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Abstract 

Background Persons with disabilities (PwDs) experience various adverse sexual and reproductive health (SRH) out‑
comes. However, there is a paucity of evidence on the strategies to improve their SRH outcomes. This study, therefore, 
used a pluralistic approach to explore PwDs and healthcare providers’ (HPs) perspectives on how to improve the SRH 
of PwDs in Ghana.

Methods In‑depth interviews were conducted with 62 purposively selected stakeholders (37 PwDs and 25 HPs) 
in the Kumasi Metropolis and Offinso North District. The data was subjected to reflexive thematic analysis.

Results Six major themes were generated from the data: Training for disability‑sensitive and inclusive healthcare, 
Healthcare inclusivity – ‘nothing about us, without us’, Raising awareness for accessibility and equity, Impactful continu‑
ous monitoring and evaluation, Vital empowerment for self‑reliance and Educating for disability‑inclusive healthcare 
environment.

These recommendations were synthesised to develop the THRIVE model–a comprehensive data driven framework 
from stakeholders that emphasises the importance of factors such as Training for disability‑sensitive and inclusive 
healthcare, Healthcare inclusivity – ‘nothing about us, without us’, Raising awareness for accessibility and equity, 
Impactful continuous monitoring and evaluation, Vital empowerment for self‑reliance and Enforcement of physical 
accessibility to improve their SRH outcomes.

Conclusion Using the evidence based THRIVE model could facilitate the development and strengthening of existing 
interventions and policies including the disability Act 715 to improve the SRH access and outcomes of PwDs in Ghana 
and other low‑and middle‑income countries.
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Background
Globally, there are over one billion individuals living 
with disabilities, constituting 16% of the world’s popula-
tion [1]. Disability is more prevalent in low- and middle-
income countries (LMICs) [1]. The interplay of factors 
including childhood diseases, limited access to health-
care, high rates of injuries, limited access to rehabilitation 
services and poverty are some of the major contributing 
factors [2–4]. Persons with disabilities (PwDs) encoun-
ter challenges and barriers in various aspects of life due 
to lower income, limited education, unemployment, and 
accessibility issues [5]. These barriers encompass politi-
cal, health, economic, environmental, cultural, personal, 
and social dimensions, with the latter involving stigma 
and discrimination [6, 7]. These barriers are intercon-
nected and contribute to overall poor health including 
sexual and reproductive health (SRH) [8]. Available evi-
dence indicates that the complicated nature of the chal-
lenges faced by PwDs make them susceptible to adverse 
SRH outcomes including sexual exploitation or abuse [9, 
10], unintended pregnancies [11], and sexually transmit-
ted infections (STIs) [12].

Considering these fundamental causes of disparities, 
it is essential to formulate practical recommendations 
or strategies aimed at enhancing access to SRH care for 
PwDs, thereby improving their overall well-being. This 
holds particular significance as evidence suggests that 
proposing recommendations or strategies integrating 
the needs of PwDs could effectively mitigate health dis-
parities, thus warranting the designation of a primary 
research priority in LMICs [13, 14]. The SRH of PwDs 
has garnered significant global attention, as reflected 
in major international documents such as the United 
Nations (UN) Convention on the Rights of Persons with 
Disabilities (UNCRPD). It mandates governments to 
ensure access to SRH services for PwDs [15]. Addition-
ally, Sustainable Development Goals (SDG) 3.7 and 5.6 
aim to achieve universal access to SRH [16] for all includ-
ing PwDs.

In response to the UN mandate, Ghana which is a 
LMIC country in West Africa enacted policies such as the 
passage of the Disability Act 715 in 2006 [17], addressing 
the health needs of PwDs and their overall well-being. 
This Act mandates that the Ministry of Health formu-
lates policies ensuring free general and specialist medi-
cal care, rehabilitative care, and suitable assistive devices 
for individuals with severe disabilities [17]. Addition-
ally, the government introduced a national health insur-
ance scheme (NHIS) to enhance healthcare affordability, 
broadening access to basic healthcare for all residents, 
including those with disabilities [18]. Despite these poli-
cies, evidence indicates that practical implementation 
remains problematic, as interactions between PwDs and 

the healthcare system often result in access barriers, 
including insufficient services, financial constraints, inac-
cessible facilities and equipment, and negative provider 
attitudes [13, 18–22].

Prior research in Ghana has improved our understand-
ing of the factors affecting PwDs access to SRH [8, 13, 
18–23]. These studies have mainly focused on perspec-
tives from healthcare providers (HPs) or PwDs in gen-
eral, for the aim of enhancing healthcare provision for 
the broader disability population in Ghana [24]. How-
ever, there is limited research specifically addressing 
recommendations from key stakeholders–both service 
providers (HPs) and service users (PwDs) to enhance 
SRH delivery for this population [24, 25]. The existing 
studies often have limitations in scope, such as focus-
ing on high-income countries [25] or having restricted 
breadth [24]. A critical step to improving SRH outcomes 
for PwDs is fostering shared decision-making, whereby 
HPs who are charged with provision of healthcare and 
the PwDs who are the end users are both involved in the 
decision-making process in relation to appropriateness 
and timeliness of medical treatment that meet the unique 
needs of PwDs. Hence, it is important to build upon pre-
vious research by utilising recommendations proffered 
by these stakeholders to develop effective strategies that 
enhance SRH delivery for PwDs. In addition, health pol-
icy and systems research should prioritise ‘people-cen-
tredness’, particularly emphasising the most vulnerable, 
when providing systematic recommendations to policy-
makers for addressing equity and social justice [26, 27].

