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Participation of children in rehabilitation services is associated with positive functional and developmental outcomes for children with disabilities. Participation in therapy is at risk when the personal and environmental contexts of a child create barriers to accessing services. The International Classification of Functioning, Disability and Health (ICF) provides a framework for conceptualizing the personal and environmental factors linked to a child. However, it does not facilitate critical examination of the person–environment relationship and its impact on participation in children's rehabilitation. This perspective study proposes the use of intersectionality theory as a critical framework in complement with the ICF to examine the impact of systemic inequities on the participation in therapy for children with disabilities. Clinicians are called to be critical allies working alongside children and families to advocate for inclusive participation in children's rehabilitation by identifying and transforming systemic inequities in service delivery.
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INTRODUCTION

The International Classification of Functioning, Disability and Health (ICF) holistically conceptualizes everyday functioning and disability across the interconnected domains of the following: body functions and structure, activity, and participation (1). The ICF defines participation as the “involvement in a life situation” (1, 2). Participation at home, school, and community has positive outcomes for child development and provides children the opportunity to develop skills required to support the transition into adulthood (3–6). Children with disabilities experience opportunity limitations and restrictions in participation when compared with their peers without disabilities (7–9). Given its association with improved developmental outcomes, understanding, measuring, and optimizing participation for children with disabilities is a common aim in children's rehabilitation (3, 6, 10–12). The ICF provides a common language to classify, understand, and study health and its related outcomes (1). Although the ICF can be used as a tool to raise awareness of necessary social change (1), it does not facilitate critical examination of how systemic health inequities are sustained by the uneven distribution of power and resources as well as dominant social practices (13, 14). Application of a critical lens could enhance the potential of the ICF to advance social change through the critical examination of the personal and environmental factors that can impact participation and health outcomes.

For children with disabilities, participation in rehabilitation is linked with positive functional outcomes (15). Participation in children's rehabilitation can be described as the active involvement of children and parents in all aspects of the therapeutic process (16). Goals related to optimizing life participation for children with disabilities can be a focus of rehabilitation services (17, 18). Given the improved developmental and participation outcomes associated with participation in rehabilitation services, it is critical that families who chose to engage in children's rehabilitation have adequate access to services available to them. Of notable concern, is when a family experiences barriers to accessing rehabilitation services as a result of factors such as the age of a child, parental stress, and culture or socio-economic status (SES) (19, 20). Participation in therapy may be limited when personal and environmental factors create barriers to service use. For example, language barriers and navigating unfamiliar health systems have been identified by immigrant mothers as barriers to accessing available services for their child with a disability (21), which would have negative implications for participation in children's rehabilitation. At a health systems level, families who experience barriers (e.g., transportation, working hours of parent) to consistently attend appointments may be systematically excluded from participating in rehabilitation by policies, which result in families being discharged after missing a specified number of visits (22). The personal and environmental factors should be considered with respect to the societal influences and systemic inequities that may limit therapy participation for some children and families (23). Systemic inequities are defined as disparities in health outcomes as a result of the uneven distribution of power, goods, and services (24, 25). This perspective study describes how an intersectional lens can be applied to critically examine the potential impact of systemic inequities on participation in therapy for children with disabilities.

Grounded in a biopsychosocial model of disability, the ICF acknowledges the impact of environmental and personal contextual factors on the experiences of the participation of individuals (1, 2, 26, 27). In the ICF, the term environment is used broadly to represent the physical, social, attitudinal, and institutional context in which a person is situated (1, 2, 12, 28). The environment has been demonstrated to influence experiences of participation, with the potential to act both as a facilitator or barrier to participation for children with disabilities (6, 7, 28, 29). Parents of children with disabilities described features of the environment as making it harder for their children to participate in community-based activities (7), including participation in rehabilitation services. The potential influence of the social environment on participation was demonstrated in a systematic review examining the impact of family factors such as family structure, socio-demographic factors, parental behavior, and family resources on participation outcomes for children with disabilities, both generally and with specific reference to accessing the rehabilitation services of children (19, 29).

