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Abstract

Exploring Access to HealRelated Rehabilitation Services for Persons with
Disabilities in the Maldives

Introduction: Rehabilitation is an important component of health systems, yet it
has not received the attention it requires. Many persons with disabilities could
benefit from healthrelated rehabilitation serviceand evidence suggests there is a
high unmet need for rehabilitation services, especially in lower and middizme
countries including the MaldivesloweverJimited knowledge is available on the
issues impacting provision,@nd access taehabilitation in different settings. The
aim of this esearch, using quantitative and qualitative methods, was to explore
access to rehabilitation services in the Maldives from supply and demand

perspectives.

Methods: Secondary quantitative analysis of data from a 2016 NatiDrsability
Qurvey in the Maldives was conducted to estimate o$and unmet need for
rehabilitation services among persons with disabilities. Qualitative interviews were
conducted with 21 persons with disabilities and 14 rehabilitation service providers
and government representatives. A thematic analysis of supply anchdé side

dimensions of access was undertaken guided by frameworks of Levesque and Allin.

Results:At the health systems level, findings suggest that a lack of governance and
political commitmentcoupled with poor coordination of rehabilitation services at
the ministry levelresulted in inadequate rehabilitation provision, especially on the
smaller and more remoteslands. This in turn impacted service providers who
reported financial and human resources challenges in providing rehabilitation
programmeskFor persons with disabilities, availability and affordability were

identified as significat systemslevel barrierdo accessing services. The



guantitative data suggest unmet need for rehabilitation was highest among people

in lower socioeconomic position and older adults.

ConclusionPersons with disabilities, service providers and government
representatives provided unigue perspectives on access to rehabilitation services in
the Maldives. The results from this study can be used to inform planning of policies
and programmes to strengén rehabilitation in this setting as well as contribute to

global data.



DrPH Integrating Statement
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and practical skills of its graduates so they can understand and adapt scientific
knowledge in order to achieve public health gains. In particular, the programme
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research projects and enhancing, to a doctoral level, the analytical and practical
skills required for leadership in the public health field. As a physiotherapist with 15
years of clinical experience working in aiggr of clinical and nonclinical settings,

as wdl as teaching at the undergraduate and graduate level, | felt this programme
would help expand and improve my skills as a researcher and a leader in the fields
of disability and rehabilitation. More importantly, | hoped that this DrPH
programme would helprovide me with the necessary skills and knowledge to link

research, policy and clinical practice that is ne@tbr rehabilitation and disability.

The firstcomponens of the DrPH programme were the two taught modules:
1) Evidence Based Public Health Policy (EBPHP)
2) Understanding Leadership, Management, and Organisation (ULMO).

The EBPHP module was key in developing my skills to evaluate and synthesize
evidence and how it could be used to inform public health policy and practice. It
helped me understand the policy process and appropriate influencing activities at
each stage of gy development. | appreciated the insights and experiences of the
guest speakers who were involved in research and policy at a global level. The
assignments also piqued my interest in local, national and international policy.
Specifically, | found the fluencing strategy and systematic review assignments
were key in applying the skills and knowledge I learned from this course. The ULMO
module was also an important component of the DrPH programme. In this, |
learned about the different leadership, managent and organisational theories

and it increased my understanding and awareness of the challenges and
opportunities organisations face when trying to develop and implement policies

and programmes. The course assignment was a useful opportunity to dyaply t
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various organisational theories and frameworks to a healthcare organisation | was

previously employed with in Toronto, Canada.
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professional development workshop. Not only did this allow me to meet my DrPH
classmates on a personal level, but the workshop activities also provided me with
good insight intany own leadership skills and gave me a chance to revisit both my

personal and professional goals.

The Organisational and/or Policy Analysis (OPA) was the next component of the
DrPH programmes. Its purpose was to explore firsthand how a public health
organisation shapes public health policy, using the knowledge and skills learned
from the taught modulesSince | spent my entire physiotherapy career in the
clinical field, I purposely chose a topic | was unfamiliar with and had no experience
in. Thus, | sought out an opportunity to analyse an INGO in Kathmandu, Nepal. | felt
it was important for both my pesonal and professional learning that | explore how
INGOs and NGOs in low income countries function irr&seurce settings

influence government policies on disability and rehabilitation. This was my first
time organising a research project and completihg fieldwork on my ownit was
alsomyfirst foray into qualitative research and first time working in a{oaome
country. | experienced several challenges in this research which also strengthened
my ability to solve problems quickly and to adapt tacbe. | was fortunate to have
my thesis supervisors available to help me work through these challenges and,
despite these challenges, my time in Nepal was exciting and rewarding. | met a
number of amazing individuals who were dedicated to improving thees lof

persons with disabilities and saw how resourceful they were in providing

rehabilitation services in an undeesourced environment.

The DrPH thesis was the final opportunity to integrate and use the knowledge and
skills learned from the taught modulgs;ofessional developmemtorkshop, and

the OPA. For my thesis, | wanted to focus on a topic that was related to a field | was



most familiar withg physiotherapy and rehabilitation. In particular, | wanted to
explore the experiences of persons with disabilities as they try to access
rehabilitation services in lowand-middle income countries and undeesourced
environments After my time researching disability and rehabilitation in Neaal,
opportunity presented itself where | couldvestigatethese areas irdepthin the
Maldives, alongside one of my thesis supervisors, who is an experienced qualitative
researcher doing disabpitresearch in the area. My OPA experience in Nepal had
greatly influenced my views and thoughts on rehabilitation and disalily.

greater awareness of these issues in Nepal had given me a new way to approach
access to rehabilitation in the Maldives. During my fieldwork in the Maldives, | had
the opportunity to listen to the experiences of persons with disabilities as they tried
to access rehabilitation and to the service providers and government officials who
worked hard to deliver these services in aiotry with over 180 inhabited islands.

My time in the Maldives gave me better insight into the complexity of accessing
rehabilitation and how multiple factors (e.g., structural, personal, environakent

can influence a person with a disability to access services or not. | found it
interesting how motivated and dedicated rehabilitation service providers were in
providing quality rehabilitation to persons with disabilities in a fragmented and

environmentwith few resources available to them

Overall, this DrPH journey has greatly influenced my thoughts and views on
rehabilitation and disability. It challenged me to take a step back from the clinical
realm | have been so involved in over the past 15 years and to consider a new
perspective on diability and rehabilitatiomn both research and clinical practici
conclusion, I hope this thesis will reflect my theoretical understanding of access,

rehabilitation and disability.
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Abbreviations

AP Assistiveproducts

AT Assistive technology

CHW Community health workers

DPO Disabled Persons Organisation

GP General practitioner

HIC High income country

ICF International Classification of Function, Disability and Health
INGO International nongovernmental organisation
LMIC Lower and middleincome country

NGO Nongovernmental organisation

NHS National Health Service (UK)

NSPA National Social Protection Agency

PHC Primary healtlcare

rATA Rapid Assistive Technology Assessment
SIDS Small Island and Developing States

UN United Nations

UNCRP United Nations Convention on the Rights of Persons with Disabilities
WHO World Health Organization
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Overview of Thesis

The aim of this research is to explore access to rehabilitation servicpsrsons

with disabilities in the Maldives from supply and demand perspectives. The thesis
has been organised into seven chapters. Chapter One provides an introduction to
the topics of disability, rehabilitation, and access as well as background information
on the Maldives. This is followed by the study ratioreel theresearch aims and
objectives. Chapter Two provides information on the quantitative and qualitative
methods used for this research. Chapiédree describes the quantitative findings

of a secadary data analysis on persons with disabilities seeking rehabilitation
services in the Maldives. Chapters Four and Five present the qualitative findings and
analyses from government and rehabilitation service providers, followed by those
of persons with @sabilities. Chapter Six discusses the findings in relation to the

current literature. Chapter Seven concludes this thesis.
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Chapter OneBackground

1.1 Introduction

Rehabilitation is an important component of health systesspecially sin lower
and middleincome countries (LMIC) where 80% of people with disabilities live
Many ofthese peoplecould benefit from rehabilitationyet there hasbeen little

focus on thigssue(World Health Organization, 2011, World Health Organization,
2017a) At a global levekecent estimates suggeshe out of three peoplareliving
with a health condition or injurghat could benefit from rehabilitatiorfCieza et al.,
2020) Similarly, over 2.5 billion people could benefit from assigpinaducts (AP),
such as hearing aids, prostheses, or wheelcl{#isrid Health Organization and
United Nations Children's Fund, 2022dpweveraccess taehabilitation and
assistive products isften limited, especially fopeopleliving in LMICleading to

high unmet needespecially for persons with disabilities. As universal healthcare
has been identified as a target for Sustainable Development Goal #3 (ensure
healthy lives and promotion of weltleing for all at all ages), countries are
encouraged to ensure equitable atichely access to quality and affordable health
services, including rehabilitatigiwWorld Health Organization, 2017#&)is therefore
important to identify how best to strengthen and scale up rehabilitation services in
different settings, and to understand the different health system components and
the supply and demand factors which may influence access for persons with

disabilities.

The aim of this DrPH research thesis is to explore access to fekitad
rehabilitation services among persons with disabilities in the Maldives. This was
accomplished through i) secondaryanalysis of datérom a survey to estimate
unmet need for rehabilitation services among persons with disabiiidse
Maldivesand ii)in-depth semistructured interviews with persons with disabilities

andkey informants.
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1.2 Global Scene

1.2.1Rehabilitation
DefiningRehabilitation

¢tKS 22NIR I SFHtGK hNBFYATFGA2Y 0621 h0 RSTA
that assist individuals, who experience or are likely to experience disability, to
FOKAS@PS YR YIAYOGFIAYy 2LWAYFE Fdzy OQOGA2y Ay 3
(World Health Organization, 2011) encompasses a set of interventions to address
impairments, activity limitations, and participation restrictions, including personal

FYR SY@ANRBYYSyGlrft FFOG2NAR (GKFd YIe& AYLI O
function (World Health Organization, 201 RBehabilitation is an important resource

for persons with disabilities and their families and it can contribute to their-well

being as well as the social and economic development of a comm(8kgmpes et

al., 2022There is an array of rehabilitation services across multiple sectors which

may be appropriate to address the needs of persons with disabilities ranging from

health care interventions, psychosocial supports, vocational training, return to work
programmes, ad environmental adaptations and modificatio(@kempes et al.,

2015)

Health related rehabilitation aims to optimidey’ A Y RA @A RdzlahdQa T dzy O A
minimise the experience of disability of people with health conditi(Btsicki et al.,
2007) It goes beyond the medical approach to health care to embrace the lived
experiences of people with disabiliti€Skempes et al., 201Fjlealth related
rehabilitation is delivered along the continuum of care ranging from primary care,
hospital settings, inpatient and outpatient rehabilitation centres, and community
environments. lincludesa broad range of rehabilitation measures to improve
healthand weltbeingoutcomes for a wide range of disabling conditig6&empes

et al., 2015)Tablel showsthe different types ofhealthrehabilitation services
interventions,and professionalavailable depending on the health condition of the
individual.Rehabilitation pogrammes range from cardiac, pulmonary, geriatrics,

orthopedic, or neurological (e.g., stroke, head injury, spinal cord) and involve a
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number of different rehabilitation professionalBor example, a stroke patient with
right hemiplegia coulthenefit fromworking with a physical therapist to improve

their functional mobility. This may include regaining the ability to walk
independently with a cane outdoors to facilitate independence; for example, being
able to go grocery shopping. person with a visual impairment who atteswision
rehabilitation could work with an occupational therapist to learn how to read braille
or useassistive prodatssuch as speech or magnification software to facilitate their

participation in schoo{World Health Organization, 2017b)

Assistive technology (AT) is an umbrella term covering the systems and services
related to the delivery of assistive products (e.g., wheelchairs, hearing aids) and
serviceqOrji et al., 202Q) The primary purpose of assistive products (AP) is to
YEAYOGFAY 2NJ AYLINROGS Yy AYRAGARdZ £ Qa Fdzy O
facilitate the inclusion, participation, and engagement of persons with disabilities,
ageing population, and individualsilig with chronic diseases in all areas of society,
including family and communitWorld Health Organization, 2011, World Health
Organization and United Nations Children's Fund, 20Z2#)can enhance
performance in the different functional domains, including hearing, vision,
cognition, communication, mobility, and selare. For example, physical products
include wheelchairs, hearing aids and prosthetic limbs while digital APs canitome i
the form of software or apps which support verbal and visual communication or
time managemen{World Health Organization and United Nations Children's Fund,
2022a) AT is important across the lifespan. For children with disabilibes,
exampleaccess to Atan be fundamental as part ohildhood development,

access to education, and participation in sports and community actiifies|d

Health Organization and United Nations Children's Fund, 20®2#) agng, many
experience a decline in various functional domains (e.g., loss of hearing or vision)
and require AT to allow them to continue to participate in family, employment, and

social settings.

Rehabilitation and AP play an important role in the lives of some persons with

RAAIOAEAGASAD 2 KAES NBKFEOATAGIEGAZY F20dza:
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function, use of AT can help increase their independdh¢erld Health
Organization, 2011Either on their own or together, rehabilitation and AP can

facilitate the inclusion and independence of persons with disabilities.

Tablel: Example of Interventions and Rehabilitat®ervice Providers by Impairment

Disability Interventions* Rehabilitation Service Provider*
1 Hearing aids 1 Audiologist
Hearing 1 Cochlear implants i Ear Nose & Throat
i Sign Language Physician
i Optical aids (e.g., 1 Optometrists
eyeglasses) 1 Ophthalmologist
Vision 1 Guide canes 1 Occupational Therapist
9 Life skillgraining
9 Braille training
1 Exercise programmes 1 Physicallherapy
1 Gait/ambulation training 9 Occupational Therapy
1 Speech/swallowing 1 Speech Language
training Pathology
Physical bl A'ctiviti.es of (?Igily living 1 Prost.hetics and Orthotists
1 Life skills training 1 Physical
1 Assistive technology Medicine/Rehabilitation
9 Pain reduction Physician
M Prosthetics and orthose 1 Nursing
1 Education/learning 1 Occupational Therapist
modifications 1 Speech Language
1 Cognitive (re)training Pathology
Learning 9 Life skills training 1 Behavioural Therapist
Cognitive 9 Assistive Technology 1 Psychologist
9 Special Education Teach
1 Physical therapy
1 Counselling 9 Occupational Therapist
9 Life Skills Training 1 Psychologist
1 Psychiatrist
1 Behavioural Therapist
Mental Health 1 Mental Health Counsellor
1 Rehabilitation Therapist
1 Social Worker

* This list is not exhaustive. Types of interventions and rehabilitation service providers will vary
depending on severity and type disability.

The research for this thesigcuseson healthrelated rehabilitation (e.g., physical,

intellectual, visual) rather than broader rehabilitation services for people with
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disabilities such as vocational training or personal assistance. Heddtied
rehabilitation is not just for persons with disabilitidsut a service that should be
available for everyone. For example, someone may reqhgssical therapyo

recover from an ankle sprain or see an orthotist for foot orthotics to reduce low
back pain. However, this research will focus primarily on persons with disabilities.
AT is considered part of this, giverthe important roleit can playin the

rehabilitation processind the independenceand participation opersons with
disabilities Thelearning gained from this can be used to inform strengthening of
health-related rehabilitation services, which wallsoultimately benefit the wider
population. For simplicityhealth-related rehabilitation will be referred to as

YehabilitationCin the remainder of this document and will also include A

Needs and Unmet Needs for Rehabilitation Services

There is a significant and growing need for rehabilitation services around the world,
especially in LMIQNorld Health Organization, 2011At a global level, an estimated
2.4 billion peoplereliving with health conditioathat could benefit from
rehabilitationand/or AT(World Health Organization, 2019b, World Health
Organization and United Nations Children's Fund, 20Z2a9ed on datérom the

Global Burden of Diseaseport, 92% of the burden of disease in the world is

related to causes that could benefit from rehabilitation servjgasluding AT

(World Health Organization, 2004a)

With population growth, an ageing population, and the increhgeevalence of
chronic diseases globalljqe number of people experiencing functional limitations
is increasingWorld Health Organization, 2017l)ata from the WHO suggests that
by 2050, 3.5 billion people will require the need for rehabilitateomd/or AT(World
Health Organization and United Nations Children's Fund, 2022a)demand for
rehabilitation serviceand ATalready exceeds availability, leaving a large unmet

needthat is expected to increag@Vorld Health Organization, 2017b)
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In 2018, the WH@2022a)developed the rapid Assistive Technology Assessment
(rATA) whichcollecs data on seHreported access to ATg addresshe globaldata

gap on AT accesBased omATA surveyfrom 29 countries, including those from

high and lowmiddle income countries, 10% to 69% of people reported a need for
an AP while 3% to 90% reported they had access to APs. The need for spectacles
was highest followed by hearing aidsdaccess to APs was lenin LMIC

compared to HIQWorld Health Organization and United Nations Children's Fund,
2022a) Overall, the report estimates that 2.5 billion people would benefit from AT

and that there are substantial inequities in accesthin and between countries

Global estimates of rehabilitation need are derived from extrapolations that are
based on limited quality data. Reliable population estimates at national and sub
national levels are generally lacking and when available are incomplete,
inconsistent, and fragmented; comparability is often hindered by diiter
methodological approachgdVorld Health Organization, 2011A scoping review by
Kamenov et ali2018)also found an absence of comprehensive and systematic

evidence on rehabilitation needs.

Rehabilitation in Health Systems

The WHO defines a health system as all activities whose primary purpose is to i)
promote, restore and/or maintain health; and ii) the people, institutions and
resources, arranged together in accordance with established policies, to improve
the health of tre population they serv@/Norld Health Organization, 20173

health system consists of all organisations, institutions, resources and people who
deliver preventive, promotive, curative, rehabilitathand palliative interventions
through a combination of public health activities and healthcare facilities that

deliver health service@Norld Health Organization, 2010a)

The WHO has developédK S a | S| f G K { & & (a®ealh systépist RA y 3
framework which describes a health system in terms of six components and

include:
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1. Leadership an@Governance 2. Financing
3. Health Workforce 4. Service Delivery
5. Medicines and technology 6. Health Information Systems

(World Health Organization, 2010a)

These building blocks work together belp strengthen a health system in different
ways. For example, leadership/governance and health information systems provide
the basis for overall policy and regulation of all other health systems blocks.
Financing and health workforce provide key input to health systevhde medical
products and technology and service delivery reflect key outputs of a health system
(World Health Organization, 2010&Jowever, for the purpose of this thesis, | will
primarily focus orleadership and governance, atite rehabilitation workforce and

where it intersects with the delivery of rehabilitation services in ki@dives.

Rehabilitation is often not effectively prioritized or invesiegdand has been a low
priority for many governments, especially in LMIC where health investments are
limited (World Health Organization, 2011, World Health Organization, 20TTe9
has resultedn underdeveloped and poorly coordinated servi¢éforld Health
Organization, 2017aYhe significant unmet need for rehabilitation negatively
impacts the social and economic outcomes of healtbcsorehabilitation within
nationalhealth systemsieedsstrengtheningat all levels of care (e.g., primary,
secondary, tertiaryfWorld Health Organization, 2017a, World Health Organization,
2018b) Thisis important to ensurghat high quality and affordable services are
available to all that need therfWorld Health Organization, 2017and isespecially
important in low resource settings where capacity and resources are often more

limited.

There arealsosocial and economic benefits investing in rehabilitation as part of
a health systemAs a key recommendation, the WHdggests that investment in

rehabilitation can increase human capacity by allowing people with health
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conditions to achieve and maintain optimal functionjagd provide them the
opportunity to participate in life activities, such as employment, education or
community activitiegWorld Health Organization, 2017&or example, Lambeek et
al,, (2010)foundthat individualssuffering from lower back pawho received
comprehensive rehabilitation interventions (e.ghysical therapyoccupational
therapy, medical doctompsychologyhad better social and economic outcomes in
terms of improved work productivityess work absenteeism, and improveaiality

of life comparedto those who received information shesbnly

As an economic investment, rehabilitatiprogrammeshavebeen showrto

decrease healthcare costs gdudng hospitalizationsdecreasingength of
hospitalstays, andpreventing furthemreadmissiongO'Connor, 2020)for example,

a systematic review by Shields et(@018)found that cardiac rehabilitation
programmes were more cost effectijeomparedto no cardiac rehabilitatiohin

terms of reducing subsequent cardiac events (e.g., heart attack), and the costs
related to hospitalization and medical interventions (e.g., cardiac bypass surgery).

This in turn resulted in financial savings for health care systems.

Though there is limitedeliabledata onthe availability of rehabilitation services and

how they areimplemented into health systems, studies conduciedesotho and

South Africa found governmengid limited attention to theneed for

rehabilitation service¢Kamaleri and Eide, 2011, Smythe et al., 2022, World Health
Organization, 2004cYhe WHO recognized this issue and in 2017 launched the
GWSKFEOAETAGEFGA2Y Hnon LYAGAIFGAGBSE HKSNB
guide governments in developing rehabilitation services and delivering them at all
levels of health systems and on sdirvice delivery platform@Norld Health

Organization, 2022bplease refer tdable2 for a list of the recommendations.

The purpose of theerecommendations was to strengthen the quality of
rehabilitation bya) establishing sustainable funding mechanisms to support and
maintain rehabilitation service delivery atladvocating for a mukdisciplinary

workforce (World Health Organization, 2022lbjowever, it is uncleao what



26

extent any of these recommendations are being implemented, especially in LMIC.
TKS 21 hQa a/ KénfifiesTadedo filldhis Xyab yhé lack of knowledge

and evidence in this area of rehabilitation.

Table2: WHO Rehabilitation 2030 Initiative Recommendations

1. Creating strong leadership and political support for rehabilitation at sub
national, national, and global levels.

2. Strengthening rehabilitation planning and implementation at-sattional,
national, and global levels.

3. Improving integration of rehabilitation into the health sector and strengthenir|
intersectoral links to effectively and efficiently meet population needs.

4. Incorporating rehabilitation in Universal Healfloverage.

5. Building comprehensive rehabilitation service delivery models to progressive
achieve equitable access to quality services, including AP, for all population;
including those in rural and remote areas.

6. Developing a strong multidisciplinary rehabilitation workforce that is suitable
country context and promoting rehabilitation concepts across all health
workforce education.

7. Expanding financing for rehabilitation through appropriate mechanisms.

8. Collecting information relevant to rehabilitation to enhance health informatio
systems including system level rehabilitation data and information on
functioning utilizing therternationalQassification ofunction, Disability and
Health (ICF)

9. Building research capacity and expanding alailability of robust evidence for
rehabilitation.

10. Establishing and strengthening networks and partnerships in rehabilitation,
particularly between lowniddle- and highincome countries.

(World Health Organization, 2022b)

Some countries face significant challengéd®en tryingto integrate rehabilitation

into their existing health systemi 2017, he WHOdevelopedii KS awSKIF 6 At A (|
in Health Systems: Guide for Action G2 F AR 3I2@FSNYyYSyida Ay (K
implementation of this proces@Vorld Health Organization, 2019d)his resource

guides governments through health system strengthening with a focus on
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rehabilitation facilitating leadership and planning for rehabilitation through an
assessment and strategic planning procdsisuilds rehabilitation data and

evidence through the integration of rehabilitation monitoring and evaluation in the
health information systemTheWHO has supported over 20 countries in
strengthening their health systems to improve rehabilitation servi{g@erld Health
Organization, 2022b}-or example, Myanmar launched its national rehabilitation
strategic plan in 201,9ocusing on key areas such as increasing access to
rehabilitation services, improving the rehabilitation workforce, and expanding

access to R(World Health Organization, 2019c)

Rehabilitation Workforce

Improving access teehabilitationservicegequiresaddressing the key constraints
related to human resource&Gupta et al., 2011 Howeverthisis often a neglected
component of health systems developmg@upta et al., 2011)nformation about
the rehabilitation workforce is generally lackiagboth global and national level,
but evidence suggests there is a major shortage of skilled rehabilitation
professionals, especially in LMIGupta et al., 2011, World Health Organization,
2011) Clearly, this will have a significant impact on the extent to which
rehabilitation needscanbe met(Gupta et al., 2011, World Health Organization,

2011)

A proxy indicator for the level @éhabilitationprovision is the number of health
professionals available to deliver these servigd®rld Health Organization,
2017b) Please refer tGable1 for a list ofkeyrehabilitation service providetypes
Although those listed are the most usual types of providers, rehabilitai@on
include otherprofessionsvho deliver rehabilitation services in low resource

settings, such as family physicians or nurses.

¢KS 21 h KIa 7¥2dzy R relaHilltationpragtitidner dehsidydis ofiech A f £ SR
below 10 per 1 million population and the number of other health professionals

who can deliver rehabilitation services is also [®World Health Organization,
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2017b) Figurel shows the significant difference in rehabilitation human resources

from LMIC tchigh income countries (HIC)

Figurel: Density of Rehabilitation Health Professions to Prevalence of Health Conditions in Need of
Rehabilitation
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(World Health Organization, 2017b)

Bernhardtet al, (2020)reviewed data on rehabilitation practitioners and found a
significant difference between HIC and LMIC. InSaiftaran Africepr example,
there are 2.5 physcaltherapisis per 100,000and 0.6occupational therapistper
100,000(Alochi, 2018, Bernhardt et al., 202@) comparison, there are 38hysical
therapistsand 25occupational therapistper 100,000 in the US@merican
Physical Therapy Association, 2020, DATA USA,.2022)

The Global Atlas of Health Workforce provides information on the general health
workforce; however, there iBmited, if any, data available on the rehabilitation
workforce (World Health Organization, 2017According to the WHO, data in this
Atlas is generally based on sources from government or regulatory agencies and is
usually incomplete or fragmente@dVorld Health Organization, 2017[@)he lack of

consistent reliable datanakes it difficult to develop rehabilitation human resources
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guidelines or policies and can negatively impact the coordination of rehabilitation
service{World Health Organization, 2017b)

1.2.2 Disability

Of themanygroupswho may need rehabilitation, one of the largesifthose
peoplewho identify as, or can be categorised as, people with disabililies.

concept of disability isomplex,multifaceted, and evolvingrhe United Nations
Convention on the Rights of Persons with Disabilities (UNCRPD) identifies persons

with disabilities as:

dpeople with]long-term physical, mental, intellectual or sensory

impairments, which in interaction with various barriers may hinder their full

YR STFFSOUGAGS LI NIGAOALI GA2Y Ay &a20AS0
(UnitedNations: Department of Economic and Social Affairs (Disability), 2006)

PSNB LISOGA@Sa 2 Rendit&dmisadordndohly acde@eNdi K Q
conceptualizations of disabilitfFor example, dability studies haveypicallybeen
dominated by scholars from the Global North who use langusgped on
international normative frameworks, such as the UNCRPeointernational
Classification of Function, Disability, and Health ({(RBpazzi et al., 2020Yhese
frameworks areoften usedto discuss disability ithe Global South without
considering the cultural context of disabled people living thiibazzi et al., 2020)
While understanding the conceptualization of disability in the Maldives waamot
aim of this study, using these commonly accepted conceptualisations will have
influenced the research process and interpretation of the data. As such, it is
important to bring a critical lens to these approaches before undertaking reporting

and analysinghe studyfindings.

Models of Disability

There are different models of disabilityhich align with how disability has been

perceived over timgHammell, 2006)Fivemodels discussed frequently in the
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literature will be described below, including consideration of the impact theg hav

had on disabled persons and the rehabilitation field.

The Charity Model

The charity model is one of the oldest amdstwidespread frameworks for

understanding disabilittHammell, 2006)It dates back to the Middle Ages and still

exists today in many cultures and societies throughout the wigsldffo, 2014) This

model is based on the notion that a person with a disability has problem that

requires fixing; isuggestghat disabled people are dependemferior and in need

of help(Tsaiand Ho, 2010 KA a4 ARSI 2F LINRPGARAY3I KStLI 2
F2Nldzyl 6S¢ dzaSa GKS SY20A2yFf LIB2GSNI 2F 7T
people with a disabilityTsai and Ho, 2010As such, thisnodelled to the

establishment of charitable organisatiotsprovideof service deliveryGriffo,

2014, Tsai and Ho, 2010)

Critics suggest that this model reinfordbe ideathat disability is a individual
problem rather than a social iss&sai and Ho, 2010} has led to segregating
practices, social exclusion and the institutionalisation of disabled pdéfaemell,
2006) It has strongly stigmatiseiddividuals with a disability and made them
socially undesirabl€Griffo, 2014) The model does not try to change the
circumstances gbersons with disabilitieby addressing the social, political or
environmental barriershey faceon a daily basis. Hammg006)suggestshe
modelreinforces the relationships of superiority and inferiority and perpetuates
inequality. Some also feel this this model leamsbledwidespread discrimination

against persons with disabiliti€slammell, 2006)

From a rehabilitation perspective, charitable organisations do play an important
role in providing rehabilitation services where there is a lack of services available.
Tsai and H§2010)suggest thatle involvement of rehabilitation workforce has

Professionalisefthe charity model and reinforeghe core assumption of the
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charity model by offering services that only consider the individual attributes of a
LISNBE2Y Qa RA&lIOAfAGE

The Biomedical Model

Thebiomedical modelviewsdisabilityas algroblem(bf the individual andhe
consequence®f an impairment in body structure or functiomhis implies the need
for amedical or rehabilitation intervention from a specialised healthcare
professional, such as a physiotherapist#toprove,fix or cure€the Yroblemcand
return the individual back tas nearHormakiunction and independencas
possible(Haegele and Hodge, 2016, Mitra, 2006 king an individualistic approach
to rehabilitation, it is this model which has heavily influenced the concagaton

of disability in the rehabilitation fiel@Gibson, 2016)

Akeycriticism of this model ithat it sees the problenas oneof the individual.

There is an emphasis on the need for the individual to adapt to the environment

rather than recognising the impact society and environment have on creating the

disability. Anothecriticism of this model is its focus mrmalization at an

individual levelHamme(2006)4 dz33Sada GKFG GKS 321t 2F W
dominant standards and values of ableist societies which may not be in the best

interest of persons with disabilitief. confers power to the medical/rehabilitation
professionals who impose their own valuative norms on disabled persons in order

to make them appea¥ormakin society regardless of the consequences.

Social Model

Unlike the biomedical model, the social model sees disability as a social construct

(Palmer and Harely, 2012) y (G KA a @GAS6> |y AYRADGARdZ f Qa
LINEPOEf SYZ 0dzi NI GKSNJ 0KS WRAaloAftAGEQ A&
not accommodate the individual; this in turn prevents the disabled pefsam

functioningin their society(Haegele and Hodge, 2016, Palmer and Harely, 2012)

¢tKAa Y2RSftf Aa a20Alftfeée FyR LREIEAGAOITE & LJ
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and activism fochange andit situates disability as a form of social oppressiibn
puts the disabled person in control of their own li@erghs et al., 2016}-or many
in the disability fieldthis modelis seeras apositivemove forwardand provides a

A

new perspectiveé ¥ (G KS fAOSR SELISNASYOS 2F (K248

However, critics suggest this model fails to address the significance of having an
impairment as aisibke feature of an individual that is an important facet of their
lived experiencéHammell, 2006, Palmer and Harely, 2012)ey argue thesocial
modelartificially separates impairment from disabilignddoes not considerfor
examplethe painandfatiguesome persons with disabilities experience which can
limit their ability to participate in societfHammell, 2006)The social model also
suggests that the impairment is not the problepthat people are disabled by
society¢ where Shakespearé014)notes that rather than opposing

medicalisation, the model can be interpreted as rejecting medical prevention,

rehabilitation, or cure of impairment.

The social model is also based on the belief that it is possible to remove the barriers
(e.g., physical, social, economic) which negatively impact the lives of persons with
disabilities.Shakespearé2010)suggests that the concept of a world in which

people with disabilities live free of environmental barriers is difficult to
operationalise. While the aim of removing barriers is to facilitate participation and
improve the quality of lives of persons witlsdbilities, it is not always practical or
feasiblewhere esource constraints can make it difficult to overcome these barriers
(Shakespeare, 201450r example, a public library may not be able to offer all books
in different formats (e.g., Braille, large print) visually impaired individuals may
require due to high costs. The London Underground system, initially built in the 19
century, would require a huge financial investment to make alle lines and

over 270 tube stations accessible for wheelchair Strakespeare, 2014)hough
certain accommodations can be made (e.g., some books are available in Braille
upon requesbr wheelchair accessible bugesot all barriers can be removed and
persons with disabilities will continue to experience barriers in their lives

(Shakespeare, 2014)
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From a Global South perspectiv&,ech(2009)suggestthe social model ibased

onthe concerns of western, white, urban, educated disabled academics in
industrialised settings anidl runs the risk of being contextually and culturally
inappropriate.The model makes inferences from the western context about the
presumed situation of persons with disabilities in LMIC and does not consider
where these individuals live, their concerns, or the political environment they live in
(Grech, 2009)it misses out on the contexdpecific issues, such as the role and
influence of community and culture, dependence on natural resources,
vulnerability to environmental stresses, chronic poverty, household disadvantages,
and geographical distribution whendhmodel is viewed through the industrialist

and individualised lens of the we@Brech, 2009)

| 26 SOSNE AG A& AYLRNIFYyd (2 dzyRSNRUGI YR
disability currently exists in the disability literature. Though | have used the UK

social model of disability for the basis of this DrPH thesis, | will briefly describe the
three predominant models, which include the United Kingdom (UK), North

American, and Nordic, each with different origins and orientations.

As previously discussed above, the UK social model sees disability as a social
construct and suggests that all persons with disabilities experience oppression
(Owens, 2015, Shakespeare, 201dpriginated in the 1970s through an

association of the Union of Physically Impaired Against Segregation (UPIAS) and the
Disability Alliance where their aim was to consider how persons with disabilities

could become active members of soci¢Bhakespeare, 2014)

The North American social model defines disability as the failure of a structured
social environment to adapt to the needs of persons with disabilities rather than
from the inability of disabled persorf®wens, 2015)This model is linked to the
disability rights movement, coinciding with the Civil Rights Movement of the 1960s
against racial segregation and discriminat{@wens, 2015)Iit uses a minority

group rightsbased approach with political action being based on the

0|
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individualisation of disabilities and omits the UK model of oppres&imens,
2015)

There are slight differences between the UK and North American models. While the

North American model explores the social, cultural and political dimensions of

disability, it does not distinguish between impairment and disabgliyhich the UK

model doeqOwens, 2015) The UK literature focuses on issues of equality in

political and material participation while the American literature focuses on more
AadadzSa 2F alLlAaeOKz2f23esx ARSYy(GAGeE LISNBRZ2YI
(Owens, 2015)

Finally, the Nordic Social Relative Model evolved from the 1960s as a result of the

welfare state which evolved by focusing on the entry of women into the labour

market and family policie€wens, 2015)It conceptualises disability as a relation

between an individual and the environment, encompassing both social and material
factors(Lid, 2013)It looks at a persoeenvironment mismatch, where a gap is

created(Lid, 2013) Thus, the relational model theorises disability as a (@

2013) The model suggests that disability exists on a continuum shifting between

the individual and their environmerfOwens, 2015)it focuses ol KS A Y RA @A R dz f
capacities and abilities rather than being the defining characteristics of the

individuals(Owens, 2015)

The development of these different models origindfeom similar time frames but

from diverse historical, intellectugnd political positions, creating contrasting
interpretations(Owens, 2015)However, a key aspect of all forms of these social

modekis therole of the environment in creating barriers participationg

GKSOGKSNI AYy LISNE2Yya 6AGK RAAl 0A(DWedss SaQ S@
2015)

Returning toa rehabilitation perspective, some critics have suggested that
rehabilitation professionalare more aligned with the biomedical modajpically

ignoring the social, economic, and political environments of the disabled person
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andaddressgonly the individual impairmenPersons with disabilitielsave

reported feelingundervalued, pressured to fit a speciftormQor treated as if they
were globally incapacitated when interacting with rehabilitation professiondts

a biomedical understanding of disabil{i§@oering, 2015However, Gibsof2016)
argues thatealth-relatedrehabilitation providers do consider the social and
physical barriers a disabled person livath (although they generallgmit issues at
apoliticallevel). Gibsonacknowledges that the social and physical barriers are
addressed at the individual levielit does not consider the barriers at the structural
or institutional level For example, aslammel(2006)suggestsphysical

rehabilitation professionalgenerallyfocus only orteaching new mobility skills
depending on impairment, tenablefunctioningin an ablebodied environment.

The onus is on the disabled persons to learn to adapt to the environment, rather
than the environment adapting to the disabled pergéfammell, 2006) As

teaching new mobility skills ssignificantcomponentof rehabilitation, thereis a
need forgreater awareness of social and rigitased models of disability to

improve rehabilitation practice.