This study seeks to address the gaps in the literature 
with the following aims: a) to explore stakeholders views 
regarding strategies or recommendations to improve 
SRH outcomes for PwDs and b) to synthesise the recom-
mendations to develop a conceptual model [28]. Deepen-
ing the knowledge of both service users’ and providers’ 
recommendations can address health disparities and 
enhance healthcare quality for PwDs in Ghana and simi-
lar LMICs. Addressing these aims is quintessential to 
inform how SRH policies for PwDs should be designed 
and implemented to achieve better SRH outcomes. This 
aligns with the objectives of SDG 3.7 and 5.6, which 
emphasises universal health coverage, access to quality 
health, and equity in healthcare as crucial for sustainable 
development [16].

Methods
Ethics
This study obtained ethical clearance from three insti-
tutional review committees: the Ghana Health Service 
(GHS) Ethics Review Committee (GHS-ERC: 005–0621), 
the Komfo Anokye Teaching Hospital (KATH) (KATH-
IRB/RR/101/21), and the James Cook University (JCU) 
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Human Research Ethics Committee (H8531). Addition-
ally, official approval was granted by the Regional Health 
Directorate in Kumasi and the Offinso North District 
Health Directorate in Akumadan, as well as by lead-
ers of two disability organisations in these settings. The 
study prioritised the confidentiality of all participants’ 
information and data. Before administering the research 
instrument, each participant received a comprehensive 
document outlining the study’s objectives, emphasis-
ing the significance of confidentiality, and highlighting 
the potential benefits of participation. Participants were 
informed of the voluntary nature of their involvement 
and their right to withdraw from the project at any point. 
Furthermore, participants were assured that their data 
would be used exclusively for academic purposes and 
that their identities would remain undisclosed to third 
parties. Both written and verbal informed consents were 
obtained from all participants.

Study area and design
This study was conducted in the Kumasi Metropolis and 
Offinso North district in the Ashanti Region of Ghana as 
part of a broader research project on the impact of health 
policies and interventions on the sexual and reproductive 
health outcomes of PwDs in the Ashanti region, with rel-
evant findings published elsewhere [21, 22]. Employing a 
descriptive qualitative study design [29] and a pluralistic 
framework, the research aimed to explore the perspec-
tives and experiences of stakeholders, including HPs and 
PwDs, regarding the strategies to improve the SRH out-
comes. The pluralistic approach involved synthesising the 
viewpoints of PwDs and HPs to reach common elements 
in the data on strategies for improving the SRH of PwDs 
[30, 31]. The study adhered to the Consolidated Criteria 
for Reporting Qualitative Studies (COREQ) guidelines 
(Appendix 1).

Target population and sample
This study involved 62 participants, comprising 25 HPs 
and 37 PwDs. Participant were selected purposively, 
encompassing the identification of individuals represent-
ing the population through a pre-interview survey [21, 
22]. Specifically, HPs comprised doctors, nurses and mid-
wives while PwDs comprised those with visual impair-
ment and physical disabilities [21, 22]. Principles of data 
saturation guided the sample size determination [32].

Data collection
Trained female research assistant (RA) and the first 
author (AS) conducted all the in-depth interviews in 
English and Twi in various locations including, disability 
resource centres, participants’ homes, and health facili-
ties, and at times convenient to each participant and the 

interviewer. The interview guides have been attached as 
appendices (Appendix 2 and 3). Each interview was digi-
tally recorded with the consent of the participants. Field 
notes were taken during and after each interview record-
ing non-verbal cues and researcher reflections. Probes 
were repeatedly used to elicit detailed information or 
clarification of certain concepts used by the participants. 
The interviews lasted an average of 65 min.

Data analysis
After conducting interviews, the first author (AS) and 
the RA translated and transcribed the interviews that 
were conducted in Twi into English. Cross-language 
methodological consideration were considered [33]. 
For example, both AS and the RA are fluent in Twi and 
also experienced translators. These transcripts were also 
cross-referenced with the original audio recordings to 
ensure alignment. The data was analysed thematically 
[28, 34, 35] using NVivo version 12 (QSR International, 
Ltd., Daresbury Cheshire, UK). Specifically, transcripts 
were carefully reviewed, noting, and highlighting signifi-
cant points to identify codes. AS initiated "grouping of 
codes into themes" stage, with input from KMR and TIE, 
who held frequent discussions to refine the structure and 
direction. In the third stage, the research team identified 
grouped themes into thematic networks. Subsequently, in 
the fourth stage, further exploration of thematic networks 
for relationships was done by the team, establishing con-
nections. The next stage involved the development of a 
conceptual model linking the conceptual findings in the 
thematic network to the research question [28]. The team 
collaboratively identified and reached consensus on rel-
evant quotes related to the themes. Ultimately, verbatim 
quotes, along with relevant demographic information 
(e.g., sex, age, type of health worker, type of disability, 
and district), were used to represent the themes from the 
data.

