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 9 
Abstract: Appropriate assistive technology and personal assistance have the potential to considerably 10 
enhance quality of life, access to health and education, and social and economic participation for 11 
people with disabilities. However, although the vast majority of disabled people reside in low-12 
resource settings and low- and middle-income countries, access to these forms of support in these 13 
parts of the world are severely lacking. In addition, there is a lack of evidence regarding contextually 14 
relevant approaches to describing and meeting these needs, particularly in African countries. This 15 
article provides a case study of a South African social enterprise which has designed and 16 
manufactured mobility and seating devices for children with disabilities since 1992. The Shonaquip 17 
Social Enterprise (SSE) has since expanded their work and now builds capacity among a wide range 18 
of stakeholders (including caregivers, rehabilitation health workers, educators, government, and 19 
communities) to better acknowledge and advocate for the wellbeing and inclusion of disabled 20 
children. Using examples from the SSE’s work, we highlight a range of principles that ought to be 21 
used when considering how best to provide for the needs of people with disabilities in all contexts 22 
but particularly in low-resource settings. While access to assistive devices is of great importance, 23 
these devices have limited capacity to improve participation if the broader environment is restrictive 24 
and stigmatising. Devices ought to be one of a range of broader, more holistic efforts to improve the 25 
inclusion and participation of people with disabilities. Keywords: childhood disability, assistive 26 
devices, inclusion, participation, low-resource settings, South Africa 27 
 28 

1. Introduction 29 
Globally, the majority of people with disabilities live in low- and middle-income countries 30 

(LMICs) [1,2]. Supports including personal assistance and appropriate assistive technology have the 31 
potential to considerably improve quality of life, access to education, and social and economic 32 
participation for disabled people [3,4]. However, the World Health Organization (WHO) estimates 33 
that only about 10% of people who would benefit from appropriate assistive devices are able to gain 34 
access [5]. Adequate and properly trained personal assistance is also difficult to obtain in settings 35 
where financial and suitable human resources are scarce. In many LMICs, barriers to access may 36 
include a lack of dedicated resources because disability is absent from most social justice 37 
conversations, as well as dominant negative attitudes and widespread stigma about disability [6,7]. 38 
The compounding effects of high levels of poverty and rurality can create particularly impenetrable 39 
barriers for people with disabilities [8,9]. Additionally, there is a lack of rigorous and contextually 40 
relevant evidence about people’s need and methods for delivering appropriate and cost-effective 41 
assistive devices and technology [10], especially in African settings [4,11].   42 

For children with mobility disabilities, seating and related assistive devices can facilitate 43 
supported or independent movement, prevent infection and disease, and assist in managing or 44 
minimising painful effects of the existing disability [4,12–16]. For example, the right kind of seating 45 
device can prevent additional spine curvature in children with certain kinds of physical disability 46 
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[17]. Such devices also play a critical role in facilitating children’s access to and engagement in 47 
educational, social, and other public spaces, improving the likelihood of their inclusion and social 48 
participation [3,18]. However, accessing these devices can be financially prohibitive [19], and 49 
“availability,… adaptability, acceptability and quality" are also critical considerations in delivering 50 
these services [18,20]. The effective delivery of contextually relevant devices and technology must 51 
also be supported by professionals who can appropriately prescribe, adjust, and maintain these 52 
devices, as well as train and support both the user and their parent or caregiver [12,20,21].  53 

In South Africa, both the Constitution and the United Nations Convention on the Rights of 54 
Persons with Disabilities (UNCRPD) theoretically enshrine inclusion and protection for people with 55 
disabilities. However, many ideological commitments have not yet been translated into law and 56 
implementation is usually slow and inconsistent [22,23]. For those who cannot access care in the 57 
private sector, within which most human and other resources for health are concentrated, the 58 
provision of mobility devices is administered by the public sector health system [20]. The public 59 
sector health system serves approximately 84% of the population with only a small minority of the 60 
country’s human resources for health [24]. Broader inadequacies in the health system are thus also 61 
reflected in the area of delivery of assistive devices and rehabilitation support. There is an overall 62 
shortage of rehabilitation and occupational therapists, a lack of emphasis on community-based 63 
rehabilitation approaches, and insufficient training in the prescription, adjustment and maintenance 64 
of assistive devices [25–27]. Therapists are sometimes forced to improvise mobility and seating 65 
devices by using cardboard or homemade wooden supports [20]. This is particularly the case for 66 
people who are likely to live in already challenging environmental contexts, such as communities 67 
where access to electricity, sanitation, and safe housing is non-existent or unreliable. Despite these 68 
constraints, many health workers are enterprising and often go far beyond the call of duty or use 69 
their own personal resources to address such gaps. However, this situation is inadequate and 70 
unsustainable and in most of the country, provisions for disabled children fall far short of meeting 71 
recommended standards.  72 

