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Background: Persons with disabilities experience significant barriers to accessing health
care. These barriers may be more serious in countries such as Ethiopia. In this study, we
aimed to assess the prevalence of accessibility and associated factors among physically
disabled people visiting physical disability associations in Hawassa.

Methods: A cross-sectional study was conducted among 345 randomly selected physically
disabled people who visited disability associations in Hawassa. Data were collected from
February 1 to 28, 2020 through face-to-face interview using a semi-structured questionnaire.
Data analysis was done by SPSS version 23. Statistically significant test was declared using
statistical cut-off point of P-value < 0.05.

Results: Accessibility to healthcare services among respondents was 83 (25.4%). About
three-quarters of these respondents (74.6%) experienced at least one access barrier to
healthcare services; 61.5% experienced physical barriers, 62.7% reported barriers related to
medical equipment and 59.3% had communication barriers. Male participants (AOR = 3.19,
95% CI: 1.70, 6.99), married individuals (AOR = 2.95, 95% CI: 1.59, 5.49), people whose
costs for healthcare services was covered by NGOs (AOR = 3.23, 95% CI: 1.39, 7.51) and
participants with no experience of discrimination when accessing healthcare services (AOR
= 5.84, 95% CI: 3, 11, 10.95) had more access to healthcare services.

Conclusion: Accessibility to healthcare services among people with disabilities was poor in
the study. It is related with various factors. Therefore, it is important to strengthen inter-
sectoral collaboration, promote community health insurance and strengthen the economic
capacity of persons with physical disabilities in order to overcome barriers.
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Background

The United Nations Convention on The Rights of Persons with Disabilities (UNCRPD)
has precisely given a broad definition that encompasses all forms of disabilities.
Physical accessibility is a condition of the physical environment that determines the
use of services. It is how accessible physical structures such as hospital buildings, door
entrances, toilets and scales are to Persons with Physical Disabilities (PWPD). It also
includes the accessibility of roads to healthcare facilities, and sidewalks, corridors and
parking spaces intended for PWPD within the healthcare facility." It can be affected by
factors such as physical barriers, information and communication, financial barriers
and attitude-related barriers.” It can be affected by factors such as physical barriers,
information and communication, financial barriers and attitude related barriers.”
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The UNCRPD addresses areas such as physical, men-
tal, intellectual or sensory impairments and the environ-
which
inaccessible transportation and inaccessible public build-

mental factors include negative attitudes,
ings and limited social supports.> PWPD remain at the
margins of society and belong to the most impoverished
groups.” Negative imagery and language, stereotypes, and
stigma with deep historic roots persist for people with
disabilities around the world.*

Based on the World Report on Disability, over 1 billion
people, or 15% of the world’s population, are living with
some form of disability.* Between 110 million (2.2%) and
190 million (3.8%) people aged 15 years and older have
significant difficulties in functioning.® However, rates of
disability are increasing, due to population aging and the
global increase in chronic health conditions.”

PWPD report seeking more health care than people
without disability and have greater unmet needs.®®
Today, only 1 in 10 people in need have access to assistive
products. Affordability of health services and transporta-
tion are two main reasons why PWPD do not receive their
required health care in low-income countries; 32-33% of
people without disability are unable to afford health care
compared with 51-53% of people with disability.’

The combination of high needs and low capacity to pay
for health care is a major policy concern and a serious global
challenge for providing available, accessible and affordable
healthcare for PWPD.”!° A study in India showed that
PWPD had significantly less access to healthcare services
than those without disability, and the barriers reported most
often were lack of information, transport and physical
inaccessibility.!" These problems are particularly common
among PWPD in Africa and most developing countries,
and widen the access gap between them and their counter-
parts in the developed world.'® A study in Ghana reported
that inaccessible healthcare facilities and equipment, specifi-
cally absence of ramps and elevators, narrow corridors,
absence of toilets and lack of sidewalks were among the
biggest barriers to access healthcare services.'?

The barriers to accessing healthcare services increase
with age and severity of disability, and reduce with increas-
ing level of education and with increasing number of mem-
bers in the household.'® In addition to this are being single
and unemployed, and lack of family support.'*

In Ethiopia, a majority are facing a unique challenge to
access basic social services and service providers may lack
knowledge about disability issues, and misinformed or dis-
criminatory attitudes of health workers can lead to impacts

on access to healthcare services.'> As long as this disastrous
situation is not addressed and inclusive strategies are not
implemented, the global and national goals of poverty
reduction and human rights will not be achieved.'® As a
result, the need for empirical evidence on barriers to PWPD
in accessing healthcare services becomes very important.
Although disability as one socio-economic problem has
received the attention of many scholars, information on
the healthcare services accessibility barriers of PWPD is
limited in Ethiopia. Moreover, although this issue has been
investigated in the study area,'® this was not adequate for
any decision making. This study therefore aimed to exam-
ine the prevalence of barriers and associated factors among

physically disabled people in Hawassa city.