The ICF framework identifies personal factors that have been shown to affect participation such as gender, age, and ethnicity (1, 2). These personal factors contribute to the make-up of the unique identity of a person and are distinct from the disability or health condition (1). Individual categories of personal factors are not defined in the ICF (1). Examining the need for more specificity within the ICF personal factors has been identified in the literature (30, 31); however there is concern that classifying personal factors with single categorical distinctions risks discrimination and misrepresenting the personal factors with which a person does or does not identify (32–34). When single-identity categories (e.g., age, gender, or ethnicity) are considered in isolation service providers may lack sufficient information to set tailored goals collaboratively with clients, risk-making assumptions about how clients position themselves in relation to their personal factors and underestimate the environmental opportunities and challenges that may impact participation resulting from the person-environment relationship. Therefore, this paper proposes intersectionality theory as a means of bridging the understanding of the ICF personal and environmental factors that can impact participation in therapy. By applying an intersectional lens, all facets of the identity of a child are considered simultaneously, with specific acknowledgment for the environmental context in which a child with a disability is situated.

Intersectionality theory can be used to holistically identify and critically examine the aspects of identity by exploring the relationships that exist between facets of the identity of an individual (i.e., ICF personal factors) and the larger societal systems in which a person participates (35). Intersectionality allows for the application of a critical lens to examine how the ICF personal factors as experienced by a child with a disability contribute to whether society views them as belonging to groups of socially-perceived advantage or disadvantage. This social construction of the identity and place of a child in the society has implications for their participation in therapy. It is important to note that in this context the term critical is used to describe the process of thinking deeply about the intended and unintended consequences associated with our actions (36). Intersectionality theory explains that identity cannot be understood by examining individual elements of identity (37). Instead, we examine the socially constructed privilege and oppression associated with the interaction between multiple aspects of the identity of an individual and their environments (37, 38). Literature and frameworks related to childhood disability and participation illustrate the relationship between factors external to the child (ICF environment factors), factors internal to the child (ICF personal factors), and participation outcomes (12, 26, 28). The family of participation-related constructs model embeds participation within the surrounding environmental contexts and makes explicit the bidirectional relationship between factors intrinsic to an individual and participation (28). In childhood disability literature, next steps should include a critical exploration of how the personal factors of an individual are privileged or oppressed, impacting their life participation. For example, it is understood in the literature that the environmental context mediates participation frequency and level of involvement in activities (6). Given that many personal factors cannot be changed, modifying the environment has been discussed as an approach to facilitate participation (6). Critically examining the social, attitudinal, and institutional environments in which children with disabilities are situated creates opportunities to identify barriers to life participation. As a result, participation-enhancing solutions, focused on modifying the systemic environmental context in which inequities exist, can be developed. Intersectionality theory provides the critical lens needed to examine contextual factors identified using the ICF to examine potential systemic inequities impacting participation.



CRITICALLY EXAMINING PARTICIPATION IN CHILDHOOD DISABILITY

Children with disabilities have unique identities, in part, shaped by the physical, social, attitudinal, and institutional environments around them (39). The social environment referenced in the ICF includes the family of a child. Parents are the most proximal environment to a child, playing a critical role in facilitating opportunities for participation and providing care for children with disabilities. However, the broader environments in which the family and child are situated need to be considered (40) to understand the implications for participation in children's rehabilitation. Personal factors such as age, sex, or ethnicity do not alone determine therapy participation. Instead, implications for the participation of a child arise when the interplay between their unique personal factors and the broader environmental context results in experiences of systemic inequities such as ageism, sexism, racism, or ableism. Experiences of discrimination risk limiting a child with a disability from fully participating in important aspects of their lives, including rehabilitation therapies. Applying a critical intersectional lens to participation in therapy allows clinicians to holistically consider how the identity of a child interacts with the surrounding environment to better understand implications for participation. Opportunities for participation in therapy are created or repressed according to the complex interaction between a the personal identity factors and the systemic inequities of a child that exist in rehabilitation environments.

