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Foreword

by Anténio Guterres

Secretary-General of the United Nations

The Sustainable Development Goals can only be achieved with the full participation of everyone, including
persons with disabilities. Upholding the rights and ensuring the full inclusion of the world’s one billion
persons with disabilities is a moral imperative. It is also a practical necessity if we are to build healthy,

sustainable societies to the benefit of all people of all ages and abilities.

Despite the strong commitment expressed by the international community to an inclusive, accessible and
sustainable 2030 Development Agenda, persons with disabilities continue to face significant challenges to
their full inclusion and participation in society and development. These include negative attitudes, stigma
and discrimination and lack of accessibility in physical and virtual environments. We must all find new
approaches and tools to work for and with persons with disabilities. The present report is a step forward

towards doing so to reach our common goal: the realization of the SDGs for all.

Together, we can remove barriers and make concrete difference for and with persons with disabilities to be
empowered and lead positive changes in their lives and the communities they live in around the world. |
hope this first report on progress made to date on disability in the context of the 2030 Agenda will serve as
a useful tool for decision-makers in their ongoing work to design evidence-based policies that leave no one
behind.
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Executive Summary

Realization of the Sustainable Development Goals by, for and with persons with disabilities

Disability and the 2030 Agenda for Sustainable Development

This report represents the first UN systemwide effort to examine disability and the Sustainable Development
Goals (SDGs) of the 2030 Agenda for Sustainable Development at the global level. The report reviews data,
policies and programmes and identifies good practices; and uses the evidence it reviewed to outline

recommended actions to promote the realization of the SDGs for persons with disabilities.

Over 200 experts from UN agencies and International Financial Institutions, Member States and civil society,
including research institutions and organizations of persons with disabilities, contributed to this report. The
report covers new areas for which no global research was previously available, for example, the role of
access to energy to enable persons with disabilities to use assistive technology. It also contains the first
global compilation and analysis of internationally comparable data using the Washington Group on
Disability Statistics short set of questions. Reviews of legislation from 193 UN Member States were
conducted and analysed for this report to highlight good practices and to assess the current status of
discriminatory laws on voting, election for office, right to marry and others. More than 12 major databases
of disability statistics, from international agencies and other organizations, were analysed — covering an
unprecedented amount of data from over 100 countries. In addition, more than 1.2 million data points of

crowd-sourced data have been examined to inform analysis of the accessibility of physical spaces.

The report shows that despite the progress made in recent years, persons with disabilities continue to face
numerous barriers to their full inclusion and participation in the life of their communities. It sheds light on
their disproportionate levels of poverty, their lack of access to education, health services, employment, their
under-representation in decision-making and political participation. This is particularly the case for women
and girls with disabilities. Main barriers to inclusion entail discrimination and stigma on the ground of
disability, lack of accessibility to physical and virtual environments, lack of access to assistive technology,
essential services, rehabilitation and support for independent living that are critical for the full and equal
participation of persons with disabilities as agents of change and beneficiaries of development. Data and
statistics compiled and analysed in the present report indicate that persons with disabilities are not yet

sufficiently included in the implementation, monitoring and evaluation of the SDGs.

The 2030 Agenda for Sustainable Development and its 17 SDGs provide a powerful framework to guide
local communities, countries and the international community toward the achievement of disability-inclusive
development. The 2030 Agenda pledges to leave no one behind, including persons with disabilities and
other disadvantaged groups, and has recognized disability as a cross-cutting issue, to be considered in the

implementation of all of its goals. The Agenda also includes seven targets and 11 indicators explicitly
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making reference to persons with disabilities, covering access to education and employment, availability of
schools sensitive to students with disabilities, inclusion and empowerment of persons with disabilities,
accessible transport, accessible public and green spaces, and building capacity of countries to

disaggregate data by disability.

The 2030 Agenda is guided by the purposes and principles of the Charter of the United Nations and
grounded, inter alia, in the Universal Declaration of Human Rights and international human rights treaties.
The 2030 Agenda is therefore linked to the Convention on the Rights of Persons with Disabilities (CRPD),
and its implementation, by, for, and with persons with disabilities should be in line with the CRPD to

incorporate the disability perspective in all aspects of its realization, monitoring and evaluation.

The commitment of Governments to disability inclusive development has also been demonstrated in other
recent development agreements, which provide further guidance in their respective areas of focus. The
outcome document of the Rio+20 Conference - “The future we want” - underscored the importance of
accessibility and disability-inclusion in supporting strategies for sustainable development. The Sendai
Framework for Disaster Risk Reduction, adopted in March 2015, included persons with disabilities as
agents of change. The Addis Ababa Action Agenda, adopted in July 2015, addressed the needs of persons
with disabilities in social protection, employment, education, infrastructure, financial inclusion, technology
and data. The World Humanitarian Summit, held in May 2016, launched the first-ever Charter on Inclusion
of Persons with Disabilities in Humanitarian Action. Habitat Il in October 2016 adopted a disability-inclusive
New Urban Agenda, guiding urban development with the principles of universal design and accessibility for

all.

Striving to achieve disability-inclusive development is not only the right thing to do. It is also the practical
thing to do: sustainable development for all can only be attained if persons with disabilities are equally
included as both agents and beneficiaries as countries strive for a sustainable future. The success of the
2030 Agenda requires a participatory and inclusive approach in which all stakeholders, including persons
with disabilities, are engaged. The 2030 Agenda therefore presents an important opportunity to advance
the goal of the United Nations: to promote economic and social progress and human rights toward a

peaceful and prosperous world for all.

Ending poverty and hunger for all persons with disabilities (SDGs 1 and 2)

Persons with disabilities are more likely to live in poverty than persons without disabilities due to barriers in
society such as discrimination, limited access to education and employment and lack of inclusion in
livelihood and other social programmes. National data on income poverty disaggregated by disability remain
scarce, but available data show that the proportion of persons with disabilities living under the
national or international poverty line is higher, and in some countries double, than that of persons

without disabilities. Regarding food security, in developed countries, available data shows that the
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average percentage of persons with disabilities who are unable to afford a meal with protein every second
day is almost double that of persons without disabilities. More women with disabilities than men with
disabilities are in such a situation, and the gender gap between women and men in terms of access to
meals with protein is wider among persons with disabilities. In developing countries, data shows that
persons with disabilities and their households are more likely to not always have food to eat, than persons
without disabilities and their households. While financial inclusion can help persons with disabilities out of
poverty, access to financial services such as banks remains restricted by lack of physical and virtual
accessibility of these services. In some countries, persons with disabilities find that more than 30% of banks

are not accessible.

Social protection programmes for persons with disabilities, which can be vital in facilitating an escape from
poverty, have been adopted in many countries. At least 168 countries have disability schemes that
provide periodic cash benefits to persons with disabilities, while lump-sum benefits are provided
in 11 countries. In half of the countries with periodic benefits, these benefits cover mainly workers and
their families in the formal economy, excluding children with disabilities and persons with disabilities who
have not had the opportunity to contribute to social insurance for a sufficient period to be eligible for benefits.
But in other countries — 87 countries — schemes are fully or partially financed through taxes and have
improved coverage. Only in one third of these countries, schemes cover all persons with assessed
disabilities regardless of their income status; in the rest of the countries, programmes cover only persons
or households whose economic means fall below a certain threshold. Despite their existence, many persons
with disabilities are not able to access social protection. In some countries, more than 80% of persons

with disabilities who need welfare services cannot receive them.
To end poverty and hunger for persons with disabilities, a number of actions should be considered:
e Design social protection policies and programmes to include persons with disabilities.

e Remove barriers and obstacles that persons with disabilities face in accessing and fully benefiting

from social protection on an equal basis with others.

e Sensitize personnel of grant offices about barriers experienced by persons with disabilities to

access social protection and approaches to overcome these barriers.

e Improve access to and accessibility of banking and other financial services, including mobile

banking.
e Disaggregate data on poverty and hunger by disability status.

o Establish national monitoring and evaluation systems that periodically assess all social protection

programmes regarding inclusion and positive impact on the situation of persons with disabilities.
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Ensuring healthy lives and promoting well-being (SDG 3)

Persons with disabilities generally have more healthcare needs than others — both standard needs and
needs linked to impairments — and are therefore more vulnerable to the impact of low quality or inaccessible
healthcare services than others. Compared to persons without disabilities, persons with disabilities are
more likely to have poor health: among 43 countries, 42% of persons with disabilities versus 6% of
persons without disabilities perceive their health as poor. In some countries, less than 20% of persons
with disabilities report poor health, while in others more than 70% of persons with disabilities report so. The
number of persons with disabilities who report poor health tends to be higher in countries with lower gross
domestic product per capita, suggesting that increased availability of financial resources may provide the

accessible health, basic and community services needed to achieve better health.

Access to health-care services remains a challenge for persons with disabilities, who are more than
three times as likely to be unable to get health care when they need it. Access to rehabilitation
services is also a challenge. In some countries, more than 50% of persons with disabilities have an
unmet need for these services. Lack of financial resources, lack of access to and accessibility of medical
facilities and transport, as well as inadequate training of health personnel to accommodate persons with
disabilities remain major challenges. Some countries have endeavoured to reform legal and policy
frameworks and/or to address access to health-care services directly, including through anti-discrimination
laws related to the health sector, disability laws or policy plans, and laws that guarantee access to
healthcare for persons with specific health conditions (e.g. spinal cord injury) or specific populations (e.g.
veterans). Although many of these laws are general and do not target disability-specific barriers, six

countries have explicit laws that guarantee access to health care for persons with disabilities.

To achieve the highest attainable standard of health for persons with disabilities, the following actions

should be considered:

Strengthen national legislation and policies on health care in line with the CRPD.
e Identify and eliminate obstacles and barriers to accessibility in health care facilities.

e Improve healthcare coverage and affordability for persons with disabilities as part of universal

approaches to health care.

e Train health care personnel on disability inclusion and improve service delivery for persons with

disabilities.

o Empower persons with disabilities to take control over their own health care decisions, on the basis

of informed consent.

e Prohibit discriminatory practices in health insurance and promote health insurance coverage for

assistive devices and rehabilitation services.
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e Improve research and data to monitor, evaluate and strengthen health systems to include and

deliver for persons with disabilities.

Access to sexual and reproductive health-care services and reproductive rights for persons with
disabilities (SDGs 3.7 and 5.6)

Persons with disabilities have equal needs to access sexual and reproductive health as those without
disabilities and have similar requirements for family planning and childbirth. However, misperceptions
about persons with disabilities and the assumption that persons with disabilities are not sexually active has
contributed to little attention being paid to ensuring that persons with disabilities have access to sexual and
reproductive health. Limited evidence in a few developing countries, shows that 29% of births by
mothers with disabilities are not attended by a skilled health worker and 22% of married women
with disabilities have an unmet need for family planning. These percentages are higher in rural areas.
Without access to sexual and reproductive health, persons with disabilities are at higher risk of unwanted

pregnancies and sexually transmitted infection including HIV/AIDS.

Apart from the societal stereotypes, the barriers that persons with disabilities face to accessing sexual and
reproductive health services include lack of accessibility of services and information. Persons with
disabilities, particularly women and those with intellectual disabilities, also fear abuse and violation of their
reproductive rights when accessing these services because many persons with disabilities have been

subjected to involuntary sterilization in various countries.

While examples exist of national sexual and reproductive health policies and programmes that are inclusive
of persons with disabilities, in most countries, persons with disabilities remain invisible in such frameworks,
as well as in their monitoring and evaluation. A number of actions should be considered to ensure that

persons with disabilities have access to sexual and reproductive health and reproductive rights:

e Develop national policies and laws that guarantee access to sexual and reproductive health and
reproductive rights for persons with disabilities.

e« Make sexual and reproductive health care facilities and information accessible for persons with

disabilities.

e Train sexual and reproductive care workers, combat discriminatory practices and improve service

delivery for persons with disabilities.

o Educate persons with disabilities, including adolescents with disabilities, on sexual and

reproductive health and reproductive rights.

o Establish a monitoring and evaluation mechanism to track the implementation of policies and

programmes on access to sexual and reproductive health for persons with disabilities.
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e Improve research and data to monitor, evaluate and strengthen sexual and reproductive health and

services for persons with disabilities.

Ensuring inclusive and equitable quality education (SDG 4)

Persons with disabilities remain less likely to attend school and complete primary education and more likely
to be illiterate than persons without disabilities. Available data reveals that, on average, one in three children
with disabilities of primary school age is out of school, compared with one in seven children without
disabilities. Primary school completion is also lower for children with disabilities. These trends are reflected
in the lower literacy rate of persons with disabilities: 54% of persons with disabilities compared to 77%
of persons without disabilities are literate. In some countries, more than 10% of persons with
disabilities has been refused entry into school because of their disability; and more than a quarter
of persons with disabilities reported schools were not accessible or were hindering to them. Crowd-
sourced data, mostly from developed countries, indicates that only 47% of more than 30,000 education

facilities are accessible for persons using wheelchairs.

Many countries continue to strengthen national policies and legal frameworks to improve access to
education for persons with disabilities, with 34 out of 193 UN member States guaranteeing in their
constitutions the right to education for persons with disabilities or providing protection against discrimination
based on disability in education. Yet, in 44% of UN member States, students with disabilities cannot
be taught in the same classroom as other students. But progress has been made in recent years:
41% of countries in 2017, as opposed to 17% in 2013, provided, in their schools, appropriate

materials and communication to support the inclusion of students with disabilities.

To achieve SDG 4 for persons with disabilities, in line with the CRPD, efforts are needed to implement and

scale up the following actions:

e Strengthen national policies and the legal system for ensuring access to quality education for all

persons with disabilities.

e Build capacity of policy makers as well as other decision-makers at both community and national

levels to enhance their knowledge on disability inclusion in education.

e Make schools and educational facilities accessible by creating an enabling environment for

students with disabilities and by making physical and virtual environments accessible.

e Provide training to teachers and other education specialists to gain knowledge and experience in
inclusive education for persons with disabilities.

¢ Adopt a learner-centred pedagogy which acknowledges that everyone has unique needs that can

be accommodated through a continuum of teaching approaches.
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e Engage civil society and local communities in inclusive education.

e Establish monitoring mechanisms to evaluate the implementation of policies and laws on inclusive

education.
e Improve national collection and disaggregation of education indicators by disability.

e Explore crowd-sourcing applications to obtain bottom-up information on the accessibility of schools

for persons with disabilities.

Achieving gender equality and empowering all women and girls with disabilities (SDG 5)

Women with disabilities are often subjected to double discrimination due to their gender and disability status
and continue to be at a disadvantage in most spheres of society and development. Available data suggests
that the gap is stark compared with men without disabilities: women with disabilities are three times
more likely to have unmet needs for health care; three times more likely to be illiterate; two times
less likely to be employed and two times less likely to use the internet. Among those employed,
women with disabilities are two times less likely to work as legislators, senior officials or managers.
Women with disabilities tend also to be in a worse position than women without disabilities. Moreover,
women with disabilities are at heightened risk of suffering sexual violence compared to those without

disabilities.

Compared with men with disabilities, women with disabilities are more likely to have unmet health-care
needs; more likely to be unemployed or inactive in the labour market; and less likely to work as legislators,
senior officials or managers. In poverty, lack of access to education and internet as well as physical violence,
the evidence does not seem to indicate a further disadvantage of women with disabilities relative to men
with disabilities, suggesting that in several countries attitudinal and environmental barriers against disability,
not gender, are the major factor driving the disadvantage experienced by women with disabilities. However,
for lack of access to employment and sexual violence, environmental barriers and negative attitudes against

both gender and disability seem to be playing a significant role.

Many countries still address gender and disability issues separately without focusing on the intersection
between the two, but there are increasingly positive initiatives. For instance, in Latin America, 17 out of 20
countries include disability in their gender national plans. However, only 6 out of 19 countries address
gender in their disability laws. To fully achieve gender equality and empower all women and girls with

disabilities, efforts should focus on:

e Addressing the needs and perspectives of women and girls with disabilities in national strategies

or action plans on disability and on gender.
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e Develop policies and programmes focused on women and girls with disabilities aiming at their full

and equal participation in society.

e Support the empowerment of women and girls with disabilities by investing in their education and

supporting their transition from school to work.

o Raise awareness on the needs of women and girls with disabilities and eliminate stigma and

discrimination against them.

e Enhance the collection, dissemination and analysis of data on women and girls with disabilities and

disaggregate and disseminate data by sex, age and disability.

Ensuring availability of water and sanitation (SDG 6)

Persons with disabilities, especially those living in developing countries, encounter challenges in access to
water, sanitation and hygiene, including physical, institutional, social and attitudinal barriers. This is
particularly true for persons with severe disabilities. Furthermore, in many countries persons with disabilities
are less likely to live in households with access to improved water and sanitation, and less likely to live in a
dwelling with hygiene and sanitation facilities on the premises. This can create difficulties for persons with
disabilities who experience difficulties in mobility, in locating the bathroom on in waiting in line. Moreover,
evidence from a limited number of developing countries indicates that more than one in seven
persons with disabilities finds the toilet at home hindering or not accessible. Lack of accessibility of
toilets outside the home is also a challenge and prevents persons with disabilities from participating in
society. Crowd-sourced data, mostly from developed countries, indicates that only 69% of public
toilets are accessible for wheelchair users. Evidence also suggests that many primary schools do not

have sanitation facilities accessible for persons with reduced mobility.

Assistive technologies, such as specially designed handles for water pumps or toilets, ramps and handrails
and wider doors that are designed for persons with disabilities, have been used to overcome such
challenges and make water, sanitation and hygiene accessible. Some countries have also made communal
wells safe and physically accessible for persons with disabilities and provided moveable toilet seats to
households that had latrines, which helped persons with disabilities having leg and/or back problems and

reduced the need to sit or crawl on a wet latrine floor.

To achieve SDG 6 for persons with disabilities, it is imperative to focus on programs that target challenges

in access to water and sanitation through various steps:

e Involve all stakeholders, especially persons with disabilities.
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e Invest and allocate financial resources to accessible water, sanitation and hygiene facilities in
households and in settings outside the home, prioritizing schools, workplaces, health facilities and

communal facilities.

e Adopt a twin-track approach, i.e. mainstream disability in water and sanitation policies and

programmes while at the same time developing disability specific programmes.
e Share information and build capacity about low-cost inclusive interventions to scale them up.
e Raise awareness and end discrimination and stigma.
e Monitor progress through the collection of individual data.

e Collect, analyse and disseminate census and survey data on water, sanitation and hygiene access

for persons with disabilities and disaggregate these data by type of disability, age and sex.

e Explore crowd-sourcing applications to obtain bottom-up information on the accessibility of water

and sanitation facilities for persons with disabilities to inform accessibility policies.

e Mainstream disability in international fora and global mechanisms working on water, sanitation and

hygiene.

Ensuring access to energy (SDG 7)

Access to affordable, reliable, sustainable and modern energy is vital for persons with disabilities. Assistive
technology, used by many to facilitate equal participation in society and independent living, often requires
electricity. Persons with disabilities are more likely to spend longer periods in their homes and therefore to
consume more electricity, for example, to maintain adequate room temperature. Higher electricity

consumption contributes to higher energy bills.

In many countries, persons with disabilities face more challenges in accessing modern energy than persons
without disabilities. In 37 out of 44 developing countries, the percentage of households with access to
electricity is lower for households with persons with disabilities than households without persons with
disabilities. In 17 countries, less than 50% of households with persons with disabilities have access
to electricity. In developed countries, persons with disabilities, especially women with disabilities, are less

likely than persons without disabilities to be able to keep their homes warm.

Traditional fuels, such as biomass and coal, are also more commonly used for cooking in households with
persons with disabilities than in other households. Longer periods spent at home can lead to greater
exposure to indoor pollution from those fuels. In several countries, more than half of the households
with persons with disabilities still use wood and coal for cooking. Access to clean energy is therefore

crucial for the well-being of persons with disabilities.
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Initiatives taken to address the needs of persons with disabilities in accessing energy remain limited. Good
practices include the provision of financial support for adjusting room temperature in winter and summer

and distribution of energy-efficient stoves in refugee camps focusing on persons with disabilities.

The following eight steps could contribute to address the energy needs and implement SDG 7 for persons
with disabilities by 2030:

e Take into account the extra energy costs which persons with disabilities are faced with in

determining social protection measures.
e Include targeted measures for persons with disabilities in energy programs.
e Close the gap in energy access between persons with and without disabilities.

e Prioritize electricity access for persons with disabilities who require electricity-dependent assistive

technology for independent living and for participation in society.

e Reduce use of solid fuels and promote modern forms of energy in households of persons with

disabilities.

e Promote electricity in schools to increase the use of assistive technology in education and enhance

the opportunities for students with disabilities to participate equally in educational systems.
¢ Include persons with disabilities in national governing bodies working on energy access.

o Raise awareness within ministries and promote inter-ministerial coordination to address fuel and

energy poverty among persons with disabilities.

Promoting full and productive employment and decent work for persons with disabilities (SDG 8)

Persons with disabilities continue to have limited access to the labour market. The employment-to-
population ratio of persons with disabilities aged 15 and older is almost half that of persons without
disabilities and employed persons with disabilities tend to earn lower wages than their counterparts without
disabilities. Lack of accessible workplaces and reasonable accommodation poses further obstacles in the
employment of persons with disabilities. In 8 developing countries, 32% of persons with disabilities

consider their workplace hindering or not accessible.

To improve the employment situation of persons with disabilities, quota systems, which oblige
employers to hire a certain number or percentage of persons with disabilities, have been adopted
by at least 100 countries. Quotas typically range from 1% to 15%. The most effective quota systems
include the payment of a levy by the non-complying company for every position not held by a person with
disabilities. These levies typically contribute to a special fund used to finance measures promoting the

employment of persons with disabilities. Countries have also adopted employment laws and policies that

33



ensure the right of persons with disabilities to equal employment opportunities and prohibit discrimination
on the grounds of disability. In 22 countries, national constitutions explicitly guarantee the right to
work for persons with disabilities. More than 60% of countries include provisions in their labour
laws prohibiting discrimination in employment and guaranteeing equal pay for persons with
disabilities. Moreover, some national programmes provide financial support for persons with disabilities in

accessing mainstream technical and vocational education and training.

To address the current employment gaps and realize SDG 8 for persons with disabilities, States should

ensure that:

e National legislation protects persons with disabilities from discrimination on the basis of disability

in all matters of employment.
e The public sector hires persons with disabilities.

e Public procurement policies and systems include provisions that encourage the employment of

persons with disabilities.
e Public employment services are inclusive of persons with disabilities.
e Mainstream vocational education has provisions to include persons with disabilities.

e Mainstream entrepreneurship development training and microfinance systems include persons with
disabilities.
e Policies are in place that facilitate job retention and return to work for persons who acquire a

disability, including for persons with mental health conditions.

e Support is provided for persons with disabilities in sheltered employment to benefit and enter the

mainstream labour market.

e  Social protection systems are designed to provide income security and support for disability-related

needs and extra costs to promote the participation of persons with disabilities in the labour market.

¢ Robust evaluation plans are built for the implementation of programmes to improve the employment

of persons with disabilities.

e A database of available information and disaggregated data on disability and employment is

developed and available in an accessible format.

Moreover, States should encourage employment of persons with disabilities in the private sector and, where
employment quota legislation exists, in the public and/or the private sector, the State should ensure its
implementation with an effective evaluation system throughout the career development of employees with

disabilities.
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Increasing access to information and communications technology (SDG target 9.c)

Persons with disabilities have more limited access to information and communications technology (ICT)
than persons without disabilities. There is a significant gap between persons with and without disabilities in
the use of the internet. Among 14 countries, only 19% of persons with disabilities compared to 36%
of persons without disabilities use the internet. This may be attributed to lack of accessibility of such
technology, as well as the lower capacity of households with persons with disabilities to afford internet
access. For instance, more than a third of online national portals includes features that are not
accessible for persons with disabilities. Evidence from three sub-Saharan countries indicates that
only 8% of households with persons with disabilities can afford the internet, about half the
percentage for households without persons with disabilities. Compared to households without

persons with disabilities, households with persons with disabilities are also less likely to own a mobile phone.

National policies and programmes have been developed to promote equal access to ICT for persons with
disabilities, including captioning or signing of television programmes, ensuring accessible government
websites, accessible public electronic kiosks or automated teller machines and provision of telephone

services for persons who are deaf and/or speech impaired.

Looking forward, the following recommendations offer guidance on how to strengthen the ICT ecosystem

to ensure inclusion and accessibility for persons with disabilities:
e Raise awareness and enhance knowledge of ICT accessibility.
e Involve persons with disabilities at every stage of ICT development.
e Promote the principles of Universal Design in the mainstream ICT industry and the public sector.
e Adopt national ICT accessibility policies and regulations.
o Create dedicated focal points in relevant ministries or departments dealing with ICT accessibility.
e Provide affordable Internet access for persons with disabilities.
e Provide funding mechanisms to support the development of open-source software.

¢ Involve all relevant stakeholders and increase funding to support universal design and low-cost

ICTs for persons with disabilities.

¢ Develop and publish comparable data on access to and use of ICTs disaggregated by disability as

well as on accessibility of ICTs.
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Reducing inequality (SDG 10)

Persons with disabilities face persistent inequality in social, economic and political spheres and are
disadvantaged in all areas covered by the SDGs. Although gaps between persons with and without
disabilities vary among countries, in some countries the gaps reach more than 20 percentage points
in income poverty, 15 percentage points in the ability to afford a meal with protein every second
day, 50 percentage points in experiencing good health, in literacy rates and in employment to
population ratios. Persons with disabilities are also at disadvantage in terms of accessing and affording
essential services including water and sanitation, energy, and the internet. Besides these gaps, persons

with disabilities are under-represented in political participation.

Combating discrimination is key to reducing inequality for persons with disabilities. Discrimination is a major
cause of exclusion of persons with disabilities. In some countries, more than 50% of persons with
disabilities have experienced discrimination. Even though most countries have ratified the Convention
on the Rights of Persons with Disabilities, discriminatory laws and policies still exist in some countries,
especially in the areas regulating right to marry, legal capacity and political participation. Only 36% of
countries have no legal restrictions for persons with disabilities to marry, only 13% have no

restrictions to vote and only 9% have no restrictions to be elected for public office.

Ensuring access to assistive technology is crucial to enable independent living of persons with disabilities
and their ability to fully participate in society. Efforts have been made by some countries to make this
technology more available and affordable for persons with disabilities by developing national plans.
However, available evidence shows that in several developing countries more than half of the persons
with disabilities who need assistive devices are not able to receive them, mainly because available

devices are inadequate, unaffordable or no transport is available to the providers of these devices.

Social, economic and political inclusion of persons with disabilities will also require deinstitutionalization.
Persons with disabilities living in institutions remain excluded from society and are often unable to obtain
education, to exercise the right to vote and to make their own decisions. In some countries, more than
10% of persons with disabilities still live in institutions and special homes for persons with

disabilities.

Among persons with disabilities, persons with intellectual and psychosocial disabilities are even more
disadvantaged. They are more likely to experience forced institutionalization, poor living conditions and
abuses occurring in psychiatric hospitals as well as harmful and coercive treatment practices. In addition,
they are less likely to be literate and employed and are more likely to find health facilities hindering and to
be excluded from family and community activities. Only in a few countries does legislation promote the

social, economic and political inclusion of persons with psychosocial disabilities.
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Making cities and communities inclusive and sustainable for persons with disabilities (SDG 11)

Transportation systems, public spaces and facilities and businesses are not always accessible for persons
with disabilities. Available data indicates that in some countries more than 30% of persons with
disabilities finds transportation and public spaces not accessible. Persons with disabilities also
experience difficulties in accessing adequate housing. Barriers include lack of physical accessibility,
discrimination and stigmatization and lack of social housing or community support. Limited access to
employment can also pose challenges in securing the financial conditions for renting or financing adequate
housing. As a result, a disproportionate number of persons with disabilities are homeless. Furthermore,
those who find a home may not be able to afford modifications to make their home accessible. In some
countries, more than 15% of persons with disabilities find their dwelling hindering. In several
countries, persons with intellectual or psychosocial disabilities face an additional obstacle: they have limited
security of tenure because their legal capacity is not recognized, and they are rarely able to obtain a formal

housing contract.

Persons with disabilities living in rural areas tend to face more challenges than persons with disabilities
living in urban areas: they are less likely to attend school and to live in a household that owns a mobile
phone. Births from mother with disabilities living in rural are also less likely to be attended by a skilled health

worker.

More and more countries have been taken measures to improve physical accessibility in public
transportation, public playgrounds, cultural facilities, and sidewalks and pedestrian crossings. Some
countries also have guidelines for accessible housing. To make cities and communities inclusive and

sustainable for persons with disabilities, more efforts are needed to:

e Ensure that national policies and laws on accessible housing, public infrastructure, transport, and

services are in place and implemented.

o Develop national policies and laws that guarantee access to adequate and affordable housing for

persons with disabilities.

e Raise-awareness on disability among communities and decision-makers and create the enabling
environment where persons with disabilities are included without discrimination and can participate

equally in the communities.

e Share knowledge and good practices and build capacity to implement measures promoting

accessibility and inclusion.

e Improve research and data to monitor, evaluate and strengthen urban development to be more

accessible and inclusive for persons with disabilities.
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Building resilience of persons with disabilities and reducing their exposure to and impact from

climate-related hazards and other shocks and disasters (SDGs 1.5, 11.5 and 13)

Persons with disabilities are particularly vulnerable during natural disasters, extreme climate
events, conflict and humanitarian emergencies. They are often unprepared as 72% have no personal
preparedness plan for disasters and 79% would not be able to evacuate immediately without
difficulty in the event of a disaster. Persons with disabilities tend to be left behind during evacuations,
are disproportionately affected by adverse impacts of disasters and suffer higher death rates. Moreover,
they are often under-identified in humanitarian and post-disaster contexts. The needs of persons with
disabilities are often overlooked in the early phases of response to humanitarian emergencies and
difficulties are often faced in accessing services and assistance, including rehabilitation and assistive
devices which are critical for recovery. Refugees with disabilities are often exposed to discrimination in the

places where they seek to live.

The needs of persons with disabilities should be factored into disaster risk reduction planning and response.
Many countries are taking measures to do so, for example, by incorporating the needs of persons with
disabilities in national policies, laws, and plans on humanitarian actions and in post-disaster reconstruction
processes and by engaging persons with disabilities in disaster risk analysis and assessment. In addition,
guidance on disability-inclusive humanitarian response have been developed and are available for

humanitarian actors to ensure the needs of persons with disabilities are met.

