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Introduction	

Disability is both a cause and a consequence of poverty,1 reducing 
access to education, employment, opportunities and resources. Poor 
people without disabilities can develop them, due to inadequate 
nutrition, unclean environments, disease, inefficient health services 
and poor infrastructure.2 Untreated and chronic diseases affect 
increasing numbers of people in developing countries, resulting in 
physical and functional disability.3 

Preventable disease, congenital malformation, birth related 
incidents, physical injury and psychological dysfunction all produce 
disability. Most neonatal deaths in developing countries result 
from infections, pre-term delivery and asphyxia, and disabilities 
for survivors can include cerebral palsy, spina bifida, congenital 
deformities and encephalitis.4,5 At least six preventable diseases of 
childhood - measles, poliomyelitis, diphtheria, tetanus, tuberculosis 
and whooping cough - can cause visual, auditory, physical and 
intellectual disability.6,7 

An estimated 10% of any population is likely to be disabled, and 
up to one in five of the world’s poorest have a disability.8 With a 
population of over 140 million, Nigeria has approximately 14 million 
people with disabilities.9

Two thirds of the world’s 278 million individuals with hearing 
impairments live in developing countries, where the prevalence rates 
for bilateral hearing impairment at birth range from 2-4 per 1,000 

live births.10 In sub-Saharan Africa, which includes Nigeria, higher 
rates of diseases that may affect hearing (eg. malnutrition, chronic 
otitis media, and meningitis) exist11 and access to immunisation 
against measles, mumps and rubella - causes of childhood deafness 
- is impeded by poverty. Deaf people tend to be marginalised, live in 
isolation, and cannot hear public health messages.12

In Nigeria, mental illness is highly stigmatised and symptoms 
are hidden or denied. Nigeria has fewer than 100 psychiatrists for its 
population and less than 1% of sufferers have access to psychiatric 
support or treatment.13 A recent national survey of 5,000 randomly 
selected participants, found 23% had experienced a psychiatric 
episode but only 8% received any treatment.13 

Disability is both a cause and a consequence of poverty. There is 
a strong relationship between disability and poverty with a cyclical 
tendency – poverty makes people more vulnerable to disability and 
disability reinforces and deepens poverty. Disability is an important 
factor, along with gender, race and caste, that interacts to impoverish 
people and keep them poor.14 People with disability are often excluded 
from the mainstream of society, and hence, may not contribute to the 
development of the society at all or optimally. It is increasingly being 
recognized that bringing people with disabilities into the development 
mainstream will have a significant effect in any plan to cut poverty 
in the developing world. This is especially true, given that disability 
affects not only the individual, but also the family and society. 
In Africa, previous efforts to put disability in the fore front of the 
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Abstract

Objective: Disability is both a cause and a consequence of poverty, reducing access to 
education, employment, opportunities and resources. Poor people without disabilities 
can develop them, due to inadequate nutrition, unclean environments, disease, 
insufficient health services and poor infrastructure. The purpose of this study was to 
determine the level of disability, accessibility and utilization of rehabilitation service, 
in gwan-gwan community.

Method: Eighty six (86) people participated in the study, the participants were choosen 
using multistage sampling technique, questionnaire was administered to the subjects, 
information about disability, type of disability, access and utilization of rehabilitation 
services was collected and analysed descriptively. 

Result: Findings of the study showed that majority of the participants are disabled 
(55.7%), back has the highest form of disability (26.1%), they don’t have access to 
rehabilitation centres (63.6%) and also they don’t utilize rehabilitation service(78.4%).

Conclusion: It was therefore concluded that majority of people of this community 
are living with disability with lack of accessibility to rehabilitation centers and less 
utilisation of rehabilitation services. It is therefore, recommended that government of 
Nigeria should lead the way in making accessibility of rehabilitation centres a priority. 
This can be achieved by enacting laws which protect the accessibility rights of people 
living with disability.
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development agenda has not yielded all the expected results. This was 
as a result of poor resources, blamed partly on the lack of commitment 
on the part of governments.15 

 Accessibility is an important consideration for healthcare 
providers as delay in receiving care may lead to increased chronicity 
of new conditions, seriousness of symptoms and an overall reduction 
in health status. Furthermore, facilities which provide good access 
are likely to have high levels of patient satisfaction in terms of the 
provision of care.16