Methods
Study Setting and Study Population

This study was conducted in Hawassa city administration,
in Sidama National Regional State which is located in the
southern part of Ethiopia. Hawassa city is located at 275
km distance from Addis Ababa, Ethiopia. The city admin-
istration has 8 sub-cities with 20 urban and 12 rural
kebeles. Due to lack of available information, it is difficult
to obtain accurate figures on the prevalence of PWPD.
Based on the 2013 CSA population projection report, the
total number of PWPD in 2017 was 8088 (1.78% of the
population).'’

The source population of the study was all PWD resid-
ing in Hawassa city administration. While, all randomly
selected individuals who are members of six physical
disability associations in Hawassa city, namely: Ethiopian
National Association of the Deaf (ENAD), Ethiopian
National Association of Persons Affected by Leprosy
(ENAPAL), Ethiopian National Association of the Blind
(ENAB), Cheshire Service Ethiopia, “Salu Meredadat”
PWPD Development and “Birhan Le Ethiopia” PWPD
Association and available during the study period were
considered as the study population. All randomly selected
PWPD with age greater than 18 years old (adults) who
were enrolled as members of the physical disability asso-
ciations, could give informed consent and visited associa-
tions from February 1 to 28, 2020 were included in the
study. Those individuals with intellectual/mental impair-
ments, those with multiple disabilities and those PWPD
who were not members of the physical disability associa-
tions were excluded from the study.
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Variables
Access to healthcare service status was determined from
the sum of variables such as availability of services, and
individual and social related characteristics. Availability of
services refers to resource allocation, financial incentives,
the availability of transportation, suitable methods of ser-
vice delivery, and favorable healthcare settings such as
corridors and door entrances, toilet, ramps and elevators.
Individual and social related characteristics are factors
such as help-seeking behaviour, previous experiences,
demand for formal care, social support. Organizational
related factors include registration, opening times, waiting
times, admission beds setting, information provision, costs
of care, building design, and availability of different assis-
tive devices such as stretchers and chairs for those with a
disability. Regarding the sum of score of the questions to
examine healthcare service accessibility which participants
were expected to answer, participants who scored above
the mean were categorized as “good access” and those
who scored below the mean were categorized as “poor
access”.'®

Exposure variables include socio-demographic charac-
teristics of the participants such as age, residence, gender,
marital status, education status, occupational status, house-
hold monthly income. Physical barriers include infrastruc-
ture, transportation accessibility, distance, medical
equipment and assisting devices. Financial barriers include
income level, transportation cost, amount of healthcare
service cost, insurance coverage. Communication and
Information barriers include unavailability of visual
signs, disability assistants, sign language interpreters and
assistive devices in healthcare facility, knowledge on
available services. Finally, other related barriers include
type of disability, healthcare providers, perceived quality

of care, discrimination, lack of compassion and respect
(Figure S1).

Sample Size and Sampling Procedures

The sample size (n) was calculated using the following
single population proportion formula and corrected for
finite source population based on the following assump-
tions: (p) 50%, 95% Confidence interval (CI) (1.96), 5%
margin of error (d), and adding 10% contingency.

(Zl _a ) P[1-P]
n= 2 n = (1.96)%(0.5) (0.5)/ 0.05%)

= 384, then corrected as by; Finite population

correction formula, Therefore, nf=-—"2 = 384/ ((1

(D)
+((383))/ 1712)) = 313.8 + 10% (31.38) =345 ~ 345

Therefore, the required sample size was n = 345
included in the study.

The selection of the study participants was included in
the sampling frame which prepared from registries of the
associations that work with people with physical impair-
ments in Hawassa city. The sample size was allocated
proportionally to each association based on the number
of PWPD registered on their institutions. Finally, 422

study participants were selected using a lottery method.

