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Abstract

Introduction People with disabilities (PwDs) constitute a large and diverse group within the global population, how-
ever, their sexual and reproductive health (SRH) needs are often neglected, particularly in low-and middle-income
countries. This may result in adverse outcomes, such as sexually transmitted infections (STls), unintended pregnancies,
and experience of interpersonal violence (IV). This study aimed to assess the factors that influence the sexual lives

of PwDs in two districts of Ghana.

Methods A sequential explanatory mixed-methods study design was used to collect data from PwDs. Quantitative
data were obtained from 402 respondents using a pretested questionnaire, and qualitative data gathered from 37
participants using in-depth interviews. The quantitative data were analysed using descriptive and inferential statistics,
while the qualitative data were analysed using inductive thematic analysis.

Results Most PwDs (91%) reported that they have ever had sex, which was associated with age, disability sever-

ity, and household size. The prevalence of poor SRH status, STls, unintended pregnancy, pregnancy termination,

and unsafe abortion were 10.5%, 5.7%, 6.4%, 21.6%, and 36.9% respectively. These outcomes were influenced

by education, income, health insurance subscription, and proximity to a health facility. The prevalence of IV was 65%,
which was related to disability type and severity. The qualitative data revealed five main themes: curiosity to engage
in sexual activities, feelings of despair and insecurity with abled partners, preference for sexual relationships with other
PwDs, IV and its perpetrators, and adverse SRH outcomes.

Conclusion The study findings indicate that most adult PwDs have ever had sex and they face various challenges

in their sexual lives. They experience multiple forms of abuse and neglect from different perpetrators at different
levels of society, which have negative impacts on their well-being. There is a need for comprehensive and inclusive
interventions that address the SRH needs of PwDs, as well as the underlying social and structural factors that contrib-
ute to their vulnerability. Further research is recommended to explore the perspectives of stakeholders on how to
improve the SRH outcomes of PwDs.
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Plain Language summary

issues that make PwDs vulnerable to various abuses.

Keywords Disability, Ghana, Outcomes, Reproductive health, Sexual behaviour, Sexual health

People with disabilities make up 16 percent of the world population, but their sexual and reproductive health (SRH)
needs are often unmet, especially in poorer countries, contributing to adverse outcomes. This study assessed fac-
tors influencing the sex lives of PwDs in two districts of Ghana. Quantitative data were collected from 402 respond-
ents, while qualitative data were collected from 37 participants. The results showed that age, severity of disability,
and household size influence sexual activity. Many respondents also reported adverse SRH issues including STls
and unintended pregnancies. Sixty-five percent reported experiencing violence or abuse, which is related to their
disability type and severity. The study also found that PwDs encounter many challenges in their sexual lives, includ-
ing abuse and neglect. The findings suggest the need to pay attention to the sexual health needs and the social

Introduction

The World Health Orgnanization (WHO) [1] reports
that approximately one billion people, constituting 16%
of the global population, live with some form of disabil-
ity, with 80% of them residing in low- and middle-income
countries (LMICs). In Africa, the disability prevalence is
estimated at 10%, corresponding to 60—80 million indi-
viduals [2]. In Ghana, the disability prevalence is 8%, with
the highest prevalence (17.3%) in the Ashanti region [3].

Sexual and reproductive health (SRH) is a fundamen-
tal human right and a vital aspect of public health [4].
According to the WHO, SRH is “a state of complete
physical, emotional, mental, and social well-being in all
matters relating to the reproductive system and to its
functions and processes” [5]. Various international ini-
tiatives advocate for SRH recognition and promotion,
including the International Conference on Population
and Development—Cairo 1994 Program of Action [6], the
Maputo Plan of Action [7], the Millennium Development
Goals (MDG 5b) [8], and the sustainable development
goals (SDG 3.7 and 5.6) [9, 10]. However, there remains a
significant gap in accessing SRH information and services
in sub-Sahara Africa, including Ghana [11], especially for
persons with disabilities (PwDs) [1].

Sexual health, is expressed through an individual’s
rights to freely express their sexuality within consensual
relationships, safe sexual experiences, sexual consent,
sexual autonomy, contraceptive use, marry, start a fam-
ily, access comprehensive sexual information, and receive
quality sexual healthcare [5]. As a fundamental human
right, sexual health should be attainable and accessible
to all including PwDs [5, 12], as it influences their over-
all quality of life and life satisfaction [13]. However, soci-
ety often ignores or stigmatises the sexuality and sexual
health of PwDs [14-16], assuming they are asexual or
that their sexual well-being is less important [14—16].
Nevertheless, research shows that PwDs have similar
sexual needs and desires as non-disabled people [13],

and that they face higher risks of adverse SRH outcomes,
such as sexual violence, unintended pregnancies, and
sexually transmitted infections (STIs), including HIV and
AIDS [17-22]. For instance, Parekh et al. [23] found that
women with disabilities are more susceptible to STIs than
those without disabilities. In Ghana, visually impaired
young people often engage in sexual activity without
sufficient knowledge about contraception or STIs [24].
Adverse SRH outcomes among PwDs are associated with
multiple barriers at different levels of society: national-
level, healthcare system/institutional, community-level,
individual-level, and economic barriers [25-28].

While some literature exist on the SRH outcomes of
PwDs [29-34], most of it is based on data from high-
income countries such as United Kingdom ([29, 31],
the United States of America [32], and Germany [34].
There is the need for more research on the sexual lives
of PwDs in LMICs [12, 30, 33, 35-39], where they face
more challenges and barriers to accessing SRH informa-
tion and services [25-28]. Therefore, this study aimed
to explore the sexual lives and reproductive health out-
comes of PwDs in Ghana, a LMIC in sub-Saharan Africa.
The study sought to answer the following research ques-
tions a) what are the sexual experiences and behaviour
of PwDs? b) what are the SRH outcomes among PwDs
in the Ashanti Region of Ghana? This study provides
valuable and current evidence on sexual behaviour and
experiences of PwDs in Ghana, to inform interventions
to reduce the risk of adverse SRH outcomes and promote
their sexual well-being.

Theoretical framework

This paper is part of larger study adapting the health
outcomes model [40, 41] as its theoretical framework.
The study aims to assess the impact of health policies
and interventions on the SRH outcomes among PwDs
in Ghana. The model posits that health outcomes and
behaviours are determined by the interaction of system
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characteristics, interventions, and client/population
characteristics [42]. Client characteristics encompass
socio-demographic (e.g. age, sex, marital status, level
of education) and disability-related attributes (e.g. type
of disability, disability severity), whereas interventions
comprise strategies implemented by governmental enti-
ties, healthcare practitioners, and non-governmental
organisations (NGOs) aimed at enhancing the SRH of
PwDs. System characteristics pertain to the structure of
healthcare systems and their responsiveness to health
policies and interventions, as well as their interactions,
which collectively influence individual SRH outcomes.
Within the model, outcomes encompass both posi-
tive and adverse SRH conditions. In the present study,
outcomes consist of self-reported SRH issues among
PwDs, including STIs, unintended and unwanted preg-
nancies, pregnancy termination, unsafe abortion, self-
rated SRH, and experience of violence or abuse [42].
The model has been previously applied and explained
in detail [28, 43]. The rationale for using this framework
for the current study is that it captures the complex and
multifaceted factors influencing the sexual experiences,
behaviour, and reproductive health outcomes of PwDs.

Methods

Ethical considerations

Ethical clearance was obtained from three institu-
tional review boards or committes: 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) Human Ethics Committee (H8531).
The study also received approval from the Regional
Health Directorate in Kumasi and the Offinso North
District Health Directorate in Akumadan. Addition-
ally, the study obtained consent from the leaders of
two disability groups (Ghana Association of the Blind
and the Ghana Society of the Physically Disabled) in
the Kumasi Metropolis and Offinso North District.
Furthermore, the study ensured the confidentiality of
the data. Prior to administering the study instrument,
a document explaining the study objectives and confi-
dentiality, and benefits of participation was provided
to the participants. They were also informed that their
involvement was voluntary and that they could with-
draw from the study at any time devoid any repercus-
sions. They were also assured that their data would be
used only for academic purposes and that their identi-
ties would not be disclosed to anyone. Both written and
verbal informed consents were obtained from all par-
ticipants. The investigations were performed according
to the Declaration of Helsinki.
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Study design

Mixed-methods designs are useful for disability and
rehabilitation research, as they can capture the com-
plexity and diversity of the experiences of PwDs [44].
This study employed a sequential explanatory mixed-
methods design within a pragmatic paradigm [45, 46].
The first phase of this study involved conducting a
survey among PwDs, while the second phase involved
conducting in-depth interviews with participants who
agreed to participate further. This design was chosen to
enhance the depth and breadth of the study by combin-
ing the strengths of quantitative and qualitative data
collection and analysis. By using both methods, a more
holistic understanding of sexual lives, behaviour and
reproductive health outcomes among PwDs could be
achieved than by relying on either quantitative or quali-
tative data collection and analysis alone. Data for both
phases was therefore triangulated and synthesised as
shown in Table 4.

Study area

Two different districts were selected as study areas to
explore the possible variations in sexual lives and repro-
ductive health outcomes among PwDs, the Kumasi
Metropolis and the Offinso North District. The Kumasi
Metropolis was chosen as an urban setting because it is
the regional capital and has a high population density.
The Offinso North District was chosen as a rural set-
ting. The details of the study area have been previously
described [28].

