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Abstract

Chronic illness prevalence has rapidly increased in low or middle income countries
(LMIC) and with it, the need for medical rehabilitation for adults with acquired
conditions that stem from aging and long-term conditions. While Western medical
rehabilitation programs have had at least two generations to develop, in LMIC, post-
acute health care delivery change has been much more rapid. As a result, there has
been little opportunity for models of medical rehabilitation to deliberately emerge in
LMIC that reflect societal values. While adaptation of an independence-foremost
model of medical rehabilitation may succeed in non-Western societies, there is a risk
that adaptation of such a model will be ineffective where many value collectivism
more than individualism. The rapid change in medical rehabilitation service delivery
in LMIC gives Christian providers and organizations an opportunity to pause and
reflect whether the dominant Western medical rehabilitation paradigm serves LMIC

cultures and reflects Biblical principles.

Introduction

Chronic illness incidence and prevalence
continue to rise in LMICs.! In these countries, the
transition from a health system primarily concerned
with responding to acute and communicable illness
to one additionally focused on managing chronic
disease is being compressed into a shorter time
frame than was experienced by high-income
countries that made and are making such transition
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over generations.” Particularly in middle income
countries, there has been a rapid transition from
health burden related to morbidity and mortality
from infectious disease to health burden related to
chronic health conditions (hypertension, diabetes,
obesity), which themselves increase disability
prevalence.> Outside of chronic disease manage-
ment, expansion of the global health sector has led
to improved trauma and critical illness care in
LMIC. Consequently, more than 155 million
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disability-adjusted life years (DALYSs) were lost in
low and middle income countries from injury,
ranking first in conditions that result in years of
health life lost.* So, whether due to aging, trauma,
advanced acute care, or chronic disease burden,
many LMICs have joined the West in experiencing
increased prevalence of individuals with physical
and cognitive impairments from acquired disability.
The speed of change has not allowed deliberate,
contextually appropriate development of health
(and other) services to care for people with acquired
disabilities that reflect the non-Western ethos.
Absent time for due consideration of explanatory
models of disability and societal position along the
individualist-collectivist axis, Western perspectives
about medical rehabilitation are being directly
copied.

International Classification of

Functioning, Disability, and Health

The WHO has developed the International
Classification of Functioning, Disability, and
Health (ICF) as the paradigm for classifying
disability, itself an umbrella term encompassing
impairment, activity limitation, and participation
restrictions.” ICF purports to avoid segmenting
individuals into those who can and those who can’t,
attempting to mainstream disability as a universal
human experience. Moreover, it integrates medical
and social causality, recognizing some aspects of
disability as internal to the individual and others as
related to the environment in which individuals find
themselves.

The ICF places disability in three domains:
impairment, activity limitation, and participation
restriction. Impairment is loss of function at the
organ level, such as paralysis due to a problem in
body function or structure. Activity limitation is
difficulty executing a task performed daily by most
people such as moving, dressing, or bathing.
Participation restriction is a difficulty in a social or
life role such as inability to work or to parent.
Disability involves dysfunction at one or more of
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these levels. Two factors modify response to
disability: 1) environmental factors including social
attitudes, architectural characteristics, legal and
social structures, climate, and terrain and 2)
personal factors including age, gender, coping
styles, social background, class, education,
experience resilience, and behavior.

Disability in cross cultural perspective
and the relationship to individualism

and collectivism

Meyer compares individualist and collectivist
societies in framing disability.® His work builds on
Hofstede’s classic individualism score, a measure
of the importance of the individual in any given
society; the higher the score, the more
individualistic the society and the lower the score,
the more collectivistic.” Meyer notes individualist
cultures tend to give priority to claims of the
individual, and in collectivist cultures, the claims of
the group trump those of the individual.
Individualist societies respond at the micro-level
with personalized accommodation and support and
at the macro-level with societal inclusion through
equal rights. Collectivist societies tend in two
directions: either isolating people with disabilities
from public inclusion because of potential group
shame or dishonor or emphasizing family or social
group’s responsibility for care of individuals with
disabilities.  Smart and Smart reported on the
experience of disability in Hispanic families.® The
determining influences for the families were traced
to an enlarged sense of responsibility that the family
felt toward the family member with a disability.
The family was reluctant to allow independence on
the part of a person with disability based on the
perception that society would criticize the family as
inhuman, insensitive, or lacking love for the
individual. Disability is at least in part socially
constructed, so by extension, its medical treatment
reflects social and cultural values. Western medical
rehabilitation tends, therefore, to focus on self-
determination and achieving independence.
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Western models of medical
rehabilitation informed by overarching
importance of achieving individual