Accessibility of services is essential if the goal of fostering 
functional independence is to be achieved in people with disability. 
Accessibility to rehabilitation services is currently very poor in many 
developing countries.16 This shows the importance the society attaches 
to people with disability. Rehabilitation is usually considered as a sort 
of optional extra to the more ‘important’ medical care.17 The fact that 
it is through rehabilitation that functional independence is restored, 
makes it liberating to people with disability and indeed important 
to the society that cares to have a productive citizenry. Many of the 
people with disability do not have the funds to pay for rehabilitation 
services, In addition, therapists are not available in enough numbers 
and geographical spread to provide the required access throughout 
the country.17

The restoration of a client to his/her former environment and 
lifestyle is one of the most important objectives of rehabilitation.18–20 

Rehabilitation also allows an individual to achieve satisfaction in 
productive activity and personal fulfilment by participating in social 
and functional interaction with other people.21 The most likely 
common handicap among people living with Disability is restriction 
of mobility.22

For some people with disabilities, rehabilitation is essential 
to participate in education, the labour market and civic life. 
Rehabilitation is always voluntary, and some individuals may 
require support with decision making about rehabilitation choices, 
Rehabilitation that begins early produces better functional outcomes 
for almost all health conditions associated with disability23 and has 
proven to increase educational and developmental gains to a person 
achieving and maintaining optimal function in interaction with there 
environment, using the following broad outcomes: Prevention of the 
loss of function, Slowing the rate of loss of function, Improvement or 
restoration of function, Compensation for loss function, Maintenance 
of current function.23 

National studies on living conditions of people with disability 
conducted in Malawi, Mozambique, Namibia, Zambia and Zimbabwe24 
revealed large gaps in the provision of medical rehabilitation and 
assistive devices. Gender inequalities in access to assistive devices 
were evidence in Malawi (Men 25.3% and Women 14.1%) and 
Zambia (Men 15.7% and Women 11.9%).24

A survey of physical rehabilitation medicine in croatia, the Czech 
republic, hungary, Slovakia, and Slovenia, found a general lack of 
access to rehabilitation in primary, secondary, tertiary, and community 
health care settings, as well as regional and socioeconomic inequalities 
in access.24

In a study of people identified as disabled from three districts 
in Beijing, china, 75% of those interviewed expressed a need for a 
range of rehabilitation services, of which only 27% had received such 
services.25 A national Chinese study of the need for rehabilitation in 
2007 found that unmet need was particularly high for assistive devices 
and therapy.26

Therefore the study tends to determine the prevalence of disability, 
accessibility and utilization of rehabilitation services in gwan-gwan 
community of Kano North western part of Nigeria.

Methodology
Research design

The study was a descriptive survey to determine prevalence of 
disability, accessibility and utilization of rehabilitation services 
among disabled and non disabled in gwan-gwan community.

Population of the study 

The population for this study was sampled out from people leaving 
in gwan-gwan community, Kano state.

Sample size and sampling technique

A total of 86 subjects were sampled out, using multistage sampling 
technique. The following method was used in sampling out the subject.

From a total of 5 polling units in the community, 3 houses were 
selected from each unit and total of 15 houses were sampled out. All 
adult individuals in the 15 houses were involved in the study.

Data collection instrument

1.	 Disability survey questionnaire.

2.	 Consent form.

Data collection procedure

An introduction letter from the department was presented to the 
district head of gwan-gwan community. Each participant was required 
to sign a consent form, agreeing to participate in the study. The aims 
of the research and the importance of the outcomes was explained 
to the participants, the participants were given some time to think, 
The respondents were assured of the confidentiality of their responses. 
Questions were asked to each of the participants and the responses 
will be recorded or ticked in the appropriate boxes.

Data analysis procedure

Data obtained was analyzed using statistical package for the social 
sciences (SPSS), and the results was presented using descriptive 
statistics.

Results
A total of 86 people participate in the study. Table 1 shows that 

more than half of the participants (55.7%) have disability. Table 2 
shows that percentage of participants with back Disability is higher 
than other types of disability with about 26.1%, Polio and VIC 
constitute the lowest percentage of 1.1% each. Table 3 shows that 
Majority of the participants doesn’t have knowledge and accessibility 
about rehabilitation centre, constitute about 63.6% . Table 4 shows that 
19.3% visit rehab center while 78.4% does not utilize rehabilitation 
service. 