The following steps can contribute to ensure disability-inclusive disaster risk reduction and response as

well as disability-inclusive humanitarian action:

e Ensure that persons with disabilities participate in decision-making processes and are active
stakeholders at all stages of disaster response and humanitarian action from planning to

implementation, evaluation and monitoring.

e Ensure that national policies and programmes include operational standards and indicators for the

inclusion of persons with disabilities in emergency preparedness, planning and response.

e Ensure that emergency information, commodities, infrastructures and services are inclusive and

available in accessible formats.

e Mobilize adequate, timely and predictable resources to operationalise commitments for inclusive

emergency preparedness and response.
¢ Raise-awareness amongst persons with disabilities on disaster management plan at the local level.

e Enhance the capacities and knowledge of aid workers on the needs and strengths of persons with

disabilities in humanitarian actions.
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e Undertake evidence-based research and develop a data collection system on persons with

disabilities relevant to conflicts and disasters.
Furthermore, States should ensure that:

e All post crisis recovery efforts, including reconstruction and rebuilding, are inclusive of persons with
disabilities, protection mechanisms are in place in emergency and post crisis contexts to recognize
and respond to the heightened risk of persons with disabilities, particularly women and children

with disabilities, to violence, abuse and exploitation.

e Accountability mechanisms are implemented at national level for acts or omissions leading to
discrimination and exclusion of persons with disabilities in the context of humanitarian action and

disaster response.

Promoting peaceful and inclusive societies for sustainable development, providing access to

justice for all and building effective, accountable and inclusive institutions at all levels (SDG 16)

Persons with disabilities experience a heightened risk of violence, in part as a result of stigma,
discrimination and exclusion from society. Evidence from five developing countries suggests that
about one in five persons with disabilities has been beaten or verbally abused because of their
disability. In several developed countries, persons with disabilities are more likely to live in a household or
area of residence where crime, violence and vandalisms are common. Persons with psychosocial
disabilities experience even more violence than persons with other forms of disabilities. Likewise, women
and girls with disabilities experience higher exposure to sexual violence compared to women without

disabilities and men with and without disabilities.

Equal recognition before the law and legal protections that guarantee the rights of persons with disabilities
are fundamental for equal access to justice for all. While some countries explicitly guarantee the rights of
persons with disabilities in their constitutions, some allow for exceptions. Issues that prevent persons with
disabilities from accessing justice also include lack of accessibility in courts and of legal documents, and
limited disability awareness amongst those who work in the justice system. In some countries, more than
30% of courts and police stations are nor accessible and more than 90% of persons with disabilities

who need legal advice are not able to receive it.

Public institutions need to be inclusive of persons with disabilities but, too often, are not. In some countries,
more than one in ten persons with disabilities experiences discrimination in public services.
Globally, only two thirds of countries have online government services for persons with disabilities.
Persons with disabilities tend to be underrepresented in decision-making bodies. Their participation in
politics, including voting and being elected for office, is key for inclusive decision-making. However, many

persons with disabilities, particularly those with psychosocial disabilities, are frequently denied their rights
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to political participation due to discriminatory laws that deprive them of their right to vote and to be elected
for office. Public sector employment can also promote inclusive and effective institutions, and quota
requirements for the employment of persons with disabilities in the public sector have been enforced in

many countries.

Participation of persons with disabilities is also hindered by a lack of access to information. Many countries
adopt and implement freedom of information acts, which secure access by the public to data and
information held by the Government. Yet, few countries have considered the needs of persons with

disabilities regarding the accessibility of information in these acts.

Children with disabilities are often not registered at birth because of stigma and families’ decision to hide
family members with disabilities. Although some countries have already managed to achieve similar levels

of registration for children with disabilities, they still remain largely unregistered in some communities.

Increasing the availability of disaggregated data by disability (SDG target 17.18)

National disability statistics are increasingly available. This is, in part, due to the growing number of
countries that collect disability data in censuses. At least 120 out of 214 countries or areas that
conducted a census during the 2010 round included a set of questions on disability, a significant
increase from the approximately 19 countries or areas that did so during the 1970 census round.
Moreover, there has been a positive trend in using internationally recommended methodologies in data

collection, such as those developed by the Washington Group on Disability Statistics.

A number of United Nations entities have been working on methodologies to improve the quality of disability
statistics worldwide. The World Health Organization (WHQ) supports countries to collect data on disability
and functioning through the model disability survey. The Washington Group on Disability Statistics
developed a short set of disability questions and an extended set of questions on functioning for the
identification of persons with disabilities, as well as, in collaboration with the United Nations Children’s Fund
(UNICEF), a child functioning module to identify children with functional difficulties and an inclusive
education module to assess school environment and participation. Efforts have also been made to build

capacity in countries to use these methodologies.
To increase the availability of data disaggregated by disability, there is a need to:

e Continue building capacity in countries to collect, process, analyse and disseminate data

disaggregated by disability.
e Regularly update international guidelines on the production of data disaggregated by disability.

e Investin an international repository of disability data, compiling data at the country level to monitor

progress towards the SDGs for persons with disabilities.
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A way forward for disability-inclusive development

The evidence in this report demonstrates that persons with disabilities are at a disadvantage in comparison
to those without disabilities in the attainment, monitoring and evaluation of the SDGs. Although progress
has been observed in terms of the adoption or harmonization of existing laws and policies in line with the
CRPD, progress in implementing such measures has been slow. Discriminatory laws are also still in place

in many countries.

To meet the SDGs by 2030, international and national development programmes will need to prioritize
inclusive development. In particular, concrete action is needed to make persons with disabilities and their
situations visible in policymaking and to build just and inclusive societies. This action should focus on four

fronts:

1. Addressing fundamental barriers causing exclusion of persons with disabilities. The fundamental
barriers causing the exclusion of persons with disabilities need to be urgently addressed: discriminatory
laws and policies, lack of accessibility in physical and virtual environments, negative attitudes, stigma and
discrimination, lack of access to assistive technology and to rehabilitation and lack of measures to promote

independent living of persons with disabilities.

2. Mainstreaming disability in the implementation of the SDGs. Areas of particular importance for the
realization of disability inclusive development include social protection (SDG 1.3), education (SDG 4),
employment (SDG 8) and basic services, including healthcare services (SDG 3), water and sanitation (SDG
6), and energy (SDG 7). Accessible infrastructural development in urban and rural environments, public
spaces and facilities (SDG11) is also of paramount importance to participation of persons with disabilities

in all aspects of society and development. Progress in these areas can catalyse progress across all SDGs.

3. Investing in monitoring and evaluation of progress towards the SDGs for persons with
disabilities. The lack of data and research on the situation of persons with disabilities severely constrains
the international community from monitoring the situation of children, youths and adults with disabilities.
Countries should focus on establishing indicators to be collected and disseminated regularly to assess the
situation of persons with disabilities and the challenges they face (such as lack of accessibility), including
disability-specific indicators to capture progress in implementing policies and programmes aimed at their
inclusion. Studies on the impact of policies and programmes will also be needed to guide the
implementation of the 2030 Agenda for persons with disabilities, in particular to help policy makers in

designing new policies and in deciding to scale up, refine or discontinue existing policies.

4. Strengthening the means of implementation of the SDGs for persons with disabilities: finance,
technology, capacity-building, policy and institutional coherence and multi-stakeholder
partnerships. On finance, adequate resources should be allocated to support (i) the enforcement of laws

protecting the rights of persons with disabilities; (ii) the implementation of national disability policies and
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plans and (iii) the delivery of essential services to persons with disabilities. Member States, donor agencies
and international organizations should regularly monitor financial commitments to the inclusion of persons
with disabilities. On technology, the promotion of accessible technology, following the approach of universal
design, should be prioritized. Incentivizing research and development of assistive technology can help
further accelerate the availability of these technologies. International trade policies and agreements can
also facilitate access to affordable assistive products in developing countries where assistive devices are
often limited. Capacity-building is urgently needed for policy makers to formulate disability-inclusive laws
and policies, for organizations working on programmes related to the implementation of SDGs and for
service providers to increase the quantity and quality of their services for persons with disabilities, for
persons with disabilities themselves to gain knowledge to exercise their rights and to better access available
services and products that may benefit them, for development and humanitarian actors on how to address
the needs of persons with disabilities in humanitarian crises and disasters. To promote policy and
institutional coherence, a national institutional mechanism promoting the rights, inclusion and wellbeing of
persons with disabilities and coordinating at the national level is critical for the effective implementation of
the SDGs, as is the participation of persons with disabilities in the institutional arrangements. In addition,
as countries revise laws and policies to align them with the CRPD, there is a need to ensure that national
legislation and development plans are coherent and that legal and policy provisions do not contradict each
other. Multi-stakeholder partnerships have an important role in realization the SDGs for persons with
disabilities. Such partnerships may involve Member States, United Nations agencies, development,
humanitarian and human rights actors, peace and security actors, local authorities and communities, private
sector actors and civil society, in particular persons with disabilities and their representative organizations.
These partners can collectively ensure that development activities and programmes include the

perspectives and consider comprehensively the needs of persons with disabilities.
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Introduction

Despite the progress made in recent years, persons with disabilities the world over continue to face
numerous barriers to their full inclusion and participation in the life of their communities. In order to help
address this challenge, the General Assembly requested the Secretary-General, in coordination with all
relevant United Nations entities, “to compile and analyse national policies, programmes, best practices and
available statistics regarding persons with disabilities, reflecting progress made in addressing the relevant
internationally agreed development goals and the provisions of the Convention on the Rights of Persons
with Disabilities (CRPD), to be submitted to the General Assembly in a Flagship Report during 2018”'. The
UN Flagship Report on Disability and Development| 2018 - Realizing the SDGs by, for and with persons
with disabilities, comes at a critical time. It is a first stock-tacking of where we stand on key aspects of
mainstreaming disability globally in light of the 2030 Agenda; to identify what is needed to monitor progress
made for persons with disabilities in society and development; and to provide wide-ranging
recommendations for transformative change. Ultimately, the 2030 Agenda, together with the Convention
on the Rights of Persons with Disabilities (CRPD), offers a road map towards a more inclusive and

sustainable world.

The 2030 Agenda for Sustainable Development and its 17 sustainable development goals (SDGs) and 169
targets were adopted by all 193 Member States of the United Nations in 2015. It sets out a transformative
vision for preserving our planet, promoting peace and ensuring that prosperity is shared by all. The central
pledge of the 2030 Agenda is to leave no one behind and to reach those furthest behind first. This historic
and ambitious Agenda has direct relevance to persons with disabilities, who face numerous barriers to their
full inclusion and participation in the life of their communities. The global commitment to the 2030 Agenda
recognizes the promotion of the rights, perspectives and well-being of persons with disabilities as a cross-
cutting issue in line with the CRPD. With 177 ratifications and over a decade of implementation of the
Convention (as of 1 October 2018), progress has been made for the inclusion of persons with disabilities

in society and development.

In line with the 2030 Agenda and the CRPD, this report aims to place disability squarely at the centre of the
sustainable development agenda. It reviews progress towards relevant internationally agreed development
goals; and shows that efforts need to be stepped up to ensure that the goals and targets are achieved for

persons with disabilities.

Chapter | provides an historical overview of the steps taken by the United Nations to advance inclusive,

accessible and sustainable society and development by, for and with persons with disabilities.

Chapter Il focuses on the 2030 Agenda goals and targets relevant for persons with disabilities in line with
the pertinent international normative frameworks for their achievement, providing available evidence on the

situation of persons with disabilities in relation to each SDG, as well as related good practices.
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Chapter Ill analyses how disability, as a cross-cutting development issue, will impact the on-going efforts
of the international community towards inclusive and sustainable development. It also identifies possible
strategies to mainstream disability in the implementation, monitoring and evaluation of the SDGs and
concludes with recommendations on mainstreaming the needs, rights and perspectives of persons with
disabilities in achieving the SDGs at all levels for an inclusive and accessible 2030 Agenda that leaves no

one behind.

Definition of disability

In the International Classification of Functioning, Disability and Health (ICF),? disability is defined as a
limitation in a functional domain that arises from the interaction between a person’s intrinsic capacity, and
environmental and personal factors. From this perspective, functioning occurs at three levels: body function
and structures, activities and participation. For example, if an individual cannot move their legs, he/she
experiences a limitation in functioning at the body function level. If an individual has difficulty walking,
he/she experiences a limitation at the basic activity level, in other words difficulty combining body functions
to perform a particular task. If an individual cannot work, because of environmental barriers (e.g. an
inaccessible work place), then he/she is restricted at the participation level. Similarly, the CRPD recognizes
“that disability is an evolving concept and that disability results from the interaction between persons with
impairments and attitudinal and environmental barriers that hinders their full and effective participation in

society on an equal basis with others”.3

The overall experience of disability is diverse as it is the combination of limitations in functioning across
multiple domains (e.g. walking, seeing), each on a spectrum, from little or no disabilities to severe
disabilities, either within a particular domain or across multiple domains. For each domain, the level of
functioning a person experiences depends both on the intrinsic capacity of the individual’s body and the
features of his or her environment that can either lower or raise, the person’s ability to participate in society.
Since domains of functioning are on a continuum, in order to determine prevalence of disability some
threshold level of functioning needs to be established to distinguish between “persons with disabilities” and

“persons without disabilities”.

Countries, in their data collection activities, do not define persons with disabilities uniformly and have
adapted practical definitions and thresholds for their own data collections on the basis of their policy needs.
National definitions differ in both meaning and scope and severity of disability. This report uses country-led
data where these exist, in order to respond to current national circumstances and priorities, while taking
into account the development of methodologies for internationally comparable data by international
organizations and groups operating under the aegis of UN entities. In particular, data produced using the
Washington Group Short Set of Questions* and the WHO Model Disability Survey® are identified throughout

the report.
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Sources of evidence

Over 200 experts from UN agencies and International Financial Institutions, Member States and civil society
(including research institutions and organisations of persons with disabilities) contributed to this report and
five expert meetings were organized to produce an inventory existing evidence and repositories. Over a
dozen major databases of disability statistics, from international agencies and other organizations, were
analysed — covering an unprecedented amount of disability data from over 100 countries. These included
databases from Demographic and Health Surveys;® Economic Commission for Latin America and the
Caribbean; Economic and Social Commission for Western Asia;” Economic and Social Commission for
Asia and the Pacific; Eurostat; International Labour Organization (ILO); Integrated Public Use Microdata
Series;® SINTEF;® United Nations Statistics Division; United Nations Educational, Scientific and Cultural
Organization; United Nations Children’s Fund (UNICEF); the World Bank Group; and World Health
Organization (WHO).

The report covers new areas for which no global research was previously available (for example, the role
of access to energy to enable persons with disabilities to use assistive technology) and contains the first
global compilation and analysis of internationally comparable data using the Washington Group short set
of questions on disability. In addition, more than 1.2 million data points of crowd-sourced data were
examined to inform an analysis of the accessibility of physical spaces. Finally, reviews of legislation from
all 193 UN Member States were conducted and analysed for this report to highlight good practices and to

assess the current status of discriminatory laws on voting, election for office, right to marry and others.
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Chapter I. Overview of the History of the Work of the United Nations
towards Disability-inclusive, Accessible and Sustainable Society and

Development

The aim of this chapter is to highlight the achievements of the international community and to set its course

for advancement of the rights of persons with disabilities.

Background

Prior to the establishment of the United Nations (UN), the League of Nations discussed the nascent ideas
for basic human rights, including promoting rights for minorities, religious freedoms, women and labour.
However, the international community saw the beginning of a new era for universal human rights in the UN
Charter, — a result of an International Organization Conference in 1945 —, which placed human rights as a
core principle of the organization, committing to uphold the dignity and worth of all human beings. The
commitment of the international community to promote the full and effective participation of persons with
disabilities in all aspects of society and development is deeply rooted in the principles of the United Nations’
Charter. "% In 1948, the General Assembly (GA) of the UN adopted the Universal Declaration of Human
Rights (UDHR)'" which promotes the right to life, liberty and security of all persons in society, including the
fostering of all such rights in the event of, among other circumstances, disability. Although it conceptualized
disability as a condition, as opposed to a status or a result of a person’s interaction with the way in which

society is organized, the UDHR is widely recognized for establishing the core principle of equality for all.

The reference to disability in the UDHR as early as 1948, though overdue, provided positive and
progressive steps to the advancement and rights of persons with disabilities. Global recognition of persons
with disabilities as equals has progressed significantly since then. In 1976, the UN adopted the International
Covenant on Civil and Political Rights (ICCPR)'? and the International Covenant on Economic, Social and
Cultural Rights (ICESCR)'3, which alongside the UNDHR formed a triad of international human rights
treaties, and what is called the International Bill of Human Rights. The “International Bill of Human Rights”

is applicable to all and provided a basis for the universal human rights of persons with disabilities.

A shift in perspective

While there was major progress in the corpus of international human rights law and expansion of the United
Nations human rights treaty system, disability largely remained a social protection and welfare issue. The
General Assembly, the Economic and Social Council (ECOSOC) and its subsidiary body, the Commission

for Social Development (CsocD), promoted well-being and welfare of persons with disabilities through
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technical cooperation, rehabilitation and vocational programmes. For example, the CsocD during its sixth
session in 1950 adopted the reports entitled “Social rehabilitation of the physically handicapped” and “Social
rehabilitation of the blind”,'* leading ECOSOC to establish rehabilitation programmes for persons with
physical disabilities and blindness respectively. Following the decisions by the United Nations organs in
1950, the UN and its entities (including the International Labour Organization (ILO), the World Health
Organization (WHO) and the United Nations Children’s Fund (UNICEF) agreed to establish international
standards for education, treatment, training and placement of persons with disabilities. This, in turn, led to
a shift in focus in the way disability was conceptualized, moving away from defining the role of persons with
disabilities as recipients of welfare and services to persons who are entitled to exercise their basic human
rights. In 1969, the GA adopted a declaration, emphasizing the need to protect the rights and welfare of
persons with disabilities'>, thus calling for their full participation in society. The international recognition that
it is society that creates barriers for participation of persons with disabilities emerged during this period,

leading to the adoption of the two international instruments on the rights of persons with disabilities.

The first was the Declaration on the Rights of Mentally Retarded Persons, adopted by the GA in 197116,
representing a significant step in raising awareness on the rights of persons with intellectual disabilities and
the importance of the role of education for persons with intellectual disabilities to reach their full potentials.
At the time, this Declaration was an important tool to advance disability as part of a global agenda-
particularly the issue of intellectual disabilities. The Declaration, however, still retained a ‘medical/social
welfare model’ approach to disability in some parts, referring to persons with disabilities as reliant on social

security and welfare and requiring separate services and institutions.

A second declaration on disability followed in 1975 - the Declaration on the Rights of Disabled Persons'’ -
which promoted social integration of persons with disabilities, on the basis of their inherent dignity and
human rights, setting standards for equal treatment and accessibility to services. Compared to the 1971
declaration, this second declaration reflected the transition from the ‘medical/social welfare model’
approach to disability to “social/human rights” model of promoting the equal rights and opportunities for

persons with disabilities.

Building momentum

By 1980 the UN had garnered support from Member States to take further steps for the full participation of
persons with disabilities in society and development, which resulted in the designation of 1981 as the
International Year of Disabled Persons (IYDP).'® The IYDP promoted the full integration of persons with
disabilities into society, increasing awareness and encouraging the formation of disability organizations to
give an active voice to persons with disabilities worldwide. During the year, great many conferences,
symposiums and events at global, regional and national levels were held to commemorate the progress

made in inclusion of persons with disabilities in society and to strengthen policy innovation. The IYDP was
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therefore a pivotal year for the advancement of the rights of persons with disabilities in society and

development.

In 1982, the General Assembly adopted the World Programme of Action Concerning Disabled Persons
(WPA)', to achieve the goal of the full and effective participation of persons with disabilities with central
theme the equalization of opportunities for persons with disabilities, and the effective measures for the
prevention of disability and rehabilitation. The WPA was thus an important and pivotal shift towards a rights-
based approach to disability as a global issue. It focused on how societal and other barriers - be they
environmental or attitudinal - should be removed so that persons with disabilities can participate in society
as agents of change and beneficiaries of development gains. To advance the goal of the WPA, the United
Nations General Assembly designated the Decade of Disabled Persons, spanning from 1983 to 199220,
which spurred a number of activities designed to improve the situation and status of persons with
disabilities, including better education and employment opportunities, and increasing their participation in
the life of their communities and countries. During the Decade, a number of conferences took place,
including the adoption of the “Tallinn Guidelines for action on Human Resources Development in the Field
of Disability” in 1989. The Decade resulted in the establishment of the International Day of Disabled
Persons, to be observed on 3 December. It also resulted in the establishment of the first global network of
persons with disabilities, Disabled People’s International, and subsequent formation of national and local
organizations of persons with disabilities. The message of “persons with disabilities as agents and
beneficiaries of development” thus started to take concrete forms in the international normative framework
on disability and development as well as in global, national and regional policy frameworks and global
networks of persons with disabilities to define their own rights, well-being and perspectives in society.

The Standard Rules on Equalization of Opportunities for Persons with Disabilities was one of the main
results of the UN Decade of Persons with Disabilities, bringing the importance of equalization of
opportunities to the forefront of the global development agenda. The Standard Rules were adopted in 1993
by the General Assembly to advance the central objective of the World Programme of Action concerning
Disabled Persons as a set of rules for action by Governments and other stakeholders. The monitoring
mechanism of the Standard Rules included the appointment of a Special Rapporteur to report to the

Commission for Social Development on the implementation of the rules.?’

UN Development Conferences

In addition to key milestones reached by the UN in advancing disability rights and development,
international and world conferences held during the 1990s following the Decade of Disabled Persons
emphasized the need for a ‘society for all’, thus providing scope to advocate for participation of persons

with disabilities in all spheres of society. Conferences promoted initiatives to improve health care,
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education, elimination or reduction of violence and the lessening of the poverty rate for persons with
disabilities, thus realizing their rights in all aspects of social, economic and cultural life. The World
Conference on Human Rights in 1993 saw the generation of the Vienna Declaration and Programme of
Action,?? adopted by the General Assembly to advance human rights in line with the changing scope of
society. It recognized that the human rights and freedoms granted to all members in society unreservedly
include persons with disabilities,?® and for this reason, discrimination against them is a violation of human

rights.

Additionally, the World Summit for Social Development in 1995 adopted the Copenhagen Declaration on
Social Development,?* which stipulates that advances in economic, social and environmental dimensions
are mutually reinforcing components of sustainable development. The declaration also noted that
development cannot be accomplished in the absence of all human rights and without participation from all
groups and representations in society. Though core human rights treaties were universal in their coverage,
they did not address the specific barriers, needs and concerns that persons with disabilities faced, paving

the way toward an international convention on disability.

The UN, in collaboration with Member States, organizations of persons with disabilities and academic
institutions were exploring further how the Standard Rules and the existing international normative
framework on disability — consisting of international instruments on human rights and development- could
advance the rights of persons with disabilities. For this objective, a number of technical meetings were
organized throughout the late 1990s to early 2000. A pivotal meeting was the UN Consultative Expert Group
Meeting on International Norms and Standards relating to disability (1998), which explored specific ways
to utilize existing norms and standards for the advancement of the rights of persons with disabilities,
including specific recommendations for mainstreaming disability in the UN development and human rights
agenda, mechanisms, processes and resulting documents. The following year, a UN inter-regional
conference on international nhorms and standards relating to disability was held in collaboration with the
Equal Opportunities Commission of Hong Kong, SAR, China, which brought together global, regional and
national leaders and experts in the field of disability, development and human rights. The Conference
adopted a set of recommendations for the advancement of the rights of persons with disabilities at global,
regional and national levels, including a possibility for promoting an international convention on the rights

of persons with disabilities.?

At the 56™ session of the General Assembly, the Government of Mexico at its highest level proposed an
international convention on disability to be considered by the General Assembly, based on the programme
of action adopted by the World Conference on Human Rights in Durban (South Africa, 2001). The
consultations on this proposal involved many new and traditional stakeholders in the field of disability,
creating a momentum for a new era of “disability movement” within and outside the United Nations. The

General Assembly established the Ad Hoc Committee in 2001, which was initially proposed for “considering
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proposals for an international convention to uphold the dignity and rights of persons with disabilities.” The
Committee engaged civil society (in its meeting in 2002), establishing a Working Group to prepare a draft
text of a convention (in 2003), with final negotiations on the draft text and its Optional Protocol, which were
both adopted by the GA in December 2006. %

The Convention on the Rights of Persons with Disabilities (CRPD) was envisaged from the very beginning
as the instrument for inclusive development and for the realization of the universal human rights for persons
with disabilities. It entered into force in 2008 and has established two monitoring mechanisms: i) the
Committee on the Rights of Persons with Disabilities and ii) the Conference of States Parties. While the
Committee is part of the UN human rights treaty monitoring system, the Conference of States Parties to the
CRPD is a unique global mechanism, which has no parallel entity in other human rights conventions. The
Conference is established as a unique forum to exchange experiences and new ideas for the
implementation of the Convention and to improve policies and programmes, with a focus on practical

solutions to the obstacles encountered by persons with disabilities on the ground.

This landmark Convention is truly a benchmark instrument to ensure the equal enjoyment of universal
human rights and fundamental freedoms by persons with disabilities. Together with other international
human rights and development instruments, it provides a comprehensive framework for national policy-
making and legislation, including international cooperation, for building inclusive society, and development.
The international disability “architecture” constitutes a tool for strengthening legal protection, policymaking
and planning for development. At the international level these instruments may be utilized to support
disability-inclusive policies and practices. At the national level, they may be used to support harmonization
of national legislation, policies and programmes. The World Programme of Action and the Standard Rules
focus on planning and strategic implementation, monitoring and evaluation, and adopt a different approach
from the monitoring of an international human rights convention. The Convention adds the strength of

human rights practice from the disability perspective to the existing international normative framework.

Broadly speaking, there are two core aspects to the implementation of the Convention: (a) harmonization
of laws relating to disability and adaptation of policies and programmes; and (b) non-legal strategies in
innovative use of an international convention for advocacy and social change. Implementation of the
Convention calls for the formulation of strategic options for policies, programmes and evaluation measures

that promote the full and equal participation of persons with disabilities in society and development.

While the international normative framework on disability was further strengthened by the Convention, the
international community was facing a lack of information in data, statistics and analysis of the situation of
persons with disabilities for mainstreaming disability in the development goals, including the Millennium
Development Goals (MDGs). As a response to such need, a flagship report was published by the WHO
and the World Bank - the World Report on Disability (2011). The report estimated that there were one

billion persons living with some forms of disability worldwide and included its analysis, which correlated
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disability with poverty, a lack of education, and increased likelihood to harmful practices to health. The
report articulated that disability is a critical developmental issue, and that the global development agenda

must include persons with disabilities in all sectors of development.

UN General Assembly High Level Meeting on Disability and Development and Toward

Disability-Inclusive 2013 Global Agenda for Sustainable Development

As the international community was beginning its dialogues to develop an inclusive and sustainable global
development agenda, the GA called for a High-Level Meeting on Disability and Development (HLMDD) to
be held at the level of Heads of States and Governments in 201327, under the theme: “The Way Forward:
a disability inclusive development agenda towards 2015 and beyond”. At this meeting, Member States
adopted an outcome document,?® stressing the importance of giving due consideration to all persons with
disabilities in the post-2015 United Nations development agenda. The outcome document “encourages the
international community to seize every opportunity to include disability as a cross-cutting issue in the global
development agenda”. In the Meeting,?® Member States emphasized the need to translate these

international commitments into concrete actions and results for persons with disabilities.

The international community, on the basis of the outcome of the HLMDD, specifically addressed the inter-
linkages between disability and sustainable development in the course of negotiations of the 2030 Agenda
for Sustainable Development. It underscored the importance of a disability-inclusive global development
agenda and successfully included references to disability in the draft document of the Agenda. The
international community continued its review of and consideration for disability-inclusion in the indicators

for the monitoring and evaluation of the 2030 Agenda in 2016.

Since the adoption of the Convention, which emphasizes the importance of mainstreaming disability as an
integral part of relevant strategies of sustainable development,?° the rights, well being and perspectives of
persons with disabilities have garnered growing political commitments, especially in the post-2015
development agendas. In 2015, Member States adopted the 2030 Agenda for Sustainable Development
and its Sustainable Development Goals (SDGs), which recognize disability as a cross-cutting issue and
explicitly address it in five SDGs, namely on education, growth and employment, inequality, accessibility of
human settlements, data, monitoring and accountability. In addition, persons with disabilities are recognized
among disadvantaged groups for whom progress must be particularly monitored, as Member States aim to
achieve universal goals concerning basic needs, including the eradication of poverty and hunger, ensuring

healthy lives and well-being, and securing access to clean water and sanitation.

Moreover, a series of post-2015 development frameworks incorporated the rights and well-being of persons
with disabilities, and engaged the participation and contribution of persons with disabilities in the
deliberation and development of relevant strategies, including Small Island Developing States (SIDS)
Accelerated Modalities of Action (SAMOA) Pathway, 3° Addis Ababa Action Agenda,?®' the Sendai
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Framework for Disaster Risk Reduction 2015-2030,%? the Paris Agreement, the New York Declaration for
Refugees and Migrants, 3 the New Urban Agenda,3* and the Global Compact for Safe, Orderly and Regular

migration.

In the Addis Ababa Action Agenda, adopted at the Third International Conference on Financing for
Development in July 2015, Member States included a disability perspective in the context of financing for
development. More specifically, this Agenda commits to providing access to quality education, including
accessible and disability-sensitive educational facilities, employment, social protection and accessible
technologies, as well as collecting and using data disaggregated by disability status for monitoring and

evaluation of the Agenda.

The Sendai Framework for Disaster Risk Reduction 2015-2030, adopted at the Third UN World Conference
in March 2015, emphasized the importance of disability-inclusive disaster risk, calling for the inclusion of
persons with disabilities in design and implementation of policies, plans and standards on disaster risk
reduction, and for promoting the contribution of persons with disabilities in the process. The first World
Humanitarian Summit held in Istanbul, Turkey, further increased the visibility of persons with disabilities in
situations of humanitarian crises, with the Charter on Inclusion of Persons with Disabilities in Humanitarian

Action.

The New Urban Agenda, adopted at the United Nations Conference on Housing and Sustainable
Development (Habitat Ill) in Quito in October 2016, underlined the connection between urban development
agenda and the 2030 Agenda especially its Goal 11 on sustainable cities and communities. Member
States took a twin-track approach to promote inclusive urban development for all, and pledged to eliminate
discrimination, provide equal access to technology, employment and public services, including transport
infrastructure, for persons with disabilities, and ensure their participation in decision-making processes in
urban planning. It also supports science, research and innovation, including a focus on social, technological,
digital and nature-based innovation, robust science-policy interfaces in urban and territorial planning and
policy formulation and institutionalized mechanisms for sharing and exchanging information, knowledge

and expertise.