Phase one: quantitative phase

Target population

This study included individuals with physical disabilities
(e.g. Multiple Sclerosis, Muscular Dystrophy, Chronic
Arthritis, Cerebral Palsy, Chronic Fatigue Syndrome,
Fibromyalgia, Spina Bifida, Loss of limbs and Spinal
Cord Injury) [47] and visual impairment (e.g. mild vision
impairment or total blindness) [48]. According to the
2021 Population and Housing Census report, the Ashanti
Region of Ghana has the highest proportion of PwDs
(17.3%, 363,321). About 41.4% are males while 58.6% are
females. The most prevalent types of disabilities in the
region were visual/seeing impairments (4%) and physical
impairments (3.6%). Participant inclusion criteria were:
a) aged 18 or above (adulthood age in Ghana), b) having
physical or visual impairment, and c) voluntary agree-
ment to participate. Exclusion criteria were: a) under
18 years old, b) multiple disabilities, c) disabilities other
than physical or visual impairment, and d) refusal to par-
ticipate. More details regarding the study area and the
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inclusion and exclusion criteria can be found in previous
studies [28, 43].

Sample size and sampling

The sample size for the quantitative phase of the study
was calculated using the formula developed by Lwanga
et al. [49], resulting in a calculated sample size of 402
PwDs. It is given as n=z? pq/d* where n=sample size,
p=proportion of PwDs’ use of SRH services, d=level
of uncertainty (5%/0.05), z2=95% level of confidence
and g=1-p. The sampling frame was obtained from
a list of PwDs provided by the leaders of the two dis-
ability groups. Participants were selected from this
list using a systematic sampling technique [50] and
contacted during regular meetings. More information
regarding the sampling procedure can be found in a
previous publication [28].

Survey instrument development and administration

The questionnaire items were developed from validated
instruments and literature review [51, 52] and used to
collect quantitative data from 402 PwDs. It consisted of
multiple sections, but only three main sections were rel-
evant for this study: client characteristics, sexual behav-
iour, and reproductive health outcomes (See Appendix 1).
Trained research assistants (RAs), holding Master of Phi-
losophy degrees in Population and Health and Disability
and Rehabilitation degrees collected the data. To ensure
that the questionnaire was fit for purpose, it was pre-
tested among 30 PwDs before data collection. No modifi-
cations were made during the pretesting phase.

Measurement of variables

Outcome variables The outcome variables were: ever
engaged in sexual intercourse (yes=1, no=0), age at sexual
initiation (18 or more, below 18 years), condom use at first
sex(yes=1,no=0), HIV testing (yes=1, no=0), unintended
pregnancy (yes=1, no=0), pregnancy termination (yes=1,
no=0), self-reported STIs (yes=1, no=0), self-rated SRH
(good=1, bad=0), sexual abuse (yes=1, no=0), emotional
abuse(yes=1, no=0), physical abuse (yes=1, no=0), and
interpersonal violence/abuse (IV)-experiencing at least
one form of violence/abuse (yes=1, no=0). Evidence sug-
gest that experience of violence is a continuum [53] hence
presenting all the three key indicators of IV shows the clear
picture of the magnitude of PwDs’ experience of the phe-
nomenon. Details of these measures are in Appendix 1.

Independent variables The independent variables included
respondents’ demographic and disability-related characteris-
tics. These were disability type (physically disabled, visually
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impaired), disability severity (mild, severe), age (18-29,
30-39, 40-49, 50-59, 60 and above), sex/gender (male,
female), place of residence (Kumasi Metropolis, Offinso
North), level of education (no formal education, primary,
junior high school, senior high school/tertiary), religious
affiliation (Christian, non-Christian), marital status (never
married, married, separated/widowed/divorced), ethnic-
ity (Akan, non-Akan), employment (not working, work-
ing), average monthly income (GHCO0-99, GHC100-299,
GHC300+), National Health Insurance Scheme (NHIS) sub-
scription (no, yes), household size (1-4, 5+), and duration to
the nearest health facility (less than 30 min, 30—59 min, 60
and above minutes). Details of these measures can be found
in Appendix 1.

Quantitative data analyses

Data management and analysis were performed using
Stata version 14 software (Stata Corporation, College Sta-
tion, TX, USA). Descriptive statistics, such as frequencies
and percentages, were used to analyse the survey data.
Multivariable regression analysis, employing logit models
was conducted to identify predictors of sexual behaviour
and reproductive health outcomes. Complementary log—
log models were employed for variables with skewed dis-
tribution (e.g. self-rated SRH status). Regression results
were reported as adjusted odds ratios with their corre-
sponding 95% confidence intervals (Cls). The choice of
the reference group was informed by a priori and prac-
tical significance. Statistical significance was determined
using a p-value threshold <0.05. The quantitative phase
of the study adhered to Strengthening the Reporting
of Observational Studies in Epidemiology (STROBE)
guidelines.

Phase Two: Qualitative phase

Study design

The objective of the second phase of the study was to
further explore the issues identified in the first phase
and develop a more comprehensive understanding of
the participants’ sexual behaviour, experiences and SRH
outcomes. To accomplish this, a phenomenological study
design within an interpretivist paradigm was utilised.
Interpretivism, as a paradigm, posits that reality is sub-
jective and may vary among different individuals [54].
As explained by Liamputtong [55] “phenomenology is a
methodological approach with strong and dynamic foun-
dation that seeks to understand, describe, and interpret
human behaviour and the meaning individuals make of
their experiences” (p. 117).
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Participants and sampling

The participants for the qualitative phase of the study
were selected from those who participated in the quan-
titative phase and expressed interest in follow-up inter-
views. A purposive selection technique was used to select
37 PwDs who represented different genders/ sexes, and
types of disability. The selection of interview partici-
pants was also informed by the quantitative findings—to
select participants whose issues warranted further explo-
ration and participants’ demographic information, to
ensure representation from all participant groups until
data saturation was achieved. The inclusion criteria for
the qualitative phase included: participants aged 18 or
above, having physical or visual impairment and volun-
tary agreement to participate. Details can be found in a
previous study [28].

Data collection instrument and procedure

The findings from the quantitative phase informed the
development of interview questions for the qualitative
phase. These findings guided adjustments to the in-depth
interview guide for the qualitative phase, aimed at gain-
ing deeper insights into the sexual behaviour, experiences
and SRH outcomes of PwDs. For example, participants
who reported adverse SRH outcomes, such as STIs, in
the quantitative phase were asked about their experi-
ences and subsequent actions in the qualitative phase.
The lead author (AS) and a female RA conducted face-to-
face interviews at private and convenient locations such
as participants’ homes or weekly meeting venues. The RA
received a two-day training based on a training manual
that covered the objectives and interviewing techniques.
Each training session lasted for 2 h. The interview guide
was pre-tested with four PwDs to assess its clarity and
comprehensibility. The interviews lasted from 45 to
70 min. Before each interview, the participants provided
verbal and written consent. Qualitative data were col-
lected between May 5 and July 11, 2022. Data saturation
was achieved after interviewing the 35th participant.
However, two more interviews were conducted with the
interested individuals to ensure that no relevant infor-
mation was missed. Therefore, the data collection ended
after interviewing the 37th participant.

Qualitative data analysis

AS and RA transcribed all the audio recordings verbatim
to ensure accuracy. The transcripts were de-identified to
protect participant identities and imported into NVivo
version 12 (QSR International, Ltd., Daresbury Chesh-
ire, UK) for analysis. Braun and Clarke’s [56, 57] six-
step reflexive thematic analysis approach was used. AS
read the transcripts thoroughly under the supervision of
KM-R and TIE to familiarise with the data. AS, KM-R,

Page 5 of 28

and TIE coded the data, collated the codes into key top-
ics and generated themes. KM-R and TIE reviewed and
examined the themes for interrelationships and rel-
evance. The team defined, refined, and confirmed the
generated themes. Illustrative quotes representing the
themes were selected from the transcripts, along with
demographic information, such as sex/gender, age, disa-
bility type, and district of the participants. The qualitative
phase of the research adhered to the reporting guidelines
outlined in the Consolidated Criteria for Reporting Qual-
itative Research (COREQ).

Trustworthiness

Trustworthiness was maintained following Lincoln and
Guba’s key strategies [58], including credibility, depend-
ability, confirmability, and transferability [59]. Credibil-
ity was ensured by providing well-trained interviewers
(RAs) with necessary skills and knowledge. The inter-
view guide was pre-tested, interviews were conducted
at agreed-upon locations, and debriefing sessions were
held regularly [59]. The local language Twi was used to
facilitate participants’ expressions, and various strategies
were employed to ensure honesty in responses, such as
encouraging frankness and rephrasing questions [60].
Dependability was achieved through a detailed study
protocol, meticulous data collection, record keeping, and
coding accuracy verification by the research team [61].
Confirmability was attained through the supervision, and
confirmation of themes by the entire research team. Tri-
angulation techniques, including qualitative and quan-
titative data collection from different participants were
used [59]. To enhance transferability, the study method-
ology has been comprehensively described, allowing for
potential replication and follow-up by other research-
ers. The research design, study setting selection, and
purposive selection technique were detailed to facilitate
the study’s applicability to other similar contexts [59]. In
addition to this, the reflexive thematic analysis process
and its considerations [57] was employed to analyse the
data. For example, the qualitative data was inductively
coded to generate emergent themes.

Data integration

To mitigate the inherent weaknesses and biases asso-
ciated with both the quantitative and qualitative
approaches, a triangulation of the findings from both
phases was employed. Quantitative studies involve sta-
tistical analysis to systematically examine data, aiming to
minimise bias through objectivity [62]. While they may
lack depth in interpreting research findings, they can
yield empirical and statistically significant outcomes [63].
Qualitative studies, on the other hand, offer context-spe-
cific insights into human experiences, providing detailed
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understanding. Combining both methodologies allows
for a comprehensive investigation, enhancing detail
understanding of participants’ experiences and SRH out-
comes. Inductive reflexive thematic analysis [56], guided
by O’Cathain et al’s [64] principles of data integration in
mixed-methods studies, facilitated triangulation of find-
ings from both study phases. This involved independent
analysis, identification of phase-specific themes, linking
relationships between phases for combined interpreta-
tion, and drawing synthesis of the findings as shown in
Table 4.