Human Rights Model

Article 25 of the UNCRPD statbat persons with disabilities have the right to
accesgjoodquality and appropriate health services, including rehabilitation,
without discrimination on an equal basistondisabled person@United Nations:
Department of Economic and Social Affairs (Disability), 20063 legally binding
international rights treaty provides the framework which should govern access to
healthcarefor persons with disabilitie€Shakespeare et al., 201&Ithough the
UNCRPD has been ratified 85Xountries, evidence indicates that persons with
disabilities continue to experience a number of barriers when accessing healthcare
services especially those with lower soeeonomic status living in the global south
(NowrouziKia and Yazdani, 2016ack of government disability laws and policies
and negative societal attitudes leadsdpincrease barriers to inclusion of, and

representation of, persons with disabiliti¢sleekosha and Soldatic, 2011)
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Similar to the social model of disability, a human rightedelalso recognises
disability as a social construdtheapproachto rehabilitation looks beyond a

LJS NA&ighpaifirentand towards societal norms, practices, and structures
(NowrouziKia and Yazdani, 201&)emphasises thapersons with disabilities

should beable to participate equally in decisianaking activities which involve

them (Katsui, 2008)To fully realise a human rights approach to rehabilitation
requires thedevelopmentand implemenéation of policies, legislation, regulations
and practice in health and rehabilitation to ensure the principles of the UNCRPD are
upheld(Tompa et al., 2022According to the WHO, understanding health and
rehabilitation as a human right places states under a legal obligation to ensure all
people have access to appropriate healthcare smdddress the underlying
determinants of health, such as safe water, food, housing, and gender equality
factors which camave asignificant impacbn the experience afiisability(World

Health Organization, 2017c)

However, critics suggest there is a downside to the human rights model for
disability. For example, the tertHuman rightQis vague and therefore difficult to
operationalise Furthermore a humanrights approachs generallyd 2 ygigefits-

I £ ahddoes not considghe social, political, and historical conditions of a
situation (Katsui, 2008, Kennedy and Mayhew, 200dsome settings, the stigma
around disabilitycan complicateéhe operationalization of théauman rights process

(Katsui, 2008)

The International Classification of Functioning, Disability and HE2fh

In an attempt to integrate the biomedical and sociopolitical factors of disability, the
WHO adopted the ICF in 200&ibson, 2016)This frameworkonceptualises

function and disability as a dynamic interaction between health conditions and
contextual factors, both personal and environmenféalorld Health Organization,
2011) It views disability as an umbrella term for impairment, activity limitations
and participation restriction, referring to the negative interaction between an

individual (with a health condition) and their contextual factors (environmental and
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personal)World Health Organization, 20115ee Figure2) For example, a person

with right hemiplegiadue to a stroke (health condition) may have difficulties

walking (activity) because of leg weakness (body function). They may not be able to
attend their place of employment (participation) because of environmental issues
(e.g., workplace not accessiblar) personal factors (e.g., sadsteem issues;

stigma).

Figure2: International Classification of Functioning, Disability, and Health
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Sourcehttps://lwww.cdc.gov/nchs/data/icd/icfoverview_finalforwhol0sept.pdf

From a rehabilitation perspective, the 16kftsfrom a biomedical perspective to a
LISNE 2y Q& f A(B&R, 2B Sandardsgs@eBminology and definitisn
in the rehabilitation and disability fields which can help guide research and data
collection as well as makinthem comparable It also provides scientific standards
to inform local, national, and international policiéBerghs et al., 2016, Hammell,

2006, Madden and Bundy, 2019, Palmer and Harely, 2012)

However, the ICF is a classification systend as suclrelies on statistical norms

to define a human dysfunction and disability where these norms are based on the
experiences of people without specific disabilities or health condit{@isson,

2016) Critics argue that the ICF does not consider the role of the environment in
the creation of impairment§Hammell, 2006)According to Hamme(R006) the ICF
sees the environment as impacting the individual but not the disease or disorder

even though many of these diseases, illnesses or injuries are caused by the
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environment, such as wars, violence, poverty or pollution. There is also no capacity
to examine the broader social, political, legal or economic impact or the impact of
the environment on the social disadvantage, oppression and marginalisation

experienceddy persons with disabilitieddammell, 2006)

Exploring the Implications of Critical Disability Studies and Rehabilitation Science

Critical Disability Studies and Rehabilitati&cienceoccupy opposite ends of the
continuum. WhileCritical Disability Studigakes a critical view towards the
Productiortdf disability,Rehabilitation Sciendmakes a medical approackeeing
disability as a problem requiring an interventi@violesh, 2019 Nov, Ned et al.,
2021) Those involved in academic research or service provision would
acknowledge a tension exists between the epistemological positions of@atical
Disabilities Studieand Rehabilitation Studiesilt is this tension that needs to be
acknowledged in order for the needs of persons with disabilitbidse effectively

addressed.

Briefly,Critical Disability Studigse.,UKsocial modelyiews disability as a social
construct. It considers the cultural representations and the policies and practices of
societies to understand the social, econonaind political elements of disability
(Gibson, 2016)AlthoughQritical Disability Sudiesacknowledges that persons with
disabilities may require some intervention for th@dividualimpairment,this
approachchallenges the idea that persons labelled as disabledacely and
economi@lly marginaligd as a resulbf their impairment.So,from this

perspective WHisability(ds a social construct not simply an individual experience

(Goodley, 2014)

| amdeeply rooted in thébiomedical model of disabilitfdue to myphysical

therapytraining). Based on a positivist epistemolodgihave typicallyfocused on a

RA&lI0f SR LISNBER2Y QA X ¥nidppkopdats ivitérventighRsxQ S S NIV A
the problem(Gibson, 2016)The aim is to restore the individual to a state that is as

close toHormakas possiblédHammell, 2006)This view is seen by some critics as
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strongly normative suggesting people are considered disabled since they are unable
to functionas‘Hormakpeople do(Haegele and Hodge, 2016, Mitra, 2006)bson
(2016)suggests tha¥HormalityQs socially ingrained and affects rehabilitation

practice. Though rehabilitation science focuses on disabiligenerally doessat

the individual level without acknowledging the larger physical, social, political and

economic themes that creatine disabling environmeniGibson, 2016)

1.2.3Access to Health Services

The concept of access in health services is complexliterature containgarying
interpretations of this concepindthere is no universally accepted definition for it

6! RFe +FtYyR ! yYRSNASYZ moptn WHO020a Si Ff oz
2007, Oliver and Mossialos, 2004, Penchansky and Thomas, 1981, Peters et al.,

2008) For example, Aday and Andersd®74)define access as entry into the

KSFHfGK a2aidSYyd ¢KAA RSTAYAGA2Y | LILISFNE :
access the health system without considering the imparcacces®f the health

systemas a whole Penchansky and Thom@®981)define access as a degree‘BiQ

between the clients and the system. This definition suggests that access is more

O2YLX SE G(GKIy 2dzAd |y Ay RA GysRrdputit®d | GG S YL
instead theresult of an interaction between the individual user and the health

system. Buildingn this Peters et al(2008)view access linked to the timely use of
ASNIAOSa | O0O2NRAY3I (G2 ySSRd® tSGSNEQ RSTA
the definition ofaccess by adding a time element from supply and demand

perspectives. Levesque et d2013)defines access as the interface between the
characteristics of persons, households, physical and social environments and that of

the service provider, organisation, and health system. Develdmed previous

research, this definition identifies theomplex factors oiccesR dzZNA y 3 | LIS NAE 2
journey along the healthcare access continudinalsoincludes factors from the

health system which may impact access for the individual.
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There are also a number of different access frameworks in the literatdosvever,
none specifially foraccesgo health-related rehabilitation serviceherefore, 1 will

draw on current access to health services frameworks for the purpose of this thesis.

In terms of different access frameworkdargolis et al.(1995)created a model of
access to health services for socially disadvantaged children using three
dimensions: structural, financial, and personal. While this model focused on a
specific population group, it only considered three access dimensions. Alsosfactor
within each dimension were broadovering many areas of access. For example,
the structural dimension included physical availabilitgtional health insurance

provision continuity of care and transport.

t S S N&(2088)conceptdaditameworks based on the works of Aday and
Andersen(Aday and Andersen, 19748 enchansk{1981)andthe WHO(1978) It

identified four dimensions: geographic, availability, finan@at acceptability of

services from both users and suppler sides. Quality of care is at the centre of the
dimensions as Peters argues that quality is related to the technical ability of the
KSIfGK ASNIBAOSa G2 | FFSOU IthisfrangwRk @A Rdzl £ Q:
that it more explicitly considers the capacities of the user of the health service. It

also recognises the wider influences of policy and the macroenvironment (e.g.,

political, economic, etc.) as well as individual and household characteristics (e.qg.,

poverty) whichare notalways considered in other access frameworks. However,

critics suggest this framework is missing certain elements of access. For example,
Jacobseta(2012F FStf G GKIFIG KSIFf GKOFNB 62N]J SNERQ |
referral systems and task restrictiongre vital aspects of access to care and were

missingin Peter€<iramework.

The concept of access has evolved over titmg,without a consensus on

definitions and frameworks, measuring access is challenging. However, an
increasingly recognized conceptual access framework used in the literature today is
by Levesque et a{2013) In this framework, accessssenas the opportunity to

reach and obtain appropriate health services when there is a perceived need for
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care. This framework highlights the complex and interacting factors from both

supply and demand sides that can influence access to healthcare services in order

G2 YSSG a2YS8S2ySQa KSFHfdK ySSRad® ¢KS FNI Y
andthe associated abilities of individuals when they interact with the health

service See Figur8 belowfor details of framework. This framework highlights the
complexityand interactions ofactors from both the supply and demand sig#dsat

can influence accegs healthcare services to meet the health needs of an

individual.Referto AppendixL¥ 2 NJ RSFAY A i A(R0IPaccess [ SPS & lj dzS ¢

dimensions and abilities of persons to interact with access dimensions.

Figure3: Conceptual Framework for Healthcare Access (Levesque et al., 2013)

Geographic Dioit coate Technical and
Transp. y P interpersonal
Outreach values, Accommodation 'gd'"":u‘rﬁ"‘ quality
Information norms, Hours of opening Ppo! 0 ty Adequacy
Screening culture, gender Appointments cons Coordination and
mechanisms continuity

Approachability Acceptability  Availability and Affordablhty Appropriateness

¢ * accomx\odatlon ¢
Health care
Health care PQ'WP' lonof Health care Health care J§ utilisation
needs asire fo?r:ra seeking reaching «Primary access 2
*Secondary acces: SaﬂMou
Ability Ablmy Ablllly Ablllty Ability
to perceive to seek to reach to pay to engage
Personal and Living Income Empowerment
:eeaal::;l ':::Irlz":sy social values, environments Assets Information
Trustand culture, Transport Soclal capital Adherence
gender, Mobility Health Caregiver

expectations autonomy Soclal support Insurance support

Because of its comprehensive nature, the framework can be helpful in identifying
facilitators and barriers to access from both the health system/healthcare provider
and user perspectives. This daglp policymakers, health organisations and service
providers to identifyand improve access and suppavithin the health systenfior

those who require healthcare.

A scoping review by Cuet 2021)2 y [ S@S & |j dz&se inThRd YS 6 2 NJ
literature identified some challengeg. KAt S G KS FNI YSg2N] Qa Ydz
comprehensive approach to access can be considered a stratsygtbmplexity of it

can also create a challenge in the context of quantitative data collection. For

example, eme researchers found it difficult to categorise health access questions
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or data into one dimension or ability to access. A question or data may cover two or
more dimensions. For example, an individual cannot access healthcare because the
facility is located too far away. Is the identified barrier due to geographical distance
(e.g., availability) or due to the cost required to travelgy.affordability)? However,

this may reflect the fluid and complex nature of access to health services from both
the health system or user perspectivasd perhaps lends itself well to qualitesi
research Another challenge of the framework is its inability to consider time

factors related to access. For example, patient waiting time or travel time is not
necessarily a consequence of distance. Therefore, it is difficult to deteimomveo

classifydimension or ability time factor@Cu et al., 2021)

The framework has been previously used in a variety of settings, ranging from
access to antibiotic treatment, perinatal care, or primary care for different
population groups (e.g., maternal, indigenous, and migrédt) et al., 2021)
However it appears to have received limited useresearch on disability or
rehabilitation. For example, one study looked at caregifexperience accessing
oral care for children with cerebral palé&bduludin et al., 2019A few studies

have looked at access to mental health services for persons with different mental
health conditions (e.g., anxiety, depressi¢@prscadden et al., 2018, Packness et
al., 2019) A study by Kurpas et 4R018)looked at access to health and social care,
which also included rehabilitation services, for the eld€eflye majority of studies
were carried ouin high income counies (HIC) with few inlow and middle income

countries (MIQ.

Because of its comprehensive approach to access and its consideration of both

adzZLJLX @ yR RSYIF YR LISNA LIS O {2818)8esinitignyandl OO0S & & .
conceptual frameworkuvill be usedo underpin thisresearch including their access
terminology (e.g. abilities of personsince there is limited use of the framework in

disability and rehabilitation research, this research can add to the repertoire of

literature in these fields.
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1.2.4 Access to Rehabilitation Services for Persons with Disabilities

In addition to higher general healthcare needs, some people with disabilities may
alsorequire specialist health services related to their impairment, including
rehabilitation As previously discussed at the start of this chapter, access to
rehabilitation is often limited for persons with disabilities in LMIC. This has resulted
in a high unmet rehabilitation need for this population grotipough researcls
available to show the benefits of rehabilitation for persons with disabilities (e.qg.,
stroke, cardioascular diseasefhere is limitedresearch in the area of access to and
influencingfactorson rehabilitation services for persons with disabilities in different
settings, including LMIChe followingsectionwill review the current literature in
terms ofaccess to rehabilitatiorfactors influencingiccesgo rehabilitation

services, andinmetrehabilitationneedfor persons with disabilities.

A recent systematic review by Bright et, &018)highlighted limited and

inconsistent research on access to rehabilitation for people with disabilities in LMIC.
CKSANI NBOASs RSTAYSR W 00SaaQ |a dzasS IyR
guantitative studies. The evidence suggested coverage among those needing

services was generallpw andvaried across countries. For examphccess to

visual rehabilitation ranged from 0% to 82%, while access to hearing specific

services ranged from 0% to 66%. The authors highlighted that the outcomes to

measure acess to rehabilitation, including measures of impairment/disability,

varied considerablymaking comparison and genersalbility difficult. Similarly,

another systematic reviewfaoverage (e.g., effectiveness, accessibility, availability)

of mental health programmes e Silva et al (2014)found a lack of empirical

evidence, with no studies from LMIC, and highlightegimethodological

difficulties of estimating coverag€A y' I £ f € = 5 L.QE0OX)spsterididca S | €
review estimating need and coverage d&?#r five assistive products found that

there is a high unmet nee@60%) for hearing aids, limb protheses, wheelchairs,
eyeglasses and personal digital assistants. However, the autbted

methodological and reporting variations among the studies in their revasavell
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asdiscrepancies in how key terms related tB &ccess were defined. As such, this,

too, led to variationsvhenestimating need for R especially in LMIC.

Factors influencing accessRehabilitation for People with Disabilities

Barriers to access are those factors that contribute to preventing an individual from
utilizing a health service when requir€8cheer et al., 2003)They are likely to be
multi-factorial and influenced by contextual factors. Barriesis impact different
population groups as well as different impairments and/or diseaSestent
researchsuggestghat people in LMIC more often experience substantial barriers to
health services than those fromIC(Peters etal., 2008) While there is growing
evidenceon barriers to access to general health services for persons with
disabilities, there is limited research on factors that influence access to
rehabilitation for people with disabilities in LM(Baart and Taaka, 2018, Bright et
Ff®> wnmtlX WHO204a S Ff®X HAamMHYE hQ52yySH
al., 2022, World Health Organization, 2011)

As one of the most marginalized groups in society, persons with disabilities can face
additional complexities and range of barriers, such as physical, financial, or
institutional, which can impact their ability to access rehabilitation services
(Shakespeare et al., 2018, World Health Organization, 26t )examplephysical
barriers may includstairs without a ramp, narroygavementsor dim room

lighting. Users fees for health services or childcare feesext@mples of financial
barriers while government legislation or polices that discriminate aganestple

with disabilitiesare examples of institutional barriers. While people with

disabilities are a diverse group and comprise individuals with different impairment
types and other characteristics, they may be particularly vulnerable to certain types
of barriers to accessingsrices(Shakespeare et al., 2018&por example, cost
barriersare likely to disproportionately affect persons with disabilities considering
they are, on average, poorer and more marginalized and often incur additional

costs associad with living with adisability(Banks et al., 2020Yhese
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compounding issues can make it significantly more difficult for persons with

disabilities to access rehabilitation they require.

Brightet alQ @018)systematic review 077 quantitative studies o access to
rehabilitation for persons with disabilities in LMIC found only 22 evaluated what the
barriers to access were, as secondary outcorf@snmonly reported barriers

included geographical accessibility (e.g., distance to service, lack or cost of
transport), financial (cost of services, lack of health insurance), and acceptability
(e.g., lack of awareness of service). The authors pointednatnhany of the

identified barriers were not unique to the disied population; however, they

found particular acceptability barriers were disability related, including
RAAONAYAYFGA2Y FNRY KSI f {(jadd codviigcatiorS NE = LINE
barriers (e.g., lack of sign language interpreteiywever, his systematic review

did not explorethe Wved experience@and perspectives of the respondents and

their attempts to access rehabilitatiqikaham, 2016b)

Other research suggestgange of interacting factorthat are likely to influence
access to rehabilitation services for people with disabilities. For example, a
gualitative study in Malawexplored reasons for low uptake of referrals to hearing
services (e.g., hearing aids) among children and identified the interplay of multiple
challenges including transport difficulties, financial coatsjlack of information
regarding the referra{Bright et al., 2017bHowever, generally there is limited
research exploring hdepth the barriers and facilitators to access experience of
using rehabilitation services for people with disabilitiesdifferent LMIC settingst

is important to understand thesein their specific contexts in order to develop

locally appropriate strategiesnd maximise access.

Limited research is available on factors which facilitate access to rehabilitation for
persons with disabilities. A recent scoping review by van Biljon €é2@R2)on

access to public healthcare rehabilitation in South Africa identified a number of
factors which facilitated access for persons with disabilifri@snilyand community

support was a key factpfollowed by government financial support in the form of a
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disability or childcare grar{persons with disabilities could use this to cover the cost

of transportation childcareand rehabilitation servicgs

Disability, Gender and Poverty and its Impact on Access

According to Banks et a(2016) disability and povey are interrelated and can

operate in a cycle where one reinforces the othEor example,anditionslinkedto
poverty, such asnsafe housing conditiontgck of access to clean wategnitation
or healthcare, can increase the risk of being born with or acquiring a disability
(Banks et al., 2016 turn, people with disabilities are at a highrisk ofexclusion
from educationemployment,or healthcare or canincur higher healthcare cost

and otherdisability-related expensesThiscan further exacerbate economic and

other multidimensional forms gboverty (Banks et al., 2016)

Recently, he Global Burden of Disease Report (2019) identified that women
accounted for over 50% of the estimated 2.4 billion peaph® live with a health
condition where rehabilitation could benefit the(Cieza et al., 2020yheWorld
Health Surveguggestshere is a higher disability rate among women compared to

men inLMIC(World Health Organization, 2011)

Research on the intersection of gender, disability and access to health services is
limited. There is a dearth of evidenesvailable on thalifferent challenges women

with disabilities face whetrying to accesgmpairmentspecific rehabilitation
servicesHowever, arrent evidence suggests thatompared to memnyvomen with
disabilities living in poverty face unique access barriers to health services. As such
women with disabilities are more likely to have higher unmet healthcare needs
(Matin et al., 2021)

Matin et al.,(2021)completeda systematic review on access barriers to health
services for women witdisabilities anddentified severalbarriers unique to this
population groupThey found thatvomen withphysical sensoryor cognitive

impairments felt their ability to seek and understand the information thegded
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for their health was limitedSeverakencountered healthcare professionals who
were discriminatory or disrespectftdwardsthem, andalsolacked awareness and
knowledge about their disabilitjvost of the healthcare workerdid not have
appropriate communicatioskills which limited disabled woey Q& | 0 A f A G &
effectively interact withthese individualsA lack of adaptable equipment or
insufficient time with healthcare providers watsohighlightedasa barrier for

women with a disability. However, finaialdependency wasonsidered one of the
most significant access barriers ftisabled womenManywere unemployed and

did not have an incomend therefore had to rely on household income to pay for
servicesSincemany lived in lowincome households, they could not afford to
accesghesehealth services and would go without. Some noted they had to spend
more on specialised transport services because they were unable to use public

transportation (e.g., bus, train).

Further research in this area is needed in order to understand the specific barriers

encountered bywomen with disabilities when accessing rehabilitation services

1.2.5Unmet Need for Rehabilitatidor Persons with Disabilities

As previously discussed, the need for rehabilitation services is expected to increase
due to an aging population and increagarevalenceof chronic diseases at a global
level(Kamenov et al., 2018, World Health Organization, 20119b)vever there is

very limitedglobal data on need for rehabilitation servicasestimates of unmet
need(World Health Organization, 2011)nderstanding thitHeedls important to
ensure appropriatand timelyrehabilitation services are available to persons with

disabilities in a timely manner.

Needhas been interpreted in the literature as the capacity to benefit from
healthcare(Allin et al., 2010, Smith and Connolly, 202@vesque et al(2013)
identified the perception of need as a part of the access journey and suggests that
the ability to perceive need is important and determined by factors such as health

literacy and knowledge and beliefs about health and sickness.
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However,defining'dnmet needin healthcare has been difficu{Allin et al., 2010,
Smith and Connolly, 2020, World Health Organization, 20tlis)a complex

concept, and without a universally agreed upon definition, measuring unmet need
has been a challenge in rehabilitation and other health services reséallahet

al., 2010, Boggs et al., 2021b, Cavalieri, 2013, Pryor et al., 2018, Smith and Connolly,
2020) Definitions that exist in the literature view unmet need as the difference
betweenthe health services judged necessary to deal appropriately with a defined
health problem andhe actual services receivd€arr and Wolfe, 1976, Smith and
Connolly, 2020)Using a clinical assessment, unmet need was determined by a
medical professiong|Carr and Wolfe, 1976, Cavalieri, 2013, Smith and Connolly,
2020)

Research on unmet need lipk to barriersto accesge.g., availability,
acceptabilityChen and Hou, 2002, Pryor et al., 2018, Tan, 201®)ever, most
research doesot disaggregate the data into different categormfsunmet need
Without this differentiation, it is difficult to understand why individuals may not
seek out servicefor personal reasonge.g.,job restrictiong vs. structural issues
(e.g., long wait times) and where specific interventions (e.g., health policy) should

be implementedAllin et al., 2010, Smith and Connolly, 2020)

To understand the issues creating unmet need, Allin e{2010)conceptualised
unmet need into five different categorie§See Figurd) They defined it as when an
individual does not receive an available and effective treatment that could have
improved their health. To determine unmet need, a subjective assessment was
created. Alliret al.,(2010)felt that individuals are better able to estimate their

health status and identify any shortcomings they experience in the health system
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Figure4: Classification of Unmet Need (Allin et al., 2010)

Category Type Definition
An individual does not perceive they need health
Unperceived unmet | care. For example, they have hypertension withou
need symptoms but would require a clinical intervention
for detection.
An individual perceives themselves as in need of ¢
health intervention but choose not to demand the
health services available. For example, an individy
seeks alternative complementary medicine
approaches (e.g., homeopathy)
An individual perceives themselves as in need of §
Subjective, not health intervention but does not because of acces
chosen unmet need| barriers. For example, individual lives in a remote
area and cannot afford to travel to health facility.
An individual perceives a need for health
intervention, accesses health care but does not
Subjective, clinician | receive treatment a clinician would judge
validated unmet neeq appropriate. For example, individual without a
family doctor may not be effectively treated in a
walk-in clinic or emergencglepartment
An individual perceives themselves as in need of
health intervention, accesses care but perceives ¢
Subjective unmet | as not suitable. For example, an individual
expectations experiences poor quality services in search of
appropriate diagnosis or treatment for
ailment/disease.

Subijective, chosen
unmet need

These five categories reflect different mechanisms (e.g., awareness, individual
choice) where unmet need can arise and help to differentiate problems creating
unmet need! f f (ROIQMa&finition and conceptualization of unmet need is used

to guide this research in the context of unmet rehabilitation needs.

1.2.6 Disability and AccessRehabilitation in Small Island and Developing
States

Small island and developisgates(SIDS) are a distinct group of 39 states and 18
associate members of the United Nations regional commissibmsyare located in

three geographical regions in the world: 1) CaribbhegrPacificand3) Atlantic,

Indian Ocean, and South China Seas) (Alidted Nations, 2024a, United Nations,
2024b) Please refer to figuré for a map of SIDShe Maldives is a part of the AlS.
While the aggregate population of SIDS is approximately 65 million (less than 1% of
0KS ¢2NIRQA LRLMAFGA2y0s GKS&AS ylGAz2ya



Figure5: Map of Small Island and Developing States
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There are significant differences in territorial area, governance systems, economic

development, and geographical characteristics (Thomas et al, 2020). However, SIDS

each face social, economic, environmental vulnerabilii¢sited Nations, 2024a)

These countries are characterised by their narrow economic base, high production

costs, shortage of skilled labour, and heavy dependence on foreign (Badena et

al., 2018) Most SIDS economies rely on tourism, fisheries, and agriculture. For

example, coastabased tourism makes up more than 20% of national gross

domestic product for more than half of SDAs such, thes®iDS arearticularly

vulnerable to changes in the environme(ithomas et al., 2020pther factors such

as small population size, remoteness from international markets, high transport

costs, and fragile lands and marine ecosystems make SIDS vulnerable to biodiversity
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loss and climate change because they lack economic alterndtiveted Nations,
2024a)

Healthcare accesa SIDS vary and are dependentaonumber ofdifferent factors

including geographypopulation sizeand how each countrg NJ G SNNX (i 2 NB Q&

healthcare system is developamd resourcedBecause of their smaller economies
of scale, many SIDS experience shortage of medicines, healthcare workers, and
health facilitiegSuzana et al., 2018)ot only does this impacts their ability to
establish UHC programmes, but it also impacts the availability and access to these
services for people requiring therRor example, Singapore has a populatiomived
million. It has a weltesourced health system, along with a UHC programme, where
its citizens can access primary, secondary, and tertiary in both the public and
private sectors, and with minimal, if any, out of pocket payméhegideQuigley

and Asgarlirhandeh, 2018, Tan et al., 202Cpnversely, Tokelau is a small island

in the Pacific region and a dependent territory of New Zealand. It has with a
population of 1500. While the country has UHC, its health system relies heavily on
international aid, including grant money from New Zealatodfund it(Somani,

2020) Currently, the territory has 3 small health centres which only provide
primary care services and some basic secondary services (e.g., blood-tagts), x
Anyone requiring secondary or tertiary care must go abroad with limited financial
assistance fronthe government. Since there is no airport in Tokelau, individuals
must take a 24 hour boat ride to Samoa to seek healthcare serdiees f FA S Q2

2019, Somani, 2020)

This comparison highlights the significant differences in SIDS health systems and
demonstrates the type of healthcare services provided. Like the Tokelau example
above, some SIDS are so small, it is difficult for governments to justify the cost
(includingequipment and healthcare workers) of providing some healthcare
services (e.g. oncologgarfati et al., 2019)Since a majority of SIDS receive high
levels of overseas development assistance and have established

bilateral/multilateral trade agreements with other countries, this has been a
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strategy smaller SIDS have used to overcome the domestic healthcare shortages
(Suzana et al., 2018)

There is limited research on accessing rehabilitation services for persons with
disabilities living in SID8owever, many SIDS, regardless of population size, face
similar issues to other LMICs when it comes to providing rehabilitation services for
persons with disabilitiesthis includedimited government support and funding,
disability and rehabilitation laws and policies\d rehabilitationworkforce In 2017,

the WHO did a review of disability and rehabilitation/AT in the Western Pacific
including thePacific Region SIDPWorld Health Organization, 2017dhe purpose
wastolook ateac 2 dzy 4 NBE Q& OIF LJ OA e G2 RSt AGSNI NB
disabilities.Overall findings suggested that few rehabilitation services were
available in the low and middle income SIDS compared to HICFBiB®Btherapy

was the most predominant rehabilitation service across all SIDS compared to other
rehabilitation services (e.g., OT, SLP, audiology, prosthetics and orthBties)
rehabilitation polices or national rehabilitation, limited rehabilitation workforce and
a lack of government priority and famcial commitment were identified as factors
limiting access to rehabilitatiofor persons with disabilities. The study also
suggested thatmaller economies of scabndsmall populationsvere factors
impacing the availability of both health and rehabilitation services for persons with

disabilities

Walker et al(2022)found similar findings with access to mental health services in
SIDS in the Caribbean Regidrile mental health services were available in these
SIDS, those countries with smaller populations and economies were-under
resourced; thisin turn, impacted the availability of mental health personnel and
facilities.Mental health was not considered a priority bgvggrnmentsasreflected

in the limited number of mental health policies or national strategies being
implementedand lack ofyjovernment fundingor mental health programmewithin
the health systemsThe lack of service availability and the stigma associated with
mental healthin the Caribbean regigmesulted in a high treatment gap, withany

individuals in need afmentalhealthservices unable to access them.
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1.3 TheMaldives

1.3.1Background

The Republic of Maldives is located inaanhipelago of approximately 1,190 lew

lying coral islands located in the Indian Ocdanated 600 kilometres southwest of

India. The islands are grouped into 26 atolls spread across 289 square kilometres.

Refer toFigure Sor a map of the countryThecurrent population is 391,000

OHNHMOT | LIINRPEAYIGSte 2yS GKANR fAQGS Ay
Addu Citywhile the remainder of the population is spread over tt®&0 populated

islands(U.S. Federal Government, 2020)K S 02 dzy G NE Qa YI Ay Ay Rdz
tourism and fishingU.S. Federal Government, 2022) ¢ KS O2 dzy 4t NE Q& DNER
Income per capita is $15,130 (USD) (2017) and it is classified as an Upper-Middle

Income Country by the World Ba(ld.S. Federal Government, 202R)nety

percent of the population is under the age of 55 ye@ssS. Federal Government,

2022)

Figure6: Map of The Maldives
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1.3.2Disability inTheMaldives

A recent survey found the prevalence of disability is 6B&#ks et al., 2020)n

2010, thea  f RAGALY 3F2FSNYYSyld LI aaSR GKS a[l ¢
Personswittb Ad+F 0 Af AGASAE YR t NPOAAAZ2Y 2F CAYLlY
prohibit any form of discrimination based on disability and to protect the rights of

persons with disabilities. In that same year, the country also ratified the UNCRPD

(World Health Organization, 2010l9ince then, the Maldivian government has

made progress to ensure the rights of persons with disabilities are protectes.

National Social Protection Agen@ySPAadministers the national social health

insurance scheme, Aasandha, and social protection programitn@sooversees

seven financial assistance programmes, of which three address persons with
disabilities(National Social Protection Agency, 2Q1Specifically, the Disability

Allowance provides financial assistance to persons with disabilities while the

Aasandha and Medical Welfare programnags intended toensure free medical

assistance and some financial assistance for medical equip{Natibnal Social

Protection Agency, 2019%5ee section 1.3.4 below for a description of these social

protection programmes for persons with disabilities.

1.3.3TheMaldives Healthcare System

The description of the health system that folloigsnformed by document review
as well as observations and informal conversations with key informants that took

place during the data collection period.

TheMaldives healthsystem is organised into a thréier system based on the
following: i) island level primary care centres; ii) higher level health centres
providing secondary care at the atoll level (each atoll serves up to 10 islands); and
iii) tertiary care at a centralegional leveleach region services8atolls) The

country is divided into six regions, each with a number of a{Misldives Ministry

of Health, 2021)The distribution of secondary and tertiary health facilities is based

on population, patient load, and distance to hospital. However, there are primary
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health postson everyisland, regardless of populatigMaldives Ministry of Health,
2021, Maldives Ministry of Health, 2014)

The private sector and heahtelated non-governmental organisation®NGO$% also

play ar importantrole in the delivery of health services in the country. This includes
hospitals and clinicgrovidinghealth services, including rehabilitation, that may not
be available in the public health system. For examipdesed on informal
conversations with key informantshile the public health system includesedical
assessment for individuals with autism spectrum disorder, éotgrm
rehabilitationservices are only available in the private or NGO sectors. Individuals

requiring these services cover the costloese programmethemselves.

A grading criterion for primary care centres and public and private hospitals
determinesthe level of specialised health services offered. Regional and atoll
hospitals act as the main coordinating body in providing general and specialised
health services for that atoll. Each atoll health centre covers a population from
5,000- 15,000 peopldMaldives Ministry of Health, 2021)

Below is a brief description of each level of c@vialdives Ministry of Health, 2021,
SriBalakrishnan and Caffrey, 2022, Suzana et al., 2015)

1. Primary care there are 164 publicly funded primary cdnealth postsn the
country, one centre located on each island. The services provided include
medical exams and investigations, immunisations, antenatal care, and
medication. In terms of rehabilitation services, healthcare professionals
(general practitioners, nursepharmacistslab techniciancommunity
health workersfamily health workes) provide basic physical, vision,
hearing, cognitive and mental healbfasic screeningssessments and refer
individuals to other clinics/hospitals which can provide more advanced

assessmentandinterventions.
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2. Secondary carethere are three hospitals based in Malé, six regional

hospitals and 13 atoll hospitals that provide secondary care. In addition, two
private clinics, one based Malé,and another located in the southern part

of the country (Addu City) also provide secondary care. Services provided at
the secondary level include maternal and childcare and specialty care, such
as orthopedics, ophthalmology, or emergency care. In terms of

rehabilitation services, most secondary level hospitals proplisial
therapyservices along with vision, hearing, cognitive and mental health
interventions. However, individuals requiring more advanced rehabilitation
assessments and interventions not available at the secondary care level

would be referred to tertiary level hospita

3. Tertiary care there are three tertiary level hospitals in the country. The
national referral hospital is based in Malé while the north and south regions
of the country each have one regional hospital which also provides tertiary
f SPSt OFNB® ¢KS GendaCentdialso donsideked § | f
tertiary level hospital and is based in Malé. There are two private hospitals
in Malé which also provide tertiary level caRaysical, vision, hearing and
cognitiveassessmentare available at tertiary levélospitals Ongoing
physical therapyoccupational therapyand vision interventions are
available at these hospails while individuals requiring hearing cognitive
therapies would be referred to the private sectdihese hospitals provide
acute care services for mental health disabilities, but those requiring

ongoing intervention would have to seek out private services in Malé.

Rehabilitation Services in the Maldives

The following information on rehabilitation services in the Maldivesasell on
observations, internet search, and information obtained frkay informantsand
participantsat the time of data collection (2019)able 3 provides a brief summary

of the rehabilitation services available in the country.

¢ K|
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Table3: Summary of Rehabilitation Services Available in Public and Private/NGO Sectors

Rehabilitation Service

Public Sector

NGO/Private Sector

9 Physical therapy availablg
at secondary/tertiary level
care

9 Physical therapy available
at private clinics and
comprehensive
rehabilitation programmeg
(e.g., autism,)

Physical 9 Occupational 9 Occupational and speech
therapy/speech language language therapies
therapy available at available at
tertiary level care comprehensive

rehabilitation programmes
(e.g., autism)
9 Assessment available at | { Assessments for hearing
tertiary level care aids available in private
sector but cost is covered
by national health
Hearing insurance.
9 Signlanguage courses
available through NGO
9 Basic vision assessments| 9 Basic vision
interventions available at assessments/intervention|
primary, secondary and available at optician clinic}
tertiary level care
Vision

9 Complex vision
assessments/intervention
available at tertiary level
care

Mental Health

9 Acute mental health
services available at
tertiary level only

1 Long term mental health /
behavioural counselling

Cognitive

9 Assessments available at
tertiary level care

I Assessments/
interventions available
through comprehensive
rehabilitation programmeg
(e.g., autism, brain injury)

Rehabilitation services are limited. Most services are based in Malé, with few

available on some of the larger islands. pNoliclyfundedspecialised (e.g., stroke,

cardiac, cognitive) rehabilitation centres exiBhysical therapis available at

tertiary, regional and some atoll hospitals. It is also available in the preestior,
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but individuals have to pay out of pocket to utilise this servi@decupational and
speech therapy are available at the tertiary le\mlt user fees are charged. Some
private clinics do provide occupational and speselviceshut theseare generally

a part of a comprehensive rehabilitation programme (e.g., auspectrum

disorder, long term behavioural counselling). Basic vision assessments and
treatments are available at therimary, secondaryandtertiary level health centres
as well asn the private ®ctor(e.g., optician clinicsHowever, for complex vision
conditions (e.g glaucomg services are available at tertiary hospitals or abroad.
Hearing assessments are available at tertiary hospitals. Assessments for hearing
aidsare only through a Malé based private clinic but the service is covered through
Aasandha. One NGOr the hearing impaired offersign language programmes

once or twice gear at a nominal fee.

Acute mental health services are available at tertiary hospitals, aiiije long term
counselling services are only available in the private s€btsed in Malg§ For
cognitive impairments (e.g., autisgpectrum disordercerebral palsy, acquired or
traumatic brain injuries), initial assessments requiring medical specialties (e.g.,
neurology, psychiatry) or equipment (e.g., MRI,s€n) are only available at

tertiary hospitals or abroad. Children with learning disabilities can access some
special educadn programmes at public schools until the age of 18. Private
rehabilitation programmes which providgehysical therapyoccupational therapy,
speech therapy and behavioural therapias well as school teachers who specialise
in education for children and young adults (under 24 years of age) with disabilities
are available only in Mal®therwise, there are mlongterm rehabilitation

programmedor adults with learning disabilities.

