
Full Terms & Conditions of access and use can be found at
https://www.tandfonline.com/action/journalInformation?journalCode=idre20

Disability and Rehabilitation

ISSN: 0963-8288 (Print) 1464-5165 (Online) Journal homepage: https://www.tandfonline.com/loi/idre20

Experiences accessing and using rehabilitation
services for people with physical disabilities in
Sierra Leone

Justine Aenishänslin, Abu Amara & Lina Magnusson

To cite this article: Justine Aenishänslin, Abu Amara & Lina Magnusson (2020): Experiences
accessing and using rehabilitation services for people with physical disabilities in Sierra Leone,
Disability and Rehabilitation, DOI: 10.1080/09638288.2020.1755375

To link to this article:  https://doi.org/10.1080/09638288.2020.1755375

© 2020 The Author(s). Published by Informa
UK Limited, trading as Taylor & Francis
Group.

Published online: 30 Apr 2020.

Submit your article to this journal 

Article views: 573

View related articles 

View Crossmark data

https://www.tandfonline.com/action/journalInformation?journalCode=idre20
https://www.tandfonline.com/loi/idre20
https://www.tandfonline.com/action/showCitFormats?doi=10.1080/09638288.2020.1755375
https://doi.org/10.1080/09638288.2020.1755375
https://www.tandfonline.com/action/authorSubmission?journalCode=idre20&show=instructions
https://www.tandfonline.com/action/authorSubmission?journalCode=idre20&show=instructions
https://www.tandfonline.com/doi/mlt/10.1080/09638288.2020.1755375
https://www.tandfonline.com/doi/mlt/10.1080/09638288.2020.1755375
http://crossmark.crossref.org/dialog/?doi=10.1080/09638288.2020.1755375&domain=pdf&date_stamp=2020-04-30
http://crossmark.crossref.org/dialog/?doi=10.1080/09638288.2020.1755375&domain=pdf&date_stamp=2020-04-30


ORIGINAL ARTICLE

Experiences accessing and using rehabilitation services for people with physical
disabilities in Sierra Leone

Justine Aenish€anslina , Abu Amarab and Lina Magnussona

aDepartment of Health Sciences, Faculty of Medicine, Lund University, Lund, Sweden; bDepartment of Physiotherapy and Rehabilitation,
Connaught Hospital, Freetown, Sierra Leone

ABSTRACT
Purpose: To explore the experiences of persons with physical disabilities accessing and using rehabilita-
tion services in Sierra Leone.
Materials and methods: Interviews of 38 individuals with differing physical disabilities in three locations
across Sierra Leone. An inductive approach was applied, and qualitative content analysis used.
Results: Participants faced several barriers to accessing and using rehabilitation services. Six themes
emerged: The initial and ongoing need for rehabilitation throughout life; challenges with the cost of
rehabilitation and transportation to reach rehabilitation services; varied experiences with rehabilitation
staff; coming to terms with disability and encountering stigma; the struggles without and opportunities
with rehabilitation services; and limited knowledge and availability of rehabilitation services.
Conclusions: There is a continued need to address the barriers associated with the affordability of
rehabilitation through the financing of rehabilitation and transportation and exploring low-cost care deliv-
ery models. Rehabilitation services, assistive devices, and materials need to be available in existing
rehabilitation centres. A national priority list is recommended to improve the availability and coordination
of rehabilitation services. Improved knowledge about disability and rehabilitation services in the wider
community is needed. Addressing discriminatory health beliefs and the stigma affecting people with dis-
abilities through community interventions and health promotion is recommended.

� IMPLICATIONS FOR REHABILITATION
� Financing for rehabilitation, transportation to services and low-cost delivery models of care are-

needed to reduce financial barriers and increase affordability of access and use.
� Community interventions and health promotion can provide information about the utility and avail-

ability of rehabilitation services, while addressing health beliefs and stigma towards persons with
disabilities.

� The availability of both rehabilitation services and information, that is relevant and accessible is
required to facilitate improved access and use of rehabilitation services.
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Introduction

Sierra Leone has a population of 7.6 million, is one of the poorest
countries in the world, and is ranked 184 of 189 on the Human
Development Index [1]. More than 60% of people live under the
poverty line on less than USD 1.35 per day [2]. The civil war and
the Ebola crisis, in combination with poverty, have weakened the
healthcare system, leading to low vaccination rates, high levels of
disease, and limited capacity to treat injuries [3]. The reported dis-
ability prevalence in Sierra Leone is 1.3% [3]. However, the World
Health Organisation (WHO) estimates that disability prevalence is
15% of any given population [4], so it is likely that the disability
prevalence is higher than the reported figure. The most prevalent
physical disabilities are visual impairment (28%), poliomyelitis
(22%), and physical disability due to war injury (9%). As disability
is both a cause and consequence of poverty [5], increasing access
to and use of rehabilitation is key to breaking the poverty cycle

and achieving the Sustainable Development Goal (SDG) to “end
poverty in all its forms everywhere” [6].