Conclusion

Since its inception, the United Nations has pursued the advancement of the rights of persons with
disabilities in society and development in close collaboration with Member States, organizations of persons
with disabilities and other civil society organizations, academic institutions and the private sector, at local,
national and global levels. Remarkable progress has been made over the past decades in this endeavour
and the United Nations’ commitment to promote the full and effective participation of persons with
disabilities as agents of change and beneficiaries of development has been translated into concrete action.

As previously discussed, there are a number of benchmarks, including the adoption of an international
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convention on the rights of persons with disabilities, the disability-inclusion in the global development
agenda, their processes, mechanisms, and monitoring and evaluation, including the 2030 Agenda for

Sustainable Development.

“Persons with disabilities as beneficiaries and agents of change in society and development” — the central
message of the work of the UN in disability® is therefore taking increasingly concrete forms in global,
regional, and national development agendas. Persons with disabilities are advocating for their rights to
actively participate and lead the communities they live. Nonetheless, persons with disabilities still face great
many challenges for their full and equal participation in society and development. With the realization of the
2030 development agenda by, for and with persons with disabilities, the international community has an
extraordinary opportunity to create an inclusive, accessible and sustainable world, which brings peace and

prosperity for all.

53



Chapter II. Realizing the Sustainable Development Goals for

persons with disabilities

Disability has been included in various targets and as a cross-cutting issue in the 2030 Agenda. Efforts
need to be stepped up to ensure that the goals and targets will be achieved for persons with disabilities
too, in line with the CRPD. This chapter reflects on overall progress towards the SDGs from the perspective
of persons with disabilities. In particular, the following SDGs are addressed in detail in the following sections
of this chapter: poverty and hunger (SDGs 1 and 2), health and well-being (SDG 3), sexual and reproductive
health and reproductive rights (SDGs 3.7 and 5.6), education (SDG 4), gender equality and empowerment
of women and girls with disabilities (SDG 5), availability of water and sanitation (SDG 6), access to energy
(SDG 7), employment and decent work (SDG 8), access to ICT (SDG 9.c), inequality (SDG 10), inclusive
cities and human settlements (SDG 11), disasters, environmental shocks and climate change (SDGs 1.5,
11.5 and 13) and finally inclusive societies and institutions, representative decision-making and access to
justice and to information (SDG 16). These sections provide an overview of the selected SDGs from a
disability perspective, discussing relevant international normative frameworks, current situation of persons
with disabilities, current practices highlighting good practices, with the aim of informing the implementation

of the 2030 Agenda for persons with disabilities.
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A. Ending poverty and hunger for all persons with disabilities (SDGs 1 and 2)

This section reflects on the situation of persons with disabilities with respect to poverty and hunger, in line
with SDGs 1 and 2. SDG 1 makes a call “to end poverty in all its forms” and SDG 2 “to achieve zero hunger”.
This section presents various international normative frameworks on poverty, hunger and disability,
provides an overview of the situation of persons with disabilities vis-a-vis SDGs 1 and 2 and discusses
national policies and good practices in these areas. The section includes recommendations for achieving
these two SDGs for persons with disabilities.

The section focuses on selected SDG 1 and SDG 2 targets relevant for persons with disabilities: reduce at
least by half the proportion of men, women and children of all ages living in poverty in all its dimensions
according to national definitions (1.2); end hunger and ensure access by all people to safe, nutritious and
sufficient food all year round (2.1); implement nationally appropriate social protection systems and
measures for all, including floors, and by 2030 achieve substantial coverage of the poor and the vulnerable

(1.3); ensure access to financial services, in particular to the vulnerable (1.4).

Achieving these targets for persons with disabilities remains a path full of obstacles. Persons with
disabilities face physical or social, economic and environmental barriers to participation, which may lead to
poverty and hunger. For instance, lack of accessibility of the physical environment and discrimination may
prevent persons with disabilities from entering the school system, restricting their skills, knowledge and
future ability to perform labour and produce economic value. Those same barriers may prevent persons
with disabilities from entering the labour market, or may limit the kind and amount of work they can do,
lowering their incomes. In addition, increased expenditures related to disability may have an adverse impact
on financial resources and push persons with disabilities into poverty. Though social protection schemes
can help alleviate poverty, persons with disabilities encounter various barriers in accessing social protection
programmes.3® These barriers include lack of accessible information provided to persons with disabilities
about social protection programmes and how to apply for them, absence of the requisite documentation,
limited accessibility of grant offices to persons with disabilities and pervasive discrimination by grant offices,
in particular, towards those with mental disabilities, as well as the lack of clarity in the disability evaluation

process.%’

International normative frameworks on poverty, hunger and disability

The eradication of poverty and hunger are key commitments of the SDGs, reflected in SDGs 1 and 2. SDG
1 commits “to end poverty in all its forms” and SDG 2 “to achieve zero hunger”. The universality of these
goals covers all, including persons with disabilities. Although there are no direct references to disability in
Goals 1 and 2, indicator 1.3.1 measures the proportion of population covered by social protection

floors/systems, by sex, distinguishing persons with disabilities, amongst others.
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The international normative framework on disability and development, consisting of CRPD and other
international instruments, also includes provisions/references concerning poverty, hunger and social
protection for persons with disabilities (Figure 11.1). Poverty among persons with disabilities is a key concern
in the CRPD and disability-specific legislation. Article 28 of the CRPD calls on States Parties: ‘to ensure
access by persons with disabilities, in particular women and girls with disabilities and older persons with
disabilities, to social protection programmes and poverty reduction programmes’. CRPD emphasizes
equality in social and economic dimensions, including equal remuneration for work of equal value (Article
27.1(b)) and equal access to retirement benefits and programmes (Article 28.2 (e)). CRPD also stresses
autonomy the right for persons with disabilities to control their own financial affairs and to have equal access
to bank loans, mortgages and other forms of financial credit (Article12, paragraph 5), and rights to an
adequate standard of living and social protection (Articles 28 , paragraph 1, and , paragraph 2 (b)(c)) and
also connects with SDG 2 through provisions for adequate food, standard of living (Article 28.1), and land
control (Articles 12, paragraph 5). Other international human rights instruments contain provisions
concerning the right to social protection of persons with disabilities. For example, the Universal Declaration
of Human Rights (1948)3 and the International Covenant on Economic, Social and Cultural Rights (1966)3°

contain a general recognition of this right.

Figure 11.1. International normative frameworks relevant for the achievement of SDGs 1 and 2 for

persons with disabilities.

The Universal The International The Convention on the
Covenant on Economic, Rights of Persons with
Social and Cultural Disabilities (2006)
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The situation of persons with disabilities concerning poverty, hunger and nutrition
Poverty

Persons with disabilities, and their households, are more likely to live in poverty. The evidence is based on
hunger indicators, traditional poverty indicators (income, household expenditures, asset ownership), and
multidimensional poverty, i.e. the experience of multiple deprivations by the same households or

individuals.

Regarding the traditional poverty indicators, data from 2011-2016 for six countries and areas, showed that
a higher percentage of persons with disabilities was living under the national poverty ling;*° in some
countries the difference reached 22 percentage points (Figure 11.2). Using international poverty lines,
persons with disabilities were more likely to be poor in 3 countries in 2010-2011 (Figure 11.3), with the

highest gap between persons with and without disabilities being 12 percentage points in Uganda.

Figure I.2. Percentage of persons with and without disabilities living under the national poverty

line, in 6 countries, in 2011-2016.
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Source: UNESCAP (2018)*' and Brucker et al (2014).4243
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Figure I1.3. Percentage of households with and without persons with disabilities living under the

international poverty line (US$1.90 a day), in 3 countries, in 2010-2011.
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asterisk (*) indicates that the difference is statistically significant at 10% or less.

Source: Mitra (2018).44

For high-income countries, the evidence in figures Figure 11.2 and Figure 11.3 is consistent with other studies
suggesting that persons with disabilities are more likely to be income poor.%4647 In lower and middle-
income countries, in some studies point to higher poverty rates among persons with disabilities, in line with
the national poverty rates in Figure 1.2 and Figure 11.3, but others did not find a clear association between
disability and poverty. For instance, several studies show that households with disabilities have fewer
assets and worse living conditions compared to other households;*® or a higher prevalence in lower asset
quintiles;*%:%%:51 or that households with disabilities have lower expenditures than households without.5%3%3
However, other studies found no significant association4° or varied results across countries.® In lower
and middle-income countries, due to the variability of income over time and the difficulty of measuring it for
workers in the informal sector, poverty is often measured through assets/living conditions or consumption
expenditures. It is, however, problematic to use household expenditures to assess the well-being of
households with disabilities, as they may reflect additional expenditures associated with a disability (see
Box 1).

The poverty gap between persons with and without disabilities is not necessarily uniform, even within a
country. For instance, data from the 2006 Vietnam Household Living Standards Survey (see Box 1) showed
that, there was a very small gap in some districts, but a very large one in other districts. Further analysis

found that the gaps were the largest in districts with the poorest infrastructure and least access to health
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care services, suggesting that improvements in the environment and in-service delivery have the potential

to narrow the poverty gap between persons with and without disabilities.%”

Apart from the association with income poverty, several studies have also found that disability is associated
with a higher likelihood of experiencing multiple deprivations, also referred to as multidimensional poverty.%®
Figure 11.4 shows estimates of the multidimensional poverty headcounts for 22 countries. A
multidimensional poverty gap between persons with and without disabilities is found in all countries and is
the largest in Uganda with a headcount of 90% for persons with disabilities and 57% for persons without
disabilities. While disability is correlated with the experience of multidimensional poverty, the very nature of
deprivations may vary across countries. For instance, it could be in terms of employment and health care

access in one country, but in terms of educational attainment and living conditions in another.

Box 1. Addressing common pitfalls in income poverty indicators to assess poverty among persons

with disabilities — a case study from Vietnam

Consumption-based measures, which assume that the less one consumes the poorer one is, are typically
used to assess poverty in developing countries. However, a case study from Vietnam shows the importance
of digging below the surface when using these measures to assess poverty among persons with disabilities.
Data from the 2006 Vietham Household Living Standards Survey showed that 17% of persons with
disabilities were poor compared to 15% of persons without disabilities, revealing a modest poverty gap.
However, that assumes that the poverty line for persons with and without disabilities is the same, when in
fact persons with disabilities face extra costs of living due to higher medical bills, cost of assistive technology
or special transport. With this additional consumption persons with disabilities will seem wealthier than they
are. When the poverty line was adjusted for estimating of these costs, the poverty rate for persons with
disabilities rose to 23%.

However, even this adjustment did not capture the complexity of the situation. The timing of the onset of
disability can also have an important impact on poverty. The effect of disability on poverty with an onset in
old age, after people have received their education and spent years generating a livelihood, may not be as
large as when a disability occurs earlier in life. In fact, while the poverty rate for Vietnamese aged 19-40
without disabilities was also 15%, the rate for their peers with disabilities was 25%, which rose to 31% once

extra costs were accounted for.

Consumption-based poverty indicators need to account for extra costs related to disability and disaggregate
by age in order to provide a more accurate assessment of poverty among persons with disabilities and
inform poverty-reduction policies adequately.

Source: Mont and Nguyen (2017).%°
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Figure I.4. Multidimensional poverty rates, % for persons with and without disabilities, in 22
countries, in 2002-2014.
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Note: (WG) identifies countries with data collected using the Washington Group short set of questions;
(WHS) identifies countries with data collected using the World Health Survey. An asterisk * indicates that
the difference is statistically significant at 5% or less. Data from Morocco and Tunisia were carried out in
selected geographical regions in each country; data from Ethiopia is representative of rural areas and small

towns.

Source: Brucker et al (2014);%2 Mitra et al (2013);5! Mitra (2018);** Trani et al (2015);%? Trani et al (2016).63.64

Extra costs associated with disability

Persons with disabilities bear costs associated with health care, transportation, personal assistance or
assistive devices, modified residences, etc.%® The result is that two households with the same level of
consumption (or income) — one with a member with a disability and one without — are not enjoying the same

standard of living due to the extra costs associated with disability for persons with disabilities.

Table II. 1 presents the estimated costs of living with a disability in 8 countries. Such additional costs are
sizeable, especially for severe disabilities. Smaller sized households tend also to be more affected as the
costs relative to the household income tend to be higher.®® While the estimated costs of living with a
moderate disability range from 21 to 40% of average income, and from 39 to 70% for a severe disability, a

rough estimate would be that having a moderate disability increases the cost of living by about a third of
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average income, and having a severe disability increases the cost of living by more than 40% of average

income.

Table Il. 1. Estimates of the extra costs associated with disability, by degree of disability, in 8
countries, in 1998-2008.

Country Year Extra costs associated with disability as percentage of average
income

Any disability Moderate disability Severe disability
Australia®” 1998-1999 29% 30% 40%
Bosnia and 2001-2004 14% - -
Herzegovina®
China® 2006 8% to 43% (adults); - -

18% to 31% (children)
Ireland™® 2001 40% (adults aged 65 - -
and over)

Spain’ 2007 - 40% 70%
UK72 2007-2008 - 21% 39%
Vietnam’3 2006 12% - -

Access to financial services

Access to financial services has been recognized as key to lift people out of poverty. Without a bank
account, for instance, individuals often face higher costs for conducting financial transactions through other
alternative financial service providers. Such individuals find it more difficult to save and plan financially for
the future, leaving them more vulnerable to medical or job emergencies that may endanger their financial
stability. The lack of longer-term savings undermines their ability to improve skills, purchase a home, or pay
for the education of their children.

Financial services are not always accessible for persons with disabilities. Banks may not be physically
accessible and online financial services may not be virtually accessible. For instance, in five developing
countries, between 8 and 64% of persons with disabilities consider that banks are not accessible (Figure
[1.5). Crowd-sourced data mostly from developed countries indicated that as of 2017, 28% of banks and

12% of ATMs were not accessible for persons with wheelchairs.”7°
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Figure II.5. Percentage of persons with disabilities who consider banks are not accessible, in 5

countries, around 2011.
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Note: (WG) indicates surveys that used the Washington Group short set of questions. Data from South

Africa was collected in selected regions of the country and is not nationally representative.

Source: SINTEF surveys on the living conditions of persons with disabilities.”®

Hunger and nutrition

Persons with disabilities are more likely to live in food insecure households.*?7" In 34 out of 35 countries,
mostly in Europe, the inability to afford a meal with protein —i.e. meat, chicken, fish or vegetarian equivalent
— every second day was higher among persons with disabilities than among persons without disabilities
(Figure 11.6). On average, the percentage of persons with disabilities who are unable to afford such a meal
is almost double, 17% as compared to 10% for persons without disabilities. In 27 countries, more women
than men with disabilities had this challenge. The gender gap between women and men is wider among
persons with disabilities — gap up to 7 percentage points - than among persons without disabilities — gap
up to 3 percentage points. Other evidence, from 8 countries, around 2012, shows that persons with
disabilities and their households are more likely to not always have food to eat, than persons without
disabilities and their households (Figure 11.7). Children and youth with disabilities are also less likely to
benefit from school-based malnutrition reduction efforts because they are less likely to attend school than

their peers without disabilities.”®
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Figure I1.6. Inability to afford a meal with meat, chicken, fish or vegetarian equivalent every second

day for persons aged 16 and over with and without disabilities”®, in 35 countries, in 2016.8°
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Figure I1.7. Percentage of persons or households who did not always have food to eat, by disability

status, in 8 countries, around 2012.
50%

40%

30% - O % o
') O

20% 8

<
o O23%

10% - O
0%
P O O © © 9 © 9 © 9 © &
A R AR R I A s
3 Q Q N\ Q Q Q &
S S N N O TV N
@ R S @ o R N & e
X & ) & N 3 \ <&

OPersons with disabilities/Households with persons with disabilities

OPersons without disabilities/Households without persons with disabilities

Note: (WG) indicates surveys that used the Washington Group short set of questions. Data from the United
States refer to percentage of persons; all other data refers to percentage of households. Data from
Botswana, Eswatini and Lesotho refer to the experience of the household in the past two weeks; all other
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Source: Brucker et al (2014),42 Mitra (2018)% and SINTEF.®

Access to social protection

Although the need for social protection programs tends to be higher among persons with disabilities
compared to the general population, this is not always matched by higher enrolment.® A recent global
estimate suggested that, as of 2016, only 27% of persons with severe disabilities collected disability social
protection benefits.® Evidence from nine developing countries indicated that, on average, among persons
with disabilities who needed welfare services, 76% of them were not able to receive these services (Figure
I1.8). In Asia and Pacific countries, the coverage of disability specific countries varies widely, with some
countries having almost universal coverage for persons with disabilities and other countries have no

coverage at all. 8586

Access to social protection programs, even disability-targeted ones, has been shown to be restricted by a
variety of barriers.®” Persons with disabilities are not always informed of social protection programs in their
area and benefit packages offered may not be adapted to their needs.®8 For those aware of such programs,
other barriers may prevent them from enrolling. A study conducted in the poorest areas of Johannesburg

showed that only 41% of the sample of persons with disabilities were receiving the disability grant, although
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71% were aware of it.3” Reasons provided for not receiving the grant vary from not knowing how to apply,
absence of documentation, lack of accessibility of grant offices, lack of clarity in the disability evaluation
process and prejudice of staff at the grant offices towards certain types of disabilities, particularly mental
illness. The disability grant was used in 50% of the cases to cover essential needs (food, healthcare, water
and electricity). In some countries, unclear disability eligibility criteria have also been shown to be a barrier

to programme participation.®

Figure 11.8. Percentage of persons with disabilities who needed but did not receive welfare services,

in 9 countries, around 2012.
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Note: (WG) indicates surveys that used the Washington Group short set of questions. Data from Lesotho
is based on 25 to 49 observations and should be interpreted with caution. Data from South Africa was

collected in selected regions and is not nationally representative.

Source: SINTEF.®

Current practices on addressing poverty and hunger among persons with disabilities

Many countries attempt to reduce poverty and eliminate hunger among persons with disabilities through
direct policies and programmes, in particular, social protection schemes, or indirect measures that empower

individuals with disabilities with the skills to move out of poverty. This includes promoting inclusive education



and access to the labour market through for example policies on non-discrimination and reasonable
accommodation at the workplace. Indeed, policies and programmes promoting inclusion of persons with
disabilities are likely to have a positive impact on the well-being and standard of living of persons with
disabilities, and are discussed in other chapters in this report, for other SDGs. This section will focus only

on two direct measures: social protection schemes and community-based rehabilitation.

Social protection schemes help manage and alleviate situations that adversely affect a person’s well-being.
Disability-targeted benefits have demonstrated effectiveness in helping the household meeting basic
needs.®° For instance, a study in Johannesburg, South Africa, showed that the disability grant was used in

50% of the cases to cover essential needs (food, healthcare, water and electricity).3”

Since the 1960s, more and more countries have adopted social protection programmes for persons with
disabilities, reaching 179 out of 183 countries in 2012-13 (Figure 11.9). In 168 countries, disability schemes
provide periodic cash benefits to persons with disabilities, while in another 11 countries there are only lump-
sum benefits. In 81 countries, benefits mainly cover workers and their families in the formal economy and
thus leave out children with disabilities and persons with disabilities who did not have the opportunity to
contribute to social insurance long enough to be eligible to benefits. However, 87 countries use fully or
partially tax financed schemes and thus have improved coverage. In 27 countries, schemes cover all
persons with assessed disabilities without regard to their income status; in 60 countries, they protect only
persons or households whose economic means fall below a certain threshold.®! Disability benefits tend to
be lower than the average wage of a fulltime employee, as well as lower than old-age pensions and
unemployment benefits. In countries for which data are available, disability benefits vary from 2% to 51%

of GDP per capita.®?

There are schemes financed by social security who support participation of persons with disabilities in the
labour force by financing vocational rehabilitation and training if the person needs to learn a new job or has
to acquire new skills to do their previous job, thus contributing to progress towards SDG 1 and SDG 8.
Malaysia for example has such a scheme.®® The problem with these schemes is that they do not cover

persons who already have a disability or are not covered by social security.

Community Based Rehabilitation (CBR) programmes aim to enhance the social inclusion for persons with
disabilities and their families while reversing the vicious cycle of poverty and disability.94 More recently, in
India and Afghanistan, two studies have explored the impact of various components of CBR programs on
the well-being of persons with different type of disabilities, both adults and children. They have shown some
positive impact of the CBR programs on various outcomes. A study showed that persons with disabilities
experienced an improvement in their lives through CBR programs —although of different intensity— in
multiple dimensions of quality of life (health, income or employment, inclusion in family and community life)
after 4 years and 7 years of programme.95 The effects after 4 and 7 years on each dimension are similar

which indicates that the CBR programme has major results in a first period that are maintained through
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time. Indicators of inclusion keep increasing in the long run and have a spill over effect on those persons
with disabilities who chose not to participate in the CBR programme but living in its catchment area,

illustrating the complex pattern of sensitization and awareness processes in a given community.

Figure 11.9. Overview of cash disability benefit programmes anchored in national legislation, by type
of programme and benefit, 2012-2013, in 183 countries.
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Source: ILO (2014).%
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Conclusions and the way forward

Affirming the current assumption, a growing body of research studies has demonstrated that persons with
disabilities and their families are more likely to be subjected to hunger and poverty. Persons with disabilities,
particularly those with severe disabilities that require a higher level of care and support, are more likely to
be economically vulnerable. In addition, persons with disabilities are more likely to live in food insecure
households, especially women with disabilities. Social protection programmes could help overcome these
situations, but the coverage of persons with disabilities is limited due to lack of awareness about social
protection, lack of accessibility of and discrimination by grant offices, amongst others. Many countries have
social protection schemes through contributory disability benefit programs that are restricted to those who
worked in the formal economy, and non-contributory programmes open to all persons with disabilities
remain limited. To eradicate poverty and end hunger for persons with disabilities, a number of actions

should be considered:

1) Design social protection policies and programmes that include persons with disabilities.
Implement social protection schemes, including floors, available to cover persons with disabilities and
ensuring adequate income security. Implement disability-specific schemes that effectively address
disability-related additional costs (for example, assistive devices, personal care, rehabilitation). These
schemes should be accessible to persons with disabilities and promote greater participation, autonomy and
choice by persons with disabilities themselves. Moreover, these programmes should advance the
participation of persons with disabilities in the labour force by supporting and financing training and
rehabilitation services needed for persons with disabilities to work. This support should be available for

persons with disabilities who have previously worked and not worked.

2) Remove barriers and obstacles that persons with disabilities face in accessing and fully
benefiting from social protection on an equal basis with others. Public facilities, transportation and
banks, information on social protection programmes including application processes and procedures should

be made available and accessible to persons with disabilities.

3) Sensitize the personnel of grant offices about the barriers experienced by persons with
disabilities to access social protection (discrimination, lack of accessibility of grant offices, etc.),
and approaches to overcome these barriers. Improve service delivery for persons with disabilities
through training programmes for such sensitization. Integrate the rights of persons with disabilities and their
well-being and perspectives into the training materials and curriculum for the personnel working at grant

offices, including the possibility of engaging persons with disabilities. Develop strategies for improving
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disability-inclusive service delivery to ensure that persons with disabilities can access and maximize their

social benefits.

4) Improve access to banking and other financial services, including mobile banking, and
ensure accessibility for persons with disabilities in overall financial services. Physical barriers, travel
barriers or time restrictions can represent serious obstacles for persons with disabilities for their financial
inclusion. Digital technology has the potential to be a great equalizer. Mobile financial services are a
convenient “anytime, anyplace” option. But if that technology is not accessible, it only further excludes
people with disabilities from engaging. To remove barriers, financial service institutions can build websites
and mobile apps that follow Web Content Accessibility Guidelines (WCAG) 2.0.

5) Disaggregate data on poverty and hunger by disability status to better inform national policies
concerning poverty and hunger, including social protection schemes. The Multidimensional Poverty Index

(MPI) and SDG indicators on poverty and hunger should be disaggregated based on disability status.

6) Establish national monitoring and evaluation systems that periodically assess all social
protection programmes regarding inclusion and positive impact on the situation of persons with
disabilities. The development of social protection programmes for persons with disabilities should be
guided by solid evidence and information on the situations of persons with disabilities, their standard of life
and well-being, as well as information on the barriers to access the programmes and their impact on the

ability of persons with disabilities to participate in society.
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B. Ensure healthy lives and promote well-being for all persons with disabilities
(SDG3)

This section discusses the implementation of SDG 3 through the lens of disability. SDG 3 call for ensuring
health lives and promote well-being for all. To establish an evidence-base to guide the achievement of this
goal, this chapter provides an overview of the situation of persons with disability, as well as a review of

national and international efforts to promote the implementation of SDG 3 in line with the CRPD.

The highest attainable standard of health and well-being is a precondition for a full and productive life for
persons with disabilities because one’s health and well-being affects the ability to participate fully in work,
in education and in the community. This section is mainly focusing on health in line with SDG 3 target 3.4,
which focuses on well-being, in particular on mental health and well-being. Assessing well-being remains

elusive (see Box 2), and even more so for persons with disabilities for which data is scarcer.

To achieve a standard of health, access to good quality, effective and affordable health care services is
essential. Access is still a challenge due to numerous barriers including availability, accessibility and
affordability of the full range of quality health care services, limitations on health insurance as well as
attitudinal barriers and stigma arising from health care personnel not properly trained to deliver health care
to persons with disabilities. For instance, people with sensory or mobility impairments encounter physical
obstacles to health care, including inaccessible diagnostic equipment and facilities. Healthcare
professionals may not consider the impact of impairments when they provide health care. Persons with
disabilities may be prevented from accessing health care because of discriminatory practices and policies,
lack of access to information, and private or public insurance schemes may limit the availability of coverage

for pre-existing conditions.

International normative framework on health and disability

The 2030 Agenda for Sustainable Development in its SDG 3 calls for healthy lives and well-being for all,
implicitly establishing the goal for persons with disabilities. This aligns with other international normative
frameworks responding to the need to secure access by persons with disabilities to health care services,
from the first Declaration on the Rights of Disabled Persons in 1975 calling for assuring welfare and
rehabilitation97 and the World Programme of Action Concerning Disabled Persons in 1982 focusing on
enhancing rehabilitation and equalization of opportunities in health services,98 to the Standard Rules on
the Equalization of Opportunities for Persons with Disabilities, in 1993, emphasizing the need to ensuring
the provision of health services for persons with disabilities.99 The CRPD, adopted in 20086, is a legally
binding international treaty with respect to disability and must be read as a whole to fully understand the
impact of its rights and development approach to persons with disabilities in the domain of health. In addition

to Article 25 which reaffirms the right for persons with disabilities to enjoy the highest standard of health,
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there are other Articles addressing enhanced participation in work, employment, in economic, community
and political life — in short, full social participation and inclusion — which have an impact on a person’s state
of health. In addition, Article 26 on rehabilitation and habilitation should be considered with Article 25 on
health, since rehabilitation is part of universal health coverage (UHC)100 and refers to mainstreamed
services provided along with health promotion, treatment and palliative services101 to anyone who needs
them. CRPD Article 25 calls for access to free or affordable health services for persons with disabilities, on
an equal basis with others, and further requires that health professionals provide care on the basis of free
and informed consent. Article 25 also requires the removal of discriminatory barriers that prevent full access
to health care services, including prohibition of discriminatory practices in health insurance and preventing
denial of health care on the basis of disability. In addition, Article 9 asks States Parties to take appropriate
measures to ensure to persons with disabilities access, on an equal basis with others, to medical facilities
and further clarifies that these measures shall include the identification and elimination of obstacles and

barriers to accessibility in these facilities.

Box 2. What is health and well-being?

The World Health Organization defined health, in its 1948 Constitution, as “a state of complete physical,
mental and social well-being and not merely the absence of disease or infirmity”. The definition made the
point that health has social as well as physical and psychological dimensions and suggested that the
ultimate goal is not just better health but also increased wellbeing. Health does not equate with wellbeing,

but health is both an intrinsic component of wellbeing and a determinant of wellbeing.

The current consensus on the conceptualization of wellbeing, or ‘subjective wellbeing’ as it is also called,
relies on two perspectives: (i) one perspective emphasizes the direct experience of pleasure or positive
emotions (ii) the other is often expressed in terms of the extent to which an individual has realized one's
talents and potentialities or discovered the purpose in life. As both of these perspectives are subjective,
information about subjective wellbeing can only come through self-report from individuals. A considerable
body of literature now exists operationalizing the measurement of this construct and the use of this

information in informing policy.

Additionally, wellbeing can also be inferred by measuring things that make a life go well, such as income,
family life, education, and health. Strictly speaking these objectively good things in life are determinants of
subjective wellbeing. The fact, however, that these objective conditions are easier to collect data about,

and measure, has made them popular in wellbeing research.
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Figure 11.10. International normative frameworks relevant for the achievement of SDG 3 for persons

with disabilities.
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SDG 3 on health needs to be interpreted in alignment with other SDGs because of their impact on health.
This is because the determinants of health are an integral part of many other goals. A person’s state of
health is determined by features of the social environment -- poverty (SDG 1), hunger (SDG2), education
(SDG 4), work (SDG 8) and gender (SDG 5) and economic inequality (SDG 10) and peace (SDG 16) -- and
the physical environment -- clean water and sanitation (SDG 6), energy (SDG 7) and climate (SDG 13).
The health of persons with disabilities, like everyone’s health, is affected by these determinants. Moreover,
all of the specified targets of SDG 3 are relevant to everyone both persons with and without disabilities.
Target 3.8 concerning UHC is of notable importance, because it is the primary mechanism for achieving

other SDG 3 targets and because persons with disabilities tend to have less access to health care.

The situation of persons with disabilities: health status and access to health services
Persons with disabilities are more likely to have poor health and poor mental health and well-being

Persons with disabilities have shorter life expectancy and are at greater risk of developing secondary, co-
morbid and age-related health conditions, such as depression, pain and osteoporosis.’%2103. 104 |n Uganda,

for example, the age-adjusted odds of dying within two years for women with severe disabilities are 26
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times those of women without.'® People with mental or psychosocial disorders have an increased risk of

all-cause mortality compared with the general population. '

Figure Il.11. Percentage of persons who report poor health versus GDP per capita, by disability
status, in 43 countries, around 2013.
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In 43 countries, around 2013, health was self-perceived as very good or good by an average of 21% of
persons with disabilities as compared to 80% of persons without disabilities.'%".112 Relatedly, 42% of
persons with disabilities perceived their health as poor or very poor as compared to 6% persons without
disabilities. Persons with disabilities report poorer health than persons without disabilities in all 43 countries.
Women with disabilities are more likely to report poorer health than men with disabilities. Persons with
disabilities tend to report poorer health in countries with lower gross domestic product (GDP) per capita
(Figure 11.11). In countries with lower levels of GDP per capita, as many as 80% of persons with disabilities
report poor health. In countries with the highest levels of GDP per capita, in which more resources are
available, only about 20% of persons with disabilities report poor health.
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The association observed in Figure 11.11 between having a disability and reporting poor health may be
linked to underlying health conditions or environmental barriers such as lack of social support or access to
health services. The lower the GDP per capita of a country, the higher the proportion of persons with
disabilities who report poor health, suggesting that increased availability of financial resources at national
level may provide the accessible health, basic and community services persons with disabilities needed to

achieve better health.