While there are over 700 registered NGO#ha Maldives, the NGO sector in health
Ad avylftf odzwi RSOSt2LAYy3aId az2ad NBE ol &SR |
few resources (e.g., finance, staff, equipmealdives Ministry of Health, 2014)

Delivery of healthcare services at the rurslndlevel is difficult due to the

geographical isolation of the islan{lgaldives Ministry of Health, 2014)imited



59

healthcare staff and the logistical challengfedeliveling medicines and medical

equipment to the remote islands negatively impacts the quality of caceived by
individuals living on these islan{lgaldives Ministry of Health, 2014yeople

requiring specialised medical serviceluding rehabilitationY dza & G NI @St (2
or abroad. This malge particularly challenging for persons with disabilities, who are

more likely to require specialised services, anetherefore disproportionately

affected by costs as well as facing additional barriers such as lack of accessible

transportation (Hameed et al., 2019, Hameed et al., 2022b, Hameed et al., 2022a)

When healthcare services are not available in the Maldives, individuals can access
services in India or Sri Lanka through a public sector physician referral. The
government has established contracts with health service providers in these
countries(Suzana et al., 201.8)\asandha will cover airfare and medical costs for

the patient and one caregivéBSuzana et al., 201.&lowever, the individual is
expected to cover additional expenses such as transpmiging,or food in the
destination either out of pocket othrough private insurancevhich can be a

financial burden for manySuzana et al., 2018pthers, if they have the financial
resources available, opt to sdlind their medical treatment abrogallowing them
greater flexibility in choice of health service providers and cost of treatment

(Suzana et al., 2015)

Maldives Rehabilitation Workforce

Information on the Maldives rehabilitation workforce is limitéthe nost recent

data from the Maldives Health Statistics 2QR0aldives Ministry of Health, 2021)

only provides informationod ! £ f ASR | SIf GaK{ANRDOE&a Kk FRIt K.
CKSNHIWMRE at NEPFSaarzylta 27 . h&dregkiadvdzNI f { O
of specific rehabilitation professionals (e.gccupationakherapy, audiology,

speechlanguagepathology)was available.

However, lased on the 2020 Health Statistics data, there are 51 clinical and

physical therapists in the country. Most thesetherapists are expatriate (64%)
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while the remaining minoritare from the Maldive$36%) Fewclinical/physical
therapists work on the Atolls (35%) whiteostwork in Malé (65%). Only 35% of the
therapists are female. There are 20 individuals classified as professionals of
behavioural science3he najority of these professionals are local (75%), female
(90%), and work in Malé (90%).

1.3.4Maldives Social Protection Programmes

The National Social Protection Agency (NSPA), formed under the National Social
| SFfGK Lyadz2NT yOS ! O o6Hnnyo FRYAYAAGSNE
programmeswhich include:
1. Aasandha National Social Health Insurance
Medical Welfare
Disability Allowance
Single ParenProgram

Foster ParenProgram

o gk~ w0 D

FoodProgram

Persons with disabilities in the Maldives can access all programmes as long as they
meet the eligibility criteria. However, Aasandha, Medical Welfare, and the Disability
Allowance are the three most relevant programmes for persons with disabilities in

the Maldives andhre described below

1. Aasandhai KA & A& (GKS O2dzyiNEQa a20ALf KSIf
universalhealthscheme established in 2014. It covers inpatient and
outpatient care, medications, and transportation in emergency cases with
no limits on spending for eligible servid@anks et al., 2022allealth
services and treatments from all public sector healthcare providers and
governmentapproved private health facilities are available free to
beneficiariedAasandha Company Ltd, 2023pwever, fees may be charge
at some private hospitals or clinics covered under the schemié accessed
withoutay” I LILINE LINA | (i S ThRs2hemeprolddes coMdbagieSaN NI f &

somepublic sectorehabilitation services, includinghysical therapybasic
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vision and hearing assessments and treatmebts does not cover the cost
of AP (e.g. spectacledjorphysical therapyffered in private clinics in the
country, Aasandhanaycover up to 50% of the assessment/treatment fees

(National Social Protection Agency, 2Q19)

. Medical Welfare- this programmaeis available tgpeoplewith and without
disabilities. Ifprovides financial assistance for medical services, medications,
or assistive technology not covered by Aasandha. For example, it will cover
the cost of travel (e.g., airline tickets) for an individual and companion when
medical care is required abroadwtll also cover the cost or provideP,

such as oxygen tanks or wheelchgNational Social Protection Agency,
2019) The applicant needs to submit documentation from a medical doctor
verifying the need for medication or equipment as well as three price
guotations from different vendors if the item is not stocked by NSPA or the
State Trading Organization (STO), a busimeganisation responsible for
procurement of goods for the country. If approved, NSPA or the STO will
either provide the R/medication or money to purchase the ite(flameed

et al., 2022b)

. Disability Allowance- this social protection programmepecifically targets
persons with disabilities. twasy . N2 RdzOS R dzy RSNJ 6 KS 02 dzg
(2008) to provide financiassistance on a monthly basis for persons living
with a disability in the Maldives. Its purpose is to afford those living with a
disability the same rights and opportunities as rdisabled citizens of the
country. Beneficiaries can use the monthly casimsfer to defray the costs

of living with a disability. This may include therapeutic fees or medi€aA
medical certificate and application must be submitted to NSPA for approval
(NationalSocial Protection Agency, 2018)benefit of this programme is

that any beneficiary can currently enroll in other social protection
programmes (e.g., Old Age Security) and is available to all with a disability

regardless of poverty level or capacity to woHameed et al., 2022b)
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However, the high costs related to obtaining the medical certificate or travel
to Malé to obtain the documentation prevent some from applying for the

programme(Hameed et al., 2022b)

1.3.5Maldives Disability and Rehabilitation Laws and Policies

Based on an online search, | could only locate a limited numbdisability and

rehabilitation lawsor policies available in the English languaye noted above e

O2dzy i NB Qa (Baw anlPiotedtiy thé Right® éf Persons vidikabilities

and Provision of Financial Assistaym@s passed in 201@t the same timehe

countryratified the UNCRPDIhe Health Care Professional Act (2015) provides

regulatory direction for healthcare professionals, including those providing

rehabilitation services (e.gphysical therapy @ ¢ KS O2dzy G NB Q& | S| f
20152025 provides the strategapproach othe government would like to

address the needs of its population, including key health indicators it would like to
achieve. The documeimoes reference rehabilitation and disability in terms of

expanding rehabilitation programmes for persons with disabilities.

| could only locate twampairmentspecific policies online and available in the

English languaget KS Gal f RAGS & + A IMakliyes Mimstryiof | QU A 2y
Health and Family, N.Dlaid out its approach to improving eye care services across

the country through primary, secondary and tertiary level care. Similarly, the

government developed the Maldives National Mental Health Policy (20P5).

The policy includes a strategic planitgprove mental health services across the

country (Maldives Ministry of Health, 2014Please refer té\ppendix2 for a

adzYYI NBE 2F (GKS O2dzyGNBQa 5AaloAfAide ! OGx
Master Plan, and Mental Health Policy.
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1.4 Study Rationale

This research builipon an existing research project led by the International Centre
F2N) 9GARSYOS Ay 5AaloAfAGe&Y aGLYLI OG 9O £
al f RAHAGeed et al., 2019)This evaluatiorexploredthe impact of the

Disability Allowancsocial protection schemen poverty, quality of lifeand

participationof persons with disabilities the Maldives The studynvolveda
baselinepopulationbased survey of disability in 201with a nested case control

d0dzRe O2YLJ NRAyYy 3 LIS2 LI} Sthaséwithisut dskbiliies A £ A G A S &
0 WO 2 yiiithkidd ofipaverty, quality of life and participatioim. 2019 cases and
controlswerefollowed up and ranterviewed to assesthe impact of the Disability

Allowance Qualitative data was also collected from both recipients and-non

recipients at baseline and endline, to provided@pth information about their

experiences.

This research has provided important evidence on disalnilitiie MaldivegBanks

et al., 2020, Hameed et al., 2019, Hameed et al., 2022b, Hameed et al., 2022a)
However, an identified gap was the lack of evidence regarding hesltked
rehabilitation andfactors influencingaccess to these services for persons with
disabiliies. The country ratified the UNCRPD which includes the right to health and
rehabilitation services. However, it remains unclear the extent to which these policy
commitments are being implemented, the met and unmet need for rehabilitation
services for personsithh disabilities, and the factors that influence access to

rehabilitation servicesrom both the supply and demand perspectives.

This project aims to address this gap by exploring factors influencing access to
rehabilitation for people with disabilities the Maldivedrom both the user and
service provisiomperspectivesn the Maldives Building this understanding ¢sucial

in orderto promote evidenceinformed planning and decision making to strengthen
rehabilitationservicedn the country. Furthenore, it will contribute to the scarce

global data on access to healtblated rehabilitation.
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1.5 Research Aim and Objectives

Aim
1 To explore access to rehabilitation serviéespersons with disabilities in

the Maldives.

Objectives
1. To estimate usef, and unmet need fgrrehabilitation services among

persons with disabilities living in the Maldives.

2. Toexplorethestrengl YR ¢SI {1{ySaasSa 2F (GKS al fRA
delivery of rehabilitation services in the Maldives (e.g., government,

rehabilitation workforce, NGOsljsabled persons organisations (DPOSs)

3. Toexplorethe facilitators and barriers to accessing rehabilitation services

for persons with disabilities in the Maldives.
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ChapterTwo. Methods

2.1 Positionality

As a research student, | assumed the role of a-participant observer and an
WYutsidero the interviewees of this research project. | was aware of my lack of
familiarity with Maldivian culture, the Dhivehi language, dahd delivery of
rehabilitation services in this country. However, since this research was a part of a
wider research study, | was able to work alonggtielead investigatqrof the

Impact Evaluation studfgvho is also one of my DrPH supervigahgring my field

work. She is Maldiviargpeaks the local language and has insights into Maldivian
culture. She was present and acted as a translator for most of the interviews and

provided me with background information on the Maldives and its health system.

Initially, | felt | was entering into this research project with a good understanding of
the concepts of rehabilitation and disability owing to my 15 yeanshgfical

therapy practice working withmarginalise¢populations in the Canadian health
system. Arguably, though, this may have provided what | came to appreciate was a
medical model of understanding of disability and the delivery of rehabilitation
services. As such, this positivist viewpoint influenced happroached this

research project through #h study design, development of the topic guides, the
interviews, and the interpretationf the findings.Please refer t€hapter lon

models of disability and the relationship of the medical model to rehabilitation.
However, working closely with my supervisors, | became acutely awdine of
potential issues withmy positivist interpretation of the datand through

discussions with them, | learnt to take a more constructivist view.

| also came t@ deeperunderstandng and appreciabn of other models of
disability,in particularthe ICF framework and the social and human rights models
Thishelped me to analyse my data through a different lens, rather siarply

assuminghe medical model of disabilitg I & Wi KS & NJzi K Q
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| was also influenced by my ovassumptions about my role as an interviewer. On

reflection, | realised that | may have taken a clinical approach to the interviews,
F20dzAAy3 2y |y AYRAGARIZ f Qa AYLI ANNSYy(Hz |
plans for them. However, for this researéhii dzZR& = G KS Ay G SNIBA S SND
fAaldsSy G2 GKS LI NI A OAidthey ditéaton as it @ldt@dd$Ha | Yy R
disability and their attempts to access rehabilitation. As a doctoral student, |

needed to realise that this was an opportunitylearn and grow as a researcher

and not as a clinician. As my fieldwork progressed and through discussions with my
fieldwork supervisor, | began to understand my role as a reseagantto ask

questions to support my research.

Finally, | was aware that my presence, gender, and physicality (white male) may

have caused reticence for some participants as they did not know who | was. Upon
reflection, it is possible that some of them may have altered their responses

because of my pience, impacting the findings of this study. Also, my lack of

familiarity with the Maldives andy discomfortat seeing the reality of the living or

working conditions of some of the interviewees might also have been apparent to

the interviewees. They mayave felt negatively judged and altered their responses
accordinglp LG OSNIFAyte G221 YS F oAld 2F (GAYS
uncomfortable being a naive stranger, it did have the benefit of observing this
SYGANRYYSY(l 6AGK WoSIAYYSNI SeSaqo

2.2 Rationale for Mixedlethod Approach

A mixed methods approadhcludes bothgualitative and quantitative viewpoints
on a particular topic. | chose this approach for my DrPH because | felt it would
enablea more comprehensive understandingf accesgo rehabilitation for persons
with disabilities in the MaldiveS.here are different approaches to mixed methods
research, each with advantages and limitations. This study used a triangulation
design, convergence model whereby qualitative and quatitie methods were
conducted, analysed and preded separately (results), then comparand

interpreted together (discussion)The quantitative methodsaimed toprovide
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statistical insight into théevel of need/unmet need as well as teecioeconomic
and demographicharacteristics influencing access to rehabilitatiery.whoin the
populationis most at risk of unmet needYhe qualitativeapproachaimed to

provide indepth insight through the subjective interpretation of persons with
RA&FOATAGASEAQ SELISNAS (@WaaduandPynsiti, O00afid & A y 3
understanding of the facilitators and barriers from both supply and demand
perspectivesA mixed method approach is useful in the data analysis akoivsfor

a comparison ofhe two data sourceslt alsoallows for a more comprehensive
understanding andriangulation of findingsandenhances the credibility and
reliability. Triangulation not only strengthens the research findings, but it also
supports the overall conclusions made because multiple techniques were used
within a single research proble(dogulu and Pansiri, 2011h terms of the

approach to the integration of the quantitative and qualitative data, the data
collection forthe secondary quantitative analysis wesmpleted in April 201 ¢for

the Impact Evaluation of the Disability Allowance in the Mald@%8) while the
gualitative data collection was completed in May 2019. The analysis of both the
guantitative and qualitative data took place concurrently, though | completed the

guantitative data analysis prior to the completion of the qualitative data.

2.3 Study overview

This study used both quantitative and qualitative methods to explore access to
rehabilitation services from both supply and demand sides for persons with
disabilities in the Maldives. This included:
i. asecondary quantitative data analysis to estimate use of and unmet need
for rehabilitation among people witdisabilities.
ii. qualitative interviews with rehabilitation service providers to explore their
perspectives on the strengths and weaknesses of rehabilitation service

delivery.

NJ
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ii. qualitative interviews with persons with disabilities to explore their
experiences in accessing rehabilitation services and on barriers and

facilitators to access

2 4 Quantitative- Objective 1

1 To estimate usef, and unmet need farrehabilitation services among

persons with disabilities living in the Maldives.

Sub Objectives:
1 To estimate the use of rehabilitation services related to specific
functional domains.
1 To estimate unmet need faehabilitation services related to
specific functional domains.
1 To assesanyassociation between rehabilitation need and secio

demaographic and economic characteristics.

In order to achieve objective Lperformeda secondary analysis tife quantitative

RIEGFE O2fft SOGSROFNRBNX (0RY @FYLBAGEk oAf AGE ! €
(Kuper et al., 2018} used thigddatato analysethe estimated use and unmet need

for rehabilitation serviceand ATrelated to different functional

difficulty/impairment types. Moving forward this will be referred to as

rehabilitation services.

The original research project explored the impact of the Disability Allowance on
poverty, quality of life andocialparticipation for persons with disabilities and their
families in the Maldives. The study took place from January 2017 to May 2019. A

baseline assessment included two main components:

I.  apopulationbased survey to estimate the prevalence of disability

and coverage of the Disability Allowance and
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ii. anested caseontrol study to compare people with and without
disabilities in terms of their economic situation and other key life

areas (e.g., education, work, wéiking).

The Washington Group questio(@011)on functioning were used to screen
enumerated individuals aged 2 years or older for a disabilias not involved in
the design or data collection for either componenttbis original study, but
detaileddescription of theoriginalstudy methods is provideith Appendk 3 for

understanding.

| wasas responsible for conducting the secondary data analysis that is included in
this thesis.The results from this analysis were also included in a paper about access
to health services in the Maldives, whictotauthored(Banks et al., 2022a%ee
Appendix4 for a copy of this paper.

Data analysis

For thissecondaryanalysiof the data that Objective 1 is based,@eople with
disabiliieswere grouped by functional domains: vision, hearing, mental health
(anxiety and depression), cognitive (remembering), communicaéiod physical
(walking and lifting. Disability was assessed through the gelborting of

difficulties, using the Washington Group of questions. Please refer to Appendix 3

for more details.

Datawere analysed using STATA 16. Thersglbrted indicators of use, awareness,
need and unmet need for assistance were calculated separately for each of the
following functioning domains: vision, hearing, physical (walking/fine motor skills),

cognitive, conmunication, and mental health (anxiety/depression).

The access indicators and definition used for this objective have been derived from

the quantitative data collected for the Impact Evaluatiand reflect the various
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components of acces# is important to note that access indicators are not static
and are defined and measured differently across the research literature. The
guestions used iTable4 below were grouped into six broad themes which are
related to this study objective.

Table4: Questions Asked About Health and Rehabilitation/Devices for People Reporting Some Difficulties in
Different Areas of Functioning

Questions:
1 Have you ever gone to see a doctor/health professional about the diffictilties
you have in this area?
(Yes or No)
9 Did you see:
1) Specialist; 2) General doctor (hospital/clinic); 3) Other healthcare professi
(RN, healthcare
worker); 4) Traditional/alternative medicine
1 Was the advice you received useful?
(Yes/No)
1  Why have you never been to a doctor/professional about this area of difficul
MO 52y Qi ySSRky2(G dzaSTFdzZ T HO ¢22
where to go; 5) No time;
6) Other
1 Have you ever heard of devices/services for helping people who have diffict
in this area (e.g., specific to disabiliye.g., glasses, Braille (vision); hearing ai(
(hearing); walker, cane (walking))?es/No)
9 Would one of these services/devices be helpful for yOues/No)
Have you ever used one of these devic@&2s/No)
9 Are you currently using one of these services/deviddsa/No)

=

Table5 below provides a definition of each access indicator using the vision domain

as an example.

Table5: SelfReported Indicators of Access: Questions, Definitions, and Calculations

Population level definition Calculation

Indicator Question(s) . .
using vision as an examplg
Have you ever gone tq Proportion of people with § No. people who have
see a doctor/ difficulty seeing who have | seen health professionalg
healthcare sought related health for their difficulties
Health . ; )
. professional about the| service seeingd

Services Usg ... . . .
difficulties you have in No. people reporting
this area (e.g., vision)’ difficulties seeing

145 AFFAOMzE 1ASaé NBTFSNER (2 LINIGAOALN yiQa NBLERZ2NIAY3
(e.g., hearing)

al

f
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Have you ever heard | Proportion of people with § No. people who are
of service/devicdor difficulty seeing who repor{ aware ofservice/device
helping people who | being aware of for vision difficulties
Awareness | have difficulties in this| service/devicdo help No. people reporting
area (e.g., vision)? people with vision difficulties seeing
difficulties
Would one of these Proportion of people with | No. people who feel they
services/devices(e.g., | difficulties seeing who would benefit from
for vision) be helpful | report that service/device | service/device for vision
Need for you? for vision would be useful | difficultied
No. people reporting
difficulties seeing
Have you ever used | Proportion of people with | No. people who have
one of these difficulties seeing who ever used service/device
serviceddevices (e.g., | report ever using a for their vision
Use for vision)? service/devicdor vision difficultied
No. people reporting
difficulties seeing
1. Have you ever used Proportion of people who | No. people with vision
one of these have used a service/devicq difficultieswho report
service/devicge.g., and feel they need a using device/servide
for vision)? service/device for their No. people with vision
(numerator)- vision difficulties difficultieswho report
FyagSNBR a needing a device/service
Coverage
2. Would one of these
services/devicesbe
helpful (e.g., for
vision)? (denominator)
-l yagSNBR ¢
1. Have you ever used Proportion of people who | No. people with vision
one of these feel they need bubave difficulties who report
services/devices(e.g., | not used a service/device | needing it but not having
for vision)? for their vision difficulties. | the device/servicé
(numerator)- No. people reporting
Unmet Need| " Y @ $SNBR a difficulties seeing and
reporting a service/device
2. Would one of these helpful
devices/servicesbe
helpful (e.g., for
vision)? (denominator)
-l yYAsSNBR (

Logistic regression was then used to assess the association between socio

demographic and economic characteristics (rural/urban, marital status, education,



72

household income, asset index and per capita household expenyliduncki)

reporting a need for assistance in at least one functional domain (Table 12) and ii)
reporting needing, but not using (i.e., an unmet need) assistance in at least one
domain (Tablel3). Regression analysis included adjustments for age and sex as

potential confounders

2.5 Qualitative- Objectives 2 and 3

While Objective 1 provided quantitative estimates of access in terms of use and
need for rehabilitationObjectives 2 and 3 explore-ttepth the factors influencing

accessusing qualitative methods:

Objective 2: To explore the strengths and weaknesses of the delivery of
rehabilitation services in the Maldives from the workforce
perspective (e.g., government, rehabilitation service providers,
NGOsPPOs)

Objective 3: To explore the facilitators and barriers to accessing rehabilitation

services for persons with disabilities in the Maldives.

2.5.1. Study Participants
Key Informants Rehabilitation Service Providers (Sujgidie)

| interviewed burteen key informants involved in the delivery and support of

rehabilitation services. Thigroupincluded government representatives,

rehabilitation service providers, and individuals from rgovernment

organisations and disabled persons organisatitmsially, key informantswere

identified through discussion with the lead researcher fromdhe Y LJ- OG 9 @I £ dzl |
2F (KS 5AaltoAftAGe 'ft26ly0OS Ay GKS alfRA
familiar with government agencies, service providers, N@@s$ DP@Q involved in

disability and rehabilitation in the counti)Kuper et al., 2018 Carewas taken to

ensure thekey informantsepresented different areas of rehabilitation service
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delivery. policy makers#tont-lineCservice providers across impairments involved in
this study, and representatives of organisations who were advocates for disability
and rehabilitation(Hameed et al., 2022ap snowballing techniqyevherekey
informantssuggested additional individuals to interviewas also incorporatetb
ensure a broad range of individuals involved in disability and rehabilitatovices
were coveredHowever, ime and scheduling conflicteeant that it was not

possible to include some relevant stakeholders who may have provided additional
insight. For example, | could not interview people from services specific to every
impairment type (e.g. n@ne from vision services were interviewed) or
rehabilitation profession (e.g. nodOupatonal Therapist®r Speech Language
Therapists were interviewed) and not gblvernment entitiesvere represented in
the sample(e.g., Disability Council)limitationof thisare considered in the

interpretation and discussion of the findings.

Refer toAppendix For background information on key informants, including

information on types of services they provided.

Participants People withDisabilities (Demandide)

Twenty-one participants with disabilities were sampled from among participants
AyOf dzZRSR Ay (GKS aLYLI OG 9@ f dzF G(a028y 2 7F
study. People with disabilities are a diverse groBaurticipants were purposively
sampled to ensure representation across age groups, gender, location, impairment
type (e.g., vision, hearing, physical, cognitive, mental heashvellasthose who

were using or used rehabilitation and those who had taotry and capture some of
the diversity of experiences chose purposive sampling because | wanted to
explicitly select individuals who would likely provide insightful information on
access to rehabilitation agell asprovidesufficientdata to answer my research
guestion(Green and Thorogood, 2014Y¥elt that by identifying themes and

patterns acrospeople withdifferent impairmenswould generate findings

applicable to the broader population of persons with disabilitrethe Maldives

5A
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However persons with disabilities are a diverse group émd approacHikely
preventeda deeperunderstanding othe specific experiences facéy people with
different impairment typesand risked oversimplifyingr missing important insights

into, the unique experiences of individuaisth different impairmenttypes

Though attemptsvere madeto ensurefairly equalrepresentation otthe different
impairment types, this was not always possible. For example, only one participant
with mental healthdifficultieswas willing to participate in my research study. Other
individuals who were contacted either declined or were not available due to other
commitments (e.g., family, workThis likely limited understanding tife unique
challenges faain accessig mental health service$urposive, iterative sampling
would have bea the ideal approach to ensure better coverage of different-sub
groups and this should be used in future similar studies. However, it was not
possible within the time and logisticabnstraints(e.g.length oftime and distance

to travel to different islandsdf my study which was embedded into the wider
GLYLIG dzf A2y 2F S5A&l 6Af ®Aproieét.t 261 yOS

A sample size of 180 people with disabilities and 1 service providers was
selected m consultation with my thesis supervisotaking intoaccount the

research questiomndtime, financialand logisticatonstraints of this study. This is

in line with other studies andupported in the literature where Green and
Thorogood(2014)suggest that if addressing a fairly specific research question, little
new information comes out of the transcripts after 15 or so witkirailargroup of
participants.With the appropriatesamplesizeof persons with disabilitieand key

informants data saturation was achieved aftire completion of all interviews.

Data adequacy was attained through the various methods and sources of data |
collected for this study. For example, | used purposive sampling of persons with
disabilities and snowballing of government representatives, rehabilitation service
providers, andndividuals from OPDs to seek out a diverse group of individuals who
| felt could provide me with information rich data relevant to my study. The

interview questions were open ended, flexibénd short in order to garner long

Ay
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responsesand | took every opportunity to summarise and seek clarificationng

theA y 0 SNIIA S ¢ S Gviorebw, REDS) Ths yielpSdito elicit stories and

RSSLISNI YSIYyAYy3Ta FNRY LINIGAOALIYGIEAQ YR
and/or delivering rehabilitation servicékevitt et al., 2017, Morrow, 2005)

Additional information from participant observations, field notes, journal articles,

and grey literature on the Maldives health system and rehabilitation seswais®

helped to obtain rich data with breadth and depgllorrow, 2005)

Please refer t@ables 6 and 7 fopreakdown of participant information.

For children younger than 10 years and adults whd difficulties with

communicaiony (G KS AYRAGARdzZ £ Qa O NEIAGSNI 2N 3d:
between 1017 years were interviewed directly in the presence of their caregiver.

The caregiver assisted the child during the interview if required. All children under

10 years or adults ao could not communicate were present in the interviews

except for one participant, who was attending schabthe time of interview The

A

LI NI A OA LI vi Q& deSlaNBvyeiys 12ya diNES KA t RQa 6 8K

Table6: Participants' Location and Gender

Location and Gender

Female | Male | Total
Island 5 6 11
al £ S 5 5 10
Total 10 11 21

Table7: Participants' Age anBunctional Limitations

Age and Functional Limitations

Mental
Hearin Vision | Cognitive| Physical Multiple Total
g 9 y Health P
-17
0 1 - 4 - - 1* 6
years
18-39
1 4 1 2 1 - 9
years
40-59
1 - 1 1 - 1 4
years
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60+

- - - 2 - - 2
years
Total 3 4 6 5 1 2 21

* hearing/cognitive impairments
** vision/hearing/physical impairments

Benefits andimitations ofincludingParticipants withDifferent Disability Types

There are benefits and limitatioof includingpeople withdifferent types of
impairmentsrather than focussing only on ortgpe. A benefitis that itcan provide
amore comprehensive understanding of facilitators and barriers to accessing
rehabilitation by people with different impairments from both supply and demand
perspectivesBy examining the common themes and patterns across different
impairment types, Aimed todraw conclusions applicable to the broader

population of persons with disabilities the Maldives.

However, thereare alsdimitationsto this approach. For example, it magve

limited deeper exploration and insight inthe unique experiences faced by
persors with different impairmenttypes For example, only inclunlg three people
with hearing impairmentsikely limited the breadth and depth of understanding the
specific issues related to accesshrearingrehabilitation servicesThis approach

may have risked oversimplifying and normalising the unique experiences of

individuals within each impairment group.

Data Collection Qualitative Interviews

Data collection for qualitative interviews was conductegtweenApril and May

2019. Topic guides for participants akely informantswvere developed with input

from my thesis supervisorslhe first few interviews served as pilot tests, after

which the questions were refined and adjusted for the remaining interviews. These

interviews were included as part of the final dataset.
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included:
1 awareness of services/devices,
referral process,
geographic access (e.g., location, distance, transport),

1

1

1 financial access (e.g., cost),

1 acceptability (e.g., quality of service/device)
1

availability (e.g., service/device availability)

For those individuals who had not accessed rehabilitation services, the topic guide
explored their awareness of services, potential benefits of rehabilitation and
reasons why they had not accessed such services. The topic guide questions used
for access toehabilitation were added at the end of the topic guide used in the

GLYLI OG 9 O IApperdiksforayféxamplé & the topic guide

Interviews withthese studyparticipants were undertaken in person at their home,

in private, and audiwecorded with their consent. Interviews were conducted in
5KADPSKA dzaAy3a GKS aarxadlyoS 2F | GNI¥yaf
9 I f dzla Malddigréherselfand one of my thesis supervisoBhewould ask

the question in the local languagedthenwouldd NI yaf F 4 S G KS LI NI A C
response back to me in English where | would ask a follow up question if required. |

was present for 13 pécipant interviews as | was only in the Maldives for

approximately foumweeks. The remaining eight participant interviews were

completed byher. Asone ofmy thesis supervissrshe provided oversight to the

development of the access to rehabilitation topic guidmsq therefore, shavas

familiar with the questions and to ask follewp questions if needed.

To maintain consistencihe lead investigatoacted as a translator for all interviews
with participants Interviews were then transcribed in Dhivehi and then translated
into English for data analydiy two research assistants (Maldivian university

students) who were fluent in both Dhivehi and English. The lead investigator
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reviewed five randomly choseEnglish transcripti ensure accuracy. Detailed

notes were taken during the interviews which supplemented the interview data.

Key informantopic guides explored theperception of the strengths and
weaknesses of the rehabilitation delivery system in the Maldives, the impact these
had on service delivery for persons with disabilities and possible strategies to
strengthen the system. Topic guides were tailored to thgetpf organisation the

key informantbelonged to (e.g., government, service provider, NGO, DPO) and

their individual role. Se@ppendix7 for a topic guide example.

Forthe key informantsall interviews except two were undertaken in person at the
1Se& Ay Fvbikptateyaad@udioecorded with their consent. Due to their
remote location on other islands, th@her two interviews were conducted by
telephone. | conducted all interviews in Englsshice all key informants were fluent
in Englishinterviews were then transcribeldy mefor data analysis. Detailed notes

were taken during the interviews which supplemented the interview data.

Document Review

Relevant documents related to health, rehabilitation, and disability (e.g., policies,
government acts) weréund on the Maldives government websites (e.g., Ministry
of Health, Ministry of Gender). Only documents in English were included in the
review. Since | did not understand the local language, documents in Dhivehi were
not included, and it is unknown whether theould be relevant to this research
project or not. This is a recognized limitation oistBrPH thesis. Please refer

Appendix Zor a listof documents reviewed.

NonparticipantObservation andReflectivedournal

The interview process included informal observationlbpla NIi A Odndldtey (i & Q
A Yy T 2 Niyeheyalider@eanar, interaction with their family members or work
colleagues as well as their living or working environment. These observations

provided helpful insight intthow these individuals functioned in their home or
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work environment(Kawulich, 2005)A reflective journal was used to record

observations, activities, and informal conversations with participants and key

informants. | also used the notebook to reflect on my -dayday experiencesf

interacting with participants, key informajand general thoughts related to the

research project itself.

Data Analysis

NJ dzy

| WAR06)sik phasds @fithematic analysis were followed during the

data analysis proces$able8 outlines these six phases and a description of each

process:

Table8: Braun and Clarke's (2006) Six Phases of Thematic Analysis

Phase

Description of process

1. Familiarising Yoursel
with Your Data

Transcribe data; read and reread data, writing down initial
codes

2. Generating Initial
Codes

Code interesting aspects of the data in a systematic proce
across the entire data set, collate data relevant to each coq

3. Searching for Theme

Collate codes into possible themes; collect relevant data tg
each possible theme

4. Reviewing Potential
Themes

Developing themes are reviewed in relation to the coded d
and entire data set; thus, creating a thematic map of the
analysis

5. Defining and Naming
Themes

Identifying what is unique and specific about each theme;
ensuring each of them addresses your research questions

6. Producing the Repor

Purpose is to produce a compelling, clear yet complex stor|
about your data based on thenalysis; it needs to go beyond
the description of the data to make an argument that answi
your research questions

To familiarize mgself with the data) reviewedmy interview notes andnterview

transcripts multiple timeskey themes, reoccurring issues and patterns were

identified. A coding scheme was developed and moditieidtively as appropriate.

Codes were collated into themes and reviewed by the thesis superviamsesd

both Levesque et &b @013)conceptual framework of access to healthcare and

Allin et al% @010)categorization of unmet healthcare needs within the context of

persons with disabilities and service provideyorganize thecodes and themes

that emerged Whilst these frameworks were helpful for consolidating most of the
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study findings, there were some additional areas or themes which fell outside of
these categoriesandthesemay suggest areas in which these frameworks might be

enhanced or developed

2.6 Application of Theoretical Framewotksthe Qualitative

Section

Aspreviously discusséd [ S O &01B)Hz6Q8aa FTNI yYSeamo | yR ! f
unmet need categorieare used to underpin the qualitative section of this study
Initially, Idzad S R t(2608)adsdasiframework as a guide at the early stages of this
research project (e.g. DrPH Review). This framework highlighted general access
areas which was helpful in understanding the various components of access and
developing the initial topic guides for gecipants andkey informants

However, prior to analysisf the qualitative data, | difurther research on access
frameworks wherel became familiar with, and decided to useS @ S & (B0d38S Q a
framework. Ichose to use thifameworkto inform my analysis and discussion
because icomprehensivly considerdoth the supply and demand aspects of

access to health serviced/hilethe quantitative component assessed factors
associated with unmet needlalsowanted to include a framework that captured
different aspects of unmet neefr my qualitative analysi$¥ 2 dzy’ R (2050 A y Q&
unmet need categories appropriate for my study and adapted it for oalitative

section.

20K [ S@ARATNESOS G 2 NJ| (2D1P)Bnmet tatedoyie &ere used

for coding and identifying key themes in the qualitative d&ar example,

[ S @S aRodaJaceass dimensions identified access barriers and facilitators to
NEKIFOAfAGIEGA2Y FTNRBY LI NLGAOALN yi (2019)R 1 Se& .
unmet categories identified specific unmet needs within the context of

rehabilitation services in the Maldives.

Ly 2NRSNJ G2 IRR Y2NB RSLIIK (2 0 | yI f &&an:
TN YS g 2N (2D1P)Batedofies Thig é@ibination allowed for a detailed
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examination of the types of barriers and facilitators leading to unmet and met
needs and was key in guiding both the analysis and the presentation of the

gualitative findings.

2.7 Ethical Consideration

Ethical approval was obtained from the LSHTM Ethics ComniRiee120742, via
FYSYRYSyd (2 GKS 2NRAIAYLFE SGKAOa | LILIX AOI |
lff2g6F yOS A yanditlie$aldivies NatfogalSH&adth Research Committee

at the Ministry of HealthSee Appendix 8 for copies of the ethics approval letters.

For participants, verbal or written informed consent was obtained at the start of
each interview. For children under 18 years and participants with a disability that
severelyimpacted their ability to understand or communicate, a caregiver provided
consent and answered questions on their beh@liese hildren or adults provided
assent and their input was still sought when possible. Participaats provided an
information sheet describing the study objectives and their rights to participate.

Details werereviewed verbally and were given the opportunity to ask questions.

Similarly, verbal and/or written consent was obtained from all key informants
before the start of each interview. They were provided with written information
describing the study objectives and their rights to participate. These details were

reviewed verbdy and Kls were provided the opportunity to ask questions.
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ChapterThree Resultdor Objective One

1 To estimate use of, and unmet need for, rehabilitation services among

persons with disabilities living in the Maldives.

3.1 Participant Characteristics

Inthe original surveyBanks et al., 202®363 people were screened for a disability
(response rate 83%) and 403 people were identified as having a disability based on
the study criterigBanks et al., 2020Please refer téA\ppendix Joriginal study
methods) for a detailed description of the methods of the original study and how
individuals were screened for a disabilifyne overall prevalence of disability was
estimated at 6.8% (95% CI: §715%). In total, 385 people with disabilities were
asked about their use of h#h/rehabilitation servicesandtheir responses

included in the analysis in this chapt@iable9 presents the participard Q
characteristics including age, location, sex and types of functional limitations. The
majority of the 385 people with disabilities (60%) were over the age of 40. Females
with disabilities accounted for approximately 60% of the study sample. The majority
(60%) of participants with a disability lived otherislancs Y R n s> f A SR
The most common functional limitation among study participants was physical
(49%) followed by vision (23%) and mental health (22%). Nearly a third (30%)

reported limitations in more than one domain.

AY
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Table9: ParticipantCharacteristics

Participant Characteristics

n %

0-17yrs 62 16

18-39 yrs 96 25

Age 40- 64 yrs 125 33

65+ yrs 101 26

L ocation Outerlslands 231 60

Malé 154 40

Sex Female 219 57

Male 165 43

Vision 88 23

Hearing 35 10

. Physical 190 49
Functional —

Limitations Cognltlve- . 75 19

Communication 56 15

Mental Health 86 22

Multiple Limitations* 116 30

*Participants identified as having multiple limitations were counted twice. That is, an individual with
vision andhearing impairments would be counted in both vision and hearing, as well as in the
multiple limitations category.

3.2Seeking Help, Type of Service Provider Seen and Advice

Given

During the disability screening process, individuals wherselbrted they had a
disability(according to the Washington Group question®re asked about their
experienceof seeking a healthcare professiomalated tofor their specific
reported functional limitatior(s), who they saw, an@hetherthe advice they
received was helpful or nof.able10 below provides a breakdown of this

information.

Among individuals who setéported a functional limitationon averagenore than
three quarters had sought out a healthcare professional. This wag$tifgr

people withphysical (92%), vision (90%), hearing (77%) and communication (75%)
limitations, while lower forthose withmental health (51%) and cognitive (53%)

limitations.
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Tablel0 (Seeking Help table beloafsoshows the reasons given for not seeking a
healthcareprofession&d For exampleamongthose not seeking mental health

advice, 30% said theydinot need it, orthat it would not be helpful, 28% said other
issues (e.g., lack of childcare), 5% said high costs, and 5% noted a lack of available
services. Other responses included a lack of time, no knowledge of service
availability, too far and no transport or a combiratiof the above responses.
However, these data should be interpreted with caution since the numioensot

seeking care were relatively small fmost functional domains.