Until 2009, Humanity and Inclusion (HI) (operating as
Handicap International in Sierra, Leone) was the primary pro-
vider of rehabilitation services and assistive devices. In 2013, HI
completed its gradual and planned handover of rehabilitation
services to the government [7]. As of 2020 the government runs
four rehabilitation centres within the central referral hospitals
that are situated in Makeni, Kono, Bo and Freetown that pro-
vide both physiotherapy and prosthetics and orthotic services.
In addition, there are standalone physiotherapy departments in
Connaught Hospital in Freetown, and in Kenema. Because
rehabilitation is low-priority and lacks funding, only limited
materials are available for the manufacture and supply of assist-
ive devices. Similarly to other low-middle income countries,
there is a severe shortage of trained rehabilitation staff such as
physiotherapists, occupational therapists, orthotists and
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prosthetists [8]. As of 2019 there were only four bachelor-
trained physiotherapists in Sierra Leone [7]; 2019 email from
Ishmaila Kebbi National Physiotherapy and Rehabilitation
Programme). In 2011, the government established a Persons
with Disability Act and signed onto the Convention of the
Rights of Persons with Disabilities (CRPD), which calls for signa-
tories to “organize, strengthen and extend” the availability of
rehabilitation services [9]. However, many components of these
laws and regulations are yet to be implemented due to the low
prioritisation of rehabilitation, and limited funding and materi-
als to produce or supply assistive devices [10–13].

Rehabilitation aims to reduce or eliminate barriers which
inhibit full function, participation and inclusion in everyday life for
persons with disabilities [14]. Disability is an overarching term for
“impairments, activity limitations and participation restriction”;
however, it is not only a physical experience but influenced by
the environmental, economic, social and cultural context in which
people live [15]. This study’s focus is on the access to and use of
rehabilitation services including therapies such as physiotherapy
and occupational therapy, as well as prosthetic and orthotic serv-
ices which provide basic therapy in the form of physical exercises
or the provision of assistive devices such as wheelchairs, crutches,
prosthesis, orthosis, canes or braille technology [4]. One study of
Southern African countries estimated that only 26-55% of people
received the medical rehabilitation they needed, and only 17-33%
received the assistive devices required [16]. While the utility of
rehabilitation is known, access remains largely unmet, particularly
in low and middle-income countries (LMIC) where 80% of people
with disabilities live [4,17].

Existing literature on access to health care services including
rehabilitation has been conceptualised in various ways [4,18–20].
Broadly, “access” considers what factors enable or prevent some-
one from reaching and using services from supply and demand
perspectives [20]. The 5A’s of access is a framework [20,21] which
takes into consideration how the approachability, acceptability,
availability, affordability, and appropriateness of health care
impacts access. The 5A’s can be used in policy and planning to
consider ways to improve the accessibility and utility of health
care services [18,20]. They are helpful in identifying barriers and
developing strategies that may facilitate improved access and use
of rehabilitation services when considering the experiences of per-
sons with physical disabilities in Sierra Leone.

Existing studies on access to rehabilitation for persons with
disability from countries such as Cameroon and India [22],
Nigeria [23], Malaysia [24], Namibia, Sudan, South Africa and
Malawi [25,26], as well as systematic [27] and scoping reviews
[28,29] have found that common barriers to access and use of
rehabilitation services for persons with disabilities in LMIC
include: the lack of affordable services [26,29]; limited availabil-
ity and low awareness of services [22,23,25]; geographic and
transportation barriers [24,26]; discrimination and a lack of
trained staff and information [22,23,26,27,29]. Studies from
Sierra Leone have found persons with disabilities face chal-
lenges with the affordability [30,31], availability [32], and quality
[33] of assistive devices, as well as facing stigma and marginal-
isation in society [31,32]. Further research is needed into the
experience of persons with physical disabilities accessing and
using rehabilitation services in order to understand the barriers
and facilitators of access and use.

This study aims to explore the experiences of persons with
physical disabilities accessing and using rehabilitation services in
Sierra Leone by considering what factors facilitate or create bar-
riers to access and use. Additionally, it hopes to highlight the

need for increased efforts across the board to achieve access to
rehabilitation for all, as called for by the “Rehabilitation 2030: call
to action” [14] and the CRPD.

Materials and methods

Study setting and sampling strategy

Study details were shared with leaders or management in all
study locations in Freetown, Bo and Makeni. Participants were
identified using purposive sampling and based on the conveni-
ence of being present at the National Rehabilitation Centre in
Freetown, Bo Regional Rehabilitation Centre in Bo, the physiother-
apy department at Connaught Hospital, and Milton Margai School
for the Blind in Freetown. Sierra Leone Union on Disability Issues
(SLUDI) provided details for Disability Persons Organisations
(DPO), through which members were invited to participate in the
study. Similarly, at the physiotherapy department at Emergency
Hospital in Freetown, eligible individuals were invited to partici-
pate in the study. At the Rehabilitation Department at Makeni
Government Hospital, the management of the rehabilitation
centre acted as a gatekeeper by inviting people who met the
inclusion criteria to participate.

