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Impact of the COVID-19 pandemic on
people with disabilities and implications for
health services research

The COVID-19 pandemic significantly constrained health
systems worldwide, exposing and exacerbating multi-
layered health inequities. People with disabilities, about
16% of the global population, often experience worse health
outcomes than people without disabilities due to multiple
barriers to accessing health care.1 These inequalities have
been particularly exposed during the pandemic, indicating a
pressing need to strengthen health systems so that they are
inclusive and responsive to the needs of people with dis-
abilities including during crises.

Even in non-crisis contexts, people with disabilities
face inaccessible services, lack of appropriate transport to
and from health care facilities, high out-of-pocket ex-
penditure, and stigma and discrimination from health care
workers.2 COVID-19 exacerbated many of these existing
challenges, widening health inequalities.3,4 For example,
a study in Vietnam found that people with disabilities were
three times more likely to report their access to health care
was ‘a lot worse’ during the pandemic compared to their
peers without disabilities and a third reported additional
barriers to accessing disability-related health care.5

People with disabilities were particularly affected by
changes in routine services because of diversion of
health care staff and facilities to respond to the pan-
demic, given that many have higher needs for health
services, such as rehabilitation, medications or other
specialist services. Where disability-related health and
social care services for children are delivered through
schools, school closures adversely impacted not only
learning outcomes of children with disabilities but also
their health and functioning. Even when services were
available, fear of infection could influence health-
seeking behaviour, especially where required services
are provided in large hospitals that were at the forefront
of COVID-19 responses. Caring arrangements for
people with disabilities such as support from personal
assistants, family members and friends were frequently
disrupted due to lockdowns and social distancing reg-
ulations, which made it harder to connect with others
and travel to health facilities.6

The pandemic also affected the ability of people with
disabilities to pay for services. For example, disruptions to
accessing routine services in the public sector meant that
many people with disabilities either had to pay large

amounts for privately provided health services or simply go
without needed health care.6 Inflation also affected the cost
of goods and services, particularly medicines and assistive
devices, further straining household budgets.7 This, com-
bined with rising cost of living, increased the risk of acute
economic impoverishment resulting from loss of jobs and
earnings. Not only were people with disabilities at higher
risk of poverty before the pandemic, there is some evidence
that they were more likely to lose their jobs during the
pandemic than people without disabilities.8 The combina-
tion of these factors has substantially constrained access to
required routine health services for people with disabil-
ities, with significant negative impacts on functioning and
wellbeing.

COVID-19 specific preventative and response
measures were seldom designed with disability inclu-
sion in mind. Yet, people with disabilities are at par-
ticularly elevated risk of morbidity and mortality from
COVID-19.9 This exclusion of people with disabilities
is reflective of their larger political, economic, and
social marginalisation, which precluded consideration
of their different needs and vulnerabilities from re-
sponse measures globally.4,5 Importantly, the access
and communication needs of people with disabilities
were largely neglected from the outset of the COVID-19
response.3–5 For instance, the dissemination of infor-
mation about COVID-19 and strategies for preventing
infection were not often available in accessible formats
(e.g. Braille, sign language or Easy Read). Further,
measures such as social distancing, mask-wearing and
hygiene protocols did not always include adaptations
for people with disabilities (e.g. exemptions to social
distancing for people requiring personal assistance).
People with disabilities also faced increased barriers to
accessing COVID-19 vaccines, including difficulties in
booking vaccination appointments, travelling to vac-
cination centres, lack of support to attend appointments
and physical inaccessibility of centres.10

It does not have to be this way as a range of encouraging
examples of more inclusive health system responses il-
lustrate. For instance, evidence from Southwest China in-
dicates that uptake of telerehabilitation services was
improved by developing easy to use platforms, educating
health care providers on their use, promoting awareness in
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communities, and ensuring continuous communication
between patients and providers.11 Telemedicine has sub-
stantial potential to enhance access to health services for
people with disabilities, including during emergencies: it
can reduce cost and travel barriers to access key services,
particularly for those living in remote areas or where spe-
cialist services are heavily centralised. Still, its uptake is
restricted in many settings by factors such as limited
availability in the public sector, prohibitive costs, lack of
access to electronic devices and the internet, inaccessibility
of telemedicine platforms, and lower levels of digital lit-
eracy.6 It is also imperative to recognise that technology-
based interventions may be inappropriate for people with
certain impairments and underlying health conditions; hy-
brid alternatives need to be designed accounting for indi-
vidual needs and contexts.

The voluntary sectors, particularly Organisations of
People with Disabilities (OPDs) and non-governmental
organisations (NGOs), have stepped in to fill the void
left by tenuous system responses.4 In many settings, OPDs
and NGOs were instrumental in advocating for inclusive
adaptations to response measures, translating information
into accessible formats and distributing food and medicines.
Yet, OPDs and NGOs should not be used as a substitute for
effective and inclusive health system responses. OPDs and
people with disabilities must be actively engaged by state
actors in designing and implementing policies, including
emergency responses such as COVID-19. Australia’s
COVID-19 response was informed by people with dis-
abilities, their families and carers, and service providers.12

This was reflected in key measures such as a website with
accessible information, publicly funded telemedicine,
COVID-19 hotlines with options for video calls with al-
ternative communication for people with hearing and
speech impairments, individualised emergency prepared-
ness plans and community-based routine care including
disability-related services.

As we seek to learn lessons for living with COVID-19,
there are opportunities to move to stronger, more re-
sponsive and inclusive health systems, with a particular
focus on building institutional capacities to include people
with disabilities. Health services research can help address
the challenge of maintaining continuity of care during
current and future crises as well as addressing systematic
inequalities in the health sector that marginalise people
with disabilities during crisis and non-crisis times. Further
research is needed to explore the effectiveness of inter-
ventions to improve access to health care for people with
disabilities and the resilience of these interventions in the
face of disruptions (e.g. future epidemics and humani-
tarian crises). Importantly, there is a need to decentralise
and provide timely, affordable and consistent access to

good quality disability-related services, including reha-
bilitation, such as through community-based interven-
tions. Evidence on the effectiveness of interventions to
address pervasive biases in health systems and ensure all
services are inclusive of and responsive to the needs of
people with different types of disabilities is also critical
for informing planning. Further, information systems used
to track health and other outcomes during crises should
include data on disability to enable real-time disaggre-
gation to understand the impact on people with disabilities
and monitor whether people with disabilities are being
adequately reached and included in response activities.
Finally, research is needed to understand the extent to
which people with disabilities, and their representative
organisations, are engaged in health service design and
delivery and to identify strategies to maximise their active
participation.
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