Regarding mental health, Figure 11.12 shows that in six developing countries the percentage of persons
self-assessing their mental health as poor is higher for persons with disabilities than for persons without
disabilities. Looking at objectives measures of well-being (Box 2), evidence in other sections of this report
on poverty, hunger, lack of access to education, and social exclusion suggests that persons with disabilities

face barriers which are detrimental to their well-being.

Figure Il.12. Percentage of persons who self-assess their mental health as poor, by disability status,

in 6 countries, around 2012.
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Persons with disabilities have more healthcare needs but they are less likely to be able to meet

these needs

Persons with disabilities generally have more healthcare needs than others — both standard needs such as
immunization, cancer screening and treatment of infections and needs linked to underlying health

conditions and impairments. They are not only more susceptible to worsening health,''314 but they are
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more frequently in need of healthcare services. Because of this, persons with disabilities are more
vulnerable to the impact of low quality or inaccessible healthcare services than others.''® At the same time,
since they face greater barriers to accessing services, persons with disabilities consistently have a poorer

uptake of both general and specialised healthcare services when they are needed.'®

In 37 countries, mostly developed countries, persons with disabilities are on average more than three times

as likely as persons without disabilities to be unable to get health care when they need it (

Figure 11.13): 13% of persons with disabilities versus 4% of persons without disabilities indicated that they
needed but could not get health care. In 9 of these countries, more than 20% of persons with disabilities
are not able to get health care when they need it. In another 5 developing countries, between 10 and 40%
of persons with disabilities did not receive the health services they knew, or were told they
required. 117 118,119,120, 121 |n Guatemala, only 43% and 70% of those needing respectively medical
rehabilitation care and specialist health services actually got these services.'?? Furthermore, persons with
more severe disabilities have more difficulties accessing health care. For example, in 2015-2016, in Sri
Lanka and Cameroon, the percentage of those underserved in outpatient care'?® settings increased with
the severity of the disability (Figure 11.14). In Cameroon, persons with severe disabilities are twice as likely
to have unmet needs for outpatient care; in Sri Lanka they are 12 times as likely. The lack of health care
can impact also mothers, new-borns and children with disabilities. In selected areas in Cameroon, in 2013,
all women without disabilities aged 15-49 had received antenatal care but 8% of women with disabilities
had not; a higher percentage of children and youth with disabilities aged 5 to 17, 12%, had not been
vaccinated as opposed to only 7% of children and youth without disabilities. 2

Rehabilitation services, like physiotherapy, occupational therapy, speech and hearing therapy, are also not
always available for persons with disabilities who need them. Data available for 9 countries, around 2011,
indicates that on average 64% of persons with disabilities who needed rehabilitation services could not get
them, from 28% in South Africa to 82% in Nepal (Figure 11.15).

Health service gaps are due to the physical, financial, attitudinal, informational and communication barriers
that are faced by persons with disabilities when they try to access healthcare services.'?® Physical barriers
such as inaccessible buildings and medical diagnostic and treatment equipment are often cited as
problems; but also, in the broader environment, issues of inaccessible public transport, poorly paved roads
and the lack of rural health facilities create obvious obstacles for people with sensory, mobility and cognitive
impairments. 25127 When sign language communication is not available, communication barriers between
patients with hearing impairments and physicians has also been shown to negatively impact on the quality

health care, including less use of preventive services. 28129130
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Figure 11.13. Percentage of persons who needed but could not get health care, by disability status,

in 37 countries, around 2016.
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Note: (MDS) identifies countries with data collected using the Model Disability Survey. Data from Cameroon

was collected in selected regions of the country and is not nationally representative.

Source: Eurostat,?!' WHO.1%7

Figure 11.14. Percentage of persons with unmet health needs for outpatient care,’' by severity of
disability, in Cameroon (MDS) and Sri Lanka (MDS), in 2015-2016.
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Note: (MDS) identifies countries with data collected using the Model Disability Survey. Data from Cameroon

was collected in selected regions of the country and is not nationally representative.

Source: WHO. 197
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Figure 11.15. Percentage of persons with disabilities who needed but could not receive rehabilitation

services, in 9 countries, around 2011.
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Source: SINTEF.?

Cost of health care and lack of health insurance are major barriers for persons with disabilities

The reasons for higher unmet health needs for persons with disabilities vary depending on the country
context, but in many countries healthcare cost is the major challenge. In 2016, in 35 countries in Europe
and Western Asia, among persons with disabilities who needed but could not get health care, on average
30% of them indicated as the reason for not getting care that the care was too expensive, too far or had
waiting lists; while 70% indicated they could not take time off work, feared treatment or had other reasons
(Figure 11.16). However, these averages mask wide variations: in Denmark, the affordability, distance to
and waiting lists in health care services are least of a problem: only 16% of persons with disabilities who
needed but could not get health care indicated this as the reason. However, other reasons, including
inability to take time off work or being scared of treatment, seem to play a bigger role. On the other extreme,
in Italy, most persons with disabilities who needed but could not get health care, 94%, indicated that the
health care services were too expensive, too distant or with waiting list as the reasons for not getting health

care.



Figure 11.16. Percentage of persons with disabilities with unmet health needs, by reason for not

getting health care, in 35 countries, around 2016.
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In developing countries, lack of ability to pay the cost of health care or inability to get transport to the health
care tends to be a major issue for persons with disabilities. In Turkey, 85% of persons with disabilities who
needed but could not get health care, indicated affordability, distance to and waiting lists as the barrier
(Figure 11.16). In Sri Lanka, in 2016, 29% indicated they could not afford the health care service, 12% could
not afford the cost of transport to the health facilities and 15% had no transport available to get to the
facilities (Figure 11.17). The inability to afford the cost of health services is more often a barrier for persons
with disabilities. In Sri Lanka, in 2016, 29% of persons with disabilities versus 9% of persons without
disabilities were not able to afford the cost of a health care visit. In the same country, 2% of persons with
disabilities — as compared to no one without disabilities - indicated that the provider’'s drugs or equipment
were inadequate, illustrating one of the difficulties persons with disabilities may face when they seek
treatment. Cost of health care is especially a challenge for persons with more severe disabilities. For
instance, in 2015-2016, in Sri Lanka and in selected regions in Cameroon, the most common reason people
with severe disabilities gave for not getting health when needed was that they could not afford the cost of

the service. 32
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Figure I1.17. Percentage of persons with unmet health needs, by reason for not getting health care,
by disability status, in Sri Lanka (MDS), in 2016.
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Source: WHO. 17

The cost of health services compounded with the unavailability of health insurance prevents persons with
disabilities from accessing the health services they need or continuing a course of treatment once it begun.
Globally, households with persons with disabilities tend to have higher out-pocket medical expenditures
compared to other households. 133.134.135.136,137,138,,139,,140 However, these extra expenses are not always
covered by available private or public financial supports. In 2002-2004, worldwide, persons with disabilities

were 50% more likely to have catastrophic health expenditures’' compared to others. 2
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Figure 11.18. Percentage of persons with disabilities who report that health care facilities are

hindering or not accessible, in eight countries, around 2011.
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Note: (WG) identifies countries with data collected using the Washington Group short set of questions;
(MDS) identifies countries with data collected using the Model Disability Survey. All data refers to not
accessible primary health care clinics, except MDS data which refers to hindering health facilities. Data

from Cameroon and South Africa were collected in selected regions and are not nationally representative.

Source: SINTEF® and WHO.1%7

Many health facilities are not accessible and do not have trained staff to work effectively with

persons with disabilities

In some countries, more than 35% of persons with disabilities report that healthcare facilities are hindering
or not accessible (Figure 11.18). Among 8 developing countries, around 2011, on average, 30% of persons
with disabilities reported so. In selected regions in Cameroon, 58% of persons with disabilities encounter
health facilities which are hindering. Crowd-sourced data mostly from developed countries found that, as
of 2017, 20% of hospitals and 32% of pharmacies were not wheelchair accessible.'#3144 Attitudinal barriers
have also been compromising access to health services for persons with disabilities as often health
professionals have little experience interacting with or providing services to persons with severe and
complex disabilities, or have negative, stigmatizing attitudes towards these patients. This has not only been
limiting access to services but also lowering the quality of care people receive: persons with disabilities are
more likely to report that their doctor did not listen to them, did not treat them with respect, did not take

enough time, did not involve them in treatment decisions or explain treatments properly.’4%146 Persons with



mental/psychosocial and intellectual disabilities tend to receive a worse service from health professionals,
which can contribute to poorer outcomes.'#” At the same time, the lack of information patients with
disabilities themselves have about the care that is available to them is also a barrier. For instance, in India
and Cameroon, awareness of health services among persons with disabilities is extremely low. In India,

only 49% have even heard of any general health services, whereas in Cameroon only 73% have. 48

Persons with disabilities tend to smoke less than persons without disabilities

One of the SDG targets and indicators focuses on control of tobacco use (SDG target 3.a and SDG indicator
3.a.1). Among 21 countries, around 2010, on average 17% persons with disabilities and 19% of persons
without disabilities smoked (Figure 11.19). In all countries except Belgium, Gambia and Uganda, a higher
proportion of persons without disabilities smoke than persons with disabilities. The percentage of persons
with disabilities who smokes daily varies from 8% in Uganda to 24% in Estonia, Hungary and Latvia. These
data suggest that in several countries strategies for tobacco control should be inclusive of and accessible

for persons with disabilities.

In all countries, women have lower rates of daily cigarette smoking than men, for persons with as well as
without disabilities; and the average gender gap of daily smokers of cigarettes is similar for persons with
and without disabilities (17 and 16 percentage points, respectively). Among persons with disabilities, an

average of 11% women are smokers as compared to 29% men.
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Figure 11.19. Percentage of smokers of cigarettes, among persons aged 15 years and over,'* by

disability status, in 21 countries, around 2010.
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Current practices on health and disability

Only a small minority of countries have made systematic legal and policy reforms that have specifically
targeted the provisions found in CRPD Article 25, or addressed access to health care services directly. Six
basic approaches have been taken by countries to legally ensure access to health care services: A)
constitutional or rights act provisions applicable to persons with disabilities; B) anti-discrimination laws and
regulations applicable to all; C) anti-discrimination laws and regulations with reference to the health sector;
D) other laws targeting provision and access to healthcare; E) national disability laws or policy plans; F)
laws concerning specific health conditions (e.g. spinal cord injury) or specific populations (e.g. veterans)

guaranteeing access to healthcare. 19315

As of 2014, the right to health was guaranteed to persons with disabilities in national constitutions of 10%
of UN member States.'®> Although this approach and approach A) are common, they are general and do
not explicitly target any disability-specific barriers. The same is true of anti-discrimination laws (approaches
B) and C)), whether they explicitly mention access to healthcare or not. At best they give a person with
disabilities the option of launching legal action against the State. Only six countries®® use approach D) and
have an explicit law that guarantees access to health care for persons with disabilities. Approaches E) and

F) are common but take a wide variety of forms.

Regarding policies and programmes, some countries have adopted these to strengthen health systems and
increasingly making health and rehabilitation services available, accessible and affordable to persons with
disabilities. Among 24 countries in the Western Pacific region (Table Il. 2), many countries have taken steps
to improve accessibility in the infrastructure used for providing health care services: 79% of them through
developing accessibility standards and 42% through ensuring alternative communication formats such as
radio services, closed captioning, easy-read format, sign languages and braille/audio formats. Furthermore,
88% of these countries involve persons with disabilities or their organizations in planning of health care
services. Almost half of the countries, 42%, now prohibit health insurers from discriminating against pre-
existing impairments and health conditions, and a majority of the countries in the region are working to
improve health care affordability through social protection and health financing mechanisms: 88% of them
have established exemptions, waivers or reductions for health care services and 67% have adopted

mechanisms to reduce transport costs to health services.
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Table Il. 2. Percentage of countries in the Western Pacific region who had initiatives in place to

improve health care for persons with disabilities, in 24 countries, in 2015

Initiatives % countries

Anti-discrimination measures and inclusion of persons with disability in planning

Participation of persons with disabilities or organisations of persons with

disabilities in planning of healthcare services most of the time 88%

Prohibit health insurers from discriminating against pre-existing disability 42%

Accessible of health care services

Adoption of accessibility standards for healthcare services 79%

Use of alternative communication formats in health care services such as radio
services, closed captioning, easy read format, sign languages and braille/audio
formats 42%

Affordable health care services

Government exemptions/waivers or reductions for health care services 88%

Mechanisms to reduce transport cost to regular health care services 67%

Source: WHO (2017).%%7

Other successful initiatives at country level, initiated by governments, international agencies or civil society
organisations in the country, focused on various areas: developing education and training for medical
professionals to enhance their abilities to provide care for persons with disabilities; 1°8:1%9.160 investing in
making healthcare facilities accessible;®" investing in early intervention by screening students and giving
them access to healthcare services; 2 establishing rehabilitation services and home-based care.'%* Some
of these initiatives focus on health needs which may affect more frequently certain types of disabilities, like
heart disease among persons with intellectual disabilities. Others have focused on basic health care needs,

like eye care.

In many countries, social welfare services at times fail to provide coverage for assistive devices and
rehabilitation services; or the coverage is only provided if the person is employed or if the family pays the
premium. National'®* and local governments'®> have stepped in in some countries to fill this gap through
health insurance schemes offering coverage for assistive devices and rehabilitation services. Sometimes

the services are only available to persons who have been legally recognized as having a ‘disability’,
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defeating the principle of the universal availability of assistive devices for all who need them.

Conclusions and the way forward

Despite the increasing number of States ratifying the CRPD and the steps these countries have taken to
implement Article 25, persons with disabilities continue to experience unmet health needs and barriers to
accessing health services in comparison to the general population. Moreover, persons with disabilities
report poorer health and poorer mental health and continue to face barriers to economic, social and political
inclusion. This exclusion has negative impacts on their well-being. All these constitute a genuine obstacle
to the implementation of SDG 3. To improve this situation, it is essential that changes must be fully
collaborative among all stakeholders, including persons with disabilities, to promote health and well-being,

with a focus on systematic actions across national health care systems.

The SDG 3 targets focusing on health status and services can only be realized for persons with disabilities
if their implementation is in line with Article 25 of CRPD. In order to achieve the highest attainable standard

of health for persons with disabilities the following actions should be taken into account:

1) Strengthen national legislation and policies on health care in line with CRPD. The process of
assessing existing laws and policies should involve all stakeholders in the process, including organizations
of persons with disabilities, and be based on information about health inequalities as well as evidence-
based assessments of the gaps in health care service delivery and of the policy and legal barriers to
accessing health care services. To legally ensure access to health care services, and because of the wide
range of accessibility issues that need to be addressed, national strategies should ensure wider, general
protections to the right to the highest standard of health, either through constitutional, anti-discrimination or
other national disability legislation, and then pursue the detailed accessibility issues by means of regulations

and guidelines at the community level.

2) Identify and eliminate obstacles and barriers to accessibility in health care facilities.
Develop national accessibility guidelines for health care facilities in consultation with persons with
disabilities. Conduct accessibility assessments in medical facilities and make use of crowd-sourced
information and users feedback to have bottom-up information on accessibility. Ensure that persons with

disabilities have accessible transportation to health care facilities.

3) Improve healthcare coverage and affordability for persons with disabilities as part of
universal approaches to health care. Implement Universal Health Coverage by identifying national

actions, in consultation with persons with disabilities, to progressively close the gap in health care service
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utilization, improve the quality and range of health care services, and reduce health care costs for persons

with disabilities.

4) Train health care personnel and improve service delivery for persons with disabilities.
Integrate disability-inclusive education into the curriculum and training for health professionals. Involve
persons with disabilities in the design and provision of training, to the extent possible. Develop strategies
for holistic, people-centred care so as to both improve the quality and continuity of care for persons with

disabilities.

5) Empower persons with disabilities to take control over their own health care decisions, on
the basis of free and informed content. Ensure access to and accessibility of health-related information,
including through alternate means of communication accessible to persons with disabilities. Disseminate
health information through training of persons with disabilities and peer support, so that persons with
disabilities are better prepared to make decisions about their own health and become aware of the health

care services they can benefit from.

6) Prohibit discriminatory practices in health insurance and promote health insurance
schemes offering coverage for assistive devices and rehabilitation services. Private and public
insurance schemes should not limit the availability of coverage for pre-existing conditions for any one.
These discriminatory practices disproportionately affect persons with disabilities. In addition, discriminatory
practices on the basis of disability should be prohibited. Countries should promote health insurance
schemes addressing the needs of persons with disabilities, particularly for assistive devices and

rehabilitation services

7) Improve research and data to monitor, evaluate and strengthen health systems to include
and deliver for persons with disabilities. Conduct further research on the needs for high quality health
care services, public health promotion and disease prevention programmes, the barriers that persons with
disabilities encounter to access these services. Establish health system monitoring and evaluation
mechanisms that can track the outcomes of health system reforms that address barriers to accessing health
services for persons with disabilities. In addition, more studies are needed to understand the reasons for
poorer self-reported health for persons with disabilities and for their increased morbidity and mortality.
Studies are also needed to assess whether these poor health outcomes are linked to the underlying health
condition or environmental barriers such as lack of social support or access to health services. For health
and social care service planning, it is important to investigate this causation more closely, in particular,

more longitudinal research is needed.
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C. Access to sexual and reproductive health-care services and reproductive rights
for all persons with disabilities (SDGs 3.7 and 5.6)

SDG target 3.7 calls for universal access to sexual and reproductive health-care services and SDG target
5.6 further calls for ensuring access to sexual and reproductive health and reproductive rights. Sexual and
reproductive health services include family planning, maternal health care, preventing and managing
gender-based violence, and preventing and treating sexually transmitted infections.166 Reproductive rights
rest on the “recognition of the basic right of all couples and individuals to decide freely and responsibly the
number, spacing and timing of their children and to have the information and means to do so, and the right
to attain the highest standard of sexual and reproductive health. It also includes their right to make

decisions concerning reproduction free of discrimination, coercion and violence”."®”

The objective of this section is to review, in the context of the SDGs and the CRPD, progress toward the
realisation of sexual and reproductive health and reproductive rights for persons with disabilities. First, an
overview of current international normative frameworks on sexual and reproductive health, and services,
and reproductive rights is presented. This is followed by an overview of the situation of persons with
disabilities regarding access to sexual and reproductive services and a summary of the main obstacles
faced by persons with disabilities in accessing these services. The section then presents current practices
to promote access to sexual and reproductive health and reproductive rights for persons with disabilities,

before concluding with recommendations for the way forward.

International normative framework on disability and sexual and reproductive health and

reproductive rights

In the context of promoting health lives and well-being for all at all ages SDG 3, through its target 3.7, calls
for universal access to sexual and reproductive health-care services including for family planning,
information and education. SDG target 5.6, which is placed under the goal calling for gender equality and
empowerment of all women and girls, calls for ensuring universal access to sexual and reproductive health
and reproductive rights as agreed in accordance with the Programme of Action of the International
Conference on Population and Development and the Beijing Platform for Action and the outcome
documents of their review conferences. The Convention on the Rights of Persons with Disabilities’ (CPRD)
is the first Convention to explicitly recognise the need for sexual and reproductive health for persons with
disabilities. Article 25(a) underscores the need to provide persons with disabilities with the same range,
quality and standard of free or affordable sexual and reproductive health care and programmes as provided

to other persons.

87



Other major international frameworks also emphasize the rights of women and girls with disabilities to
sexual and reproductive health as part of broader provisions for all women, as well as all children and
adolescents. These includes the Convention on the Elimination of All Forms of Discrimination Against
Women (CEDAW), adopted in 1979, which requires States to ensure that women and girls with disabilities
have access to reproductive health care, and are protected from coercive pressures. 168169 The
Convention on the Rights of the Child (CRC) (1989) further protects the rights of children and adolescents
with disabilities to ensure that they have effective access to health care services (Article 23).17°

Figure 11.20. International normative frameworks relevant for the achievement of SDG targets 3.7

and 5.6 for persons with disabilities.
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Access to sexual and reproductive health-care services

Improved access to skilled health personnel for childbirth is crucial to improve maternal health and an
important component of sexual and reproductive health care. A skilled birth attendant is an accredited
health professional—such as a midwife, doctor or nurse—who has been educated and trained to proficiency
in the skills needed to manage normal (uncomplicated) pregnancies, childbirth and the immediate postnatal

period, and in the identification, management and referral of women and newborns for complications. "
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Evidence from five countries around 2014 (Figure 11.21), indicates that, on average, births from mothers
with disabilities are slightly less likely to be attended by a skilled health worker than births from mothers
without disabilities (71% versus 74%). The widest gap was found in Uganda - 8 percentage points - where
66% of births from mothers with disabilities versus 74% from mother without disabilities were attended by
a skilled health worker. In Colombia and the Maldives, almost all births from mothers with disabilities, 99%
and 96%, were attended by a skilled health worker. The gap between births from mothers with and without
disabilities could be due to income disparities and subsequent greater inability of mothers with disabilities
to afford this service. It could also be due to negative attitudes by skilled health workers of lack of awareness
of mothers with disabilities, for which such information on these services may not be available in accessible

formats.

Figure 11.21. Percentage of live births attended by a skilled health personnel, by disability status of

the mother, in 5 countries, around 2014.

100%

96% 96%
75%
74% 74%
50% 58%
44%
25%
0%
Yemen Gambia Uganda* Colombia Maldives AVERAGE
(WG) (WG) (WG)

m Births from mothers with disabilities m Births from mothers without disabilities
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statistically significant at 5% level.

Source: DHS.151.172

These country averages mask differences between urban and rural areas (Figure 11.22). On average, skilled
birth professionals attended to 64% of births from mothers with disabilities living in rural areas versus 83%
living in urban areas. In the three countries, access to a skilled health professional during childbirth was
higher in urban areas. The gap was particularly wide for Gambia (30 percentage points), where only 35%

of births from mothers with disabilities were assisted by a skilled health professional during childbirth.
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Figure 11.22. Percentage of live births attended by a skilled health personnel, by location of

residence of the mother with disabilities, in 3 countries, around 2014.
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Note: (WG) identifies countries with data produced using the Washington Group short set of questions. An
asterisk (*) indicates that the difference between births from women with and without disabilities is

statistically significant at 5% level.

Source: DHS.151.173

Support for family planning is another important component of sexual and reproductive health services. For
women with disabilities with family planning needs - i.e. women with disabilities who want to stop or delay

childbearing — but who are not using any method of contraception, these needs are often unmet.

Figure 11.23 shows the percentage of married women having an unmet need for family planning, by disability
status, in 7 countries, around 2014. According to this data, the family planning needs of, on average, 22%
of women with disabilities aged 15 to 49 were unmet. In 6 out of the 7 countries, women with disabilities
were less or similarly likely to have unmet needs as women without disabilities. But in Cambodia women
with disabilities were more likely to have unmet needs for family planning (34%) than women without
disabilities (12%). Unmet need for family planning varies depending on the location of residence of the
woman with disabilities (Figure 11.24). On average, among 4 developing countries, women in rural areas

(25%) were more likely to have unmet needs than women with disabilities in urban areas (18%).

Little is known about access to sexual and reproductive health-care services for men in general, and even
less is known for men with disabilities. Given the barriers to access (see section below), it is expected that
men with disabilities will also show lower levels of access to sexual and reproductive health-care services
than their peers without disabilities. A study in Ethiopia of young persons with disabilities of both sexes
indicated that 88% had poor knowledge about ways to prevent HIV transmission.'”#7® The study also found
that young persons with intellectual disabilities were the least informed about sexual and reproductive
health.
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Figure 11.23. Percentage of married women aged 15 to 49 having an unmet need for family planning,

by disability status, in 7 countries, around 2014.
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observations and should be interpreted with caution.

Source: DHS.151.176
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Figure 11.24. Percentage of married women aged 15 to 49 with disabilities having an unmet need for

family planning, by location of residence, in 4 countries, around 2014.
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Barriers to access sexual and reproductive health services

Persons with disabilities face many environmental barriers toward accessing sexual and reproductive
healthcare. Sexual and reproductive health facilities in developing countries are often physically
inaccessible, lacking adjustments such as ramps or moveable equipment'”®'7° and frequently have long-
waiting times. '8 A study in Ethiopia in 2012 indicated that 62% of young persons with disabilities
interviewed'®' pointed to inaccessibility of service providers as the main barrier to accessing sexual and
reproductive health services. '8 Even when sexual and reproductive health services are physically
accessible, information is often not available in formats that are accessible. For example, only rarely do
sexual and reproductive health clinics and AIDS clinics have access to sign language interpreters for the

deaf.183

Distance to healthcare facilities is also a barrier for many persons with disabilities. Public transport is often
inaccessible and unreliable, while private transportation can be prohibitively expensive. 818 The need for
some persons with disabilities to have someone accompany them on the health visit not only increases

transportation costs, but also raises issues of confidentiality for many.

A growing body of data confirms the fact that that persons with disabilities are as sexually active as their
peers 186.187.188,18%  gngd have similar needs for family planning and childbirth.'® However, there is a
widespread false belief within the general population that persons with disabilities are asexual, are not

desired as sexual partners, have few or no sexual rights, and do not derive the same benefit from sexual
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and reproductive healthcare as persons without disabilities. '®" This stigmatisation of persons with
disabilities and their sexual lives begins early and is shaped by negative and dismissive attitudes displayed
by family members and communities. 9?19 Combined with environmental and other barriers, such attitudes

ultimately deter many persons with disabilities from seeking sexual and reproductive healthcare.®

Moreover, persons with disabilities, particularly women and girls with disabilities, may also fear seeking
sexual and reproductive health care. In Ethiopia, in 2012, 23% of young persons with disabilities indicated
fear of going for services as one of the reasons for not seeking sexual and reproductive health services.'®>
%6 These fears are anchored in practices of violation of reproductive rights and abuse of persons with
disabilities. Many persons with disabilities, particularly those with intellectual disabilities and women, have
been subjected to involuntary sterilisation in various countries.'®”:'%8 For instance, a small study among
women with intellectual disabilities in Mexico in 2015 indicated that half of them had been recommended
for sterilisation by a member of their family, and close to half had been sterilized; 6% of them had not been
informed that the surgery they had undertaken was a sterilization at the time it was conducted.' In the

same study, it was found that 43% of the women had been sexually abused at the gynaecologist’s office.

Healthcare professionals often share the negative attitudes about disability and sexuality that are
entrenched within society,?°%2°! which can lead to distressing experiences for persons with disabilities.
Adolescents and adults with disabilities are often denied sexual and reproductive health information and
resources, discouraged from becoming sexually active by health professionals and in extreme cases,
expectant parents with disabilities report receiving unsolicited advice to abort their child, because it is
assumed that the child is unwanted or that the child will inherit the same disability as their parent.22 Such
barriers to sexual and reproductive health services and support for persons with disabilities arise from the
fact that those working in public health and clinical services often have very little knowledge or training on
disability2%3:204 and do not consider persons with disabilities when planning interventions, long-term

services or public information campaigns.

Compounding the aforementioned barriers to sexual and reproductive health, adults and children with
disabilities are frequently excluded in other domains of life, such as in education, employment and
socialisation (see sections on SDG 4, SDG 8 and SDG 10). This means that persons with disabilities often
lack the education, income and social support systems that would allow them to make informed decisions
about their sexual and reproductive health options. Furthermore, many persons with disabilities continue to
live in institutions for persons with disabilities (see section on SDG 10), where they are often not allowed to

access and decide over their sexual and reproductive health care.

These barriers to sexual and reproductive health are exacerbated for persons with disabilities during
humanitarian emergencies.  During such emergencies, the needs of the rest of the population are
prioritized and services for persons with disabilities — including sexual and reproductive health services —

are left for future programmes or without sufficient resource allocation. For example, a multi-country study
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of refugee communities found that persons with disabilities could not access sexual and reproductive

healthcare services, because there were no translators available for sign-language.?%
Vulnerability

Compared to persons without disabilities, both young people and adults with disabilities are at equal or
increased risk of unwanted pregnancies, sexually transmitted infections2%¢:207.208 gnd sexual violence (see
section on SDG 16). Such vulnerability is not inherently part of disability, but instead reflects the various
barriers that persons with disabilities face regarding sexual and reproductive health. For example, exclusion
from sexual and reproductive health services frequently means that adolescents with disabilities engage in
risky sexual behaviours, increasing the likelihood they will contract a sexually transmitted disease. This

highlights the importance of access by persons with disabilities to sexual and reproductive health services.

Current practices toward improving sexual and reproductive health of persons with disabilities

Initiatives to improve the sexual and reproductive health of persons with disabilities include: the adoption
of national policies on sexual and reproductive health of persons with disabilities;?*® ensuring access by
persons with disabilities to relevant information and services; engaging them in the planning,
implementation, monitoring and evaluation of sexual and reproductive health and rights programmes;2'°
creating effective community supportive networks; and formulating evidence-based revisions of legislation,
policies, strategies and guidelines concerning the sexual and reproductive health and rights of adolescents
with disabilities.?'" Participatory action research?'? in the domain of sexual reproductive health has also
been undertaken with participation of persons with disabilities, which led to several positive outcomes such
as enhanced knowledge and access of persons with disabilities to sexual and reproductive healthcare and

their increased participation within local communities.?'3

Another area of positive developments has been the establishment of global and national guidelines. At the
global level, guidelines have been produced to advise on the provision of sexual and reproductive health
services for persons with disabilities,?'* and examples of national standards for sexuality education and
sexual and reproductive health training also exist.2'> The application of these standards was facilitated by

capacity building activities for health professionals.?'®

Conclusions and the way forward

Sexual and reproductive health is of no less importance to persons with disabilities than for all members of
society. Persons with disabilities are as sexually active as others and have similar needs for family
planning. Without access to sexual and reproductive health services, they are at higher risk of unwanted

pregnancies and sexually transmitted infections. Persons with disabilities are also more likely to experience

94




sexual violence. Sexual and reproductive health services are especially important to make them less
vulnerable to these risks. Yet, persons with disabilities are regularly excluded from the provision of sexual
and reproductive health services due to environmental and attitudinal barriers, such as lack of physical
accessibility in healthcare facilities and public transport, low level of awareness and misperceptions of the
sexual and reproductive health needs of persons with disabilities. The false but widespread assumption
that persons with disabilities are not sexually active has meant that, little attention and few resources have
been devoted to ensuring that persons with disabilities have equal access to sexual and reproductive
health.