To be eligible, participants had to be above the age of 18, with
a physical disability including persons with lower-limb, upper-limb,
or visual impairments. In total, 38 participants from the capital
Freetown (n 18) and two regional centres - Makeni (n 16) and Bo (n
4) – and between 18-58 years old (mean 32 years) were included.
Participants’ characteristics are presented in Table 1. Participants
who had varying physical disabilities reflective of those most

Table 1. Information on participant (N¼ 38) characteristics.

Characteristic Participants, n (%)

Sex
Male 22 (57.9)
Female 16 (42.1)

Religion
Christian 25 (65.8)
Muslim 12 (31.6)
Unknown 1 (2.6)

Tribe
Temne 14 (36.8)
Limba 6 (15.8)
Mende 5 (13.2)
Mandingo 4 (10.5)
Fullah 3 (7.9)
Kono 2 (5.3)
Krio 2 (5.3)
Loko 1 (2.6)
Ekona 1 (2.6)
Unknown 1 (2.6)

Area of residence
Urban 20 (52.6)
Rural 10 (26.3)
Slum 7 (18.4)

Disability
Lower limb impairment
Poliomyelitis 13 (34.2)
Above-knee amputation 7 (18.4)
Below-knee amputation 4 (10.5)
Dysmelia 1 (2.6)
Hip injury 1 (2.6)
Bilateral below-knee amputation 1 (2.6)

Upper limb impairment
Upper limb amputation 2 (5.3)
Visual impairment
Blind 5 (13.2)
Paraplegia
Stroke 3 (7.9)
Quadriplegic 1 (2.6)
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prevalent in Sierra Leone were captured in the study sample.
Disabilities were the result of poliomyelitis, stroke, diabetes, dysme-
lia, war injuries, road traffic accidents and infections. Participants
had been living with a disability for varying amounts of time - from
birth to under one year.

Procedures

The Sierra Leone Ethics and Scientific Review Committee provided
ethics approval as part of a larger study looking at access to
health care and rehabilitation services for persons with disabilities.
Interviews took place from February to March 2019. An interview
guide was developed, with seven main questions focussed on
understanding participants’ experiences concerning availability,
affordability, quality, appropriateness and knowledge of accessing
both healthcare and rehabilitation services. Questions such as
“Can you tell me about a time you accessed rehabilitation serv-
ices?”, “What motivated you to seek rehabilitation services?” or
“How do you normally pay for your rehabilitation treatments?”
were asked. To encourage participants to share their own experi-
ences, main questions were followed by a series of suggestive
probes such as “What are some of the things that make it easier
for you to access the rehabilitation services?” or “How do you feel
about the cost of rehabilitation services and devices?”.

Participants were informed about the study through an infor-
mation letter in English, the official language of Sierra Leone, or
Krio, which is the most widely spoken native language. Where
necessary, it was read aloud in a language they understood.
Written and oral consent to participate was obtained [34]. Two
pilot interviews in English were conducted to ensure the cultural
appropriateness and validity of questions [35], following which,
minor amendments such as changes to the question order were
made. Pilot interviews were excluded from the analysis.

Interviews were conducted in a variety of private locations at
hospitals, schools, rehabilitation centres, DPO facilities or partici-
pant homes. If participants had travelled, their transportation
costs were reimbursed. Participants were informed that the inter-
view could be conducted in English or with an interpreter in the

language of their choice. Interviews were conducted by the
authors and trained assistant data collectors in English (n 22) or
with the aid of an interpreter in Krio (n 13) or Temne (n 3). The
decision for the interviews to be conducted in English with the
aid of interpreters was to increase dependability [36] and consist-
ency in the questioning route across interviews conducted in dif-
ferent languages. In total five interpreters were used across the
interview sites due to the distance between locations, and differ-
ent languages. Interviews ranged between 29-105min in length
(mean 44min). After interviews were completed, participants were
informed they would receive a small financial token of appreci-
ation for their participation.

Data analysis

To achieve trustworthiness, established steps of qualitative con-
tent analysis were followed [34–36]. Interviews were transcribed
in English by the author JA and Katherina Dihm while identifying
content areas of “health” and “rehabilitation”. Once interviews
were transcribed, interpreters cross-checked sections of the
English transcripts to ensure accurate interpretation and transcrip-
tion of participants’ experiences from interviews conducted in
Krio and Temne [37]. For this study, only data related to
“rehabilitation” was included. The author JA divided transcripts
into meaning units and then created condensed meaning units,
to which codes were applied on a manifest level (see Table 2).
Codes were sorted into sub-themes and themes based on similar-
ities and differences in the data, and emerging latent meaning
(see Figure 1) [36]. The themes were discussed and reviewed by
the author LM, and then compared to the codes and the original
interview text to ensure that all relevant data was included.
Quotations that amplified the meaning of themes were selected
and minor grammatical changes were made [38,39].