Results

Quantitative results

Socio-demographic characteristics of respondents

Table 1 summarises the socio-demographic character-
istics of the 402 respondents. Most respondents were
male (51.5%), had visual impairment (57.7%), lived in
urban areas (80%), belonged to the Akan ethnic group
(82%), practiced Christianity (88.6%), and had subscribed
to the NHIS (96.8%). Approximately one-third of the
respondents were aged 60 years or older, had completed
senior high school or tertiary education (34%) and were
employed (50%).

Sexual behaviour among persons with disabilities

Figure 1 shows the sexual behaviour of PwDs. Most (91%)
of the respondents had ever had sex. About 16.4% did
not use condoms during their first sexual encounter, and
3.0% had multiple sexual partners.

Factors associated with sexual behaviour among persons
with disabilities

Table 1 presents the results of the multivariable analysis
of the factors associated with sexual behaviours among
PwDs. The severity of disability was negatively associated
with the likelihood of having sex, as those with severe dis-
abilities had lower odds of sexual intercourse than those
with mild disabilities (aOR=0.63; 95%CI=0.407,0.974).
Age was positively associated with the odds of engag-
ing in sexual activity, as older respondents had higher
odds of having sex than younger ones. Those who lived
in large households (>5 members) had higher odds of
having sex than those who lived in smaller households
(aOR=1.766; 95%CI=1.117,2.791). Males had lower
odds of engaging in early sexual intercourse than females
(aOR=0.480; 95%CI=0.254,0.907). Educational level was
negatively associated with condom use during first sex,
as those with higher educational levels had lower odds
of using condoms than those with no formal education
(aOR=0.48; 95%CI1=0.287,0.794). HIV testing was posi-
tively associated with age, educational level, and travel
time to the nearest health facility, as those who were
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older, more educated, and travelled longer had higher
odds of testing than those who were younger, less edu-
cated, and travelled shorter. Marital status was also posi-
tively associated with HIV testing, as married individuals
had higher odds of testing than those who had never
married. However, HIV testing was negatively associated
with gender and religion, as males and non-Christians
had lower odds of testing than females and Christians
respectively (Table 1).

Sexual and reproductive health outcomes

The results revealed that 10.5% of the respondents rated
their SRH health status as bad while 5.7% reported having
experienced an STI in their lifetime. The prevalence of
unintended pregnancy was 6.4%. About 21.6% reported
having terminated a previous pregnancy, and 36.9% of
these terminations were unsafe (Fig. 2).

Factors associated with sexual and reproductive health
outcomes

Table 2 presents the results of the multivariable analysis
of factors associated with SRH outcomes among PwDs.
Educational level and NHIS subscription were nega-
tively associated with unintended pregnancy, as those
with higher education levels and NHIS subscription had
lower odds of experiencing unintended pregnancy than
those with no formal education and no NHIS subscrip-
tion, respectively (aOR=0.01; 95%CI=0.11,0.82 and
aOR=0.02; 95%CI=0.01,0.57). Self-rated SRH was posi-
tively associated with educational level, income level, and
travel time to the nearest health facility, as those who
had higher education levels, higher income levels, and
longer travel time had higher odds of rating their SRH
as good than those who had lower educational levels,
lower income levels, and shorter travel time (aOR=1.83;
95%CI=1.08,3.09 for JHS; aOR=1.74; 95%CI=1.04,2.89
for SHS; aOR=2.22; 95%CI=1.19,4.12 for GHC300+;
aOR=2.02; 95% CI=1.17,3.47 for>60 min). Self-rated
SRH was negatively associated with gender, as males
had lower odds of rating their SRH as good than females
(aOR=0.55; 95%CI=0.37,0.83).

Interpersonal violence against persons with disabilities

Figure 3 displays the prevalence of different types of vio-
lence/abuse experienced by PwDs. The findings indicate
that most PwDs (65%) have ever experienced at least
one form of violence, while 6% have experienced sexual,
emotional, and physical abuse simultaneously. The most
common type of violence was emotional abuse (59.7%),
followed by physical abuse (25.6%), and sexual abuse
(9.2%). The main perpetrators of sexual violence were
neighbours (27%), friends (18.9%), and partners (13.5%).
For emotional abuse, the primary perpetrators were
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Table 1 Multivariable analysis of factors associated with sexual behaviour among persons with disabilities
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Variable

Demographic
characteristics

Frequency Percentage

Ever had sex

Early sexual initiation Condom use at first sex HIV testing

Disability type
Physically challenged
Visually impaired

Disability severity
Mild
Severe

Age (Years)

18-29
30-39
40-49
50-59
60+

Sex
Female
Male

Residence
Kumasi Metro
Offinso North

Level of education
No formal education
Primary
JHS
SHS/Tertiary

Religious affiliation
Christian
Non-Christian

Ethnicity
Akan
Non-Akan

Employment
Not working
Working

Income (GHC)
0-99
100-299
300+

NHIS
No
Yes

Household size
1-4
5+

Duration to the nearest health facility

Less than 30 min
30-59 min
60 and above minutes

170 423
232 57.7
160 39.80
242 60.20
46 114
79 19.7
73 18.2
89 221
115 286
195 48.5
207 515
323 804
79 19.7
68 169
66 164
130 323
138 343
356 88.6
46 1.4
330 82.1
72 17.9
199 49.5
203 50.5
203 50.50
102 2537
97 2413
13 3.2
389 96.8
231 57.5
171 425
133 331
192 47.8
77 19.2

Ref
1.043[0.689,1.579]

Ref
0.6370.407,0.974]

Ref
3.39771.893,6.060]
3.56'"11.985,6.392]
6.74"7[3.353,13.53]
9.86""[4.330,22.45]

Ref
0.86[0.581,1.284]

Ref
1.18[0.675,2.078]

Ref

1.14[0.604,2.166]
1.23[0.703,2.113]
1.64[0.924,2.910]

Ref
1.22[0.604,2.477]

Ref
1.01[0.583,1.750]

Ref
0.979[0.596,1.608]

Ref
1.42[0.832,2.416]
1.250.697,2.238]

Ref
0.999[0.401,2.488]

Ref
1.766'11.117,2.791]

Ref
1.21[0.768,1.906]
1.214[0.676,2.180]

Ref
0.959[0.518,1.775]

Ref
1.084[0.619,1.900]

Ref
0.749[0.254,2.207]
0.37[0.104,1.296]
0.468[0.145,1.505]
0.488[0.150,1.590]

Ref
0.480710.254,0.907]

Ref
0.65[0.280,1.506]

Ref

1.16[0.523,2.578]
1.03[0.482,2.218]
0.47[0.196,1.136]

Ref
1.079[0.363,3.210]

Ref
0.525[0.192,1.435]

Ref
0.94[0.453,1.937]

Ref
0.68[0.332,1.386]
0.79[0.332,1.868]

Ref
1.83[0.236,14.22]

Ref
0.93[0.530,1.631]

Ref
1.11[0.570,2.153]
1.064[0.479,2.364]

Ref
1.377[0.977,1.939]

Ref
1.10[0.814,1.473]

Ref
.153[0.637,2.087]
.08[0.570,2.056]
.04[0.559,1.936]
.366[0.712,2.618]

Ref
1.20[0.860,1.675]

Ref
1.23[0.809,1.869]

Ref
1.161[0.651,2.071]
0.70[0.426,1.151]
0.48710.287,0.794]

Ref
1.22[0.700,2.125]

Ref
0.982[0.629,1.532]

Ref
0.89[0.571,1.372]

Ref
1.20[0.766,1.888]
1.25[0.786,1.979]

Ref
0.99[0.429,2.2771

Ref
1.07[0.785,1.457]

Ref
1.08[0.755,1.532]
0.93[0.594,1.455]

Ref
1.05[0.619,1.782]

Ref
1.52[0.935,2.469]

Ref
3613711.462,8.929]
2.055[0.794,5.314]
141[0.54,3.69]
0.49[0.176,1.365]

Ref
0.5490.329,0.916]

Ref
1.71[0.900,3.256]

Ref
0.687[0.301,1.568]
1.49[0.721,3.094]
2427 [1.160,5.029]

Ref
0.383'10.158,0.930]

Ref
0.65[0.326,1.307]

Ref
1.14[0.600,2.160]

Ref
1.71[0.887,3.295]
1.86[0.913,3.802]

Ref
1.415[0.385,5.200]

Ref
1.04[0.642,1.686]

Ref
1.52[0.864,2.668]
2.362'[1.155,4.831]
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Table 1 (continued)

Variable Demographic Ever had sex Early sexual initiation Condom use at first sex HIV testing
characteristics

Frequency Percentage

Marital status N/A
Never married 97 241 - Ref Ref Ref
Married 178 443 - 0.89[0.368,2.160] 0.91[0.592,1.390] 2.382'[1.222,4.641]
Separated/Widowed/ 127 316 - 1.57[0.628,3.926] 0.99[0.608,1.601] 33177 [1.52,7.24]
Divorced

Exponentiated coefficients; 95% confidence intervals in brackets

Ref Reference, JHS Junior High School, SHS Senior High School, NHIS National Health Insurance Scheme, GHC Ghana Cedis, N/A Not applicable
"p<0.05

"p<0.01

" p<0.001

Ever had sex I 91

HIV testing I 44

Condom use during first sex [l 16.4

Early sexual initiation I 15.1

Sexual behaviour

Coerced firstsex M 11.2

Multiple sexual partners W 3

0 20 40 60 80 100
Percentage (%)

Fig. 1 Sexual behaviour of persons with disabilities

Overall SRH rating [Bad] NN 10.5

Self-reported STIs [N 5.7

Unintended pregnancy [N 6.4

SRH outcomes

Pregnancy termination [INIIIIEIIIENEGNGNGNGNNNNNNNNGEG 21.6

Unsafe abortion NGNS 36.9

0 5 10 15 20 25 30 35 40
Percentage (%)

