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Overview

1. Realization of different experiences in rehabilitation based on culture

2. What the literature tells us about the experiences of minority, culturally diverse and 
other disadvantaged groups in the rehabilitation and disability system

3. The concepts of health and disability disparities and the role of social 
determinants of health

4. Cultural competency, humility and efficacy – key interventions

5. Multifaceted disadvantage 

6. Assistive technology and telerehabilitation: implications when working with 
minority populations

7. Status of tools and interventions

8. Lewis Three-factor model tool

9. Future directions



Realization of Different Experiences in 
Rehabilitation based on Culture

• Atkins, & Wright (1980) – seminal study on impact of race on the 
rehabilitation process (conclusion: race makes a difference in outcomes)

• Section 21 of the Rehabilitation Act Amendments of 1992 issued a key 
mandate to the public rehabilitation system in the U.S. to do a better job of 
delivering services to minority populations due to the following:

-Minority and underserved/disadvantaged groups have less access to the public 
rehabilitation system compared to majority groups

-Minority and underserved/disadvantaged groups have lower levels of participation in 
the public rehabilitation system compared to majority groups

-Minority and underserved/disadvantaged groups have less favorable outcomes in the 
public rehabilitation system compared to majority groups 



What the Literature Tells Us about the Experiences 
of Minorities in the Public Rehabilitation System
• Race/ethnicity continues to be a key factor in less favorable rehabilitation outcomes for minorities 
• Less favorable outcomes are not surprising since rehabilitation professionals are subjected to the same 

societal influences (biases, norms, values, stereotypes and attitudes) about minority status as all of 
society

• The interaction between the race/ethnicity of the service provider and service recipient in the 
rehabilitation process accounts for much of the less favorable outcomes for minority groups, and the 
rehabilitation workforce is still mostly comprised of persons who are members of majority groups

• Some of the reasons why minority groups do not readily participate in the rehabilitation system when 
faced with a disability are: (a) general lack of awareness of disability matters from the Western 
perspective, (b) lack of knowledge about available rehabilitation services and access protocols, (c ) lack 
of trust of the rehabilitation system, and (d) the public rehabilitation system has heretofore utilized 
inadequate outreach and engagement strategies with minority populations

*The above statements are supported by these citations (LeBlanc & Smart, 2007; LeBlanc, Wilson, & Juchau, 2008; Lewis, 2009; Alston, 
Gayles, Rucker, & Hobson, 2007; Bellini, 2003; Cumming-McCann & Accordino, 2005; Martin, 2010; Matrone & Leahy, 2005; Rosenthal, 
2004; Rosenthal, Wong, Blalock, & Delambo, 2004;Whitfield, Venable, & Broussard, 2010; Lewis & Burris, 2012; Lewis, Head, 
Shamburger, Armstrong, & West, 2007; Taylor-Ritzler, Balcazar, Suarez-Balcazar, & Garcia-Iriarte, 2008) and others over the last several 
decades.



Health and Disability Disparities and Social 
Determinants of Health

• The Institute of Medicine (2002) states a health disparity is a less favorable 
healthcare outcome for racial/ethnic minority groups compared to majority 
groups even when factors such as access and affluence are controlled

• The Lewis Disability Disparities Model (Lewis, 2009) states “a disability disparity 
exists when an underserved or ethnic minority group’s goal is to receive services 
within the formal rehabilitation and disability system (public or private), but there 
is a differential experience based primarily on cultural orientation that results in 
more incidence of disability, and/or lower participation levels in the formal 
helping system, and/or fewer successful individual outcomes when compared to 
majority culture groups”

• Social determinants of health are the social and economic factors that can 
exacerbate health or disability disparities, e.g., poverty, lack of education, 
unemployment, inadequate nutrition or housing, lack of healthcare or lack of 
transportation leading to further marginalization and health inequity (Bowleg, 
2008)



Lewis Disability Disparities Model (2009)



Cultural Competency, Humility and Efficacy 
• All three concepts represent a set of strategies to help address/eliminate health and disability disparities

• Each is essentially the same concept that has evolved over time

• Cultural competency (Sue, Arredondo, and McDavis, 1992) involves:

-Awareness of own assumptions about human behavior, values, preconceived notions, limitations, 
and biases;

-Understanding of the worldview of service recipients who are culturally different without 
imposing negative judgments; and

-The ability to serve appropriately culturally different service recipients.

• Cultural humility (Tervalon, & Murray-Garcia, 1998) is the same as cultural competency, but it emphasizes:
-Requiring dedication to and involvement in lifelong learning about culture
-Requires provider to exhibit humility toward culturally diverse and underserved populations

• Cultural efficacy (Nunez, 2000) is also the same as cultural competency/humility, but it emphasizes:
-Striving for cultural competency is an admirable goal, but is inherently ethnocentric because often it 
assumes that the provider’s cultural perspective is the norm and the service recipient’s point of view 
somehow deviates from the norm



Multifaceted Disadvantage

• Complexity of the rehabilitation task increases significantly when a person with a 
disability is a racial/ethnic minority or member of an underrepresented group, 
and also has another type of disadvantage such as poverty, sometimes referred to 
as the “triple threat of disability, race, and poverty” (Pitt, Romero-Ramirez, Lewis, 
& Boston, 2010)

• The effect of multiple types of disadvantage is a multiplier outcome that exceeds 
the sum of the individual types