Table 1 Disability 

Variables Frequency   Percentage%

Disability

Yes 49 55.70%

No 37 42%
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Table 2 Types of disability sustained by respondants

Type of disability    Frequency Percentage

Knee  17 19.30%

Back  23 26.10%

Paralysis    5 5.70%

Cerebral palsy                      2 2.30%

Polio   1 1.10%

V.I.C                                    1 1.10%

Table 3 Accessibility to rehabilitation centre

Variables  Frequency Percentage

Knowledge about rehab centre

Yes     30 34.10%

No 50 63.60%

Accessibility to rehab centre

Yes 30 34.10%

Table 4 Utilization of rehabilitation centre

Variables  Frequency Percentage

Visit to rehabilitation center

Yes     17 19.30%

No 69 78.40%

Utilization rehab service

Yes 17 19.30%

No 69 78.40%

 Discussion
The purpose of the study was to determine the level of disability, 

accessibility and utilization of rehabilitation services in gwan-gwan 
community. The research focus on type of disability, accessibility of 
rehabilitation service and utilization of the service by the people of 
the community.

In considering the 86 participants, irrespective of There function, 
awareness and health status, it was found that a higher percentage 
of the people are disabled. This is in line with WHO findings which 
estimates that over 650 million people live with disabilities worldwide 
or 1 in 10 of the world population. The study also focus on type of 
disability sustained by the participants and it was found that a greater 
percentage of the people have back deformoties. In contrast to this 
study, another study by Nalie Smith on disability survey in Kogi and 
Niger states of Nigeria it has been found that 37% had visual, 30% had 
mobility, 15% had hearing and 9% had mental or learning disabilities.

The study also focused on the knowledge, accessibility, visit and 
utilization of rehabilitation service. The result of the study had shown 
that 63.6% of the participants does not have access to rehabilitation 
centre. This could be due to the expensive nature of the services and 
the distance between the communities and the rehabilitation centers.

The Nigerians With Disability Decree of 1993 stipulated that: 
“disabled persons shall be provided in all public health institutions 

free medical and health services”. This law is definitely for the 
archives and is not working. It is the duty of the members of our 
profession to make this part of our law work. The reasons for the 
accessibility issues need to be documented in a systematic way, from 
the perspectives of the people with disability and their care givers, 
professionals and organizations working to alleviate the conditions of 
people with disability. For example, the absence of practice standards 
along the continuum of care for stroke patients and the inability to 
provide adequate rehabilitation services through acute, sub-acute, 
rehabilitation units, and to the community, are major issues of poor 
accessibility of services.27

High level of disability (55.7%) in the community is suggestive 
of poverty, it appears that majority of the participants are farmers and 
they use local tools for farming because they cannot afford modern 
tools. Poor people without disabilities can develop disability due to 
inadequate nutrition, unclean environments, disease, insufficient 
health services and poor infrastructure.27 The implication of very 
low accessibility, visit and utilization of rehabilitation services is that 
majority of the people are illiterate. Almost three quarter of those with 
disabilities are illiterate.28 Similarly,29 Observed that 80% of the study 
population had no contact with health services in black residential 
area of the Cape Peninsula.

In literature search it was observed that, various studies have 
observed different reasons for non utilization of rehabilitation 
services.29 Observed that the most common reasons cited for not 
using government speciality rehabilitative services were long hours 
in queue (57%), ill-treatment by staff especially those relying on aids 
and appliances (45%), and overall poor quality of care30 Observed 
better socio-economic status is closely associated with greater 
utilization of health care services among older persons. Patel SK 
states that treatment seeking behaviour of disabled persons depends 
not only on socio-economic factors but also on cultural factors, area 
of residence, literacy status, sex etc. Observed that the physical access 
to health service is a major hurdle for people with disabilities to reach 
and utilize these services.30

Conclusion
Most of the participants are disabled and majority of the 

participants do not have access to and therefore they do not utilize 
rehabilitation services. 

Recommendations
Based on the findings of this research, the following 

recommendations were made:

i.	 There is need for the government of Nigeria to lead the way in 
making accessibility of rehabilitation centres a priority. This 
can be achieved by enacting laws which protect the accessibility 
rights of people living with disability.

ii.	 In a situation, where rehabilitation services are unable to reach 
the beneficiaries, strategies like community based rehabilitation 
(CBR) should be implemented with priority on literacy and 
good infrastructure.

iii.	 Improvement of literacy level, rehabilitation and health 
awareness, and good utilization among disabled.

iv.	 Campaign, seminars and community out-reach should be 
organise in the rural community to give them awareness about 
access, visit and utilization of rehabilitation service.
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v.	 Developing sustainable services and creating awareness 
regarding them, will lead to greater utilization of rehabilitation 
services and thus early diagnosis and disability limitation.
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