Of those who saw a healthcare professigrihk majority (>8%) saw a specialist
doctor for their disability. For example, 95% of persons with a visual limitation saw
a doctor specialising in eye care, such as an ophthalmologist or optometrist, while
5% saw general practitioner (GP). Likewi€#)% otthose with hearing

impairmentssaw a specialist doctor, such as an ear/nose/throat doctor.
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The proportion ofndividuals who reported that the advice they received from their
healthcare professional was helpful wgsnerally high (>75%), particularly for

mental health (90%), cognitive (90%), physical (88%) and communication (88%).

Tablel0: Seeking Help, Type of Service Provider Seen, and Advice Given

Seeking Help, Type of Service Provider Seen and Advice Gven
Vision Hearing Physical | Mental Health| ~ Cognitive  |Gommunication
(n=88) (n=35) (n=190) (n=81) (n=75) (n=56)

Question Response Choices

Didyouseea No| 9(10% 8(23% 16(8% 40(49% 35(47% 14(25%
HCPfor your Yes| 7900 | 27(7M9 | 174929 | 41(51% | 40639 | 42(75%
Isse? Toa| 88 % 190 8l 7 56

Jecalisst| 75O | 27(100% | 150(919 | B8 | 37(% | 3B(0%

Whodidyou General Practitioner| 4 (5% 0 1369 | 6(15% 3(1% 4(10%
see? Tradional| 0 0 2(1% 0 0 0
Tot| 79 2 174 4 40 2

No| 2005% | 519 | 2801 | 5012 | 4(0% | 4(10%
Yes| 59(75% | 22(79% | 151879 | 36(88% | 36(00% | 38(90%
T 7 27 174 1 10 2

Wasthe
advice helpful?

Don't need ornot useful| ~ 1(11% 1(13% 1006 | 13339 | 8(23% 5(36%)

Forthosewho Tooepensve| 3339 | 2(25% 0 65N | T | 2(14%
didn't seek Notavalable| 1(11% | 1(13% 1(6% 4(10% 3% 0
professional Toofar & notransport| ~ 1(11% 0 0 12% 2(6% 1(1%
help. Why Notime| 2(22% 0 1(6% 3(1% 2(6% 1(m%

not? one| (1% | 40w | 4@ | 11089 | 12049 | 5(36%
Tod| 9 8 16 40 » U

* Specialists includes physical therapists, occupational therapists, sfeeghage therapists,
medical doctors specialising in ophthalmology, neurology, orthopedics, ENT, psychology, psychiatry,
audiology

3.3Accessndicatorsfor Rehabilitation Servicd3évice

In the second set of questions, participants were asked specifically about the use of
rehabilitation services/devices for their functional limitations (with examples
provided, e.g., rehabilitatioservices or AT Tablel1 belowprovides a breakdown

of information pertaining to each indicataf accessdisaggregatetdy functional
domain. Please refer tdable ZXor more details on indicator definitions and

calculations.
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In terms of Awarenesscross all domains a reasonably hpgbportion of

participants had heard of any specific servis&related to the corresponding
functionaldomain(>80%) except for cognition which was lower at 61%. In terms of
seltreported need (reporting that a service/device would be helpful) for their
functional limitation, this was moderately high for physical (71%), vision (67%) and
communication (59%) domasrand lower for hearing, mental health and cognitive
(<50%). However, reported use (oent or ever) of a service/device for their
functional limitations was generally low across all domains. Only 53% of
participants with a physical limitation had used a service/device vithi@asonly

40% for those with a vision limitation. It was considerably lower for those with
limitations in the mental health (35%), communication (23%), cognitive (20%) and

hearing (11%) domains.

Reported unmet need was moderatg-36%)across most functional limitations.
However,amongthose individuals who identifieds havingphysical and mental
health limitations, unmet need was lof#8% and 5% respectivelygeported unmet
need was moderate for vision (27%), hearing (34%), cognitive (28%) and

communication (36%).

Tablell Access IndicatorsHealth Services, Awareness, Need, Use, Unmet Need, and Coverage

Access Indicators - Health Services Use, Awareness, Need, Use and Unmet Need
Vision Hearing Physical 'ﬂg;tti Qognitive  Gmmmunication

AQCESSINDICATOR |[N=88| 9% M N=35| % @N=190] % Q@ N=81| % MW N=75| % N=56 %

Health ServicesUse | 79 | 90% W 27 | 77% | 174 | 92% @ 41 | 50% @ 40 | 53% 42 75%
Awareness 81 | 92% | 28 | 80% [ 175 | 92% @ 65 | 80% @ 46 | 61% 49 88%
Need 50 | 67% @ 16 | 46% | 135 | 71% Q| 32 | 40% | 36 | 48% 33 59%
Use 35 | 40% @ 4 |11% | 101 | 53% Q| 28 | 35% @ 15 | 20% 13 23%
Unmet Need 24 | 21% Q@ 12 | 4% 34 | 18% Q@ 4 | 5% @ 21 | 28% 20 36%
Qoverage 3B | 59%N 4 | 25% | 101 | 75% @ 28 | 88% @ 15 | 42% 13 39%

* Note: Health Services Use, Awareness, Need, Use & Unmet Need - the denominator istotal number of people reporting any limitation in the functional domain
** Note: Qoverage - calaulation is Use/ Need
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3.4 Factors Associated with Reporting a Need for Assistance in

at Least One Functional Domal

Overall, 60% of people with functional limitations reported need for at least one
service/device. Table 12 belgwesents analysis of the association between socio
demographic and economic factors with identifying a need for a service/device in at
least one functional domain. There was no association observed between reporting
a need for a service/device and most iadles apart from age. Reported need for at
least one service/device was significantly higher among adults agéd 480R OR
2.16, 95% CI 1.134.11) and 60+ years (aOR 2.60, 95% C4.8) compared to
children/adolescents (A8 years)Please note tht all ORs in Table 12 are adjusted

for age and sex except for the analyses of Age and Sex.
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Tablel2: Factors for REPORTING A NEED for Assistance in at Least One Domain

Factors for REPORTING A NEED for assistance in at least one functional domain

REPORTING a

Total N Need for Age and S.EX Adjusted Odds P-Value
) . Ratio (95%Q)
Service/ Device
Overall Total 386 229 (60%)
Y _____________________________________________________________________|
Variables
2-17yrs 62 28 (45%) Reference
Ap 18-39yrs % 49 (51%) 1.26 (0.66 - 2.4) 0471
40-64 yrs 125 82 (65%) 2.32(1.24- 4.31) 0.008
65 yrs+ 101 70 (69%) 2.74(1.42 - 5.28) 0.003
Y _______________________________________________________________________|
Sex Male 165 94 (57% Reference
Female 219 135 (62%) 1.21(0.80- 1.83) 0.92
Y ________________________________________________________________________|
) Cther Atoll 231 135 (58%) Reference
Location
Male' 154 94 (61%) 1.08(0.71 - 1.66) 0.716
. __________________________________________________________________________________|
Working 87 47 (55%) Reference
Work Status -
Not Working 234 152 (65%) 1.44 (0.86 - 2.43) 0.168
Y _____________________________________________________________________|
) Married 178 109 (61%) Reference
Marital Statug
Not Married 142 90 (63%) 1.34(0.82- 2.19) 0.241
. ... ________________________________________________________|
Gmpleted No 284 176 (62%) Reference
Primary
Education Yes 101 53 (53%) 0.74 (0.42- 1.25) 0.257
Y ________________________________________________________________________|
Household 0-9300 96 58 (60%) Reference
| USEN0Id 19301 - 15000 85 51 (60%) 0.85 (0.46 - 1.58) 0.609
(”l\jov'”;;* 15001 - 27000 97 59 (61%) 0.92 (051 - 1.67) 0.782
27001 - 49000 103 57 (55%) 0.74 (0.42 - 1.33) 0.321
. . _____________________________________________________________|
Asset Index No 295 174 (59%) Reference
(Bottom 25th R
Percentile) Yes 89 54 (61%) 0.98 (0.61 - 1.62) 0.962
. ____________________________________________________________________|
0-1670 105 61 (58%) Reference
Income Per | 1671 - 2835 105 66 (63%) 1.13(0.64 - 2.02) 0.669
Gapita (MVR)| 2836 - 4800 89 49 (55%) 0.75 (0.41 - 1.36) 0.346
4801 - 62000 82 49 (60%) 1.00 (0.55- 1.84) 0.992
. . .. ________________________________________|
Per Gapita | 0- 1925 108 64 (59%) Reference
Bxpenditure 1995 3195 93 51 (55%) 0.88 (0.49 - 1.56) 0.655
(excluding HG "
costs and 3126 - 6260 104 62 (60% 1.15(0.66 - 2.02) 0.623
Rent 6261 - 46000 80 52 (65%) 149 (0.75 - 2.58) 0.29
Below Average 109 67 (61%) Reference
Wealth Average 201 111 (55%) 0.71(0.43- 1.16) 0.174
Wealthier 73 49 (67%) 1.15(0.60 - 2.21) 0.668
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3.5FactorsAssociated witlReporting an Unmet Need

Table 13 below shows the association between sdemographic and economic
factors and reporting annmetneed for a service/device in at least one functional
domain.Overall, 94 (24%) of participants reported that they cdusahefit from, but
did not use, at least one service/devide.terms of age, participants in the age
group 4059 years were more likely to report an unmet need compared to those
aged 218 years, though this was of borderline significance (aOR 2.05, 95% CI (0.95
¢ 4.42)). In terms of per capita expenditure (excluding health care costs and rent),
participants inpoorestquartile Quartile 4;0 ¢ 1925 MVR; aOR 1.99, 95% Cicl.0
4.05) andsecondquartile (3126¢ 6260 MVR; aOR 2.12, 95% CI L.@327) were
twice as likely to report an unmet need compared to the wealthiest quartile
(quartile 1) Those in the third quartile (19263125 MVR) were also likely to report
an unmet need, although this wamt statisticallysignificar. No statistically
significant associations with any of the other sedemographic and economic

variables were identified.
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Factors of Reporting an Unmet Need

Unmet Need NOT
Reported (1)

Age and Gender

Predictors . Adjusted Odds P-VValue
(Did not use X
- Ratio (95% Q)
service)
N % Total
2-18 yrs 12 18% 68 Reference
Age 19-39 vrs 20 22% 90 1.32 (0.59 - 2.96) 0.494
(Years) 40-59 yrs 32 31% 104 2.05 (0.95 - 4.42) 0.067
60+ yrs 30 25%0 122 1.51 (0.72 - 3.21) 0.278
Total 94 384
Male 38 23% 165 Reference
Sex Female 56 26%0 219 1.03 (0.63 - 1.69) 0.894
Total 94 384
MalS 36 23% 154 Reference
Location Atoll 58 25%0 231 1.14 (0.70-1.84) 0.593
Total 94 385
Working 20 23% 87 Reference
Work Status | Not Working 60 26%0 234 1.17 (0.64 - 2.13) 0.607
Total 80 321
Married 46 26%0 178 Refence
Not Married
Marital (e.g. single, 34 24% 142 |1.04(061-1.78)| o0.874
Status divorced,
widowed)
Total 80 320
ompleted Yes 21 21% 101 Reference
Primary No 73 26%0 284 1.39 (0.75 - 2.58) 0.300
Education* Total 94 385

Household
Income
(MVR)*

* restricted to PWD aged 13 yrs & older

27001 - 49000 18 17% 103 Reference
15001 - 27000 28 29% 97 1.36 (0.58 - 3.18) 0.477
9301 - 15000 19 22% 85 1.26 (0.53 - 2.98) 0.593
0 - 9300 27 28%0 96 1.22 (0.50 - 2.98) 0.655
Total o2 381

Asset Index
(Bottom 25th
Percentile)

Income Per
Capita
(MVR)*

Per Capita
Expenditure
(excl Health
Care Qosts &
Rent)
(MVR)*

Wealth
(@)

*MVR= M aldivian Rufiyaa

No 74 25% 295 Reference
Yes 19 21% 89 0.77 (0.43 - 1.37) 0.375
Total 93 384

4801- 62000 15 18%0 82 Reference
2836 - 4800 22 25% 89 0.68 (0.34 - 1.36) 0.282
1671 - 2835 23 22% 105 0.93 (0.47 - 1.82) 0.831
O -1670 32 30%0 105 1.38 (0.72 - 2.65) 0.331
Total 92 381

6261 - 46000 13 16%6 80 Reference
3126 - 6260 28 27% 104 2.12 (1.05 - 4.27) 0.034
1926 - 3125 21 23% 93 1.86 (0.91 - 3.81) 0.088
O - 1925 32 30%0 108 1.99 (1.0 - 4.05) 0.05
Total o4 385

Above Average 16 22% 109 Reference

Average 46 23%0 201 1.03 (0.53 - 1.98) 0.928
Below Average 31 28%0 73 1.40 (0.68 - 2.87) 0.36
Total 93 383

(1) Unmet Need - reported they could benefit from BUT DID NOT use service/device
(2) Sif-report of wealth compared to other households
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ChapterFour. Findingdor Objective Two

 Toexploretha t NBy 3G Ka |yR ¢Sl {ySaasSa 2F (KS
delivery of rehabilitation services from the workforce perspective (e.g.,

government rehabilitation service providers, NGOs, DPOSs)

The first part of this chapter looks at rehabilitation service delivBagusing orthe
perspectives of government officials involved in the delivery of rehabilitation in the
Maldives health system. The second part of this chapter corsiierperspectives

of the rehabilitation service providerthose who providéfont lineQxehabilitation
services and support to persons with disabilities. Information from relevant health,
rehabilitation and disability documents and policies are also included in thjgeh

as a data source.

4.1 Government Perspective

Thissection considerg) how rehabilitation is prioritised in the Maldives health
system 2) the government entities involved in disability and rehabilitatiand 3)

the policies related tadisability andrehabilitation Conceptialisationof disability

and rehabilitation were not specifically explored during the key informant
interviews; however, comments made kgy informantsprovided insight into the
prevailing attitudes and where disability and rehabilitation wsiteatedin the
Maldives health systa. The findings have been organised using the relevant

21 hQa | SIHfUK {eadSyainCugtdrRAy3 . f 2017 a

puj
>
Qx

4.1.1Leadership and Governance
Prioritising Rehabilitation

Government respondents described how healthcare was prioritised and where
disability and rehabilitationvered A G dzZl G SR A GKAY GKS 0O2dzy i NE
According to thes&ey informantg 1 KS 3JI2FSNYYSy i Qa YI Ay LINJ
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the overall health needs of a population and ensuring all Maldivians, regardless of

where they lived, hagquitableaccess to basic health servicés example:

G2S Syadza2NB GKFG OSNIIFAYy aSNBAOS&a | NB |
a very important program, so this is one of the priority programs. We think

AGQa 2yS 2F GKS o6FaAO0 LINRPINIYa GKIFG al
islands. Whatever level of care we have, whatever the level or the grading of

the healthcare, maternal and child healthcare should be there.

Key Informant #4 government

Governmentkey informantsalso said theyelt that the government has a
responsibility to work closely with kegternational agenciessuch as the WHO and
other UN agencies, to address global he@dues These might includthe
Sustainable Development Goals, tuberculosis, or maland,there waften also
accompanying financial support from these agencikéswever, rehabilitation and
disability did not appear to be identified as a priority by the government. For

example one governmenkey informantsaid:

GCNJ y1fte aLlSt | &tgignotamdsel tha wak givert .0 A 2 vy 8
YdzOK (K2dzZAKGdPdé

Key Informan#3 ¢ Government

One exception was mental healtiWhile there was no mention of addressing the

overall need forehabilitation in the country, all governmekey informantsnoted

OKFG GKS 6 t5NBa MRSRABEE MRAR Ay Of dzRS LRt AGA
funds to address mental health services throughout the country and to ensure

persons with disabilities could access mental health services at no charge.

Multiple Government Agencies Involved in Disability and Rehabilitation

Different ministries or agencies are responsible for providing oversiggiisability
and rehabilitationservicesan the Maldivian government. The Ministry of Gender,

Family and Social Services provided oversight for disability, enither
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government agencysituatedwithin the Ministry of Genderthe National Social
Protection Agency (NSPA) managed the social protection programmes, including
those for persons with disabilities. The Ministry of Health was responsible for
rehabilitation servicesalthough there was no specifadepartmentor personswith
responsibility for rehabilitation within this ministry or any other. For manthef

key informants the involvement of these different ministries or agencies in
disability and rehabilitationreated challenges and confusiddome suggeste
thesegovernment entitesworked within their own separate silos withinimal
communicationsNot only could this limit their accountability and responsibility to
plan and support rehabilitation services in the country, but it could limit advocacy
for NGOs an@PG. These organisations may not know where to gwitin whom

to speak within the governmento address the rehabilitation needs for persons

with disabilities.

The Ministries of Health and Gender each had their own separate priorities. There
appeared to be lack of clarity regarding roles and responsibilitid®n it came to
addressing the rehabilitation needs for persons for disabilities. As one government

key informantnoted:

Ghl1z a2 YSyidlt KSFfGK Aa | YFyRIGS 27
YFYRFGS 2F wi0KS8 DSYRSNJI aAyAaluNB® b2g,
different [ministries] given two different mandates, given equal power...

gKIFG IT'NB wikKSee 3I2Ay3a G2 R2K {2 4SS y.

Key Informant#3 - governmen

Governmentolicies on Disability and Rehabilitation

Governmentkey informantinterviews and a review of government documents

(those available in English languagriggestedlisability and rehabilitation did not

appear to befeaturein existing policiedNo national rehabilitation framework was

located and only twampairmentspecific action plans (mental health and vision)

were located. ie UNCRP[R008)F Y R G KS O2dzy (i (B0&koth5 A & 6 A f A

acknowledgehat persons with disabilies shoulchave access to rehabilitation
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servicesput the extentto which these policies/Act have been implemented

remains unknown.

w»

The governmenkey informantshA RSy G A FASR G KS O2dzy i NEQ&A |
2025)asa key document which provides strategic direction on the delivery of

health services for the government. Howevehile some governmeriey

informantsfelt rehabilitationwas addressed appropriateily this strategy others

felt it did not directly address the rehabilitation situation in the country. As noted

by one governmenkey informant

G¢KS YFaldSNI LIy R2SayQi KIFI@S 2yS Lkf.
NEKIFOAEAGFGAZ2Y Dé

Keylnformant#4 ¢ Government

¢K2dAK y20 ALISOATAOIfte RSTFAYSRI GKS §GSNJ
the Health Master Plamarticularlyin the strategic inputs on public health

protection and healthcare deliver{zor example, rehabilitation services are to be

provided for cancer, mental health and substance abuse/drug users. The document

also suggests that rehabilitation programnmastherapyare to be expanded for

2f RSNJ LIS2 L) S3 LIS2LX S 6gAGK t2y3 GSNY Affy.

existing disability lawand regulations.

There appeadto be no national level data on rehabilitatioAs rehabilitation is
highlighted as a strategic output indicator for improving quality of life for older
people, people with long term iliness and disabilitiéseems data is to be
collectedin terms of the percentage of those with access to rehabilitation services
and AP as wellsatheprevalence of impairments (e.g., hearing, visual, e@verall,
there does not appear to be a strategic, joined approach to rehabilitation.

Without arehabilitation strategic planincludinga formal national level
rehabilitationdatabase implementation of rehabilitation services could be

negatively affected. This could resultappropriateservices not available to meet
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the needs of persons with disabilities, especially those ligmglandsoutside of

Malé.

4.2 RehabilitatiorServiceProviders

This section explores rehabilitatignS NJJA O S  vieltsBritihe Ry of

rehabilitation services in the countriirstly,this section reviews rehabilitation

service availability in the countrgnd thenconsiderghe financial challenges

experienced by these key informants and how they mitigate these challenges as

they attempt to deliverservices Next, | explore how the service providers influence
rehabilitation and disability policies and programntbesough interactions with

L2t AOe YI{SNE® ¢KAA Aa F2if2pSR o0& (GKS &
A320SNYYSyGiQa |OGA2ya FyR FdGAGdzZRSE G261 NJ
conclude this section with an exploration of the tensions both government and

service providers experience in their attempts to provide rehabilitation service in

the cauntry. The findings have been organised using the relevant WHO Health

Systems Building Blocks discusse@hapter 1

4.2.1ServiceDelivery
Rehabilitation Servicavailability

Most public and private rehabilitation services were based in Malé. Megt
informants, especially those who provideghabilitationprogrammesor persons

with disabilities, expressed that rehabilitation services were not well established
across the country antthat thiswas particularly an issue for those living on the

other islands. Some services, suchpagsical therapyr basic diagnostic services

for vision, were only available at the larger atoll regional hospitals, with limited to
no services onraalleror more ruralislands. Hearing services were only available in
Malé. A few key informants expressed concern that there were no specialised
rehabilitation centres available for people with specific types of injury such as head
injury or spinal cord injuryn the country Without specialised rehabilitation

services, individuals may not receive the specific type of rehabilitag@uedto
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function as independently as possible in their hoamelcommunity.As one key

informant noted:

GCKSNBE IINB y2 LINRPLISNI NBKFEOATfTAGEFGAZ2Y T
the country. There has to be a national disabilities centre where ... a
NEKFoAfAGrGAZY aéadsSyYy Oly o6S wSaidlof A
V20 KIFLIWSYyAyIode

Key Informant1- DPO

Programmes for children and young adults wetignitive impairments (e.gautism
spectrum disordepr developmental delaysvere limited to two private

rehabilitation servicesdsed in Malé Theseoffered a comprehensive
multidisciplinary approach to working with children and young adults with learning
disabilities. Similarly, mental health servi¢esy., behavioural counsellinglere

limited and available only at the tertiary level hospital and a few private clinics in
Malé. Concerned about the lack ofemtal health services in the country, one key

informant working in this field stated:

GX WOUKSNB NP8 GOSNEB FSg Ot Ayada | NB | ¢
clinical services are availableinapy A {1 S~ LQY y20G | g NB 27F
ALISOATAOLEE® LINPGARAY3I YSyidalrft KSIFfOGK

Key Informant #¢ NGO

Given the limited rehabilitation available on the islansisme Malé based service
providers in both the public and private sectors found ways to improve access for
those travelling from the islandmdrequiring their services. For example, those
who provided physical therapy, mental health and cognitive rehabilitation said they
would move services users from the Islands to the top of the waitlist or alter their
appointment times in order to accommodatkeir travel from the islands and the

indirect costs (e.g., transport, lodging) of having to stay in Malé.

For specific rehabilitation services not available on the islands, some service

providers organised outreach programmes for these remote areas. This included
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community-based rehabilitation or medical/rehabilitation camps, which offered
different rehabilitation services (e.g., physical therapy, SLP). These programmes
would be advertised through social media or at island health posts or local schools.
Service proiders would travel to these islands fo2ldays to provide the

programmesandbetween 1030 persons with disabilities would participate.

One NGO that provided rehabilitation servi@so offered telephone consualtions
for islandbased parents/caregivers of children with cognitive impairments
providing assessment and intervention information. It would also offer outreach
training programmes for schoolteachers who taught children with

learning/cognitive impairments. One key informant noted:

a[raStezr S F2dzyR F 3L L) Ay 1y2e6fSR3S
GgKIFEG 6S RAR ¢l a ¢S 2LISYSR dzLJ I GNIF Ay A
train them on educationa individual educational planning, and behavior
modification therapies, somaf the speech activities we do, some of the
200dzLJF GA2y L+t | OGAGAGASAE 6S R2XE

Key Informant #8§ NGO

FinancialChallenges

The financial aspect of providing rehabilitation was another contributing factor
impacting the delivery and access to rehabilitation servib&€30s, pvate sector
rehabilitation services and DPOs are categorised aggovernmental

organisations by the government and do not qualify for any government funding.
Key informantsworking in the public sector all noted that government funding for

rehabilitation in the public sector is limited.

Key informants ilNGO, private and publgectors noted that their clients have had

to makevarying outof-pocketpayments in ordeto utilise their services.

Depending on the type of rehabilitation services used, cliargscharged a user fee

2y 02L) 2F oKIFIG Aa O20SNBR o6& (GKS 0O2dzy i NE

AasandhaProviders need thiadditional payment in ordeto subsidise services
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because there igsufficientgovernmentfunding to covey for exampleadditional
therapy fees, the use of rehabilitation equipment (e.g., ultrasound machine, spinal
traction) or the cost of maintenance and repairs of the machines. Akeye

informantfrom the public sector noted:

GXF2N 42YS aSNBAOSAIZ wLI (ARyyaa($8 KI @S
USD) So, the patient is coming, and we [use] the traction [machine]; the

Aasandha is paying around Bfiya ($3.50 USD)o, the patient has to pay

1I5RdZF A el | X

Key Informan#12¢ Public Sector

Key informantsvorking in the private sector acknowledged that the high casts
assessments and therapies could be a challenge for those seeking their services.
Sincemost NGO angrivate rehabilitation assessment and therapy fees were not
covered by the national health insurance programme, these additional costs could
be a financial burden for persons with disabilities and/or their famikes! deter

them from seeking treatment. While rehabilitation organisations providing services
for children with disailities often work with the parents to develop a payment

plan, one key informant noted parents sometimes just cannot pay:

a X Hnn (USRJforftherbid fees] for a parent with even one child is a

OAG 2F | RAFFAOMA G GKAY3I X Yz2ad 2F (K
GKSY X (KS& OoONARy3 Ay ¢KIFG GKS& OlFy odz
not a little bit, a huge amount most of the time.

Key Informant#8 ¢ NGO

However, as this quote illustratekey informantsn both the private and NGO
sectorsinterviewed for this research were committed to ensuring that their clients
had access to their services, regardless of whether they could pay. As such, they
found variousways toimprove accest such services such as lowering assessment
and treatment fees or finding a business to sponsor the person or child with a

disability. As noted by one key informant:
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GX 6KSY (GKSNB IINB LI NByita ¢K2 OFyy2i |
YIS | LK2yS OFff YR (Sft GKSY 221
¢

|.
alLlR2yaz2Nl 6KS OKAf R X
Key Informan#8 ¢ NGO

Many key informants in the private or NGO sector nateat one consequence of
keeping programme fees lowyas thatit was challenging to cover overhead
expenses, including staff salaries or expansion of sepnérestheongoingstruggle
to keep their businesses open was a conc&aspite thismany of the privateand
NGOsectors key informantsseemedvery dedicated to the work they do to ensure
adults and children with disabilities receive the therapy they need. One key

informant noted:

GX 2yS 2F 2dz2NJ 6A3IIASald OKFEfSyasSa Aa F.
dedicated group of teachers and therapigtsS NS> G KSNB XA T 4SS |
G2 LIFe dKS arfFNE F2N I Y2yiGKZ (KSe g

Key Informant#2- NGO

With limited financial resources, key informants in this sector said they must find
innovative ways to ensure their businesses can stay afloat. For example, one
respondent said his organisation rented out a floor in their building to another
organisationm hopes of generating more revenue to expand their services; a few
other key informants noted that they try to seek donations from the business
community. Other respondents sought out individuals or businesses to sponsor the
adult or child with a disabilit to cover some of their rehabilitation fees or donate
money or equipment/materials to their organisation. According to &ag
informant
GXsSQBS | LINRP2SOl 6KSNB wiKS &2dzy3 I R
f€ dzyAF2Nya 2F Fff GKS adGFFFa OF2NI |
where [the young adults with disabilities] will be getting 60% of the profit
and then 40% of thprofit will be retained [by the organisation] to maintain

the progranme £
Key Informant#2 ¢ NGO
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RehabilitatiorHuman Resources

Many key informants identified the challenges related to health human resources
as another factor impacting the delivery of rehabilitation serviedghe time of

the data collection, rehabilitation training/education programmesareassuch as
phystcaltherapy, occupational therapy, or behavioural counselling were not
available in the countrySome key informants whuad receivedraining in a
rehabilitation field (e.g., physical therapy), noted they obtained their training

abroad. As one key informanbted:

G t Kcaltherapy training programmes do not exist in the Maldijss |
had to move tdndia to study physalti K S NJ LJ& @€

Key Informant#12- Public Sector

The key informantsnoted there was a high demand for rehabilitation services in the
country, but there was a limited supply of qualified and skilled therapists available
to fill this demand. Key informants whose rehabilitation programmes required

specially trained therapists, si@s speech, occupational or behavioural therapists,

described their struggles in finding these therapists:

GF LISNE2Y 2F KAIKe@ldd @ 8MIRYWOKE HBELIS NKX S

Maldives. Some of these therapigteccupational therapy is very difficult
FAYRAY3I 2yS X aLISSOK GKSN}YLA&AGA X

Key Informant#8- NGO

Toaddresghe lack ofhighlyqualified and skilled therapists (e.g., spedmhguage
therapists, behavioural therapistdherapists from other countrieare recruited.
However, soméey informantdelt there were challengewith this approachdue
to language and cultural barriers. For example, one key informant whose

organisation provides mental health services noted:

S

GLGQA OSNE RAFTFAOAAZ O G2 NBONMzZA G ljdz € A

fFy3dz3S o6 NNASNX 2 dzNJ SE A Janddg abt (i 6 2

0K
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speak the local language] .S Q@S 06SSy GNBAY3IZT odzi AlC
get qualified individuals fromf 2 OF f AY RA @A RdzZ £ & d¢

Key Informan#9- NGO

One public sector key informant, who is Maldiviéeit that being a local who
understand the Maldivian culture and languageasbeneficial in buildingapport

with their clients

Gl SNB Ay GKafocabphyBidtthaeistc G KS YIFIAY GKAyYy3
people likeuso SOl dza S 6S | NB f 2 Ol faddknowtBe a LIS |
cultureX &2 LIS2LX S FSSt O2YF2NIlIofS gAIK

Key Informan#12¢ Public Sector

Another reported challenge of recruiting therapists from other countriesthat it

is a timeconsuming and costly process. A key informant stated it took her

organisation over a year to bring in an occupational therapist from India and they

KIR (2 O20SN) 2GKSNJ SELISyasSa Ay | RRAGAZY
rehabilitation services in the country, this additional cost is another financial

burden they must deal with on a regular basis:

G2 KSy 4SS ONAY3I wAye (KS X GKSNFXLAAGET
O2@SNBR o0& dzaAd® .dzii €2dz {y26 tA1ST GKI
OFAYlIYyOALfteesr a2 GKSNB INBE OKFfftSy3as.

Key Informan#2¢ NGO

Government key informants were aware of the high demésrcand limited supply

of rehabilitation professionals aneducationtraining programmesThey also

FOly26f SRAISR 20KSNJ OKIffSyasSa (2a aSNIBAOS
foreigntrained rehabilitation therapist, such as the qualifications of the therapist,

language barriers and cost. A governmkay informantnoted that, in general, a

therapist@ educatiortraining (e.g., masters va doctorate inphysical therapy,

skill set, and proficiendgvel will determine their scope of practice or the
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therapeutic techniques they are able to perform within their standards of practice
Recruiting highly skilled and specialised rehabilitation service providers to the
Maldives has been difficult for the governmeittis hasmplicatiors for thetype

and quality of rehabilitation service that are offerefls noted by one government

key informant:

X S KI@S 'y wlftASR KSIFfGKe NBIdzZ I -
GKSNYLIAAaGAG Oy NBIAAGSNIFYR GKSANI ao:
physical therapg NJ - & (i S phisical theyapythey are given certain

independent work; but then most of the physiotherapists that we have [only

have a] diploma rather than a degree. So then again it becomes difficult in

gKIFIG akKz2dzZ R ¢S whrtft26686 GKSY (2 R2 AYyR:

Key Informant#3- Government

In this context of limitedrehabilitationexpertise andservice availabilityn the
Maldives key informants fronthe private, NGOand publicsectorsstatedtheir
concernaboutthe wellbeing, health and safety of their therapists and other
support staff, which in turn impacted dhe services theyvere ableto offer. This
was especially the case among people working in cognitive and mental health
services, related to the intensive nature of providthgrapeutic interventiongo
vulnerable clientsFor eample,one key informant who provided therapy for

children with autism commented

G2S Olyyz2G GFr1S Ftyeéd OKAfR ¢6K2 A& I 02dz
above, but then we made a policy of not taking that age because they

become slightly destructive, and sometimes when they get aggravated, they

can be very aggressive, and then hurttheQg@ SNE 'y R Rl YI 3S (K

Key Informan#8¢ NGO

Other key concerns highlighted kgy informans included heavy caseloads, long
workdays, significant time restraints (e.g., length of client sessions),
repetitive/overuse injuries, and burnouT his ledin turn, to ilthealth and

negatively impactd staff retention.The issues described by tkey informants
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suggest that if they were better resourced (e.g., finance, staff training, quality and
skill of staff, etc.), this could lessen the chances of burnout, workplace injuries, or
illness and lead to improved staff retentidRetaining staff is important in a country

that already suffers from a shortage of rehabilitation expertise, and where there is

a high unmet rehabilitation need for persons with disabilities.

Influencing Rehabilitation and Disability Policies and Programmes

Most key informantattemptedto influencegovernmentpolicies and programmes

to improve the deliverf rehabilitationservicessince many felt it was not a

priority for the government. Key informants from NGOs and DPOs seemed to have
a more direct role in influencing policy makers through lobbying and adyoca
whereas key informants in the public sector influenced through indirect activities

such as education and advocacy programmes at the community level.

Many of the NGOs and DPOs have been established in the country for many years.
Key informantsioted that they hal sought out government officials or policy

makers to provide feedback on disability or rehabilitation policies, suthase on
mental healthservicespr to lobby or advocate for new government supported
rehabilitation programmes for persons with disabilities. However, some found their
attempts to establish a working relationship with the government challenging. As

noted by onekey informant

wY 2SQ@S KIFER YSSiAYA&S P AKIKD SIKSI 3235 NG
[progress]

I: What is thegovernment aiming towards? Do they want a partnership?

GNE (2 I R@2O

wY ¢KIFIGQa ¢6KIG 6S |ftgl éa
[ SGQa GNB (2 g2

y20 282dz2NJ O2YLISGAG2NAE D
work.

Key Informan#2¢ NGO
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Somekey informantsdescribed other activitigsncluding developing public
awareness and education programmes on disability, organising a network of
disability rights campaigners on different islands, or collaborating with local
community and business groups and other disability NGOs to advocateefor t
rights of persons with disabilities. Though key informants working in the public
sector had felt they had limited opportunities to interact with the government,
some said they participated in community ev&mo increase awareness on the role

of rehabilitation.

Anotherapproach tanfluencing disability and rehabilitation policies and
programmes washe use of different media platforms such as radio, television, and
social media to raise awareness of and access to rehabilitation programmes for
persons with disabilities. Key informants from the NGO sector noted their
organisations had sent out emails omegyular basis to educators, health centres or
regional hospitals on all islands with the goal of increasing awareness of their
education programmes or screeningrgices. However, one key informant
highlighted theimportanceof using different media platforms to increase

awareness:

G. SOFdzaS 2y (GKS AaftlyRa wLIS2L} S8 R2y Qi
N} RA2 LINPINIYYas 00 LINPINIYE X az2YSGAY:
GgKSY G(GKSe& INB @gAaAldAy3d alftsSz GKSe& ¢2dz

Key Informan#2 ¢ NGO

43t SNRLISOUAGSE 2y D2OSNYYSyidQa
Disability and Rehabilitation

Non-governmentkey informantsexpressed concerns that the government was not
addressing the needs of persons with disabilities, including access to rehabilitation

ASNIAOSasx I ONRaa GKS O2dzyiNB® alye FStia
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disability and rehabilitation policies and programmes reflected a limited

understanding in these areas.

Many felt the government had adopted a medicalcharity model approach to
disability and rehabilitation. For example, it was noted that medical doctors acted
like gatekeepers and determined who could access publicly funded rehabilitation
services.A few key informants noted that, in some casesgtdrswould also
determine the type and course of theraglyeir clientshould receiveSome felt this
undermined their professional independenagad limited their scop¢o use their

own clinical judgement to dermine what intervention would be best for their

clients:

GPPPRSLISYRAYT 2y (GKS O2YRAGAZ2YDPPDPUIKS
dK2dzf R R2 GKSNILER 2Nl y2000dé

Key Informant#13¢ Public Sector

Nongovernmentkey informans felt the government did not recognise the valfe

persons with disabilitiesor their capacity taontribute to societyand the role of

rehabilitation could play in supporting social inclusion for this vulnerable group. As

onekey informantnoted:
GX OwiKS F2FSNYyYSyie ySSRwae G2 OKFy3aS
RAAlFI oAt AGASaAXGKSeE ySSR G2 aSS GKSY | a
GKS O2YYdzyAle AyadSIFIRX(IKSe 2dzad F2ftf 2,
2P0SNI YR 2@0SNJ I3 AYydE

Key Informan#2¢ NGO

At a global level, there has been a shift away from the medicdtharity models
to a rightsbased model where persons with disabilitee® recognised as being
entitled to the same rights as everyone else in sociébwever, some key
informants noted a rightbased approach to disability had not beadopted in the

Maldives,andthat governmentpolicy on thedelivery of healthrelated therapies
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remained underpinned bthe previously mentionedanedical or charitynodels.