Results
Demographic characteristics of participants
The study included 62 participants, comprising 37 PwDs 
(22 males and 15 females) with ages ranging from 21 
to 60  years. Most of the PwDs were from the Kumasi 
Metropolis (n = 24), belonged to the Akan ethnic group 
(n = 31), identified as Christians (n = 34), and were mar-
ried (n = 19). Thirteen were from the Offinso North 
district (n = 13). Twenty-five HPs were included in the 
study (16 females and 9 males). Their ages ranged from 
28 to 60 years. Nine were from the Offinso North district 
and 16 were from Kumasi metropolis. Work experience 
spanned from 1 to 40 years.
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Themes generated from data
This section of the study presents the recommendations 
that stakeholders (HPs and PwDs) suggested as strategies 
to improve the SRH outcomes among PwDs in Ghana. 
Six themes were derived from the data, and these are 
discussed in the next section. The themes were: Training 
for disability-sensitive and inclusive healthcare, Health-
care inclusivity – ‘nothing about us, without us’, Raising 
awareness for accessibility and equity, Impactful continu-
ous monitoring and evaluation, Vital empowerment for 
self-reliance and Enforcement of physical accessibility to 
improve their SRH outcomes. These themes were used to 
develop the THRIVE model (Fig. 1).

Development and description of the THRIVE model
Morgan [36] defined models as “systematic depictions 
of the relationships among a set of concepts”, serving as 
a bridge between themes and higher-level theories in 
qualitative research (p.340). Themes represent significant 
patterns within data, aiding interpretation, while theories 
explain why themes are related as depicted in the model 
[36] (p.339). Tolley et  al. [37] characterised conceptual 
models as “integrated assumptions drawing on substan-
tive theories to define a problem in a specific setting or 
context. These models guide research domains and ques-
tions, or they may emerge from the analysis as a means 

of synthesising qualitative data” (p.39). Similarly, Börner 
et  al. [38] stated that, “a model is a systematic descrip-
tion of an object or phenomenon sharing characteristics 
with its real-world counterpart and supporting detailed 
investigation, supporting theory creation. Models serve 
to simplify real-world complexity and provide generalis-
able representations for practical solutions, advancing 
knowledge [39].

Framework on the other hand is defined as a synthe-
sised set of components and variables used to address 
real-world problems, serving as the lens through which 
issues are deduced and resolved [40]. Its development 
starts with the assumption of a problem and involves 
applying various methods, models, or theories for resolu-
tion. Imenda [40] thus argues that the synthesis may be 
called a model or conceptual framework, which essen-
tially represents an ‘integrated’ way of looking at a prob-
lem (p.189). Hence, model and framework would be used 
interchangeably in this study.

A review of the literature showed that existing mod-
els and frameworks on strategies to improve access to 
healthcare and SRH outcomes among PwDs is scarce [25, 
41]. The few existing ones were done in countries such 
as the United States of America [25] or Guatemala [41]. 
These previous models were also limited in scope. For 
instance, the model by Hashemi et  al. [41] solicited the 

Fig. 1 Conceptual model–THRIVE to improve sexual and reproductive health outcomes for persons with disability
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views of only PwDs, however, to foster effective delivery 
of health services, the recommendations from both ser-
vice providers and receivers are indispensable [25]. These 
factors propelled the development of the multidimen-
sional THRIVE model. In this current study the THRIVE 
model (Fig. 1) is a complex interrelated model developed 
based on the themes generated from stakeholders’ rec-
ommendations on strategies to improve the SRH out-
comes of PwDs.

THRIVE is an acronym representing the themes from 
the data. In this conceptual model, each sphere “O” sig-
nifies a recommendation, with the star “*” symbolising 
the outcome–improved SRH. The arrows “ ↔ ” depict 
the multidirectional influence among themes, illustrat-
ing potential overlaps and mutual influence. The model 
suggests that despite distinct themes, its components 
are interconnected. The influence of the components 
may vary due to PwDs socio-demographic characteris-
tics, social conditions, health system characteristics and 
responsiveness, and perceived severity of health con-
ditions and treatment necessity [41]. According to the 
model, to improve the SRH outcomes of PwDs, six fac-
tors could be considered. These include Training for 
disability-sensitive and inclusive healthcare, Health-
care inclusivity – ‘nothing about us, without us’, Raising 
awareness for accessibility and equity, Impactful con-
tinuous monitoring and evaluation, Vital empowerment 
for self-reliance and Enforcement of physical accessibil-
ity. Detailed description of these factors and the various 
quotes from the participants are presented in the subse-
quent section of this paper.

Theme 1: training for disability‑ sensitive and inclusive 
healthcare
The first theme that was generated from the data was 
disability sensitive and inclusive healthcare training as 
a prominent strategy for enhancing SRH outcomes of 
PwDs. Specifically, both HPs and PwDs emphasised 
the necessity of integrating disability-related topics into 
health training institutions, including sign language, and 
offering regular refresher training to HPs.

“… Ghana Health Service should give training to 
nurses on sign languages so that they can commu-
nicate with persons living with disability–Hearing 
impaired. They can teach them common signs on 
vomiting, headache,and STI issues. Ghana Health 
Service from time to time should conduct workshops 
for health care providers on sign languages and ways 
to provide support for person living with disability. 
We need proper training on how to handle people 
with disability, because they are also part of us, and 
we must handle them with care. The health admin-

istration and management should also educate their 
staff on how to handle and take care of people with 
disability”. [Doctor, Kumasi, Male, 28 years]

A significant proportion of PwDs underscored the piv-
otal role of education and training in fostering a deeper 
understanding of the needs of PwDs. They advocated for 
clear instructions on medication usage, emphasising that 
HPs cannot rely on follow-up at home to ensure proper 
adherence. This highlights the importance of effective 
communication strategies and the provision of accessible 
information to all patients.