Various countries have taken actions to address these challenges including through the development of
national policies and programmes on sexual and reproductive health that are inclusive of persons with
disabilities, in-depth studies on their situation regarding access to sexual and reproductive healthcare
services, and capacity development programmes to enhance accessibility to such services. However, there
remains insufficient collection and analysis of viable data and information on the situation of persons with
disabilities regarding access to sexual and reproductive health services, and the barriers they face. The
lack of data causes challenges in programmatic planning and in monitoring and evaluating the success of
sexual and reproductive health services in reaching and providing adequate services for persons with

disabilities.

A number of actions should be considered to ensure that persons with disabilities have access to sexual

and reproductive health and reproductive rights:

1) Develop national policies and laws that guarantee access to sexual and reproductive health
and reproductive rights for persons with disabilities. Eliminate discriminatory laws that prevent persons
with disabilities from exercising their reproductive rights and prevent discriminatory actions, including
unconsented sterilization. Ensure the participation of persons with disabilities, as a part of national

programme planning and decision-making processes.

2) Remove environmental barriers by making sexual and reproductive health care facilities and
information accessible. Healthcare facilities must be physically accessible, and the information on sexual

and reproductive health must be provided in an accessible format for persons with disabilities.

3) Train sexual and reproductive health care workers, combat negative attitudinal barriers and
improve service delivery for persons with disabilities. Prohibit discriminatory practices against persons
with disabilities. Incorporate disability in training modules to enhance understanding on the needs of

persons with disabilities and engage persons with disabilities in training sessions where appropriate.

4) Educate persons with disabilities, including adolescents with disabilities, on sexual and

reproductive health and reproductive rights. Develop guidelines for educators in order to deliver high
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quality, age appropriate education on sexual and reproductive health and reproductive rights for all,

including those with disabilities. The training materials should be provided in accessible format.

5) Establish a monitoring and evaluation mechanism to track the implementation of policies
and programmes on access to sexual and reproductive health for persons with disabilities. Ensure

that all stakeholders, including persons with disabilities, participate in the evaluation process.

6) Improve research and data to monitor, evaluate and strengthen sexual and reproductive
health and services for persons with disabilities. Conduct empirical research on the sexual and
reproductive health of persons with disabilities as well as on their access to sexual and reproductive health
services, including the barriers they face. Collect data disaggregated by disability, sex, age in this context.

Engage persons with disabilities in the studies.
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D. Ensuring inclusive and equitable quality education (SDG 4)

This section focuses on the realization of SDG 4 for persons with disabilities. SDG 4 calls for ensuring
inclusive and equitable quality education and promoting life-long learning opportunities for all. While all
targets of SDG 4 are crucial in achieving equal education for persons with disabilities, only two targets
explicitly mention disability, namely target 4.5 which aims inter-alia at ensuring equal access to all levels of
education and vocational training for the vulnerable, including persons with disabilities; and target 4.a that
calls for building and upgrading education facilities that are disability sensitive and providing inclusive
learning environments for all. This section presents the international normative framework on disability and
education and obstacles and addresses the challenges persons with disabilities face in accessing education
on the basis of available evidence. It also discusses current practices in countries regarding access to
education of persons with disabilities and presents examples of national policies and good practices as well

as recommendations to advance inclusive education.

Education is a fundamental human right and an essential condition for individual development and full and
effective participation in society. However, still too many persons with disabilities continue to face the denial
of this fundamental right due to numerous barriers and obstacles to access education, including prejudice
and discrimination against those with disabilities, the lack of qualified teachers to accommodate the needs
of persons with disabilities as well as inaccessible schools and educational materials. Lack of disaggregated
data and research also impede the development of effective policies and programmes to promote inclusive
education. Available evidence shows that persons with disabilities are less likely to attend school, less likely
to complete primary or secondary education, and less likely to be literate. Education is fundamental for
social inclusion and participation in the labour market and plays a critical role in the acquisition of skills and

knowledge.

International normative framework on disability and education

The right of persons with disabilities to education has been declared in a number of international
instruments, including the World Declaration on Education for All, stemming from the World Conference on
Education for All (1990), which stressed the importance of equity and equal access to basic education for
all, with attention to persons with disabilities.?'” The Standard Rules on Equalization of Opportunities for
Persons with Disabilities (1993) represented the strong political commitment to equalization of opportunities
for education for persons with disabilities. In 2000, the global community reaffirmed its commitment to the
Education for All movement by adopting the Dakar Framework for Action, Education for All: Meeting our
Collective Commitments at the World Education Forum. The Dakar Framework for Action reinforced the
previous efforts and commitments of the international community to progress inclusive education for all
including persons with disabilities.?'® CRPD (2006) includes Article 24 that stipulates that States Parties

should ensure access to inclusive, quality and free primary education and secondary education on an equal
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basis with others.2'® In order to realize this right, the CRPD includes a provision on the employment of
teachers qualified in sign language and/or Braille and on disability awareness training of professionals and
staff who work at all levels of education. Article 24 also calls for reasonable accommodation and for making

learning environments accessible including through accessible educational materials.

More recently, in 2015, the 2030 Agenda for Sustainable Development recognized that persons with
disabilities should have access to life-long learning opportunities that help them acquire the knowledge and
skills needed to exploit opportunities and to participate fully in society.??° Persons with disabilities are also
covered in SDG 4. In addition, the Small Island Developing States Accelerated Modalities of Action
(SAMOA) Pathway (2014) addressed the importance of providing high-quality education and training and
called for enhancing international cooperation and investment in education including support for transitions

from basic to secondary education and from school to work for persons with disabilities.?*!

Two frameworks focus on education for children with disabilities. The United Nations Convention on the
Rights of the Child (1989) enshrines the right to education as a right of the child (Articles 28-29) and
specifically addresses education of children with disabilities (Article 23).222 Moreover, Article 23 (3) asks
State Parties to encourage extended assistance that should be designed to ensure that children with
disabilities have effective access to and receive education and training.??® The Salamanca Statement and
Framework for Action on Special Needs Education, which was adopted at the World Conference on Special
Needs Education in 1994, outlined challenges faced by children with disabilities and called for equality of
opportunity for children, youth and adults with disabilities in integrated settings.??* The framework also
encouraged countries to adopt complementary legislative measures in other related fields such as health,
social welfare, and employment and urged for better coordination at the national level for coherence and

maximizing results.

Several international instruments establish education as an integral part of the universal human rights. The
Universal Declaration of Human Rights (1948) states in Article 26 that “everyone has the right to
education”.??® Furthermore, the right to education has been detailed in the UNESCO Convention against
Discrimination in Education (1960),2% the first international Convention, specifying the core elements of the
right to education. It is worth noting that the Convention obligates States Parties not only to prohibit all forms
of discrimination in education but also to provide equal educational opportunities. Among the United Nations
human rights treaties, Article 13 of the International Covenant on Economic, Social and Cultural Rights
(1966) covers the right to education in a comprehensive manner.??”
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Figure 11.25. International normative framework relevant for the achievement of SDG 4 for persons
with disabilities.
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The situation of persons with disabilities in education
Many youths with disabilities remain excluded from education

The proportion of the population aged 15 to 29 years who ever attended school indicates the percentage
of this age cohort with any formal education, regardless of duration. Figure 11.26 shows that on average
among 41 developing countries 87% of persons without disabilities versus 75% of persons with disabilities
aged 15 to 29 ever attended school. In 10 of these countries, the gap between youth with and without
disabilities is higher than 15 percentage points; but in 13 countries the gaps are below 5 percentage points.
The largest gaps between persons with and without disabilities are observed in Cambodia (51 versus 94%),
Indonesia (53% versus 98%), Timor-Leste (52% versus 90%) and Viet Nam (63% versus 98%). The lowest
percentage of youth with disabilities who ever attended school is observed in Burkina Faso (25%). However,
in 12 of these developing countries, the percentage of youth with disabilities who ever attended school is
higher than 90%.

Many children with disabilities are out of school

The out-of-school rate of children of primary and lower secondary school age is the proportion of children
in a given age group who are not attending primary or secondary school. Some of these children may have
attended school in the past and dropped out, some may enter school in the future, and some may never go
to school.??8 Data from six developing countries indicates that, on average, children with disabilities of
primary school age (about 6 to 11 years in most countries) are more likely to be out of school than their

peers without disabilities (

Figure 11.27).22° The largest gap between children with and without disabilities was reported for Cambodia,
with a 50-percentage point difference between the out-of-school rate of children with and without disabilities
(57% versus 7%), which means that children with disabilities are 8 times as likely to be out of school as
their peers without disabilities. In other countries, the gap is not as wide as in Cambodia but still proves the
stark inequality between children with and without disabilities. The out-of-school rates of children with
disabilities are two to three times as high as those of children without disabilities in Colombia, the Maldives,
Uganda and Yemen. On average, in these countries, children with disabilities are more than twice as likely

to be out of school as children without disabilities.

Figure 11.28 shows the out-of-school rate of adolescents of lower secondary school age (about 12 to 14
years in most countries). In all countries with data, adolescents with disabilities are more likely to be out of
school than adolescents without disabilities. The average out-of-school rate across the countries with data
is 18% for adolescents without disabilities and 26% for adolescents with disabilities. In Uganda, Yemen and
Gambia more than 30% of children without disabilities of lower secondary school age are out of school. In

Maldives and Colombia, 13% and 16% respectively of children without disabilities of lower secondary
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school age are out of school.

Figure 11.26. Percentage of youth aged 15 to 29 years old who ever attended school, by disability

status, in 41 developing countries, around 2012.
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Note: (WG) identifies countries with data produced using the Washington Group short set of questions.
Data on youth with disabilities from El Salvador, Jamaica, Kyrgyzstan, Liberia, Malawi, Nepal, Peru, Serbia,
TFYR Macedonia, and Vietnam are based on 25 to 49 observations and should be interpreted with caution.

Source: DHS?3 and UNESCO Institute for Statistics (on the basis of data from IPUMS?3' and School to

Work Transition Surveys?3?).
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Figure I1.27. Percentage of children of primary school age who are out of school, by disability status,

in 6 countries, around 2012.
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Note: (WG) identifies countries with data produced using the Washington Group short set of questions.

Source: UNESCO Institute for Statistics (on the basis of data from DHS?2%),

Figure 11.28. Percentage of adolescents of lower secondary school age who are out of school, by

disability status, in 5 countries, around 2010.
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Source: UNESCO Institute for Statistics (on the basis of data from DHS2%4).
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Persons with disabilities are less likely to complete primary, secondary and tertiary education than

persons without disabilities

Children with disabilities are less likely to complete primary education than children without disabilities. Data
from five developing countries shows that, on average, the primary completion rate is 73% for children
without disabilities and 56% for children with disabilities (Figure 11.29). For this small group of countries, the
disability parity index is 0.76,2%5 meaning that children with disabilities are less likely to complete primary
education than children without disabilities. The widest gaps between the two groups exist in Cambodia
and Colombia: 73% of 14- to 16- year-olds Cambodian without disabilities have completed primary
education, compared to only 44% of their peers with disabilities; in Colombia, the completion rate is 91%
for those without disabilities and 63% for those with disabilities. In the Maldives, almost all 15- to 17-year-
olds without disabilities completed primary education (98%), whereas only four out of five adolescents in
the same cohort with disabilities (79%) completed primary education. Countries that have achieved higher
completion rates for primary education for children without disabilities show wider gaps vis-a-vis children

without disabilities, suggesting that efforts to improve completion rates need to be more inclusive.

Figure 11.29. Completion rate?®® for primary education, by disability status, in 5 countries, around
2011.
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Data on children with disabilities from Cambodia and Gambia are based on 25 to 49 observations and
should be interpreted with caution.
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Source: UNESCO Institute for Statistics (on the basis of data from DHS?%").

As a direct consequence of lower primary completion rates, children with disabilities are also less likely to
continue their education to higher levels of education. Figure 11.30 shows the completion rate for lower
secondary education. In four of the five countries with data, adolescents with disabilities are less likely to
complete lower secondary education than adolescents without disabilities. The average completion rate is
53% for adolescents without disabilities and 36% for adolescents with disabilities. In Cambodia, only 4% of
adolescents with disabilities have completed lower secondary education, compared to 41% of their peers
without disabilities — a larger gap than in any other country with data. The Gambia is the only country with
an opposite pattern: completion rates are higher for adolescents with disabilities than for those without

disabilities.

Figure 11.30. Completion rates for lower secondary education, by disability status, in 5 countries,
around 2011.
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Source: UNESCO Institute for Statistics (on the basis of data from DHS2%8).

Persons with disabilities are also less likely to complete tertiary education (Figure 11.31). Among 41
countries, around 2012, 24% of persons 25 years of age or older without disabilities versus 12% with

disabilities completed tertiary education. The highest gap between persons with and without disabilities is
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observed in Saudi Arabia, where 30% of adults without disabilities versus 7% of adults with disabilities
completed tertiary education. In two other countries, Belgium and Cyprus, the gaps are also wider than 20
percentage points. In another 11 of these countries, the gap is higher than 15 percentage points. The
percentage of persons with disabilities who completed tertiary education ranges from 1% in Cambodia,

Maldives, Oman and Timor-Leste to 29% in Finland.

Figure 11.31. Percentage of persons 25 years and older?® who completed tertiary education, by

disability status, in 41 countries, around 2012.
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Note: (WG) identifies countries with data produced using the Washington Group short set of questions;
(MDS) identifies countries with data produced using the Model Disability Survey. Data from Cameroon was

collected in selected regions of the country and is not nationally representative.

Source: DHS,24° ESCWA, ! Eurostat®' and WHO.'%7

Persons with disabilities spend fewer years in school than persons without disabilities

Mean years of schooling is the number of completed years of formal education at the primary level or higher,
not counting years spent repeating individual grades. Figure 11.32 shows this indicator for the population 25
years and older, in 23 countries or territories. In all countries, persons with disabilities spend a lower
average number of years in school than their counterparts without disabilities. On average, persons without
disabilities have 7 years of schooling and persons with disabilities 5 years, in other words, persons 25 years
and older without disabilities have 40% more years of schooling than persons with disabilities. In Ecuador,
Mexico and Panama, the largest gaps can be identified. In Mexico and Panama, the difference in the years

of schooling between persons with and without disabilities is 4.1 and 4.0 years, respectively, and in
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Ecuador, it is 3.4 years. In all other countries, the difference in the number of years of schooling between
individuals with and without disabilities is at least one year. The exception is Mali, where the difference is
only 0.3 years, but the mean years of schooling for the population 25 years and older is very low at 1.1
years for persons with disabilities and 1.4 years for persons without disabilities. In El Salvador and Mexico,
persons without disabilities have nearly twice as many years of schooling as persons with disabilities, while
in the United States persons with disabilities have almost as many years of schooling as their peers without

disabilities.

Figure 11.32. Mean years of schooling, for the population 25 years and older, by disability status, in

23 countries or territories, around 2010.
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Note: (WG) identifies countries with data produced using the Washington Group short set of questions;
(MDS) identifies countries with data produced using the Model Disability Survey. Data from Cameroon was

collected in selected regions of the country and is not nationally representative.

Source: UNESCO Institute for Statistics (on the basis of data from IPUMS?*') and WHO."%"

In all countries, persons with disabilities have lower literacy rates than persons without disabilities

Literacy is typically defined as the ability to read and write, with understanding, a short, simple statement

about everyday life.242 The adult literacy rate for the population 15 years and older is shown in

Figure 11.33 for 36 countries. In all countries, persons with disabilities have lower literacy rates than persons

without disabilities. The gaps range from 5 percentage points in Mali (2009 census) to 56 percentage points
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in Oman, where a large majority of adults (87%) without disabilities have basic literacy skills, compared to
only a third (31%) of adults with disabilities. Large gaps in adult literacy rates between persons with and
without disabilities are also present in Egypt, Indonesia, Iran, Iraq, Morocco, Qatar, Saudi Arabia, State of
Palestine, Viet Nam and Yemen. In Viet Nam, the high adult literacy rate of 94% for persons without
disabilities is in stark contrast with the 59% literacy rate among persons with disabilities. In Iran, there is a
difference of 31 percentage points between the literacy rate of persons with disabilities (50%) and adults
without disabilities (80%). The parity index, calculated by dividing the literacy rate of adults with disabilities
by the literacy rate of adults without disabilities, is 0.69 on average and ranges from 0.36 in Oman — where
the literacy rate is almost three times as high among adults without disabilities as among adults with

disabilities — to 0.93 in Costa Rica.

Figure 11.33. Adult literacy rate for population 15 years and older, by disability status, in 36 countries,
around 2010.
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Source: ESCWA?*" and UNESCO Institute for Statistics (on the basis of data from IPUMS231).

Persons with disabilities still face many barriers to education

Persons with disabilities are sometimes refused entry into schools because of their disability. Data from 7
countries around 2008, shows that between 6% of persons with disabilities in Nepal to 18% in Zambia have

been refused entry into a school or a pre-school because of their disability (
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Figure 11.34). In Mozambique and Eswatini, percentages are almost as high as in Zambia, 17%. On average
among these 7 countries, 13% of persons with disabilities have been refused entry into a school or pre-

school at least once because of their disability.

Figure 11.34. Percentage of persons with disabilities who have ever been refused entry into a school

or pre-school because of their disability, in 7 countries, around 2009.
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Note: (WG) identifies countries with data produced using the Washington Group short set of questions.

Source: SINTEF.?

Those who enter school still face other challenges. In 7 countries around 2008, on average 8% of students
with disabilities mainly attended special schools and 3% special classes in primary, secondary or tertiary

school (

Students with disabilities are sometimes obliged to stop attending school because of financial and
environmental barriers. In 4 countries, around 2010, on average, 17% of students with disabilities stopped
attending school because it was too expensive, 13% because school was too far or no transport was

available to take them to school, and 4% because of communication and language barriers (Figure 11.37).

Figure 11.35). In Eswatini and Botswana more than 10% of students with disabilities attend special schools.
Evidence from 21 countries and territories in the Asia and the Pacific region suggests that in some countries

there were still many children with disabilities learning in special primary schools: on average 19% of them

(

Figure 11.36). Kyrgyzstan shows the highest percentage, — 97%, — and four countries and territories, China,
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Nauru, Bhutan, and New Caledonia, show percentages above 40%.

Students with disabilities are sometimes obliged to stop attending school because of financial and
environmental barriers. In 4 countries, around 2010, on average, 17% of students with disabilities stopped
attending school because it was too expensive, 13% because school was too far or no transport was

available to take them to school, and 4% because of communication and language barriers (Figure 11.37).

Figure II.35. Percentage of persons with disabilities who mainly attended pre-school, primary,

secondary or tertiary school in a special school or a special class, in 7 countries, around 2008.
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Note: (WG) identifies countries with data produced using the Washington Group short set of questions.

Source: SINTEF.?

Figure 11.36. Percentage of children with disabilities attending primary school in a special school, in

21 countries, around 2015.
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AVERAGE NI 19%
Kyrgyzstan I 97 %
China I 45%
Nauru I 43%
Bhutan I 43%
New Caledonia I 41%
Samoa I 27%
Turkey I 23%
Singapore I 20%
Republic of Korea I 19%
China, Hong Kong SAR I 12%
Mongolia I 10%
Georgia I 8%
Malaysia H 3%
Philippines B 3%
Cambodia B 2%
Micronesia (Federated States of) | 1%
Japan | 1%
Thailand = 0%
Vanuatu = 0%
Timor-Leste = 0%
Macao, China = 0%
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Source: ESCAP.4!

Figure I1.37. Percentage of students with disabilities who stopped attending school because it was
too expensive, it was too far or there was no transport, or there was a communication or language

barrier, in 4 countries, around 2010.
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Note: (WG) identifies countries with data produced using the Washington Group short set of questions.

Source: SINTEF.?®
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Moreover, physical and virtual barriers at schools make it difficult for students with disabilities to participate.
In 6 countries, around 2010, on average 22% of persons with disabilities reported that schools were not
accessible or hindering (Figure 11.38Error! Not a valid bookmark self-reference.). Percentages vary

between 10% in Nepal to 33% in Mozambique.

According to crowd-sourced accessibility data analysed in various countries (mostly developed), only 47
per cent of more than 30,000 education facilities were considered accessible for persons using

wheelchairs.?*3 Zooming in on selected regions in Southern Asia and Europe (Figure 11.39 and
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Figure 11.40) shows that in both regions there is a mix of accessible and non-accessible schools for

wheelchair users.

Figure 11.38. Percentage of students with disabilities who found that schools were not accessible or

hindering, in 6 countries, around 2010.
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33%
1)
28% 30%
20% 22%
17%
13%

Nepal (WG) Lesotho Malawi Chile (MDS) South Africa Mozambique AVERAGE
(WG) (WG)

Note: (WG) identifies countries with data produced using the Washington Group short set of questions;
(MDS) identifies countries with data produced using the Model Disability Survey. MDS data refers to
“hindering schools”; all other data refers to “not accessible schools”. Data from South Africa was collected

in selected regions of the country and is not nationally representative.

Source: SINTEF® and WHO.1%7
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Figure 11.39. Accessibility of schools for wheelchair users, in a selected region in southern Asia, in

2017 (crowd-sourced data).
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Note: The boundaries and names shown on this map do not imply official endorsement or acceptance by
the United Nations.

Source: Sozialhelden.?*
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Figure 11.40. Accessibility of schools for wheelchair users, in a selected region in Europe, in 2017

(crowd-sourced data).
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the United Nations.

Source: Sozialhelden.?4?

Unavailability of adequate assistive technologies can also create barriers for persons with disabilities. In
2016, in Chile and Sri Lanka, respectively 47% and 100% of persons with disabilities used but needed more
assistive products to participate in education (Figure 11.41). Unaffordability and lack of availability of
assistive technology is a common barrier. Lack of electricity in many schools worldwide also compromises
the use of assistive technology for education (see section on SDG 7).

114



Figure 11.41. Percentage of persons with disabilities who use but need more assistive products for

education, in 2 countries, in 2016.

Sri Lanka (MDS) 100%

Chile (MDS) 47%

0% 50% 100%

Note: (MDS) identifies countries with data produced using the Model Disability Survey.

Source: WHO. 17

Current practices on disability and education

More and more countries have been making efforts to make the educational system inclusive of persons
with disabilities, removing barriers and addressing discrimination on the ground of disability. In particular,
many countries have included protections in their constitutions, laws or policies. Out of 193 UN Member
States, 34 guarantee the right to education for persons with disabilities or protect against discrimination on
the basis of disability in education in their constitutions.?46 In 2017, 88% out of 102 countries surveyed had
a law or policy mentioning the right of children with disabilities to receive education, up from 62% in 2013
(Figure 11.42). A majority of countries, 65% out of 88 countries, also provide curricula inclusive of children
with disabilities, as compared to only 42% in 2013. And many governments made progress in collecting
disability data through the Education Management Information System (EMIS): in 2017, 53% out of 101
countries had such a data collection system, an increase from 31% in 2013. The collection of data is key
to enable governments to make evidence-based plans for their education systems, or on changing attitudes

towards children with disabilities.
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Figure 11.42. Percentage of countries which implemented selected measures to promote inclusive

education, among 87 to 101 countries,?*” from 2013 to 2017.
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However, many obstacles still remain for persons with disabilities to be included in mainstream educational
systems. Around 2013, only in 44% of UN Member States students with disabilities could be taught in the
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same classroom as others without disabilities. In 39% of Member States, students with disabilities might
attend the same schools but not necessarily the same classrooms, in 12% students with disabilities could
attend special schools and in 5% children with disabilities received inadequate support in pursuing
education.?*® Most importantly, there remain considerable gaps at the school level: in materials and
communication (including assistive devices for learning), human resources (including teachers) and the
physical environment (including the construction of accessible school buildings). Without these vital front-
line resources in place, it is practically impossible to enable children with disabilities to go to school. These
gaps can clearly be seen in Figure 11.42. Despite progress made since 2013, by the year of 2017, only 41%
out of 88 countries provided in their schools appropriate materials (up from 17% in 2013), and even fewer
countries, 33%, provided adequate human resources (up from 18% in 2013) and physical environments
(up from 22% in 2013) for students with disabilities.?*°

Promoting inclusive education

Several countries implemented enacted legislation, policies and guidelines to promote the inclusion of
students with disabilities. Iraq developed the National Project of Comprehensive Educational Integration
that aims at improving the quality of education provided to children with disabilities. 2°' Viet Nam established
the National Action Plan for Education for All (2003-2015) with a provision of inclusive educational
opportunities for children with disabilities. 2°? Ethiopia adopted its first strategy of Special Needs Education
in 2006 to help ensure that children with disabilities have access and quality education.?>® South Sudan’s
Child Act stipulates the right to education for all, including persons with disabilities.?** A law in Czechia
adopted in 2004 mandates schools to provide textbooks and teaching aids adapted to the needs of students
with disabilities.?%® In Canada, a guideline on inclusive education for schools was developed to encourage

educational institutions to be equal and inclusive for all including students with disabilities. 2%

There are also various initiatives to encourage the inclusion of students with disabilities into mainstream
schools.?%7:2% Some countries promote enrolment of students with disabilities through direct admission to
universities, accommodation in student dormitories, and scholarships.?%® Advisory school assistance,
support and guidance have also been provided in five countries to assess the situation and learning
outcomes of students with disabilities.?5° Germany gives annual awards to schools that provide equal

opportunities for education to all students and promote diversity. 25

Many countries offer education plans inclusive of students with disabilities through tailored curricula or
programs. 262 Some countries have provisions of granting alternative arrangements for exams and
assessments, allowing exemptions, adaptation of the conditions or the format of the exam or revalidation

activities. 268

Efforts have also been made for teaching and learning environments to be more adaptable to the diverse

needs of students. Some schools are equipped with assistive technology and devices in support of
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learners, 264 ICT tools such as speech synthesizers, spelling tools, digital books, ?%° and computer
technology and software.?® Some schools provide education in sign language or in Braille, 267:258 through
the use of audio-visual visual materials, games and activities,?° or e-books for children who are deaf or
with a hearing impairment,?’® or with an accessible online library with audio books.?’" In Europe,
educational materials are made available in sign languages in the library?’? and an online English language
course is offered to persons who are deaf or with a hearing impairment.?”® In Asia and the Pacific, a regional
sign language archive was developed to store sign languages that are searchable for teaching,

development, and research purposes.?’

In many countries, art, such as drama, music, and drawing has been used as a pedagogical method for
disability-inclusive education. For example, in South Africa, a school uses African drumming as a means
of harnessing creativity in learners with disabilities,?”® and in Egypt, a project provided an opportunity for
students with and without disabilities to discuss what will happen in life in the year 2050 through drawings.27¢
In the United States, drama, dance and music were incorporated at schools for children with intellectual
disabilities, 27-2"® whereas in the United Kingdom, students in primary school design and write series of

books on disability as a resource for new students to enhance their understanding on of disability.?”®

Physical and virtual accessibility at schools

Many countries took actions to enhance the physical accessibility at schools through reviewing school
buildings, facilities and identified physical obstacles that prevent persons with disabilities from enjoying their
right to education, and installing or modifying ramps, lifts, and public facilities. 280,281 In Barbados, a
school installed an elevator, acoustic floors that vibrate with music for the dancing classes, and large
screens, braille printers and assistive audio software.282 Measures have also been in place to equip
schools, and social service centres with specialized information technology (IT) solutions for persons with
disabilities.283 In South Sudan, construction standards were revised to ensure that schools are accessible

for students with disabilities.28*

Offering financial support for inclusive education

Financial support is vital for students to meet the extra costs incurred due to disability. Such financial aid is
provided in forms of students grants and loans, and coverage of transport costs to schools. For example,
Mauritius provides a scholarship scheme for students with disabilities to pursue secondary and tertiary
studies and allows reimbursement of taxi fares for university students with severe disabilities who have

difficulties taking public transport.?®

Some countries provide financial support to schools to promote inclusive education. For instance, Australia
and Armenia have a provision of funding to educational institutions to strengthen the capacity of schools

and teachers to meet the needs of students with disabilities.?® Latvia requires higher education institutions
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to prioritize a candidate with disabilities in granting a stipend.?%”

Building capacity of teachers

Building capacity of teachers in inclusive education is essential to meet the needs of students with
disabilities. Teachers training classes and/or the provision of training manuals for teachers have been
offered in some countries.?® For example, a train-the-trainer program was provided to prepare educators
from national and provincial universities and colleges across Viet Nam to expand inclusive education into
all preschool, primary and secondary schools.?® Ethiopia offered new teacher programs on education of
children with disabilities.?®® A school in Finland provided opportunities for teachers of students with
disabilities to share knowledge on methods for inclusive education and for mainstreaming equality among
students.?%! Similarly, in Cambodia, a programme was established for primary school teachers to enhance
their understanding of students with disabilities and to prevent bullying in schools.?% Initiatives in other
countries included a software to create public educational materials in Sign Language to assist teachers?%
and university courses to produce teachers who can teach in sign language. 2° In Mexico and Spain,

methods for teaching students with special educational needs have been developed.?95:2%

Awareness-raising on inclusive education

Various awareness-raising activities have been undertaken. Many examples include awareness-raising
activities on the rights of students with disabilities in schools or in the communities.?%7:2%8.2% For instance,
Malta provided opportunities for students with and without disabilities to interact.3®° In Ireland, a show with
puppets that illustrates relationships between persons with and without disabilities was utilized to educate

primary school students about autism and deafness.3""
Monitoring the implementation of inclusive education

Various countries established monitoring mechanisms at local or national levels, for example, through
formulation of commissions, a task team, or a group that provide guidance on education to ensure the
needs of students with disabilities are met and to monitor the progress.302,303 Some countries have
established follow-up services or mechanisms which rely on monitoring by the communities: for instance,
a disability helpline was developed to accommodate concerns reported by families of students with
disabilities and to offer solutions in cooperation with local education authorities and school inspectorates, 3%
and parents have been included in the process of monitoring the effectiveness of the measures taken for

inclusive education.3%®

Countries made also efforts to collect, record and analyse data on disability in the context of education.
Argentina developed an information system with data on pupils with disabilities at schools. In developing

indicators that track educational performances, New Zealand disaggregates the information in a way in

119



which the progress of students with disabilities can be accurately measured.3%

At a regional level, the European Agency for Development in Special Needs Education developed an
assessment resource guide on inclusive education.®%” And at the international level, the International
Observatory and Inclusion in Education was established to produce methodological guidelines, foster
research, and disseminate internationally-comparable data for SDG 4.308
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Conclusions and the way forward

The findings confirm that, among the countries with data, persons with disabilities encounter multiple
barriers in accessing education and they are nearly always worse off than persons without disabilities: the
former are less likely to attend school, they are more likely to be out of school, they are less likely to
complete primary or secondary education, they have fewer years of schooling, and they are less likely to
possess basic literacy skills. Several countries made efforts to strengthen national legal frameworks and
devise policies and actions to address these gaps, by enacting anti-discrimination laws, making schools
physically accessible, adapting teaching methods, providing financial support, enhancing capacities for
teachers and staff, and raising awareness on inclusive education. An increased number of countries has
also invested in education data collection systems inclusive of children with disabilities. Despite this
progress, persons with disabilities continue facing barriers as many of these actions remain concentrated

in a few countries or communities.

