on a global level can provide 
many new insights on sustainability.  

 

4 .  H O M E  A N D  C O M M U N I T Y -
B A S E D  R E H A B I L I T A T I O N  S E R -
V I C E S  

In most western countries, centre-based rehabilitation 
programs are considered the mainstream rehabilitation 
service. However, a number of randomized controlled 
trials studying home-based rehabilitation programs are 
introduced in HICs to increase access and participa-
tion.54-56 Particularly in light of the recent COVID-19 
crisis, in which many rehabilitation centre-based prac-
tices were suspended, alternative models like home-
based rehabilitation are increasingly being studied.57 In 
rural areas, home- and community-based rehabilitation 
has been the norm due to limited resources and infra-
structure.58-59 Therefore, studies about the effectiveness 
of these practices may provide valuable insights into 
the opportunities and challenges of home- and com-
munity-based rehabilitation.60  

 

5 .  H U M A N  R I G H T S  A N D  S O C I E -
T A L  A T T I T U D E S   

The Convention on the Rights of Persons with Disa-
bilities (CRPD) is a human rights instrument that pro-
motes human dignity and emphasizes the importance 
of full participation in society for individuals with a 

disability. Many signatory states are currently struggling 
with the process of ratifying and implementing this 
Convention.61 The CRPD is, however, integrated with 
the CBR guidelines. The CBR guidelines provide guid-
ance on how to develop and strengthen CBR pro-
grams, support communities in addressing basic needs, 
enhance quality of life, and promote the rights and em-
powerment of persons with disabilities and their fami-
lies.6 Evaluation studies on the implementation and 
usefulness of these guidelines could provide valuable 
information about the impact of the CRPD on rehabil-
itation practice.  

 

6 .  C O M M U N I T Y - B A S E D  H E A L T H  
A N D  P A Y M E N T  M O D E L S  

The economic dimensions of healthcare have been a 
source of controversy and innovation throughout the 
world. These dimensions can also pose barriers to eq-
uitable access to rehabilitation services at the commu-
nity level — both in LMICs and HICs. While CBR pro-
grams often struggle with reducing the dependency on 
human, financial, and material resources from external 
sources, rehabilitation practices in certain HICs also 
face problems with access due to private insurance reg-
ulations and the impact of significant out-of-pocket 
costs. Universal health coverage (UHC) and the inclu-
sion of rehabilitation services as a part of the UHC 
package have the potential to address this problem in 
both high- and low-resource settings.62-63 For example, 
in Bosnia-Herzegovina, one of the poorest countries in 
Europe, CBR services are provided through a network 
of over 60 CBR centres located within primary 
healthcare facilities. The network was built after the 
war in the 1990s through development projects that 
mainstreamed CBR into primary healthcare. The CBR 
network has made available and accessible services that 
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could improve functional independence, participation, 
and community integration of persons with disabilities 
throughout the country.64 CBR services are part of the 
basic health insurance package, making them afforda-
ble to those in need regardless of their financial situa-
tion.65-66  

 

On the other hand, the Canadian example illustrates 
that the exclusion of many outpatient rehabilitation 
services from UHC leads to health disparities. This 
model limits accessibility of rehabilitation services for 
Canadians who do not have private insurance and can-
not afford the associated out-of-pocket payments.67 
Aiming to ensure that all people have access to funda-
mental health services, when and where they need 
them, and without financial hardship, is a universal 
challenge and a good example of how global collabo-
ration can encourage developing a more equitable ap-
proach to rehabilitation. 

 

Conclusion 
In this article, the authors highlighted the central tenets 
of community-based rehabilitation, outlined the needs 
of community members, and suggested opportunities 
for national collaboration to integrate knowledge be-
tween countries regardless of income categorization. 
Through highlighting opportunities for collaborative 
learning, information exchange, and knowledge co-cre-
ation surrounding the current challenges to rehabilita-
tion service provision worldwide, we call on research-
ers, practitioners, and advocates to bridge existing 
gaps, challenge biases, and seek collaborative learning 
opportunities. It is only through a more unified ap-
proach that we will drastically improve rehabilitation 

services for and with all persons with disabilities and 
their communities across the globe. 
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