“Healthcare providers should be trained about 
inclusiveness. As I am blind [visually impaired], 
if I am pregnant and I come to the facility, they 
should know how to care for me. Sometimes, they 
don’t indicate how you should take the medicines. 
Because they are not going to follow up at home to 
see how I am taking the medications, they have to 
be courteous to provide clear information". [Visually 
Impaired, Offinso, Female, 51 years]

“I think there should be a disability training for them 
[HPs] whereby they will be trained on disability 
issues. In Ghana, 26 categories of disabilities have 
been identified and I’m sure if they are trained on all 
these categories, they will be able to work on it. Some 
are the visually impaired, the hearing impaired, the 
deaf blind, the multiple disability, etc. Some of them 
I cannot pronounce off head”. [Visually Impaired, 
Kumasi, Male, 31 years]

Moreover, both HPs and PwDs described the signifi-
cance of sign language training to facilitate effective com-
munication and the provision of high-quality SRH care 
for patients with hearing impairments. Some participants 
also shared that such training would contribute to the 
prioritisation of PwDs within healthcare facilities when-
ever they seek medical care.

“…As I said the disability is in forms, so if we 
empower all the health care workers in their various 
areas they will put in their best. If we check all these 
things and everybody perform their duty well, you 
know most often we do assessment, ideally, I have 
to work at the ANC, but I can’t do it, because when 
the child is born and there is something they didn’t 
pick from there I will pick from there and continue. 
The teachers who are expert in sign language should 
conduct training for nurses and teach them sign 
language on sexual reproductive health like how to 
say penis or your penis or vagina is itching you. It is 
quite complicated because there is no single word for 
sexual and reproductive health”. [ Nurse, Kumasi, 
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Female, 59 years]

“I think that people in general should be made to 
understand the needs and rights of PwDs. There are 
times that when you go to the hospital, some people 
will allow you to be prioritised. But there are others 
who will never allow you to see the health profession-
als before they do. And so, if they are made to under-
stand that we are vulnerable and have special needs, 
then it will increase our health-seeking behaviour”. 
[Physically Disabled, Offinso, Female, 60 years]

Furthermore, PwDs emphasised that this training is 
vital for cultivating empathy, compassion, and address-
ing stereotypes through the virtues of patience, tolerance, 
and respectful care. They emphasised the fundamental 
need for HPs to be consistently available and attentive to 
their needs, highlighting a lack of trust that arises from 
past experiences of deception or neglect. They also con-
nected this neglect and mistrust to harmful influence of 
traditional beliefs and misconceptions surrounding dis-
abilities and how deeply ingrained societal attitudes can 
exacerbate the challenges faced by PwDs.

"The healthcare providers should always be ready 
to attend to us and assist us all the time. Sometimes 
because we cannot see they will lie to us that they 
have done the thing for us but in a real sense they 
have not. And the traditional beliefs and misconcep-
tions that we are disabled because of our bad deeds 
or others is what is fuelling this". [Visually Impaired, 
Kumasi, Male, 45 years]

"Sometimes, some of the healthcare providers dis-
respect us. Therefore, it is important for the govern-
ment to invest in education for the service providers 
on how to provide respectful care to us". [Visually 
Impaired, Offinso, Female, 33 years]

Theme 2: healthcare inclusivity – ‘nothing about us, 
without us’
The second recommendation that the stakeholders, espe-
cially all the PwDs, made was the need to ensure that 
PwDs are included in the design and development of pol-
icies, particularly those related to SRH, to help them fully 
benefit from these policies. Previous studies have noted 
the low level of inclusiveness of PwDs in policy develop-
ment [42, 43]. The participants emphasised the impor-
tance of active engagement and participation of PwDs in 
the development of policies and programs that directly 
affect their lives.

“How can you formulate a policy without those who 
will benefit from it? It is not logical. So, it should 

be like ‘nothing about us, without us’. So, they need 
to involve us and get to know of our needs so that 
they can allocate the available resources to meet our 
needs. If they cannot involve all of us, they should 
involve the leaders of the disability unions”. [Visually 
Impaired, Kumasi, Male, 38 years]

Elaborating on this, some of the participants indicated 
the need to actively involve the National Council of Dis-
ability–a mouthpiece for PwDs established from the rec-
ommendations of the 2006 National Disability Act [17].

“They should make sure that the National Council 
of Disability should be a lead…because there should 
not be nothing about us, without us–you can’t 
decide for us if you don’t consult us. You are not in 
our shoes, and you are looking at it from your own 
perspective, how can you advocate well for that per-
son. Even if you are empathising with someone, you 
will but will not understand what is actually in it". 
[Visually Impaired, Kumasi, Male, 31 years]

Other PwDs expressed this differently as follows:

"There is an adage that says, ‘the one closer to his fire 
is the person who best knows how hot the fire is.’ This 
means that PwDs should be actively involved in the 
healthcare policies that are made for us". [Visually 
Impaired, Offinso, Male 49 years].
Similarly, another PwD said, "There is a saying that 
’he who is sitting by the fire knows best how hot it is.’ 
Meaning we as PwDs should play an active role in 
the development of policies and legislations that are 
about us. If they don’t include us, they can’t develop 
policies that directly meet our needs". [Visually 
Impaired, Kumasi, Male 45 years].

These quotes aptly convey the principle of meaning-
ful inclusion in policymaking and serve as a metaphori-
cal reminder of the importance of involving PwDs in 
the formulation of healthcare policies and interventions 
that directly affect their SRH lives. Some HPs also shared 
their views as follows:

“With respect to inclusion, we should make sure 
PwD are included in every policy or programmes 
carried out by government because you can’t initi-
ate a program for the disabled and ignore or reject 
their opinions and contributions. If you do so, then 
the policies cannot be implemented well so it’s 
good to include persons with disabilities in each 
and every policy government seeks to formulate for 
them because it will make them have ownership of 
that policy and will abide by them as their motto 
goes “nothing about us, without us”.[Nurse, Kumasi, 
Male, 42 years]
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 Participants also discussed that involving PwDs in pol-
icy development is not just about token representation 
but genuine engagement, where their voices and con-
cerns are taken seriously.