There is an urgent need to improve access to education for persons with disabilities because educational
disadvantage could lead to higher exposure to social exclusion and poverty and therefore have long-term
implications for their capacity to participate in employment. The disability education gap could undermine
the achievement of SDG 4 as well as other SDGs. To achieve SDG 4 for persons with disabilities, in line
with the CRPD, more political commitment and efforts are needed, particularly in implementing and scaling

up the following actions:

1) Strengthen national policies and the legal system for ensuring access to quality education
for all persons with disabilities. Ensure that national legal and policy frameworks reflect the rights of
persons with disabilities to education and eliminate discriminatory policies and laws. Promote enrolment
of persons with disabilities into mainstream education. Carry out educational system reforms, with the view
to promote inclusive education, and to ensure equal learning opportunities. This would also help prevent

risks of segregation and contribute to ensuring a truly inclusive learning environment for all.

2) Build capacity of policy makers as well other decision-makers at both community and
national levels to enhance their knowledge on educational needs for persons with disabilities and to

identify and implement strategies on inclusive education.

3) Make schools and educational facilities accessible by creating an enabling environment for
students with disabilities and by making physical and virtual environments accessible. It is essential
that students with disabilities can access all school buildings and other educational and recreational
facilities, including classrooms, common rooms, libraries, dining areas, toilets and playgrounds. Universal
design, a set of principles that can be applied in the construction or refurbishment of buildings, should be

used as a guide for improving school accessibility as well as analysing the current situation in schools.
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4) Provide training to teachers and other education specialists to gain knowledge and
experience in inclusive education for persons with disabilities. Teachers as well as other educators
are at the centre of education systems and should receive appropriate pre-service and in-service training

and continued support in adopting inclusive pedagogy to meet the diverse needs of learners.

5) Adopt a learner-centred pedagogy which acknowledges that everyone has unique needs
that can be accommodated through a continuum of teaching approaches. It is essential that teaching
and learning materials are available, accessible, well-designed, affordable and adapted to ensure that
diverse learning needs of different learners are met. An inclusive curriculum should address all learners’
cognitive, emotional, social and creative development. Accessible and assistive technologies, including
digital technologies and communication aids, can play a significant role in this regard by enhancing the
accessibility of teaching and learning materials. For example, some persons with disabilities require hearing
aids, easy-to-read or large print texts, books and other reading materials in Braille, as well as recognition

of and support for sign language.

6) Engage civil society and local communities in inclusive education. It is essential that local
communities are fully engaged in improving the quality of education for persons with disabilities. Parents
should be empowered to participate in the education of their children with disabilities. Prejudice and
negative attitudes in the communities pose a serious barrier against equal opportunities for persons with

disabilities to receive education, and should be combatted.

7) Establish monitoring mechanisms to regularly monitor and evaluate the implementation of
policies and laws on inclusive education. The monitoring and evaluation process should involve persons
with disabilities, including children with disabilities and their parents and/or caregivers, where appropriate.

Disability-inclusive indicators should be developed and used in line with the indicators for SDG 4.

8) Improve national collection and disaggregation of education data by disability. A national
census can be an important source of information on disability, since the data can usually be disaggregated
by sex, age, location and other dimensions. Household surveys also provide valuable education data by
disability, but sample sizes should be sufficiently large to allow disaggregation by sex, location and other
status including age, income and ethnicity. Especial attention should be given to producing education data
on children with disabilities. Moreover, information on accessibility of school buildings and learning

materials should be requested in routine administrative data collection systems.

9) Explore crowd-sourcing applications to obtain bottom-up information on the accessibility
of schools for persons with disabilities to inform accessibility policies. Assessing accessibility of
schools is expensive and complex. Several online and smartphone applications already allow users to
publicly review the accessibility for wheelchair users of any facility in the world, including schools. Current

information on schools covers mainly developed countries and future efforts should focus on gathering
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crowdsourced information in developing countries and to update these applications to capture information
on accessibility for any type of disability. Crowd-sourced information reflects the direct experience of the

users and can be helpful to inform national accessibility policies for education.
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E. Achieving gender equality and empowering all women and girls with disabilities
(SDG 5)

SDG 5 aims to achieve, by 2030, gender equality and the empowerment of all women and girls. This section
focuses on women and girls with disabilities, analysing the international normative framework and providing
an overview of their situation, as well as presenting national and international efforts to promote their
inclusion and participation in society. The section concludes with suggestions on the way forward, based

on current evidence.

International normative framework on disability and gender

SDG 5 calls for elimination of all forms of discrimination and violence against all women and girls, including
those with disabilities. It also stresses the importance of their full and effective participation and equal
opportunities in political, economic and public life. The Convention on the Elimination of All Forms of
Discrimination against Women (CEDAW) adopted in 1979 addresses the advancement of the status of
women. While CEDAW does not make explicit reference to women and girls with disabilities, the Beijing
Declaration and the Platform for Action recognizes that women and girls with disabilities face multiple
barriers to full equality and advancement, and the enjoyment of human rights, and identifies specific actions
to ensure the empowerment of women with disabilities in various areas, including: enhancement of the
self-reliance of women with disabilities (paragraph 175 (d)); equal access to appropriate education and
skills-training for their full participation in life (paragraph 280 (c)), improvement of their work opportunities
(paragraph 82(k)); health programmes and services that address the specific needs of women with
disabilities (paragraph 106 c)); equity and positive action programmes to address systemic discrimination
against women with disabilities in the labour force (paragraph 178 (f)); and improving concepts and methods
of data collection on the participation of women and men with disabilities, including their access to resources
(paragraph 206 (k)).

However, it was not until the adoption of the Convention on the Rights of Persons with Disabilities (CRPD)
that the international community set out specific provisions dedicated to women and girls with disabilities.
The CRPD calls for a twin track approach in this regard: gender equality is established as a general
principle, to be taken into account in the implementation of each Article of the Convention and, the CRPD
also includes a stand-alone Article on women with disabilities, Article 6. This article recognizes that women
and girls with disabilities are subjected to multiple forms of discrimination and establishes that States Parties
should take all appropriate measures to ensure their full development, advancement and empowerment.
The CRPD further stipulates that State parties should put in place effective legislation and policies with a
focus on women with disabilities to protect them from exploitation, violence and abuse (Article 16,
paragraph 5), and should pay special attention to women and girls with disabilities in access to social

protection programmes and poverty reduction programmes (Article 28, paragraph 2(b)).
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Relatedly, the General Assembly resolution on Implementation of the Convention on the Right of Persons
with Disabilities and the Optional Protocol thereto: Situation of women and girls with disabilities
(A/RES/72/162),%%° adopted in 2017, focuses on the special needs of and challenges faced by women and
girls with disabilities. The resolution calls for eliminating multiple and intersecting forms of discrimination
and all forms of violence, supporting women and girls with disabilities to exercise legal capacity to have
freedom to make their own choices on an equal basis with others in all aspects of life, promoting their
empowerment and leadership, as well as ensuring equal access to education, employment and health
services, including sexual and reproductive health services. The resolution emphasizes the importance of
collecting and analysing data disaggregated by income, sex, race, age, ethnicity, migratory status, disability,
geographic location and other characteristics relevant to national contexts to guide policy planning. It also
calls upon States to improve data collection systems for adequate monitoring and evaluation frameworks

on the implementation of the CRPD and the SDGs for women and girls with disabilities.

Gender equality is also addressed in the context of Small Island Developing States (SIDS) and the Least
Developed Countries (LDCs). The Small Island Developing States Accelerated Modalities of Action
(SAMOA) Pathway, adopted in 2014, emphasizes the importance of reducing structural and socioeconomic
inequalities and multiple intersecting forms of discrimination that affect women and girls, including those
with disabilities, that hinder progress and development.3'© Commitments to women and girls with disabilities
in the SAMOA Pathway included support for the provision of high-quality education and training, and
disaggregation of data by sex, age and disability. The Programme of Action for the Least Developed
Countries for the Decade 2011-2020 commits to pursuing policy measures to promote gender equality for

women with disabilities.3!
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Figure 11.43. International normative frameworks relevant for the achievement of SDG 5 for persons

with disabilities.
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The situation of women and girls with disabilities

This subsection presents available evidence on the status of inclusion, on an equal basis with others, of
women and girls with disabilities. It focuses on data and information available in relation to key areas of the
SDGs, including poverty and hunger, access to healthcare services, education and employment. The
subsection also presents evidence to illustrate the situation of women and girls with disabilities regarding
several SDG 5 targets. This includes available data on exposure to violence (target 5.2), child marriage

(5.3), unpaid work (target 5.4), opportunities for leadership (target 5.5) and use of internet (target 5.b).

Poverty and hunger

There is limited data on poverty that has been disaggregated by disability and sex. Data on the percentage
of persons living under the national poverty line, from 6 countries, around 2014, albeit limited in the number
of countries, shows a consistent pattern (Figure 11.44). While women with disabilities experience higher
poverty rates than men and women without disabilities in all countries, the poverty rates among women and

men with disabilities are similar. The highest gap in poverty rates between women and men with disabilities
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is observed in the United States (6 percentage points) and the lowest gap in Mongolia (no gap). Poverty

rates among women with disabilities vary from 11% in Macao, China to 36% in the Republic of Korea.

Regarding food security and nutrition, data from 35 countries, mostly in Europe, shows that on average
18% of women with disabilities are unable to afford a meal with a protein component every second day,
from 2% in Iceland to 68% in Turkey (
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Figure 11.45). Women and men with disabilities show on average similar percentages regarding inability to
afford a meal with a protein component every second day. The highest gaps between women and men with
disabilities — over 5 percentage points — appear in Bulgaria, Iceland, Lithuania, Serbia. The highest gap
between women with disabilities and men without disabilities — over 15 percentage points — are observed
in Bulgaria, Lithuania, Montenegro and Serbia. Evidence from Botswana points to similar rates of food
insecurity between women and men with disabilities (Figure 11.46), but women with disabilities are almost

twice as likely to not have food in the household, due to lack of resources, than men without disabilities.

Figure 11.44. Percentage of persons living under the national poverty line, by disability status and

sex, in 6 countries, around 2014.
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Figure 11.45. Percentage of persons who are unable to afford a meal with meat, chicken, fish (or

vegetarian equivalent) every second day, by disability status and sex, around 2016.
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Figure 11.46. Percentage of persons who in the past two weeks did not always have food to eat in

the household because of lack of resources, by disability status (WG) and sex, in Botswana, in 2014.
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Source: SINTEF.?

Access to health care

Among 37 countries, 13% of women with disabilities, on average, cannot get health care when they need
it (
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Figure 11.47). In Austria, Cyprus and Slovenia, the health care needs of women with disabilities are largely
met: only 1% of women with disabilities are unable to meet their health needs — the lowest values among
the 37 countries. However, in 10 of these countries, more than 20% of women with disabilities are not able
to meet their health needs. In Montenegro this affects 43% of women with disabilities. Differences between
women and men with disabilities tend to be small (up to 5 percentage points), while the differences between
women with disabilities and men without disabilities are wider (up to 40 percentage points, and 9 percentage

points on average).

On average, women with disabilities have similar rates of unmet health needs as men with disabilities (13%
and 12%, respectively), but higher than both men and women without disabilities (4%). This suggests that
overall, barriers for persons with disabilities are a major factor impeding access to health care for women
with disabilities. This is consistent with other findings showing that physical, financial and attitudinal barriers

are an obstacle for persons with disabilities in accessing health care (see section on SDG 3).
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Figure 11.47. Percentage of persons who needed but could not get health care, by disability status

and sex, in 37 countries, around 2016.
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Education
Youth aged 15 to 29 who ever attended school

Among 29 developing countries, on average only 69% of women with disabilities ever attended school,
compared to 72% of men with disabilities, 79% of women without disabilities and 86% of men without
disabilities (Figure 11.48). In most countries, for both persons with and without disabilities aged 15 to 29,
men are more likely to have ever attended school than women. The percentage of women with disabilities
who have ever attended varies among these 29 countries, from 21% in Burkina Faso to 97% in Uruguay.
The gaps vis-a-vis men without disabilities are small in eight countries (under 5 percentage points); but are

wider than 20 percentage points in 7 countries.

The evidence suggests that, depending on the country, gender discrimination or barriers for persons with
disabilities (e.g. lack of accessibility, discrimination) may play a bigger role. In Benin, Mali, South Sudan
and Togo, the gap is wider between women (both with and without disabilities) and men, but narrower
between women with and without disabilities. And the ratios of men with disabilities who have ever attended
school are closer to those of men without disabilities. This suggests that gender discrimination is playing a
major role. In Brazil, Indonesia, Tunisia, and Timor-Leste, the gap is wider between persons with disabilities
(both women and men) and persons without disabilities. In these countries, the percentage of women
without disabilities who have ever attended school is close to that of men without disabilities, thus
suggesting that attitudinal and physical barriers against persons with disabilities are a factor explaining the

low rates of women with disabilities.

Primary education

Evidence from 17 countries, around 2010, shows that in all countries but Gambia, young women and men
with disabilities aged 17 to 24 are less likely to complete primary education than their peers without
disabilities (Figure 11.49). Depending on the country, young women have higher or lower rates of completion
than boys, regardless of their disability status. In eight of these countries, young women with disabilities
have higher rates than boys with disabilities, and in five of these eight, the same is true for their peers
without disabilities. Young women with disabilities show higher completion rates than young men with
disabilities mostly in countries in which the overall completion rate is high or in which young women without

disabilities shows higher completion rates than young men without disabilities.
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Figure 11.48. Percentage of youth aged 15 to 29 years old who ever attended school, by disability

status and sex, in 29 developing countries, around 2012.
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Figure 11.49. Percentage of persons aged 17 to 24 years having completed at least primary school,

by disability status and sex, in 17 countries, around 2010.
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Tertiary education

Among 41 countries, around 2012, on average, 10% of women with disabilities have completed tertiary
education, which is similar the rate for men with disabilities (also 10%), but lower than rates for women and
men without disabilities (21%), as shown in Figure 11.50. There is a wide variation among countries on
completion of tertiary education for women with disabilities: in Cambodia only 0.2% but in Finland as many
as 34% of women with disabilities complete tertiary education. In more than half of the countries - 27 - the
tertiary completion rates for women with disabilities are lower than for men with disabilities. In almost all
countries — 40 - the tertiary completion rates for women with disabilities are lower than for men without
disabilities. In 38 countries, the tertiary completion rates for women with disabilities are lower than for

women without disabilities.
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Figure 11.50. Percentage of persons 25 years and older3'® who completed tertiary education, by

disability status and sex, in 41 countries, around 2012.
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Literacy rates

Evidence from 36 countries around 2010 shows that, in the majority of countries (32), women with

disabilities have lower literacy rates than men with disabilities (

Figure 11.51). The widest gaps occur in Mozambique, where the difference is 32/48 percentage points, and
State of Palestine, where the difference is 34 percentage points. In Mozambique, almost one in two men
with disabilities (49%) can read and write, compared to only one in six women with disabilities (17%). In the
State of Palestine, three in four men with disabilities is literate but only one in four women with disabilities.
In four countries, women with disabilities have higher literacy rates than men with disabilities: Brazil, Costa

Rica, Dominican Republic and Uruguay, with differences ranging from 1 to 7 percentage points. In countries
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where women with disabilities have lower literacy rates than men without disabilities, the gap between these
two ranges from 6 percentage points in Costa Rica to 72 percentage points in Oman. Among the 36
countries, on average, 45% of women with disabilities are literate compared to 61% of men with disabilities,
71% of women without disabilities and 82% of men without disabilities.

Figure 11.51. Literacy rate for population 15 years and older, by disability status and sex, in 36

countries, around 2010.
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Employment

A direct result of limited access to education among women with disabilities is their significant disadvantage
upon entering the job market, in comparison with men with disabilities, and also with women and men
without disabilities. According to evidence from six regions, women with disabilities are less likely to be
employed than men with disabilities and persons without disabilities in all regions (Figure 11.52). The ratios
for women with disabilities are lowest in Northern Africa and Western Asia (14%) and highest in Europe
(42%). In Northern Africa and Western Asia, women with disabilities are 5 times less likely to be employed
as men without disabilities, in Europe they are 2 times less likely. The gap between women and men with

disabilities varies between 6 percentage points in Europe to 26 percentage points in Central and Southern

137



Asia.

Figure 11.52. Average employment-to-population ratios, 3'° for persons aged 15 years and over, 32°

by disability status and sex, in 6 regions, 32! 2006-2016.32
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Unpaid work

There has been an increased recognition of the value of unpaid care and domestic work of women, but the
role of the women with disabilities in this type of work is less known. Contrary to paid work in which women
with disabilities participate less than women without disabilities, available evidence shows that in 7 out of 8
developing countries, women with disabilities are more likely to be engaged in unpaid work than women
without disabilities. On average, among these 8 countries, 10% of women with disabilities versus 9% of
women without disabilities are engaged in unpaid work (Figure 11.53). The percentages of women with
disabilities in unpaid work vary from 2% in Jamaica to 32% in Vietnam. Since women in disabilities have
more difficulty finding paid employment in the formal or informal sectors than those without disabilities, then

they may be left with unpaid work as the only option, especially within the household.
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Figure 11.53. Percentage of employed women aged 15 and over in unpaid work, by disability status,

in 8 countries, around 2008.
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Opportunities for leadership at all levels of decision-making

The glass ceiling is harder to break for women with disabilities. Evidence from 19 countries shows that on
women with disabilities are less likely to assume a position as a legislator, senior official or manager than
their peers without disabilities and men: 2.3% of women with disabilities compared to 2.8% of men with
disabilities, 3.4% of women without disabilities and 4% of men without disabilities hold these positions
(Figure 11.54). Women with disabilities are the least likely to hold these positions in 9 out of these 16
countries and are less likely than men without disabilities to assume such leadership position in all countries

except in Ghana and Jamaica.

There is limited data available on women with disabilities in political leadership roles. The data available
suggests that representation remains extremely low. According to data collected in 2017, among 14 out of
18 countries in Asia and the Pacific Region, there was no female parliamentarian with disabilities in the
national legislative body. In the other 4 countries, the percentage of female parliamentarian with disabilities
ranged from 0.3% to 6.3%.3%°

The representation of women from organisations of persons with disabilities tends also to be low in national

coordination mechanisms on disability matters. For instance, among 17 countries or areas from the Asia
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and Pacific region, the percentage of female members from organisations of persons with disabilities is on
average 12%, compared to 21% of men from these organisations and 24% of women and 43% of men from

other organisations (
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Figure 11.55). In three of these countries, there are no women from organisations of persons with disabilities
represented. Nauru has the highest representation of women from organisations of persons with disabilities
(29%). Among representatives from organisations of persons with disabilities, the number of women is

equal or higher than men in only 5 countries or areas.

The representation of women with disabilities in national machinery for gender equality is even lower. In 7
out of 12 countries in the Asia and Pacific region, none of the members are women with disabilities. In the

remainder 5 countries, on average 9% of the representatives are women with disabilities. 326

According to available evidence, gender gaps also persist in the leadership of organizations of persons with
disabilities. An analysis of social media data,®?” in 2017, indicated that 42% of women versus 58% of men
held leaderships positions in Spanish speaking organizations working on disability issues or with persons

with disabilities.32®
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Figure 11.54. Percentage of employed persons aged 15 and over who work as legislators, senior

officials and managers, by disability and sex, in 19 countries, around 2010.
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Figure 11.55. Percentage of members from organizations of persons with disabilities and from other
organisations in national coordination mechanism on disability matters, by sex, in 17 countries or

areas, around 2017.
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Access to ICT

Evidence from 13 developing countries indicates that the percentage of women with disabilities using the
internet varies from 1% in Uganda to 57% in the Maldives (Figure 11.56). Usage of the internet among
women with disabilities is lower than among persons without disabilities (both men and women) in all
countries. But compared to men with disabilities, the percentage of women with disabilities using the
internet is higher in 10 out of the 13 countries. On average, among these 13 countries, 21% of women with
disabilities use the internet, compared to 20% of men with disabilities, 33% of women without disabilities
and 34% of men without disabilities. This suggests that more barriers exist for disability than for gender.
The lowest gaps between women with disabilities and men with and without disabilities are observed in

Costa Rica and Honduras, with all of these showing similar rates of internet usage.
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Figure 11.56. Percentage of persons who use internet, by disability status and sex, in 13 countries,
around 2011.

80%
o
60% o)
(o]
(o]
(o]
40% ©
o
o 9 ©
20% o
o) © 3
0%
s F® O O & & ¥ ¢ & L P O K
4’3’6 SRR o’z’b Q;Q}\ 0'29 © > ° S N ¥
F & @ @ O QO @ 0 D o o (&
% QP O & S O & > RW & N
0 & o° o O Q (\6 & v
NN N4 @
N &
Men with disabilities Women with disabilities

Men without disabilities O Women without disabilities

Note: (WG) identifies countries with data collected using the Washington Group short set of questions.

Source: ECLAC; %2° World Bank (based on data from DHS); 33 UK Office for National Statistics. 33!

Physical and sexual violence

Evidence from two countries in Africa shows that 7% of women with disabilities have experienced violence
because of their disability, ranging from 5% in Malawi to 8% in Mozambique (Figure 11.57). In these two
countries, women and men with disabilities experience similar rates of violence. In another 4 countries,
24% of women with disabilities, on average, report that they have been beaten or scolded because of their
disabilities, from 17% in Botswana to 32% in Nepal (Figure 11.58). For more than half of these women, the
perpetrator was a family member. Values for men with disabilities are similar (on average 23% have been

beaten or scolded because of their disabilities, and for 12% the perpetrator was a family member).332.333,334

In 35 countries, mostly in Europe, in 2016, 13% of women with disabilities on average reported that
crime, violence and vandalism were common in their accommodation or area of residence, in similar rates
to men with disabilities (13%) and compared to 10% of persons without disabilities (see section on SDG
16).3% There is evidence indicating that women with disabilities are more likely to suffer sexual violence
than women without disabilities and men. In Uganda, in 2016, 34% of women with disabilities had

experienced sexual violence; 22% had experienced sexual violence in the last 12 months (see Figure 11.129
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under section 16).%3” When referring to the past 12 months, women with disabilities were almost twice as
likely to suffer sexual violence as women without disabilities, almost four times as likely as men with
disabilities, and almost six times as likely as men without disabilities. Women and girls with sensory or
intellectual disabilities often experience higher levels of abuse as communication challenges mean that

they are perceived to be less likely to be able to report abuse (see section on SDG 16).

Figure 11.57. Percentage of women and men with disabilities who have ever experienced violence

because of their disabilities, in 2 countries, around 2006.
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Figure 11.58. Percentage of women with disabilities who have ever been beaten or scolded because

of their disabilities, in 4 countries, in 2010.

AVERAGE

Nepal (WG) 32%

Lesotho (WG) 26%

Eswatini (WG) 21%

Botswana (WG)

17%
0% 20% 40%

m Beaten/scolded by a family member & Beaten/scolded by anyone

Source: SINTEF. 2 339

Child marriage

Regarding early marriage, evidence from 14 countries, around 2011, shows that on average 10% of girls
aged 15 to 18 with disabilities are or have been previously married or in union, ranging from under 1% in

the United States to 21% in the Dominican Republic (
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Figure 11.59). In three out of the 14 countries girls with disabilities are more likely to be married or to have

been married than their peers without disabilities.
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Figure 11.59. Percentage of girls aged 15 to 18 and who are or have been previously married,?*° by

disability status, in 14 countries, around 2011.
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Current practices on gender and disability

Women and girls with disabilities are often invisible in national policies and programmes.3*2 Many countries
address gender and disability issues separately without focusing on the intersection between the two. A
study in Latin America points to increasing awareness in this region of the need to address this intersection.
Seventeen out of 20 countries in the region include disability in their gender national plans and 12 of these
countries have gender plans with specific measures targeting women with disabilities. However, only 6 out

of 19 countries address gender in their disability laws. 343

While some countries promote the inclusion and empowerment women and girls with disabilities through
general laws, development plans and strategies, others develop national strategies specifically focusing on
women and girls with disabilities. 3** Examples include national action plans for women with
disabilities, 345346 acts that focus on girls with disabilities in rural areas, reserve seats for women with
disabilities in parliament and local governments, and promotion of access to healthcare services for women
and girls with disabilities.®*” There are also initiatives that prioritize projects that improve the status of
women with disabilities when attributing government grants.®*® A number of countries have also put in place
initiatives to promote education of girls with disabilities through targeted scholarships for them and by
promoting employment of women with disabilities through training.®*° One of these programs builds on the

recognition of the value added of including women and girls with disabilities: blind and visually impaired
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women were trained as clinical breast examiners as they are able to detect up to 50% more and up to 28%

smaller changes in the breast than doctors.3%°

At the international level, an initiative has been taken to establish specific funding for projects focusing on
women with disabilities in the United Nations Trust Fund to End Violence against Women. In 2018, these
funds granted financial support to nine projects that aim to end violence against women and girls with
disabilities and to strengthen the response capacity of local grassroots organizations working with women

and girls who are survivors of violence.3%
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Conclusions and the way forward

The findings in this section are limited to a subset of countries, but they confirm that many women and girls
with disabilities face multiple discrimination and barriers to their full and equal inclusion in society and
development. Compared to men without disabilities, women with disabilities are at a severe disadvantage.
The evidence presented here shows that, compared to men without disabilities, women with disabilities are:
two times more likely to be poor, two times more likely to not have nutritious and sufficient food, three times
more likely to have unmet needs for health care, three times more likely to be illiterate, two times less likely
to be employed, and two times less likely to use the internet. Among those employed, women with
disabilities are two times less likely to work as a legislator, senior official or manager. Overall, women with

disabilities are also in a worse position than women without disabilities.

In a couple of areas, the evidence does not seem to indicate a further disadvantage of women with
disabilities relative to men with disabilities, suggesting that attitudinal and environmental barriers against
disability, not gender, are the major factor driving the disadvantage experienced by women with disabilities.
This is the case for poverty, access to education, use of internet, and physical violence. However, for access

to employment and sexual violence, barriers against both gender and disability seem to be playing a role.

These findings will vary across countries. To guide policy design, it is important for development actors and
decision-makers to determine whether and to what extent the disadvantage that women with disabilities
experience is driven by their disability status or by their gender. Gender policies will not succeed if barriers
against disability prevent women with disabilities from benefiting from them — in that case gender policies
need to address these barriers too. Similarly, policies promoting disability inclusion will not succeed if
gender discrimination prevents women with disabilities from benefiting from them — in that case disability

policies need to address these stereotypes.

It is still the case that the needs and perspectives of women with disabilities are often not reflected neither
in national gender nor in disability mechanisms. These mechanisms will need to move beyond working in

silos and acknowledge the intersection between gender and disability.

Despite these findings, it also shown in this section that the gaps between women with disabilities and
others vary from country to country, and some countries have managed to reduce gaps. Several countries
have implemented measures promoting the inclusion of women and girls with disabilities and these good
practices need to be scaled up in other countries. To fully achieve gender equality and empower all women
and girls with disabilities, the following actions should be considered:
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1) Address the needs and perspectives of women and girls with disabilities in national
disability strategies or action plans, as well as in national gender strategies and action plans. Adopt
a national disability strategy or a national disability action plan that is well-funded, has benchmark
indicators, and pays due attention to the inter-sectoral dimension concerning women and girls with

disabilities. Include also this dimension in national gender strategies and action plans.

2) Develop policies and programmes focused on women and girls with disabilities aiming at
full and equal participation in society. Moreover, engage women and girls with disabilities in the
development and evaluation processes of policies and programmes. Develop programs aimed at

combating violence, especially sexual violence, against them.

3) Support the empowerment of women and girls with disabilities to participate equally in
society and to reduce gender gaps in economic, social and political participation. Invest in education
for women and girls with disabilities and support their transition from school to work through training.
Education and training must be provided in accessible formats. Engage with employers to bring awareness

of the value added of a diverse workforce including women and girls with disabilities.

4) Raise-awareness on the needs of women and girls with disabilities and eliminate stigma and
discrimination against them. Provide disability training among organizations and personnel working on
gender equality and launch public campaigns to combat negative stereotypes associated with disability and

gender.

5) Enhance the collection, dissemination and analysis of data on women and girls with
disabilities and disaggregate and disseminate data by sex, age and disability for effective policy
development, implementation and monitoring of gender equality. Enhance capacity of national statistical
offices to collect and disseminate these data. Promote evidence-based analyses to identify the barriers
experienced by women and girls with disabilities, specifically if these are attitudinal barriers against

disability, gender or both. Use the data and the studies to inform and guide policy making.

151




F. Ensure availability of water and sanitation for persons with disabilities (SDG 6)

This section addresses the achievement of SDG 6, i.e. the availability of water and sanitation, for persons
with disabilities. Persons with disabilities face more difficulties in accessing adequate water, sanitation and
hygiene (WASH) facilities than those without disabilities. This is due to a lack of household access, often
resulting from insufficient financial resources, as well as lack of access in public environments. Barriers
facing persons with disabilities in relation to water and sanitation include environmental barriers, such as
lack of accessibility of the facilities.3%> However, barriers faced by persons with disabilities extend beyond
issues of accessibility. Persons with disabilities often face stigma and discrimination from others when using
both household and public facilities, such as misconceptions that persons with disabilities could
contaminate water sources or they would make the latrines dirty. Persons with certain types of disabilities
may also need to take a longer time to use the facilities — a stigmatising experience when using communal
latrines. Persons with disabilities may also experience lack of dignity if they are dependent on family
members to assist them in using inaccessible water and sanitation facilities. Lack of access to water and
sanitation facilities outside the home has a negative impact on other areas of development. Children with
disabilities are often prevented from attending schools due to a lack of accessible toilets. Lack of accessible

toilets is also a barrier to persons with disabilities seeking jobs and health services.