It is important that access to assistive technology and personal assistance be expanded in order 73 
to improve the quality of life of children with disabilities in South Africa and other LMICs [3,28]. 74 
Without these supports, it is unlikely that disabled children will be able to claim their basic human 75 
right to educational, health, and other social services, to socialise with peers and participate in public 76 
life, or to reach their developmental potential [20]. There is also a growing understanding that the 77 
exclusion of disabled people both increases their own economic vulnerability and is also societally 78 
costly [29]. However, without parallel work with caregivers, schools, and the broader social and 79 
economic community, assistive devices and technology have limited capacity to improve 80 
participation. Reaching the end goal of fuller inclusion and participation means that access to devices 81 
ought to be one of a range of broader, holistic efforts to improve the acknowledgement of and 82 
provisions for people with disabilities by government and society [30]. Useful approaches should 83 
include innovation in community- and capacity-building, disability rights awareness raising, and 84 
political advocacy toward the empowerment of people with disabilities [28]. Additionally, this will 85 
allow those who currently do not have a disability to meet and learn from a more diverse range of 86 
people, which will be mutually beneficial. In this article we reflect on the approach of a South African 87 
social enterprise doing innovative work in the field of assistive devices for children in South Africa 88 
and further afield. The social enterprise brings together the diverse threads of device provision, 89 
capacity-building, and activism required to achieve more comprehensive, sustainable change. 90 

2. A South African example: the Shonaquip Social Enterprise 91 
The Shonaquip Social Enterprise (SSE), compising Shonaquip and the Uhambo Foundation, 92 

provides an illustrative example of a broad-based and locally relevant approach to improving 93 
children with disabilities’ quality of life and social participation. The SSE works to improve access to 94 
appropriate devices and builds technical and clinical capacity among rehabilitation professionals and 95 
educators. The SSE also aims to strengthen referral pathways for people with disabilities, provide 96 
support and network-building for caregivers, offer a range of disability-specific outreach and 97 
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mentoring programmes, and conduct community sensitisation and disability rights awareness 98 
events. Below, we provide a case study description of the establishment, expansion, and impact of 99 
this multifaceted organisation. We then link the SSE’s work to a number of best practice 100 
recommendations for the provision and delivery of support services and assistive devices in low-101 
resource settings, with the end goal of proper inclusion of children with disabilities for their benefit 102 
as well as the benefit of their peers and society at large. 103 

2.1. Shonaquip: 104 
Shonaquip is one half of the social enterprise and produces mobility and seating devices for 105 

children with mobility and other disabilities. Shonaquip was founded in Cape Town, South Africa in 106 
1992 by Shona McDonald, whose first daughter was born with cerebral palsy. McDonald realised that 107 
the range of devices available at the time in South Africa was wholly insufficient, especially for 108 
children with considerable difficulty in maintaining posture (i.e. the inability to sit upright or balance 109 
without substantial postural support). Children with mobility disabilities would usually be strapped 110 
into a pram with a cardboard insert to support their posture, which did not facilitate mobility or 111 
participation and could even worsen physical wellbeing by increasing curvature of the spine or 112 
resulting in avoidable pressure sores. Even for those who could access better wheelchairs, the chairs 113 
available were usually designed in a wealthy country with better infrastructure and were thus 114 
inappropriate for many local terrains and environments. In much of South Africa, people live in rural 115 
areas with uneven surfaces and commonly, thorns and stones in the road. Even in urban and peri-116 
urban settings, low-resourced wards1 and municipalities struggle to maintain the quality of roads 117 
and pavements. McDonald was an artist with a background in sculpting and wanted to help solve 118 
this local problem. She initially collaborated with a biomedical engineer from the University of Cape 119 
Town, as well as a number of rehabilitation specialists, who contributed to the development of seating 120 
devices and attendant training processes. At that stage the group were focused on designing high 121 
quality seating that included proper postural support, but that could also be customised and adapted 122 
for the specific needs of each user.  123 