Fig. 2 Sexual and Reproductive health outcomes among persons with disabilities
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Table 2 Multivariable analysis of sexual and reproductive health outcomes across demographic characteristics

Variable Unintended Pregnancy Pregnancy Termination Sexually Transmitted Self-rated Sexual and
Infections Reproductive Health
Status

Disability type

Physically disabled Ref Ref Ref Ref

Visually impaired 4.00[0.27,56.59] 0.69[0.28,1.69] 0.96[0.36,2.59] 1.08[0.71,1.66]
Disability severity

Mild Ref Ref Ref Ref

Severe 0.48[0.05,4.55] 0.64[0.29,141] 0.53[0.21,1.34] 0.79[0.55,1.14]
Age (Years)

18-29 Ref Ref Ref Ref

30-39 0.10[0.01,1.50] 16[0.2 647] 0.58[0.14,2.44] 1.40[0.62,3.18]

40-49 0.09[0.00,1.99] 2. 28[0 39,13.21] 0.18[0.03,1.09] 0.81[0.38,1.74]

50-59 0.02770.10,062] 49[0.26,8.61] 0.32[0.06,1.81] 0.59[0.26,1.31]

60+ N/A 1.93[0.30,12.29] 0.27[0.04,1.62] 0.56[0.25,1.26]
Residence

Kumasi Metro Ref Ref Ref Ref

Offinso North
Level of education
No formal education
Primary
JHS
SHS/Tertiary
Religious affiliation
Christian
Non-Christian
Marital status
Never married
Married
Separated/Widowed/Divorced
Ethnicity
Akan
Non-Akan
Employment
Not working
Working
Income (GHC)
0-99
100-299
300+
NHIS
No
Yes
Household size
1-4
5+

Duration to the nearest health facility

Less than 30 min
30-59 min
60 and above minutes

1.11[0.05,23.09]

Ref

0.06[0.01,241]
0.07[0.00,1.01]
0.0170.11,0.82]

Ref
10.87[0.37,32.31]

Ref
1.52[0.05,43.09]
0.97[0.03,29.33]

Ref
0.19[0.01,4.80]

Ref
08.81[1.20,29.86]

Ref
0.10[0.01,1.34]
0.02[0.01,1.02]

Ref
0.0270.01,0.57]

Ref
0.33[0.02,547]

Ref
0.47[0.03,8.19]
2.21[0.05,95.78]

0.74[0.25,2.15]

Ref

0.73[0.23,2.37]
1.69[0.59,4.86]
1.57[0.45,5.44]

Ref
1.87[0.39,8.93]

Ref
2.83[0.60,13.35]
1.80[0.37,8.78]

Ref
0.89[0.27,2.87]

Ref
1.12[0.41,3.08]

Ref
1.46[0.54,3.94]
0.89[0.25,3.18]

Ref
0.31[0.20,3.16]

Ref
0.89[0.40,2.03]

Ref
0.50[0.19,1.36]
1.14[0.37,3.48]

2.36[0.79,7.11]

Ref
1.28[0.16,10.20]
1.78[0.34,9.40]
1.72[0.34,8.80]

Ref
0.90[0.17,4.59]

Ref
2.85[0.79,10.26]
0.82[0.11,5.80]

Ref
0.92[0.27,3.15]

Ref
0.81[0.23,2.85]

Ref
0.49[0.11,2.18]
1.61[0.43,6.07]

Ref
0.51[0.10,2.56]

Ref
1.18[0.46,2.98]

Ref
0.67[0.23,1.95]
0.63[0.14,2.85]

0.66[0.42,1.01]

Ref

1.59[0.91,2.78]
1.8371.08,3.09]
1.74711.04,2.89]

Ref
1.69[0.88,3.24]

Ref
0.86[0.48,1.55]
0.84[0.44,1.58]

Ref
0.55710.31,0.95]

Ref
0.69[0.41,1.15]

Ref
2.34711.28,4.28]
2.22°11.19,4.12]

Ref
0.67[0.21,2.15]

Ref
0.97[0.67,1.40]

Ref
16271.10,2.39]
2.02'11.17,3.47]
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Table 2 (continued)

Page 10 of 28

Variable Unintended Pregnancy Pregnancy Termination Sexually Transmitted Self-rated Sexual and
Infections Reproductive Health
Status
Sex
Female N/A N/A Ref Ref
Male N/A N/A 141[051,3.91] 0.557710.37,0.83]

Exponentiated coefficients; 95% confidence intervals in brackets

Ref Reference, JHS Junior High School, SHS Senior High School, NHIS National Health Insurance, GHC Ghana Cedis, N/A Not applicable

*p<0.05
" p<0.01

other family members (35.4%), neighbours (25.4%), and
strangers (12.1%). For physical abuse, the main perpe-
trators were other family members (39.8%), neighbours
(19.4%), strangers (17.5%), and partners (10.7%).

Factors associated with interpersonal violence

against persons with disabilities

Table 3 presents the results of multivariable analysis of
factors associated with IV against PwDs. The findings
reveal that PwDs with visual impairment (aOR=3.36;
95%CI=1.90,5.93) and severe disability (aOR=1.78;
95%CI=1.09,2.92) had a higher likelihood of experienc-
ing IV compared to those with physical disability and
mild disability, respectively. Non-Christians (aOR=0.39;
95%CI1=0.17,0.93) had lower odds of experiencing IV
compared to Christians. Regarding income, PwDs earn-
ing GHC300 and above (aOR=2.36; 95%CI=1.09,5.09)
had higher odds of experiencing IV compared to those
earning less than GHC300. Additionally, PwDs living in
large households (5+) (aOR=1.87; 95%CI=1.13,3.10)
had higher odds of experiencing IV compared to those
living in small households (< 5).

Qualitative results

The qualitative phase of the study involved 37 partici-
pants (22 males and 15 females). Most of the participants
resided in the Kumasi Metropolis (n=24), belonged to
the Akan ethnic group (n=31), practiced Christianity
(n=34), and were married (n=19). The remaining partic-
ipants came from the Offinso North district (n=13). The
inductive thematic analysis revealed five main themes:
a) curiosity to engage in sexual activities, b) feelings of
despair and insecurity with abled partners, c) prefer-
ence for sexual relationships with other PwDs, d) IV and
its perpetrators, and e) adverse sexual and reproductive
health outcomes. Each theme is discussed below with
illustrative quotes from the participants.

Theme one: Persons with disabilities curiosity to engage

in sexual activities

The first theme that was derived from the participants’
sexual experiences was curiosity to engage in sexual
activities. Some participants narrated their personal curi-
osity during their adolescence, a developmental phase
characterised by diverse exploratory behaviours. This
curiosity influenced some PwDs to engage in sex. Con-
trary to the common stereotype that PwDs are asexual
[65], almost all participants reported having had sexual
intercourse at some point in their lives which is a major
component of sexual health [66].

“My first sex, I was curious. I wanted to know what it
was like. I remember a friend told me that the thing
is very nice. So, at age 16, I tried and the way the
thing was painful, I couldn’t so I told him to stop.
After that, any man that tries to convince me, I deny
him. Because I thought to myself that I haven’t gotten
to that stage yet and I didn’t want to get pregnant’.
[Visually impaired, Kumasi, Female, 21 years]

“If I say that I have not had sexual intercourse
before, then I would be a liar. But here in Africa,
if you are a disabled person, people think that you
should not have sex. And so, it is difficult to find
a woman that you can have a relationship with’
[Physically disabled, Kumasi, Male, 36 years]

Theme two: Feelings of despair and insecurity with abled
partners

The second theme that was derived from the data was
PwDs feelings of despair and insecurity with abled part-
ners which affects age at first sexual encounter and num-
ber of sexual partners.

... I have no partner currently. Because they want
sex not love. That is why I am not giving them the
chance. You see right now, there is nothing that a
man can tell me that another man has not told me
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(A) Physical abuse perpertrators (B) Sexual abuse perpertrators

Neighbour [N 27.0
Friend [ 139
Partner [ 13.5

Other family member NN 39.8
Neighbour NN 1904
Stranger NN 17.5

= =
2 8
s Partner [N 10.7 s .
D Other (Nurse, mentally © Other family member [ 10.8
% challenged, drug seller) = 39 %
A~ Classmate W 3.9 A~ Immediate caregiver [ 10.8
Friend
riend M 1.9 Classmate [ 10.8
Co-worker M 1.9 Other(D
ther(Doctor,
Immediate care giver 1 1.0 Teacher, church. . - 8.1
0.0 10.0 20.0 30.0 40.0 50.0 0.0 10.0 20.0 30.0
Percentage Percentage

. (D) Interpersonal violence
(C) Emotional abuse perpertrators P

Other family member I 354
Neighbour G )54
Stranger NN [2.]
Partner W 6.7
Friend Wl 6.3
Immediate caregiver Wl 4.2
Co-worker W 2.1
Classmate W 2.1
Customer W 1.7
Health worker 1 0.8

0.0 10.0 20.0 30.0 40.0 0 20 40 60 80
Percentage Percentage

Interpersonal violence _ 64.5
Emotional abuse _ 59.7

Physical abuse - 25.6

Perpetrator

Sexual abuse [ 9.2

All (SA+EA+PA) ] 5.6

Interpersonal violence indicators

Fig. 3 Prevalence of interpersonal violence and its perpetrators against persons with disabilities; SA=Sexual abuse; EA=Emotional abuse;
PA=Physical abuse

before so whatever mindset you came with, I know having their first sexual intercourse at the age of 40 or
this is what you want’ [Visually impaired, Kumasi, older.