Data Collection Tools and Procedures
The data were collected through an interview by pre-tested
and structured questionnaires. Socio-demographic charac-
teristics and other determinants were assessed. The ques-
tionnaire was developed after a thorough literature
review.>'”** The questionnaires were translated into the
local language. The questionnaires were pretested and
validated on 5% of the PWPD before two weeks in the
study time at “Kuyera, Shashemene” outside the study
area. Then some modifications on sequence and arrange-
ment of the multiple answer questionnaire were done
based on the findings. A total of six data collectors, nurses
(including a sign language translator) and one supervisor
were selected, trained and carried out the data collection
process for 5 consecutive days. The data from participants
with hearing impairment was obtained by a data collector
who had knowledge and skill of sign language interpreta-
tion. Furthermore, the data collection process was super-
vised closely by the principal investigator and the
supervisor to ensure information were properly collected
and recorded.

Data Analysis

Data entry, cleaning, and analysis were done by SPSS V.
23. Descriptive analysis including frequency distribution
and percentage was made to determine the access to
healthcare service status, to describe socio-demographic
and other determinants. Bivariate logistic regression ana-
lysis was conducted for crude odds ratio (COR) and all
factors with a p-value < 0.25 were included in a multi-
variable logistic regression to control confounding effects.
The Hosmer-Lemeshow goodness-of-fit statistic was used
to assess whether the necessary assumptions for the appli-
cation of multiple logistic regression are fulfilled. Adjusted
odds ratios (AOR) with 95% confidence intervals (CI)
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were used to measure strength of the association between
outcome variables and its determinant factors. Finally,
p-value < 0.05 indicated a significant association.

Operational Definitions

Disability refers to difficulties encountered for persons
with hearing, visual and mobility impairments in any or
all three areas of functioning.

Person with physical disability was defined as a person
with disability in vision, hearing and/or mobility.

Physical barriers: refers to the condition of the physical
environment that determines the use of services and how
accessible physical structures such as infrastructure, trans-
portation, distance, medical equipment and assisting
devices are to PWPD.

Healthcare access was defined as the opportunity to
reach and obtain appropriate healthcare services in situa-
tions of perceived need for care. Access also described as:
the possibility to identify healthcare needs, to seek health-
care services, to reach the healthcare resources, to obtain
or use healthcare services, and to actually be offered
services appropriate to the needs for care. Finally, we
conceptualize five dimensions of accessibility of services
as represented in the upper part of Figure S1: (1)
Approachability; (2) Acceptability; (3) Availability and
accommodation; (4) Affordability; (5) Appropriateness.'®

The access to health service status was the sum of score
of the questions to assess health access and participants who
were able to score above the mean (3.5) out of 7 questions
were categorized under “good access” and those who scored
below the mean were categorized under “poor access”.

Communication and information barriers: are defined
as anything that prevents PWPD from receiving and
understanding the messages that health personnel use to
convey their information at health facility.

Hearing impairment: is considered when a person faces
a total inability to hear and may occur in one or both ears.

Reduced mobility: refers to the inability of a person to
use one or more of his/her extremities, or a lack of strength
to walk, grasp, or lift objects. The use of a wheelchair,
crutches, or a walker may be utilized to aid in mobility.

Visual impairment: refers to a person with partial or
total inability to see and may occur in one or both eyes.

Discrimination while accessing healthcare services:
any act or practice inconsistent with the PWD, for exam-
ple: facing discrimination in participation or consenting in
their medical procedures, repeatedly asking about their
disability, insulting or using culturally embarrassing

words, calling by their disability, waiting for a long time
to get service due to their disability.

Results

Socio-Demographic Characteristics

A total of 327 study participants were included, providing
a response rate of 94.8%. The mean and standard deviation
(£SD) age of PWPD was 30.5 (£ 9.07) years, with 120
(36.7%) respondents being between 25 and 35 years of
age. The majority, 230 (70.3%) of the study participants
were urban dwellers. More than half, 186 (56.9%) of the
respondents were men and 156 (47.7%) were married.
Regarding the educational status of study participants, 86
(26.3%) had no formal schooling, 77 (23.5%) had primary
schooling and 164 (50.2%) had secondary and higher
education. Only 37 (11.3%) of the study participants
were employed in government organizations, while 107
(32.7%) were employed in private companies. One hun-
dred and sixty-four (50.2%) of respondents earned a
1051-3342 ETB.
Regarding type of disability, out of 327 study participants,

monthly household income of
the proportion of persons with reduced mobility, visual
and hearing impairments were 145 (44.3%), 112 (34.3%)
and 70 (21.4%), respectively (Table 1).