Shonaquip quickly established a reputation for producing sturdy, supportive seating and 124 
mobility devices, and expanded their sales and support for families across the country. They have 125 
since won numerous local and international design awards for their collaborative approach and the 126 
therapeutic value of their devices [31]. They have also been lauded for their innovative social 127 
enterprise business model, which allows the organisation to be relatively independent from external 128 
funding [32]. Shonaquip has also partnered with government to extend and strengthen service 129 
provision for people with disabilities, especially in poorer and harder to reach areas of the country. 130 
The primary purpose of this partnership has been to build the country’s capacity to deliver 131 
comprehensive wheelchair services, in line with WHO standards [33]. The majority of Shonaquip’s 132 
device production and related wheelchair services work is in South Africa’s nine provinces but they 133 
have also extended regional distribution to a few nearby countries (Botswana, Mozambique, 134 
Namibia, Zambia, Zimbabwe), as well as to Georgia, India, Iraq, Tanzania, Uganda, the United States 135 
of America, and the United Kingdom.  136 

More recently, Shonaquip has supported government efforts to address disability awareness 137 
and efforts to facilitate inclusion. The social enterprise also advocates more broadly for the economic 138 
inclusion of PWD, and offers an advisory service for local companies seeking to improve disability 139 
inclusion in their workforce. 30% of the Shonaquip staff is disabled, indicating their own commitment 140 
to and role-modelling of the economic inclusion of people with disabilities. Many of these employees 141 
require a device themselves and understand first-hand how the quality of the device can impact on 142 
the participation potential of the user. Their insights are incorporated into the organisation for design 143 
and awareness raising. For example, in one instance interviews were conducted with factory staff 144 

 
1 A ward is a geopolitical subdivision of a South African municipality. There are many municipalities within 

each province, and nine provinces in the country. 
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who were also wheelchair users – their stories were used to inform and educate other colleagues and 145 
the organisation at large.  146 

Shonaquip continues to innovate to try and meet the needs of children with disabilities in South 147 
Africa. Various mobility and seating supports are now available including a diverse range of manual 148 
or powered buggies that work on a modular and customisable system, as well as removable 149 
positioning supports for standing, sitting, lying down, and traveling in a vehicle. Shonaquip designs 150 
are aligned with recommendations from the WHO and other experts for best practice in seating 151 
provisions for children with disabilities in low-resource countries [33,34]. However, their design 152 
work is also strongly influenced by insights from users and their caregivers, as well as by their 153 
understanding of common environments in the country. For example, the original Shonaquip 154 
“MadibaBuggy” was developed in the 1990s to address the abovementioned gap in available 155 
provisions. The original MadibaBuggy was intended specifically for children who cannot self-propel 156 
or are unable to sit independently and need considerable posture support. The buggy also assists 157 
children with the control of spasms and muscle imbalances. Later, with the help of new industrial 158 
design staff, the chair was updated and enhanced to create the Madiba2GoBuggy. The latter still 159 
centres the needs of the user but also incorporates the needs of the caregiver who is also working 160 
with the chair every day, and the therapist who is adjusting the seating. The Madiba2GoBuggy is 161 
especially suited to rugged terrain, can recline, and has a number of other adjustable features to allow 162 
for easier transport, storage, and handling by the carer. Most recently, in light of the difficulty of 163 
transporting chairs across the long distances between provinces and from urban centres to rural 164 
outskirts, Shonaquip has worked on producing deconstructed “flat pack” wheelchairs, which allows 165 
for wider distribution and also provides employment opportunities for people who can be trained to 166 
assemble these products. 167 