Fe , 2 . . , ,
emale, 26 years] “So, I think that I started having sexual relationships

after I was 40 years old. Our ancestors have a say-
ing that, “If you start swimming early, your eyes will
become red soon” That means that if you start hav-
ing sexual relationships early, you will have the con-
sequence which might be an unintended pregnancy.
Throughout my life, I have only had sexual rela-
tionships with two people. That is because I know

Sub-theme: Age at first sexual intercourse

The participants also shared their experiences on the age
of sexual debut and the reasons for initiating sex. The
data revealed that the majority of the PwDs tend to start
sexual activity later in life. Several participants reported
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Table 3 Multivariable analysis of factors associated with interpersonal violence against persons with disabilities

Variable

Emotional abuse

Sexual abuse

Physical abuse

Interpersonal violence

Disability type
Physically challenged
Visually impaired

Disability severity
Mild
Severe

Age (Years)

18-29
30-39
40-49
50-59
60+

Sex
Female
Male

Residence
Kumasi Metro
Offinso North

Level of education
No formal education
Primary
JHS
SHS/Tertiary

Religious affiliation
Christian
Non-Christian

Marital status
Never married
Married

Separated/Widowed/Divorced

Ethnicity
Akan
Non-Akan

Employment
Not working
Working

Income (GHC)
0-99
100-299
300+

Number of people in household

1-4

5 or more

Duration to the nearest health facility

Less than 30 min
30-59 min

60 and above minutes

Ref
3.317"11.89,5.80]

Ref
229141372

Ref
1.94[0.80,4.67]
2.80°1.06,7.36]
0.95[0.37,2.47]
0.54[0.20,1.46]

Ref
1.42[0.84,2.39]

Ref
1.31[0.67,2.55]

Ref

0.68[0.31,1.51]
0.92[0.45,1.88]
1.36[0.66,2.81]

Ref
0.37[0.16,0.87)

Ref
1.52[0.78,2.98]
1.62[0.75,3.50]

Ref
1.39[0.67,2.89]

Ref
1.21[0.64,2.32]

Ref
2.97"11.53,5.76]
26171.237,5515]

Ref
1.62[0.99,2.65]

Ref
141[0.79,2.50]
2.78711.34,5.77]

Ref
2.17(0.89,5.31]

Ref
1.01[0.45,2.24]

Ref

0.60[0.18,2.08]
1.04[0.29,3.74]
0.28[0.06,1.37]
0.58[0.12,2.73]

Ref
0.51[0.23,1.15]

Ref
1.98[0.75,5.22]

Ref
1.52[0.29,7.82]
2.09[0.51,8.55]
2.57[0.65,10.10]

Ref
047[0.10,2.19]

Ref
0.88[0.33,2.35]
0.66[0.20,2.20]

Ref
1.29[0.47,3.56]

Ref
241[0.80,7.24]

Ref
0.74[0.22,2.49]
1.91[0.66,5.50]

Ref
0.67[0.31,1.53]

Ref
0.638[0.27,1.52]
1.12[0.35,3.56]

Ref
0.70[0.40,1.22]

Ref
1.33[0.80,2.23]

Ref

1.14[0.46,2.83
1.43[0.54,3.77
0.58[0.21,1.64]
0.53[0.18,1.50]

]
]

Ref
1.39[0.81,2.38]

Ref
1.14[0.58,2.21]

Ref

0.91[0.39,2.13]
0.72[0.33,1.55]
0.88[0.42,1.85]

Ref
1.04[0.45,2.41]

Ref
1.54[0.77,3.08]
1.65[0.72,3.75]

Ref
0.98[0.48,2.00]

Ref
1.07[0.537,2.122]

Ref
0.69[0.34,1.43]
1.43[0.68,3.04]

Ref
1.72'11.029,2.858]

Ref
0.57[0.32,1.03]
0.92[0.45,1.91]

Ref
3.367711.90,5.93]

Ref
1.78°11.09,2.92]

Ref

1.88[0.76,4.64]
2.39[0.88,6.48]
0.67[0.25,1.78]
0.37[0.13,1.01]

Ref
1.39[0.82,2.38]

Ref
1.044[0.53,2.05]

Ref

0.84[0.38,1.89]
1.09[0.53,2.23]
1.56[0.75,3.25]

Ref
0.39'70.17,0.93]

Ref
1.76[0.88,3.50]
2.03[0.92,4.48]

Ref
1.23[0.58,2.62]

Ref
1.372[0.717,2.625]

Ref
2381123461
2.36'71.09,5.09]

Ref
1.87°11.13,3.10]

Ref
1.137[0.63,2.04]
2.16'11.03,4.56]

Exponentiated coefficients; 95% confidence intervals in brackets

Ref Reference, NHIS National Health Insurance Scheme, GHC Ghana Cedis

"p<0.05
" p<0.01
"™ p<0.001
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myself and I know my background. So, I focused a
lot on developing my skills and crafts so that I would
be capable of caring for myself and the woman I am
with. [Physically disabled, Offinso North, Male, 57
years]

Additionally, participants discussed how their religious
beliefs influenced their sexual lives and their readiness to
face the consequences of early sexual initiation. Besides,
some participants emphasised the importance of obtain-
ing consent and practicing safe sex during their first sex-
ual encounters.

“l had my first sexual intercourse at age 31. I will say
that it might be because of my upbringing. We are
Muslims and my house is full of ‘Malams. And so,
if you get a girl, where will you take her? [laughs]’ [
Visually impaired, Kumasi, Male, 38 years]

“Yes, I have ever had sex. But it was a protected
one with condoms. And each was aware. After we
parted from each other I decided to stop those things
because 1 wanted to be more serious for tertiary
education so since that I have not had any serious
relationship. My first affair with a lady was when
I was 18 and I had only one sexual partner since I
didn’t want to risk it for myself”. [ Visually impaired,
Kumasi, Male, 25 years]

Sub-theme: Number of sexual partners

The participants also discussed the number of sex-
ual partners they have had. While some participants
described how their sexual relationships have changed
over time. Other participants also reflected on their past
sexual experiences, indicating how they had numerous
sexual relations in the past. However, some of the partici-
pants also discussed how they are no more engaging in
multiple concurrent sexual relations due to their respon-
sibilities as parents. Others also discusses the financial
strains associated with multiple sexual partners.

“..1 have been involved sexually with two people
before my current husband. So in all three peo-
ple but not at the same time[laughs]” [Visually
impaired, Kumasi, Female, 45 years].

. If I am not exaggerating, I can say that I have had
at least ten sexual relationships in this place. How-
ever, I no longer engage in concurrent sexual rela-
tionships because I have two daughters that I must
cater for. If I bring in another woman, then it is going
to drain me financially’ [Visually impaired, Offinso
North, Male, 49 years]

Page 13 of 28

Theme three: Preference for sexual relationships with other
persons with disability

Some participants disclosed the challenges they encoun-
ter in finding sexual partners due to their disability sta-
tus. Some participants therefore suggested preference for
intra-disability relationships to increase their chances of
finding love and understanding. Other participants also
discussed the gratitude, understanding, and financial
support from their partners with disability.

“So, my wife is the first woman I ever had sexual
intercourse with. If you are disabled, it is difficult
to get a woman to love you, unless you marry your
fellow disabled person’. [Physically disabled, Offinso
North, Male, 35 years]

“..Along the line, another man came for me. He was
also blind. With him, I gave birth to just one...” [ Vis-
ually impaired, Kumasi, Female, 60 years].

“l must admit that if it hadn’t been for this man
that I had the child with [a visually impaired], then
I would not have had any sexual intercourse in my
life. I always had the notion that I have to get some-
one who would understand my situation and can
also provide financially for my needs’ [Visually
impaired, Offinso North, Female,33 years]

Despite this, a few of the participants also emphasised
the importance they attach to physical support in their
choice of sexual partners. Hence, they rather prefer to
engage in relationship with people who are not disabled
to assist them with their lives.

“..But if I am supposed to go for a woman to have a
sexual relationship with, I will go for someone who
is not disabled because I need someone to physically
support me’”. [Physically disabled, Kumasi, Male, 36
years]

“For personal reasons, I would prefer a person who
has more sight than me so that the person can assist
me. But not someone in my situation because I
don’t know how the person can assist me” [Visually
impaired, Kumasi, Male, 25 years]

Theme four: Interpersonal violence and its related
perpetrators against persons with disability

The fourth major theme derived from the data was IV
and its perpetrators against PwDs. Three sub-themes
were identified under this theme: a) sexual abuse, b) emo-
tional abuse, and d) physical abuse and the perpetrators
of each type of violence against PwDs.
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Sub-theme: Experiences related to sexual exploitation

and abuse and its perpetrators against persons

with disability

Most of the participants highlighted the widespread
occurrence of sexual abuse against PwDs. While some
participants did not disclose their personal experiences,
they narrated incidents involving their fellow PwDs from
both rural and urban settings. The fact that PwDs have
substantial knowledge about sexual abuse among their
peers suggest the high prevalence of such abuse against
them. Moreover, many cases of sexual abuse remain
unreported within communities due to socio-cultural
and religious factors.

“I have heard about such sexual violence against
women with disabilities. One of my colleagues called
XXX claimed that she was sexually abused by a
man who even impregnated her. The man is able
while XXX is disabled. And so, when he was in the
mood for sex, he raped her. The lady took the case to
XX FM (Kumasi) for them to assist her. But I have
never experienced anything of that sort” [Physically
disabled, Kumasi, Male, 36 years]

While some participants did not share their own expe-
riences, they rather shared the experiences of other PwDs
who have ever been abused.

“l have not been raped or sexually exploited. But I
know a disabled girl who was sexually abused, and
she got pregnant. There is another disabled girl, who
is deaf who was also exploited, and she got pregnant.
She has given birth to three children, but they were
all because of sexual exploitation. It is difficult to
know whether it is one person who is doing that to
these girls in the community” [Physically disabled,
Offinso North, Female, 36 years]

Perpetrators of sexual abuse

Participants also described the various individuals who
committed sexual abuse against PwDs. The data revealed
that these perpetrators belonged to different segments of
society, highlighting the vulnerability of PwDs to abuse
across their entire communities. These perpetrators
included intimate partners, family members, neighbours,
and even professionals in positions of trust who abused
their authority to exploit PwDs, especially females.