“There is the need for policy makers to include PwDs 
in the development of policies and programmes. If 
they include us in programme development, we can 
let them know our pressing concerns when it comes 
to SRH issues as well as other issues. For instance, 
for the health insurance, we could have told them 
that due to our circumstance, they have to make all 
healthcare services free for PwDs. ‘There is a say-
ing that the one who scrubs your back is the one 
who knows what is on your butt’. Like how you have 
called me today to ask about our issues, if they do 
more of that by including us in policy development, 
it will go a long way to help all of us. So, we plead 
that the policy makers remember to include us dur-
ing the policy and intervention developments”. [Visu-
ally Impaired, Offinso, Male, 55 years]

Theme 3: raising awareness for accessibility and equity
Another major theme arising from the data concern-
ing the improvement of SRH outcomes among PwDs 
pertains to creating awareness to dispel misconceptions 
and enhance accessibility and equity. This theme encom-
passed sub-issues involving community and national-
level education and awareness initiatives regarding SRH 
for PwDs. Furthermore, all stakeholders underscored 
the critical role of cultivating positive attitudes and rais-
ing awareness about disability-related issues within the 
broader population, recognizing this as a pivotal measure 
for improving SRH outcomes for PwDs. Given the pre-
vailing stigmatisation and discrimination encountered by 
PwDs, participants advocated for the promotion of posi-
tive attitudes within both the public and the healthcare 
system to facilitate equitable access to SRH services.

“If you are aware of your rights and the SRH services 
available to you as a PwD, then you are likely to use 
the services. So, I think that should be improved. 
Also, because of our culture, we have a lot of mis-
conceptions about disability, especially intellectual 
disability. So, the community members should be 
educated to understand that disabled people are not 
taboos or spiritual beings. It is so bad that you can-
not become a chief or work with traditional author-
ity. That is why people had a challenge when the 
Minister for Chieftaincy [Formal Minister] was a 
PwD. There is total stigmatisation nationwide. That 
is why if you are not careful, your partner will leave 
you”. [Visually Impaired, Offinso, Male, 55 years]

“Awareness should be created among people that 
disability has got nothing to do with spirituality... it 
is as a result of something that brings about the disa-
bility. Parents should not hide their children because 
of the stigma so that they will also have equal access 
to education, healthcare, and other things. When 
all these things are put in place, it will help a lot". 
[Nurse, Kumasi, Female, 46 years]

Educational strategies encompassed community out-
reach programs, the dissemination of information 
through social media platforms, and engagement with 
community radio stations to educate the public about the 
rights and capabilities of PwDs in freely expressing their 
sexual desires and accessing SRH services.

"…Yeah, awareness like I said if there is public edu-
cation about people with disability. Sometimes the 
stigma alone doesn’t even let some of us come out so 
if through some of the government institutions like 
the National Commission for Civic Education can 
educate the public this will be good via social media 
platforms, and engagement with community radio 
stations to educate the public...". [Visually Impaired, 
Kumasi, Male, 25 years]

Participants also discussed the impacts of misconcep-
tions that PwDs are asexual, thus hindering their access 
to and the provision of SRH services by HPs. To address 
this challenge, participants also recommended conduct-
ing additional research to generate empirical evidence 
challenging the existing stigma and discrimination 
against PwDs, as well as advocating for disaggregated 
data due to the heterogeneity among PwDs.

"I don’t know how many people have conducted 
research on sexual and reproductive health among 
persons with disability in Ghana or somewhere 
else... delve more into SRH of PwDs in Ghana to help 
improve their reproductive health and health in gen-
eral". [Nurse, Kumasi, Female, 46 years]
“Researchers should not sit at one place and do the 
research; they should go to the field because when 
you sit somewhere, you will not get the real infor-
mation. When they are taking the data, it should be 
disaggregated by the various categories of disabil-
ity and sub-groups because our needs are different”. 
[Visually Impaired, Kumasi, Female, 45 years]

Theme 4: impactful continuous monitoring and evaluation
Another recommendation from stakeholders was the 
need for continuous quality improvement. Specifically, 
participants indicated the need for monitoring and eval-
uation of existing policies and interventions. Participants 
also discussed the need to establish a system for tracking 
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and assessing the performance of certain interventions, 
such as the national health insurance scheme, particu-
larly in terms of improving access to quality SRH services 
for PwDs. Furthermore, participants shared that continu-
ous monitoring and evaluation would lead to accounta-
bility and efficiency in healthcare policy implementation. 
Other participants also discussed the need for policy 
modifications.

“It all boils down to the implementation. If the gov-
ernment really wants the policy to work, they will 
make sure that the people who are supposed to carry 
out the interventions will check them. For instance, 
if the government wants the disability common fund 
to be effective, it is about the evaluation. He should 
check and demand reports from the various district 
giving them vivid reports …meaning the government 
is in control but if people spend the money and noth-
ing is done to them then it means the government 
is not doing much. So, the monitoring, the officials 
must be checked and to give a good report about 
the various policies and interventions”. [Visually 
Impaired, Kumasi, Male, 25 years]
“Monitoring is also important because interven-
tions like the national health insurance scheme have 
been problematic because of the paper system. You 
have to send a lot of papers to different people. This 
sometimes lead to loss of critical data for planning. 
But the computerization of the system will make ser-
vices much effective because it becomes very easy to 
monitor and evaluate the system”. [Midwife, Offinso, 
Female, 34 years]

Other participants discussed the need to modify some 
of the existing policies and interventions, specifically the 
national health insurance scheme.