In response to the aforementioned shortage of appropriately trained providers who can 168 
prescribe and adjust assistive devices, Shonaquip has also expanded their work to move beyond the 169 
design, manufacturing, and distribution of seating and mobility devices. They now offer a range of 170 
complementary services and training to build and sustain relevant capacity and skills development. 171 
Shonaquip provides services for the initial assessment, customisation, fitting, and maintenance of 172 
devices. To expand on this impact, they also train healthcare professionals in the maintenance, 173 
prescription, and adjustment of relevant assistive technology. It is important that such assessments 174 
are context-specific so along with assessing the physical and cognitive needs and capacity of the user, 175 
Shonaquip’s comprehensive assessment training emphasises a wide range of important 176 
considerations. These include the user’s home background and lifestyle (the activities that are most 177 
important to the user or that they hope to pursue in the future), accessibility in their home and specific 178 
neighbourhood, their access to public or private transport, and if any other support is available [35].  179 

Additional capacity-building efforts include support for a range of outreach “clinic” services run 180 
by a seating practitioner and a wheelchair technician. These services provide specialised training and 181 
mentoring in clinical and technical skills for existing local providers and community workers. The 182 
clinics are hosted in collaboration with local community-based sites including primary health care 183 
clinics, schools, institutions and care centres. In so doing, local hosts are equipped and empowered 184 
to actively expand on their service provision by consciously including disabled people. The ultimate 185 
goal is for these clinics to have initial remote support and mentoring from Shonaquip but eventually, 186 
to be completely independent. In other words, Shonaquip tries to “do with and alongside” rather 187 
than “do for”. Finally, in South Africa much of the limited but important existing rehabilitation 188 
therapy workforce includes newly graduated occupational therapists and physiotherapists, who are 189 
then often appointed in remote areas to provide services during their one year of compulsory 190 
community service. Shonaquip offers inputs for these therapists during their university training 191 
years to prepare them for the challenges they may find in the field. These varied and contextually 192 
relevant approaches to capacity-building increase the chance that children with disabilities in the 193 
region will receive an appropriate device assessment and prescription.  194 

Further representing their agile and adaptive approach to training and service delivery, during 195 
the coronavirus pandemic the organisation’s training has had to shift toward more flexible designs 196 



Int. J. Environ. Res. Public Health 2020 FOR PEER REVIEW 5 of 11 

 

and alternative platforms to replace hands-on training. For example, the design of a range of methods 197 
for instruction such as training videos and “frequently asked questions” lists, which are shared on 198 
the organisation’s website. They have also used more innovative approaches to content delivery and 199 
networking, like using social media platforms for webinars and instant messaging groups to connect 200 
parents, carers, teachers, and other stakeholders. 201 

2.2. The Uhambo Foundation: 202 
After years of impactful device and assessment service provision, Shonaquip realised that a 203 

more holistic approach was needed and decided to expand their efforts. While an appropriate 204 
assistive device is important as a tool for enabling participation, the organisation understood that a 205 
device on its own could not address a range of other barriers that prevent children’s inclusion and 206 
full participation. They aimed to work directly with caregivers of children with disabilities, to 207 
capacitate educators of children with disabilities, and to raise broader awareness about and advocate 208 
for the inclusion of children with disabilities in South Africa. Established in 2010, the Uhambo 209 
Foundation enhances the impact of Shonaquip’s existing service provision by means of a range of 210 
community outreach and capacitation initiatives. In turn, Shonaquip product distribution funds most 211 
of the Uhambo Foundation’s activities, making it more autonomous and sustainable than many other 212 
local non-profit organisations who rely on external funding. Together, they are the Shonaquip Social 213 
Enterprise.  214 

Currently working in most South African provinces and intending to expand their work, the 215 
Uhambo Foundation has launched a range of programmes including community awareness raising, 216 
family support, educator and caregiver skills development, and policy advocacy. One of the Uhambo 217 
Foundation’s key goals is to empower and teach caregivers and educators of children with disabilities 218 
to see and understand these children’s potential. The Uhambo Foundation’s work is organised 219 
according to a framework they have titled “ecosystems for inclusion”, which is strongly influenced 220 
by the social model of disability and a rights-based approach to improving disabled people’s 221 
participation in society. Through partnerships and collaboration, the Uhambo Foundation delivers 222 
or facilitates service provision and advocacy in four interlinking and overlapping areas: 1) barriers, 223 
perceptions, and local referrals, 2) posture support and seating services, 3) education, and 4) learning 224 
and economic participation. The Foundation’s crosscutting work is based on the belief that these are 225 
the primary areas in which intervention and progress must happen in order for wider systemic 226 
change to occur.  227 