Respondent’s Experience and Perceptions

of Healthcare Service Visit

Almost all 326 (99.7%) of the respondents visited health-
care services in the last 12 months. Of these, 243 (74.3%)
respondents visited healthcare facilities mainly to seek
treatment, 46 (14.1%) visited for regular check-ups and
36 (11.0%) visited for laboratory tests. The majority of
respondents, 247 (75.5%) had visited public hospitals or
health centers. Concerning the regular source of funding
for respondents to cover healthcare costs, 145 (44.3%)
were covered by community health insurance (CBHI),
112 (34.3%) out of pocket expenses and 70 (21.4%) by
NGOs (Table S1).

Healthcare Service Access and Its

Barriers

The overall level of access to the healthcare services
among PWPD clients was 83 (25.4%) [95% CI: 20.9—
30.3]. Regarding the barriers that respondents faced
when they accessed healthcare facilities, 244 (74.6%) par-
ticipants reported at least one access barrier to healthcare
services, 201 (61.5%) had physical barriers, 205 (62.7%),
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Table | Bivariable and Multivariable Logistic Regression Analysis to Access Healthcare Service by Persons with Physical Disability,

Hawassa City, Southern Ethiopia, June 2020

Total Access to Health Services COR (95% CI) AOR (95% CI)
No. (%) Good Poor

Residence

Rural 97 (29.7) 15 82 | |

Urban 230 (70.3) 68 162 2.30 (1.24, 4.26)* 1.92 (0.91, 4.05)*
Gender

Female 141 (43.1) 25 116 | I

Male 186 (56.9) 58 128 2.10 (1.24, 3.58)* 3.19(1.70, 5.60)**
Age

<25 97 (29.7) 31 66 225 (1.17, 4.32)* 2.03(0.94, 4.40)

26-35 120 (36.7) 33 87 1.82 (0.96, 3.43) 1.28(0.60, 2.71)

> 35 110 (33.6) 19 9l | |
Marital status

Not married 171 (52.3) 29 142 | |

Married 156 (47.7) 54 102 2.59 (1.54, 4.35)* 2.95 (1.59, 5.49)**
Education status

No formal education 86 (26.3) I 75 | |

Primary (1-8) 77 (23.5) 19 58 2.23 (0.99, 5.06) 1.30 (0.50, 3.36)

Secondary & above 164 (50.2) 53 I 3.26 (1.60, 6.64)* 1.23 (0.51, 2.30)
Household monthly income

< 1000 ETB 61 (18.7) 9 52 | |

10012575 ETB 164 (50.2) 40 124 1.86 (0.84, 4.12) 1.95 (0.77, 4.91)

> 2575 ETB 102 (31.2) 34 68 2.89 (1.27, 6.55)* 1.89 (0.71, 4.98)
Health cost covered by

Self 112 (34.3) 17 95 | |

NGOs 70 (21.4) 24 46 2.92 (1.43, 5.96)* 3.23 (1.39, 7.51)*

Health insurance 145 (44.3) 42 103 228 (1.22, 4.27)* 1.35 (0.64, 2.84)
Discrimination during access to healthcare services

Yes 198 (60.6) 27 171 | |

No 129 (39.4) 56 73 4.86 (2.85, 8.29)** | 5.84 (3.11, 10.95)**
Disability type

Mobility impairment 145 (44.3) 42 103 2.28(1.22, 4.27)* NA

Hearing impairment 70 (21.4) 24 46 2.92(1.43, 5.96)** NA

Visual impairment 112 (34.3) 17 95 | I

Notes: *P-value < 0.05, **P-value <0.001 was statistically significant. Employed: Government/ Civil servant + Non-Government employee, Income according to WB (1$, 1.9

$, 3.15$/day), while (1$=34.95ETB, 2020).

Abbreviations: |, Reference; AOR, adjusted odds ratio; COR, crude odds ratio; Cl, confidence interval; NA, not applicable.

had barriers related to medical equipment and 194 (59.3%)
had communication barriers (Figure 1). Regarding the
physical barriers, 73 (46.5%) study participants with
reduced mobility and 72 (45.9%) with visual impairment
reported that poor road network and absence of disability
friendly public transport were the two main challenges to
reach healthcare facilities. In addition, 61 (44.2%) and 64
(46.4%) respectively, reported they faced narrow corridors

and door entrances during their previous visit of healthcare
services. Regarding barriers related to medical equipment,
62 (56.9%) and 51 (72.9%) experienced uncomfortable
patient admission beds and uncomfortable stretchers and
chairs, respectively, among those with reduced mobility.
Regarding the communication barriers; 40 (76.9%) and 41
(75.9%) persons with hearing impairment reported these,
more than other disability groups (Table 2).
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Figure | Types of barriers to access healthcare services by persons with physical disability in Hawassa city, Southern Ethiopia in June, 2020 (n=327).