“… That would be terrific. As PwDs we have seri-
ous challenges with our finances. And so, having a 
special health insurance for PwDs is a brilliant way 
for us to get access to healthcare. We only wish that 
research and data collected about PwDs and their 
experiences would be taken into consideration in the 
development of policies and programs for us”. [Physi-
cally Disabled, Offinso, Female, 33 years]
“There should be a reproductive health policy tar-
geting PwDs in that hospitals would be able to 
establish some unit or under the public health unit 
singularly for them, but the current policy is not 
benefiting them although access to health services 
has improved over time with NHIS policy, its mak-
ing health affordable for them. Even though there 
are existing reproductive policies in Ghana, I think 
that there must be one for people with disability and 

must be institutionalized”. [Nurse, Male, Kumasi, 33 
years]

Theme 5: vital empowerment for self‑reliance
Another important recommendation was the need for 
vital empowerment for PwDs to ensure self-reliance. Var-
ious support mechanisms were suggested by both PwDs 
and HPs. These include economic empowerment and 
support programs. Specifically, participants suggested 
the need for job opportunities and skills development, 
and business support, strengthening disability organiza-
tions and support from non-governmental organisations 
(NGOs), providing assistive devices, and delivering free 
SRH services to PwDs. Participants discussed that most 
PwDs are not economically sound due to their inability 
to work, hence the need for job creation and skills devel-
opment for PwDs. Some HPs also indicated that they 
need more economic support to provide SRH services to 
PwDs.

“The thing is that most PwDs do not work as such, 
they are poor. Therefore, if you really want to make 
an impact and get us to use SRH services, then we 
have to be helped to get work to do. That will make 
us economically self-reliant, and we will be able to 
use these SRH services any time that we want. Most 
people go about begging because they don’t have any 
work to do. In such instances, the SRH needs are 
not really important to them”. [Physically Disabled, 
Offinso, Male, 35years]
“But I think if they have that particular support 
from the government in the district [common fund], 
they can take part of it to also focus on reproduc-
tive health of people with disability. We need more 
money to do more, a classical example is someone 
we have identified as vulnerable; the vulnerabil-
ity sometimes comes in economic sense. If, the per-
son is able to go and come or have something in 
their hands [economically independent], they are 
least expected to be abused or sexually assaulted, 
so if we have more funds and more resources then 
we can train some of these people and set them up 
adequately”. [NGO official–Nurse, Kumasi, Male, 
30 years]

It was also discussed that to ensure PwDs’ grievances 
are heard then it is prudent to strengthen disability 
organisations to adequately lobby for them. Participants 
discussed the need for the government to actively sup-
port and empower organizations representing PwDs to 
effectively advocate for their rights and needs.

“These groups are there but their voices are not 
heard so if the government can provide them like we 
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have the federation and the government will allow us 
to express ourselves through the leadership of these 
groups so that it will not be that we are only talking 
and no one is listening so the government must also 
help strengthen our groups so that when we speak, 
it will not be like it is just noise. So if the govern-
ment will be committed, it will help strengthen these 
institutions or leadership of these groups”. [Visually 
Impaired, Kumasi, Male, 25 years]
“I am not sure of the objectives of forming the dis-
ability organisations but I think that, maybe it is 
there to support them. It is there to hear their plea, 
it’s there to show some the way and all that, so if the 
groups are supposed to be working then if they want 
funding, they should be given the requisite funding to 
effectively carry out their mandate as head of organ-
ization or as some organization supporting their 
members, if they need funds, they should be given 
and it should be adequate”. [NGO official–Nurse, 
Kumasi, Male, 30 years]

Theme 6: enforcement of physical accessibility
All stakeholders emphasised that the majority of health-
care facilities lack accessibility for PwDs, underscoring 
the need to draw increased attention to these facilities 
and make them disability-friendly. While most PwDs 
highlighted challenges related to the physical infrastruc-
ture, HPs also stressed the necessity of ensuring that all 
services and equipment are tailored to accommodate 
the needs of PwDs. The unanimous recommendation, 
therefore, was to enhance the disability-friendliness of 
healthcare facilities through renovations or strict adher-
ence to the guidelines outlined in the Disability Act 715 
[17], which mandates accessible infrastructure for PwDs 
in public spaces and facilities. Such disability-friendly 
public spaces should encompass the installation of 
ramps, spacious restroom facilities, and the provision of 
adequate space within providers’ offices to accommodate 
wheelchair users.