“l was at the age of 15 years, and I was sick, so I
decided to go to the hospital for a check-up and there
was this doctor who took advantage of me. When I
got to the hospital facility and it was time for consul-
tation, he told the person who assisted me to go out
not knowing he was having some bad intentions. He
started touching me here and there. I couldn’t defend
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myself, so he had sex with me. He put some fear in
me that I shouldn’t tell anybody, and I was afraid so
I couldn’t tell anybody about the incident. If not for
this interview, I wouldn’t have said it to anyone or
anywhere”. [Visually impaired, Kumasi, Female, 58
years]

Participants also discussed the gendered aspect of
sexual abuse, indicating that in most cases, female sur-
vivors are more common. While some males considered
attempts by females to sexually exploit them as beneficial,
not all male PwDs viewed such actions as opportunities
or ‘scholarship.

"...For me, personally, no. But I know friends with
disabilities who have been sexually exploited. It
is not common for a woman to do that to a man.
Mostly, it is the men who take advantage of the dis-
ability of the woman to have sex with her. When the
women sexually coerce a man, it will normally lead
to marriage. We say that the person has been given
scholarship [laughs]” [Visually impaired, Kumasi,
Male,38 years]

“..There are times too that I have visited female
friends and they have touched me inappropriately.
When I wasn’t completely blind, I went to a friend’s
place, and she came from the bathroom almost
naked. Thankfully, I was ‘morally’ afraid and so, 1
didn’t act on that temptation” [Visually impaired,
Kumasi, Male, 55 years]

Sub-theme: Experiences related to emotional abuse and its
perpetrators against persons with disability

Another type of abuse disclosed by participants was
emotional abuse. They described experiencing various
forms of emotional abuses from different sources. Some
recounted enduring emotional abuse within their inti-
mate relationships, families, friendships, and professional
interactions. Others mentioned relying on their faith in
God to cope with their emotional challenges, as they
felt no one else could provide relief from their current
situation.

“Yes, 1 have experienced emotional abuse before.
The father of my child has abused me emotionally
because he has left the caregiving of the child to me.
He does not support me in any way and that is emo-
tionally draining. A lot of people have advised me to
report him to social welfare, but I have not done so. I
have left everything to the hands of God’ [Physically
disabled, Kumasi, female, 33 years]

Another source of emotional abuse reported by par-
ticipants was their spouses and family members. They
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described how their spouses prevented them from
attending important social events including funerals due
to the societal stigma attached to disability. Some par-
ticipants also narrated instances where their family mem-
bers emotionally mistreated them when they expressed
their intentions to marry.

“Sometimes, there will be family gatherings or other
social gatherings. But because of my condition, some
people can look me in the face and tell me that I am
not fit to attend those programmes. For example, my
wife’s uncle died, and we had to go for the funeral,
but she didn’t allow me to go because she thought I
was not fit enough to show up at her uncle’s funeral.
This is my wife’s uncle oh; so, you can imagine if her
mother passes away. The family wanted to see me,
but my wife felt ashamed and stopped me from
attending. So, it is like you have been killed emo-
tionally. It is not easy, oh! From that time, I got to
know that she can neglect me at any time’. [Visually
impaired, Kumasi, Male, 55 years]

“..That one, a lot of people do, including the family
you are going to marry from and the people around
you. They will be emotionally abusing you and be
saying PwD who do you think will marry you? Who
do you think will love you? When you come to our
family, you will bring a lot of disabled children’ So
emotionally, we are always being abused. At a point
when I decided to marry my wife, some family mem-
bers were like you, you can’t see, how you can deter-
mine if this is a good lady or a bad lady. Not even my
wife’s family, this is my own family. So, you see the
kind of emotional abuse? They were like you can’t
see so how can you plan your wedding? Do you think
the lady can have sex with you? But I did everything
about my wedding myself. Because when they speak
like that, you begin to suspect them. So, these are
some of the emotional abuse people go through but
some of us [PwDs] because we are strong enough, we
can overcome it but most people, especially those
who are not educated, will not survive it” [Visually
impaired, Kumasi, Male, 31 years]

Another form of emotional abuse experienced by par-
ticipants was the belittling and neglect from society and
professionals. They described how they faced discrimi-
nation and ridicule from society, even when they dem-
onstrated competence and confidence in their work.
Furthermore, they reported that some people exacer-
bated this mistreatment by encouraging others to ignore
or exclude PwDs, resulting in feelings of worthlessness
or insignificance. Moreover, some PwDs reported that
certain professionals who should exhibit professionalism
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sometimes subjected them to abuse which demotivated
them to seek care.

“Some people really abuse us [PwDs] emotionally.
Some people can tell me that I am like this because
of my sins. A man brought his shoes for me to repair
and after 1 did it, he refused to pay up. When I asked
about it, he threatened to beat me and then insulted
me that this is the reason why I am in this condition.
This person eventually suffered a stroke for three
years before dying” [Physically disabled, Offinso
North, Male, 46 years]

A nurse at a hospital insulted me for getting preg-
nant simply because I am blind, and I had sex. So,
sex should only be done by those who are not blind?
What I did was that I reported her to those who were
at the facility [other health workers], so they asked
me whether I have seen the doctor, but I told them
what happened, and I was very sad, so I just left the
place without seeing the doctor”. [Visually impaired,
Kumasi, Female, 58 years]

Sub-theme: Experiences related to physical abuse and its
perpetrators against persons with disability

This sub-theme explored the physical abuse and its per-
petrators against PwDs. They recounted experiences of
suffering physical abuse from intimate partners, extended
family members, strangers, and general community
members. Additionally, participants discussed the con-
sequences of the abuse they endured, particularly dur-
ing childbirth. Some participants chose to avoid physical
violence by ending relationships through divorce, while
others relocated to escape abuse from family members.
Despite the empowerment displayed by some partici-
pants, a few believed that being a PwD required passiv-
ity, perceiving themselves as physically weaker than those
without disabilities. Consequently, they felt compelled
to remain humble and avoid confrontations to prevent
harm.

“..I mean the fourth born when I gave birth to him,
the hand wasn’t functional. It was this very man
[partner] who pushed me to the ground when I was
pregnant. So, when I gave birth to him, this hand
wasn’t functional” [Visually impaired, Kumasi,
Female, 60 years]

“My husband has abused me physically before... He
is not the only person who did that to me. My first
son’s father also abused me physically and that’s
what brought about our divorce” [Physically disa-
bled, Kumasi, Female, 39 years]
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“I think that because you are disabled, you have to
be submissive because you do not have the strength
of persons without disabilities. Once you plead and
try to avoid confrontations, then you can prevent
any physical violence” [Physically disabled, Kumasi,
Male,27 years]

Theme five: Adverse sexual and reproductive health
outcomes experienced by persons with disabilities

The fifth theme that was generated from the data was
the adverse sexual and reproductive health outcomes
experienced by PwDs. Three sub-themes were identified
under this theme: a) unintended pregnancy and navigat-
ing delicate decisions about pregnancy termination, b)
self-reported sexually transmitted infections and navigat-
ing challenges to seek care, and c) perception on personal
sexual and reproductive health.

Sub-theme: Unintended pregnancy and navigating delicate
decisions about pregnancy termination

This sub-theme explored the experiences of PwDs
regarding unintended pregnancy. Some of the partici-
pants reported that they had unintended pregnancy that
were compounded by their disability status. Nonetheless,
they decided to carry their pregnancies to term. Other
participants had to face difficult decisions about whether
to terminate their unintended pregnancies or not, consid-
ering the social and moral implications of their choices.

“..I have ever had unintended pregnancy before. I
was actually in a sexual relationship with the man
though. He had proposed to me, and I had accepted
to be in a relationship with him. But it looks like
he was not ready to have a child because he was
already married with another woman. So, he didn’t
want his wife to get to know about my pregnancy’.
[Physically disabled, Offinso North, Female, 36
years]

“For the first man I had a child with, he initially
denied responsibility for the child because some-
one had told him that because I am disabled, if he
accepts the pregnancy, then I will die during deliv-
ery. But after I gave birth, he now came to claim
responsibility over the child’ [Physically disabled,
Offinso North, Female, 60 years]

“Yes, I have terminated pregnancy once in my life-
time. At that time, I was a teacher by then. So, this
man came into my life, and I later got to know that
he was having a wife and my family is a respectful
one. People around me also hold me in high esteem
because they know how I have carried myself. So, I
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needed to terminate it even though I didn’t like the
idea’ [Visually impaired, Kumasi, Female, 45 years]

Sub-theme: Self-reported sexually transmitted infections

and navigating challenges to seek care

This sub-theme examined the experiences of PwDs
regarding STIs and how they sought care for them. Both
male and female participants reported having personal
experiences with STIs and accessing various formal and
informal sources of SRH care to treat their infections.
Other participants also reflected on the causes of their
STIs and the need to adopt preventive measures to avoid
similar situations in the future. These experiences under-
score the importance of personal choices, consequences,
and the pursuit of healthier practices.