Results

The analysis resulted in six themes which are presented in
Figure 1 below.

Table 2. Example of the data analysis process.

Meaning unit Condensed meaning unit Code

“Sometimes when I go there they won’t receive me
well, because when I went there, the first man
that I saw, I greeted him, he did not respond, I
greeted him again and he did respond until my
partner, the person that went there with me,
chased him and told him that please we are here
for help, we are here for wheelchair and
crutches, but we are not here empty-handed.
That is when he decided to listen to them. Cause
if not, most of the time when you come there
with nothing, they say here is not for free, we
don’t have crutches or wheelchair, but if you say
you have something like … that is when they
listen to you. The only thing is some people are
too harsh. Most times when you talk to them,
they will not listen to you just because you don’t
have money to give them” (Participant 23,
Poliomyelitis)

Sometimes when I go there, they won’t receive me
well. The first man I saw, I greeted, he did not
respond. I greeted him again. He didn’t respond
until the person that went with me chased him
and told him "please we are here for help, we
are here for wheelchair and crutches, we are not
here empty-handed". That’s when he decided to
listen to us. Most of the time when you go there,
they say it’s not for free, we don’t have crutches
or wheelchair, but if you say you have something
that is when they listen. Some people are too
harsh. Most times when you talk, they will not
listen just because you don’t have money

Quality of treatment is dependent on the ability
to pay

“I want to believe that the physio is helping me
more than ever before. Yeah. I was not walking
before now, now I can walk! I was not able to
take my bath, but now I can take my bath. I
became speechless, yeah, for two weeks, I was
unable to talk when I got the attack, but no I
can communicate, so I want to believe it is doing
me more good!” (Participant 11, Stroke)

I want to believe that physio is helping me more
than ever. I was not walking before, now I can
walk! I was not able to take my bath, but now I
can bath. For two weeks, I was unable to talk,
but now I can communicate. I want to believe it
is doing me good!

Experiencing improvements in functioning after
stroke through physiotherapy

ACCESSING REHABILITATION SERVICES IN SIERRA LEONE 3



The initial and ongoing need for rehabilitation throughout life

For participants who became disabled later in life, the initial deci-
sion to access rehabilitation services was linked to a change in
health status, and they were often referred to rehabilitation
through the health care system or family. By contrast, the motiv-
ation for participants with dysmelia or childhood disabilities often
occurred after receiving information about rehabilitation through
health promotion messaging or from other persons with disabil-
ities who had accessed services. However, many participants did
not know or had limited knowledge about the availability or util-
ity of rehabilitation services and the role that these could play in
their everyday life.

I always have my earphones in listening to the radio, and mingling with
so many stakeholders, that gives me information like ‘something is here in
this country for the disabled like wheelchairs.’ I will also find out through
the church. When I get this information, I will also share it so we can
come together and go there. (Participant 21, poliomyelitis)

Access to rehabilitation was re-occurring and ongoing through-
out life. Participants expressed their need to regularly repair and
replace assistive devices. While many participants who had been
using their devices for many years knew how to repair their
wheelchair, personal energy transportation (PETs) or crutches
themselves, those with less experience had limited knowledge

and were more reliant on rehabilitation services for repairs.
However, all participants using assistive devices expressed their
ongoing need for access to rehabilitation services for replace-
ments. Accessing services such as physiotherapy was not just a
one-off experience; rather, it was ongoing and often intensive. For
instance, learning how to walk again or stroke recovery required
an almost-daily commitment ranging from three months to over
a year.

For 8 months I have been coming to rehabilitation. It’s taken a lot of
rehabilitation exercises. I spend 2-3 hours here every day. (Participant
9, stroke)

Challenges with the cost of rehabilitation and transportation to
reach rehabilitation services

The decisions to seek rehabilitation, to repair devices, or to con-
tinue ongoing treatment were determined by a participant’s abil-
ity to pay for rehabilitation rather than their need. Participants
delayed repairs, stopped treatment, or were unable to pay for
necessary services or assistive devices as a result of financial bar-
riers. Participants shared experiences of using different strategies
to pay for rehabilitation services, such as being dependent on
family and social networks; begging; taking loans or using

Figure 1. Analytical model showing the development of themes from sub-themes in the data.
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savings. Participants often used a combination of these different
strategies to be able to afford their required rehabilitation how-
ever this was not always possible. Participants expressed that
rehabilitation was unaffordable.