The section lists major international normative frameworks on disability, water and sanitation and presents
an overview of the availability and accessibility of water and sanitation for persons with disabilities. The
section also identifies good practices and offers recommendations for improving the current situation of

persons with disabilities regarding access to water and sanitation.

International normative frameworks on WASH and disability

The SDG 6 targets 6.1 and 6.2 indirectly include persons with disabilities in their respective calls to: “by
2030, achieve universal and equitable access to safe and affordable drinking water for all’ and “by 2030,
achieve access to adequate and equitable sanitation and hygiene for all and end open defecation, paying
special attention to the needs of women and girls and those in vulnerable situations”. These are in line with
Article 28 of CRPD which stipulates that State parties need to ensure equal access to clean water services
for persons with disabilities. The article further calls for affordable services with access to devices and other
assistance for disability-related needs. Article 4 on general obligations focus on aspects particularly relevant
for access to water and sanitation, detailing in paragraph 1(c), the responsibility of State Parties to take
appropriate measures to modify or abolish customs or practices that constitute discrimination against
persons with disabilities; and in paragraph 1(f) to promote universal design in the development of standards
and guidelines. According to Article 9, State Parties have responsibility to: promulgate, monitor and

implement minimum standards and guidelines for the accessibility of WASH facilities and services open or
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provided to the public (paragraphs 2(a)), to regulate the private sector to ensure that private entities offering

WASH facilities and services take into account all aspects of accessibility for persons with disabilities.

Other frameworks focus on providing access to water and sanitation for persons with disabilities. For
example, the Protocol on Water and Health to the 1992 Convention on the Protection and Use of
Transboundary Watercourses and International Lakes (1999) stresses the need to ensure equitable access
to water for people who are disadvantated and the socially excluded.3® The Human Rights Council
resolution on the Human Right to Safe Drinking Water and Sanitation (2014) notes the CRPD and highlights
the importance of universal access to drinking water and sanitation, with particular attention to people who
are in vulnerable situations.3%* The General Assembly resolution on the Human Right to Water and
Sanitation (2014) recognizes the CRPD and calls for providing safe drinking water and sanitation for all
without discrimination, including persons with disabilities.®® Equal access to water and sanitation for
persons with disabilities is also emphasized in the context of Least Developed Countries: the Programme
of Action for the Least Developed Countries for the Decade 2011-2020 makes specific references to access
to water and sanitation services and the equal rights of persons with disabilities.®*® Furthermore, a 2016
United Nations Human Rights Council resolution stressed the need to reduce inequalities, in a
comprehensive manner, on the ground of disability amongst others, in access to water and sanitation
through enhancing collaboration among the water, sanitation and hygiene sector and other sectors
including education, employment and health sectors.®” Although the major international frameworks
recognize equal access to water and sanitation for persons with disabilities, the critical role of assistive
technology on water and sanitation, including, for example, accessible handles for water pumps or toilets

in making water and sanitation more accessible for persons with disabilities has been less addressed.
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Figure 11.60. International normative frameworks relevant for the achievement of SDG 6 for persons

with disabilities.
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The situation of persons with disabilities: access to water and sanitation

Persons with disabilities are less likely to live in households with access to adequate water and

sanitation

Access to both adequate water and adequate sanitation remains a challenge for many persons with

disabilities. Data from 34 countries shows that persons with disabilities are more likely than persons without

disabilities to live in households without access to adequate water and sanitation (Figure 11.61). In some

countries, the gaps reach more than 10 percentage points. Moreover, in countries where the gap is wider

for access to an improved water source,*® it also tends to be wider for access to an improved sanitation

facility.3%® Household poverty, which is more prevalent among households with persons with disabilities, is

likely to play a role in this gap.
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Figure 11.61. Difference between the percentage of persons without and with disabilities3¢%:361 in

access to improved sanitation versus improved water, in 34 countries, 2002-2004.
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Figure 11.62. Percentage of persons without toilet in their dwelling, by disability status, in 44

countries, around 2014.
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identifies countries with data collected using the Washington Group short set of questions.

Source: Eurostat,®! 363 SINTEF® and UNSD.

Persons with disabilities are less likely to live in households with hygiene and sanitation facilities

on the premises

In 33 out of 44 countries, the percentage of persons residing in homes without an indoor toilet is higher for
persons with disabilities than for person without disabilities (Figure 11.62). In 10 of these countries, the gap
among the two groups exceeds 5 percentage points. A distant, shared bathroom can pose additional
difficulties for persons with disabilities, who may experience difficulties, for example, in mobility, locating
the bathroom, in waiting in line. Persons with disabilities in developing countries are more often confronted
with this challenge, with some countries reporting more than 25% of persons with disabilities not having an

indoor toilet in their dwelling.
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Similarly, it is more common for persons with disabilities to not have a bath or shower in their home. Data
from 34 European countries and Turkey indicate that the average percentage of persons with disabilities
with no bath or shower in their dwelling was higher (4.5%) in comparison to persons without disabilities
(2.8%). In five of these countries more than 10% of persons with disabilities live in a dwelling with no bath
and shower; in two countries this figure is above 20% (Figure 11.63). For both toilets and bath/shower, the
gaps between persons with and without disabilities is wider in countries where the overall lack of these
facilities in dwellings is higher. This disadvantage is expected to be more extreme in other geographic

regions, such as sub-Saharan Africa or Southeast Asia.

Figure 11.63. Persons with no bath or shower in their dwelling aged 16 and over, by disability

status®%4, in 35 countries, around 2016.365
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One in five persons with disabilities reports that the toilet at home is hindering or not accessible

In many countries, use of inclusive design and implementation of accessibility measures are increasingly
common. However, for persons with disabilities, particularly those living in developing countries, barriers to
accessing water, sanitation and hygiene persist.3%¢ Frequently mentioned structural barriers include lack of
support bars in latrines for people who have difficulties holding themselves in a sitting or squatting position,

or accessible sinks and washing points.367:368-
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Figure 11.64. Percentage of persons with disabilities who report that their toilet3%® at home is

hindering or not accessible, in 8 countries, around 2013.

AVERAGE 17%
Sri Lanka (MDS) 22%
Mozambique (WG) 20%
Chile (MDS) 18%
Nepal (WG) 18%
Zambia (WG) 17%
Eswatini (WG) 14%
Botswana (WG) 14%
Lesotho (WG) 14%

O\ |

25%
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Among eight developing countries, 17 per cent of persons with disabilities reported that their toilet at home
was hindering or not accessible (Figure 11.64). For example, in Chile and Sri Lanka, approximately one out
of five persons with a severe disability considered the toilet in their dwelling hindering or very hindering. In
another 6 developing countries, 14 to 20% of persons with disabilities reported that their toilet at home was
not accessible. Crowd-sourced data on more than 45,000 public toilets worldwide, mostly in developed
countries, found that 69% were accessible for wheelchair users, but the degree of accessibility varies
across countries. In Australia, for instance, a large number of public toilets have been assessed as
accessible for wheelchair users (Figure 11.65). Crowd-sourced data in developing countries is scarce, but
the data available suggests that the majority of public toilets are not accessible for wheelchair users, as
illustrated in Figure 11.66 in the south region of Malawi. Lack of accessible public toilets in outdoor settings
can prevent persons with disabilities from participating in society. This remains a key problem in schools,
which often do not have accessible toilet (Box 3).

Because of lack of accessibility, distant facilities and negative attitudes, persons with disabilities may face
serious challenges in toileting. These barriers prevent persons with disabilities from being able to

independently collect water for themselves. For example, the water sources may be too distant, or the well
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walls and water taps too high. There may be nowhere to rest the water container whilst filling it, or there
may be nothing to hold on to for balance to avoid falling into a well or pond. Toilets with steps or raised
above ground are often inaccessible to persons with physical impairments, washroom doors can be difficult
to manipulate, and latrines are often too small to enable people with a wheelchair or crutches to enter and
close the door behind them. Floors can be too slippery for people with walking or balancing impairments. If
latrines are not accessible, persons with disabilities may be obliged to recur to open defecation, increasing
the danger of accidents, rape and other adverse safety and health issues.

Data from three developing countries indicates that persons with severe disabilities most frequently report

issues or extreme problems with toileting (
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Figure 11.68). The percentage of persons reporting significant problems is varied, ranging from 9% in Chile,
16% in Sri Lanka and 28% in two districts in Cameroon. In these countries, the lower the GDP per capita,
the higher the percentage of persons with disabilities reporting problems with toileting, suggesting that lack
of financial resources plays a role in hindering adequate access to water and sanitation for persons with

disabilities.
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Figure 11.65. Accessibility of public toilets for wheelchair users, in Australia, 2017 (crowd-sourced
data).

-

ST e \géﬂ: ey

i
wheelchair accessible m‘

® not wheelchair accessible

Note: The boundaries and names shown on this map do not imply official endorsement or acceptance by
the United Nations.

Source: Sozialhelden.®"

161



Figure 11.66. Accessibility of public toilets for wheelchair users, in the south region of Malawi, 2017

(crowd-sourced data).

wheelchair accessible

® not wheelchair accessible

Note: The boundaries and names shown on this map do not imply official endorsement or acceptance by

the United Nations.

Source: Sozialhenden.372

162



Box 3. Accessible toilets at schools

The availability of adequate, accessible toilets in settings outside the home is key to ensuring persons with
disabilities can fully participate in education. Several countries have already collected detailed information
about facilities at school, including whether sanitation facilities are on the school premises and whether
these are accessible to pupils with disabilities. A good example is Brazil, where the yearly data on
accessible toilets have been collected through the Censo da Educagéo Bésica since 2006 (Figure 11.67).
Data from the latest round show that most primary schools have a toilet within the building (97%) but,
despite considerable progress since 2006, less than half (46%) had a sanitation facility that was accessible
to pupils with disabilities or reduced mobility. This is however a considerable improvement since 2006 when

only 8% of primary schools had an accessible sanitation facility.

Figure 11.67: Proportion of primary schools with any sanitation facility and a sanitation facility

accessible for people with reduced mobility, in Brazil, from 2006 to 2016.
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Figure 11.68. Percentage of persons aged 17 and over reporting a lot of or extreme problems with

toileting, by disability status, versus GDP per capita, 2015-2016.
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Current practices on WASH and disability

Efforts have been made by various actors, including governments and international organisations, to
mainstream disability in water sanitation and hygiene (WASH) programmes, including by 1) addressing
discrimination and stigma when providing WASH services; 2) raising awareness and building capacity about
the rights and specific needs of persons with disabilities when planning, implementing, monitoring and
evaluating WASH programmes; 3) mandating minimum accessibility standards and considering disability
in the design of WASH interventions; and, 4) designing and building WASH facilities according to the

principles of universal design.

Twin-track approaches to disability inclusion in WASH with both disability-inclusive interventions (including
providing WASH facilities according to universal design principles and ensuring WASH indicators explicitly
address disability), and disability-targeted interventions (such as provision of assistive devices for persons
with disabilities, and development and promotion of innovative access solutions for people with disabilities)
are increasingly being adopted. 37637 There are a growing number of programmes implemented in
developing countries aimed to increase access to improved water and sanitation facilities and improved

hygiene behaviours among low-income rural and peri-urban populations, including persons with
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disabilities.3"®37° In Indonesia, for example, the disability-inclusive approach has included in the national
rural water supply and sanitation project’ operations since 2016, providing disability-inclusive development
trainings for government officials and WASH facilitators, and adopting design specifications for accessible
school toilets and other accessible WASH facilities.° In Zimbabwe, a pilot of community grants initiatives
has been implemented to support informal community groups to ensure that WASH services would be
available to all, particularly persons with disabilities, leading to improved access to water supply and
disability-friendly sanitation facilitates and services in over 14 small towns.3#"382 In some countries, to
address the stigma and concerns of persons with disabilities in accessing WASH services, initiatives have
also been put in place to engage persons with disabilities, especially women and girls with disabilities, in
the local communities so that their voices and concerns can be included in design, planning, implementing

and monitoring. 383384385

The increased use of accessible facilities, such as accessible handles for water pumps or toilets, installing
ramps and handrails, and widening doors that are designed for persons with disabilities is indeed helping
making WASH accessible. For instance, in Mali, a communal well in a village was redesigned, in
consultation with persons with disabilities, to include a high wall to protect persons who are blind from falling
and a physical support was installed for lifting water. One section of the wall was lowered and a concrete
ramp was developed for wheelchair users.3%3% |n Nepal, moveable toilet seats were provided to rural
households that had latrines, which helped persons with disabilities having leg and/or back problems and

reduced the need to sit or craw on a wet latrine floor.38”

Furthermore, community-based rehabilitation (CBR) organizations have also played an important role in
promoting accessible and inclusive WASH, through their work in capacity-building of local communities and
families to address the needs of persons with disabilities, In India, for example, CBR approaches for
inclusive WASH have been used, leveraging existing community networks and self-help groups to reach
out to persons with disabilities as well as to raise awareness about good WASH practices in local
communities.®® Some organizations have focused on compiling and sharing good practices that benefit
persons with disabilities within and beyond mainstream sanitation approaches, such as community-led total
sanitation (CLTS) for advancing the promotion of accessible and inclusive WASH for persons with

disabilities. 389390
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Conclusions and the way forward

Available data indicates that persons with disabilities are less likely to have access to improved water and
sanitation, less likely to enjoy hygiene and sanitation facilities in their dwelling, are often confronted with
non-accessible facilities which they find hindering and may face stigma and discrimination when using
WASH facilities. This can have a severe impact on the health, dignity and quality of life of persons with
disabilities. In countries where overall access to adequate water and sanitation is lower, the gaps between
persons with and without disabilities are wider. In such countries, in working to ensure access, the focus
should be twofold: 1) simultaneously expanding access to water and sanitation, and 2) closing the disability
gap. SDG 6 has created an unprecedented opportunity to simultaneously address both factors and realize

the right to safe water and sanitation for persons with disabilities.

To achieve SDG 6 for persons with disabilities, it is imperative to focus on programs that target relevant

challenges in access to WASH through various steps:

1) Involve all stakeholders, especially persons with disabilities. Governments have the lead role
in designing and implementing plans to progressively give access to safe water and sanitation to all,
including persons with disabilities. In low resource settings, civil society organizations often play a critical
role in supporting government efforts in WASH. To ensure access of persons with disabilities to WASH, it
is critical that Government, civil society and other relevant stakeholders ensure inclusion of persons with
disabilities and their representative organizations in all stages of decision making and in the carrying out of

programmes and advocacy efforts.

2) Invest in and allocate financial resources/budget to accessible WASH in households and in
settings outside the home, prioritizing schools, workplaces, health facilities and communal WASH
facilities. Ensuring a budget allocation for accessibility of water and sanitation facilities and develop and
provide schemes/packages to support families with additional costs related to accessible water and
sanitation facilities. This investment should be informed by regular monitoring of the availability and
accessibility of adequate water and sanitation for persons with disabilities in households as well as in

institutional settings, such as health care facilities and schools.

3) Adopt a twin-track approach: mainstream disability in WASH policy and programmes and
develop disability specific WASH programmes. The voices and concerns of persons with disabilities
should be reflected in the development, resourcing, implementation, monitoring and evaluation of all WASH
policies and programmes.3®' Monitoring will be essential to assess the effectiveness the policies in place,
as well as the extent to which they’ve been implemented, and to help identify any policy modifications that

may be necessary to guarantee access to WASH for persons with disabilities. .

4) Share information and build capacity about low-cost inclusive interventions to scale up

good practices. There is a wealth of knowledge regarding how to make WASH accessible for persons with
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disabilities. However, existing expertise and good practices are not being sufficiently utilized or
replicated.3%%:393.3% There are low cost inclusive adaptations and universal design solutions to facilities
including toilets, water points, water carriers, bathing places and handwashing facilities, which can be
implemented by households as well as by governments. Mechanisms to share information, in accessible
ways, on inclusive practices, either online or through in person training of WASH professionals, can help in
promoting and scaling such approaches.

5) Raise awareness and end discrimination and stigma. Governments should invest in measures
to raise awareness and combat discrimination and stigma. Organizations and personnel working on WASH
should receive and provide training on disability and accessibility. Negative stereotypes associated with
disability and WASH may be further combatted through public information campaigns. The capacity of

countries to design, implement and monitor these campaigns must also be strengthened.

6) Monitor progress through the collection of individual data. As detailed in the present chapter,
access to water and sanitation at the household level does not always translate into access for household
members with disabilities. To assess access to WASH within a household, those carrying out surveys
should receive appropriate training on effective approaches to collecting information regarding disability

within households.3%

7) Disaggregate data on WASH access by type of disability, as well as by age and gender. To
effectively and most appropriately address barriers to WASH access by persons with disabilities, data
should be disaggregated by type of disability, as well as by age and gender to reflect the multiple challenges
faced by persons with disabilities to accessing water and sanitation services and using them with dignity
and safety.

8) Collect, analyse and disseminate census and survey data on WASH access for persons with
disabilities to inform inclusive policies. Household surveys are a main source of data but, additionally,
in several countries, the national census also collects information about persons with disabilities, including

their access to water and sanitation services.

9) Explore crowd-sourcing applications to obtain bottom-up information on the accessibility
of water and sanitation facilities for persons with disabilities to inform accessibility policies. Several
applications already allow users to publicly review the accessibility of facilities anywhere the world. Current
data covers mainly developed countries and efforts should therefore be made to expand the use of such
applications in developing countries so that their benefits may be enjoyed more broadly. Information
gathered by crowd-sourcing applications further reflects the experience of the users and can be helpful to

inform national accessibility policies.

10) Mainstream disability in international fora and global mechanisms working on WASH.

Disability is still often left out from international meetings, global mechanisms, international development
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programs and major international publications working on WASH. Disability should be consistently

addressed in order to trigger global action to close the WASH gap for persons with disabilities.
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G. Ensuring access to energy for persons with disabilities (SDG 7)

The energy-disability nexus must be addressed to achieve the SDG 7 ‘Ensure access to affordable, reliable,
sustainable and modern energy for all’, particularly SDG target 7.1 which calls for universal access to
energy. Four critical issues need to be considered when implementing SDG 7 for persons with disabilities:
(i) access to energy for development; (ii) access to electricity to charge or operate assistive technology; (iii)
access to modern forms of energy which are less polluting for the households where persons with
disabilities stay for longer periods of time; and (iv) affordable energy as many persons with disabilities live

in low-income households.

Access to energy means provision of modern energy services to everyone around the world. These services
are defined as household access to electricity and clean cooking facilities.3*® Energy is needed for the
provision of clean water, sanitation, adequate shelter, health care and for economic development and social
progress — all of which can improve the lives of persons with disabilities. But access to energy is even more
vital for persons with disabilities, many of whom require electricity to operate assistive technology for
independent living. Moreover, clean and modern forms of energy can also bring benefits to many persons
with disabilities worldwide because they may spend extended periods at home due to mobility challenges
or because more time is required for selfcare at home, or because they are kept hidden due to stigma or
shame, and may thus suffer higher exposure to indoor pollution caused by the use of solid fuels for cooking
or lighting. Longer periods at home may also lead to higher electricity consumption, which results in higher

energy bills. Access to reliable, affordable and clean energy is therefore crucial for persons with disabilities.

Yet, the unique needs of persons with disabilities in accessing sustainable energy are still overlooked in
the global discourse on energy and development. This section addresses this gap. First, it presents an
overview of current international normative frameworks on access to energy. Second, it presents evidence
on the situation of persons with disabilities regarding access to energy and identifies good practices to close
current gaps in access. The section concludes with recommendations for achieving SDG 7 for persons with

disabilities.

International normative frameworks on disability and access to energy

Access to energy has long been discussed in the context of sustainable development and well-being of
individuals, but particular disadvantaged groups such as persons with disabilities have been invisible in the
discourse. This was the case, for example, in the World Commission on Environment and Development’s
first report “Our Common Future”, also known as the Brundtland Report (1987), which recognized energy
as a necessary means for daily survival.®®” Similarly, the outcome document of the 2002 World Summit on
Sustainable Development, the Johannesburg Declaration on Sustainable Development, called for a speedy

increase in access to energy.®®® And the Plan of Implementation of the World Summit on Sustainable
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Development3%° 4% gutlined the actions to improve access to reliable, affordable, economically viable,
socially acceptable and environmentally sound energy services.“°! None of these documents made
reference to persons with disabilities. The call for energy access for all, which implicitly includes persons
with disabilities, came ten years later in 2012, when the outcome document of the United Nations
Conference on Sustainable Development or Rio+20, “The Future We Want”, recognized the critical role
that energy plays in the development process. 4°2 In the same year, the United Nations General Assembly
adopted a resolution on promotion of new and renewable sources of energy and declared 2014-2024 the

United Nations Decade of Sustainable Energy for All.403

The critical link between energy and the well-being of persons with disabilities, has also been invisible in
the maijor international frameworks on disability even though energy may be essential to their
implementation. For instance, the Standard Rules on the Equalization of Opportunities for Persons with
Disabilities (1993)*%* and the World Program of Action Concerning Disabled Persons (1982)4%5 address the
need of persons with disabilities to access technologies that would require electricity. Similarly, the
Convention on the Rights of Persons with Disabilities (CRPD), adopted in 2006, provides a powerful base
for the promotion of access to sustainable energy because the implementation of many of its articles will
require providing access to energy for persons with disabilities. For example, the CRPD calls on States
Parties to promote the availability, knowledge and use of assistive products, many of which require
electricity to operate (Article 26) and recognizes the importance of access to information and
communication technologies (Articles 4 and 9). Moreover, electricity-run assistive technologies can
facilitate personal mobility (Article 20(b)), effective participation in education (Article 24) and employment
(Article 27), habilitation and rehabilitation services (Article 26), voting (Article 29(a)(ii)), and access to clean

water services (Article 28), among others.

The 2030 Agenda for Sustainable Development, the guiding global development framework, calls in its
Goal 7 for ‘access to affordable, reliable sustainable and modern energy for all’. The aspect of affordability
is critical for persons with disabilities who tend to have lower incomes than their peers without disabilities.
The 2030 Agenda, with its core commitment to “leave no one behind”, brings attention to the importance of
monitoring and follow-up on progress for persons with disabilities to ensure that they also fully benefit from
this framework. More recently, the General Assembly adopted a resolution on ensuring access to
affordable, reliable, sustainable and modern energy for all because such services are an integral part of
social inclusion, thus underscoring the important role of energy in achieving development that is inclusive

of various social and often vulnerable groups, including persons with disabilities.*%

The negative impact on persons with disabilities of exposure to harmful pollution from traditional sources
of energy could be addressed through progress towards SDG target 7.1, “By 2030, ensure universal access
to affordable, reliable and modern energy services”. Other SDG 7 targets call for promoting investment in

clean energy technology (SDG 7.a) and for expanding infrastructure and upgrade technology for supplying
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modern and sustainable energy services for all in developing countries (SDG 7.b). These targets could
accelerate the access by persons with disabilities to cleaner forms of energy and avoid the harmful

exposure to pollution from traditional forms of energy.

171



Figure 11.69. International normative frameworks relevant to achieving SDG 7 for persons with

disabilities.
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Situation of persons with disabilities: access to energy

Energy poverty,* or lack of access to electricity and the reliance on the traditional use of biomass for
cooking, is more prevalent among households with persons with disabilities. In particular, lack of access to
electricity poses specific challenges to persons with disabilities who may require electricity-run assistive
technology to live independently and to participate equally in society. This is especially challenging in low
income countries worldwide, where access to electricity is low, with only 28% of the population having
access.*”” In Sub-Saharan Africa, in 2014, only 37% of the general population had access to electricity,
with this figure coming down to 17% for those living in rural areas. Reduced access for those living in rural
areas was also seen in the Pacific region, where 83% of the population had access to electricity, with this
figure coming down to 44% for rural populations. 4% Low electricity access is also a major challenge for
displaced persons in camps, including those with disabilities. In 2014, seven million displaced people in

camps had access to electricity for less than four hours a day.*

Persons with disabilities and their households tend to have lower access to electricity and heating

In many countries, households with persons with disabilities are less likely to have access to electricity than
those without persons with disabilities. Figure 11.70 shows that, between 2001-2015, in 37 out of 44
countries, households with persons with disabilities had lower access to electricity than households without
persons with disabilities. This may be due, in part, to lower income in households with persons with
disabilities as a consequence of limited employment opportunities for persons with disabilities and/or
additional costs due to disability. In 17 of these countries, fewer than 50% of households with persons with

disabilities had access to electricity.
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Figure 11.70. Percentage of households, with and without persons with disabilities, with access to
electricity,*® in 44 countries, 2001-2015.41°
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Figure 1I.71. Gender gap (women minus men) and percentage of persons unable to keep home
adequately warm for persons aged 16 and over with and without disabilities, in 35 countries, in

2016.413
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In European countries, persons with disabilities are less likely to be able to keep their home adequately
warm than persons without disabilities (Figure 11.71). On average, 32% of persons with disabilities are
unable to keep home adequately warm compared to 26% of persons without disabilities. While there is not
much difference between the percentages of women and men without disabilities who are unable to keep
their homes adequately warm (average gender gap less than half a percent point), the gender gap is wider
among persons with disabilities, reaching up to 6.5 percentage points difference in some countries (average
gender gap is 2.5 percentage points). Among persons with disabilities, more women in 30 out of 35

countries are unable to keep their homes warm as compared to men.

Persons with disabilities have more difficulties in paying for energy bills because of higher energy

needs and reduced income
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Persons with disabilities are likely to have higher energy needs.*'* 415 Many spend longer periods of time
in their households due to barriers faced in external environments, such as lack of accessible transportation
and public spaces and/or discrimination, amongst others. Longer periods at home may lead to higher
household electricity expenses. 46 Persons with disabilities may also require electricity-dependent assistive
technology,*'” such as electric wheelchairs, braille displays, hearing aids, and fall detectors, which result in
an increased energy consumption.*'® Studies in the United Kingdom showed that annual energy bills of
families with persons with disabilities are about 50% higher than those without persons with disabilities.*'®
Compared to households without persons with disabilities, the study found that the electricity bills are 39%
higher for a household with older person with arthritis ; 50% higher for a single parent with two children with

disabilities; and 55% higher for a household with a person with disability.42°

Figure Il. 72. Energy requirements of WHO Priority Assistive Products List.
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Source: Authors’ elaboration based on Priority Assistive Products List (WHO, 2016).

The increased need for electricity to operate assistive products is confirmed in the Priority Assistive
Products List (see section on Assistive Technology),*?' released by the World Health Organization in 2016,
which includes 50 priority assistive products selected on the basis of widespread need and impact on a
person’s life (Figure Il. 72). More than a quarter of these products need electricity to operate, for example,

electrically powered wheelchairs, gesture to voice technology, personal digital assistants, screen readers

176



and others; and 18% of them require either electricity or disposable batteries — including hearing aids,
deafblind communicators and digital hand-held magnifiers, among others. Without access to affordable
electricity and disposable batteries, persons with disabilities will not be able to operate 22 of the priority

assistive products.

The burden of higher energy needs is made heavier by the reduced capacity of persons with disabilities to
pay for energy bills. Persons with disabilities typically face additional costs due to disabilities and are more
likely to be living in lower income households and less likely to be employed (see sections on SDGs 1 and
2 and SDG 8), leaving fewer financial resources to pay for energy bills. In 2011 in the United Kingdom, 22%
of households with persons with disabilities spend more than 10% of their income on heating compared to
only 14% of households without persons with disabilities; 14% of households with persons with disabilities
would fall under the official poverty line after paying heating bills as compared to 10% of households without
persons with disabilities.*?? This percentage varied based on type of disability from 12% to 18%, with
households with persons with mental disabilities being mostly affected.*?® Inability to afford adequate
heating has also been linked to detrimental impacts in the physical and mental health of persons with
disabilities due to cold room temperature and a concern of high bills. Some existing health conditions could

be exacerbated by lack of heating.4

Persons with disabilities are more exposed to detrimental air pollution resulting from the use of

traditional forms of energy

In developing countries, traditional fuels such as biomass and coal are often used as a main source for
cooking and heating. Indoor pollution causes health problems, particularly to respiratory issues. 4%
Household air pollution is responsible for an estimated 4.3 million premature deaths per year worldwide,
with high prevalence in countries with a high reliance on biomass and coal for cooking.#?¢ Such inefficient
cooking fuels and technologies like wood, crop wastes, charcoal, coal and dung are used in open fires and
leaky stoves and produce household air pollution with a range of health-damaging pollutants, including
small soot particles that penetrate deep into the lungs. In poorly ventilated dwellings, indoor smoke can be
100 times higher than acceptable levels for fine particles.*?” Exposure can be particularly high among
persons with disabilities who, due to stigma or lack of mobility, are likely to spend longer time indoors than

persons without disabilities.