“I have ever had an STI before. I once cheated on my
wife and ended up with gonorrhoea. I woke up with
severe pains whenever I was passing urine. So, I went
to my friend who was a pharmacist, and she gave me
some medications. Since then, I have been faithful
and not experienced any STIs” [Physically disable,
Kumasi, Male, 47 years]

“l had chlamydia some time ago. And so, I went
to the hospital for them to help me treat it. At the
facility, I was treated and then they educated me on
douching because it was something that could put
you at higher risk of chlamydia’ [Visually impaired,
Offinso North, Female, 51 years]

“l had gonorrhoea some time ago. Fortunately for
me, I was able to detect it early. I was going to the
farm with my old man, and I told him that lately,
1 feel a lot of pain when I urinate. So, he asked me
whether I have had sex with anyone lately... [Visu-
ally impaired, Offinso North, Male, 49 years

Sub-theme: Perception on sexual and reproductive health
status

This sub-theme explored the self-rated SRH of PwDs.
Two main contrasting views were expressed regarding
the SRH of PwDs. While some participants rated their
SRH as good, others rated theirs as bad. Some partici-
pants expressed contentment and satisfaction with their
reproductive health, emphasising trouble-free childbirth
experiences. This positivity contributed to their positive
perception of their reproductive health. Positive percep-
tion was evident in their high self-ratings, marked as
“very good,” associated with well-being and absence of
STIs. Generally, individual perspectives varied, others
emphasising successful childbirth, while others focused
on STI-free well-being.
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“I will rate it as very good because I have no prob-
lem relating to my reproductive health and system.
I have been able to give birth without any compli-
cations” [Physically disabled, Kumasi, Female, 49
years]

“I think that my reproductive health is good because
I have not experienced any sexually transmitted
infection. So, I will rate my sexual and reproductive
health status as very good. I am very healthy. The
last time I went to the hospital was barely a year
ago and that was because I was feeling body pains’
[Visually impaired, Offinso North, Female, 54 years]

However, some participants, both male and female,
indicated dissatisfaction with their SRH. Some males
reported problems with erection, while females expressed
frustration due to inability to engage in sexual activity,
desiring medical interventions. Additionally, some high-
lighted painful menstruation, shortening their cycle from
seven to three days, affecting their negative perception of
their SRH.

“It is not good my sister! I remember that about six
years ago, I went to the Volta region where I met a
lady that I proposed to. When we went inside the
room to have sex, I could not have an erection. I
tried everything but I could not have an erection.
The lady did everything to arouse me but my penis
could not harden. I was really embarrassed that day.
So, I bought some herbal medicine which changed
things for me. I was now able to have an erection. So,
for me, I think that my SRH is good. I can last longer
in bed now’. [Physically disabled, Kumasi, Male, 36
years]

“I will say that it is not so good because as I said,
I cannot have sex because of my condition. I wish
there was a medication or treatment that could
help me to have sex. I experience excruciating pains
whenever I menstruate. Because of that, I don’t get
seven days of menses but rather three days’ [Physi-
cally disabled, Kumasi, Female, 33 years]

Triangulation
Table 4 summarises the integration and synthesis of qual-
itative interview findings and quantitative survey results.

Discussion

Summary of key findings

This study presents the results of a mixed-methods study
that explored the sexual lives, experiences and repro-
ductive health outcomes among PwDs in two districts
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of Ghana. The quantitative results showed that most
PwDs have ever had sex. Sexual activity was associated
with disability severity and age. About 16% did not use
condom during their first sex and this was influenced by
educational level, with those with secondary or higher
level having the lowest odds. The results also showed that
some PwDs had sex before age 18 years, with males being
less likely to engage in early sexual intercourse compared
to females. The results further showed that 3% had mul-
tiple sexual partners. It was also revealed that 44% had
ever tested for their HIV status, with those aged 30-39,
higher education, and married individuals having higher
odds. However, males have lower odds of testing com-
pared to females.

The majority (89.5%) rated their SRH status as good.
Individuals with junior high school and senior high
school educational levels, those earning GHC300 and
above, and those with a duration to the nearest health
facility over 60 min have higher odds to rate their SRH
as good. However, males and non-Akans were less likely
to self-rate their SRH as good. The results also showed
that 5.7% indicated they had ever had an STI. It was also
found that 6.4% of women with disability experienced
unintended pregnancies and this was associated with
SHS/tertiary education levels and NHIS subscription.

Approximately 21.6% had ever terminated a preg-
nancy, with 36.9% of these terminations being unsafe.
About 65% of PwDs had experienced IV. Specifically,
59.7%, 25.6%, and 9.2% had experienced emotional,
physical, and sexual violence, respectively. The visually
impaired and those with severe disabilities, individuals
earning GHC300 and above, those living in large house-
holds have higher odds of being abused. The qualitative
data revealed five themes. These comprised curiosity to
engage in sexual activities, feelings of despair and inse-
curity with abled partners, preference for sexual rela-
tionships with other PwDs, IV and its perpetrators, and
adverse sexual and reproductive health outcome. The
findings have implications for policy and practice regard-
ing the SRH needs and rights of PwDs in Ghana. They
suggest the need for accessible and comprehensive SRH
education and services for PwDs, as well as mechanisms
to prevent and address cases of IV against them. They
also highlight the importance of empowering PwDs to
make informed and autonomous decisions about their
SRH, as well as fostering a supportive and inclusive envi-
ronment for them.

Synthesis with previous evidence

Sexual lives and experiences of persons with disability

The majority (91%) of the respondents indicated that they
have ever engaged in sexual activity, contradicting the
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general notion that PwDs are asexual [65]. Previous stud-
ies in several LMICs including Burkina Faso [67], Came-
roon (80%) [68], Haiti (49%), Rwanda (53%), Timor-Leste
(51%), and Uganda (53%) [69] and Ethiopia (59.9%) [39]
have reported high prevalence of sexual activity among
PwDs. In this study, individuals with severe disabilities
showed a reduced likelihood of engaging in sexual inter-
course compared to those with mild disabilities, while
age was positively associated with the odds of ever engag-
ing in sexual activity, consistent with findings from pre-
vious studies [30, 34, 70]. Other studies found high rates
of sexual activity among women with disabilities, young
people with disabilities in Ethiopia [71, 72], adult women
in Sierra Leone [73], and visually impaired and deaf adult
women in Ethiopia [74]. However, a low rate of sexual
activity (48%) was found among young people in Uganda
[35]. Nevertheless, a scoping review in LMICs highlights
the neglect of disability and sexuality, indicating the need
for further exploration in this domain [12]. Possible rea-
sons for the reduced likelihood of engaging in sexual
activity among individuals with severe disabilities could
be cultural beliefs, stigma, self-stigma, and discrimina-
tion attached to disability.

The study found that 15.1% had their first sexual inter-
course before age 18, and males were less likely to engage
in early sexual intercourse compared to females. The
qualitative findings revealed that the majority of PwDs
initiated their sexual life around age 30 to 40 years due to
factors such as difficulty finding sexual partners and the
perception that having a sexual partner would increase
their burden. This highlights the necessity of sexual edu-
cation for PwDs and self-efficacy. Additionally, the study
found that 3.0% had multiple sexual partners, which was
similar to what was reported as 1.4% in Uganda [75]. But
the prevalence is lower than the 12.5% reported in Bur-
kina Faso [67, 76] and 58.6% reported in Ethiopia [71].
Qualitative findings indicated that although some par-
ticipants had more sexual partners in their lifetime, most
of these relationships were not concurrent. Such rela-
tionships expose PwDs to different sexual partners and
increase their risk of contracting ST1Is, including HIV and
AIDS [67, 76].

Approximately 16.4% did not use condoms during
their first sexual experience. Safe initiation of sexual
behaviours is usually recommended and the possibility
of continuing with these behaviours are high. However,
individuals with SHS or higher educational levels had
lower odds of using condoms during their first sexual
encounter than those with no formal education. Pre-
vious studies have also reported low condom usage
among PwDs, ranging from 22 to 37% [67, 70]. Yet, this
study’s finding is slightly lower than what was reported
in previous studies [67, 70]. Inconsistent results may be
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attributed to factors such as the time considered, study
population, and gender disparities in contraceptive
options. This finding highlights the need for increased
education and behavioural change communication to
promote safe sexual practices among PwDs. The find-
ings have implications for policy and practice regarding
the SRH needs and rights of PwDs in Ghana. They sug-
gest the need for accessible and comprehensive SRH edu-
cation and services for PwDs, as well as mechanisms to
prevent and address cases of IV against them. They also
highlight the importance of empowering PwDs to make
informed and autonomous decisions about their SRH, as
well as fostering a supportive and inclusive environment
for them.

The study revealed that only 44% of the respondents
had ever tested for their HIV status. The odds of testing
were higher for PwDs aged 30-39, senior high school
or tertiary and married individuals, but lower for males
than females. These findings are consistent with previ-
ous studies that reported similar prevalence rates of
HIV testing among PwDs in LMICs and suggested that
demographic characteristics influence sexual behaviours
of PwDs, including HIV testing [72, 77, 78]. The health
outcome model [40-42] provides a theoretical explana-
tion for the associations between age, marital status, and
Christianity with HIV testing, as it posits that individual
characteristics affect health outcomes. According to this
model, as PwDs age, they are more likely to marry, and
some marriages, especially Christian marriages, require
HIV testing. Moreover, the model suggests that higher
educational level enhances health awareness and behav-
iours, such as knowing one’s HIV status [79].

Interpersonal violence and its perpetrators against persons
with disabilities

The findings indicate that 65% of PwDs had experienced
some form of violence, with 6% facing combined sexual,
emotional, and physical abuses. Emotional abuse was
the most prevalent (59.7%), followed by physical abuse
(25.6%) and sexual abuse (9.2%). While males reported
more emotional violence, females experienced more sex-
ual violence. These findings are consistent with Opoku
et al’s [21] rate of 68.3% in Ghana but higher than Hughes
et al’s [80] rate of 24.3%. Individual characteristics, as
suggested by the health outcomes model, influenced vio-
lence experiences, especially for those with visual impair-
ments and severe disabilities. This is in line with studies
in several LMICs [81-86] that reported similar associa-
tions. The study addresses a critical aspect of the 2030
Agenda by emphasising disability-disaggregated data to
ensure inclusivity. However, most existing research on
violence against PwDs focuses on women and sexual vio-
lence [87-89]. Therefore, these findings underscore the
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need for inclusive violence prevention and response pro-
grams since IV is mostly a continuum [53], regardless of
gender.