Examining the personal factors of a child individually does not provide an adequate foundation for understanding implications for participation in pediatric rehabilitation services. Applying an intersectional lens allows us to critically consider how personal factors, as outlined by the ICF, interact with the ICF environmental domains to maintain systemic inequities and impact participation in therapy. This creates an opportunity for the rich examination of potential facilitators and barriers to participation. As an example, let us briefly explore the personal factors of sex and culture in relation to disability. In some developing countries there continues to be a gap in participation opportunities between boys and girls in life activities such as schooling and employment (41–43). Additionally in some cultures, stigmatization of disability prevents parents from seeking therapy services for a child with a disability (44, 45). In this context, opportunities for participation, including participation in therapy, for a girl with a disability may be limited due to the possibility of sexist and ableist discrimination resulting from person–environment interactions. This example demonstrates the need to explore the intersection between the personal factors of sex and culture as influenced by disability and the environment in which the family is situated to understand implications for participation in therapy. This example illustrates how intersectionality theory can be applied in complement to the ICF by contributing a critical lens to examine the interaction between the ICF personal (i.e., sex, culture) and the environmental factors (i.e., stigma) to identify potential participation restrictions resulting from systemic discrimination. Although this study focuses on implications for participation in therapy, this perspective can be applied when examining how children with disabilities participate in a variety of life contexts.



DISCUSSION

Applying a critical perspective facilitates an in depth understanding of how the person–environment relationship potentially impacts the participation of children with disabilities in rehabilitation services. But what do we as childhood disability clinicians do with the insights gleaned from critically examining the interplay between the intersectional identity and surrounding environment of a child? How can this information be used to optimize participation and inclusion of this population in childhood rehabilitation? By considering how the personal and environmental context of a child might impact their participation in therapy, clinicians have the opportunity to conceptualize solutions to enhance access for an individual family as well as identify patterns in participation limitations that could drive system-level change. At the clinical practice level, the use of a family-centered and solution-focused approach, whereby the family is actively engaged as collaborators in therapy, may be a way for clinicians to gain an understanding of how the person–environment relationship creates barriers to therapy participation and involve families in developing solutions (46, 47). A family-centered approach to care recognizes the expert knowledge of a parent about their child and has been associated with improved access and health outcomes in children with special needs (47, 48). Therefore, a family-centered approach to identifying and co-creating individualized solutions addressing parent-identified barriers to participation in children's rehabilitation is recommended. Inclusion of diverse stakeholders has been identified as critical in policy development (49). Clinicians can advocate for the representation of the family voice in the development of policy that supports inclusive participation in therapy.

As a critical approach, intersectionality seeks not only to understand lived experience of others and highlight oppression, it also aims to generate new knowledge that calls for change to inequitable social practices (37, 50–52). Clinicians are well positioned to become allies, working alongside families and children to understand their experiences of being included and excluded from opportunities to participate in therapy and identify potential inequities resulting from the person–environment relationship. This information provides a platform to highlight the role of society in facilitating or hindering participation in rehabilitation services and advocate for system-level changes, such as resource allocation, program, and service design or policy reform that optimize inclusion. The discomfort clinicians may experience while acting as critical allies is important to acknowledge. On one hand, equity is a core component of health ethics and should be advocated for (14, 53) but on the other hand, clinicians have a commitment to follow the rules and practices of the health system by which they are employed. Critical allyship may require clinicians to advocate in opposition to the dominant policies and practices of the system they work in. Although there is no clear solution to address the paradox created by critical allyship, clinicians can make use of frameworks such as the 7-step framework for critical analysis to reflect on the impact of their actions in practice and consider the potential harms and benefits associated with different courses of action (36).

There is a need for careful consideration on how clinicians align themselves and act upon this advocacy role to avoid employing a disempowering approach aiming to “fix” those in a position of socially constructed disadvantage (i.e., children with disabilities) (54). In the coin model of privilege and critical allyship, Nixon (2019) describes “practicing critical allyship” as an approach for individuals in a position of privilege (i.e., clinicians) to work in partnership with those experiencing oppression to identify and take action on the systems perpetuating inequities (i.e., restrictions in therapy participation). Critical allyship calls individuals in positions of power to acknowledge their experiences of privilege and how their advantaged position may contribute to sustaining dominant inequitable social practices (54). As critical allies, clinicians can learn from parents and children about their experiences to better understand the impact of system inequities on participation in children's rehabilitation (54). Additionally, under the guidance of parents and children, clinicians can use their privileged positioning to advocate for system change among other power-privileged groups (i.e., health service decision makers) (54).