As a government worker with a salary I can afford it, but some people
find it extremely difficult. For me on a payroll yes, but what about
someone who is not working? The living conditions in Sierra Leone are
very hard. Some people I came here (rehabilitation centre) with,
unfortunately, some of them stopped coming because they can’t afford it.
For ordinary people who are not working it’s expensive. Last month there
was a delay in the payment of the salaries so what happened to me was,
unfortunately, I ran out of cash [… ]. So, I was unable to access the
rehabilitation centre because of [having no] money. (Participant 9, stroke)

Additionally, the lack of support or money for transportation
to rehabilitation services was one of the greatest barriers cited
by participants as prohibiting access and use of rehabilitation
services. Barriers in travelling to rehabilitation services manifest
themselves in different ways such as lack of access to transport,
lack of money or support to pay for transport, or the absence
of appropriate transportation. Financial barriers limited the abil-
ity to pay for transport, which affected access particularly when
support from others was unavailable. Some participants dis-
cussed the opportunity cost of reaching rehabilitation: having
to choose between paying for transport or providing for their
family. Participants expressed that having support from others
or money for transport reduced financial barriers and made
access easier.

What would make it easier is capital to pay. When I don’t have the
money, I have to walk which makes it so difficult for me. Transportation
to go there would make it easier (Participant 2, poliomyelitis)

For many, securing appropriate transportation was difficult due
to rehabilitation services being located far from home or transpor-
tation being inappropriate for their physical needs. For example,
many participants travelled great distances to access rehabilitation
services as in their home town these were either unavailable or
inappropriate. A difficulty experienced by many participants was
the lack of appropriate transport such as having to use a motor-
bike to get to rehabilitation after an amputation or stroke.
Because of the limited number of rehabilitation services, some
participants attending physiotherapy, or a specialised blind school
needed to live away from home for extended periods to access
these services.

I can’t walk to the rehab centre, so I take a motorbike. This is difficult
because I have to hold onto the rider with my hands. I can’t use my legs.
I don’t have support. I need my crutches to get onto the bike. I can’t do it
myself. (Participant 6, below-knee amputation)

Varied experiences with rehabilitation staff

Participants experienced a mixture of positive and negative
encounters with staff. However, overwhelmingly experiences were
positive: being treated with respect, attended to in a timely fash-
ion, involved in their treatment and spoken to nicely. Some par-
ticipants reported negative experiences such as being ignored,
denied access to assistive devices and having to fight to be seen.
Many participants attributed the varied nature of their experience
to the individual staff members rather than the rehabilitation sys-
tem as a whole. However, many participants explained how their
experiences with staff and rehabilitation services were dependent
on their ability to pay for services. A lack of money often resulted
in negative encounters, whereas having money meant receiving
services. Participants expressed frustration with this, citing their

legal right to free health care services including rehabilitation
according to the country’s Disability Act. Participants’ experiences
with rehabilitation staff affected their willingness to return for
ongoing treatment. Another negative experience shared by partic-
ipants was being treated harshly or with distrust by rehabilitation
staff when trying to replace broken assistive devices – often staff
would accuse them of selling devices rather than the devi-
ces breaking.

You get treated normally if you have money. They will give you
preferential treatment. If you don’t have money - forget it! Money answers
everything. If you have money you get attention and respect. If you go
with money and there is someone without money, they will treat you
differently! (Participant 2, poliomyelitis)

Coming to terms with disability and facing stigma

Participants – particularly those who sustained a disability later
in life – discussed struggling to come to terms with their dis-
ability, and - feeling scared, hopeless and angry at their situ-
ation. Some participants expressed facing stigma, being
abandoned by family or feeling like they were burden– this
often affected their ability or likelihood to seek rehabilitation.
Experiencing support from community and family after becom-
ing disabled was not only pivotal to accepting one’s disability
but also increased the likelihood of seeking rehabilitation.
Others experienced being supported and treated the same by
family after acquiring their disability and during the rehabilita-
tion process. One participant shared that when they began to
lose their sight, their aunt wanted to hide them by sending
them to the provinces. However, a change in the family’s per-
ception of their disability led the family to support their access
to rehabilitation.

With a disability in Africa, only your mother will be able to accept you.
Nobody else. They look at you as a big burden. It’s a problem when you
need to call them - for everything. They have their own life to live… it’s
like you are a pain to them. (Participant 9, quadriplegic)

Relationships with other persons with similar disabilities were
important in coming to terms with disability and seeking rehabili-
tation. Seeing others with similar conditions achieving improved
functionality through rehabilitation or the use of assistive devices
was the motivation for many participants to access and use
rehabilitation.

Normally when I go there, I feel happy because there is interaction with
staff and colleagues. This is encouraging. There are others with the same
condition [… ] we give each other advice. I see other people in similar
situations at the rehab centre walking. I had the conviction if I tried
myself, I will be in the same position. (Participant 8, stroke)

Not wanting to stand out and the ability to fit in was both a
facilitator and barrier to using assistive devices. Participants
wanted to use assistive devices to be able to “bluff”. Participants
with amputations desired prosthetics not only to regain function-
ality but also hide their amputation, whereas visually impaired
participants expressed not wanting to use assistive devices such
as white canes because it would highlight their disability.