The study also showed that household size, disabil-
ity type, and income level were associated with violence
experiences. Larger households appear to expose PwDs
to higher violence risk than smaller households. Both
qualitative and quantitative findings indicate that family
members, neighbours, and strangers, including intimate
partners, are major perpetrators of emotional and physi-
cal violence [19, 87, 90]. Despite this, most survivors do
not report incidents, echoing prior studies that this is
especially true for survivors of sexual violence, particu-
larly women [19, 87, 90].

Those with visual impairments and severe disabilities
were more likely to experience violence than those with
physical impairments. Previous studies have reported
similar findings [19, 81]. The possible explanation is that
these categories of PwDs rely on others for most of their
daily activities compared to the physically impaired. The
study further unveils that higher-income PwDs are more
susceptible to violence, consistent with research indi-
cating that PwDs who earn more than their partners
may experience violence [20]. This could be due to part-
ners or family members seeking control over economic
resources, potentially leading to physical and emotional
violence. The qualitative phase highlighted the wide-
spread nature of violence across societal levels. Nonethe-
less, individuals in trusted positions like doctors, police,
and teachers may misuse their authority to perpetrate
violence, especially against women with disabilities. This
underscores PwDs’ vulnerability to violence and empha-
sises the necessity for multifaceted efforts to address this
issue.

Sexual and reproductive health outcomes among persons
with disability

The study also found a 6.4% prevalence of unintended
pregnancy among women with disabilities. This rate var-
ies across different LMICs, as shown by comparable stud-
ies that reported prevalence rates ranging from 9.2% in
Haiti to 47.1% in Mali, 28.8% in Nigeria, 29.8% in Paki-
stan, 23.0% in Rwanda, 26.9% in Senegal, 12.0% in South
Africa, and 24.7%-40% in Uganda [35] and from 15.4%
to 67% in Ethiopia [22, 74, 91]. A higher rate of 53% was
reported in the USA [32]. The qualitative findings cor-
roborated the quantitative results and indicated that
unintended pregnancy was a common occurrence among
PwDs. The multivariable analysis indicated that individu-
als with SHS or tertiary education and NHIS subscription
had lower odds of experiencing unintended pregnancy.
This supports the health outcomes framework which
states that individual characteristics and health policies
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influence health outcomes [40-42]. For example, those
who are educated are exposed to various strategies to
prevent unintended pregnancy including abstinence
and contraceptive usage. With NHIS subscribers, they
can easily seek SRH services which could prevent them
from unintended pregnancy. Some unintended pregnan-
cies resulted in pregnancy termination, with 21.6% of
respondents reporting termination experiences. How-
ever, 36.9% of these procedures were self-reported to be
conducted unsafely, highlighting the need for education
and interventions to promote appropriate medical care
for pregnancy-related care. This implies that unintended
pregnancy is a major issue among PwDs globally calling
for measures to improve appropriate contraceptive use
among PwDs.

The prevalence of self-reported STIs in this study was
5.7%. Participants self-reported STIs such as gonorrhoea,
syphilis, HIV and Chlamydia, in the qualitative data. This
prevalence is comparable to the rates reported among the
general male population in Ghana (6.0%) [92] and 3.8% in
sub-Saharan Africa [93]. Previous studies among PwDs in
LMICs found varying STIs-HIV prevalence rates ranging
from 0.6% in Niger to 25.3% in Ethiopia [68, 76, 94]. A
systematic review on HIV among PwDs also found preva-
lence rates between 1.1% and 29% [95]. The differences in
the study findings could be due to variations in the study
population, time, and measurement of the outcome vari-
ables. These findings imply the urgent need to demystify
the general assumption that PwDs do not have sex [65]
which negatively impacts their sexual behaviour and use
of SRH services increasing their risk of STIs, including
HIV and AIDS [37]. Nonetheless, the prevalence of self-
reported STIs in this study could be due to underreport-
ing and social desirability biases. For example, only 44%
indicated that they have ever tested for their HIV status.
Research indicates that PwDs often hold misconceptions
about their risk of STIs exposure and may avoid accessing
STT services due to the fear of stigma [75, 96]. These chal-
lenges are exacerbated by the lack of disability awareness
and training among healthcare providers, limited access
to STIs testing information and services, and communi-
cation barriers [78, 97].

About 10.5% of PwDs rated their SRH as bad/poor.
Self-rated SRH was associated with education, income,
duration to the health facility and sex. This finding is con-
sistent with the prevalence reported in previous Ghanaian
studies [98, 99]. Discussing the findings within the health
outcomes model shows that those with high level of edu-
cation and income had higher odds of reporting good
SRH status [40-42]. Those who are educated are more
likely to recognise health problems and seek prompt care
when needed. In addition, recognising the need to access
healthcare alone is not enough, but money is required to
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pay the cost associated with health seeking. Distance to
the health facility has various impacts on the health and
health seeking behaviour of PwDs. The literature indi-
cates rich people can afford healthcare more easily, lead-
ing to better healthcare access and longer life expectancy
[99, 100]. High income enables the ability to purchase
healthcare services, and research has shown that it also
provides a favourable living environment that positively
impacts health [99, 101]. The findings on the association
between sex and self-rated SRH is different from what was
reported by Debpuur et al. [98]. They found that women
were more likely to self-rate their health status as bad. The
possible explanation for the differences in study findings
could be that females are more likely to notice SRH prob-
lems due to their reproductive make-up and seek more
SRH services compared to men [102].

Implications for policy and practice

The study findings have significant practical and policy
implications. First, the results reveal that most PwDs
have ever had sex, but misconceptions about their sexu-
ality and fear of stigma hinder their access to SRH ser-
vices, including HIV testing [75, 96]. Addressing these
issues requires behavioural change programs to promote
safe sexual practices and encourage PwDs to seek SRH
for STIs and safe abortion services.

Secondly, the findings indicate that both male and
female PwDs experience various forms of violence. Inter-
ventions to combat violence against PwDs should target
both genders and raise awareness of the negative effects
of violence. Additionally, self-stigma and societal nor-
malisation of violence against PwDs should be addressed
through intensified education for PwDs and community
members. The perpetrators of violence against PwDs
come from various sources within the community. This
highlights the vulnerability of PwDs to violence at all
levels of society, necessitating immediate and pragmatic
interventions to protect them. Therefore, national poli-
cies, such as the Disability Act 715, the criminal justice
system, and the health system, should adopt systematic
and standardised methods for assessing and recording
possible violence against PwDs. Additionally, the reluc-
tance of PwDs to disclose violence due to a lack of aware-
ness of their rights, fear of losing social support, and
disability-related financial assistance should be acknowl-
edged and addressed.

Thirdly, the prevalence of adverse SRH outcomes,
such as STIs, unplanned pregnancy, and unsafe abor-
tion, underscores the need for targeted efforts and the
development of new interventions to address these issues
effectively. Finally, the SRH of PwDs is a growing public
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health concern, while a majority of PwDs rated their SRH
status as good, many still reported experiencing various
SRH problems, including STIs and sexual dysfunction.
This study indicates that individuals with higher wealth
and higher levels of education experience better SRH
compared to those with lower economic status. Hence,
it is essential to prioritise the SRH, education and eco-
nomic security of PwDs. Government is encouraged to
enhance economic and social integration through policy
decisions. For instance, providing more formal education
and economic support to PwDs can improve their socio-
economic status and positively impact their SRH.

Strength and limitations

The combined analysis of quantitative and qualitative
data unveiled the intersection of factors across vari-
ous levels of influence, offering significant insights for
understanding the sexual experiences, behaviour, and
reproductive health outcomes of PwDs. The sample
size was relatively large and as a result the findings can
be generalised to the study population in this study’s
setting.

However, the study employed cross-sectional design
hence, only associations could be established but not
causal interpretation of the findings. The qualitative
phase however, explored the possible reasons for some
of the behaviours considered in the study. All the indi-
cators of sexual behaviours and reproductive health
outcomes such as STIs, sexual violence and pregnancy
termination were self-reported. As a result, self-reported
bias and recall biases cannot be overruled coupled with
the sensitive nature of sexual behaviour and abortion.
It is therefore possible that some of these indicators are
either underreported or overreported. Evidence suggest
that PwDs tend to underreport sexual violence due to
the stigma attached to it [21, 90]. This fear of relationship
breakdown and further stigmatisation discourages them
from reporting such cases [21, 76, 90]. However, the
respondents were assured of confidentiality and the need
to provide accurate responses which made it possible
for some of the sexual violence survivors to share their
ordeals for the first time. Participants from the quantita-
tive phase who showed interest and consented to partici-
pate in the qualitative phase were those who took part,
which could contribute to selection bias. The study only
included two categories of PwDs—physical and visual
impairments. Self-rated SRH was measured with a sin-
gle item question asking respondents to provide an over-
all assessment of their SRH health. However, it is widely
used in surveys to gauge the health status of populations
[99, 103].
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Conclusions

The study highlights that many adults with disabili-
ties have ever had sex and face diverse SRH outcomes,
including STIs, unintended pregnancies, and abuse.
Factors such as education, gender, ethnicity, income,
and access to healthcare influence their perceptions of
sexual and reproductive health. Addressing these issues
requires coordinated efforts across society, focusing
on prevention and management. Further studies could
explore a) stakeholder’s perceptions on the strategies to
improve the sexual and reproductive health outcomes
among PwDs, b) enablers and barriers to help seeking
for violence survivors, ¢) nationwide comparative study
on the self-rated SRH of PwDs and people without disa-
bility, d) experiences of PwDs seeking abortion and post
abortion services.
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