By applying an intersectional lens to examine the impact of the person–environment relationship on participation in therapy for children with disabilities, clinicians have the opportunity to practice critical allyship alongside children and parents to transform inequitable systems. However, applying a critical lens to participation in therapy may be a new approach for some clinicians. How as a group of professionals do we implement and become comfortable critically examining participation outcomes for children with disabilities? We suggest looking toward the ICF as a framework to get started. The ICF is a well-recognized, familiar, and frequently referenced framework in the childhood disability literature (26, 55–57). Through listening to the thoughts and feelings shared by families of children with disabilities, clinicians can apply the ICF to conceptualize the personal and environmental factors relevant to the individualized family context. Literature is available to provide clinicians with pragmatic guidance for integrating the ICF into their practice (58). Critical examination of how the dominant ways of thinking in our society impact participation in therapy is currently under-represented in the literature. An intersectional lens can be used in complement the ICF to critically examine contextual factors, identify barriers and facilitators to participation in children's rehabilitation, and create actionable change toward more inclusive systems.



DATA AVAILABILITY STATEMENT

The original contributions presented in the study are included in the article, further inquiries can be directed to the corresponding author/s.



AUTHOR CONTRIBUTIONS

MR, LL, BD, and MP contributed to the conception of this work, contributed comments and edits to the initial and subsequent versions of the manuscript, read, and approved the final manuscript. MR wrote the first draft of the manuscript. MP is the senior author of this manuscript. All authors contributed to the article and approved the submitted version.



FUNDING

Funding for publishing this open access article was obtained through of the McMaster University School of Rehabilitation Science Dr. Ian and Shirley Rowe Scholarship 2021–2022 awarded to the first author (MR).



REFERENCES

 1. World Health Organization. International Classification of Functioning, Disability and Health. Geneva (2001). Available online at: http://apps.who.int/iris/bitstream/handle/10665/42407/9241545429.pdf;jsessionid=BCF0745E5D9AEFAAE06DECC31047D6B5?sequence=1.

 2. World Health Organization. Towards a Common Language for Functioning, Disability Health ICF. Geneva (2002). Available online at: https://www.who.int/classifications/icf/icfbeginnersguide.pdf (accessed January 13, 2021).

 3. McConachie H, Colver AF, Forsyth RJ, Jarvis SN, Parkinson KN. Participation of disabled children: how should it be characterised and measured? Disabil Rehabil. (2006) 28:1157–64. doi: 10.1080/09638280500534507

 4. Gorter JW, Stewart D, Woodbury-Smith M. Youth in transition: care, health and development. Child Care Health Dev. (2011) 37:757–63. doi: 10.1111/j.1365-2214.2011.01336.x

 5. Larson RW. Toward a psychology of positive youth development. Am Psychol. (2000) 55:170–83. doi: 10.1037/0003-066X.55.1.170

 6. Anaby D, Law M, Coster W, Bedell G, Khetani M, Avery L, et al. The mediating role of the environment in explaining participation of children and youth with and without disabilities across home, school, and community. Arch Phys Med Rehabil. (2014) 95:908–17. doi: 10.1016/j.apmr.2014.01.005

 7. Bedell G, Coster W, Law M, Liljenquist K, Kao YC, Teplicky R, et al. Community participation, supports, and barriers of school-age children with and without disabilities. Arch Phys Med Rehabil. (2013) 94:315–23. doi: 10.1016/j.apmr.2012.09.024

 8. Hilton CL, Crouch MC, Israel H. Out-of-school participation patterns in children with high-functioning autism spectrum disorders. Am J Occup Ther. (2008) 62:554–63. doi: 10.5014/ajot.62.5.554