According to on&ey informant,whose organisation works closely with the

government:
GOS5AAlF0ATAGRB A& |y A Joalded[the]d@iensdl y S TS NJ
f SPStd® 2S5SQ@PS ySOSNI Gl f 1SR Fo2dzi GKS NJ

Key Informan#10¢ Intergovernmental Organisation

From a policy perspective, most respondents were aware ofdpislature, and of
international commitments on disability (e.g., tbesability Act (2010)UNCRPD)
that were put in placéo make sure the government promoted, protected, and
ensured the rights of persons with disabilities. The government did create a
Disability Councih 2010 to uphold thesefforts and toensurethat the needs of
persons with disabilities weraddressedHowever, mankey informantsexpressed
their disappointmentabout theineffectiveness othe Disability Councihoting

that the government had not implementetthese legal instrumentso their full

potential. As one respondent noted:

G9@Sy GUKS [/ 2y@SyiAz2y 2F GKS wA3akKda 27
0KS alfRAGSasY X odzi y202Reé& NBFff& N
Al ¢

Key Informan#10¢ Intergovernmental Organisation

At the time of data collectionhie government was in the process of developing and
implementing a mental health policy to address the limited service availability
around the country However, somekey informantandicated a lack of government
policies or guidelines for other impairments/conditions, such as autism, which could
have negative implicationf®r funding and service delivery for service providers in

all sectors These key informants also felte governmenthadlimited involvement

in rehabilitation programmes, especially on the islands. Smtlieated theyhad

interacted with government officials on several occasions to discuss the
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opportunity to collaborate on programme development but experienced limited to

no progress. According to omkey informant

A suggested to the [government] we have mobility [rehabilitation] teams to
travel to the islands ... | [also] suggested we start a commibased

rehabilitation system ... it is difficult to convince the government how

important it is to create thesereldaA f AGF GA 2y LINPINI YYSa

Key Informant #1 DPO

Acknowledging the lack of access to rehabilitation programmes on the islands,
manykey informantdelt the need to address the gap in services on their own.
These service providers took the initiative to organise and implement a variety of
programmes and activities, such as outreach/educational programmes or
medicalrehabilitation camps on islands where rehabilitation services were lacking
or whereaccess to Malé was difficult (e.g., high cost of travel and accommodation).
These examples demonstrakey irff 2 NJY Ipsfagépiia® thatthe lack of
governmentaction indisability and rehabilitatioolicy and programme arenas
reflectsthe low importance attached to these areas, meaning rehabilitation

services will remain limited.

4.4 Tensionsamong theKey Sakeholders in théelivery of

RehabilitationServices

It appeared that all key informants who provide and support rehabilitation services
had experienced frustration when trying to providehquality services for persons
with disabilities. Many felt they functioned apolicyenvironmentwhich offered

little supportin terms ofgeneralpoliciesor funding for specifietmpairmentbased
programmes Many operated in @hysicalenvironmentwith limited physical space

for therapy, minimal equipment to treaheir clients,or few qualified therapists to
provide quality rehabilitatiorservices This ongoing tensiowasdifficult and

frustrating forthese key informant$o navigate as theyhad tooperatein uncertain

circumstancesas key informant quote below suggests:
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GdodPd NBKFOATAGIOGA2Y SldALIYSYydG Aa €107,
There is a lack of machines ... there is no proper equipment for paraplegic
LI GASyGa 2N adNR1S LIGASydaed L 2dzad R:

Key Informant#13- Public Sector

There was a clear sense of battling a lack of prioritisation aptfieylevel, but key
informants also experienced this challenge at the individual client level. Many
noted it was difficult to ensuréheir clients understod the benefits of
rehabilitation. They also felt their clients did reyppreciate that these benefits
could only be realised ithe clientsregularlyattended their therapy appointments,
actively participatd in their programme, andinderstood thatrehabilitation
extends beyond the four walls of the therapy environmémhere completing a
prescribed home exercise programme is imperative to clients achieving their
rehabilitation goals One key informantvho providesphysical therapygervices

expressedheir frustration:

GMyd ASy i a6 R2y Qi R2 SESNDA&SE | f
st

azo 2 S
home.¢ KS& R2y Qi ¥F2ff2g¢ (K2aS$s ESNDA&ASE

Key Informan#12¢ Public Sector

Forkey informantswvorking in theNGO angrivate sectos, therewasthe ongoing

struggleof trying to maintain and manage their businesses. At times, their clients

would notbe able to pay for the services they receiyedhichplacedan added

burden onservice providersind their businesses. Mampntinuedto treat these
clientsdespite] Y2 6 Ay 3 GKSANI 60dzaAySaaQa FTAylyoOSa
unable to pay staff, delay in paying rent, unable to expand services or purchase new
equipment They chosé& do thisasthey knew, giverthe limited availabilityof

rehabilitation programmeghat there would be negative consequences foeir

clients their families,and society.Key informantemployed in the public sector

noted the ongoingstruggleof working within the confines of government

restrictions They commented oan overburdened public rehabilitation secter,
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lack of rehabilitation policiesiigh caseloads, limited funding to purchase new
equipment,andsmall treatment spaces. Yet, they too wadto provide their

clients withthe best quality of care.

The government itselivasnot immune to the tensions experienced by service
providers, albeiexpressedsomewhat differenty. The Ministry of Health must deal
with challenges and stresses in delivering and financing quality healthcare services
to a dispersed island population while ensuring that all Maldivians, regardless of
where they live and the island population, have asctsessential healthcare
servicesThis also includes considering the specific health needs, such as maternal
health, and prioritisag such programmes for each island. One government key

informant noted:

GXsS ARSYGATE 6KIFG aK2dzZ R 60S (GKS &SN,
healthcare facility depending on the population and also depending on the
YySSRa 2F GKIFG LI NOGAOdzE F NJ L2 LIz | GA2Y |

Key Informant #& Government

In the political environment, a2 § KSNJ OF dzaS 2F GSyairzy Aa
manage its competing prioritie¥vVhen the current government was elected in

201& (G KS t NB&aA RSy (Gwhih incimdedhewPpdliddes andl Sy R X €
programmeswasgiven priority andegislation wagushed throud. The current
governmentwas also in the process dévelopng and implemeningits own

policiesto reflect its new health prioritiesAs one key informant from the

governmentnoted:

GD2PSNYYSyiax02YS Ay SAGK GKSANI 24y Y|
have policies [and would lay] down policies. So, the current government

g2dZ R faz2 KIFIgS KSIFHEGK LI2ftAOASAE | yR Gl
includes providing the necessary healthcare for like developmental and other
RAAlFIO0OAfAGASE OF YR8 RAA2NRSNADE

Key Informant#4 ¢ Government
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Asa Member State of the United Natiojthe Maldives government must ensure
the Sustainable Development Goals have baddressedind certain targets have
been met to receive funding from the URonversely, the UN not only has to work
closely with the government but other key players, including civil society

organisatiors, to ensure the Sustainable Development Gealn be achieved.

4.5 Summary

In summary, this chapter reflects the perspectivege@y informantggovernment

and rehabilitation service providersn the delivery of rehabilitation in the

Maldives. Governmerkey informantgeflected on the challenges they face in the
delivery of rehabilitation. These includetbmpeting healthcare servig@iorities

for adiverse and dispersed population in an island coyrdripureaucratic system
where multiple ministries which are involved in disability and rehabilitation each
working in their owrsilos and limited implementation oéxistingdisability and
rehabilitation laws and policies. Rehabilitation service providers acknowledged the
resourcechallengege.g., human resources, finance, space/equipment etc.) in
delivering high quality rehabilitationut also highlighted ways to mitigate these
challenges in order to improve access to their programnigsey felt that the
challenges thegxperiencerying to deliver rehabilitation reflects the government
attitudes to, and understanding of, thelerehabilitation plays in the lives of
persons with disabilities. Finally, the challenges faced by both government and
service providers created tensisas they struggle to deliver rehabilitation services.
Overall, there was a general sense fronkalf informantshat rehabilitation for

persons with disabilities was not well delivered in the Maldives.
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ChapterFive Findingdor Objective 3

1 To explore the barriers and facilitators of accessing rehabilitation services

for persons with disabilities in the Maldives

This section explores the access barriers and facilitators which have influenced

unmet and met rehabilitation needs for persons with disabilities. Based on the
FAYRAY3IaE 2F (GKAA& &G dzRe R01B)acéess@@neworklandi SR 0
I £t (ROJQrhssification of unmet need to the rehabilitation conteRteaseefer

back toAppendix1F 2 NJ RSTAYA(GA2y a dza SP13jayd [ SOSalj dzS
Chapter 1, ¥ 2 NJ (201D)dlagdiiéation.

. FNNASNE G2 00Saa (2 NBKIOATAGFGAZ2Y KI @
Dimensions. These dimensions relate to the sugpde aspects of a health system

and organisation. They reflect the constraints within the health

system/organisation, anche challenges persons with disabilities encounter when

trying to access rehabilitatiofLevesque et al., 2013Facilitators to access have

been organised using thébilitie<bf person accessing rehabilitatiofihese

abilities reflect the demand sidéncludingcharacteristic®of the user of the health
system/organisatiorfe.g., person with a disabilitgnd the process factors which

describe how access is realiggevesque et al., 201.3yigure6 below provides a

brief summary of the barriers and facilitators influencing unmet and met

rehabilitation needs of persons with disabilities in the Maldives.

S5dzNAYy 3 GKS AYyGSNBASSaT LI NIAOALIYGaAaQ SEL
discussed together rather than as separate issues. The barriers and facilitators

participants identified were interwoven into their narrative. While | have tried to

clearly differentiate the various barriers and facilitators participants experienced, in

reality, there are many different and overlapping factopperating at the personal,
psychological, societal and structural levejchcanA YLI OG0 |y AYRA OA Rdz

decisio to access rehabilitatiofZuurmond et al., 2019)
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Figure7: Brief Summary of Access Barriers and Facilitators Influencing Unmet/Met Need Categorised Under
Access Dimensions/Abilities of Person

Access Dimension/ Identified Barriers and Unmet / Met Need
Abilities of Person Facilitators Category
1 Lack of awareness
of need for
. 1 Lackof available 1 Unperceived
i Approachability rehabilitation Unmet Need
services
1 Health literacy/
knowledge
1 Ability to Perceive 1 Awareness of 1 II\\Illgéoll?ehabllltatlon
services
1 Advocacy
1 Initial
. rehabilitation
1 Acceptability 1 Gender roles needs met but no
follow up
1 Lack of
rehabilitation
services on islands
and Malé 1 Initial
S rehabilitation
T Availability 9 Limited access to A needs met but no
and medications follow up
1 Lengthy waitlists
1 Family/friend
o support 1 Met Rehabilitation
1 Ability to Reach Need
1 Relocate to Malé
1 Direct cost (e.g.,
high fees) 1 Initial
1 Affordability §  Indirect costs (€.g. rehabilitation
needs met but no
travel)
follow up
1 Family/friend
financial support
1 Ability to Pay 1 Personal T Met Rehabilitation
) Need
savings/bank loans
1 Private health
insurance




1 Technical/quality of

. 1 Initial Unmet Need
services

1 Appropriateness

5.1 Approachabilityand theAbility to Perceive

UnperceivedJnmet Need

Some participants with physical disabilities were not aware of the capacity to
benefit from rehabilitation Limited awareness ahe availabilityand potential
benefit ofrehabilitation was a barrier tatilising servicesThe participants in this
category weraall elderly and living with chronic illness@&hey may not have
perceived of any benefit from rehabilitation due to their age, health status or
disease process. Since these participants also lived on emadte islands, the
limited availability  rehabilitation services on the islands could have impacted
their awareness of services available to thémvill further discuss aging and

rehabilitation inChapter 6 Discussion section.

Additionally, theseparticipants and caregivemmentedthat they were never
informed by their healthcare providers or government health agenoethe
potential benefits of rehabilitation for theimpairments,or where to access such
services. Below is a quote from a caregiver whosge@-old housebound mother
lives with a physicaimpairment,describing annteractionthey had with healthcare

professionals on the island:

I: Has the doctor ever said anything about doing ... physical therapy [for your

mother]?
wY wtKSe&8 RARYQUH aleée FyedKAy3Io®

I: Did they tell you to do any extra thing?

wY w¢KS R200G2NB RARYQl alre R2 |ye

but no physical therapy

I: Did they tell her to use anything like something like a wheelchair outside?

SEG|
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R: No

Caregiver of 79 year old female with physical impairment living in the islands

Facilitators Influencing Met Need

Health literacy was keyfacilitator. A common characteristic among participants

g AGK WYS (thayfreyserr@r hadikdowledge of rehabilitation needs and

services, or they had the capacity and motivation to seek out information on

accessing rehabilitation services. This included wadrthouth sources, using

family/friend connections in the rehabilitation field, ¢in the case of parents or
carers)advocating on behalf afisabled family memben® find the most

appropriate services available to emsuheir rehabilitation needs were met. For

SEIYLX ST LI NByida 2F I OKAfR 6AGK ldziray .
Gaz2YSOUKAY3I é61a RAFTFSNBYG Fo2dz2i GKSANI OKA
and asked questions regarding appropriate medical treatnvdmth led to this

child receiving the appropriate treatment:

a 2hen [our son] son was five months old, we knew something was different
about him, so we moved back to Malé [to sé&lkatment for him]e

Caregiver of 4earold malewith cognitive impairment

However, it must be noted that not everyone would have family/friend connections

to rely on, or the educational background to seek more information.

5.2 Acceptability

Initial RehabilitationNeedsMet but No Follow Up

The intersection between gender and disability appeared to have an impact on
access to rehabilitation. While female participants in this category were able to
access rehabilitation services for an initial assessment for their disability, many
encountered ballenges when attempting to access ongoing interventions. For

example, whether they lived in Malé or onaher island, some female participants
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indicated they were dependent on a male relative to accompany them for
rehabilitation servicesln the Maldives a woman wiltypically travel with a man for
safety reasonse(.g, they feel they willexperience less harassment if travelling with
another man). Also, there is the ease of travel for them as men are more likely to
drive, and men are more likely to oversee household money or bank accounts.
Other female participants noted that they delayed seeking further rehabilitation
interventions for their dsability because of their caregiving and household
responsibilities. Below is a quote from a female participant who prioritised the

caring of her children over her own disability needs:

G L KFE@S SIENILNROfSYad ©w0¢KS R2O00G2NES
the children were small, | decided to wait. | have a lot of kids, 5 kids, so [l
YSSR (28 OFNB FT2N iKSY®DE

54-yearold female with multiple impairments living in Malé

5.3 Availabilityand the Ability to Reach

Initial RehabilitationNeedsMet but No Follow Up

i) Availability ofRehabilitation Services

Participants felt that the limited availability of rehabilitation services was a
significant barrier to receiving ongoing interventiolghile some islandased
assessments were possible for those with visual and physical impairments, those
with hearing or cognitive impairments had to travel to Malé where healthcare
professionals specialising in these areas were based. However, for maecadv
assessments and testing requiring specialised healthcare professionals and
equipment (e.g., MRI), all participantregardless of impairment, had to travel to
Malé. This was particularly problematic for those living on other islands with

complex rehabilitation needs.

Notably, hese islanebased participants had the ability to cover the initial it
pocket expenses associated with travel (e.g., transport, accommodation, tmod)

Malé as well as family support (e.g., family member to accompany them to Malé)

!
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However, because of the lack of rehabilitation servicesmaller or more rural

islands, thesgarticipants reported it was not feasible for them to travel to Malé on

a regular basis fasngoingrehabilitationinterventions. Reasons includéehgthy

travel times, high travel costs, employment commitmemtisfamily responsibilities.

As such, these participants would forgo any further interventions wbathd have

improvedthe quality of their lives. Below is a quote from a caregiver living on a

small ruralisland who expressed her frustrations with the lack of cognitive therapy

programmes for her gearold learning disabled son:
GECKSNBE NS y2 R200U2NAR KSNB 2y (GKS Aaf |
one at the regional hospital and there are no special classes [at the school]

T2NJ KAYXE

Caregiver of a{ear-old male with a cognitive impairment living in the
islands

Malé-based participants with vision, hearing and physical disabilities were able to
access rehabilitation services at the publicly funded hospital in Maéminimal
additional outof-pocket expensesThis also meant they were more likely attend
ongoing interventionsWhile participantsvith cognitiveimpairmentswere able to
access some services in the public sector (e.g., psychiatry or neurology at the
tertiary level hospital)those who required specific diagnostic assessments for
autism or learningmpairment were required to seek out and pay out of pocket

fees for these services in the private sector.

i) Availability of Assistive Devices Repair

Some island and Makbased participants who required assistive devices such as
wheelchairs, hearing aids or prescription spectacles, reported they had to purchase
these devices either in Malé or abroddevices requirin@ny basic repairs, such as
wheelchairs or hearing aidsad to be taken taepair shopsall based in Malé.

Some participants noted that any complex repairs, such as for hearing aids, would
require the devicestobeseh O NB I R F2NJ I FS¢g Y2yiGKa | yR

expense.



Some participanttiving on other islandeeported frustration at thelack ofisland
basedrepair servicesas it required them to travel to Mal@ndthis was not always
feasible. For example, one participaat40yearold femalewith a physical

impairment noted she was unable to find a repair shop on the islanfiktber

electric wheelchair. Because of its large size and weight, it was not feasible to
transport the wheelchair to Malé to be repaired. As such, as she was housebound,
there was an increasedependence on her familper ability to partigpatein her
community was limitedandmy informal observation revealed a sense that she had

lost her dignity.

Godd GKSNBQa | LINRBOfSY SAUK OUKS gKSSH
KFILIWISYSR (12 GKS gKSStd ¢KSNBE AayQd |y
right.L OFy Qi o6Ff13X waz26 SOSNE GAYS L KI ¢
[help] me to the toilet..£

40-yearold female with a physical impairment living in the islands

iii) Availabilityof Specific Medications

Regardless of the typaef impairment Malébased participants requiring
medications noted they could obtain them at local pharmacies. Howdsesome
other islandbasedparticipants, it meant a dedicated trip to Malés some island
pharmacies did not carry the medicindggy required This highlightghe large
disparity of access to medication between Malé and the other islands, and the
inconvenience for persons witlndisabilitytrying to access such servicdsfew
participants indicated that medicatis prescribed to them abroad were not
available in the Maldivesandthey would either try to travel back to the country
where the medication was prescribgar rely on the goodwill oBomeone travelling
to that country to pickup the medication Those who could not renew their
prescriptions would go without, negativedffecting their healththeir disability,
and impacting their ability to participate with family and their communitye
guote below reflects the frustrationsf a 31yearold male participnt living on an

island who experienced difficulties getting medication for his vision impairment:



118

Godd GKS Yz2aild NBOSYyld YSRAOAYS GKIGO (K
3t dzO02YI 8d L O2dz RyQid 3ISi Thingslikevhisal £ S
I NB NBIFffeé RAFTFAOMZ G P&

31- yearold male with vision impairment living in the isthn

iv) Waitlists

Long waitlists to access public sector rehabilitation servgesh accupational
therapy, speech language therapy mental health servicgdbased in Malé were
another barrier preventing participants from receiving ongoing interventions. The
exception was physical rehabilitation services (glysical therapyorthopedic
doctors) at regional atoll hospitalhich participants noted they could access

immediately.

However most participants who sought rehabilitation services at the government
hospital in Malé for their hearing, visiophysicalor cognitiveimpairments faced
variable wait times to access ongoing interventions. As a result, some sought out
these services in the private sector if available and if they could afford it, while
others had no choice but to wait or go withouthosewho experienced a delay or
no ongoing interventionpotentially faceda worsening of theirmpairmentandthe
emotional impact for individuals and their caregivers of not receiving¢agired
rehabilitation. The quote below describes the frustration a caregiver experienced
when making an appointment for her young adult daughter with a cognitive

impairment ata government hospital

G! Oldzr tftesx AGQa NBIfteé RAFFAOMA G G2 3
K 2 & LIA { Hiffic&ltdobehe. Bedals& when you put your name down for

an appointment with the nerve doctor [neurologist]... you get an
appointmentabout®d Y2y G K& fF G§SN® a

Caregiver of 24 year old female with cognitive impairment living in Malé



The public sector did not offer any cognitive rehabilitation programifeeg.,
autism)for children or adultsthough afew programmes for children were available
in the private sector, all based in Malé. Caregivers of children with cognitive
impairments noted waitlists to thesgrivate sectoprogrammeswere not an issue
and participantscould access these programmies ongoing interventionsn a

timely manner.

Facilitators Influencing Met Need

Another common finding amongarticipants with met needs/as that theyfelt

they were suppored by those around them, such as familyfriends, which helped
them meet their rehabilitatiomeeds For some patrticipants, it was family or friends
who assisted them regularly with their activities of daily living, such as dressing or
cooking meals. For others, it was accompanying the participant to their
rehabilitation appointmentswhether travelling to Malé or abrogar providing
childcare services for partgantsso they could attend rehabilitatiorsome
participants, @rents or caregivers relocadlgpermanently from the islands to Malé
sothey ortheir family member with a disability could access rehabilitation services
not available on the islandBelow is a quote from a man who moved to Malé in
order to access the ongoing rehabilitation services he needifcognitive

disability:

I: Why did you move [to Malé] after living on the island?

R: I moved here [because] | can consult the neurology doctor more quickly...
there are no neurology doctors on the island | was from...

47-yearold male with acognitive disability living in Malé

5.4 Affordabilityand the Ability to Pay

Initial RehabilitationNeedsMet but No Follow Up

For many participarg financial difficulty was perceived as another challenge in

addressing ongoing unmet rehabilitation needs. This varied by type and severity of
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0 KS LI Ninpadniehtlanf ivigeee they lived. Despite access to social
protection programmes, such as the Disability Allowance, some patrticipants noted
they still had difficulties covering the costr@habilitation services, including AT

and medication, which were not covered by Aasandha.

Limited rehabilitation services or lengthy waitlists directly impacted the financial

capacity of some participants who were seeking ongoing rehabilitation services for
their impairment As previously discussed, the additional expense of travel to Malé
or abroad prevented some participants, especially those living on the islands, from

receiving the ongoing rehabilitation they needed for their disability.

When public sector hospital waitlists for rehabilitation serviegse too long
participants would seek these services in the private sector if they could afford the
fees. Some participants noted they could not afford the-ofspocket expense
charged by the private clinics and had gone without any rehabilitation interventions

for their condition:

GO¢KS R20G2NAR6 GStt YS G2 32 F2N) LKea.
GKS t2y3 gFLAGtAal8d LQR KIFI @S G2 3A2 &z
SELISyargSed 28 OFLyQi FFF2NR GKI Goé

54-yearold female with a physical impairment living in Malé

Caregivers of participants with cognitive impairments noted significant financial
challenges in trying to access cognitive rehabilitation programmes. As previously
noted, all cognitive rehabilitation programmes were based in Malé and in the
private sectoronly. For many caregivers, especially those fesnaller or more
ruralislands, the high cost of accessing rehabilitation along with transport and
accommodation costs was suclii@ancialstrain it was not feasible for them to
travel to Malé on a regularasis. This essentially meant that those living on the

islands could not afford to send their child to the programme:
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G2S g2dzAd R tA1S (2 wKI @GS 2dz2NJ OKAf R
[in Malé] for a long time. Going there and staying fifteen days or ten days

08502YS8Sa OSNB SELSyargSodd {25 AlQa

aa.

t A

YR Ad0Qa faz2z OSNE RAFTFAOMZ G KSNB w2y

' £f20 2F RATFTFAOdz GASaDPE

Caregiver of &earold boy with a cognitive impairment living on an island

Additional costs for assistive devices and medications were another source of strain

for some participants. Some participants were able to access government funding

to obtain hearing aids or wheelchairs, while others had purcha@gedith their
own money because they either were not aware of the government funding
programme, or they had purchased the item abroad. A few participants also
expressed their concerns that certain items, such as hearing aid batteries or
prescription eyewearwere not covered by @vernment funding programmes.

Therefore, they would be required to pay out of pocket which was costly for them.

Similarly, some participants noted that some medications prescribed by doctors
abroad were not available in the Maldivekus they would be responsible for
purchasing the medicatiorend foraccessigthese medications abroad. This
proved to be challenging for some, and they reported they would just go without

the medication.

Facilitators Influencing Met Need

All participants who were able to meet their rehabilitation needs had the capacity
to access additional funds to cover any rehabilitation expenses, asm$sessment
or therapeutic fees in private clinicBPnot covered by NSPA, or costs related to
travel to Malé or abroad. While these participants were able to obtain some
government fundingo cover travel and healthcare costs abrg@iorough social
protection programmes such as Aasandha and Medical Weliaddjtional funds
came from personal savingamily, friends, or banks loans; others had access to

work-related private health insurance.
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For these participants, having this financial security meant they had the ability to
travel to Malé, if living omther islands, or abroad to another country (e.g., India,

Sri Lanka) on a regular basis for therapy or treatmento purchase medication

not available in the Maldives. For some participants, whether they lovedther

islands or Malé, having access to additional funds meant they could afford to seek
rehabilitation services in the private sector faster, especially if the waitlist in the
public system was too long. Below, a participant explains how he covers the cost to

see rehabilitation professionals abroad for his vision impairment:

R: Once a year | have to go to Colombo, to see the doctor ... to check the
[eye] lens.

I: How do you cover [the cost]?

R: My older brother... | [also] have access to private health insurance from
work. It covers the costs of my surgeries abroad.

32-yearold male with a vision impairment living in Malé

5.5Appropriateness

Initial Need Unmet

i) Perceived Appropriateness

A few participantsvith hearing and physicainpairmentsquestionedwhetherthe
rehabilitation service providers hamrovided them with an appropriate diagnosis or
intervention These prticipants sought out assessments in Malé only to be referred
abroad to India or Sri Lanka, where assessment and treatments techniques were

expected to be more advanced th#imose currently available in Malé.

However lack ofa definitive diagnosisr perceived inappropriate interventioior

their impairmentseemed to lead tanistrust and decreased confidence in the local
healthcare systemA participant living on a smaller island felt their physical

function (e.g., walking without pain, lower limb strength) had not improved from
the physical therapy intervention they had received at a regional atoll hospital, and

felt they did not receive gmropriate intervention due to the complexity of their
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disability.Another participant living in Malperceived no benefit to wearintpe
hearing aids offered to him both in Ma#ndIndia The hearing aiddid not support
his hearing losandfurther added to hisfrustrations. Below is a quote from this

LI NI AOALNl yiQa LINAYEFNE OF NE3IADSNY

wY . SOIdzaS wYeé OoNRGKSNB O2dzZ Ry Qi
doctors gave him hearing aids.

I: Ok, the [doctors] gave him hearing aids. What happens when he uses
them?

KS I NJ

wY XKS RARYQG gtyid G2 6SIFENI KSY 06SOlI dz
GSNBE | o6A3 lyyz2elyOoS G2 1SSLI 6SIFNAy3I |

g2dA R FlLif 2FF FYyR AG glayQli Sl ae

Caregiver of 44earold man with a hearing impairment living in Malé

5.6 Summary

Most disabled participants encountered several access barriers which resulted in
unmet rehabilitation needs. Affordability and availability were the predominant
barriers to accessing rehabilitation servicel®wever, i appears thatvarious
interacting personal level factofgcluding health literacy, financiand family

supporf) were important in enablingarticipants to meet their rehabilitation needs.

02
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ChapterSix Discussion

This chapter is divided into eight parts. For part drigegin with a review of the

key findings fronObjectives 1, 2 and 3 respectiveRart two provides a discussion
on the gquantitative findings of Objective 1 (use of and unmet rehabilitation need).
Part three discusses the qualitative findings from Objective 2. This includes a
discussion of governance and leasleip (from the perspective of government),
followed by a considerationf service delivery in the context of rehabilitation (from
the perspectve of rehabilitation service provider$art fourdiscusses the
gualitative findings fronObjective 3,interviews with persons with disabilitieBart
five provides a summary of the discussion, wipigat sixis a reflection piece on the
frameworks used in this thesiBart severand eightconclude this chapter with a
discussion of thatrengths andimitations of this researchnd dissemination of this

research for key stakeholders involved in rehabilitation services in the Maldives.

6.1 Summary of Key Findings

Objective 1

1 To estimate usef, and unmet need fqrrehabilitation services among

persons with disabilities living in the Maldives

Among people with disabilities, reported awareness of at least one rehabilitation
service/device they couldenefit from was reasonably high. However, use of
services was relatively low, especially for hearing (11%), cognitive (20%) and
communication (23%) difficulties. Sedported need varied by functional domain
from 40% to 71%. Overall, nearly a quartepebple with disabilities reported they
needed, but had not accessed, at least one service/device. However, there was
variation by subgroup; unmet need was highest for people with communication
(36%) and hearing difficulties (34%) and among people limitigei lowe per capita
expenditure (excluding health care costs and reputartiles. People with mental

health difficulties reported the lowest unmet need.
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Objective 2
T ¢2 SELX 2NB (KS &0NBy3IldK FyR 6SI1ySaas.
delivery of rehabilitation services in the Maldives (e.g., government,

rehabilitation workforce, NGOs, DPOSs)

Thecountry hasestablished a number afocial protection programmes (e,g.
Aasandha, Medical Welfare, Disability Allowancefptilitate access to healthcare
services fopersons with disabilitiesAasandha provides universal health coverage
to all Maldivians regardless of locatiomhile Medical Welfare covers the cost of
most assistive devices and tradlspital costs abroad. The Disability Allowance is
relatively high comparetb other social protection programmemddoes help to
alleviate some disabilityelated costs However key informants noted that these
programmes did not appear to be sufficient to meet the rehabilitation needs for
this populationgroup. The findings also highlighted competing government
priorities, such as trying to provide equitable health services to a dispersed
population,the lack of a national rehabilitation framework, afat the bureaucratic
level) a lack of clarity of roles, responsibilities or leadership relating to
rehabilitation. This in turontributedto fragmented rehabilitation service

provisionthroughout the country.

{ SNIZA OS LINE A iRdadd@hatilifatioi was rdiwel B paorted in

the country. There was a sense that rehabilitation was not prioritised by the
government and, as such, many reported they found it difficult to engage with the
government. For example, the importancesaimespecific rehabilitation services

(e.g., autism spectrum disorder) was not recognised at the policy level. Many
service providers also felt they lacked autonomy, identifying gatekeepers (e.g.
medical doctors) at the priary care level as controlling access to rehabilitation
services. Service providers also highlighted several challenges (e.g., high overhead
costs, difficulties hiring qualified personnel) which made it difficult for them to offer
quality and affordable prgrammes. To overcome these challenges, key informants

in particular private, NGOs, and DP@®sde efforts to meet these service gaps by
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offering alternative service delivery options (e.telephone consultations, outreach
programmes, bypass waitlistahd financial options (e.g., business sponstwrs)
accommodate their clients. Many also took on advocacy rolésy/tto ensure

policies and programmes for disability and rehabilitation were addressed.

Objective 3

1 To explore the barriers and facilitators to accessing rehabilitation services

for persons with disabilities in the Maldives.

Access barriers related to affordability and appropriateness of services led to initial
unmet rehabilitation needs. For example, direct and indirect costeludbilitation,
along with limited financial resources well as inappropriate or ineffective
interventionswere cited as access barrietsitial rehabilitation needs were met but
access barriers prevead further follow up interventionsin particular a lack of
serviceqespecially orsmaller and moregemote islandg and high direct and
indirect financial costavere found to be major barriers to receiving ongoing
intervention.Household and/or childcare responsibilitiagere alsadentified as
access baiers. Perceivinghe need for and benefit of rehabilitatigmand the
capacity and motivation to seek out information on accessing serieae key
facilitators influencing met need. Family and social support to reach seyaicds
the financial capacity to pay for suahere also important facilitators to accesg

rehabilitation.

6.2Use of and Unmet Rehabilitation Need

The results from Objective 1 found that most people reported seeing a healthcare
professional, most commonly a specialist rather thageaeral practitionerand
considered it beneficiaHowever, this varied by functional domain. For example,
approximately 50% of persons sought out a healthcare professional for mental
health and cognitive limitations compared to 90% for those with vision or physical

limitations. This variation couldeflect the availability and location of services in the



Maldives.For example, Wwile rehabilitation services for physical and visual

impairments are available at most atoll regional and Malé based health centres,

hearing services are very limited and only available in Malés variation maglso

reflectl LISNB2Yy Qa | ¢l NBy Saa WaleRet 4l.(R22)idwmR S & & C
that there was a lack of mental health supports in the commuamstyvell asow

mental health literacyatesin the Caribbearslands Furthermore, research

suggestghat the stigma related to mental health may prevepg¢oplefrom

recognisinghe need for,or seeking treatmen{Chen, 2018, Patel and Prince, 2001,

Wong and Li, 2014)

In terms ofrehabilitationservicesflevices awareness was reasonably high across
all functional domainsThere is limited research in other SIDS to compare to
however, this contrast withresearch invanuaty a small island state in the Pacific
Islands,which found thatindividuals requiring mental health servidead relatively
low awareness dfype of and where to accessental healthservicegDawes et al.,
2019) While persons with disabilitiesn generalmay be ingreater contact with
health services due to their impairmesiMactaggart et al., 2015perhaps disabled
personsin the Maldives have better access to health servicesiparedto those in
Vanuatu Thismay explain thénigherawareness of rehabilitation services/devices

available topersons with disabilitieg the Maldives.

Overall, 1 out of 4 persons with disabilities in the Maldives reported an unmet need
for at least onaehabilitationservice/AP. This is lower than other studies looking at
met and unmet need. For example, a study in Bangladesh found an overall unmet
need of 70% foAP, such as wheelchairs, hearing aids or communication products
among people with disabilitiedryor et al., 2018)here could be a number of
explanationdor these different findingskFor examplethe social protection
programmesdn the Maldivegnay cover some costs related to rehabilitation
servicesAPwhich may explain lower unmet neefiheMedical Welfare programme
providesfinancial assistance for some rehabilitation servid&not covered by
Aasandhayhile the Disability Allowance can be used to cover some direct and

indirect costs (e.g., transport, lodging, childcare) relateddoessing these
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services/A (National Social Protection Agency, 20¥®)wever the variation in

unmet needcould also reflect methodological differencesthe research studies
C2NJ SEIF'YLX ST Ay GKS .l y3ftlRS&K adGdReéexz
Assistive Technology Assessment (rATA) questionnaire, participants were shown
pictures of specific Ps and asked about need/unmet need for therather than

the more general questions about service use/need asked in the current study
(Boggs et al., 2022, World Health Organization and United Nations Children's Fund,
2022a) This may have resulted in a higher reported need far A

There were variations in access by functional type and access indiGdtiirose

who perceived a need for a rehabilitation service/AP for their functional limitation,
the majority sought itReported need was lowest for mental health services,
perhaps due to the reasons noted above. This is in contrast to other studies where
reported need was lower. For exampleuhr etal., (2019)found that of Syrian
refugees living in Istanbul who screened positive for mental health difficulties, only
9% sought treatment. For those who did not, structural (e.g., cost, opportunity
costs) or attitudinal (e.g., stigma) barriers were identified. Hosvedefinition on

need and use for health services vary in the literature and make it difficult to

provide comparison.

In terms of socioeconomic and demographic factassexpectegdolder people

were more likely to report a need foehabilitationservicesAT. This findings likely

to bedue to an increase in the number and severityhealth problems individuals
experience related to the senescence procé&sople with disabilities in the lower

per capita expenditure groups were more likely to report an unmet need than those
in the wealthier group. This finding is in line with other studies were old age, low
economic status, and lower standard of living warain reasons for unmet health
needs(Asuman et al., 2021, Banks et al., 2022b, Herr et al., 2CGb4} (e.g., direct

and indirect) is a commonly reported barrier to accessing health and rehabilitation
services for persons for disabilities. Although there are social protection schemes in
place in the Maldives, indirect costs (e.g., transportaticmld care, loss of wages

may still act as a barrier taccessingare.

oy



The quantitative findingen met/unmet needdo not show a differencbetween
settings in Malé and other islandBhis is surprising given the geoghégal setting
and distribution of rehabilitation servisen the country andthe qualitative

findings in this study. This deserves further attention. However, it may reflatt th
the analysis used a combinédiny unmet nee@for reasons of sample size)
estimateandmasled some of the variation in access by type of functional domain
(Boggs et al., 2021aor example, if one looked separately at hearing impairment,
there is a differencebut the sample size is insufficient ®uch asub-group analysis
in this study.Thesedata limitatiors are important to considein understanding the
disconnect between the quantitative and qualitative findings in this stedigting

to Malé/other islandcomparisors.

Anumber of key limitationshould be considered when interpreting these findings.
Evidence suggests that seffported need ofrehabilitation/APis not very reliable
(Boggs et al., 2021byVhile selreporting assessments are seen as less expensive,
faster and require fewer human resources compared to clinical assessments, a
limitation is that they may over and/or undeastimate needBoggs et al., 2022)

For example, assessing the need f&rig\complex and is dependent on several
factors including understanding the clinical diagnosis and prognosis of the
functional impairmen{Boggs et al., 2022AP assessments require a functional
assessment by a trained rehabilitation professional to determi@eds based on
0KS AYRAQGARdIZ £ Qa FdzyOlGA2ylf 3J2+fa I yR
home environment)(Boggs et al., 2021)Vhen clinical information is not available
and awareness of the role and function d?ér rehabilitation is limited, it is

difficult for people to understand what type ofP%r rehabilitation may be

appropriate for them(Boggs et al., 2021a, Boggs et al., 2022)

Secondly, the questions used for the selported indicators of access in this study
asked about rehabilitation/AT in general terms with few examples. The questions
may therefore have been interpreted differently by participants, depending on their

overal awareness and understanding of the different types of rehabilitatiéh/A

0K
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available. For example, some participants may have considered hearing serkices/A
to include healthcare professionals/audiology services, while others may have
considered hearing aids only. To address this issue, the rATA approach of asking
about specific rehabilitation servicedP (with pictures) may be a more

standardised approach to consider. Also, the question about seeking a healthcare
professional did not include anything about follow up, continuity of care or

referrals. Therefore, there is no information available on theeakto which

participants were able to take up any renmended rehabilitation interventions or

AP. Finally, there were no questions about quality of care, which can be seen as a

barrier to rehabilitation services.