• Intersectionality is a concept that speaks to the multiplier effect of multiple types 
of disadvantage AND that the eventual impact is a fusion of those aspects that 
results in a new identity as an individual with multifactorial disadvantage (Clay, 
Lewis, Pitt, Quamar, Burris, Alston,& Getachew, 2021) that can lead to such 
unintended consequences as, for example, increased stigma and enhanced 
allostatic load, i.e., the pathophysiological process of wear and tear on an 
individual resultant from chronic and repeated stress (McEwen, & Stellar, 1993)



Assistive Technology and Telerehabilitation: 
Implications when Working with Minority 

Populations
• Minorities with disabilities, e.g., blacks, use assistive technology less 

than whites and are also less inclined to use sophisticated assistive 
technology devices (Loggins, Alston, & Lewis, 2013; Tshiswaka, Clay, 
Chiu, Alston, & Lewis, 2015)

• Minorities, e.g., blacks, tend to be less amenable to rehabilitation 
services delivered using telerehabilitation than whites (McCray, 
Koissaba, Uhunoma, Ward-Sutton, Starr-Howard, Lewis, Manyibe, & 
Moore, in press)



Status of Tools and Interventions
• Most tools and interventions focus on enhancing cultural awareness and sensitivity as well as diversifying the workforce (Lewis, Jumbo, 

Trimmingham-Aina, Hoepner, Katz, Fraser-McCleary, Thompson, Tribble, Desport, Boutin-Foster, Daniels-Osaze, 2021)

• There are scales, inventories, and checklists designed to measure whether a rehabilitation provider exhibits the appropriate awareness, 

knowledge, attitudes, and skills, i.e., “readiness” to be effective

• There are a few tools that go beyond rehabilitation provider readiness and address the actual service delivery encounter 

-The Helms Black/White Interaction model developed in 1990 and revised in 1995 to some degree addresses the inner workings of 

the rehabilitation encounter based on how much the stage of racial identity development between the service provider and 

service recipient match 

-The three-dimensional model for counseling racial and ethnic minority clients ( Atkinson, 2004) maintains the role the service

provider assumes relative to the service recipient is important and there are eight possible roles the service provider can assume 

(traditional psychotherapist, conventional counselor, advocate, change agent, consultant, advisor, facilitator of indigenous support 

systems, or facilitator of indigenous healing methods), with role selection depending on the three factors of: locus of problem

origin, level of service recipient’s acculturation, and the service delivery goals

-The Lewis three-factor model for multicultural counseling of consumers with disabilities (2006) is another tool



Lewis Three-factor Model Tool
• AKA Lewis three-dimensional (3D) tool (Lewis, 2006)

• Tool designed to facilitate the collection of information from the service recipient by the service provider in the three domains of cultural identity, adjustment to disability (i.e., 
desired outcome of services and can be an outcome for a health or disability challenge), and stage of development ( Chronister & Johnson, 2009 ; Lewis, 2006 ; Lewis 
& Burris, 2012; Lewis & Shamburger, 2009)

• Once adequate information is gleaned in these three areas from the service recipient, the service provider is well acquainted with the service recipient; and thus, has a higher 
probability of developing a rehabilitation plan with the recipient’s help that is likely to be efficacious and culturally relevant

• The strength of the Lewis 3D model is that each tool addresses these three domains, and the specific formulation of the tool is driven by the service provider’s preferences; and 
therefore, constructed uniquely 

• The service provider develops own tool based on own conceptual/theoretical understanding of each of the three domains (cultural identity, adjustment to disability, and 
stage of development), the clinical setting in which the tool will be applied, the specific disability or health/challenge(s) held by the individuals who are the service 
recipients, and in a manner that is congruent with the service provider’s typical rehabilitation approach (e.g., theoretical orientation for counselors or 
philosophy/manner of delivering services for other rehabilitation/health providers).

• The process of constructing one’s own 3D model tool helps to integrate the tool into the provider’s usual rehabilitation approach (i.e., it is created based on the provider’s 
understanding in the three domains, intended population and context for application, and aligns with usual and preferred rehabilitation procedure) and enhances the 
probability the tool will have relevance and be utilized.

• Service providers who develop and use a Lewis 3D model tool are encouraged to draw a picture of it to render a visual representation of the areas for exploration in the mind’s
eye of its user. This visual aspect is based on the seminal work of Arnheim (1971 ), and with later editions of his work as recent as 2004, who argues that human 
thought and especially recall has a perceptual, and in many cases, visual aspect at least for those who are sighted or who have been. 

• The tool is essentially an interview prompt that guarantees a rehabilitation service provider will learn who each new service recipient is in terms of the three domains, and the 
provider is likely to use it because its construction aligns with own conceptual and clinical inclinations.



Future Directions

• Enhancement of future knowledge about disparities in rehabilitation and how to eliminate them 
will require a focus on improved research (Lewis, 2014), e.g., more rigor and mixed methods

• Need more solution focused research that develops effective tools and interventions

• Must embrace and understand a functional view of the concept of disability using the WHO’s ICF 
of Disability and Health framework that states disability is a complex interplay of health condition, 
impairment, participation, environment, and personal factors

• Need less research driven by empiricism and more driven by a solid idea as a starting point and 
use of empiricism as a validation tool

• Need to increase the size of the cadre of researchers doing this work as well as their research 
capacity

• Must conceptualize research outcomes according to the NIDILRR logic model as incorporating 
these stages: basic research (discoveries) – conceptual research (theories, measures, and 
methods) – applied research (interventions, products, devices, and environmental adjustments)

• Need to routinely incorporate knowledge translation strategies into research to ensure findings 
reach appropriate stakeholders in a form that can be easily consumed, improve everyday 
rehabilitation practice, and ultimately the lives of persons with disabilities 