I want to bluff because I am a human being just like you, so I want to be
seen like everything is correct about me – even if they have cut my hand.
(Participant 10, upper-limb amputation)

When you see this walking stick (white cane) in the street, especially in
Sierra Leone they will think you are a street beggar. To avoid all that
we don’t use a walking stick. Oh, I feel so embarrassed when people
think I am a beggar. I will feel discouraged. I don’t want to be in that
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category… they will not even value you as a human being. They just
think that you are nothing!! (Participant 18, visually impaired)

The struggles without and opportunities with
rehabilitation services

Participants talked about how access to and use of rehabilitation
and assistive devices brought back mobility and independence.
Participants gave examples of being utterly dependent and need-
ing to use their assistive devices to complete everyday tasks such
as standing or going to the toilet, and for mobility to get to
school or engage in income-generating activities. Using mobility
devices gave participants greater independence and they
expressed feeling stronger and healthier. Participants doing
physiotherapy after stroke or injury regained movement and
mobility. For the visually impaired, rehabilitation taught them to
adapt to vision loss, enabled them to continue their education
and restored confidence. Participants without access to rehabilita-
tion services or devices wanted access in order to improve mobil-
ity, prevent injury and regain independence.

Without a wheelchair, I would prefer to die. I can’t go anywhere or do
anything without it. The wheelchair is part of me now. (Participant 5,
poliomyelitis)

While participants were generally happy and satisfied with
rehabilitation, they expressed wanting more access to rehabilita-
tion and faced difficulties without access. Participants experi-
enced pain, inappropriate physiotherapy treatment, or access to
poor quality or old assistive devices. Another limitation
expressed was being unable to use their assistive devices in
certain environments or on types of transportation. Life without
access to rehabilitation services was described as a state of
dependency on others for basic tasks like going to the bath-
room or crossing the road. Participants with severe disabilities
were utterly reliant on access to rehabilitation for all of their
needs. When they were unable to access a rehabilitation service
such as physiotherapy, they experienced a worsening of
their condition.

I can do nothing by myself unless I have assistance [… ] Sometimes I am
stuck up, I can’t breathe. If I go like one or two weeks without doing the
stretching… I struggle with my breath. So, I have to do it again, and
again, and again. (Participant 9, quadriplegic)

Several participants spoke about losing their jobs or no lon-
ger being able to work after becoming disabled. Especially for
participants who sustained their disability later in life, returning
to work was one of their primary motivations for wanting
rehabilitation. However, none shared experiences of receiving
any tailored rehabilitation assistance to return to work. For
some participants accessing rehabilitation meant they felt they
were now in a position where they were able to work but
struggled to find employment. Other participants did not have
the capital to restart their business due to out-of-pocket pay-
ments for rehabilitation.

I used to work at the district office as a typist. They left me. They haven’t
asked me to come back to work since my stroke. I went there to ask for
work, but they said there were no vacancies. I would like to work again. I
could manage. (Participant 8, stroke)

Limited knowledge and availability of rehabilitation services

Participants’ experiences of accessing rehabilitation services were
often characterised as inconsistent and unreliable. Participants
experienced that pricing, policies and support to access and use

rehabilitation services frequently changed. Many participants dem-
onstrated a lack of knowledge about the current providers and
policies surrounding rehabilitation. Some participants noted the
withdrawal of NGOs and handover of rehabilitation services to the
government, however there were different and contradictory
understandings of this. Some participants thought services were
currently free, while others said they were now being asked to
pay for rehabilitation. Some believe the handover had resulted in
limited and irregular financial support for rehabilitation services
where costs were dependent on leadership. Many participants
expected the government to provide more assistance for rehabili-
tation services.

Previously we had organisations like Handicap International, but since the
end of the war, a lot of NGOs have pulled out and gone to other places.
So, it’s extremely difficult to get any assistance from anywhere. The whole
financial burden rests on you the patient. (Participant 9, stroke)

Another challenge expressed was the limited availability of
rehabilitation services, assistive devices and equipment.
Participants discussed hearing about things such as physiother-
apy equipment or assistive devices for visually impaired which
are used elsewhere in the world but unavailable in Sierra
Leone. Some participants experienced going to get assistive
devices from rehabilitation centres only to discover they were
unavailable or the materials to make them were lacking. In
some cases, unavailability led to participants not being able to
continue their rehabilitation or use needed devices. If partici-
pants had family overseas, they often relied on them to pro-
vide equipment for rehabilitation rather than accessing
this locally.