Experience of Discrimination

The majority of the respondents, 198 (60.6%) reported experi-
ence of discrimination from health service providers. Of these,
63 (31.2%) reported being discriminated against by nurses, 54
(26.7%) faced discrimination by pharmacy professionals and
43 (21.3%) faced discrimination by laboratory professionals.
Regarding the respondents’ perception of the reasons for dis-
crimination, 193 (95.5%) considered that their disability was

the only cause of discrimination by healthcare providers.
Among these, 99 (49.0%) respondents experienced delay in
the process of health service delivery. In addition, a total of
225 (68.8%) respondents reported that healthcare providers
had not allocated enough time to meet their healthcare needs
during the treatment process. Moreover, 211 (64.5%) of the
respondents indicated that their ideas were not fully under-
stood by healthcare providers (Table S2).

Table 2 The Major Barriers to the Accessibility of Healthcare Services for Persons with Physical Disability in Hawassa City, Southern

Ethiopia, June 2020

Disability Type
Mobility (n=145) Hearing (n=70) Visual (n=112)
% % %

Physical barriers

Difficult to get transportation 46.5 7.6 45.9

Poor road networks to reach health facilities 46.8 9.2 44.0

Narrow corridors and door entrances 442 9.4 46.4

Absence of ramps and elevators 493 43 46.4

Uncomfortable toilet 522 6.0 41.8
Medical equipment related barriers

Uncomfortable patient admission beds 56.9 15.6 27.5

Uncomfortable stretchers and chairs 729 43 22.9

Absence of assistive devices 473 16.2 36.5
Communication barriers

Difficult to communicate with health providers 1.5 76.9 1.5

Absence of easily readable signs 1.1 759 13.0

Absence of disability assistants 17.7 64.5 17.7

https:
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Factors Associated with Access to

Healthcare Services

In the bivariable logistic regression model, the analysis
factors that had an association with access to healthcare
services were residence, sex, age, marital status, education
level, monthly household income, source of coverage for
health costs and discrimination in accessing health ser-
vices. In the multivariate logistic regression analysis
model,males [AOR = 3.19, 95% CI: 1.70, 6.99] were
approximately three times more privileged to access
healthcare services compared with females. In addition,
married PWPD [AOR = 2.95, 95% CI: 1.59, 5.49], parti-
cipants in the study whose health costs were covered by
NGOs [AOR = 3.23, 95% CI: 1.39, 7.51] and those with
no experience of discrimination in accessing health ser-
vices [AOR = 5.84, 95% CI: 3.11, 10.95] had more access
to healthcare services than their counterparts (Table 1).

Discussions

The findings of this study showed that a low proportion of
PWPD access healthcare facilities. A high proportion of
the study participants experienced discrimination from
healthcare service providers. Moreover, accessing health-
care services by PWPD was associated with being male,
being married, having healthcare costs covered by NGOs
and PWPD with no experience of discrimination in acces-
sing health services were considered to have association
with good access to healthcare service compared with their
counterparts.

In this study, only 25.4% of PWPD had good access to
healthcare services, while 74.6% had poor access to
healthcare services. This finding is higher than a study
report in which 65.6% reported at least one access barrier
to healthcare in Ghana.! The finding in the current study
was higher compared with study reports from Brazil
(37.3%),%' and South Africa*® indicated that 11% of
adult PWPD had experienced several challenges in acces-
sing healthcare services. This difference also could be
associated with technological advancement and economic
ability to afford access to assistive products between study
participants. This implies that PWPD in developing coun-
tries like Ethiopia, particularly in our study area, are con-
fronting a huge difficulty in accessing healthcare services.