independence

While many rehabilitation clinicians world-
wide embrace the biopsychosocial model of
disability, Western healthcare financing and
delivery reinforces the medical model that disability
is something undesirable (a state of non-health, a
disease) that must be minimized or eliminated
through individual care.® The primary American
measurement of disability is the Functional
Independence (emphasis added) Measure (FIM),
itself an activity measure.’® The goal of medical
rehabilitation in the USA is to achieve a higher
score that indicates more ability to perform
activities on one’s own with less outside assistance.
A low score, reflecting greater need for assistance
in performing activities, is undesirable. American
rehabilitation hospitals publicize large FIM
increases per stay and high discharge FIM scores as
evidence of quality.”* The FIM channels a Western
preference for individualism into assessment of
function. Medical rehabilitation approaches
developed in the West when applied to LMIC bring
with them the perspective that the most important
goal of rehabilitation treatment is maximizing what
one can do for oneself. More collectivist cultures
may not see individual achievement as the pinnacle
of recovery; interdependence may be a more
desirable endpoint than independence. A potential
clash ensues when highly individualistic medical
treatment worldviews are imposed upon or
imported to non-Western contexts that value
collectivism.

The FIM is a seven point, eighteen item
ordinal scale. A score of “1” indicates dependence
in a particular task; a score of “7” indicates
independence. An individual with paraplegia who
is physically helped to move by someone else on
uneven surfaces, such as stairs, would be scored
low; the individual able to ascend and descend
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stairs on his buttocks using strong upper arms for
propulsion would be scored high. A technological
solution such as an exoskeleton or all-terrain
wheelchair would decrease need for assistance
resulting in a higher score for mobility on uneven
surfaces. But, is it a rehabilitation failure to be
physically helped up and down stairs? Different
cultural contexts may see interdependence as
healthy (see Hispanic family profiled by Smart and
Smart previously). In many situations, it may be
more desirable or appropriate that family or clan
help an individual with activity limitation to
execute a task: to expect that the individual with a
disability would seek to perform independently as
much as possible may be inappropriate in
communitarian contexts.

Health services for people with
disabilities and their relationship to

societal values

Many societies and developed nations have
implemented health and social programs and
services aimed at helping people with disabilities
provide become self-sufficient and participate as
full members of society. While these countries
often have an economic cushion that allows funding
for treatment and rehabilitation, these care models
at their core reflect the ascendance of the
individual. The disability care system of a more
collectivist society would be expected to de-
emphasize support for maximal individual
independence and see treatment success as effective
adaptation of the family and other groups to
impairment, activity limitation, and participation
restriction.

Middle income countries, in particular, are
seeing rapid growth in the medical rehabilitation
sector.”> The type of care being delivered imitates
Western medical rehabilitation. 1 believe that this
phenomenon is occurring because changes in
healthcare delivery systems and shifts from acute to
chronic disease are so rapid there has not been
adequate time to develop location-specific and
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cultural appropriate care models in LMIC.
Conversely, a long held success story for healthcare
delivery in LMIC has been community health
workers (CHW). This model of care delivery for
communicable diseases and maternal/child health
programs was distinctly non-Western at time of
creation and developed in situ.”* Time will tell
whether rehabilitation centers stemming from a
Western medical care model focused on the
individual will be successful in collectivist contexts.

Theological perspectives along the

individual-collectivist axis

Individualistic theology accelerated in the
Reformation, whose leaders dismissed the inherent
inter-relatedness of each member within the Church
and espoused the Church as the sum of individual
beliefs.* Proceeding through Moody and Scofield,
American Christianity became focused on the
individual instead of a communal entity.” In
conjunction with the American frontier myth of
rugged individualism, the ninth beatitude might
have been “blessed are those that do for themselves,
for. . . ” Koinonia, the spirit of generous sharing,
can often be marginalized by an ethos that requires
individual attainment.  Scriptural examples of
individualism abound (Luke 19:15), but so do
examples of collectivism (Acts 2). Paul synthesizes
elements from each perspective in 1 Corinthians 12:
individual parts are important as is their work
together.

American spirituality tends to emphasize the
individual, not only in religious experience, but also
in social action, including healthcare that stems
from religious commitment. The Church
throughout the world may, or even should, resist
merely imitating the individualistic Western
tradition. Rehabilitation clinicians who practice in
a Christian context or ethos may need to confront
the tension between achievement of independence
as the prime directive in treating individuals with
acquired disability and the benefits of inter-
dependence.
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