“In terms of delivery of SRH services, a health facil-
ity which will be conducive for persons with disabili-
ties must also be considered. So, accessing sexual 
and reproductive health will help me to know which 
health facility is accessible for me when I am in that 
condition. In 2006, we passed the Disability Act. 
New public or health facilities have been coming up 
and still, they are not accessible so we are still advo-
cating that hospitals should be disability-friendly”. 
[Visually Impaired, Kumasi, Female, 45 years]
“When they are building hospitals, I think it’s the 
last thing on their mind. There’s nothing for per-
sons with disabilities. Even where the wheelchair 

will pass, there’s nothing like that in most facilities 
so I think all these factors should be included. Our 
big men up there or the government have to make 
sure that whenever they are establishing any of these 
health facilities, they should make sure that peo-
ple with disabilities are part of whatever they are 
planning, whatever they are programming so that it 
makes it easier for them because if the person comes 
and the person is not comfortable, or the person 
finds it difficult to access, they won’t even come back 
again”. [Doctor, Kumasi, Female, 32 years]

Discussion
This qualitative study employed a pluralistic approach 
to explore stakeholders’ recommendations on strategies 
to improve SRH access and outcomes among PwDs in 
Ghana. The stakeholders suggested several multipronged 
measures. These included Training for disability-sensitive 
and inclusive healthcare, Healthcare inclusivity – ‘noth-
ing about us, without us’, Raising awareness for accessi-
bility and equity, Impactful continuous monitoring and 
evaluation, Vital empowerment for self-reliance and 
Enforcement of physical accessibility to improve their 
SRH outcomes. These recommendations are synthesised 
to develop a conceptual model called THRIVE. The syn-
thesis of the model components against previous evi-
dence is discussed in the subsequent sections below.

Training for disability‑ sensitive and inclusive healthcare
Both PwDs and HPs shared the need to provide more 
education on disability-related issues to HPs. Previous 
studies in the USA [25], Zimbabwe [44], Senegal [45], 
Uganda [26], Guatemala [46], Ghana [24], and scoping 
reviews [6, 47] have emphasised the need to ensure that 
HPs are well-trained to care for PwDs. Several partici-
pants expressed their opinions on integrating education 
and training through formal or informal methods into 
both existing and new programs. They deliberated on 
targeted strategies to improve HPs knowledge and train-
ing. These strategies included sign language training and 
intensification, workshops, refresher courses and inte-
grating disability training into healthcare curricula. Some 
participants also emphasised the need to train PwDs as 
HPs to ensure that they are also part of the care delivery 
systems [24, 44, 46–50].The findings, therefore, imply the 
need to institute mandatory training for HPs on disabil-
ity-related issues and the intensification and strengthen-
ing of sign language instruction in various health training 
institutions [24, 44, 47–50]. Furthermore, there could be 
refresher training at various intervals, such as quarterly 
training. Also, as argued by Dassah et al. [24] basic train-
ing on disability issues could be a core criterion to fulfill 
before appointments or promotions are granted to HPs.
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Healthcare inclusivity – ‘nothing about us, without us’
Previous studies in Ghana have shown that there is a low 
level of inclusiveness of PwDs in SRH policies [43, 51]. 
In this current study, both PwDs and HPs strongly advo-
cated for the development of more inclusive SRH policies 
and interventions that meet the unique needs of PwDs. 
This reiterates the "nothing about us, without us" frame-
work of disability organisations [52]. The reference to this 
document encapsulates a fundamental principle in dis-
ability rights advocacy. It emphasises that policies should 
not be developed for PwDs without their active partici-
pation and input. Inclusion in the policymaking process 
allows PwDs to provide valuable insights and ensure that 
policies align with their real-world experiences. Other 
PwDs also argued that even if it is impossible to include 
everyone in the policy formulation process, it is critical to 
include their leaders, such as the Ghana Blind Union, the 
Federation of the Disabled and National Council of Dis-
ability to facilitate inclusive policymaking. This approach 
recognises the diversity within the disability community 
and the importance of engaging with different groups to 
capture a wide range of perspectives. In addition to this, 
the universal health coverage agenda of the SDGs also 
strongly advocates for leaving no one behind. Previous 
studies [26, 44, 53, 24] have also argued for the inclusion 
of PwDs in policies and interventions aimed at improv-
ing their SRH. Similar findings have also been reported 
by Dassah et al in Ghana [24].

Raising awareness for accessibility and equity
One of the main recommendations the participants 
shared was the need to educate PwDs and community 
members via appropriate channels, including radio and 
community engagements, to reduce stigma and discrimi-
nation associated with disability. In addition, participants 
discussed the need to conduct more studies with PwDs 
and provide disability-disaggregated data for evidence-
based practice and policy implementation. Awareness 
creation about the importance of accessing SRH services 
among PwDs was also discussed. Previous studies have 
reported similar ways to ensure appropriate SRH care 
and service delivery to PwDs [44, 45, 53]. The need to 
educate community members about disability reinforces 
the pervasiveness of stigma against PwDs, which subse-
quently impacts PwDs’ use of SRH services. Therefore, if 
more awareness is created and stigma is reduced, it could 
motivate PwDs to use SRH services, ultimately improving 
their SRH outcomes [44, 53].

Impactful continuous monitoring and evaluation
Another important narrative the participants shared 
was the need for continuous quality improvement. Spe-
cifically, participants emphasised the importance of 

monitoring and evaluating implemented policies and 
programs to ensure that they are fit for purpose. Some 
participants specifically highlighted the need to ensure 
that tailored policies meeting the needs of PwDs are 
implemented. Others also argued for the need to imple-
ment special policies regarding the health accessibility of 
PwDs. In addition, the participants discussed that when 
the implemented policies and programs, such as the 
NHIS, are continuously evaluated, they will provide evi-
dence of whether indeed PwDs are benefiting from them 
or not. These findings are consistent with previous stud-
ies in the USA [25] and Uganda [26, 54]. Torsha et al. [55] 
and WHO report on health equity for PwDs [1] argued 
that a structured monitoring and evaluation system 
should be in place to assess whether PwDs are benefiting 
from health policies and interventions, and this should 
be done by a competent authority. These views empha-
sise that monitoring and evaluation are essential tools 
to gauge the success and effectiveness of healthcare ini-
tiatives, including those aimed at benefiting PwDs. It also 
implies that through this, accountability and evidence-
based decision-making in healthcare policy development, 
healthcare areas needing improvement and optimal 
resource allocation can help improve the SRH outcomes 
of PwDs.