In this study 74.6% of PWPD had faced at least one
access barrier to healthcare services, a large proportion of
them (61.5%) had experienced physical barriers to access
healthcare facilities and 62.7% had experienced barriers

related to medical equipment. This finding was higher than
a study in Syria and Lebanon in which only 19% of
respondents reported physical barriers to access healthcare
services faced by PWPD? and 37.3% of the patients
reported inadequate physical access infrastructure (includ-
ing doors, hallways, waiting rooms, and offices) in
Fortaleza, Ceara, Brazil.?' The difference might be due
to the economic conditions of these countries, which allow
them to develop healthcare infrastructure and medical
equipment comfortable to PWPD. The main physical bar-
riers of the finding were absence of elevators or ramps,
uncomfortable toilets and transportation difficulties. This
indicated that construction companies failed to address
disability issues intheir construction designs and institu-
tions who are responsible to improve the rights of PWPD
are not fulfilling the UNCRPD conventions and the GTP.**
It is suggested that, the government needs to revisit exist-
ing building regulations to re-design buildings to ensure
disability friendly infrastructure.

The study revealed that 59.3% of PWPD faced barriers
that made it difficult to communicate with healthcare pro-
viders during their visit in health facilities. This was con-
sistent with 56.2% in Fortaleza, Ceara, Brazil.?' This may
be because most persons with hearing impairment could
not effectively communicate with healthcare providers by
using verbal language. It is suggested that healthcare pro-
viders have training in some basic sign language or
employ those who can translate sign language. In addition
to this it is better to develop strategies like translator soft-
ware of signs at health facilities.

The study participants who had no experience of dis-
crimination in accessing health services had high odds to
access health service compared with their counterparts.
They claim mainly discrimination in participation or con-
senting in their medical procedures, ignorance about their
disability, being insulted or using embarrassing cultural
words, calling by their disability, waiting for a long time
to get service due to their disability. Our finding was in
line with the report on discrimination, social exclusion,
isolation and barriers to accessing healthcare services in
Mpumalanga Province of South Africa.®> This may be
partly due to the perceived beliefs of PWPD towards
their own disability or maybe failure of healthcare provi-
ders to effectively communicate with their clients. This
may due to the norms of the local community dictating the
access for health care that PWPD have, in that most of
PWPD do not want to show their disability to the com-
munity to get help and they afraid to are ask and not be
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discriminated due to their disability. They cannot dare to
ask or know they have equal rights, and due to different
challenges like transportation, location, communication
and assisting devices, the social support still lacking.
Providing capacity building training on Compassionate,
Respectful and Caring (CRC) for healthcare providers
and assigning trained disability assistants in healthcare
facilities are suggested to minimize discrimination.

In this study findings revealed that being male, being
married and having healthcare costs covered by NGOs allowed
more privilege in accessing healthcare services compared with
their counterparts. This finding was consistent with a study in
Iran,?® Tanzania®’ and Ghana.' This might be because married
PWPD had better chances from their partners including being
accompanied by them during their visit to healthcare facilities,
and financial and emotional support. This suggests the need to
strengthening institutions responsible for improving the rights
of women. In addition to this, strengthening CBHI, enhancing
the purchasing capacity of PWPD through capacity building
and providing disability grants are important strategies in order
to address these barriers.

This study has implications to target better health
access and health-seeking behaviour among persons with
disabilities who experience significant barriers to acces-
sing health care. These barriers can be particularly severe
for developing countries such as Ethiopia, and includephy-
sically inaccessible medical clinics and hospitals, lack of
appropriate transport to enable PWPD to seek medical care
or rehabilitation services; lack of or poor communication
and accommodation in healthcare settings, untrained per-
sonnel and inadequate staffing, negative attitudes of
healthcare providers, particularly in relation to denial of
treatment on grounds of disability.

This study had some potential limitations that might
have led to information bias on the part of the respondents.
Although we collect on 1-year data health service utiliza-
tion to minimize the recall bias, it is still possible to have
some recall bias. The study was limited to members of
PWPD associations, and does not consider the children.
Furthermore, the chicken-egg dilemma may be considered
as the main limitation. The study may not establish a
causal relationship as we have implemented a cross-sec-
tional study design.

Conclusions

In this study, we found a high proportion of the study
participants had inadequate access to healthcare services.
Physical barriers, medical equipment’s related barriers,

communication and discrimination barriers were the most
important challenges. Mainly reported as a reason for
inaccessibility, physical barriers include difficulty of get-
ting transportation due to poor road network, inaccessible
door entrances, absence of elevators, ramps and toilets.
Being male, being married, having healthcare costs cov-
ered by NGOs and having no experience of discrimination
in accessing healthcare services had significant association
to having good access to healthcare services. Hence, it is
important to strengthen intersectoral collaboration, pro-
mote community health insurance and strengthen the eco-
nomic capacity of persons, considering the PWPD during
the construction of the health facilities, setting different
furniture for those with physical disabilities in order to
overcome the barriers.
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