Household air pollution may especially be a problem in sub-Saharan Africa and Southeast Asia, where in
2013 more than half of the populations still used solid fuels for cooking and heating. Even in the Americas
and Europe, the regions where use of solid fuels is the lowest, the population using solid fuels is still
significant, 25% in Americas and 23% in Europe.“?® Furthermore, available data from 14 developing

countries, around 2010, shows that in all countries a higher proportion of households with persons with
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disabilities than without persons with disabilities cooks with wood or coal (Figure 11.73). On average, 53%
of households with persons with disabilities versus 46% of households without persons with disabilities use
these traditional forms of energy for cooking. The percentages of households with persons with disabilities
which cooks with wood and coal vary from 1.4% in Iran to 97% in Tanzania. Households with persons with
disabilities in rural areas are particularly affected, as the wood and coal are used for cooking in 66% of
these households compared to only 32% of households with persons with disabilities in urban areas, on
average (Figure 11.74). In all these countries, the proportion of households with persons with disabilities
cooking with coal and wood is higher in rural areas than in urban areas. Displaced persons with disabilities
living in camps are also mostly affected, as almost all energy used for cooking in these camps comes from

charcoal and firewood.*2°
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Figure I1.73. Percentage of households with and without persons with disabilities cooking with wood

or coal, in 14 countries, around 2010.
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Figure 11.74. Percentage of households with persons with disabilities cooking with wood or coal, by

location of household, in 14 countries, around 2010.
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Lack of electricity in schools prevents students with disabilities from accessing technology that

would enhance inclusive education
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Information and communication technologies (ICTs) have been designated as one of the most effective
ways to advance inclusive education for persons with disabilities.**2 ICTs can be helpful in enhancing
access by persons with disabilities to educational tools, in improving communication with teachers and
schoolmates and in providing teachers with knowledge and tools to teach students with disabilities.
Assistive ICTs also give students with disabilities the capacity to construct their own learning experiences.
Due to their versatility and ability to be tailored to user needs, ICTs play a vital role in enhancing inclusive
education and in enabling differentiated instruction and personalised learning. ICTs that can be used in
schools to enhance the participation and inclusion of persons with disabilities include accessible education
materials online, digital to Braille technologies, DAISY books, dyslexia formatted, text magnifiers, videos
with captioning, audio formats, video in sign language, websites which can be made accessible by allowing
for changes in font type and size; and digital documents which can be read with screen readers. Operating
ICTs and assistive technology, however, requires access to electricity,*3* which many schools particularly
in developing countries, still lack. In 2012, on average, only 66% of primary schools in developing countries
had access to electricity. In 35 out of 102 developing countries, less than 50% of primary schools had
electricity (Figure 11.75). Primary schools in sub-Saharan Africa had the lowest level of access with an
average of 32%. In other regions, average percentages are higher, but in South and West Asia, in Latin
America and the Caribbean and in Arab countries, there are countries where less than 10% of the schools
have access to electricity. On the other hand, primary schools in 28 countries had 100% access to electricity.
The Central Asia region has the highest level of access to electricity in primary schools, with an average of
98%.4%4

Figure 11.75. Minimum, average and maximum values of national percentages of primary schools

with electricity, by region, in 2012.
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Source: UNESCO Institute of Statistics (2016).43%

Lack of access to electricity in health-care facilities prevents the use of technology needed to assist

persons with disabilities

Access to health-care services is essential for persons with disabilities who report seeking more medical
attention than persons without disabilities.*3 Energy plays a vital role in the quality of health-care services
which may depend on electricity-run medical equipment.*¥” In addition, lack of electricity may prevent
medical services form using assistive devices and technology essential for communication and independent
participation of persons with disabilities. This, in turn, may contribute to the observed higher unmet need
for medical care for persons with disabilities (see section on SDG 3). This is particularly a challenge in
regions where electricity is not widely available in health facilities. Available data show that in sub-Saharan
African countries on average 26% of health facilities had no access to electricity and only 28% of health

facilities had reliable electricity.43®

Current practices on energy and disability

Social welfare programmes have been established in many countries to provide financial support for
persons with disabilities (see chapter on SDG 1.3). While the benefits provided in each country vary,
financial assistance can contribute to improved energy access for persons with disabilities. Depending on
whether the benefits consider the additional energy costs faced by persons with disabilities, they may be
or not be enough to help with energy bills. 3 Social welfare programs specifically directed at supporting
the energy bills of persons with disabilities have been established in a few countries. In some countries,
persons with disabilities with low incomes can also access low income social protection programs to receive

support for their energy needs (see Box 4).

Box 4. Energy assistance programs accessible for persons with disabilities
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The Cold Weather Payment*4? and the Warm Home Discount Scheme for households with low-income#4!
are both available to persons with disabilities in the United Kingdom to support payments for electricity to
adjust room temperature in winter and summer. The Cold Weather Payment allows beneficiaries, including
low-income households and those with persons and children with disabilities, to receive additional financial
assistance when temperatures are at or below zero degrees Celsius for seven consecutive days in fall and
winter months.**? The Warm Home Discount Scheme provides a one-off per winter discount on the
electricity bill of eligible low income households.*** Relatedly, the United Kingdom’s Winter Fuel Payment
enables older persons to get certain amount of money to help paying heating bills.**4 In the United States,
the Low Income Home Energy Assistance Program (LIHEAP), a federal programme distributed to and
managed by each state, assists low-income households including those with persons with disabilities, to
pay electricity bills for cooling and heating in residential dwellings, and to accommodate home energy needs
in emergency situations such as extreme weather conditions. It further provides assistance with low-cost

energy-related home repairs.44®

Other positive national initiatives include legislation ensuring the inclusion of persons with disabilities in
national energy bodies dealing with energy distribution and disputes. Kenya’s Energy Bill (2015) stipulates
that equal opportunities for persons with disabilities should be ensured in selecting, nominating, approving
or appointing the members of the Energy and Petroleum Tribunal, a body composed of experts to determine
energy disputes and appeals.**® In Germany, the payment services helpline of the E.ON, a utility company
in Essen assists consumers having difficulty paying their utility bills to enhance their understanding on utility
services and also provides easy-to-understand and accessible documents. Their services benefitted
persons with intellectual disabilities in particular, contributing to 93% reduction of cases on energy shut
down due to lack of payment.4” Other initiatives include targeting persons with disabilities in programs to
enhance access to clean energy. For instance, in Dadaab refugee camp in Kenya, a settlement of more
than 350,000 refugees, energy efficient stoves were disseminated, with the beneficiaries being selected by

focusing on persons with disabilities and other vulnerable groups. 448

One difficulty in developing effective policies to address the energy needs of persons with disabilities is
that, at the national level, those government bodies with mandates relating to disability, assistive technology
and on energy are almost always different. Disability tends to be under the responsibility of a ministry or a
department of health or social welfare, while assistive technology tends to be under the mandate of the
ministry of health, and energy issues fall under the mandate of a ministry or a department of energy. For
example, in the U.K., programmes related to disability falls under two departments. The Minister of State
for Disabled People sits under the Department for Work and Pensions, which provides Disability Living
Allowance and social protection schemes that support the energy needs of citizens including persons with

disabilities (see Box 4).44° The Department of Health and Social Care also provides services to persons
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with disabilities in the areas of education and health including assistive technology.*%° 45" For the area of
energy, the Department for Business, Energy & Industrial Strategy is in charge of securing energy
supplies.*%?

UN entities have a number of activities underway designed to scale up the efforts to advance universal
access to affordable, reliable and sustainable energy,*®® but they typically do not include special measures
for persons with disabilities. An exception is the UN Refugee Agency (UNHCR) Global Strategy For Safe
Access to Fuel and Energy (SAFE) 2014-2018 which considers special measures to include and provide

access to persons with disabilities in the integration of energy needs into emergency planning.4%*

Conclusions and the way forward

Many persons with disabilities live without access to electricity, thus compromising their capability to
operate the necessary assistive technology for independent living and ultimately their participation in
society. Moreover, fuel and energy poverty are experienced particularly by persons with disabilities, who
tend to have less access to adequate heating and reliable access to modern forms of energy. Despite the
interlinkage between energy and disability, this nexus has been absent from international normative
frameworks on disability and on energy and is rarely addressed in national policy. This gap in policy and

programmes must be addressed to achieve the goal of energy for all.

The 2030 Agenda for Sustainable Development through its Goal 7 and the principle of leaving no one
behind has provided a powerful platform for Governments, UN agencies, civil society organizations and the
private sector to galvanize momentum to promote sustainable energy for persons with disabilities in the
upcoming years. As an immediate action, it is crucial to conduct more studies on disability and energy. Few
studies exist on fuel poverty and disability and on the energy needs of persons with disabilities. More
research will be needed to cover those gaps. National data collection activities can provide relevant
information and comparable studies and evidence on energy consumption and access to energy between
persons with disabilities and persons without disabilities may also help fill-in the gaps. Suggested immediate
actions are outlined below:

a. Produce a global mapping of the energy-disability situation, on existing policies, programmes and
data;
b. Undertake capacity building seminars/workshops to look into country-specific needs and to share

good practices and lessons learnt at national, regional, and global levels;
C. Develop a database of available information and disaggregated data on disability and energy;

d. Undertake cost benefits analysis to understand and to present the co-benefits of providing access

to modern energy to persons with disabilities;
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e. Present a set of concrete recommendations on how to fill-in the gap in energy access between
persons with and without disabilities at, inter alia, high-level and international conferences on energy

including the preparatory meetings of the High-level Political Forum on Sustainable Development.

f. Form a multi-disciplinary multi-stakeholder task force, including policy makers and experts on
energy and on disability as well as persons with disabilities and their representative organizations, to

undertake the above activities.

Based on the study above, the following eight steps could contribute to address the unique energy needs

and implement SDG 7 for persons with disabilities by 2030:

1) Take into consideration the extra energy costs which persons with disabilities are faced
with and co-benefits of providing access to energy for persons with disabilities in determining
social protection measures. Persons with disabilities tend to have higher energy consumption and higher
energy bills. Electricity-run assistive technology, which many persons with disabilities need to live
independently, may increase energy consumption. Social welfare programmes can play a crucial role in

providing financial support for persons with disabilities to access the energy they need.*%®

2) Include special measures for persons with disabilities in energy programs. Initiatives and
programmes launched by countries, international organizations, civil society and the private sector aiming
at expanding access to energy should include targeted actions for persons with disabilities to ensure they
also benefit from these initiatives and are not left behind. These special measures should also pay attention

to the energy needs of persons with disabilities to secure their access to affordable and reliable energy.

3) Close the gap in energy access between persons with and without disabilities. This will
require a focus on countries with low electricity access, because in these countries the gap between
households with and without persons with disabilities tends to be wider. Rural areas also tend to have lower

access to electricity and may require special measures.

4) Prioritize electricity access for persons with disabilities who require electricity-dependent
assistive technology for independent living and for participation in society. Electricity services should
reach out to persons with disabilities who require electricity-run assistive technology. In the absence of
household electricity, charging at public facilities or off-grid systems,*%® like solar power off-grid systems,
could be considered. These alternatives should be particularly considered for persons with disabilities living

in rural and remote areas where power lines are not always available.

5) Reduce use of solid fuels and promote modern forms of energy in households of persons
with disabilities. Initiatives and programmes to reduce use of solid fuels should emphasize reaching
households with persons with disabilities, making sure to reach households with persons with disabilities

as a priority. Energy efficient stoves using modern forms of energy in particular would save persons with
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disabilities who spend longer periods at home from indoor pollution due to traditional cooking and from

exposure to violence particularly for women and girls with disabilities who may collect firewood.

6) Promote electricity in schools to enhance opportunities for students with disabilities to
participate equally in educational systems. Access to electricity in schools is a prerequisite for effective
participation for many persons with disabilities particularly those who rely on assistive technology. For many
persons with disabilities, this technology can enhance their access to educational tools, and can improve

their communication with teachers and schoolmates.

7) Include persons with disabilities in national governing bodies working on energy access.
Inclusion of persons with disabilities in these bodies, including, for example, national energy committees,
energy advisory boards and energy dispute tribunals, could play a vital role in addressing the unique energy
needs of person with disabilities in the implementation of energy policies.*%” Persons with disabilities must

be engaged in decision-making process to ensure that their needs are adequately addressed in the policies.

8) Raise awareness within ministries and promote inter-ministerial coordination to address
fuel and energy poverty among persons with disabilities. At the national level, those bodies with
mandates relating to disability, assistive technology and on energy are usually different. But, these three
areas are interlinked and more inter-ministerial coordination will be needed to address this nexus.
Discussions on energy and fuel poverty of persons with disabilities will need to be linked to discourses
around assistive technology, and vice-versa, because being energy poor impacts on the use of assistive
technology, which in turn impacts on the independent living of persons with disabilities and their enjoyment

of human rights.

H. Full and productive employment and decent work for persons with disabilities
(SDG 8)

This section reflects on the achievement of SDG 8 for persons with disabilities. SDG 8 calls for promoting
sustained, inclusive and sustainable economic growth, full and productive employment and decent work for
all. The section presents international normative frameworks covering employment issues for persons with
disabilities, provides an overview of the status of participation of persons with disabilities in the workforce,
lists measures taken by countries to increase job opportunities for persons with disabilities and concludes

with a conclusion and recommendations.

Decent work and employment are essential for the well-being and dignity of all, including persons with
disabilities. Being able to work has a positive impact on social inclusion and quality of life. Quality

employment is also essential for the economic empowerment and thus for the independent living of persons
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with disabilities. Employment and decent work are the most effective means to break the vicious cycle of
poverty and marginalization in which persons with disabilities may fall. The professional potential of persons
with disabilities often remains untapped due to misconceptions about their working capacity, negative

societal attitudes and non-accessible workplaces, vocational skills centres and job services.

International framework on disability and employment

Several recently adopted instruments directly address persons with disabilities’ right to work (Figure 11.76).
This right is explicitly enshrined in Article 27 of the CRPD, which focuses on work and employment. SDG
8, “Promote sustained, inclusive and sustainable economic growth, full and productive employment and
decent work for all” explicitly refers to persons with disabilities in its target 8.5 which aims to, by 2030,
achieve full and productive employment and decent work for all women and men, including for persons with
disabilities, and equal pay for work of equal value. In 2013, the Human Rights Council’'s General Assembly
adopted a resolution focused on employment and persons with disabilities, the Work and Employment of
Persons with Disabilities (2013), which calls on States Parties to ensure that persons with disabilities can
fully enjoy the right to work on an equal basis with others, and requests to take measures to do so by
prohibiting discrimination, increasing employment, promote entrepreneurship, eliminating barriers that
hinder job seekers from accessing the workplace, ensuring reasonable accommodation, amongst others. 458
Equality of opportunity and equality between men and women with disabilities are principles that are also
present in the ILO Convention No. 159 . The ILO Convention No. 159, accompanied by the ILO Vocational
Rehabilitation and Employment (Disabled persons) Recommendation, 1983 (No. 168), requires that
member States formulate, implement and periodically review a national policy on vocational rehabilitation

and employment of persons with disabilities.

The Addis Ababa Action Agenda and the international framework on Small Island Developing States (SIDS)
address the equal employment opportunities for persons with disabilities. The Addis Ababa Action Agenda
encourages the full and equal participation of women and men, including persons with disabilities, in the
formal labour market.**® The Small Island Developing States Accelerated Modalities of Action (SAMOA)
Pathway highlights the high rates of unemployment amongst persons with disabilities*® and calls for
development of entrepreneurial and vocational skills for persons with disabilities and their inclusive and
sustainable industry.46" Given that the tourism sector represents a major economic pillar for many SIDS,
the SAMOA Pathway stresses the enhancement of employment opportunities for persons with disabilities

in the sustainable tourism sector.462

Both the CRPD and the SDGs recognize the importance of education for work and employment
opportunities, including vocational and continuing training. Article 27 of CRPD calls for taking steps to

“enable persons with disabilities to have effective access to general technical and vocational guidance
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programmes, placement services and vocational and continuing training” and the need to create inclusive
educational systems (Article 24). This in line with SDG 4 on education which calls for ensuring “inclusive
and equitable quality education and promote lifelong learning opportunities for all” and particularly with SDG
target 4.5 which emphasizes the importance of equal access to all levels of education and vocation training
for persons with disabilities. Furthermore, the CRPD contains other provisions relevant for employment,
such as awareness raising on the capabilities of persons with disabilities (Article 8) and increased
accessibility of the physical environment, transport, information and communication (Article 9), all of which

will optimize opportunities for persons with disabilities to participate in the labour market.
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Figure 11.76. International normative frameworks relevant for the achievement of SDG 8 for persons

with disabilities
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The situation of persons with disabilities in employment

Persons with disabilities, particularly women with disabilities, are less likely to be employed than

persons without disabilities

Lower rates of employment have been persistently observed for persons with disabilities. Across eight
geographical regions, the employment to population ratio (EPR) for persons with disabilities aged 15 years

and older is 36% on average, whereas the EPR for persons without disabilities is 60% (

Figure 11.77). EPR among persons with disabilities varies from 25% in Northern Africa and Western Asia to
47% in Oceania. These regional averages are based on data from 91 countries and territories, and at the
national level EPRs vary more widely from 7% to 69%.463.464.465,466,467.468 The employment gap is observed

in all regions of the world (
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Figure 11.77) and varies between 18 percentage points in sub-Saharan Africa to 39 percentage points in
Northern America. Gender gaps in access to employment are discussed in the section on SDG 5, showing
that, in all regions, women with disabilities are less likely to be employed than men with disabilities, than

persons without disabilities.

Figure 1.77. Employment to population ratios for persons aged 15 years and over, by disability

status, by geographical region, in 2006-2016.
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Since disability prevalence tends to increase with age and EPRs tend to be lower for older age groups, all
factors equal one would expect EPRs to be lower for persons with disabilities aged 15 and over. However,
the gap between persons with and without disabilities in employment is not only due to differences in
demographic characteristics. Although the lower education levels often achieved by persons with

disabilities impact access to employment, other factors also appear to play a significant role in limiting job
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opportunities. These include discrimination, stigma, negative attitudes, lack of accessible transportation to
get to work, and inaccessible workplaces with limited availability of accommodations for persons with
disabilities.4”® For example, in eight developing countries, an average of 32% of persons with disabilities

reported that their workplace is hindering or not accessible (

Figure 11.78). In many countries, laws regulating labour still miss protections against discrimination on the
ground of disability (see section on SDG 10). Due to these obstacles, many persons with disabilities who

are capable to work are not able to secure a job and remain an underutilized segment in the labour force. 4"

Figure 11.78. Percentage of persons with disabilities who report that their workplace is hindering or

not accessible, in 8 countries, around 2013.
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Reasonable accommodation, including assistive technology, is often missing at the workplace

Reasonable accommodations are necessary and appropriate modification and adjustments, not imposing
a disproportionate or undue burden, to ensure to persons with disabilities the enjoyment or exercise on an
equal basis with others of all human rights and fundamental freedoms. 4’2 Reasonable accommodations
used at workplaces vary from no-tech solutions which cost little or no money (like additional preparation

time for an individual, or implementing a color-coded filing system), to accommodations that are
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technologically simple or unsophisticated (e.g. replacing a door knob with an accessible door handle or
providing a magnifier) to accommodations that use advanced or sophisticated assistive technology (such
as use of screen reading software with synthesized speech). Advanced assistive technology is often costly
and less available. In Chile and Sri Lanka, 8 to 18% of adults with disabilities do not use but would need
assistive products for work, and 29 to 54% already use but would need more assistive products for work
(Figure 11.79). In some countries, employers can seek financial support for reasonable accommodation from

a state fund or a charity fund.*"3

Figure 11.79. Percentage of persons with disabilities who need assistive products at work, in Chile
and Sri Lanka, 2015.
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Persons with multiple, very severe, mental or intellectual disabilities, are less likely to be employed

Employment to population ratios for persons with multiple disabilities tend to be lower than those for persons
with single disabilities. Data collected in 12 countries between 2002 and 2004 found that in all but one
country the employment to population ratio of persons with multiple disabilities was lower than that for

persons with a single disabilities (

Figure 11.80). Among these countries, on average, 37% of persons with multiple disabilities and 47% of

persons with a single disability are employed.
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Figure 11.80. Employment to populations for persons aged 18 to 60, by disability status, 2002-2004.
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Source: Mizunoya, S. and Mitra, S. (2013) using data from the World Health Surveys 2002-2004. 474

Persons with distinct types and degrees of severity of disabilities may be impacted differently by
inaccessibility and other obstacles in employment. For instance, in Brazil, persons with more severe
motor disabilities are less likely to be employed than persons with less severe motor disabilities.*”
Available data shows that persons with mental disabilities are twice less likely to be employed as persons

with other types of disabilities (

Figure 11.112).

Persons with disabilities are more likely to be in vulnerable employment 476

Even where persons with disabilities are employed, they may disproportionately face precarious situations
in comparison to the general population. In most countries, for example, persons with disabilities are more
likely to be employed in the informal sector and to be self-employed. For example, in Mongolia, persons
with disabilities are four times more likely than persons without disabilities to be engaged in the informal
sector.*’” Regarding self-employment, persons with disabilities are also more likely to be self-employed.
Among 19 countries, on average 62% of persons with disabilities versus 53% of persons without disabilities

are self-employed (

Figure 11.81). Within this sample of countries, the gap between persons with and without disabilities is wider

for developing countries than for developed countries. In 13 of these countries, self-employment rates for
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persons with disabilities are 5 percentage points higher than for persons without disabilities. The gaps are
higher in Indonesia, in 2010, where over 63% of people with mild disabilities who are working are self-
employed, compared to 34% of persons without disabilities. Many persons with disabilities who are self-
employed work for their family. In Timor-Leste, 21% of employed persons with disabilities are family
workers.*”® In developed countries, evidence from Ireland and the United States suggests that the gaps are
narrower. In Ireland, the self-employment rate for persons with and without disabilities is the same, while in

the United States the self-employment rate is 5 percentage points higher for persons with disabilities.

Figure 11.81. Percentage of employed persons with disabilities who are self-employed, by disability
status, 2002-2017.47°
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Also, persons with disabilities are probably less likely to be covered by collective bargaining agreements
and thus have fewer protections at work because they are more likely to be self-employed or in the informal

sector.

When in employment, persons with disabilities are more likely to be in part-time jobs. A 2010 study in 29
countries showed that in all of them the percentage of part-time employees among employed persons with
disabilities was higher than for persons without disabilities in all countries (Figure 11.82). A study in Nepal
showed however that, for persons with disabilities, higher levels of job satisfaction are associated with full-
time work.*8" Often persons with disabilities are limited to part-time employment because the full-time

employment does not give them the proper time to prepare for work, time to travel to and from work due to
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lack of accessible transportation (see section on SDG 11), and to deal with disability-related services that
they may need.*®2 When given the necessary accommodations, persons with disabilities are able to engage

in full time work.

Figure 11.82. Share of part-time employment in total employment, by disability status, in 29 countries,

2003-2008.
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Persons with disabilities tend to earn lower wages

Employed persons with disabilities tend to earn lower wages than persons without disabilities.*®* This may
be in part because persons with disabilities are disproportionately self-employed, and the self-employed

earn less, and because persons with disabilities more often have irregular employment.48®

Wage gaps wider than 10% have been reported (Figure 11.83). In Spain, a person with disabilities earns on
average 12% less per hour than a person without disabilities. Similar analysis in the United States reveals
that the median earnings of working-age persons with disabilities who worked full-time and a full-year in
2012 were 14% lower than those of persons without disabilities. In Chile, in 2013, the average income from
the main job of a person with disabilities 15 years or older was 16% lower than the average employment
income of a person without disabilities. Persons with some types of disabilities experience even wider gaps.
In the United States, persons with cognitive disabilities earned 29% less than persons without disabilities;*”

in Spain, persons with intellectual disabilities earned 49% less than persons without disabilities.*&

Among persons with disabilities, those living in rural areas and women tend to receive the lowest salaries.

In Peru, in 2012, 61% of persons with disabilities living in rural areas versus 36% in urban areas received
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less than the minimum salary; and 46% of women versus 37% or men with disabilities received less than
the minimum salary (Figure 11.84). In Spain, women with disabilities earned 16% less than men with
disabilities. %

Figure 11.83. Wage gap between persons with and without disabilities (persons with disabilities

minus persons without disabilities), 2012-2013.
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Source: National Statistical Institute of Spain,*% Erickson et al (2014)“¢” and Ministry of Social development
of Chile.488

Figure 11.84. Percentage of employed persons with disabilities (employees, employers and own-
account workers) receiving less and more than the minimum salary, by sex and area of residence,
in Peru in 2012.
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Source: National Statistical Institute of Peru.48

Current practices on disability and employment

In all regions, countries are making efforts to harmonize national legislative and policy frameworks with the
CRPD, including by seeking to domesticate provisions regarding the right of persons with disabilities to
work and employment. Many relevant national initiatives focus on promoting inclusive employment,

including through anti-discriminatory legislation, inclusive job services in both the public and private sectors,
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promoting inclusive education and training, and adopting social protection schemes which encourage work.
Although countries often focus both on targeted programmes and disability mainstreaming, there has been
a move towards the latter, and therefore towards inclusion of persons with disabilities in mainstream

programmes and services.

National practices on promoting inclusive employment

Many countries have been implementing or strengthening their disability-specific anti-discrimination
legislation and policies in the areas of employment. For example, 22 UN member states have provisions in
their constitutions explicitly guaranteeing the right to work to persons with disabilities or prohibiting
employment discriminations against persons with disabilities.*®® Figure I11.104 shows that more than 60% of
countries have included disability-specific provisions prohibiting discrimination practices and guaranteeing
equal pay in the laws regulating labour. Some countries have developed national employment policies
(NEP)*" that include provisions for ensuring the right of persons with disabilities to equal employment

opportunities. Examples can be found in the NEPs of Liberia, Sri Lanka, Ethiopia and Seychelles.*%?

Despite such positive examples, legislation seeking to ensure equal access to employment is not always
sufficiently comprehensive to address all obstacles. For example, relevant legislation often does not include
provisions for reasonable accommodation, although a number of countries - like the United Kingdom“®® and
the United States** - have already considered such provisions. Even in countries where denial of
reasonable accommodations is legally considered an act of discrimination, insufficient guidance is often
given by States to employers, workers with disabilities and other relevant stakeholders on how reasonable
accommodation should be provided in the workplace. In some instances, anti-discrimination legislation may

lack adequate enforcement mechanisms, which can undermine the legislation’s effectiveness.

Many countries have also mainstreamed disability into their public employment services (PES), which can
include job search and placement support, provision of relevant labour market information, and career
guidance and training. Mainstreaming disability in these services can include facilitating job matching
between companies and job seekers with disabilities. This, in turn, requires reducing disability-based bias
in recruitment practices of employers, and provision of financial and technical assistance for making
adjustments to the workplace. Countries that have started to explicitly take disability into account in their

public employment services include India, Ivory Coast, Mexico, Peru, Philippines and Vietnam. 4%

Public employment programmes have been used as an additional policy instrument with which to tackle the
challenge of unemployment and underemployment of persons with disabilities. Such programmes can
become more inclusive of persons with disabilities by including provisions for increasing the accessibility of
the built environment, transport, information and communication; for providing reasonable accommodation,

if needed; and building the disability awareness of programme staff, managers and co-workers.
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One example of a public employment program with measures to effectively include persons with disabilities
is provided by India.496 Through this programme, which guarantees 100 days of wage employment in a
financial year to every household, state governments in India have to provide work that takes into account
disability-related needs of persons with disabilities. For instance, efforts are made to ensure that persons
with disabilities are provided work opportunities close to their place of residence, so that they do not need
to travel long distances to the workplace. Moreover, it is ensured that persons with disabilities are paid
wages equal to persons without disabilities. This public employment programme also seeks to ensure a
stigma-free environment at the workplace, so that workers with disabilities are not looked down upon or
face any form of discrimination. In 2015-16, about half of the 130,420 persons with disabilities registered

under this programme engaged in work under the scheme. 4%’

In addition to designing and implementing laws, policies, services and programmes to promote the
employment of persons with disabilities, the public sector has also played a role as an employer of persons
with disabilities. For instance, New Zealand has implemented a range of initiatives to promote the
employment of persons with disabilities in the public sector, including providing guidance on disability

inclusion for leaders, managers and human resources professionals in the public sector.

One of the frequent affirmative action measures used by countries to promote employment of persons with
disabilities are quota systems, which establish an obligation for employers to fill a certain percentage of
their total jobs with employees with disabilities. National quota systems currently in place apply to employers
in either the public or private sector or to both. In some countries, quotas are only applied to employers of
a certain size, and different quota levels, typically range from 1 to 15% (Figure 11.85), are often used for
the public and for the private sector. Eastern and South-Eastern Asia have the lowest regional quota levels;

and sub-Saharan Africa the highest.

As there have been no thorough evaluations of quotas, it is difficult to assess their role in including persons
with disabilities in the labour market.*®® Countries with quotas between 1 and 4% show a wide range of
EPR gaps between persons with and without disabilities; countries with quotas between 5 to 9% have the

lowest EPR gaps and the few countries with more than 10% quota levels have currently wide gaps (
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Figure 11.86). This wide variability is likely due to variation across countries in the degree of enforcement of

quota levels as well as to the existence, or absence, of additional instruments to complement the

shortcomings of quota systems. The most effective quota systems include the payment of a levy by the

non-complying company for every designated position not held by a person with disabilities. Such levies

typically contribute to a special fund which is used to finance measures promoting the employment of

persons with disabilities. Quota systems are of little relevance in low income countries, where the vast

majority of people work in the informal economy. Also, often employers prefer to pay the sanction or include

persons with disabilities in their payroll but do not expect them to come to work. 4%°

Figure 11.85. Minimum, average and maximum employment quotas for persons with disabilities, by

region.
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Figure 11.86. Employment quotas for persons with disabilities versus employment-to-population

(EPR) ratio gap (persons without disabilities minus persons with disabilities), around 2010.
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The public sector has also encouraged the creation of decent work for persons with disabilities by including
disability-related provisions in public procurement policies. For instance, under the Preferential
Procurement Policy Framework of South Africa, enterprises are awarded contracts based on a preferential
points system which features disability inclusion as one of the areas that positively impact the company’s
overall rating vis-a-vis the public sector. The United States has a similar system requiring all federal
contractors to pursue the goal of a workforce in which at least 7 percent of workers have disabilities.5°! In
the Philippines, public institutions and local governments are required to procure at least 10% of goods and

services from cooperatives and organizations of persons with disabilities, where possible and applicable.

There are also promising initiatives to support entrepreneurship among persons with disabilities, particularly
by removing discriminatory practices and improving access to financial services. A persistent barrier in this
area has been the false assumption that persons with disabilities represent a higher-risk group. In fact,
persons with disabilities have similar payback rates on their loans as persons without disabilities.®%? In
Uganda, the Association of Microfinance Institutions has taken measures to create equal opportunities for
persons with disabilities to access their financial services, with particular focus on sensitizing its staff on
disability rights.5%® A major banking group in Austria offers customer services in sign language through

online video calls.5%

Many persons acquire their impairment while they are in employment. However, in some countries, there

are no policies or programmes in place to support job retention or return to work, in such instances,
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particularly if the employee has had to leave work for some time.5% Evidence shows that the longer an
absence from work, the more difficult it is to bring a person back into the labour market. But national
initiatives have been taken to counter this trend and support the retention or return to work of persons who
acquired their impairment while they were in employment. The Return to Work programme of the Malaysian
Social Security organization is an example of a good practice in this area. The efforts in Malaysia focus
initially on getting the person with disabilities back to the company where she/he was working before (same
job or, if the same job is no longer an option, a similar job). If this is not possible, efforts are made to employ
the returning worker at another company and, only if this has not worked out, the focus is on providing self-
employment opportunities. Ensuring job retention and return to work for persons with mental health
conditions and persons with psychosocial disabilities is particularly challenging, as issues of stigma related
to mental health still persist.5°¢ Public policies to address this issue include individual placement and
support (IPS), which has some common elements with supported employment and is used particularly for

persons with psychosocial disabilities.

Persons with disabilities sometimes require additional support to be able to find, secure and retain a job.
Supported employment %7 has proved to be an effective methodology. Supported employment may consist
of on-the-job training provided by an externally funded job coach who accompanies the employee with a
disability during the initial period of the employee’s new job. The sup