Vital empowerment for self‑reliance
One of the primary recommendations discussed by par-
ticipants pertained to support for PwDs, encompass-
ing both formal and informal assistance to improve 
self-reliance. Formal support includes economic aid, 
the provision of free SRH services, distribution of assis-
tive devices, opportunities for skill development, and the 
reinforcement of disability organisations [44]. The role of 
NGOs in enhancing PwDs’ access to SRH services was 
also discussed. Harvey [53] proposed that to ensure ade-
quate provision of SRH services for PwDs, collaboration 
is essential. Policies should consider cost reduction and/
or the provision of financial assistance to individuals with 
disabilities for SRH and transportation. Enhanced coop-
eration between the health, finance, education, and infra-
structure sectors in LMICs is warranted.

According to the WHO and World Bank [56], approxi-
mately 50% of individuals with disabilities lack the finan-
cial means to access healthcare, rendering them 50% 
more susceptible to severe health-related financial bur-
dens arising from both direct and indirect healthcare 
costs. Given these findings, the achievement of SDG 
three may face significant challenges if PwDs continue 
to be underserved [41, 57]. Therefore, the recommenda-
tion to provide financial support to PwDs represents a 
positive step forward. This underscores the importance 
of effectively implementing and strengthening existing 
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interventions in Ghana, such as the Disability Common 
Fund and the NHIS [52].

Enforcement of physical accessibility
Another major recommendation the participants shared 
was the need to enforce physical access to infrastruc-
ture and services. This aligns with previous studies [6, 
24] in many LMICs that call for the provision of disa-
bility-friendly infrastructure and services to improve 
SRH health accessibility and care. For example, previous 
studies have found that PwDs experience various infra-
structural barriers in their quest to access SRH services 
in Ghana [8, 21, 22] and other parts of the world [6, 
58]. PwDs sometimes navigate these barriers through 
assistance from caregivers, which sometimes leads to a 
breach in confidentiality when accessing SRH services 
[21]. This calls for an urgent need to ensure that health 
facilities and SRH services, in general, are accessible 
to various categories of PwDs. The finding on the need 
for disability-friendly healthcare facilities reiterates the 
importance of ensuring that the provisions of Disability 
Act 715 regarding accessible buildings are strictly imple-
mented [24]. Furthermore, it would be prudent to con-
duct a nationwide study in major healthcare facilities to 
assess the extent of health infrastructural friendliness to 
PwDs. Based on this, a costed action plan or implemen-
tation plan can be developed to determine the resources 
required to address this issue. Disability-friendly health 
facility principles can then be developed and publicly dis-
played in relevant areas within every hospital [58].

Implications for policy and practice
The THRIVE model, developed from this study, serves 
as a blueprint for enhancing the delivery and accessibil-
ity of SRH services for PwDs. Its implementation could 
potentially lead to improved SRH outcomes for PwDs. 
The findings highlight a notable disparity between 
stakeholders’ experiences and the provisions outlined 
in various policy documents aimed at supporting SRH 
access for PwDs in Ghana. Consequently, these findings 
offer valuable insights for the development, monitor-
ing, and revision of existing policies and interventions 
aimed at enhancing the SRH of PwDs. For instance, 
while Disability Act 715 contains provisions related to 
medical treatment, healthcare professional training, 
and access to public places and services [17], these pro-
visions have not been effectively translated into prac-
tice. In addition, the NHIS has also been ineffective 
to adequately take off the financial burden and out of 
pockets payment related to health cost. Both HPs and 
PwDs emphasised the importance of disability-friendly 
health facilities and services. Further research that 

incorporates the perspectives of policymakers is rec-
ommended to address these discrepancies.

Strength and limitations
The major strengths of this study include the utilisation 
of a pluralistic approach [30, 31] and a qualitative study 
design to facilitate a comprehensive exploration of both 
service users’ and providers’ perspectives, offering valu-
able insights. The synthesis of the study findings [28] to 
develop the THRIVE model is also a key strength of the 
study. However, it should be noted that the study did 
not incorporate the viewpoints of policymakers. Addi-
tionally, it is important to recognise that social desira-
bility biases may have influenced the expressed views in 
the study. Furthermore, the study was conducted exclu-
sively in two settings in  the Ashanti region of Ghana, 
warranting caution when considering the transferabil-
ity of the study findings to other settings. Some of the 
interviews were conducted in Twi, hence the need to 
translate them to English. It is possible that some of the 
meanings might have been lost during the translation 
process [33].

Conclusion
Employing a pluralistic approach, this study explored the 
perceptions of HPs and PwDs regarding the strategies to 
improve SRH outcomes of PwDs. These perspectives led 
to the development of the THRIVE model–a comprehen-
sive framework that emphasises the importance of fac-
tors such as Training for disability-sensitive and inclusive 
healthcare, Healthcare inclusivity – ‘nothing about us, 
without us’, Raising awareness for accessibility and equity, 
Impactful continuous monitoring and evaluation, Vital 
empowerment for self-reliance and Enforcement of phys-
ical accessibility to improve their SRH outcomes. Using 
the evidence based THRIVE model could facilitate the 
development and strengthening of existing interventions 
and policies including the disability Act 715 to improve 
the SRH access and outcomes of PwDs in Ghana and 
other LMICs.
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