The work of the Uhambo Foundation is profoundly responsive and context-aware. In low-228 
resourced areas in South Africa, as in many other countries, health and other social development 229 
programmes regularly emerge but usually disappear as soon as the funding concludes or if the 230 
programme is not locally acceptable [12]. Such programmes are also vulnerable to high staff turnover 231 
and lack of appropriate handover to local implementers, especially in rural areas. Although Uhambo 232 
does offer specific services and resources, they prioritise enhancing existing services to avoid wastage, 233 
work duplication, and a dependency on external partners, which often make this kind of work 234 
unsustainable. They work to strengthen existing services, bolster referral systems, identify 235 
community barriers and ways to address them, and facilitate connections between people who may 236 
be able to support or help each other but are not yet connected. They also upskill existing social and 237 
development workers to better understand and champion the rights of people with disabilities and 238 
to provide them with useful resources, such as standardised referral forms to encourage linkage to 239 
relevant service providers or clinicians. For example, although a cadre of social workers may already 240 
be working in a particular area, they may not yet have the specific skills or networks to properly cater 241 
for disabled people. The Uhambo Foundation might then identify these individuals, provide targeted 242 
training, and facilitate connections between these social workers and nearby caregivers who may feel 243 
isolated.  244 

A second example of this kind of sustainable approach is observable in their early childhood 245 
development (ECD) work. In South Africa, there are local ECD centres (i.e. pre-school/creche 246 
facilities) in many low-resource or rural areas. ECD centres are often run by local women to provide 247 
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care for young children in under-served areas and to generate an income. Obtaining a basic ECD 248 
certification is reasonably straightforward but in the standard qualification, facilitators are not 249 
provided with disability-specific training, despite the fact that they may have children with 250 
disabilities in their care group. Uhambo’s Ndinogona (“I Can”) programme is flexibly structured and 251 
suitable for use by carers, parents, and educators. The programme upskills adults to better provide 252 
for the needs of children with disabilities in inclusive educational settings. It is supported by a 253 
carefully prepared “stim kit” – toys that are specifically designed to be appealing and useful for 254 
children with a varied range of disabilities [36]. The programme provides the means for disabled 255 
children to play (“structured stimulation”) and facilitates their integration into daily educational 256 
activities early to ease the transition to schooling. The programme encourages educators and 257 
caregivers to interact more with children with disabilities and to be creative in their approach to 258 
disability inclusion. It also helps communities and carers to recognise and act on the learning 259 
potential of children with disabilities (which may be displayed differently by these children in 260 
comparison to others [37]), thereby challenging existing stereotyped attitudes about disability. 261 
Finally, it recognises that all children, as well as their families and communities at large, can also 262 
benefit from this engagement and understanding of their peers with disabilities. The Ndinogona 263 
programme has a high likelihood of local acceptability and success, as these centres are already well-264 
established in many communities. The Uhambo Foundation observed an existing service, noticed 265 
that there were gaps in provision for children with disabilities, and provided a specific enhancement 266 
to a service that already exists in order to expand the inclusivity and impact of this important service.   267 

A third example of the responsive, capacity-building work that Uhambo conducts is their efforts 268 
to support and capacitate caregivers. The Foundation is particularly interested in “raising the voices” 269 
of caregivers of children with disabilities, equipping them to navigate their own and their children’s 270 
challenges, and empowering them to be advocates for disability rights and service provision. Toward 271 
these goals, the Champions of Change Trust was recently launched. This is a network of parents and 272 
caregivers who will connect with, educate, and conduct outreach with others who have similar 273 
experiences, as well as link them to important services, resources, and information. The organisation 274 
hopes this initiative will help to address and decrease the physical, emotional, and experiential 275 
isolation many parents of children with disabilities feel [23,38,39]. Focusing all its energy and 276 
attention on direct service provision can limit an organisation’s scale and sustainability. This kind of 277 
snowball capacitating approach works to empower caregivers and others involved in providing 278 
support, to reach as many people as possible, and to increase society’s willingness to support and 279 
include children with disabilities.  280 