6.3Government and Rehabilitation Service Providers

6.3.1Perspective of Government

The factors that influence successful health systems inaadel governance and

political commitment, effective bureaucracies and institutions, ability to innovate,

and health systems resilien¢Balabanova et al., 2013 uiper(2014)usedthese

factors and applied them tdisability and rehabilitatioservices to show howMIC

health systemgould be improvedvith limited financial resource8ased on

Y dzA LEONGpaper, | will usessome of the headings provided by Balabanova to

shape this section and will focus on the componentgmfernance and political
commitmentandbureaucracies and institutionsithin the context of rehabilitation

in the Maldivian health systenhhave added #hird sectionond { 2 OAF £ t NB (i SOi
{ OK S WKich are availabléo assist persons with disabilitiés access health and

rehabilitation services in the country.

Governance and Political Commitment

Good governance and leadership are key in creating the foundaticgutmessful
integration of rehabilitation services into the health systgivorld Health

Organization, 2007)However, findings from this study suggest thathin the
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Maldivesthere is limited leadership ompolitical commitmento support this With

competing priorities, the governmeniogs rot appear to consider rehabilitation a

key priority. This situation was also seen in Ireland where Burke et24120)

discovered that a lack of political leadership and commitment by the Irish
A2OSNYYSYld LINSBOSYGSR GKS AYLX SYSydaldazy
neurorehabilitation frameworKSkempes et al., 2022} appeared that

neurorehabilitation was a low priority for the governmeand & a consequence,

services werdound to beinsufficient and fragmented across the country

negatively impacting those who required these specialised neurological services

(Burke et al., 2020)

In 2015the Maldivian government implemented its mental health strategy as a

LI NI 2 F G KS -54-t eNB! a3wySyategynvolved the creation of a

mental health leadership/advisory board, appropriate legislation and policies,

funding, human resources and training, and service delivery plan at the primary,
secondary and tertiary levef healthcare(Government of Maldives, 2017)he

AYLE SYSy Gl A2y 2F (GKA& AGNIGS3eé RSY2yaidN]
address the mental health needs of Maldiviarsl provides an example that

government commitmentcahJ2 A A G A @St & Ay TFf dzSYyOSAsiKS O2 d:
Skempes et al(2022) Kuiper(2014) and Balabanova, et a{2013)suggest, if a

health system is to include rehabilitation services, effective governance, strong

leadership and a lonrterm vision is required.

While few disability and rehabilitation specific policies were available in the

Maldives(in English)none appeared to include any specific outline or strategic

framework to assess the overall rehabilitation needs and service availability in the

country. A framework is a useful tool to help identify key priorities and objectives. In
rehabilitation,whendeveloping appropriate policies and progrartsvould be

useful to addresservice availability, funding mechanisms, and rehabilitation human
resources,ncludingworkforceregulation(Ahmadzadeh et al., 2020)s described in

Chapter 1tKS 21 h ONBFGSR (GKS awSKFIoAfAGFGAZ2Y A
I QGA2yEé (2 | dnstkeadiheriBgebdbiltdfion Sefvicds in health
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systems and ithas been used successfully in many LMICs where rehabilitation
services were not well established. For example, Jordan used this guide to create a
comprehensive rehabilitation strategic pléMlinistry of Health (Jordan) and World
Health Organization, 2020Ysing a participatory approach, key rehabilitation
stakeholders, including persons with disabilities, identified key objectives for
improvement which reflect the six components of WHO's Health Systems Building

Blocks.

The Maldives government has demonstrated its capacity to develop and implement
its mental health strategic plaressons could be learned from this strategic
processas well as from existing strategic planning resources used by other
countries to develop and implement a comprehensive rehabilitation strategy
integrated into the health systemin doing thisthe country will continue to

progress to developing a comprehensive universal health coverage for all
Maldivians and achieve Sustainable Developmeral @@ (achieve universal health

coverage.

Bureaucracy and Institutions

Another key factoin a successful health systesthe presence ofvell-functioning
bureaucracies and institution®alabanova et al., 2013t the bureaucratic level in
the Maldives, multiple playensereinvolved in the disability and health sectors

with no specific rehabilitation section within the health ministry. The findings from
this study suggest eachinistryworked inits ownsilo, with their own separate
priorities for disability or rehabilitatiorF-or examplekey informantsfrom

government and rehabilitation service providers highlightiee limited
communicatioricollaboration among the key stakeholders involved in disability and
rehabilitation. Thisgap hadikely contributedto a fragmented system of
rehabilitation services across the country, which in turn contributes to some of the
access barriers discussed beldwecent study byeill et al.,(2023)found that a

lack of intersectoral coordination across government ministries, including unclear

programming, accountability structureand poor communication, were key factors
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which impeded prioritisation of rehabilitation in LMIC health systegmilarly,
Marias and Petersef2015)found that poor communication and lack of
collaboration among key stakeholders (e.g., government ministries, service
providersandserviceuserg were barriersto integrating mental health care into

primary care services in South Africa.

Forrehabilitation services to be successfully integrated thto Maldive€health
system,greatercollaborationand coordinatioris needed betweegovernment and
other key stakeholders (e.g., NGO, rehabilitation workforce, private/public sector,
DPOscivil society organisationpersons with disabilitiefpalabanova et al., 2013,
Marais and Petersen, 2015, McVeigh et al., 2016, Neill et al., 2023)

SociaProtectionSchemes

It is wellestablishedhat persons with disabilities are at higher risk of living in
povertyand can face extra costs associated with their disabtlitys, there is a
need for governments tprovidesocialprotectionschemegBanks et al., 2022b,
Banks et al., 2018a, World Health Organization, 200Hiy study found evidence of
some disability inclusive and rigHbased policies, including social protection
schemes, which may help persons with disabilities avoid excessive financial
hardship due to high healthcare costs, including rehabilitation. For example, the
O 2 dzy (inN&<lihealth coveragerogramme, Aasandha, covered the cost of
some rehabilitation services, such@sysical therapyearing, and vision, while the
Medical Welfare programme covered some health expensetudingmedical
servces andAT, not covered byAasandhaFundsfrom the Disability Allowance
could be usedowardsthe cost of accessing rehabilitation servicekease refer to
section 1.3.4 for a description of the social protection programmes available in the

Maldives.

However, the findings from this study suggest that these social protection
programmes do not provide sufficient coverage for rehabilitation services for

persons with disabilitied/Vhile a majority of participants had accessed the
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Disability Allowance and/or Medical Welfareanyfelt these programmes were

inadequate and financial barriers remaingdterms of accessing rehabilitation.

Service providers and some government key informants also felt that these social
protection programmes were not sufficient to cover the cost of rehabilitation

services. Recognising this issue, service providers iING@ and private sectors

would work with their clients to find alternative funding sources (e.g., business

sponsor) rather than ask theto use the Disability Allowance to pay for
NEKFOAEfAGFEGA2Y D ¢CKAA Ada Ay fAYS GAGK FTAY
LYLJ OG 9@ ftdz GA2Yy 2 Wheng K&t paricigants elftiied & | £ £ 2
Disability Allowance was not enough to cover costs for disability specific goods and
services, including rehabilitatigiBanks et al., 2023 both this study and the

Impact Evaluatiostudy (2018)few participantsindicated the Disability Allowance

was used to cover theost of rehabilitation service$/ost felt it was not enough to

cover costs for disability specific goods and services, including rehabilitsteory

reported the money was allocated to more urgent items such as,fdothing, or

other living costg§Banks et al., 2023, Hameed et al., 202R#8search on the use of
disability-specific social protection programmes for rehabilitation is limited.

However, findings from regional districts in Vietnam &Nwpal are in line with the

findings from the Maldives. Most beneficiaries used their disability cash transfers

for basic food/clothing needs or for access to general health services, with very few

using it to pay for rehabilitatio(Banks et al., 2018b, Banks et al., 2018c)

6.3.2Perspectives of Rehabilitation Service Providers

Without the appropriate political supportehabilitation servicesnay not be fully
embedded in the Maldives health systeamdservices not fully providedThis will
have an impact on the rehabilitation workforce and how they deliver their services.
This researcidentified four key areas thathallenged the provisioof

rehabilitation services for persons with disabilities: 1) service availability, 2)
finance 3) kealth human resourcesnd 4) doctors as gatekeepeFnally, lecause

of these challengesnany service providers actively participated in activities to
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increase awareness of disability and rehabilitation and to influence government on
disability and rehabilitation policies and programmEsach of these key factors will

be discussed below.

Rehabilitation Service Availability

This study found that service providers felt rehabilitation services were not well
established in the Maldives health system and that there was an inadequate and
unequal distribution of services across the country. Most public, NGO, and private
sector rehdilitation services (e.g., physical therapy, audiology, ophthalmology)
were centralised in Malé, with limited availability on islands. Based on data
collected, no specialised rehabilitation services (e.g., stroke, pulmonary) appeared
to exist in the publisector, though some impairment specific services (e.g., autism,
behavioural counselling) were available in the NGO or private sectors, again most
based in MaléThese findings are consistent with othesearch in.MIG, where
rehabilitation servicesvere found to bdacking or not welbrganised irthe health
system(Gutenbrunner et al., 2018, Khan et al., 20a6) more likéy to be

centralised in urban areagor example, most physical rehabilitation services (e.g.,
physical therapy, occupational therapy) were not well integrated into mainstream
public health services in Bangladd#t Imam et al., 2022Most services were

based in large urban areas with limited availability in rural areas. Furthermore, few
services were offered at the secondary or tertiary care lehelse that weremainly
available in the private sector. One potential consequence of the disparities
between urban/rural and public/private services and resources is a further
exacerbation of inequalities in the unmet rehabilitation need for persons with

disabilities.

In order to address this lack of serviasremote islands, many service providers
personally took on the additional responsibility to provide tedhabilitation or
outreach programmes in these undegsourced areasimited funds or human
resources prevented service providers from providing these programmes on an

ongoing basis. However, a possible strategy to improve access to rehabilitation,
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especially in rural areas, is to integrate rehabilitation into primary healthcare (PHC),
an approach strongly recommended by the WHO. PHC goes beyond the traditional
care provided by primary care physiciahgmphasises disease prevention,
identifying health conditions at an early stage, and promoting health and wellness
through communitybased health and social programmes, which would include
rehabilitation(Shahabi et al., 2022)

Access to rehabilitation servigesich as audiology or occupational therapy,

available at PHC level can minimise the disabling effects of chronic conditions and
facilitate continuity of care that promotes full recovery (e.g., from surg@norid

Health Organization, 2018cJhere are many different approaches to thmluding
training existing staff andommunity health workersGHWs), adding rehaliitation
professionals into PHC teapas an examplan Brazil, or strengthening referral
systemgqda Silva et al., 2021fror example, Chinchai and Khamw¢?@17)studied

local village health volunteers, who received rehabilitation education and training
and provided communitpased rehabilitation to stroke survivors in their homes

They found that the volunteensere instrumental in improving theltd- G A Sy (G & Q
walking and upper extremity function, especially for those who lived in remote rural
areas of Thailandho might otherwise have received m@atment. The study also
found that family members/caregivers could be trained to provide rehabilitation.
Therewasapa A A PGS SFFSOG 2y ai0NR1S aAdz2NIDAD2NRA
toileting, dressing) when their caregiver received formal post stroke care training
from rehabilitation professional@Raham and Salek, 2016l) Malawi, training was
alsoeffective in improving the knowledge of CHW in ear and hearing care
0aQdzZ ¢ Fdz. Bhé CHWwebeabletoiidentify individuals with emand

hearing disorders and refer them to ENTEar(Nose andThroat) doctors for further

assessmentand interventions.

Strengthening rehabilitation at the PHC level would be beneficial for the Maldives
and would address the lack of service availability throughout the country. Since a
PHC infrastructure already exists on each island, there are opportunities for

rehabilitation services to be implemented in a way that improves coverage. There
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is also scope to leverage existing staff. CHWs based at island health centres provide
preventative and curative services in both the health centre and community
settings(Sri Balakrishnan and Caffrey, 20Zipce there is only a limited

rehabilitation workforce, CHWsouldplay an important role in increasing the

availability of services in the country, particularly in remote rural areas. With
education and trainingCHWSs can identify and refer individuals that require

advanced assessments and interventions by a rehabilitation professionaheyut
couldalsoprovide rehabilitation interventions for individuals who have been
previously assessed by a rehabilitation professioftagy could also assist in

training caregivers to provide rehabilitation to family members.

Using alternative approachésuch as CHWs or caregivei®)the delivery of
rehabilitation maybe appropriate irunderresourced areasdowever, therecan be
challenges associated widngagingamily or local community members when
delivering these service&upta et al(2017)found that members of a community
located in northern India did nathare the view of the importance bkaring
screening and refused toain ascommunity health workesto address thisAlso,
community members did natharethe bio-medical model of the disease proceasfs
hearing loss, did not see this issue as life threatening, and therefore diaffiood

much importance tdhe need for individuals to attend follow up appointments.

Further, the feasibility fronthe perspective of CH#®Mmust be considereddeavy
workloadhasbeen identified as significant challenfgg CHWsn different settings
(Astaleet al., 2023, Johnson et al., 2022, Musoke et al., 2(R2) example,

Johnson et al(2022)found that CHWSs are burdened with heavy workloads and
unclear job expectationg his in turncreates a difficult work environment andan

lead tonegative impact ontheir health. Astale et al(2023)suggests that CHWSs

are often overwhelmed by thénighnumber ofbroad rangingactivities they are

asked todo, and thislimits their capacity to deliver on all required taskstale et

al., (2023)also found that CHWs were expected to perform taskhout

appropriate training. Not only does this create additional stress for CHWSs, but it can

also compromise the quality and success of the CHW programme
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A lack of renumeration for their services is also an issue for CHWs. While some are
paid for their services, a majority of CHWSs volunteer their t{iMesoke et al.,

2022) Volunteer CHW#ypicallyspend more time workingyith clientsin the

community andoften face challenges with competing time demansisch agamily
responsibilities andimited capacity tgarticipat in incomegenerating activities

for the householdAstale et al., 2023hey may even face additional expenses
related to CHW activitiespf example, in Rwanda, volunteer CHWSs had to cover

the out of pocket expenses for work related activities (e.g., transport) which led

them to becoming poorer after joining the volunteer wdi&churer et al., 2020)

A limited or lack of recognitigrincluding payment or nefinancial incentives;an
alsonegatively impacon CHWsand contrbute to retention issuesFor example,
Glenn et al(2021)found a lack of incentives negatively impacted a group of
F'y3f I RSaK Atoworkawheut darpansatidh resulting in decreased
quality of care they provided in a food programme for children. &lss
contributedto a high attrition rate as CHWs needed to find paid work to support
their families.Conversely, Oladeji et a(2022)found that nonfinancial incentives,
such as continuing education programmes, supportive leadership, and access to
amenities (e.g., running water, electriciipternet) were key for retaining CHWs
working in health centres in rural EthiopWith this in mind, the introduction of
additional activities related to rehabilitation for CHWs in the Maldives would
require careful consideration, planning, and adequate resourcing to ensure

sustained capacity, skills, antbtivation.

Finally,an additionalpotential issue is the increasgatessureon caregivers if they

are also responsible for providing rehabilitation to their families/local community.
For examplen a study inSouth Africa, camgversreported the challenges of
managing employment, home and family duties as well as providing personal and
rehabilitation care for the stroke survivowrhich led to caregiver burnoytHassan

et al., 2011)
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The development and implementation of CommurBgsed Rehabilitatio(CBR)
programmes is another alternative to supptalth relatedrehabilitation for
persons with disabilities in the Maldives, especially thawbe live inremote areas
with limited access to rehabilitation serviceBriefly,CBR is a development strategy
that aims to enhance the quality of life for persons with disabilities and their
familiesand ensures their inclusion and participation in the commu@itorld
Health Organization, 2017d} mobilises local capacity (e.g., persons with
disabilities, DPOs, NG@%¢.) and resources and uses commurstyengths and
structures and it often fills community service gafWorld Health Organization,
2017d) Not only doesCBRaddress the health/rehabilitation needs of persons with
disabilities but it also supports education, livelihood, social, and empowerment

programmes for this population grouyplannan et al., 2012)

Research suggests that CBR programmes have had a positive impact on the quality
of life at the individual, family, and community levels for persons with disabilities
(Cayetano and Elkins, 2016pr example, studies suggest that persons with
disabilities who participated in CBR programmes experienced improved access to
health services which promoted better health and functional independéharami

et al., 2015, Mauro et al., 201510l et al.,(2014)found there were positive

changes in the lives of children with disabilities and their families related to physical
health, social participation and independence. CBR was also seen to improve the
well-being of individuals and communities by modifyingtattes, addressing

prejudices and exclusions, improving knowledge and skills, and supporting disability
inclusion(Mauro et al., 2015)This in turn improved access to assistive technology,
education, paid employment and pensions improving persons with disabilities

personal autonomyMauro et al., 2015, Trani et al., 2021)

| 26 SOSNE / | & S@oi6)lieraturg revie® 6f CBRR/pGrammes in Asia
Pacific regioralsoidentified challenges with establishing and running these
programmes. For example, lack of teamwork and cooperation alongliwiited
understanding about the purpose and role of CBR by professionals and CBR

workers, and limited awareness of CBR in the community lead to poor
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implementation of CBR programmes in rural regions of Japan and Korea. Batura et
al.,(2024)also found that limited financial and human resources were key
challenges in providingffective CBR for persons with psychosocial disabilities in
LMIC. Not only was it difficult to recruit and train CBR workers, logistical challenges
such asnadequatesocial infrastructure (e.g., roads, electricity), added to the

burden and cost of travel for CBR workers to provide psychosocial sufipottira

et al., 2024) Butura et al.,(2024)suggested that political instability at the local and
national level was another issue for establishing mental health CBR programmes in
LMIC. For example, local mental health organisatiomdigeriafaceddifficulties
engaging with government entities to design and implement effective mental

health policie{Mental Health Innovation Network, 2024)

mHealth andele-rehabilitationtechnologies are additional resourcdsat could be
usedto address the lack of available rehabilitation servicesiral areas, for

example as aiseful tool to provide additional education and training to loC&Ws

and caregiver&Kumurenzet al., 2022 For example, mobile technology was useful

in providing additional training and resources for community health nurses in the
early identification of depression, and of individuals at risk of suicide living in Pacific
Island countriegChang et al., 2021owever, there are alspotential challenges

that need consideration in relation technology. For example, lack of technical

skills by service providers or users as well as poor mobile phone signal or internet
connection can make the use of technolathallengingand risk exacerbating

inequalities in accesgNizeyimana et al., 2022)

Effectiveintegrationof rehabilitationservicesnto PHQr creation of CBR
programmeswould require a coordinated effort by all key stakeholders involved in
rehabilitation and disabilityn the Maldives This would include all levels of
government involved in providing health services in the country (e.g., island, Atoll,
federal), health and rehabilitation service providers, NGOs, DPOs and persons with
disabilities Issues such as adequate funding, health human resources, education

and training, health iformation systems, including the use of technology well as
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successful integration of rehabilitation into PHC.

Financial Challeng&rliveringRehabilitation

The findings from this study suggest that service providers in the Maldives
experienced financial challenges in providing rehabilitation programmes. While
current research acknowledges that rehabilitation is underfunded and under
resourced at a global lelyanost studies on financial barriers to rehabilitation are
focused ompersons with disabilitiegShahabi et al., 2022, Skempes et al., 2022)
There is littleresearch on the financial challenges in relation to service providers,
making it difficult to get a comprehensive understanding of the wider financial
issues impacting access to rehabilitation. In order to address these barriers, both
user and provider perspectives are needed to develop effective strategies to

mitigate financial beriers to access.

Service providers in the public sector felt that limited government funds negatively
impacted their ability to provide rehabilitation servicé®habilitation services are
covered under Aasandhendshouldbe freeto accessbut the amount allocated

does not always cover service provider costs (of repairs, replaceof@ufuipmen)
andsome service providenmseverthelesschargeduser fees to cover thsecosts.A

lack of government funding for public sector rehabilitation servizas been found

to bean issie in other LMICs, too. For exampleetlimited financial support from

the Bangladeshi government negatively impacted the productivity of public sector
rehabilitation and disability service providers in the cour{tdyri et al., 2022)For
example, nmimallogistical support, such dke lack ofoffice supplies, disability
forms, or computers, hampered the quality thie Bangladeshi S NJJA OS LINE @A R S
work in providing services to children with disabilit{®iri et al., 2022)Nuri et al,
(2022)alsofound thatlimited travel funds available faut-patient services

resulted in service providers having to cover their own travel costs, which could be

a significant financial burden for many of them. This also negatively imptwted
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exacerbating health and rehabilitation disparities for persons with disabilities.

Service providers in theGO and private sectoedso faced significant financial
challenges due tbigh overhead and operating costsnited revenuesand

minimal, if anygovernmentfinancialsupport.Since the rehabilitation therapies

they offered were not available in the public sector, clients were expected to pay
out of pocket to access these services. Service providers acknowledged that the
fees they charged for their programmes could be a fingrmirden for some of

their clients. Many took steps to address this issue by offering payment plans or
FAYRAY3I o0dzAAYySaa aLRYyaz2NBKALE G2 O020SNJ (|
delaysin receiving payments made it difficult for some to pay wtikills, rent, and
employee salaries on time. Where service providers experience financial difficulties,
they struggle to provide affordable and effective rehabilitation for persons with
disabilities.In other countries, financial challengakso impactervice providerQ

ability to deliver rehabilitationFor example, a study from the Minas Gerais region

of Brazil examined barriers to cardiac rehabilitation in public and private settings
from the perspectives of healthcare administrators and rehabilitapooviders It
foundthat the lack of government or private funding sources were reasons why
cardia rehabilitation programmes were either limited or unavailable in the region
(Sérvio et al., 2019Though tke study did not consider the consequences of

financial challengeas experienced in the Maldiveis does highlight that

insufficient funding can negatively impact the availability and reach of rehabilitation
services. Thus, it is essential that government and other stakeholders involved in
the delivery of rehabilitation find solutions to fund andogort sustainable

services This will helgo ensure individuals living with a disability have actess

the right rehabilitation treatments

There is limited integration of rehabilitation into health financing schemes in many
countries(World Health Organization, 2023)his has generally resulted in reduced
budget allocation, which in turn, hasipacted quality andreated a mismatch

betweenpopulation need and theehabilitation servicesvhich are actually



financed and made availab{&/orld Health Organization, 2023)he Maldives
government has made certain impairmesgpecific services (e.g., physical therapy,
hearing, vision) available at no or low costs for persons with disahiléies nore
recently, invested in creating a mental health strategy across the country. However,
there is a need for further investment for other rehabilitation services, such as
cognitive, speech, or occupational therapy. These services are generally provided by
NGOs or the private sector at a cost and can be expensive for persons with
disabilities, which means such services can become unaffordable to those who need
them. Such services can also be quite costly for the service providers who offer
them, in terms of high rent, overhead costs and staff salaries and trajiiogld

Health Organization, 2023)

To ensure rehabilitation services are adequately financed, service providers need
opportunitieswork with policy makersand share their experiences tife

facilitators and challenges they faoedelivering rehabilitation services in the
Maldives. Moreover, this is an opportunity for all key stakeholders, including
persons with disabilities, to collaborate designingunding strategiesn order to

improve availability of programmes across the country.

Rehabilitation Human Resources

The nsufficient number ofjualified rehabilitation service providevgas identified

as a significant barrier to providing rehabilitation services in the Maldilieis is a
challenge experienced by other LMICs where there is a shortagepobpriately

skilled andqualified rehabilitation workforc€Gupta et al., 2011, Nuri et al., 2022,
Raham, 2019for example78% of African countries have less than one audiologist
per one million people, while over 50% of European countries have 10 audiologists

per one million peopléKamenov et al., 2021)

To address the shortage of rehabilitation professionals in the Maldikissstudy
found thatservice providersften rely on rehabilitationprofessionaldrom other

countries However key informants indicatethis presentecsomechallenges,
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including language and cultural barriers, as well as the lengthy recruitment process
and the additional cost of covering housing and travel of-Maldivian
professionalsAccording to Sco?016) any breakdown between nelocal service
providers and their clients due to language and cultural differences can adversely
AYLI OG Yy AYRAQGARdzZ f Qa KSFfGOGK 2dzio2yYySaod |
that language and cultural training, as well as skillsupport, can improve patient
care and safety among foreigrained healthcare professiona{Shen et al., 2010,
Viken et al., 2018)This suggests thaflaldivian service providers shoybdioritise
language and cultural training faon-Maldivian rehabilitation professional3his

would enable persons with disabilities to access kgiality rehabilitation services

that are culturally sensitive and appropriate for their nee@shsl so improve

rehabilitation outcomes.

Furthermore, driven by funding constraints and limited service availability, existing
rehabilitation staff often experienced long work hours, high caseloads, complex
client issues and burnout. Thus, the health and welihg of rehabilitation staff in

the Maldives was another concern for service providers in the public, NGO and
private sectors. Key informants highlighted that these challenging work

environments would often negatively impact staff morale.

Staffmorale in healthcare is a significant issogacting healthcare services,
particularlyin low resource settings. Witlut adequate government health human
resource polices or guidelineservice providerg the Maldivesand elsevhere

have beenleft to address the health and safetpncernsof their staffon their

own. For example, in a tertiary hospital in Lilongwe, Malawi, severahaté/ating
factors were identified which led to high frustration levels, burnout, and low morale
amongst nurses and doctors. Similar to rehabilitation workers irMadgives, high
caseloads, inadequate resources (e.g., healthcare and management staff,
equipment) and lack of human resource policies (e.g., performance management,
compensations, training) were factors which createchallengingvork

environment for staff{ Chipeta, 2014)
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Theseexamples above highligisbme ofthe challenges healthcare workers
experience while working ithe contextof low resourca and workforce shortages
Research by Rowe et g2005)found that amulti-prongedapproach, suclas

effective supervision, appropriate feedback anesarvice training, are effective

ways to improving moraland performance in underesourced environments. In

the Maldives, rehabilitation serviaranagersieed to acknowledge thenportance

of employing workplace interventions, such as human resource polices and health
and weltbeing programmes, to address the health and safety needs of their staff.
By recognising the value of their staff and investing in their-iaeihg, these
rehabilitation service providers can create a supportive work environment that will

benefit both staff and persons with disabilities.

The results from this study also suggest that the limited numbeelo@bilitation
educational programmein the Maldives may have contributed to the shortage of
rehabilitation professionaldAt the time of fieldwork, medicine and nursing
educational programmes were the only courses delivered for health care
professionals in the Maldive&ducation programmes, such as speech language
therapy or behavioural counselliigaining, were not available. This is not unique
to the Maldivesrehabilitation educatioal programmes are limited in other LMICs.
For example, there are only &tcupational therapgducational programmes
available in nine out of 21 Anglophone Ssdharan African countrigggho and
John, 2017)in contrast to the 11®ccupational therapyducational programmes

in the Lhited Kingdom(UK)(UK Health & Care Professions Council, 20Pi8se
findings underscore the need for the Maldives governtrterdevelop
rehabilitationeducatioral programmesthereby addressing the shortage of
rehabilitation professionals within the countandreducing reliancen recruiting

from abroad.

Doctors as Gatekeepers

In the Maldivesareferral by amedical actor is required in order t@ccess public
sector rehabilitation services, Y R F2NJ 1 KS O2dzy iNEQa vyl A2y



14¢€

scheme, Aasandha, to cover the cost of treatmemiséme caseshe referral

would alsodeterminethe type and duration of the interventiorin ther interviews

for this study rehabilitation service providers highlighted this issue as a possible
constraint to rehabilitation access. Thalgo suggested this reflected, and
NBEAYT2NOSRZ (GKS 320SNYYSYld YR YSRAOL
rehabilitation and disability. This may be the reasorviee providers natd that
R2OG2NAR | O0 ktiEatisitt® role & do&oBplal® MEauthorising access

to public sector health servicéSreenfield et al., 2016Historically, tis

gatekeeper approachas beerintroducedin a number of health systenas a

response to a shortage of medical specialists (e.g., neurology, oncology) and as a
way of controlling healthcare cos{Sripa et al., 2019)However, the literature is

mixed on its usefulness and its effectiveness in controlling healthcare costs is
unclear. A Greenfield2016)states delayed diagnosis and adverse health
outcomeshave both been attributed to thiapproach It is difficult to draw

conclusions on the impact of gatekeeping on health systems and healthcare users.
In most cases, research is from HIC, each with different health systems, and focuses
on referral or direct access to medical specialists, rather thraaccess to

rehabilitation services.

The literature on gatekeeping nelation to accessingehabilitation is limited and
again, mostly from HICs (e.g., US, UK), each with different health systems. However,
somestudies have demonstrated that there are significant benefits for health
systems and patients when se#ferral or direct access to rehabilitation is

available. For exampléjoldsworth et al.(2007)compared the cost between direct
access and general practitioner referral to physical therapy in primary care in
Scotland. Using data from over 3000 patients, the average cost of direct access to
physical therapy was £66 compared to £90 for thosferred by general

practitioners. Those whaelfreferredto a physical therajst required fewer doctor
visits, drug prescriptions;pays and referrals to secondary care (e.g., medical
speciality) resulting in lower spemd) by the National Health Service (NHB)e

authors concluded that direct access could save NHS Scotlande2odlionper

year.Savinghavealsobeen found when patients haveaddirect access to other



healthcare professional&urthermore, snilar costsavings were found when
AYRAGARIzZE £ A3Q FANRG LRAYyG 2F Oz2ydl O 6SNB
doctors) in Dutch primary care settin{[3ierickvan Daele et al., 2010\urse
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significantly less than the family doctors.

Although these studies were conducted in HICs, they do suggest potential economic
benefits to direct access to rehabilitationhesecost savings may be of interest to
Maldivianpolicy makers and could be reinvested in rehabilitation, permitting
expansion of services to remote areas, hiring service provjdesurchasing
rehabilitationequipment. For persons with disabilities, it could save the indirect

costs associated with travel, accommodation, or opportunity costs when required

to see a general prattoner for a referral. All of which may have presented as

barriers to access for service users.

Other studies have founddaitional health benefits for those who access a
rehabilitation professional directly or sakfer in the public sectof-or example,
individuals in the Netherlands who accessed physical therapy dirqbigrienced
fewer physical therapy visits and betteealth outcomege.g., return to work

faster, reduction in pain) than those who were referred by a do@t@emrijse et

al., 2008) A comparison could also be made by looking atredédfrral to other
rehabilitation services, such as mental health, where it was found that parents,
children or youths in England wiselfreferredhad better outcomes, including
greater satisfaction as they were able to access mental health programmes faster
and avoid lengthy waiting lis{RRocks et al., 2020 has been suggested that direct
access to rehabilitation can improve quality of care and clinical outcomes by
decreasing waiting times, meaning rehabilitation interventions can be initiated
closer to time of injury or onset of symptoms, reducing charafeomplications

and before chronicity begind/oore et al., 2005a, Pendergast et al., 2012)
However, aecent systematic review by Babatunde et(@020)found no

difference in health outcomes between individuals who had direct access to

physical therapy compared to those who were general practitioner referred. The



14¢&

study suggested was difficult to ascertain the most effective mode of delivery due

to the paucity of robust quality evidence.

Potential limitations of direct access should be considered. Soadical doctors

have identified concerns with direct accessptoysical therapyFor examplethey

argue that this model of delivery could cost the health system more money due to

overuse and/or inappropriate use of physical thergPgndergast et al., 2012)

hdiKSNER FSSf aSNA2dza LI K2t 23ASa YAIKG oS
RAFIy2aiA0 aiAtfaz IyR GKSNEFTF2NB:E || R200G:
O2NNBOGf & RAIFIIy2asS FyR FaasSaa GKS LI GASy.
health servicdMoore et al., 2005b, Pendergast et al., 20k%)wever, Babatunde

et al.,(2020)found no evidence of adverse effects or misdiagnoses for individuals

who accessed physical therapy initially. Others contend that physiotherapists are
appropriately educated and trained to diagnose and treat conditions within their
scope of practice,and 2 & ONBSYy F2NJ 20KSNJ YSRAOIt Oz2y
assessmentMoore et al., 2005b, Piscitelli et al., 2018) study by Moore et al.,

(2005a) found there was no difference between physical theérapand Q

2NIK2LJ SRAO adz2NBS2yaQ oAfAGASE G2 | OOdzNJ
musculoskeletal injuries (e.g., fractures, ligament tears) and suggest appropriate
interventions. This suggests that physical theségare not only capable of making

good clinical judgements and ordering appropriate diagnostic tests but can make

clinical decisions independent oS y S NI f  LINder@i{Modrd e af.S NI a

2005a) Holdsworth, Webster aniicFadyer(2008)also found that general

practitionersin Scotlandriewed patient selfreferral to physical therapy in a

positive manner. They recognsphysical therapists as competent practitioners

who canaccurately diagnose and manage health conditions within their scope of
practice.Rehabilitation professionals in the Maldives are highly educated and

trained in their fields; they go through a rigorous registration process to ensure

they meet the government standards to work in the Maldiyegldives Allied

Health Council, 2022)hey are accountable to the Allied Health Council and must
FRKSNBE (2 GKS NHzZ S&a yR NB3IdzA I GA2ya asi
Act (2015), all of which might suggest they would be appropriately placed to handle



direct access or sefeferral of those patients that might benefit from

rehabilitation.

As with the majority of the population, persons with disabilities will always need to
see a family doctor for a variety of health reasons. However, having the ability to
directly access rehabilitation professionals in the public sector could not onlyshave
positive impact on health outcomes for persons with disabilities, but also for the

Maldives health system.

Capacityof Rehabilitation Service Providéndnfluence Government

The key informants involved in providing or supporting rehabilitation noted that

working in a resource limited environment with minimal government support has

been challenging for them and their organisations. Meditthat little progress had

been made in advancing disability and rehabilitation policies and programmes in

the country. Key informants suggestelis lack of change reflected the

A2@SNYYSy G Qa | 0aA G dsRll asiiid intitediRridersiakdhg & | NS I
the role and value of rehabiliteon for persons with disabilitiesecogrsing the

need for change, mankey informantsrom the public, private, NGOs and DPO

sectorstook on the additional responsibility to organiaad participate iractivities

designedo influence disability and rehabilitation policies and programnmethe

country.

Civil society organisationshichcan includeNGOsand DPOghave recognised the
need to influence policy and the decistomaking process more effectively in order
to represent the needs of their interest groups or to ensure new and existing
policies are evidencbased(Court et al., 2006 However, policy change is not a
linear processit is complex, dynamic, and time consuming for those involved
(Court et al., 2006, Jones, 201There are many approaches to influencing policy.
For example{ I NI | y RO mdlody ¢f RdlGy influencing activities
include advising, lobbing, advocacy and activism. Using this nemledralkey

informantsparticipated in advocacy activities by organising disability and
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rehabilitation awareness programmes or participating at local or national
conferences. Others lobbied government officials directly to establish disability
specific guidelines or policies or to improve access to disability specific
rehabilitation programmesMost tried to collaborate with government on
disability/rehabilitation projects with limited succedsey informants commented

that they found the policy influencing process to be frustrating and challenging but

necessary.

Research has identified several facttrat can impact the ability of civil society
organisations to influence policy and practioecluding understanding the policy
process or using evidence to support policy chamdgeanwhile limited
collaboration or partnerships with others, including government entities, can be
detrimental to the procesgBoumans and Ferry, 2019, Court et al., 200B)is
studyQa T A Y R Atgabkay indodrariis8oiking in the NGO, DPO and private
sectors often worked independentlf each other, and thismay have limited their

ability, efficiercy,and power to effecpolicy change

Gomez and Harrig2016)found that a lack of collaboration between NGOs and the
Chinese government during the AIDS crisis in theX8RDs resulted in a poorly
coordinated national response to introduce prevention and treatment policies.
Chinese health officials were unwilling $eek out and proactively work with AIDS
NGOs due to a lack of trust, especially with those affiliated with western countries.
This delayed response to this epidemic resulted in a significant increase in HIV/AIDS

cases in the countrfGémez and Harris, 2016)

Conversely, a number of mental health NGOs working irr&s@urce settings in
Africajoined together to create a regional bodyhis allowedhe NGOs to share
knowledge and provide technical and economic support for each othalso

enabled them to coordinate wheadvocating and lobbying local and national
governments on developing and implementing mental health policies and increased
funding for mental health programmé&leintjes et al., 2013Yhis example

highlights the potentiabenefits ofMaldivianNGOs and civil societyganisation
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partnershipsn improving public health outcomeand underscores the importance
of partnerships and collaboration (with each other and the governmeninprove

access to rehabilitation for persons with disabilities in the country.

6.4Persons with Disabillities

From a systems level perspectifiadings in this research suggeshabilitation

servicedn the Maldivesare fragmentedLowgovernment priority, few disability

and rehabilitation policies and laws, along with an uncoordinated bureaucratic

system, were highlighted as barriers to the delivery of rehabilitation services

throughout the country. These system level factors can @rfae factors at the
AYRAGARdIzZ £ € S@St | y Recidior hiichbilily toraccéss &1 6 f SR LJ!

rehabilitation services.