In Freetown, I have been twice (to the rehabilitation centre), but I did not
get the service yet. The first time I went there, the services, the equipment
were not available; there were no crutches, no wheelchairs nor PETs or
things. The second time I went there they had crutches and wheelchairs,
but they were already allocated to old clients. (Participant 2,
poliomyelitis)

The decision to seek rehabilitation services was influenced by
the perceived importance or role of rehabilitation in recovery and
everyday life. Some participants believed that only rehabilitation
enables a full recovery, while others had limited knowledge about
its availability and utility. Participants’ understanding and percep-
tions of rehabilitation and assistive devices affected their willing-
ness to use them. For example, some participants were unsure of
the suitability of assistive devices such as white canes in the con-
text of Sierra Leone or feared becoming dependent on them, cre-
ating a barrier to their use.

Participants cited a range of differing avenues for accessing
rehabilitation, such as through charity, social networks, the mar-
ket or rehabilitation centre. The majority of participants
described being reliant on NGOs or their DPO membership in
order to receive free rehabilitation services such as wheelchairs
or physiotherapy. Many referenced receiving assistance from
“white people”. Some participants experienced strangers assist-
ing them out of what they perceived to be pity. Sharing or
gifting assistive devices such as crutches or voice recorders
between persons with disabilities was common, while for other
participants the primary method of getting assistive devices
was to purchase them from the market or from other people
with disabilities. Particularly for participants requiring custom-
made devices such as callipers, rehabilitation services were
sought from rehabilitation centres.

The wheelchair was given to me by Handicap International when I
returned to Freetown. It was for free. It was a white in colour that gave it
to me. (Participant 4, poliomyelitis)
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Discussion

The findings of this study aligned with Levesque, Harris and
Russel [20] conceptualisation of access to health care that under-
stands access and use to be driven by a combination of supply
and demand side factors. With a focus on the perspectives of
users and intended users of rehabilitation services in Sierra Leone,
this study found that participants faced several barriers when
accessing and using rehabilitation services. The primary barriers
were the financial cost related to transportation to reach rehabili-
tation services and the cost of the rehabilitation services and
assistive devices themselves, the limited availability of services
and information about rehabilitation, and societal attitudes and
stigma towards persons with disability. Addressing these barriers
is vital to improving access to and use of rehabilitation services in
Sierra Leone.

Addressing barriers to affordability, access, and availability of
rehabilitation

The cost of rehabilitation services was one of the key barriers
expressed affecting access and use – which were compounded by
the re-occurring and ongoing need for rehabilitation. This aligns
with the concept of “Affordability” and the “Ability to Pay” being
key determinants of access [20]. This result reflects findings from
other studies in South Africa, Rwanda, Tanzania [40,41], Malaysia
[24], and a systematic review [42] looking at the experience of
stroke patients and persons with disabilities in LMICs, which have
shown that out-of-pocket payments create a significant barrier to
access to rehabilitation services. Magnusson et al. [33] found in
Sierra Leone that 45% of orthotic and prosthetic users could not
afford or experienced challenges paying for rehabilitation.
Whereas in Botswana and Swaziland about half of the persons
with disabilities had access to assistive devices and the likelihood
of access was highest for those who had mobility limitations [43].
This study, like Magnusson et al. [33], found that issues with the
affordability of rehabilitation services not only influenced access
but the experience of use, further highlighting the importance of
improving the affordability of rehabilitation in Sierra Leone.
Similarly, participants experienced challenges travelling to and
paying for transportation to reach rehabilitation services. This
aligns with other studies in LMICs which found that the accessibil-
ity of health services including rehabilitation is a crucial determin-
ant in the access and use of services [24,27,40,41,44,45]. In a
systematic review [27] found that issues with transport, affordabil-
ity, knowledge and attitudes where cited as barriers in 22 of the
77 evaluated papers. They found that these barriers while not
exclusive to people with disabilities were often compounded due
to their disability. These barriers are similar to those found in this
study of the experiences of persons with physical disabilities in
Sierra Leone accessing and using rehabilitation. Additionally, a lit-
erature review looking at rural transport and poverty in LMICs
[46] and a case study on mobility and health care in Nepal [47]
highlight the importance of addressing transportation barriers as
key to improving access to health care services, particularly for
those living in poverty [46–48]. Given the high poverty rates in
Sierra Leone [2] and challenges with the affordability of rehabilita-
tion, service delivery programs need to include financing for
transportation to rehabilitation and the repairs and replacement
of assistive devices. Strengthening the affordability of rehabilita-
tion services is crucial to improving access to rehabilitation [20],
ratifying the CRPD, and implementing the Global Disability Action
Plan and Rehabilitation 2030 in Sierra Leone. This will help ensure

the sustainability and the ongoing ability of persons with disabil-
ities to access and use rehabilitation services that are required.