3. Discussion 281 
Various best practices and key recommendations from the broader literature on access to and 282 

the improved impact of assistive devices for people with disabilities are represented in the work of 283 
the Shonaquip Social Enterprise, as described above. Importantly, it is clear that access to appropriate 284 
devices is a central aspect of the journey toward fuller social participation for children with 285 
disabilities. It is important that these assistive devices be reviewed regularly to ensure needs are met 286 
across a growing child’s lifespan, and to ensure they are used as intended [40]. However, it is also 287 
clear that the impact of these assistive devices can be massively enhanced by wider efforts to address 288 
the environmental and systemic exclusion that limits disabled children’s social participation. Toward 289 
shifting these broader constraining factors, the SSE collaborates with existing community networks 290 
and resources to strengthen referral pathways and optimise access to existing resources. They 291 
undergird these efforts by creating partnerships across the government departments of Health, 292 
Education, and Social Development, as well as putting pressure on decision-makers to adapt or create 293 
suitable policy. They also train and support parents and caregivers as key advocates for disability 294 
and inclusion in the community. This broad-based inclusivity and targeting of a wide variety of 295 
service providers and stakeholders speaks to the fact that everyone in a community has a role to play 296 
in driving disability inclusion.  297 

A number of key lessons can be drawn from the example of the SSE. These include: 298 
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1. Improving access to responsive, adaptive, and high quality device design: Assistive devices 299 
ought to be designed with the specific needs of clients and carers in mind, as well as a thorough 300 
understanding of local conditions, terrains, and environments [28,41]. A device that works well 301 
in a paved, urban environment with consistent ramp access may be totally inadequate for a child 302 
living in the rural and under-served urban environments that are far more common in South 303 
Africa and LMICs in general [34]. In other words, context matters – it is, in fact, crucial. This 304 
awareness is well demonstrated in the example of the Madiba2GoBuggy, which was designed 305 
with specific local circumstances in mind. Additional important factors that should be 306 
considered when assessing the utility of assistive devices include affordability, whether the 307 
device can be serviced or maintained in the most remote areas, and if it is possible to access 308 
regular reviews by rehabilitation or seating professionals [42]. For children, it is also necessary 309 
to consider caregiver feedback, which is often overlooked, and whether the device is still 310 
meeting the needs of a growing child [37,43].    311 

2. Training, capacitating the workforce, and upskilling human resources for disability service 312 
provision: Devices alone will not improve inclusion – a better trained workforce is important. 313 
This training ought to be aligned with internationally recommended best practice and WHO 314 
standards, but should also be assessed for suitability to or adapted for the local context. In this 315 
regard, the SSE provides ongoing mentoring and remote support, caregiver training, assessment 316 
training, and maintenance support to build capacity that is still severely lacking. SSE also 317 
supports mobile clinics and other outreach work, as well as ECD facilitator and university-level 318 
training, to sustainably build and entrench decentralised service provision and expertise. These 319 
efforts are informed by regular contact in the field with families, carers, and service providers of 320 
children with disabilities, global guidelines, and ongoing participation in international 321 
communities of practise, such as the International Society of Wheelchair Professionals [44]. 322 

3. Holistic efforts to support participation and advocate for rights: A community-based approach 323 
is important in most settings, but especially in LMICs where accessing centralised services may 324 
be more costly or difficult. Building such approaches relies on fostering deep, trusted local 325 
relationships. High quality services are crucial but need to be embedded in empowerment 326 
initiatives and within sustainable systems. To this end, the SSE focuses on strengthening referral 327 
systems, network-building, community dialogues, and leveraging opportunities for impact and 328 
inclusion. 329 