 9. King G, Law M, Hurley P, Petrenchik T, Schwellnus H. A developmental comparison of the out-of-school recreation and leisure activity participation of boys and girls with and without physical disabilities. Int J Disabil Dev Educ. (2010) 57:77–107. doi: 10.1080/10349120903537988

 10. Sakzewski L, Ziviani J, Abbott DF, MacDonell RA, Jackson GD, Boyd RN. Participation outcomes in a randomized trial of 2 models of upper-limb rehabilitation for children with congenital hemiplegia. Arch Phys Med Rehabil. (2011) 92:531–9. doi: 10.1016/j.apmr.2010.11.022

 11. van Tol E, Gorter JW, DeMatteo C, Meester-Delver A. Participation outcomes for children with acquired brain injury: a narrative review. Brain Inj. (2011) 25:1279–87. doi: 10.3109/02699052.2011.613089

 12. King G, Rigby P, Batorowicz B. Conceptualizing participation in context for children and youth with disabilities: an activity setting perspective. Disabil Rehabil. (2013) 35:1578–85. doi: 10.3109/09638288.2012.748836

 13. Braveman PA, Kumanyika S, Fielding J, LaVeist T, Borrell LN, Manderscheid R, et al. Health disparities and health equity: the issue is justice. Am J Public Health. (2011) 101:S149. doi: 10.2105/AJPH.2010.300062

 14. Braveman P, Gruskin S. Defining equity in health. J Epidemiol Community Heal. (2003) 57:254–8. doi: 10.1136/jech.57.4.254

 15. Chen CC, Heinemann AW, Bode RK, Granger C V, Mallinson T. Impact of pediatric rehabilitation services on children's functional outcomes. Am J Occup Ther. (2004) 58:44–53. doi: 10.5014/ajot.58.1.44

 16. Phoenix M, Jack SM, Rosenbaum PL, Missiuna C. Parents' attendance, participation and engagement in children's developmental rehabilitation services: part 1. Contextualizing the journey to child health and happiness. Disabil Rehabil. (2020) 42:2141–50. doi: 10.1080/09638288.2018.1555617

 17. King G, Schwellnus H, Keenan S, Chiarello LA. Youth engagement in pediatric rehabilitation: service providers' perceptions in a real-time study of solution-focused coaching for participation goals. Phys Occup Ther Pediatr. (2018) 38:527–47. doi: 10.1080/01942638.2017.1405864

 18. Anaby D, Korner-Bitensky N, Law M, Cormier I. Focus on participation for children and youth with disabilities: supporting therapy practice through a guided knowledge translation process. Br J Occup Ther. (2015) 78:440–9. doi: 10.1177/0308022614563942

 19. Sapiets SJ, Totsika V, Hastings RP. Factors influencing access to early intervention for families of children with developmental disabilities: a narrative review. J Appl Res Intellect Disabil. (2020) 34:695–711. doi: 10.1111/jar.12852

 20. Boag-Munroe G, Evangelou M. From hard to reach to how to reach: a systematic review of the literature on hard-to-reach families. Res Pap Educ. (2012) 27:209–39. doi: 10.1080/02671522.2010.509515

 21. Khanlou N, Haque N, Sheehan S, Jones G. “It is an issue of not knowing where to go”: service providers' perspectives on challenges in accessing social support and services by immigrant mothers of children with disabilities. J Immigr Minor Heal. (2015) 17:1840–7. doi: 10.1007/s10903-014-0122-8

 22. Ballantyne M, Rosenbaum PL. Missed appointments: more complicated than we think. Paediatr Child Health. (2017) 23:164–5. doi: 10.1093/pch/pxx039

 23. Bronfenbrenner U. Ecology of the family as a contexto for human development. Dev Psychol. (1986) 22:723–42. doi: 10.1037/0012-1649.22.6.723

 24. World Health Organization. Closing the Gap in a Generation-Health Equity Through Action on the Social Determinants of Health. (2008). Available online at: https://www.who.int/publications/i/item/WHO-IER-CSDH-08.1.