In Malaysia [24] and India [42], there have been trials to reduce
the financial burdens of rehabilitation for stroke patients through
adjusting the care delivery model by promoting family-based
rehabilitation that is supported by trained rehabilitation professio-
nals. While Trani et al. [10] found in Sierra Leone that most per-
sons with disabilities believe that they can get support from
family, research [7,31,49,50] has also highlighted the stigma and
negative attitudes towards persons with disabilities from family
and society. Therefore, the appropriateness [20] of family-based
rehabilitation as an approach to improve access to rehabilitation
requires further exploration in the context of Sierra Leone.

Participants also experienced unavailability of rehabilitation,
and particularly of assistive devices. This coincides with the results
of a previous study from Sierra Leone [32], a systematic and scop-
ing review regarding access to rehabilitation [27,28] that found
that limited availability of rehabilitation services and assistive
devices affected rates of use. To facilitate increased use, rehabilita-
tion devices and materials must be available so that existing
rehabilitation services can operate effectively [20]. It is recom-
mended that the WHO Priority Assistive Products List [51] be used
to develop a national assistive products list to ensure the most
essential products are available. Stakeholders could use this list as
a tool to prioritise financing of assistive devices and materials,
and also to oversee rehabilitation services provided by NGOs and
charities to ensure balanced availability. Additionally, accurate
data on the number of persons with disabilities and types of dis-
abilities is needed for planning rehabilitation services if there is to
be sufficient availability of rehabilitation services within the health
care system in Sierra Leone.

Addressing knowledge gaps, attitudinal barriers and stigma
towards rehabilitation and persons with disability

“Acceptability of access” considers attitudes and expectations
towards services based on social-cultural norms and their influ-
ence on an individuals’ health-seeking behaviour [20]. This study
found that individual, community and family support were
important facilitators not only in coming to terms with a disability
but also in the decision to seek rehabilitation and use assistive
devices. In the absence of support, and encountering stigma, par-
ticipants experienced challenges accessing rehabilitation services.
Similarly, studies in Africa, Asia and the Middle East found that
attitudinal barriers and stigma towards persons with a disability
threatened seeking, accessing and using rehabilitation services
[24,29,40,41,47]. Existing literature from Sierra Leone emphasises
the stigma and discrimination faced daily by people with disabil-
ities [7,31,49,50]. The findings of this study further highlight the
importance of addressing underlying health beliefs and stigma
due to the influence these have on the perceived acceptability of
rehabilitation services [20].

Through addressing societal stigma and attitudinal barriers,
health promotion can increase knowledge about the availability
and utility of rehabilitation services, increasing their overall
approachability and heightening support for the access and use
of rehabilitation services. The WHO has long recommended com-
munity-based rehabilitation (CBR) to improve quality of life, par-
ticipation and empowerment of persons with disability [52].
However, in Sierra Leone, Trani et al. [53] found that in existing
CBR programs there was higher engagement from non-disabled
persons than those with disabilities. Further research on how to
effectively engage both the wider community and persons with
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physical disabilities through community engagement activities is
needed if they are to be effective in addressing stigma and
health beliefs.

Limitations of this study include the varied depth of the con-
tent related to rehabilitation, and the length of interviews.
Additionally, individuals with cognitive and hearing impairments
were outside the scope of this study. Rural participants were pri-
marily recruited from regional centres, and future studies may try
to sample participants from more remote areas. Another limitation
was that despite the researchers meeting a number of people in
the deaf community through SLUDI, deaf people were not repre-
sented in the study sample because sign language interpreters
were not found. This reflects the short data collection period as
well as the general lack of sign language interpreters in country.
Furthermore, using an interpreter in cross-language research influ-
ences the overall trustworthiness and credibility of the study [37].
Previous research in Sierra Leone demonstrated that local words
for disability are often stigmatising [50]. To maintain the trust-
worthiness and credibility of the research, it was therefore essen-
tial to work with interpreters who were sensitive to issues faced
by people with disabilities. This was achieved by working with
interpreters who were recommended based on their prior experi-
ence working with the subject matter [37].

Conclusions

There is a continued need to address the barriers associated with
the affordability of rehabilitation services through strategies such
as continued financing for rehabilitation services and transporta-
tion, and the exploration of low-cost delivery of care models.
Rehabilitation services, assistive devices and materials need to be
available in existing rehabilitation centres. Developing a national
assistive products list is recommended to improve availability and
coordination of rehabilitation services in order to facilitate greater
access and use of rehabilitation services including assistive devi-
ces. Improved knowledge about disability and the role of rehabili-
tation services is needed for persons with physical disabilities and
the wider community. Community interventions and health pro-
motion could be used to address discriminatory health beliefs
and stigma affecting people with disabilities. Policymakers and
key stakeholders in rehabilitation must ensure that rehabilitation
services are affordable, accessible, available and acceptable in the
context of Sierra Leone. This essential if persons with disabilities
are to be afforded their basic human rights, the CRPD and
Rehabilitation 2030 are to be ratified, and the SDGs achieved.
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