4. “Nothing about us without us”: Championed by many social movements including the 330 
disability rights movement, SSE embodies this slogan. They work hard to include and champion 331 
the voices of children with disabilities and their caregivers. A large proportion of their workforce 332 
is also disabled, which demonstrates the capacity of people with disabilities to contribute 333 
economically when an environment is inclusive. Their consultative service assists other 334 
companies and organisations in improving employment equity for people with disabilities, an 335 
effective and applied form of advocacy. Another core aspect of the SSE’s work is their strong 336 
and active parent/primary caregiver network. The SSE is increasing and accelerating its 337 
involvement of these important partners in decision-making about support needs, current and 338 
future priorities, and research goals. An additional result of this approach is that parents who 339 
are impoverished and marginalised can gain confidence and skills and potentially become more 340 
economically active.  341 

5. Advocacy at all levels: The SSE is involved in lobbying and advocacy work at a range of levels: 342 
from the local to the national, and across a number of government departments including the 343 
Departments of Health, Education, and Social Development. It is important to the organisation 344 
that their grassroots partners’ knowledge is incorporated into and shared through this advocacy 345 
work. They also hope to empower parents to collectively challenge the lack of service delivery 346 
and decision-making aligned to the country’s stated policies to protect and uphold the rights of 347 
their and other children with disabilities. Insights from the SSE’s decades of work in this context 348 
and field provide valuable blueprints for changing the social environment and increasing 349 
inclusion.  350 
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5. Conclusions 351 
Though access to high quality appropriate assistive devices is valuable, the overall story of the 352 

SSE suggests that it is also important to focus on an holistic approach that aims for the ultimate goal 353 
of inclusion and participation, rather than on devices alone. In a global context in which there is 354 
currently a great emphasis on technology and what it can achieve, it is important to design well and 355 
more universally to try and enable increased participation. However, it is also necessary to return to 356 
fundamental lessons dating from the social model of disability and later adapted in the WHO’s 357 
International Classification of Functioning, Disability and Health (ICF) and related approaches 358 
[28,45]. Disability inclusion is not just about managing impairments. It is also about challenging 359 
structural and attitudinal barriers in the broader environment so as to effect community-led and 360 
practical movement toward inclusion [46]. Resources ought also to be directed toward gathering 361 
strong evidence from around the world and identifying sustainable, contextually-relevant 362 
approaches to improving the lives and inclusion of disabled people in the global south.   363 

A well-designed device which meets the needs of the child in their context has great potential to 364 
be a tool for inclusion but does not on its own allow the child to reach their full potential. The latter 365 
can only be fully realised when the device is supported by an environment of trained parents, carers, 366 
educators, and rehabilitation workers. Importantly, inclusive environments can only be created when 367 
communities understand and welcome all children with disabilities as integral, engaged members of 368 
their communities. The development of adequate, well-considered devices and products is critical 369 
but must be supported by policy, resources in the workforce, appropriate training, and integration 370 
with existing provisions by government and other actors [28,45]. This is likely to raise different 371 
challenges in different socio-political contexts.  372 

The SSE is as interested in producing good devices as it is in helping children develop optimally, 373 
supporting parents in their caring and in other aspects of their lives, conscientizing and enhancing 374 
the work of rehabilitation workers, and changing societal attitudes. Devices which work help make 375 
people with disabilities more visible, allow them to participate more, and have a beneficial impact on 376 
physical health and emotional wellbeing. This is part of the cycle of inclusion where the key question 377 
becomes not how a device does or does not work, but how a society at all levels becomes a place in 378 
which all can maximally contribute and benefit. Embedding the provision of these devices in a 379 
community of networked and resourceful groups and individuals who work together is far more 380 
likely to facilitate the goal of improved inclusion and fuller social, educational, and community 381 
participation.    382 

We do not claim that everything that the SSE does is necessarily unique. It is however useful to 383 
reflect on this social enterprise, partly because it has been successful for many years and continues to 384 
sustainably expand its services and support. The SSE also demonstrates the importance of holistic, 385 
agile thinking and activism for proper inclusion, which is always a work in progress. A substantial 386 
growth opportunity for SSE is to research and evaluate its work more formally, a development 387 
endeavour with which the SSE is currently actively engaged. Strategically, this kind of research is 388 
more likely to be acknowledged by government and other powerful role-players and can be 389 
leveraged for advocacy. In turn, this kind of collaboration enriches the evidence co-created by 390 
academic partners [45]. It is important that this local evidence base grows and is used to put pressure 391 
on government to deliver thoughtfully and comprehensively on its commitments [28].     392 
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