 25. Marmot M, Friel S, Bell R, Houweling TA, Taylor S. Closing the gap in a generation: health equity through action on the social determinants of health. Lancet. (2008) 372:1661–9. doi: 10.1016/S0140-6736(08)61690-6

 26. Simeonsson RJ, Leonardi M, Lollar D, Bjorck-Akesson E, Hollenweger J, Martinuzzi A. Applying the international classification of functioning, disability and health (ICF) to measure childhood disability. Disabil Rehabil. (2003) 25:602–10. doi: 10.1080/0963828031000137117

 27. FitzGerald E, DiRezze B, Banfield L, Nichol GK, Rosenbaum P. A scoping review of the contextual factors impacting employment in neurodevelopmental disorders. Curr Dev Disord Rep. (2021) 8:142–51. doi: 10.1007/s40474-021-00229-x

 28. Imms C, Granlund M, Wilson PH, Steenbergen B, Rosenbaum PL, Gordon AM. Participation, both a means and an end: a conceptual analysis of processes and outcomes in childhood disability. Dev Med Child Neurol. (2017) 59:16–25. doi: 10.1111/dmcn.13237

 29. Arakelyan S, Maciver D, Rush R, O'Hare A, Forsyth K. Family factors associated with participation of children with disabilities: a systematic review. Dev Med Child Neurol. (2019) 61:514–22. doi: 10.1111/dmcn.14133

 30. Simeonsson RJ, Lollar D, Björck-Åkesson E, Granlund M, Brown SC, Zhuoying Q, et al. ICF and ICF-CY lessons learned: pandora's box of personal factors. Disabil Rehabil. (2014) 36:2187–94. doi: 10.3109/09638288.2014.892638

 31. Geyh S, Schwegler U, Peter C, Müller R. Representing and organizing information to describe the lived experience of health from a personal factors perspective in the light of the international classification of functioning, disability and health (ICF): a discussion paper. Disabil Rehabil. (2018) 41:1727–38. doi: 10.1080/09638288.2018.1445302

 32. Stuber J, Meyer I, Link B. Stigma, prejudice, discrimination and health. Soc Sci Med. (2008) 67:351–7. doi: 10.1016/j.socscimed.2008.03.023

 33. Link BG, Phelan JC. Stigma and its public health implications. Lancet. (2006) 367:528–9. doi: 10.1016/S0140-6736(06)68184-1

 34. Geyh S, Peter C, Müller R, Bickenbach JE, Kostanjsek N, Üstün BT, Stucki G, et al. The personal factors of the international classification of functioning. Disabil Rehabil. (2011) 33:1089–102. doi: 10.3109/09638288.2010.523104

 35. Jones SR. Constructing identities at the intersections : an autoethnographic exploration of multiple dimensions of identity. J Coll Stud Dev. (2009) 50:287–304. doi: 10.1353/csd.0.0070

 36. Nixon SA, Yeung E, Shaw JA, Kuper A, Gibson BE. Seven-step framework for critical analysis and its application in the field of physical therapy. Phys Ther. (2017) 97:249–57. doi: 10.2522/ptj.20160149

 37. Crenshaw K. Mapping the margins: intersectionality, identity politics, and violence against women of color. Stanford Law Rev. (1991) 43:1241. doi: 10.2307/1229039

 38. Hankivsky O. An intersectionality-based policy analysis an intersectionality-based policy analysis framework. Vancouver. (2012) 13, 119. doi: 10.1186/s12939-014-0119-x

 39. Priestley M. Childhood disability and disabled childhoods agenda for research. Childhood. (1998) 5:207–23. doi: 10.1177/0907568298005002007

 40. Sontag JC. Toward a comprehansive theoretical framework for disability research: bronfenbrenner revisited. J Spec Educ. (1996) 30:319–34. doi: 10.1177/002246699603000306

 41. Lloyd CB. Girls' Schooling in Developing Countries: Highlights From Population Council Research Population Council Research. (2011). Available online at: https://knowledgecommons.popcouncil.org/departments_sbsr-pgy (accessed May 7, 2021).