The next part of thishapterdzd S a [ SddeéptpaldBamdeéwork2013)as a
guide todiscusigthe keyfactorsthat ¥ ¥ S O (i ahilfy ® hdteSQ &

rehabilitation services the Maldives These include:

1) approachability and the ability to perceineed
2) availability/accommodation and the ability to reasérvices
3) affordability and the abilityo pay

4) appropriateness and the ability to engage

Please refeto Appendix IF 2 NJ RS T A ¥y A (i A(20f3jaccest dihefsd®sa || dzS Q a

and abilities of persons to interact withe access dimensions

Approachabilityand Ability to Perceive
CKS WrHoAfAGE (2 LISNOSAGSQ GKS ySSR F2NJ NJ
impacting met and unmet rehabilitation needs in the Maldives. For some

participants, their understandg ofthe underlyinghealthissues related to their

impairment the need for rehabilitation, and where to find servicalowed them
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to seek out rehabilitation services to meet their needs. However, some participants

were unaware gfor did not perceive there to heotential benefitsfrom

rehabilitation in terms of improving their functionality and quality of lifduisled to

an unperceived unmet neea findingwhichwasobservedprimarilyamong older

people living in rural areas. It is not possible to generatjse@nthe small numbers

2F LIS2LX S AyOfdzZRSRX o6dzi GKAA |fA3dya 6AGK
healthcare need do not necessarily translate into health service demand or use,

especially in LMIGWorld Health Organization, 2015esearch suggests that

2f RSNJ LIS2L) SQa @ASga 2y (GKS |3IAy3a LINROSA.
behaviours. Negative sefferceptions of aging may lead to beliefs that conditions

associated with aging (e.g., mobility difficulties) cannot be treatedaardseen as

unimportant or untreatable, reducing the likelihood of seeking healthcare services

(Sun and Smith, 2017 dzNJi K SNJ NB &SI NOK aKz2dzZ R SElF YAYS
knowledge and experiena# identification of rehabilitation needs and referral

pathways as well as attitudes towards aging and disability.

Participantsalso reported adck of information from healthcare providers tme
potential benefits of rehabilitation or where to access services. This is consistent
with findings from other LMICsvhere awareness and understanding of disability
specific rehabilitation services (e.g., vision, hearing) have been shown to impact
individual€decisions to seek out services for their impairmefhtse et al., 2013,
Zuurmond et al., 2019)Awareness raising strategies may be important and these
should be tailored to local needs:or example, in response to poor awareness and
uptake of ear and hearing services in a rural area of Malawi, one stumbessfully
developed and tested an educational intervention which included an information
leaflet detailing where and how to access services, what to expadtpotential
benefits and counsellinBaum et al., 2019 hisDrPHstudy did not specifically
SELX 2NB RSGSNXYAYylIy(ia 6So3dr 320AaAlfx SO02vy:
rehabilitation needs. However, previous literature suggests factors such as
education levels and motivation levels may play a role. Ensor add_d$ (20D4)
review of the literature found tht education levels were correlated with demand

for health services. They suggested that higher literacy rates and knowledge of
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health, associated witlhnigher education levelsncreased desired and actual use of

health services.

Availabilityand the Ability to Reach

The aailability of rehabilitation services in the Maldives ahd ability to reach
theseservices were identified as factors impacting a partici@arghabilitation
needs.As an island nation, the geography of the Maldiaffectedthe ability of
some participant$o access rehabilitation servicgsarticularly those who reside on
the smalleror more remoteislands While hospitals on larger islands provide
certain services, such as vision and/or physical therapy, most other services (e.g.,
mental health, cognitive) are available only in Ma&é.a result, manguter island
based participants were required to travel long distanteMaleQdt their own
expenseto obtain rehabilitation. Someparticipants travelledabroad to access
services but would be required to cover some or all the travel and rehabilitation
service expenses themselves if they had loe¢n referred by a Maldivian medical
doctor orapplied through one of the government financial assistance schemes
Thosewho could not afford it, would forgo any rehabilitatiofhis challengés also
seen inother LMIC island states where rehabilitation services are linatet!
centralised in large uldm cities.For example, low vision services and devices were
extremely limited in Papua New Guinea with most services based inddogea
centres(Marella et al., 2017)Due to the remoteness of the villages in the country,
individuals would be required to cover travel costs (e.g., airfares and lodgings)
themselves or wallong distances$o access these services.consequence of
limited service availabilityespecially in rural areas,that people with disabilities
may not beableto access services in a timely manpeat all resulting in unmet

rehabilitation needs whichegativelyimpacthealth and/or functional outcomes

The availability ofdmilyandsocial supporhetworksA YLJ OG0 SR &a2YS LJ

ability to accessehabilitationservicesFor examplefamily membeswho assised
with childcae responsibilitiesor who accompaied participantsto Malé or abroad

were key factorsn ensuring therehabilitation need®f some of thesendividuals

NI
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were met.This is supported in the literatur@uurmond et al.(2019)found that

household membergr Cameroorplayed avital role inaccompanging person with

disabilitiesto health servicesConversely, some femagarticipantsin this study felt

that the lack of childcare support grersonsto accompany them to their

appointmentslimited their ability to access rehabilitation servicEsom a gender

perspective, this finding reflects that women with disabilities anth caregiver

responsibilities were disproportionately affected by the lack of available support.

These fidings are in line with a study by Melese et @0Q04)who looked at the

indirect costs associated with accessing-\igion services in the Gurage Zone in

Ethiopia. Female participants inahstudy highlighted the lack of childcare or

someone to accompany them to their appointments as significant barriers to

I 0O0SaaAyd GKSaS ASNDAOSad ¢KS FdziK2NA &dz
specialists or surgical units travel to the communitieptovide serviceshus

improving accessAddressing access barriers need to be context specific. This

bridging straegy could be gotential option to improve access to rehabilitation

services in rural regions of the Maldiv€s2 NJ SEI YLJX S &GN} @St f Ay 3
0SIYaés 6KAOK IINB o6FaSR a4 ' G2ttt Kz2aLRAGI
to provide servicesdowever,government and service providers would need to

address the barriers such as providing daycare or chapesengcesvhich were

identified by participants in this study.

Lengthy waiing listsfor public sectorservicesverealso an issue for some
participants Consequently, those who could afford more timely private sector
services did so; those who could not either waited for services or went without.
Several studiebave identified that long wait timesere a barrierto receiving
rehabilitationcare resulting in unmet needéAndersson et al., 2013, Borker et al.,
2012) For example, a study Eyakellariou and Rotar@2017)found that persons
with severe disabilities were three times more likely to experience unmet health
needs because of lengthy wait times to health services in the UK compared to
persons without disabilities. Since persons with disabiliigésn have greater
health care needs and access health services riegrently, the authors argue

that long wait times can be a deterrent from using these services. Not only can this
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lead to poorer health outcomes, but the inability to access services can further
exacerbate the inequalities and povertlysability cycle persons with disabilities

may experience.

Ansell et al.(2017)did a systematic review of interventions to reduce wait times to
primary care, and found same day or open access scheduoling aneffective

method to reducing wait times for primary care clinics in Canada, U.S., and U.K. For
example Bundy et al.(2005)used this approach at four primary care practices in
North Carolina, U.8., and reduced wait times, as measured by the third available
appointment, from 36 days to 4 days over a one year pefimh-attendance at
appointments also reduced by one third during the same period. Salisbury et al.,
(2007)found that patients preferred same day scheduling as it allowed them faster
accesgo a healthcare professional as well the ability and control to book an

appointment on a day they choose.

Most studies on reducing wait times for health care services are baddiCigand

there is a need for research on this in different LMIgswever, same day
schedulingcould be considereds one way of enablinghproved access to
rehabilitation for persons with disabilities in the Maldivescduldoffer this
populationgroupand their familieghe flexibility to organise their trips (e.dg

Malé) accordingly to receive rehabilitation, especially for those living on the islands.
In addition to this appoach, | have highlighted other possible solutiamshis
chapter(e.g., integrating rehabilitation into PHC; sedferral, etc.) to address

access barriers encountered by person with disabilities in the Maldives. While some
of these strategiesire alreadyused by some rehabilitation service providers (e.g.,
tele-rehabilitation),consistent use will requireommitment and funding from

policy makers and service providers. It is also important that persons with
disabilities and other users of rehabilitatiservices are consulted in the

development of these strategies, and with consideratiomoiv to ensure parity in

outcomes for women
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Affordability and the Ability to Pay

t F NODAOALI yiaQ FoAftAGE G2 LIe& FyR GKS | F7F;
access to rehabilitationfhe cost of rehabilitationwhich includes direct costs,

indirect costs, and the availability of financial suppoaispaffectedLJ NIi A OA LI y (G &
choice and autonomgver services availabl® them. Participantdelt that direct

costs (e.g., oubf-pocket paymend for rehabilitation fees in private/public sectors)

and indirect costs (e.g., transport fees, accommodadtamyging) were significant

barriers to accessing rehabilitation servicEsmancial supports from family, friends

or use of social support programmes (e.g., Disability Allowance) also influenced

LI NOAOALI yiaQ oAfAdGe G2 | 00Saa &adzOK aSNJ

Several studies thaxaminedunmet health and rehabilitation needeund that
affordability and the ability to pay for rehabilitation servidesda significant
impactonRA & 6 f SR LB HdEeds/réhabilithtionsérvicéBedford et al.,
2013, Kamenov et al., 2018, Ravi et al., 20E8) example, Magnusson et al.,
(2022)found that the high cost of rehabilitation fees and medicatialong with
transport costswere significant barriers preventing individuals from accessing
health care and rehabilitation services in Sierra Le®mgor et al(2018)carried

out ananalysis of unmet need and use d?ih Bangladeshfindingthat 45% of
participants citiedaffordability as asignificant reason for not accessing.A
Participantsin thisDrPHstudy whohad the ability to pay for services identified
factors such as family financial support, employment income, private health
insurance and access to governmential protection programme®.g., Disability
Allowance, Medical Welfarethat facilitated their access to rehabilitation services.
Thisaligns wih the quantitative findingsrbm this study which founthat
individualswith higher socioeconomic status (e.g., income, income per capita, and
per capita expenditureyvere less likely to report an unmet need. These findings are
also inline with studiesin other settingsvhere higher socioeconomistatusand
access to health insuranegere linked togreater use of rehabilitation services for
persons with disabilitiegBernabeOrtiz et al., 2015, Medeiros et al., 2021)
SpecificallyBernabeOrtiz et al.(2015)identified that persons with disabilitiesith
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a higher socioeconomutatushad 2.21 times more access to rehabilitation services

in Perucompared to people of the lowesbcioeconomic status

These findings are contrary to the principlesurfiversal health coveragahere
individuals should be able to access the full continuum of health services (e.qg.,
prevention, treatment, rehabilitation) during the course of their lifetime without
experiencing any financial hardsh{i{y/orld Health Organization, 2022¥Yhile the
Maldives government has made progress with establishing a UHC programme (e.g.,
Aasandha) and addressiSgistainable Development Go&8,0 KA &4 a (i dzReé Qa
suggest thanot all rehabilitation services, such as mental hiealt cognitive

servicesare covered. Thi®iascreated inequitable and unequal access$ome

persons with disabilities, especially foomen andthose living on thesmaller,

more remoteislands. While existing social protection programmes (e.g., Disability
Allowance, Medial Welfare)were available to those whavere awareof and

gualified for these schemes, the direct and indirect costs of accessing rehabilitation
servicesemained achallenge. As a result, some were unable to access these

services because of financ@nstraints.

Policy makers neetb addresghe direct and indirect costs people with disabilities

face when accessing rehabilitatidinsuring all rehabilitation services are covered

T A

dzy RSNJ G KS O2dzy iNE QA dzyAGSNAEIf KSIfGK 020

associated with using rehabilitation services. Improving service availability
remote areas of the countrfthrough telerehabilitationengagingcommunity

health workers, or mobile rehabilitation teamsan help reduce indirect costs.
Please refer t@ection6.3.2for further discussioron the potential to introduce

these service delivery methods. However, other strategies are also necessary to
address indirectostssuch as travelling, lodging, or childcare, which can be costly
for persons with disabilities and their families, especially those living in rural areas
of the country. The social protection programmes (e.g., Disability Allowance,
Medical Welfare) availablcould be tailored to cover indirect costs. For instance,
the Medical Welfare programme, whighovides airfare for travel abroad, could be

tailored to cover boat or airplane costs for those travellirgm remote islandgo
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Malé for rehabilitation. Likewise, the Disability Allowance could incadiitional
funds to cover lodging or childcare costiereare no restrictions on how the
DisabilityAllowancemay be usedHowever, most of the funds are usealcover
the costs obasic items (clothes, foo@nd are therefore not available for the
intended expenditures such ascessing rehabilitatigrAP and medications
Further research is required to identind evaluateppropriate strategies to
reduce indirect costs associated with accessing rehabilitation for persons with

disabilities in island nations.

While the qualitative component of thieesearch did nodirectly assespoverty
levels,| cannot say that this was a factor that affedtthe participants.These
additional sometimes prohibitiveehabilitation costs are likely contributors the
increasedisk ofpoverty for somepersons with disabilitiesThelink between
disability and povertys well recognisedyhere onecanreinforce the otherBanks
et al., 2018a, Mitra et al., 20L7or examplethe costs associated with
rehabilitation contribute to the extra costs faced by persons with disabilities, which
where people are able to pagancontributeto poverty (Banks et al., 2022b)
Wherecosts arecompletelyunaffordable, this may leapeopleto delay or abandon
seeking out rehabilitation. This in turn contributes to reduced functionality and
independence, which may limit income generating activities. This can also

contribute toan increased likelihood afdividuals with a disability living in poverty.

Appropriateness and the Ability to Engage

t F NODAOALI yiaQ oAt AGSE ininkradBiofi@ithth® Ay (G KSANJ
appropriateness of services receivedre identified agactors impactingheir

ability to access rehabilitation services andet theirrehabilitation needs. For

some participantstheir perception that services were pbor quality led to a

mistrust in the Maldives health systeror others, having to see multiple doctors

or other rehabilitation service providers, or not receiving a definitive diagnosis for

their health condion, led to their mistrust in healthcare workers.



Trust is a vital component of a successful clinieipatient relationship

(Gopichandran and Chetlapalli, 201Research suggests that greater trust in

clinicians and the healthcare system is associated with better health outcomes,

while poor trust camegatively impact omealth seeking behaviours amdntribute

to poorer health statugMohseni and Lindstrom, 2007, Trachtenberg et al., 2005)

Chandra and Mohammednezhé2020)SE L) 2 NBR Tl O 2NBA 6KAOK A
level of trust in physicians in low resource settings in Fiji. They interviewed 20

participants who were seeking healthcare services at three outpatient health centre
settings in Suva, Fiji. Key factorsinfldehy 3 LI GA Sy d GNHz G Ay Of dz
interpersonal and communication skills, attitude and approach, clinical competency

and patient centred care. Patients had greater trust in physicians who completed a
physical exam, effectively communicated the prognasid involved them in the

discussion about their health. However, long wait times to see the physician, lack of

a physical exam or the feeling that their questions about their health were not

satisfactorily answered resulted in patients losing trust initipdysicianThis DrPH

study did not explicitly explore the userovider relationship or clinician

communication and interpersonal skills. However, it is an area that deserves further
attention because strengthening trusting relationship has the potémtiaesult in

better adherence to treatment, improved patient satisfaction and quality of care,

supporting the overall goal of better health outcom@handra et al., 2018)

Having the capacity and the ability to seek and gather information about their

impairment and the confidence to engage with healthcare professiqradpear to

be factors inhavingrehabilitation needs metAlsem et al.(2017)found that in the

O2dzNBRS 2F &aSS1Ay3 2dzi KSIFf GKOFINB AYTF2NNI
became increasingly confident and engapere empowered to find information
themselvesto correctly directquestions andto take a more directing role in

consultation with healthcare professionais order to meeii K SA NJ OKAf RQa K S
needs.To achieve better health and rehabilitation outcomes, persons with

disabilities and their families must be empowered to engage with their

rehabilitation service praders. Effective ehabilitation requires active

participation by the client, thus a cliegentred care approach is preferrethere
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should be aremphasis orservice providers to take a holistic approaid interact
with their disabledclients and familiesvith empathy, dignity and respe¢iesus et
al., 2016, Mlenzana et al., 2018)ore importantly, the service providenseedsto
acknowledgepersors with disabilitiesas individuals and not focs®lelyon their
impairmentsin orderto fully engage them during the rehabilitation procggdesus

et al., 2016, Mlenzana et al., 2013)

It is important to note that many of issues around availability (location, waitlists) or
the affordability (direct/indirect costs) are likeéxperienced by nowlisabled

persons with seeking rehabilitation or other health services. However, these issues
become magnified for persons with disabilities because they have greater needs for
seeking these services for their impairments. Even in theéestof a country with

scacial protection programmes, these issues, along with the extra costs and financial
challenges of living with a disability, put persons with disabilities at a greater risk of

poverty and exclusion.

6.5 Reflection on Use of Frameworks

A theoretical frameworlcanad as a blueprint for researcfGrant and Osanloo,

2014) Not only does it help to build and support the research study, but it also

guides the research proceg&dom et al., 2018, Grant and Osanloo, 20T4)s

DrPH thesis explored access to rehabilitation services for persons with disabilities in

the Maldives from both supply and demand perspectives. Two frameworks,

[ SOSa@RUayY @ay OS LJi dzF £ CNJI Y S g 2 NIOL0OEMssificianS a a | y
of Unmet Need, were used to guide this research study. They were key in

developing the research problem, guiding the literature review and research design

as well as the data analysis, discussion of the findings and its overall conclusions

(Adom et al., 2018)

These frameworks were chosen because of their complex approaches to
O2yOSLJidzt f AaAy3 | O0Saa yR dzyYSi ySSRo [

comprehensive approach to the supply and demand aspects of access to health
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services, compared to other access frameworks in the literaferg.,Penchansky

and Thomag1981) Peters et al.(2008). As noted by Cu et g2021F [ S@Salj dzSQa
(2013)framework for conceptualising access is particularly nuancedyporating

the parallel elements of the supplier and users of health servit@s makes it

useful foridentifying specific supply and demand barrieasd facilitators along the

access continuum for rehabilitation for disabled peoffla et al., 2021)

However, there were some challenges in using this framework as the research
found that some access barriers overlapped and so could fit into more than one of
[ S @S a@oda3d@ninsions. For example, lojmurneysto a rehabilitation

service could fit into either availability/ability to reach dimension (e.g., lack of
service availability in area) or affordability/ability to pay dimension (e.g., high cost
of travel). Also] felt that this access framework did not take into consideration the
impact government health legislation or policies (or the lack of) had on access to

rehabilitation services for both service providers and persons with disabilities.

Although itcan beargued that the Levesque@013)access framework does

incorporate elements of government legislation, it is a matter of how the

framework is interpreted that allows this to be considered. For this research, it was
FSt0d GKIFIG GKAA WRdzZf O2RAY3IQ YotbRfersA i OKI |
and facilitator along the access continuum. A second framework found helpful in
YFE1Ay3a aSyasS 2F (GKS RI(#0L0)CladsificationiokUniet NS & S| |
Need. This also takes a comprehensive approach to unmet need by conceptualising

it as falling into five categories. This classification helpedyain a better

understanding and appreciation of the complex and nuanced nature of unmet need

and its relationship to access barriers and facilitators. In particular, this

classification underpins the conceptualisation of unmet need developed from the
findiy3a 2F GKAA aiddzReé FyR dzaSR Ay O2yedzyOi
framework. Itwas useful in identifying which access barriers influenced the

different classifications of unmet needs
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6.6 Contribution to the Theoretical Frameworks

With the socioeconomic and geographical setting of the Maldives, my studkes
a newcontribution to the research literature by combining thieeoretical
frameworks of Levesque et al2013)and Allin et al.(2010)to guide and analyse
accesdarriers and facilitatorsvith met and unmet needs within the context of

rehabilitationin a small island state

While the Levesque framewofR013)has been increasingly applied to explore

access to health services for people with disabilifiesy. Reichenberger et al.,

(2024) Smythe et al.(2022) few studies have used it specifically for rehabilitation,
especially in LMICs or SIDS, and those studies have typically explored either supply

or demand side or focussed on a specific rehabilitation domain (e.g., Aenishanslin

et al.,(2022) Mcintyre et al.(2021)) @ { A YA f I NP@@catedorisdtiohQa S i |
of unmet need has been cited in the literature in a variety of different healthcare

settings and population groups (e.g., @ari (2013) Smith and Connol2020);
K26SOSNE OGKSNB O2yiGAydzSa G2 oS | L) dzOA G @

al., unmet categories in rehabilitation settings in SIDS and LMICs.

| believe this is the first study to combine these frameworks to carefully examine
access to rehabilitation from government, service providers, and persons with
RA&Ll 0Af AlGA FarexampleNimitelSgoverhriest Eupport and poor
coordination of rehabilitation services created a challenging environment for
service providers to offer rehabilitation services. The lack of available services and
high direct and indirect costs to accebgse services led to unmet rehabilitation
needs, especially for tise in lower socioeconomic positions and older people.

In combination, these frameworks allowed for thisdapth analysis to identify the
unigue access barriers and facilitators to rehabilitation services for persons with
disabilities in the MaldivedNot only does this study contribute new knowledge to
the fields of disability, rehabilitation, and SIDS, it also suggests that these two
frameworks can be used together to develop a comprehensive understanding of

complexphenomenan health services researchliebert et al., 2023)



6.7 Strengths andL.imitations

A strength of this study is the mixedethod approach used to explore the barriers
and facilitatorsto accessing rehabilitation from both supply and demand
perspectives. This approach allowed for a robust andepth understanding of the
issues faced by persons with disabilitiggvernment entitiesand service providers

in their attemptsto acces®r deliver rehabilitation services in the Maldives.

Another strength of this study is that took a nationwide approackitploreaccess
facilitators and barries. It utilised quantitative data from a population based,
nationally representative surveyhich used standardised sampling approaches,
reducing sampling bias and increasing generalisabiligy.dUalitative data was
obtained from participants living on different islands around the country. While the
guantitative research providedata that can be generalised the wider

population, the qualitative research proviglech and detailednsight intokey
AYF2NXYEYGAaQ YR LI NOAOALI yGa&aQ Mt 2y I £ (0 |
and Casebeer, 1997)

The findings from this study can contribute to the field of rehabilitation as it
highlights the complexigésaround the concepts of access, disability and
rehabilitation. It can be useful fgolicy makersand service providers to
understandthe key issusimpacting access fqrersons with disabilitiesandto
develop strategieaddresshese It also highlights the challenges both government
and service providers face in their attempts to deliver servitbass study also
provides evidence which personstiwvidisabilities DPOsand service providers can
use to lobby and advocate policy makers to improve access for rehabilitation

services in health systems.

Thereare a numberof limitationswith the quantitative datawhichshouldbe taken
into consideratiorwheninterpreting the findings.Pleaseaefer to Section6.2
(SectionOne- Objectivel Discussionjor areviewof someof the limitations
alreadydescribed However there are other limitationsthat shouldbe considered.

Firsty, peoplewith disabiliiesin the originalstudywere identified through self
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reported functionaldifficulties. Evidencesuggestghat this maymisssomepeople
with impairments,who may benefit from rehabilitation(Mactaggartet al., 2016)
Secondlyforthe & / 2 @ S dhlcudhtod assumptionsvere madethat the
service/APpatrticipantsfelt they neededwasthe sameasthe one they haveusedto
meeta need.However the questionsaskedaboutgroupsof services/ARy
functionaldomainrather than specificindividualservices/APandtherefore, this
may not alwaysbe accurate Related becausehe questionsgrouptogether
servicedor healthcareand APs it is unclearasto what the specificneedsare and
accesgo different typesof services/Ais likelyto be different (Boggset al.,2021)
Finally the studywasnot originallypoweredto conductthis analysisandthe
samplesizeusedis relativelysmall Therefore,cautionmustbe usedin the
interpretation of the results(Hackshaw2008) Despitetheselimitations,in the
absenceof other dataavailable they canprovidean indicationof the extentto
whichpeoplewith disabilitiesperceivethat their needsfor rehabilitationservices

are beingmet.

Limitationswith the qualitativedatashouldalsobe takeninto considerationwhen
interpreting the findingsof this study.In keepingwith a qualitativeapproachonly a
few participantswere interviewedfrom eachsubgroup(e.g.,gender,location,
impairmenttype, agegroup)andonly keyinformantsinterviewedfrom the

different aspectsof the servicedelivery(e.g.,governmentrehabilitationspecialists,
NGOsPPOsandprivate/publicsectors) sol maynot haveheardother, dissenting

views.

Participantswith a disabilitywere identified from the baselinesurveydata;
however,somemayhaveaccessedervicesincethe baseline sothis hadto be
takeninto considerationduringthe samplingprocess.While carewastakento
chooseparticipantswith different impairmenttypesfrom the demandsideandkey
informantsfrom different areasof the supplyside,it wasnot alwayspossibleto do
so.The Maldivesis anislandstate andidentified asa middle-incomecountry. The
resultsfrom this studymaynot be generalsableto other LMICsasthe contextual

factorsin the Maldivesmay be different comparedto other countries.Forexample,
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the Maldiveshasa UHCprogramme Aasandhawhichdoesincludeacces3o some
rehabilitationserviceqe.g.,physicatherapy, vision),andsoit mightit difficult to
understandaccesdarriersin comparisorto other LMIG without UHC. Finally,
findingsfrom this researchhighlightedhow accesss shapedby personalfactors
(e.g.,gender family support,etc.) and healthsystemsandstructuralfactors(e.g.,
availability,costof services)It did not explorein-depththe role of societallevel
factors(e.g.,cultural,valuesandattitudes arounddisability) and environmental
factors(e.g.,physicalenvironment,accessibleommunication)vhichmayimpact
accesgo rehabilitationfor personswith disabilitiesin the Maldives.Thisdeserves

further attention in future research.

6.8 Reflectionon StudyApproach

a® NBaSIFNOK addzRe gla SYOSRRSR Ay | 6ARS]H
5A&l 0Af A (&uperetial2 2018y $ad both advantages and

disadvantages in terms of the approaches used. For example, a benefit was that it

made the study logistically possible within my DrRignabled me access to data

for the secondary analysis to generate statistics, and to people with disabilities and

key stakeholders for idepth interviews, for a more comprehensive understanding

of the context, situation, and experiences of persons wligabilities and

rehabilitation services providers in the use and delivery of rehabditasiervices in

the Maldives] was also able to learn about Maldivian culture from working closely

with one of my supervisors, a Maldivian researcher, during data collection.

There are many advantages for usinglagpth interviews in qualitative research.

C2NJ SEFYLX SE AG Ftft26a8 F2NI I RSSLISNI dzy RS
experiences, and emotions on a particular topic, and it encourages them to share

more detailed and nuanced information they may not want to share in a group

setting, such asotus grougDeJonckheere and Vaughn, 20183 such, this

approach allows for the collection of rich data where participants can elaborate on

their answers providing context and detail that can help understand complex

behaviours and attitude@Busetto et al., 2020, DeJonckheere and Vaughn, 2019)
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In-depth interviews also allow the researcher to be flexible with their questions and
explore unexpected topics that may emerge during the inter\iBarrett and

Twycross, 2018)

However, to some extentyorking within an existing projeetisolimited flexibility
andconstrained the methodological approadfor logistical and resource reasons,
my research needed to align conceptually and methodologically with the wider
study. Although the wider study was developed in collaboration with local
stakeholders, my specific research focus on rehabilitation wasTin&.research

could have been strengthened by greater involvement of people with disabilities
from the Maldives throughout the research process. For example, project advisory
groups could be beneficial to shape aguide the research questions and
approaches, and as gesearchers, working together on data collection, analysis,
and disseminationC2f ft 26 Ay 3 (KS Wy2GKAy3 I o02dzi dza
approaches are important to ensure that research is relevant to and informs action
for the people it intends to support, as well as contributing to shared learning and

capacity development of all wolved.

Future researcton this topicshould consider other data collection approaches that
enable moran-depth understanding of lived experience aactive participation of
persons with disabilities; for example observation, ethnographic approaches, arts
based approaches, photaice, or community mappind.hese approaches help
ensure research is relevant, supporting persons with disabilities, and capturing
what is important to people who are the focus of the resedffeainer, 2020, Jagosh
et al., 2012)Nathan et al.(2023)suggests that drawing on narrative, visual, audio,
and experiential forms of art making, dvased research can reveal hidden
knowledge as participants give meaning to their experiences in forms beyond
spoken or written wordThese approachesanalsoelicit great insight on a topic

and are more likely to contribute to appropriate and effective community led
solutions(Felner, 202Q)For example, photevoice methodology was key in
identifying the enablers and barriers to social inclusion, including access to

rehabilitation,and tofamily and community for people with psychosocial
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disabilities living in rural India and Neggernandes et al., 2018Jhus, researchers
should consider other approaches, such askated methodologies, that not only

benefit the research literature, but also the participants themselves.

6.9 Dissemination

Working with one of my thesis supervisors, who is Maldivian, | will engage with key
stakeholders to organise a participatory workshepere |l will share the findings

and reflections from this research. These findings can be used to inform discussions
on potential strategies related to access to and delivery of rehabilitation services

for persons with disabilities in the Maldives
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Chapter7: Conclusion

In this conclusion, | will discuss how | have answered the research objectiiis. |
then discuss the recommendations based on the results/findings of this research.

This is followed by a brief discussion of the scope for further research.

This DrPH study aimed to answer the following research objectives:

1. To estimate use ofind unmet need farrehabilitation services among

persons with disabilities living in the Maldives.

2.¢2 SELX 2NB G(G(KS &aiNBy3IdK yR 6SI1ySaa
delivery of rehabilitation services in the Maldives (e.g., government,

rehabilitation workforce, NGOfPOSs).

3. To explore the facilitators and barriers to accesseattabilitation

services for persons with disabilities in the Maldives.

Findings from Objective duggest high unmet need acrossialpairments

(functional limitations). Though awareness of rehabilitation services or devices was
high across almpairmentgroups, use of such services was low. ¥gs identified

as a factor for reporting a need for assistance and reporting an unmet,need
especiallyamongthose 40 years and oldeHowever, those in the wealthiest per

capita expenditure quartile were less likely to report an unmet need.

For Objective 2nidepth qualitative interviews sought different perspectivasthe
delivery of rehabilitation servicefsom the supply side (e.g., government and
rehabilitation service providersfrom the government perspectivihere appeared
to be little political support for rehabilitation in the Maldives health systémy
informants from loth government andrehabilitation service provideragreed that

rehabilitation and disability weraot a governmenpriority. This was reflected in



the few disability and rehabilitation laws, policies and programmaeslin the

limited service delivery throughout the country, especially onghwaller or more
ruralislands Many felt that the social protection programmes (e.g., Disability
Allowance) targeted at persons with disabiliti®ere insufficient for their
rehabilitation needsThis not only impacted persons with disabilitibat also
rehabilitation service providersvho noted the high cost of delivering services and

hiring qualified rehaltitation staffas barriers to service delivery

Objective 3 considered the demand side (e.g., persons with disabilities), focusing on
the barriers and facilitators to accessing services for their impairment. The findings
suggest a variety afccess barriers imp#ng the different levels of unmet need.
Approachability (unaware services available) was identified as an access barrier for
those participants who had an unperceived unmet need. Affordability (e.g., high
cost of services, travel, and lodging) and accommodation (e.g., a lack of
family/social suport) were common factors for those who were unable to meet

their initial rehabilitation needs as well and for those who were able to meet their
initial need but unable taccesdollow-up rehabilitation. Appropriateness of

services (e.g., inability to obtain disab#gpecific rehabilitation services) was
FY203KSNJ 1S FIFEOG2NI AYLI OGAY3I LI NIAOALN vy
services (e.g., therapy, AT repairs, medicatiespecially for those living on the

islands, and acceptability (e.g., personal beliefs, gender) were factors impacting
those seeking follow up services for their disability, after their initial need was met.
The ability to perceive the need for rehabilitan services and the ability to reach

and pay for services weldentified as key access facilitators for those persons with

disabilities whawvere able to meet their rehabilitation needs.

Overall, prsons with disabilities, service providers and government representatives
provided unique perspectives on access to rehabilitation services in the Maldives.
The results from this study can be used to inform planning of policies and
programmes to strengthe rehabilitation in this setting as well as contribute to the
lack of global datan access to rehabilitation for persons with disabilities in the

Maldives



17C

7.1Research Implications and Recommendations

In this section, | discuss research implications and recommendations for policy
makers and rehabilitation service providers. The recommendations are based on

the findings from thigesearch.

7.1.1 Policy Makers

Despite the presence of schemes aimed at achieving, dbtGll rehabilitation
services are available to all, especiald to those livingon smalleror more rural
islands. To ensure equitable access tonaflairmentspecific rehabilitation
services, policy makeshouldinclude rehabilitation services withihe existing
health system infrastructure. Idoing sopolicy makershould consider the

following:

1) IntegrateRehabilitation into theHealth System:
I.  Develop a plan to include all impairmespecific rehabilitation services into
GKS alftRAO®Sa KSIHfOUK daeadsSyo ! asS GKS 2
Systems! DdzA RS 818d)as dguile2agdéfollow the four phases
for development and implementation:
i. Phase 1. Assess the situatitine findings from this research
could also be included in this situational analysisa part of
this process;
ii. Phase 2: Develop a national rehabilitation strategic plan
GKAOK AyOfdzZRSa aiN}XaGS3IasSa G2 IR
Blocks of a Health System (se@pfor details);
lii.  Phase 3: Establish monitoring, evaluation, and review
processes;

iv.  Phase 4: Implement the strategic plan.

(en-N
A
w
e

. LYGSaINIGAYy3I NBKIOAfAGIGAZ2Y Ayd?2

Rehabilitation InitiativeAs previously discussed in Chaptethis Initiative
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has identified 10 priority areas. Some of these priority areas have been
highlighted throughout this thesis (e.g., creating leadership and political
support, integrating rehabilitation in primary care, addressing service
delivery and rehabilitation workf@e issues) while other areas, such as
financing, data collection, building research capacity and emergency

preparedness, still need to be explored.

2) NationalRehabilitationSrategic Plan

I.  Developa national rehabilitation strategic plan and ensure it aligns with the
O2dzyiNEQa ald0SNJISIfTGK tflys 20KSNJ S|
laws, policies or frameworks, and current social protection programmes, to
ensure equal and equitable accessréhabilitation services for all who need
it. Ensurekey stakeholdergvolved in rehabilation and disability including
government ministries, agenciesgrvices providers
(public/private/NGO/DPO sectors) and persons with disabilities and their

families, are involved in the planning process.

II. Create a national level database on rehabilitation using the data that is to be
O2fft SOGSR FT2NJ 0KS al aGdSNI I SFHEOK tflyQ
Outcome Measure 2 (Reduced disease and disability among population).

This data can be useful for determinidigease burden and unmet need for
rehabilitation services for persons with disabilititscanalsobe an
effective tool to ensure improved outcomese due to rehabilitation

serviceqNeill et al., 2023)

lll.  Support collaboration betweegovernment ministriegndagencies
involved in rehabilitation and disability and the Disability Counaiinjarove
coordination anddelivercohesive rehabilitation servisdor persons with

disabilities.
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3) ImpairmentYecificPolicies andProgrammes

Use the lessons learned from the Mental Health Strategy to explbether
impairmentspecific policies and programmes, which addresshigalth
promotion, prevention, assessment, and treatment across the continuum of

care, can be developed and implemented.

4) Service Availability

Import of Rehabilitation Services

The Maldives has established a governmimded medical travel
programme for health services not available in the country. This programme
requires a referral by a public sector physician and covers the cost of
treatment and airfare for the individual armhe caregiver. Currently, the
Maldives does not have a rehabilitation centre which provides specialised
inpatient and outpatient services for complex cases (e.g., neurotaggiac,
pulmonary, etc). Research suggests that patients with complex cases who
received rehabilitation with a comprehensive multidisciplinary healthcare
team with specialised training (e.g., stroke, spinal cord injumgdaetter in
functional outcomes compared to those whlal nat receive specialised
rehabilitation(Cheng et al., 2017l is recommended that the government
funding medical travel programme for health services be extended to
include complex rehabilitation cases where specialised services are not

available in the Maldives.

Address rehabilitation service coverage at primary, secondary, and tertiary
levels of care, as well as the service differential between rural and urban
locations. Policy makerservice providers from the NGO, private and public
sectors, persons with disabilities and their familigisould collaborate to
develop and implement new impairmespecific service delivery
approaches. This should include appropriate funding schemes and
professional trainingespecially in remote areas where rehabilitation

servicesare limited or norexistent. Different delivery approaches, such as



173

travelling rehabilitation teams, telerehabilitatioor outreach programmes,

could be useful in addressing the service gap. For exatasle shifting

strategies, such as trainifgHWsat the primary care level, could address

GKS O2dzy iNEQ& AyadzFFAOASY(G NBKFOATAGIE
remote areas. Using nerehabilitation specialists (e.gSHW$ could be an

effective way to support the delivery of rehabilitation services to persons

with disabilities in the smalleaind more ruralsland setings.