 42. Murphy-Graham E, Lloyd C. Empowering adolescent girls in developing countries: the potential role of education. Policy Futur Educ. (2016) 14:556–77. doi: 10.1177/1478210315610257

 43. Verick S. Female labor force participation in developing countries. IZA World Labor. (2014) 87. doi: 10.15185/izawol.87

 44. Bernier R, Mao A, Yen J. Psychopathology, families, and culture: autism. Child Adolesc Psychiatry Clin N Am. (2010) 19:855–67. doi: 10.1016/j.chc.2010.07.005

 45. Ali Z, Fazil Q, Bywaters P, Wallace L, Singh G. Disability, ethnicity and childhood: a critical review of research. Disabil Soc. (2001) 16:949–67. doi: 10.1080/09687590120097845

 46. Baldwin P, King G, Evans J, McDougall S, Tucker MA, Servais M. Solution-focused coaching in pediatric rehabilitation: an integrated model for practice. Phys Occup Ther Pediatr. (2013) 33:467–83. doi: 10.3109/01942638.2013.784718

 47. Rosenbaum P, King S, Law M, King G, Evans J. Family-centred service a conceptual framework and research review. Phys Occup Ther Pediatr. (1998) 18:1–20. doi: 10.1080/J006v18n01_01

 48. Kuhlthau KA, Bloom S, Van Cleave J, Knapp AA, Romm D, Klatka K, et al. Evidence for family-centered care for children with special health care needs: a systematic review. Acad Pediatr. (2011) 11:136–43. doi: 10.1016/j.acap.2010.12.014

 49. Riege A, Lindsay N. Knowledge management in the public sector: stakeholder partnerships in the public policy development. Artic J Knowl Manag. (2006) 10:24–39. doi: 10.1108/13673270610670830

 50. Abrams JA, Tabaac A, Jung S, Else-Quest NM. Considerations for employing intersectionality in qualitative health research. Soc Sci Med. (2020) 258:113138. doi: 10.1016/j.socscimed.2020.113138

 51. Nash JC. Re-thinking intersectionality. Fem Reivew. (2008) 89:1–15. doi: 10.1057/fr.2008.4

 52. Cho S, Crenshaw KW, McCall L. Toward a field of intersectionality studies: theory, applications, and praxis. Signs J Women Cult Soc. (2013) 38:785–810. doi: 10.1086/669608

 53. Blackmer J. Ethical issues in rehabilitation medicine. Scand J Rehabil Med. (2000) 32:51–5. doi: 10.1080/003655000750045541

 54. Nixon SA. The coin model of privilege and critical allyship: implications for health. BMC Public Health. (2019) 19:1637. doi: 10.1186/s12889-019-7884-9

 55. McLeod S, Threats TT. The ICF-CY and children with communication disabilities. Int J Speech Lang Pathol. (2008) 10:92–109. doi: 10.1080/17549500701834690

 56. Rosenbaum P, Gorter JW. The “F-words” in childhood disability: i swear this is how we should think! Child Care Health Dev. (2011) 38:457–63. doi: 10.1111/j.1365-2214.2011.01338.x

 57. Simeonsson RJ, Scarborough AA, Hebbeler KM. ICF and ICD codes provide a standard language of disability in young children. J Clin Epidemiol. (2006) 59:365–73. doi: 10.1016/j.jclinepi.2005.09.009

 58. Kraus de Camargo O, Simon L, Ronen GM, Rosenbaum PL editors. ICF- A Hands-On Approach for Clinicians and Families. London: Mac Keith Press (2019).

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Publisher's Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.

Copyright © 2021 Reitzel, Letts, Di Rezze and Phoenix. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.







OPS/images/crossmark.jpg
©

2

i

|





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Critically Examining the Person–Environment Relationship and Implications of Intersectionality for Participation in Children's Rehabilitation Services



		Introduction



		Critically Examining Participation in Childhood Disability



		Discussion



		Data Availability Statement



		Author Contributions



		Funding



		References

















OPS/images/cover.jpg
, frontiers
in Rehabilitation Sciences

Critically Examining the
Person-Environment Relationship
and Implications of Intersectionality
for Participation in Children’s
Rehabilitation Services





OPS/images/logo.jpg
’ frontiers
in Rehabilitation Sciences