5) Alternative Referral Methods

|.  Thisstudyhighlighteddoctor<patekeepng role,by determining who could
receive rehabilitation services. Service providers perceived this as an access
barrier. Policy makerdvialdivian medical communitgndrehabilitation
service providers should work together to explore alternative rehabilitation
referral methods, such as direct access or-sefiérral. The evidence
suggests these methods do not increase service provider workloads and do
not result in inappropriate referia. In factas previously discussed,
medicalsdoctorsfrom the UKare supportive ofthis approachas they
understand rehabilitation service providers are highly trained and will refer
back to the doctor if the client has a health condition that is not appropriate
for rehabilitation. Direct access may also assist in decreasing the long
waiting lists some persawith disabilities had to endure while attempting

to access rehabilitation services.

6) Rehabilitation Workforce
I.  Supportand increaseehabilitation workforce developmenand training
opportunities to expand the workforcat the individual, institutional,
ASNPAOSa yR aeadSy tS@gStar daAy3da GKS
Framework as a guid&Vorld Health Organization, 2020)he framework is
designed to provide direction on the expected performance of rehabilitation
professions (e.g., physical therapy, psychology, medicine, nursing, etc.) in

order to provide quality care and service delivery. It consists of five domains
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(rehabilitation practice, professionalism, research, management/leadership,
learning/development) which are centred around core values and beliefs. It
can be used at the ministry level, for accreditation/regulatory bodies,

education institutions, and impanent-specific rehabilitation services.

7.1.2 Rehabilitation Service Providers

Rehabilitation service providems the Maldivedeelit is a challengéo provide

guality and affordable rehabilitation for persons with disabiliti€se high cost of
delivering services, workforce challenges, limited government support and
interaction, and few disability, rehabilitation, and impairment specific policies and
programmes, have together created a difficult environment for many rehabditati
service providers to operate iim order to address these challenges, service

providers from DPOs,BDs, private and public sectors should consider:

7) Networking and Collaboration

I.  Create disability and rehabilitation networks across toentry and
collaborate with othes, including academia, disability, and rehabilitation
INGOs, rehabilitatiosspecific workforce organisations (e.g., Maldives
Physical Therapy Association, World Rehabilitation Allizanoe persons
with disabilities Developing relationships with other disability and
rehabilitation organisationand persons with disabilitiesould be an

effective means to drive change in the Maldives health system.

8) Influencing Strategy

I.  Toinfluence policy makers more effectively, service providers
(public/private/NGO sectorspPOsand persons with disabilities and their
familiesshould work together to develop comprehensive influencing
strategies that consider each phase of the policy process. A variety of
activities, such as advising or advocacy approaches, should be considered in

the strategy. While some service providersd those from DPJsave
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experience in influencing activities, they should take this opportunity to
support local disability or rehabilitation organisations with less experience
to understand the policy process and how to influence policies and

programmes in the country;

II.  Incorporate global and local evidence into the influencing strategy as a way

of legitimising and substantiating the influencing process;

[ll.  Develop a communicati@strategy which includes social media, television,
radio, and newspaper This could also assist service provid&BOs, and
persons with disabilitie® develop a relationship with local media as

another way of influencing policy;

IV.  Work with local policy experts who understand the nuanced aspects of

influencing policies and programmes in the Maldives.

7.2 Healtnmpact ofClimate Changen Persons with
Disabilities

While it is not within the scope dhis thesis, it is important to acknowledge that
the impact of climate change will have a disproportionate impact on the lives of
persons with disabilities around the wor(thternational Disability Alliance, 2021)
This is especially important for those living in the Maldives and @ke&s these
countries are at the forefront of climate change. An increase in sea level rises,
heatwaves, droughts, and tropical storms have had a negative impact on these
countries(Thomas et al., 2020fror example, hurricandsave destroyed
communication, energy, transport, health facilities, and homes, having a
RSOl &adl GdAy 3 A YLYTbinas2tal., 2080 lindatSchadgetaldod S a
impacts how health systems function as a result in changes to the demands for

services, the effects of climate variability on health infrastructure, and the cost to
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provide serviceg though these effects will vary locally as the impact of climate
change is not unifornSellers and Ebi, 201T)is therefore likely to have a
significant impact on people with disabilities and their attempts to access
rehabilitation, particularly in remote areas where services are often linftédted

Nations High Commissioner for Human Rights, 2020)

The health impacts of climate change may be experienced more severely by
persons with disabilities owing to the harmful effects of climate chafigeited

Nations High Commissioner for Human Rights, 20B0) example, extreme heat
waves and high humidity can negatively impact individirglsg with multiple

sclerosis who have difficulties regulating their internal body temperature resulting
in difficulties breathing, increased pain, and muscle weakness and possibly leading
to hospitalisationUnited Nations High Commissioner for Human Rights, 2020)
During a severe weather event (e.g. hurricane), individuals with cognitive
impairments may have difficulties understanding what is going on around them
hampering preparation, evacuation, and recovery process impacting their safety
(Gaskin et al., 2017Persons with disabilities are more adversely affected during
emergency weather events sustaining higher rates of morbidity and mortality since
they are least able to access emergency supfldnited Nations High

Commissioner for Human Rights, 2020)

The Maldives has felt the effects of climate change for many y&éaes2004

tsunami had a devastating impact on the country where many islands experienced
considerable damage where houses, businesses, and hospitals were destroyed,
uprooting the lives of many peop(®Vorld Bank et al., 200550me health clinics

and hospitals, including rehabilitation services, on some islands lost all their medical
equipment including xays and generators due to water damage and were unable

to medical services tpeople(Carballo et al., 2005 his put additional stress on

the health system; people requiring health and rehabilitation services were
transferred to Malé fotheseservicesvhichexperiencedsignificant floodingtself

(Carballo et al., 2005, World Bank et al., 2005)
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Currently, an increase in ocean temperatures has had a devastating effects on the
coral reefs, negatively impacting tourism and fishing, both critical to the livelihood
of most MaldiviangUNDP, 2024 Rising sea levels and extreme weather events has
resulted in many islands experiencing land loss due to floodinig. has resulted in
significant challenges for those living on these islardpgciallypersons with
disabilities, in terms of accessing housing, education, employment and health

(Sakamoto et al., 2022, World Bank Group, 2021)

Given theacceleration of climate change, policy makers and rehabilitation service
providersmustunderstand the effects of climate change on persons with
disabilities They need to develomitigation strategiesthat not only address these

challengego ensure acess to rehabilitation services but are disability inclusive.

However, little is known on how and why people with disabilities are affected by
climate change, and the contextual factors which shape their exposure, sensitivity,
and adaptive capacity, and the solutions needed to ensure their resil{@odpin

et al., 2023)This lack in knowledge has led to the development and
implementation of climate solutions that are inequitable and ineffective for persons
with disabilities(Jodoin et al., 2023)rherefore, esearch must be conducted in
collaboration with people with disabilities in order to produce climate research
policies, and programmebat promote solutions that are disabiliiynclusive

(Jodoin et al., 2023, Kosanic et al., 2022)

Below | have included recommendations for pohagkers and rehabilitation

service providers with regards to climate change and persons with disabilities.

9) Policy Change

Ladal t RA@GSa /fAYIOS /@M 3IS t2f A0&8 CNIFYSg2N
I.  Revisit this policy document to ensure it is disability inclusive. Adopt a

disability human rights approach to this framework which will reflect an
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understanding of how climate change affects persons with disabilities

compared to nordisabled peopléStein et al., 2024)

Bring together persons with disabilities and their families, DPOs, health
and rehabilitation service providers, polimakers, local island
community council members, and climate change and disaster relief
experts to address the impact climate change has on persons with
disabilities across all impairment groups and incorporate their needs

and challenges into the framework.

Increase awareness on the stresses of climate change on persons with

disabilities among all islands using social media, radio, and television.

10. Education and Training

Il. Climate change impact on health of persons with disabilities:

iv.

Vi.

Provideeducation and training for rehabilitation professionals to
identify the health effects of climate change on persons with disabilities
and provide support as required. For example, identify persons with
disabilities who may require psychosocial support dgran adverse
weather event; identify vecteborne diseases (e.g., Dengue) and refer
to the appropriate health care professionals (e.g. medical doctor) for

medical care.

Educate and train rehabilitation professionals on the role and use of AT
which can support persons with disabilities during climate change
events. For example, suggest the use of a wheelchair to families who

care for older adults with chronic respiratogsues during high

GSYLISNY GdzNBa a2z y2aG G2 O2YLINRYAAS

Rehabilitation professionals and organisations should consider

developing their own disability inclusive climate change plan. This

0 K
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should include the health impacts climate change may have on their
clients as well potential barriers which may impact access to their
services. They should develop solutions to ensure persons with
disabilities can safely access their services duringretgi change

event.

7.3 Capacity foFurther Research

This study has identified areas for further research etoess to rehabilitation

programmes from both supply and demand side perspectives.

1) Role ofSocialProtection Programmes andrehabilitation

I.  As previously discussed, therdimited evidence on the impact of social
protection programmes on access to rehabilitation, including AT. In the
Maldives, the Disability Allowance and Medical Welfare are available to
assist persons with disabilities to access rehabilitation. However, recent
evidence including this studysuggests the Disability Allowance is not
sufficient to financially support persons with disabilities to access these
services nor is it being used for its intended purpose (to access
rehabilitation)(Hameed et al., 2022bJhere is an opportunity for further
research into how these financial schemes are impacting access to

rehabilitation from both the supply and demand perspectives.
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2) FactordmpactingServiceDelivery fromRehabilitationServicePNE @A RS NA Q

Perspectives

I.  Similarly, there is very little research available on the factors impacting the
delivery of rehabilitation services in lawsource settingsrom the
perspective of rehabilitation service providers. This study highlighted a few
factors impacting service providers in their attempts to deliver quality and
affordable rehabilitation to their clients. However, further research is
needed to understad the issues in more detail, such as business
operations, funding sources, human resources, and government policies.
The results of tisresearch will help guidservice providers and policy

makersto address kewreas to improve access services.

3) Evaluation on thd&ole of CHWs in thBelivery ofRehabilitation

I.  As previously highlightec€€HWs can play a valuable roleeithancing
service availability angupporting the delivery of rehabilitation for persons
with disabilities especially in smaller and remote islanughilesome
current literature exists on the role of CHWsproviding rehabilitatiorin
other settings more research is required toform the evidencebased
development, implementation, and evaluation of training programmes of
rehabilitation interventions performed by CHWSs on improving functional
outcomes, especially in LMI8sa | 3y dzaazy SiG Ff X Hamdp
2018) An opportunity existsn the Maldivego develop and evaluate the
impact the trainingof CHWSs provide for persons with disabilities across the
different impairment groupsThis information would be useful fwolicy
makers and services providersitoprove service delivery in remote and

under-resourced areas.
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Appendix 1
5SFAYAlGAZYya 2F [ S0SaljdzSQa onHnmou ! O0Saa
persons to interact with the dimensions of accessibility (demand side)
Associated Ability
Access of Persons to
Dimension Definition interact with Definition
(Supply Side) Access Dimension

(Demand Side)

Approachability

Individuals who need
rehabilitation can actually
identify some form of
health services exist, can
be reached, and can have
an impact on their health
needs. Elements such as
transparency, and
information on
rehabilitation services and
interventions, have an
impact on whether the
service is more or less
approachable.

Ability to perceive

The notion of the ability to
perceive rehabilitation services
is determined by health literacy,
knowledge and beliefs.

Acceptability

Social and cultural factors
that can determine the
possibility for individuals
to accept aspects of
services (e.g., gender of
service providers.

Ability to seek

The concept of personal
autonomy and thecapacity to
choose to seek care, knowledgg
about health services options,
and individual rights that
RSGSNX¥YAYS 2ySQ
obtain services.

Availability and
Accommodation

Physical existence of
health resources with the
capacity to produce
services which can be
accessed in a timely
manner. It also reflects the
SEGSYyl (2 6K
operation is organised to
meet the constraints and
preferences of the user
(e.g., hours boperation}

Ability to reach

The notion of personal mobility
andavailability of
transportation, occupational
flexibility and knowledge about
health services that would
enable an individual to physicall
reach service providers.

Affordability

Reflects the financial
capacity of an individual tg
spend resources and time
to use appropriate
services. It includes direct
prices of services and

related expenses (e.g.,

Ability to pay

The capacity of an individual to
generate financial resources
(e.g., income, savings, loans) tc
pay for health services without
catastrophic expense of
resources needed for basic life
necessities.

2

1441¢1443. https://doi.org/10.1111/1475%773.12171

McLaughlin, C. G., & Wyszewianski, L. (2002). Access toerammbering old lessonsiealth services researc3i/(6),

5AYSYy&ani2,
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opportunity costs related
to loss of income).

Appropriateness

The fit between services
FYR GKS AYyRA
needs, its timeliness,
amount of care spent
assessing health problemg
determining appropriate
interventions and the
technical/interpersonal
quality of services

provided.

Ability to engage

The participation and
involvement of the individual in
decision making and
intervention decisions; this is
strongly determined by capacity
and motivation of the individual
to participate in care and
commit to its completion.




Appendix 2
Document Review
Title Summary Information Analysed
Master Health Plan This document outlines the This document provided
20162025 principles and health goals of th| background information on the
country; itdescribes the strategy O2 dzy G N2 Qa KSI f
to implement the plan in order | primary, secondary, tertiary care
to improve the health of the levels); it also provided
population and to developthe |AY T2 NX I GA2y 2V
O2dzy i NBE Q& KSI f | health goals and outcomes as wel
as its future areas of focus.
Rehabilitation and disability was
included as a strategic directipim
terms of expanding rehabilitation
programmes in order to improve
quality of life for persons with
disabilities, older persons and
those living with chronic diseases.
Health Care Thisdocument provides This document provided
Professionals Act guidelines for healthcare background knowledge and insigt
(13/2015) professionals to practice in the | into the standards of practice,

Maldives. It provides guidelines
for standards of practice for eac|
health discipline; it establishes
and determines the mandate of
governing bodies for each heal|
discipline.

including registration requirement
and workplace standards for all
healthcare professionals. Focus
was mainly on rehabilitation
professionals.

Law on Protecting the
Rights of Persons with
Disabilities and
Provision of Financial
Assistance Law

(Law 8/2010)

Thisdisability law was created tq
ensure the provision and
protection of basic rights and
independence of persons with
disabilities in the Maldives. This
also includes financial assistang
equal opportunities, special
protections, and the creation of
nationaldisability policies.

This document was instrumental il
providing background knowledge
and insight into the rights of
persons with disabilities in the
Maldives in all facets of life (e.g.,
health, education, employment,
etc.). In particular, it provided
information about the Ddability
Council which was created to
manage and oversee all national
disability policies.

Maldives Disability
Report 2010

Commissioned by the Human
Rights Commission of the

Maldives, this report provided al
evaluation of the current status
of persons with disabilities in theg
Maldives.

Background information on the
status of persons with disabilities
in the Maldives in 2009. The repol
highlighted several issues, such a
lack of access to assistive
technology, limited financial
support, and the need for better
data collection on disabiii. This
information was useful in terms of
comparing how some services ha|
improved over the past 10 years
(e.g., financial assistance availabl|
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NationalMental Health
Policy (2015 2025)

This policy document describes
GKS O2dzyiNEBQa
improve mental health services
across the country.

This document provided valuable
detailed information and insight
Ayidz2 GKS 3208SNy
implement mental health services
across the country. In particular,
key priorities including leadership,
financial support, service delivery,
and human resoures were
described.

If successful, this strategic
template could be used to
implement other national health
programmes, such as autism
spectrum disorder support
programmes, across the country.

Vision2020 Action Plan
(20162020)

This document describes the
O2dzy GNB QA &G NY
improve vision services across
the country.

Similar to the national mental
health policy, this document is a
strategic plan to improve access ti
vision services in the health
system. Though limited in detalil,
this action plan did reveal key
priorities to improving vision
AaSNIWAOSa Ayathks
system.

Maldives Health
Statistics 2020

This document provides current|
information on various aspects
2T (GKS O2dzy i NE
including key health indicators
(e.g., natality, morbidity rates)

This document provided useful
information on the various
O2YLRyYySyGa 27
health system, included
information on service delivery,
workforce, health information
systems, finance and governance
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Appendix 3

Study Methods for Impact Evaluation of the Disability Allowance in the Maldives
Below is a detailed description of the study methods used in the Impact Evaluation
of the Disability Allowance in the MaldivE8anks et al., 2020Yhis data was used

for the secondary analysis used to achieve Objective 1 of this study.

PopulationBased Survey

A two-stage sampling strategy was us€dr the first stage, 52 clusters (island
enumeration areas) were selected through probability proportionate to size
sampling, using the Maldives 2014 National Censuses as the sampling frame. For
the second stage, modified compact segment sampling was Wwssdg mapseach
cluster was divided into segmesjeach including approximately 125 people. One
segment was randomly selected and households in that segment were visited door
to-door until 125 Maldivian citizens ad 2+ were enumeratedf the segment did

not include 125 people, then another segment was chosen at random, and
sampling continued until 125 was reach&uhere rousehold members who were

not availablethree visit attemptsvere made in ordeto maximize response rate.

20 data collectors from the Maldivesereinvolved in the collection of quantitative

data for the disability screening. All participated in adsy training period where

they received information othe use of survey instruments and methodology,

informed consent and other ethical considerations, the Disability Allowance, and

interview techniques including impairmespecific considerations for interviewing

people with disabilities. Data collectors wereidied into five teams of four to

coverthe 52sel®@ii SR Ot dZaAGSNE® ! ff AYOGSNIIASga (G22°

Disability screening

Enumerated individuals aged 2+ were screened for disability using the Washington
Group (WG) questions on functioning. Those aged 18 years and older were asked
guestions from theNGExtended SefWashington Group on Disability Statistics,

2011) Children aged-2 years and A7 years were asked agpecific modules
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using the UNICEWashington Group Child Functioniflyashington Group on
Disability Statistics and UNICEF., 20II6¢ question sets include 9 to 11 questions,

depending on the age of the respondent.

Disability is multifaceted and complex to define and measure. Direct report (e.g.,

a1 Ay3 LIS2LX S WR2 @ 2 dzeskrhaf® PrevialenteAias peoplef A (1 & Q1
may not want to declare a disability (e.g., due to stigma) or do not consider

themselves tsabled.The WG questions were developed to address these issues

and are widely used internationally for censuses and in surveys of disability. They

were designed to capture seléported activity limitation in functional domain as

described in the ICfMactaggart et al., 20215eeTablel below for functional

domains covered by the WES for adults and the UNIG®fashington Group Child

Functioning for youths and childrglVashington Group on Disability Statistics,

2011, Washington Group on Disability Statistics and UNICEF., 2016)

Tablel: Functional domain covered by the Washington Group Questions
Functional Domains Covered by Washington Group Questions: Adults and Youth/Childre

Adults Youth and Children (ages 27)
1 Vision 1 Vision
1 Hearing 1 Hearing
1 Mobility 1 Mobility
1 Cognitive I Communication
1 Selfcare 1 Affect (anxiety/depression)
1 Communication 1 Upper body function
1 Affect (anxiety/depression) 1 Pain
1 Upper body function 1 Fatigue
1 Pain
1 Fatigue Additional Domains Covered for Childi@&ges
2-4)
1 Dexterity
1 Playing
Additional Domains Covered for Youth (ages
17)
1 Selfcare
T Remembering
1 Focus Attention
1 Coping with Change
1 Relationships and Emotions
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The questions ask participants about their level of difficulties (e.g., none, some, a

lot, cannot do) in the functional domains. For anxiety and depression two questions

are asked pertaining to i) frequency and ii) intensity of symptoms.

c2ft2pAy3
2NJ aOl yy2i
RSLINBaaAz2y

LINS @A 2 dza
R2 |4 |
ARIAf 8¢

NBE&aSINOK Ay GKAa
ffé¢

YR WI f200Q

categorized as having a disabiliBanks et al., 2020Children aged 5 years+ also

received questions on depression and anxiety though only frequency was used to

measure disabilityBanks et al., 2020People were also classified as having a

disability if theyi) had a selfeported health condition that was not captured on

the WGES (e.g., autism, schizophrenia) and would make then eligible for the

Disability Allowance in the Maldives; aimdcurrently received the Disability

Allowance(Kuper et al., 2018)

Table2 below provides an example of the \AES questions used to classify

functional domains, using vision as an example same question format was

used for the other functional domair(g.g., hearing, physical, cognitive,

communication, mental health)

Table2: Example of WEES questions for vision

VIS_1[Do/Does] [you/he/she] wear glasses?

1. Yes
2. No
7. Refused

hd 52y Qi (y29

VIS_2[Do/Does] [you/he/she] have difficulty
seeing, [IVIS_I= 1: even when wearing
[your/his/her] glasses]? Would you say ...

1. No difficulty

2. Some difficulty
3. A lot of difficulty
4. Cannot do at all
7. Refused

bd 52y QG 1y26

VIS_3[Do/Does] [you/he/she] have difficulty clearly
AaSSAy3 a2vYS2ySQa visl1H8 |
even when wearing [your/his/her] glasses]? Woulc
you say ...

1. No difficulty
2. Some difficulty
3. A lot of difficulty

4., Cannot do at all

Vis_4.[Do/does] [you/he/she] have difficulty clearly
seeing the picture on a coin MiS_1= 1: even when
6SENAY3I wed2dzNk KA ak KSN3EB

1. No difficulty

2. Some difficulty
3. A lot of difficulty
4. Cannot do at all
7. Refused

T & Mdo lepbrtetl ebitielyior 2y S T
6 F2NJ OKAf |
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7. Refused bd 52y Qi 1y26
hd 52y Qi 1y2s

NestedCaseControl Study

Individuals identified as having a disability in the populati@sed survey were

invited to take partinacas®2 y i NP f & (BaRks et &l. 322020§Bdr éadha Q
case, one control without a disability was selected as comparison. Controls were
drawn from the populatiorbased survey and were the same gender, similar age

(+/- 5 years) and living in the same cluster (or close to it) as the case. Casd contro
study participants were interviewed using standardised questionnaires which
collected information on soctidemographic and economic characteristics (e.g.,

age, sex, marital status, education, employment) and household poverty indicators.
Socioeconomictatus was calculated using Principal Component Analysis (PCA) and
used data from household income, durable assets, and wealth. Data were also
collected onHousehold Expenditure. The household member with the most
knowledge about the household expenditures was askede questions. The

purpose of the Household Expenditure questionnaire was to collect data on
household spendingoverall and type (e.g., healthcare, food, education, transport,
leisure activities etc.). For example, participants were askeditabeir monthly
expenditures on key food (e.g., bread, milk, meat, etc.) andkeynfood items

(e.g., education fees, transport costs, personal sundry items, (&uaper et al.,

2018)
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Abstract

Objective

To assess access to general and disability-related health care among people with disabili-
ties in the Maldives.

Methods

This study uses data from a case-control study (n = 711) nested within a population-based,
nationally representative survey to compare health status and access to general healthcare
amongst people with and without disabilities. Cases and controls were matched by gender,
location and age. Unmet need for disability-related healthcare is also assessed. Multivariate
regression was used for comparisons between people with and without disabilities.

Results

People with disabilities had poorer levels of health compared to people without disabilities,
including poorer self-rated health, increased likelihood of having a chronic condition and of
having had a serious health event in the previous 12 months. Although most people with
and without disabilities sought care when needed, people with disabilities were much more
likely to report difficulties when routinely accessing healthcare services compared to people
without disabilities. Additionally, 24% of people with disabilities reported an unmet need for
disability-related healthcare, which was highest amongst people with hearing, communica-
tion and cognitive difficulties, as well as amongst older adults and people living in the lowest
income per capita quartile. Median healthcare spending in the past month was modest for
people with and without disabilities. However, people with disabilities appear to have high
episodic healthcare costs, such as for disability-related healthcare and when experiencing a
serious health event.

Conclusions

This study found evidence that people with disabilities experience unmet needs for both dis-
ability-related and general healthcare. There is therefore evidence that people with
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disabilities in the Maldives are falling behind in core components relevant to UHC: availabil-
ity of all services needed, and quality and affordability of healthcare.

Introduction

Strengthening health systems and addressing inequalities in access to healthcare to ensure
healthy lives for all is a core Sustainable Development Goal (Goal 3) [1]. This goal includes a
target to achieve Universal Health Coverage (UHC), meaning that there is access to quality
healthcare for all, including the full range of services needed, with financial protection. Here
too there is a focus on left behind groups, including people with disabilities. However, few
studies have considered UHC from a disability perspective [2].

There is a strong rationale for a focus on people with disabilities in the journey towards
UHC. They are a large group, making up one billion people, or one in seven people globally
[3]. Furthermore, on average, people with disabilities have worse health than their peers with-
out disabilities resulting from their underlying health condition/impairment and a higher
prevalence of both proximal (e.g. obesity, lack of exercise, poor diet) and distal (e.g. poverty,
discrimination, poor living conditions) risk factors [2, 3]. People with disabilities will therefore
have greater general healthcare needs, on average. They also often require disability-related
healthcare, including rehabilitation and assistive devices [4].

Evidence suggests, however, that people with disabilities are being left behind by health
systems despite their greater need. They often experience greater challenges in accessing
healthcare services, due to informational, financial, physical and attitudinal barriers [2].
They are also affected by large service gaps, particularly for rehabilitation [5]. Poor availabil-
ity, quality and affordability of services can lead to unmet needs for many people with dis-
abilities, resulting in worsening health and functioning [2]. These gaps may be particularly
pronounced for people with disabilities living in rural areas, or with certain types of impair-
ments (4, 6, 7]. They may also incur higher healthcare costs, as they may need to seek care
more often and incur additional costs in doing so (e.g. paying for a companion to travel with
them, accessible transport), yet have a lower capacity to pay due to their overrepresentation
amongst people living in poverty [8]. In many settings, people with disabilities are more
likely to experience catastrophic health expenditures compared to people without disabilities
[3, 9, 10]. For example, the World Report on Disability found that across 51 countries, half of
people with disabilities could not afford needed health services and people with disabilities
were more than 50% more likely to report catastrophic health expenditures compared to
people without disabilities [3].

Inclusive health systems are therefore important in the attainment of UHC. The right to
health and healthcare for people with disabilities is also supported by international law, includ-
ing the United Nations’ Convention on the Rights of Persons with Disabilities, and the laws of
most countries [11]. However, policies and programmes supporting these rights are often lack-
ing or not put into practice or enforced. This neglect is reinforced by gaps in evidence docu-
menting whether and how people with disabilities are deprived of health and healthcare,
particularly in low- and middle-income countries (LMICs). Consequently, this study aims to
explore access to general and disability-related health care among people with disabilities in
the Maldives. This will be assessed using data from a nationally-representative, population-
based survey with a nested case-control study [12]. It will cover health needs and access to
both general and disability-related health services.
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Study context

The Maldives is an upper-middle income country in South Asia that has made impressive
development and public health gains in the past decades [13, 14]. A third of the population
lives in the capital Malé, with the remainder dispersed across 186 inhabited islands [13].
Approximately 7% of Maldivian citizens have a disability [12].

In 2018, the Government of the Maldives spent 9% of gross domestic product (GDP) on
health, far higher than other countries in the region (regional average is 3.5% of GDP) [15].
Husnuvaa aasandha (“Aasandha”) is the national social health insurance scheme, which covers
all Maldivian citizens and is financed through the national budget [16]. It was enacted in 2011
through the National Social Health Insurance Act and is run by the National Social Protection
Agency (NSPA) operating under the Ministry of Health [17]. Aasandha covers inpatient and
outpatient care, costs for medications and for transport in emergency cases, with no caps on
spending for eligible services [16]. Services are free at point of use, although contributions are
required if accessing services in the private sector, or without appropriate referrals [18]. The
Maldives also runs Medical Welfare that can provide coverage of services, devices and treat-
ments not covered through Aasandha (e.g. care in private hospitals, medical devices such as
oxygen machines) [19]. Applications are made on an ad hoc basis and require an application
to NSPA.

The Maldives has a four-tier healthcare system. Each inhabited island has a health centre
from which patients can be referred to higher levels facilities in the atolls, region and central
(Malé) level [20]. Given the geographic dispersion of the population, travel can be a significant
cost in accessing healthcare particularly for people living outside Malé [21]. Further, travel
abroad for healthcare is common in the Maldives, as some services are not available or per-
ceived to be of inferior quality [21, 22]. Aasandha covers the travel and direct medical costs for
some overseas medical healthcare from contracted providers in India and Sri Lanka, if the ser-
vices are not available in the Maldives (e.g. certain types of cancer treatment), and the individ-
ual receives a referral from a public sector specialist doctor [22, 23]. Still, one study estimated
that Maldivians spent on average US$204 per capita in 2013 on overseas medical travel [23].

The Disability Act (2010) codifies the rights of people with disabilities to equal access to
healthcare. Aasandha covers most disability-related health services (e.g. rehabilitation, psychi-
atry, ophthalmology), although many services are heavily centralised or not available in the
country, necessitating domestic and overseas travel. Assistive devices, and their repair and
replacement, are not covered through Aasandha, but can be provided through Medical Wel-
fare [19].

Methods

This paper uses data from a nationally-representative population-based survey of disability
and a nested case-control study comparing age-sex-location matched people with and without
disabilities.

Sample selection

Data collection took place between July to August 2017. Participants were identified through a
nationally-representative population-based survey and nested case-control study, the methods
for which has been described in detail elsewhere [12]. In brief, a target sample size of 6,500
people aged 2+ was set and participants were selected through a two-stage sampling strategy
(probability proportionate to size, followed by compact segment sampling).

All enumerated individuals were screened for disability using the Washington Group Short
Set Enhanced for adults (18+) and the UNICEF-Washington Group Child Functioning
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Modules (sets for children 2-4, 5-17) [24-26]. These questions focus on difficulties with every-
day activities (e.g. seeing, hearing, walking, remembering) and most have four response
options on level of difficulty experienced in performing each activity (none, some, a lot, cannot
do). People were defined as having a disability if they reported “a lot of difficulty” or “cannot
do at all” for at least one question or experienced “daily” symptoms of anxiety or depression at
an intensity described as “a lot” (adults 18+; “daily” symptoms for children 5-17). People were
also defined as having a disability if they received the Disability Allowance or reported a health
condition that made them eligible for the Disability Allowance (e.g. psychosocial impairments
such as schizophrenia, bipolar disorder; autism spectrum disorder) [27].

All people identified as having a disability were invited to participate in the nested case-con-
trol study. Each “case” with a disability was matched to a “control” without a disability, who
was also drawn from the same population-based survey. Matching variables were age (+/- 5
years), gender and location (same survey cluster, or else same administrative island/atoll).
Controls could not be from households with other members with a disability. Controls were
selected at random if multiple eligible controls were available for a case. All participants were
Maldivian citizens and thus eligible for Aasandha and Medical Welfare.

Selection of health indicators

Data was collected from both cases and controls on their health status and access to general
healthcare. This included questions on: diagnosis of and treatment for chronic conditions;
EQ-5D self-reported rating of current health on a scale from 0 to 100 (with 0 being worst imag-
inable state of health and 100 the best imaginable state of health) [28]; occurrence of a serious
health event in the last 12 months and experience accessing care; frequency of experiencing
different challenges when accessing healthcare (tool from Demographic and Health Surveys
[29]); if they had private health insurance outside of Aasandha or had ever received Medical
Welfare; and household healthcare spending in the last month. Healthcare expenditures were
captured for the following: 1) household healthcare expenditures in the last month-which cov-
ered direct costs for general and disability-related healthcare services and products-and were
presented as total per capita, as a percentage of household income and if they qualified as cata-
strophic (25% or more of household income) [30]; 2) costs associated with seeking care
amongst people who had a serious health problem in the last 12 months, including direct (i.e.
costs for services) and indirect (i.e. costs for accommodations, travel) expenditures; 3) lifetime
spending on disability-related healthcare services and products.

People with disabilities were asked about their access to disability-related healthcare (e.g.
rehabilitation, assistive devices) during the population-based survey. This included questions
on: if they had ever been to health professional about the difficulties they faced for each func-
tional domain; their awareness of impairment-relevant services/devices (e.g. glasses/ophthal-
mology for people with difficulty seeing); their perceived need and use of a service/device.
Reporting needing, but not using a service/device, was categorised as self-reported ‘unmet
need’. Coverage was calculated as the proportion who reported using a service out of those
who reported a need (i.e. use/need). If people experienced multiple functional limitations, they
were asked about each limitation separately. Respondents were also asked about their total
spending on disability-related healthcare.

Data analysis

Data was analysed using STATA 16. Indicators on general health and healthcare access were
compared between cases and controls. For each variable on general health and healthcare
access (e.g. health-related quality of life, having private health insurance), a multivariate
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regression was run, which included variables for age, gender and location (Malé vs other atolls)
as well as disability status and the outcome of interest. Met and unmet needs for disability-
related services were compared amongst people with disabilities by functional domain. Fur-
ther, sociodemographic and economic predictors of unmet need for disability-related services
were assessed through logistic regression, adjusting for the individual’s age, gender, and
location.

For healthcare costs, medians and interquartile ranges (IQR) were compared using a
Mann-Whitney test.

Ethical considerations

Ethical approval was granted by the ethics board at the London School of Hygiene & Tropical

Medicine in the United Kingdom, the Maldives National Bureau of Statistics and the Ministry
of Health’s National Health Research Council. All study protocols, including for consent, were
approved by these bodies.

Written or audio recorded consent was obtained for all study participants. Audio consent
was used for interviews conducted by phone (e.g. household members temporarily working on
other islands, fishing). In these instances, the full consent process was audio recorded and
saved. Cases and controls were interviewed directly where possible, with healthcare expendi-
tures answered by the household member who was most knowledgeable of household finances.
Carer consent was sought for minors (<18 years) and people with impairments that severely
limited their ability to communicate/understand, and assent received from the individual if
they were able to self-report on any of the questions.

Results

Overall, 5,363 people aged 2+ were screened for disability (response rate: 82%) in the popula-
tion-based survey, of whom 403 were identified as having a disability.

The case-control study included 380 cases and 331 controls (response rate: 90.1%). Cases
and controls were similar in age and gender, although cases were more likely to live in Malé
compared to controls and were in households with lower per capita incomes (Table 1).

Access to general healthcare

Overall, people with disabilities had poorer health status than people without disabilities
(Table 2). People with disabilities were more likely to have experienced a health problem in the
last 12 months (19% vs 8% for controls, aOR = 2.5, 95%Cl: 1.5, 4.0), and to have been diag-
nosed with at least one chronic condition (46% vs 33% for people without disabilities,
p =0.001). People with disabilities reported significantly lower health ratings using the WHO-
QOL-BREF tool (average score 55.5 vs 72.6 for people without disabilities, p<0.001).
Healthcare coverage was similar amongst people with and without disabilities, whether
measured in terms of seeking treatment for a health problem or for a specific chronic condi-
tion (Table 3). However, people with disabilities were more likely to report difficulties when
accessing health services compared to people without disabilities. When asked about their typi-
cal experience accessing health services, people with disabilities were significantly more likely
to report experiencing difficulties “often” for almost all questions, with the exception of lacking
female service providers among women. For example, in comparison to people without dis-
abilities, people with disabilities were about twice as likely to report often having difficulties
with negative attitudes from staff and the distance and transport to facilities compared to peo-
ple without disabilities and almost three times as likely to have difficulties paying for services
and in getting someone to accompany them when seeking services. People with disabilities
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Table 1. Description of the study sample (case-control).

Cases (n = 380) Controls (n = 331) OR (95% CI)*
Gender
Male 163 (43%) 135 (41%) Reference
Female 217 (57%) 196 (59%) 09(07,12)
Age group
2-17 61 (16%) 48 (15%) Reference
18-39 94 (25%) 87 (26%) 09(05,14)
40-64 123 (32%) 125 (38%) 0.8(0.5,1.2)
65+ 102 (27%) 71 (22%) 1.1(07,1.8)
Location
Malé 151 (40%) 85 (26%) Reference
Other atolls 229 (60%) 246 (74%) 1.9(1.4,2.6)
Functional domain®
Vision 88 (23%)
Hearing 35(9%)
Physical 190 (49%)
Mental health 81(21%)
Cognitive 75 (20%)
Communication 56 (15%)
Median annual per capita household income (SD) 82,625 ($4,384) $3045 ($5,361) p=0.004

*Bivariate analysis

"Categories are not mutually exclusive as some participants reported multiple disabilities.

https://doi.org/10.1371/journal.pone.0278292.t001

were less likely to report being satisfied with the services they received compared to people
without disabilities, although this difference was not statistically significant.

Access to disability-related healthcare

Overall, 76% of people with disabilities reported seeing a healthcare professional for their func-
tional difficulties (Table 4). By functional domain, health seeking was lowest for cognition
(53%) and mental health (50%), and highest for physical (92%) and vision (90%) impairments.
Most cases had heard of a specific service/device across each functional domain (>80%), while
this was lower for cognition (61%). Self-reported need (reporting that a service/device would

Table 2. Health status amongst people with and without disabilities.

Disability (n, %) No disability (n, %) aOR (95% CI)
Experienced a health problem in last 12 months 71 (19%) 27 (8%) 2.5(1.5,4.0**
Diagnosed with a chronic condition'
« Diabetes 53 (17%) 33 (12%) 1.4(09,2.3)
« Hypertension 108 (34%) 59 (21%) 2.0(1.3,3.1)"
« Asthma 36 (11%) 23 (8%) 1.4(0.8,2.4)
+ Any of above 147 (46%) 88 (31%) 19(1.3-2.7)
Mean (SD) Mean (SD)
Health rating (0-100) ' 51.5(29.0) 72.9(22.0) p<0.001""*

p<05
**p <01 (adjusted for age, gender, location)
! Amongst people aged 18+

https://doi.org/10.1371/journal.pone.0278292.t002
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